PAGE  

[image: image1.jpg]



Individual Therapy Approaches to Adolescent Substance Misuse
Kevin Ducray
Introduction

Many practitioners, who are not familiar with this activity, often regard the treatment of adolescent substance misuse as a challenging and intimidating prospect. A review of the literature suggests too, that the treatment of adolescent substance misuse is an area of clinical practice in its infancy (or "adolescence")?

Adolescent substance misuse is a complex clinical condition that is often associated with other co- morbid psychiatric/ psychological disorders and there are frequently client- related barriers to treatment. An examination of the lives of clients who struggle with this condition often reveals a complex interplay of biological, psychological and social difficulties that contribute to (and are further impacted upon) by drug use.

The issue of young people whose lives are being harmed by drug use and associated factors is often a highly divisive and emotive one as reflected by words such as “disease”, “abstinence”, “confrontation”, “criminalisation”, “war on drugs” versus other terms such as “harm- reduction”, “pragmatism”, “collaboration” and “egalitarianism”. Politics, economics, culture and ideology all play a role in shaping attitudes towards the treatment of young drug users. 
Whereas adult psychological treatments for substance misuse have been generally well researched, there is a relative paucity of research on the treatment outcomes and evidence base of adolescent psychological interventions for drug misuse. In part due to the difficult nature of the problem, existing adolescent studies have often suffered from methodological problems such as small sample sizes, a lack of randomized sample assignment, inadequate measures and descriptions of patterns and levels of use, widely differing levels of drug use by participants and high drop out rates.

Given the above it is understandable why it is common clinical practice to extrapolate empirically validated adult models to adolescent populations.

Clinical Differences between Adults and Adolescents

Given the above tradition it is important that practitioners understand the clinical differences between adults and adolescents who misuse drugs. These differences include the fact that adolescents seem to be more susceptible than adults to the development of substance dependence syndromes, they can exhibit a more rapid progression from casual use to dependence and also typically demonstrate higher degrees of co- occurring psychopathology. In addition co- occurring psychopathology frequently precedes the onset of substance use and often does not remit with abstinence. Thus adolescent clients often have a greater constellation of inter- related needs and problems. The reasonable assumption is often made that as an adolescent’s chemical dependence increases, so functioning in all other areas decreases. This may have a significant resultant impact upon the young person's biological, psychological and social developmental pathways.

In extrapolating or applying adult models to adolescents one needs to be extremely mindful of the specific and unique psychological, physical, social and developmental needs and characteristics of adolescent drug users. The adolescent drug user may present with such issues as ambivalence, a chaotic lifestyle, disengagement, low frustration tolerance, impulsiveness and irritability. Such clients may also suffer from a physical illness such as Hepatitis C or HIV and their most basic needs may be unmet. It is not uncommon for such young people to have had a history of poor attachments and often enjoy no significant close bond or relationship outside the context of drug use. There is also frequently a history of difficulties in relating to authority figures, a pattern of abdicating to the power of peer pressure and a predilection for “testing limits”. Young drug users often interface with deviant and “powerful” peer groups and role models that disrupt and undermine therapeutic progress. Clients may present in fear and at risk of violence and harm from dealers, pimps or family members. There is also the problem of a lack of availability of effective and pro- social “reinforcers” which can compete with drugs?

By the time adolescent clients have engaged in treatment, the above factors may have exerted a profoundly adverse impact upon the development of emotional resilience, coping skills, pro- social identity formation, interpersonal skills, communication skills, educational skills and age appropriate family and work responsibilities.

The objective of this presentation is to give delegates a brief overview of the central features and principles of those individual psychotherapeutic approaches generally regarded as suitable/ appropriate for adolescent substance misuse and to sensitise delegates to their own existing competencies (skills/ knowledge/ attributes) in this field.

In this regard it is important to reflect upon the proposition that most mental health professionals have many of the generic competencies required to assist adolescents with drug problems. In addition addiction shares many of the principles of genesis, acquisition, and maintenance with other psychological disorders and rarely occurs without related psychological problems. Similarly the evidence based approaches identified as being effective for treating alcohol and drug problems are familiar to many practitioners. These points obviously would not detract from the practitioner’s need to obtain the necessary training and supervision should they wish to formally apply these approaches within the context of a defined care plan.

