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Overview of the Treatment

 CBT can be used together with 12-step support 

groups, as well as pharmacologic treatments.

 In the CBT model, we identify and modify patients’ 

faulty beliefs about alcohol and drugs, cravings, high 

risk, and their “relationship” with alcohol and drugs.

 In the CBT model, we help patients improve 

problem-solving, manage cravings, and make 

lifestyle changes.
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Overview of the Treatment
(continued)

 CBT helps patients develop coping skills so that 
they become less likely to “self-medicate.”

 CBT helps patients to learn from their relapses 
and other life mistakes without undue 
helplessness, hopelessness, and self-
condemnation.

 We also help patients to grieve losses.
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Psychoeducation: Basic Elements

 Explain CBT at the start of treatment.

 Discuss diagnostic issues.

 Create a climate of collaborative generation of 

hypotheses about the patient’s problems, 

beliefs, obstacles to change, and incentives to 

change.

 Offer rationales for interventions and homework.

 Psychoeducation occurs throughout treatment 

(examples will be given in upcoming slides).
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Structure of a CBT Session (1)

 Mood check (e.g., use the PHQ-9; Beck 

Depression Inventory; verbal inquiry).

 Set an agenda.

 Brief review of last session.

 Review of last session’s homework (if applicable).

 Recent episodes of drinking or using, exposure to 

high-risk situations, cravings, “close calls,” etc.

 Methods for dealing with the above (see webinar #2).
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Structure of a CBT Session (2)

 Summary statements (enhancing memory, 

conveying validation)

 Designing plans for coping with the upcoming 

week. Anticipating high risk situations.

 Giving and getting feedback.

 Assigning new homework (many in-session 

CBT techniques can also be used for 

homework).
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The Challenge of Setting an Agenda

 Sometimes patients do not contribute to the 

agenda, and do not generate ideas.

 There are patients who do not say very much, 

often answering questions by giving short 

answers that reveal very little or seem designed 

to end the therapeutic conversation, rather than 

contribute to it.

 Therapist thinks, “How am I going to fill the time 

in this session?”
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Suggested Items for the Agenda

 Dealing with recent temptations to drink and/or use 

other drugs.

 “Close calls.”

 How the patients spend their time.

 Actions toward the pursuit of healthy goals.

 Ambivalence about change; about being in therapy.

 Specifics about the patients’ communications with 

others (their text message threads tell the tale!).

 Problems with homework, or attendance.

 Anticipating upcoming, potential challenges.
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12-Step Philosophy Compared to  

CBT:  How to Reconcile

 The issue of absolute sobriety as the ideal goal.

 The issue of admitting “powerlessness.”

 The issue of taking prescribed medications.

 The issue of “co-dependency” and “enabling.”

 “Hitting bottom.” Is that necessary for change?

 Sponsors and therapists. (Different, and 

complementary)

 “Stinking thinking!”
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“Stages of Change”
(Norcross, Krebs, & Prochaska, 2011)

 Pre-contemplation (unaware, unmotivated, in denial).

 Contemplation (aware; low motivation; in “procrastination 

mode”)

 Preparation (aware, motivated, at cross-roads)

 Action (actively using interventions and taking part in 

treatment regularly).

 Maintenance (still serious about “working the program” 

long after positive results have been achieved)

[Note: “Motivational Interviewing” methods are especially relevant for 

the first three stages – see the works of Miller & Rollnick]
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“Stages of Change”
(Impact on Goal-Setting)

 Pre-contemplation (e.g., find a reason to be in therapy).

 Contemplation (e.g., consider an “easy” improvement).

 Preparation (e.g., set targets for decreasing alcohol, 

drugs; self-monitor and collect data on oneself).

 Action (e.g., achieve “zero impairment” days and weeks; 

find employment; improve communication and make 

amends).

 Maintenance (regular 12-step meetings long-term; 

sustained sobriety; steady employment; better fitness; 

continuing self-education goals).
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Nexus Between CBT and 

Motivational Interviewing

 Collaboration with the patient is an inherent 

characteristic of treatment.

 Guided discovery (open-ended, Socratic) questions are 

applied generously.