These models will now be very briefly discussed:

Motivational Interviewing (MI) 

William R Miller and Stephen Rollnick

Motivational Interviewing is described by its founders as a directive, client- centred counselling style for eliciting behaviour change by helping clients to explore and resolve ambivalence"(Miller, R and Rollnick, S, 1991, pg. 8). It is an explicitly egalitarian and respectful approach, which is regarded as one of the most influential, exciting and promising psychotherapeutic developments to have emerged in recent years?

According to the core principles of Motivational Interviewing, motivation for change is elicited from the client and not imposed externally. Whilst it is the client's task to articulate and resolve their ambivalence, it is the therapist's task to facilitate both sides of the ambivalence impasse and to guide the client to a resolution that triggers change. The counselling style is quiet, respectful and eliciting, never argumentative or confrontational. Direct persuasion or confrontation is viewed as being counter- productive. "Resistance and denial" are not client traits but a product of the therapeutic relationship which is more a partnership or companionship than a set of “expert” and “recipient” roles. The "spirit" or interpersonal style gives rise to therapeutic behaviours and the notion of "set of techniques being used on people" is an antithesis to Motivational Interviewing.

Recommended strategies for building motivation for change include asking open ended questions, listening reflectively, affirming, summarising, ascertaining readiness for change, eliciting self- motivational statements, helping the client to realise the “cost” of problem behaviour exceeds any benefits, strengthening the client's commitment to change, negotiating a treatment plan and supporting self-efficacy.

Perhaps because of it's respectful style, Motivational Interviewing is seen to have particular utility with “angry” clients, with cross-cultural therapeutic relationships and when working with minority groups. Motivational Interviewing is also generally indicated for clients who have low motivation, ambivalence, a reluctance to change, or when problem behaviours are highly rewarding and when clients have no significant psychological/ psychiatric pathology. It is shown to improve the outcome of subsequently implemented evidence based interventions and is regarded as a safe and economic starting point for one to one psychosocial therapies. Whilst the terms have been used interchangeably,  ‘Motivational Enhancement Therapy' is an effective, planned, structured and individualised brief (four session) intervention for problem drinkers in which the Motivational Interviewing “style”, philosophy or approach is employed.

Cognitive Behavioural Therapy (CBT)

CBT is a heterogeneous mix of interventions focussing on improving cognitive and behavioural skills in order to change behaviours such as drug misuse. It is a combination of Cognitive Therapy and Behaviour Therapy. Behaviour Therapy seeks to extinguish or inhibit abnormal or maladaptive behaviour by reinforcing desired behaviour and extinguishing undesired behaviour. Cognitive Therapy is  “a system of psychotherapy that attempts to reduce excessive emotional reactions and self defeating behaviour by modifying the faulty or erroneous thinking and maladaptive beliefs that underlie these reactions” (Beck et al, 1991, pg. 10). Cognitive Therapy facilitates positive behaviour change by examining and changing distorted patterns of thinking. CBT integrates ‘cognitive restructuring’ with behaviour modification techniques and skills generation. With CBT there is also an emphasis on learning and practicing a variety of coping skills (some cognitive and some behavioural). At a “deeper level”, schema (or fundamental core beliefs) which give rise to enduring assumptions, attitudes and thoughts, which set in motion problematic behaviours, may also be a focus of attention. Drug use (according to Social Learning Theory) is also functionally related to major problems in a person’s life and addressing this broad range of problems will be more effective than addressing drug use alone. Treating concurrent disorders as well as other life problems is seen to be a legitimate focus of the therapist.

CBT practitioners may draw from a wide range of techniques including Self Monitoring; Graded Task Assignment; Activity Scheduling; Behavioural contracting; Modelling; Role play; Response and Behaviour Rehearsal; Refusal Skills; Decisional analysis; Communication Skills; Conflict resolution skills; Social skills training; Assertiveness Skills; (Re) lapse analysis (preparation, prevention and feedback); Psycho- education; Progressive Muscle Relaxation and Autogenics Training.

Whilst the unique mechanisms of change of CBT remain to be more fully understood, there is consistent empirical evidence that CBT is associated with significant and clinically meaningful reductions in adolescent substance misuse. It is regarded as an effective and efficacious intervention for substance abusing youths (and for associated psychopathology and related problem behaviours.)

Studies have indicated that CBT is most beneficial for those clients who are motivated, or who have retained drug- using networks, as well as for clients with severe dependence and higher “psychiatric severity”. The quality of the therapeutic relationship is seen to be highly significant to treatment outcome.

Relapse Prevention

G Marlatt and J.R Gordon

Relapse rates amongst those who suffer from addictions is notoriously high. The pattern, process and circumstances under which relapse occurs are similar across addictive behaviors. Relapse Prevention is a behavioural self- control program based on CBT strategies created to help clients maintain gains achieved in their addictive behaviour treatment or as a stand-alone program for those vulnerable to relapse.

It is a humane and pragmatic approach that recognizes therapeutic progress occurs in gradual increments or stages of change. It employs strategies designed to facilitate abstinence and help those who experience relapse. It is an approach that emphasizes self-management and rejects labelling clients with traits like "alcoholic" or "drug addict." The major components of this approach include helping clients anticipate and avoid an initial slip or lapse and to reduce the intensity, duration, and harmful consequences of any slips that do occur. Following a lapse, clients are encouraged to continue their journey and accept that change involves both advances and setbacks. Skills are developed to increase one’s ability to deal with high-risk situations and clients learn to create a more balanced lifestyle through a range of activities such as meditation, exercise, and spiritual practices.

There is encouraging evidence Relapse Prevention Therapy is an effective psychosocial treatment for alcohol and drug problems and is effective for poly- drug use when alcohol is one of the substances misused. Skills learnt during interventions are also seen to remain after completion of treatment.

The Matrix Model

Richard Rawson, Ph.D. 

This model is an intensive 16-week outpatient “framework”, with weekly aftercare sessions, for helping clients achieve abstinence. The individual therapeutic relationship is seen to be critical for client retention. This approach recognises the diversity of problems that contribute to substance misuse and focuses on the fundamentals of stabilisation, abstinence, maintenance and relapse prevention. Within the therapeutic relationship the therapist acts as a teacher and a coach. Empathy and directive support is seen to be critical to this process. The therapist's role is to give clients the knowledge, structure and support to achieve abstinence. Clients learn about issues critical to addiction and relapse such as early recovery skills, drug education, relapse prevention and relapse analysis. The therapeutic relationship is positive and encouraging, realistic and direct, never parental or confrontational. Self- esteem, dignity and self worth are promoted in all sessions.

This model has been shown to facilitate statistically significant reductions in drug or alcohol use, improve psychological indicators and reduce high-risk sexual behaviours.

Supportive Expressive Psychotherapy (Adapted for heroin and cocaine users)

Supportive Expressive Psychotherapy is a time limited, focussed, psychodynamic treatment. It concentrates on the role of drugs in relation to problem feelings and behaviours, the exploration of how problems and difficulties can be solved without resorting to drug use, as well as the impact of inner struggles on behavioural and emotional problems. 

The major features of this approach include the use of supportive techniques to assist clients feel at ease in relating their personal experiences and the use of expressive techniques to help clients recognise and resolve interpersonal and relationship difficulties.

Adult clients on Methadone Maintenance Therapy (MMT) with mental health difficulties who were exposed to this intervention were shown to have lower cocaine use and required less methadone for their opiate difficulties. Opiate users with psychiatric problems were seen to have improved outcomes and maintained their gains for longer.

This approach has been manualised for treatment of opiate and cocaine dependence. 

Behavioural Therapy for Adolescents

This approach holds that unwanted behaviours can be changed by a clear demonstration of the desired behaviours, an agreed upon set of activities to be changed, the development daily or weekly goals and consistently rewarding the incremental steps made toward achieving these goals. This approach aims at equipping the client gain Stimulus Control (e.g. avoid situations associated with drug use), Urge Control (e.g. help clients recognise and change thoughts and feelings that lead to use) and Social Control (e.g. involving significant others in helping the client avoid drugs).

Therapeutic activities can include completing assignments, rehearsing desired behaviours, recording and monitoring progress and the receipt of rewards and privileges for accomplishing assigned/ negotiated goals. Urine samples are collected on a regular and structured manner to monitor chemical use.