 Therapist conceptualizes “on the fly,” guiding decisions 

about the proper “timing” of an intervention.

 The patient needs to “own” the interventions (e.g., “You 

made a very good point when you said…”)

 Feedback is very important.
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Achieving Sobriety: “Scaling the 

Mountain” (The uphill climb)

 Patients need…

1. Personal determination and strength.

2. Social support.

3. Coping and self-monitoring tools.

 All three of these components are necessary. 

CBT specializes in #3, but also emphasizes #1 

and #2. 
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Recovery is like going up a downward moving escalator: 

If you’re not moving forward…you’re going backward.
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High-Risk Situations:

Internal and External
Beliefs about Drugs, Self,

And Relationship with Drugs

Automatic 

Thoughts

Cravings 

and Urges

Permission-

Giving

Beliefs

Behavioral 

Rituals

Relapse 

Episode

(“slip”)

The drug abuse

cycle 

(Beck et al., 1993)..
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Bored and lonely;

self-reproachful

I can’t lead a normal life. 

I will be too depressed if I 

stay clean and sober.

Screw it all,

I’m doing it!

High 

arousal
I deserve a

“pick-me-up.”

Drive by an

old supply 

location

Use heroin 

at home, 

alone.

The drug abuse 

cycle.

[Hypothetical

example]
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Anxious about

schoolwork

I need drugs to control

my anxiety so I can

do my schoolwork.

Get it now.

High 

arousal

It will calm me

me down so I 

can study.

Brings oxy

to the library.

Uses oxy

and falls 

asleep.

The drug abuse 

cycle. – the case 

of S.L.
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Angry at wife

[patient decides

to deal with this 

problem directly.]

If I get high on cocaine,

it’s not the answer. I will talk

to my wife later.

Go to work!

Craving

gradually 

subsides

I deserve

to respect

myself.

Drives

to

work

Has a

drug-free

day. Talks to

wife. 

The drug abuse 

cycle. The case

of A.H. 

(success)



Points of Intervention (1)

High-risk situations (Box #1 of the model, going clockwise).

Internal (e.g., hungry, angry, lonely, tired)

acronym = “H.A.L.T.”

External (“people, places, and things”)
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Points of Intervention (2)

Dysfunctional beliefs about drugs.

Examples:

“Beer is not really alcohol, therefore I can drink it 

and still be in recovery.”

“Snorting heroin is non-addictive, therefore it is 

safe for me to do.”

“Marijuana is completely harmless.”
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Points of Intervention (3)

Dysfunctional beliefs about the self in 
relation to drugs.

Examples:

“I cannot socialize comfortably if I am not drunk or 
high.”

“I am going to die young anyway, so I might as 
well use drugs and have a good time.”

“I do not deserve to have a better life, therefore 
there is no point in trying to become sober.”

“If I want to drink (or use), I can’t stop myself.”
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Points of Intervention (4)

Automatic Thoughts

(associated with increased cravings and 

intentions to drink or use other drugs).

Examples:

“Who cares?”

“Party time!”

“Go for it!”
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Points of Intervention (5)

Cravings and urges.

 Increased physiological arousal.

 Feels like a basic drive that must be satiated.

 Patients mistakenly believe that cravings and 
urges will subside only if they use alcohol and 
other drugs.

 Patients forget that they can change their mind 
and refrain. Instead, they believe that drinking 
and using is an inevitable response.
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Points of Intervention (6)

Permission-giving beliefs (“rationalizations”)

Examples

“If nobody knows, it’s okay.”

“I’ll do it just this one time.”

“I deserve it.”

“I should ‘test’ myself.”
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Points of Intervention (7)

Behavioral rituals and cues associated with 

obtaining and using alcohol/drugs.

Examples

 Contacting a certain person.

 Going to a specific location.

 Time of the day; time of the week.

 Using paraphernalia.

 Combining with food, music, sex.
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The “Abstinence Violation Effect” (1)
(see the works of Marlatt & Gordon)

The person has been abstinent from alcohol 
and other drugs for some time;

The person has a lapse and drinks or uses;

The person thinks…

“All my efforts were wasted.”