This model has been shown to be more effective than supportive counselling and has been demonstrated to help adolescents attain and maintain drug abstinence. Improvements have also been demonstrated in related indices such as school attendance, quality of relationships, depression and alcohol use.

Solution Focussed Brief Therapy

Steve de Shazer and Insoo Kim Berg

This approach’s treatment interventions concentrate on the presenting or most immediate problem. The essential components include the belief that potential solutions are based on “Exceptional Moments” (i.e. when the problem does not overpower, overwhelm or incapacitate the client’s ability to function). The therapist attempts to discern what it is that the client is already doing which might contribute to problem resolution. Secondly there is a focus on a determination of what life would be like without the problem, or with it solved? It is assumed that knowledge of a client’s goals, desired achievements and intended ‘life destinations’ increases the likelihood of success. 

This model stresses that the problem and solution may not necessarily be related and the type of drug used is not viewed as a critical determinant in choice of treatment. This approach is designed to help clients exploit their own unique strengths and resources in problem resolution.

Integrated Dual Diagnosis Treatment (IDDT)

Robert Drake, Susan Essock, Andrew Shaner, Kenneth Minkhoff et al

As many young people with addictions have co- occurring psychopathology this approach is designed to offer concurrent mental health and addiction interventions in the same setting. Hope, optimism and a positive atmosphere are seen to be core beliefs. Other people’s recovery is used to promote a positive expectation of improvement. A personalised treatment plan for both mental health and addiction problems is offered and individualised treatments are determined by the individual’s stage of recovery. Interventions are structured in a stage- wise fashion given their relative significance to treatment. Interventions are comprehensive and long- term and include psycho- education about the client’s illnesses and conditions, relationship counselling, living skills, help with budgeting and money management, employment advice as well as specialised counselling focussing on symptom management.

Individualised Drug Counselling

Individualised Drug Counselling emphasises stopping or reducing drug use and focuses on short-term behavioural goals. Strategies and tools to help attain and maintain abstinence are explored and shared with the client. 12 Step participation is strongly encouraged. Other areas of impaired psycho- social functioning salient to drug use such as involvement with negative peer groups, criminal activities, interpersonal and family relations and educational needs would also be addressed with the client.

Twelve Step Facilitation (TSF) Therapy

Joseph Nowinski

As its name suggests, Twelve Step Facilitation facilitates active participation in Alcoholics Anonymous (AA) or Narcotics Anonymous (NA) as AA/ NA involvement is seen as a key factor responsible for recovery. It is a model which is widely used internationally and which assumes addiction or alcoholism is a spiritual and medical "disease" that must be managed through- out life. Recovery is equated with abstinence, which is the ultimate goal.

Twelve Step Facilitation is a brief, structured, manual driven approach that is implemented on an individual basis in 12- 15 sessions. Treatment is based on spiritual, cognitive and behavioural principles that form the basis of AA and NA fellowships. The 12- Step Program is a stepped sequence of treatment and lifestyle goals. Goals include increased honesty, decisions regarding cessation of drug and alcohol use, developing and implementing an action plan for lifestyle change, the correction of past wrongs where possible and the setting of growth steps to continue a recovery plan for the rest of one’s life. 

There is increasing scientific attention being shown to 12 Step Programmes, which are seen to enhance outcome when incorporated as a component of ongoing formal interventions. The beneficial effect of AA/ NA attendance is currently believed to be “additive” rather than “independent”. Whilst stand-alone AA/ NA attendance (in the absence of formalised psychosocial interventions) is not seen to improve outcome, there is believed to be to be merit in encouraging 12 step attendance as an adjunct to formal treatment.

Contingency Management Treatments

Nancy M. Petry

This approach, widely used in substance misuse research is gaining clinical popularity despite attitudinal resistance in some quarters. Contingency Management entails awarding clients tangible positive reinforcers for objective behaviour change. Most typically clients are awarded vouchers for drug- negative urine samples. Vouchers are held in a clinic-managed account and staff purchase requested items (audiovisual equipment, sports goods, clothing, cinema tickets etc.) when sufficient credits have been banked. The positive effect of this approach has been unambiguously demonstrated and almost doubles the average period of abstinence when added to psychotherapy. Barriers include cost and moral attitudes, esp. in parts of the world where abstinence orientated, confrontational approaches dominate.

Prize Contingency Management in which ‘vouchers’ are entered into a ‘lottery’ has been shown to be as efficacious as the voucher system and can reduce (prize) costs by two thirds.

Some political and ideological criticisms include complaints that the technique "mimics gambling"

and “addicts should not be paid to do what they should do anyway” ?

Payments to drug users have rarely induced drug use and have not led to an increase in gambling amongst substance users. This technique has been shown to improve retention and stimulant use abstinence in non- methadone settings and to increase the proportion of drug- negative samples submitted in methadone settings.

Adolescent Community Reinforcement Approach (CRA) with Vouchers

The Community Reinforcement Approach (CRA) was originally developed as an individual counselling approach for alcoholism. CRA with Vouchers is a 14- 24 session out- patient therapy programme initially designed for treatment of cocaine addiction but which is now used to assist other substance dependent clients.

The major goal is to achieve abstinence of sufficient duration to learn the life skills that will sustain abstinence. Clients attend one- two sessions a week and there is an individual psychotherapeutic focus on improving family relations, the development of skills to reduce drug consumption, a focus on vocational/ educational related issues, the development of new recreational interests and activities and the establishment of new social networks. Urine samples are submitted 2- 3 times weekly and vouchers are awarded for drug (esp. opiates and cocaine) negative samples (various systems). The value of the vouchers increases with consecutive drug- negative samples. Vouchers are exchanged for goods that are consistent with a drug- free lifestyle. This approach aims at fostering engagement and a systematic gain in periods of abstinence.

Voucher- Based Reinforcement Therapy in Methadone Maintenance Therapy (MMT)

This approach is very similar to the above model. Vouchers awarded for drug- negative urine results can be exchanged for goods and services consistent with a client's treatment goals. Cocaine or heroin positive urine results reset the value of voucher to initial baseline levels. The contingency of escalating incentives is designed to reinforce periods of sustained abstinence

Dialectical Behaviour Therapy  (DBT) 



Modified for Substance Abuse (DBT- S)



DBT adapted for adolescents

Marsha Linehan

DBT appears to be increasingly extended to the treatment of older adolescents with addiction, dual diagnosis and mental health issues, particularly when suicidal concerns, deliberate self harm, poor emotional and impulse control, dramatic interpersonal styles and impaired interpersonal skills are part of the clinical picture.

This approach has been included in this presentation as many respected writers have noted the complex reciprocal relationship between drug misuse and the ‘borderline personality’ style, including the finding that that adolescent substance use disorders may predict adult borderline personality disorder.

Key functions addressed in DBT include the development of new skills, addressing the motivational obstacles to implementation of skill use and the generalization of learnt skills to daily life.

Individual psychotherapy is seen to be the main basis of treatment. The 'Client and Therapist Agreement' plays an important role in the treatment process. The therapeutic relationship reflects dialectical principles in that the therapist is accepting but encouraging of change, centered and firm but flexible when required, nurturing but benevolently demanding and explicitly clear about their personal limits and inability to stop the client from harming herself. Techniques include contingency management, cognitive therapy and exposure based therapies.

In addition, group skills training and telephones coaching between sessions are central to this approach. Skills taught or imparted include 'Mindfulness' (focussed attention and awareness to the here and now), emotion regulation (changing and reducing distressing emotional states), distress tolerance (tolerating intense emotional states that cannot be changed) and interpersonal effectiveness (maintaining sound relationships, self-esteem and asserting one's needs and objectives).

Brief Interventions

Heather1995

Brief interventions are most frequently used with clients who have a history of maladaptive drug use (esp. alcohol, cannabis) but who are not yet dependent or have few co- morbid problems. The treatment goal may be moderate drinking as opposed to total abstinence. It is an approach designed for use by professionals not specialised in addiction treatment or when there are time or resource constraints.

Interventions include the provision of self help materials, conducting brief assessments, the offering of advice (in a one off session), assessing the client's readiness to change (motivational interview), problem solving, goal setting, relapse prevention, harm reduction and follow- up. 

The major elements of this approach can be summarised by the acronym FRAMES (Feedback; Responsibility; Advice; Menu of strategies; Empathy; Self efficacy)

By definition this approach would be restricted to 5 or less sessions, ranging from a few minutes to an hours duration. It is not considered suitable for clients with more complex problems, with psychological/ psychiatric issues or severe dependence, poor literacy skills or difficulties related to cognitive impairment. Whilst this model can result in significant gains at minimum cost it does not replace the need for specialist alcohol and drug treatments. 

Individual Psychoeducation

Technically this is seldom an independent intervention but is rather a set of activities that are inherent to good care, client engagement and the establishment of sound therapeutic alliances during which the practitioner provides information at an understandable and appropriate level or detail. The clinician should stress that the client is not alone, describe what improvements can be expected from treatment, instill hope, list and describe the treatment modalities that work, as well as to suggest and recommend a treatment plan. Questions should be invited and any concerns discussed thoroughly.

This is a major component of all good clinical care and self-help programmes. There is evidence that the degree of understanding about one’s condition and treatment is related to treatment plan adherence. Knowledge of symptoms, the natural history of a condition and the availability of effective treatments have also been shown to improve outcome.

Treatment that harms or is of little positive effect
 Placing young people in peer- based treatment settings e.g., group therapy, guided group interaction, boot camp, 
etc.) popularised by the media

Meta- Analysis

In a major systematic review of alcohol interventions (Miller et al. 1995) it was found that Motivational Interviewing, Skills based Cognitive Approaches and Community Reinforcement were all effective approaches. Conversely, traditional confrontational counselling, psychoanalytic approaches and lectures were found to be of little benefit.

A subsequent study (Ouimette, Finney and Moos 1997) found that CBT and 12- Step Approaches achieved equal results, irrespective if the client had a 'pure' substance abuse diagnosis or a dual diagnosis, or was mandated to treatment.
Project MATCH (1996) the largest alcohol addiction trial ever conducted found that 12 Step Facilitation, Cognitive Behavioural Skills and Motivational Enhancement Therapy were equally highly effective.

In 2000 NIDA released the first ever science-based guide to the treatment of drug addiction. Based on a 30-year review of the data, this guide identified 13 core principles of effective practice. These principles included: No single treatment works for everyone; effective treatment attends to the multiple needs of the individual, not just his or her drug use; an individual's treatment and services plan must be assessed continually and modified as necessary to ensure that the plan meets the person's changing needs; remaining in treatment for an adequate period of time is critical for effectiveness; counselling is critical for the treatment of addictions; people with mental health and substance problems should be treated in an integrated way and recovery frequently requires multiple treatment episodes.

(National Institute on Drug Abuse (2000). Principles of Drug Addiction Treatment. Washington, D.C.: NIDA.)

An additional factor that one needs to consider is that controlled psychological treatment outcome studies for children and adolescents done in real life representative clinics (“effectiveness studies”) show far more modest effects in comparison to those done in pure laboratory (“efficacy studies”) settings. In fact many studies of clinic- based adolescent treatments have found no significant therapeutic effects (Weisz et al. 1992). This is a big problem in adolescent psychological treatment research and a reason why it is recommended that clinicians engage in routine and systematic monitoring of the outcome of their clinic based work.

It has also been repeatedly suggested throughout the history of the field of psychotherapy that the similarities rather than the differences between various treatment approaches are primarily responsible for change. 

What then seem to be the major common features of the aforementioned approaches?

Whilst I cannot answer this in a definitive fashion, a cursory review of these models seems to indicate the following significant factors: The quality of the therapeutic relationship is critical. Engaging and retaining the client in the treatment process is of the utmost importance. The therapist’s style is respectful and non- confrontational. An optimistic expectation of positive behaviour change is created. There is a focus on skills generation and interventions are often unashamedly didactic in nature with an emphasis on imparting knowledge and an understanding of addiction. There is a clear focus on identified drug- use related goals. The language used is unpretentious and jargon free.  There is an emphasis on observable behaviour change and participation in “homework” and other exercises is often negotiated. Relevant “social- network” difficulties, concurrent psychological problems and quality of life- related troubles are addressed in an integrated manner. A sense of self-efficacy is always encouraged.

Kevin Ducray

Senior Clinical Psychologist

The Drug Treatment Centre Board

November 2006
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