“There is no point in stopping now.”

“I am back to the beginning again.”
[But they’re back to Day One, not back to “square one.”]
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The “Abstinence Violation Effect” (2)

As a result of such all-or-none thinking, the 
person does not try to use self-help 
interventions to limit the harm, to shorten 
the drug-using episode, or to seek 
immediate support from sober others.

Thus, a lapse quickly becomes a full 

RELAPSE.
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The Therapeutic Alliance in CBT for 

Alcohol and Substance Use Problems

Improving mutual trust, 

finding a common agenda, 

working as a team, 

and avoiding early termination –

against the odds.



The Therapeutic Alliance in CBT for Alcohol 

and Substance Use Problems:  Major Factors

 CBT involves a collaborative relationship 

between therapist and patient.

 This alliance requires a measure of mutual 

trust and positive regard.
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The Therapeutic Alliance in CBT for 

Alcohol and Substance Use Problems: 

Major Factors

 Substance abuse can bring mistrust into 
the therapeutic relationship.

 Therapists and patients may have 
negative assumptions about each other 
that interfere with the building of an 
alliance.
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Denial and Mistrust (1)

 Patients may believe that there will be 

severe consequences if they admit to 

engaging in substance abuse.

 Therapy will be terminated.

 Their family will be informed.

 The police will be notified.

 The therapist will judge them or reject them.
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Denial and Mistrust (2)

 Therapists who give unconditional support 
may become easy marks for the patients’ 
denials.

 Therapy will seem “too easy.”

 Therapy will be devoid of meaningful agenda 
items.

 Therapists and patients will become bored with 
the process.

 Termination will occur while the patients are still 
using drugs.
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Denial and Mistrust (3)

 Therapists may be hesitant to confront 

their patients if they think they are denying 

or lying.

 A therapist’s self-image often involves being 

warm, accepting, and nurturing – not 

necessarily confrontational.

 Therapists may be afraid of patients who have 

a history of violence.
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Denial and Mistrust (4)

 Patients may feel too ashamed to admit 
their lapses.

 Thus, they do not disclose and discuss the full 
extent of their problems.

 Thus, therapy is rendered less effective, due 
to “missing data.”

 Thus, both their substance abuse and 
negative beliefs about themselves will not be 
given adequate clinical attention.
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Denial and Mistrust (5)

At times patients will acknowledge some

aspects of their drinking and drug use, but 

omit disclosing more frequent or serious 

aspects of their drinking and drug use.

[Be willing to ask for information beyond 

what the patient initially offers.]
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Denial and Mistrust: 
What Can You Do? (1)

Do not try to “win” an argument with a 
patient. State your case, and listen to 
your patient’s reply.

Whenever the opportunity arises, use the 
patient’s own words to make your point. 
(For example, “I agree with what you said earlier 
about your needing to contact others when you have 
the urge to drink.”)
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Denial and Mistrust: 
What Can You Do? (2)

 Acknowledge and empathize with the 
patient’s ambivalence about openly 
disclosing the facts of his or her life.

 Do not view trust as an “all-or-none” 
concept. The question is, How much can 
you trust the patient’s words?
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Denial and Mistrust: 
What Can You Do? (3)

 Discussing drug-testing results (if you 

have access to them).

 Missed tests and missed sessions as 

indicators of relapse.

“One of the positive signs of working your 

program of recovery is being where you 

ought to be, when you ought to be there.”
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Therapist Video Demonstration

 Dealing with the patient’s denial.

 Confronting the patient in a caring way.

 Not trying to win the argument; just trying 

to get closer to the facts, for the purpose 

of doing good therapy.

 Staying on point in spite of many 

distractions and digressions.
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Creating a Better Therapeutic 

Relationship

 Do not express judgmental attitudes.

 Focus on the patients’ subjective distress, not just 

whether or not they have used drugs.

 Emphasize the goal of trying to help the patients 

improve their lives, not just to become sober.

 Be willing to continue working with patients who have 

had a relapse.

 Retention of the patients in treatment is of paramount 

importance. Be proactive!
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Therapeutic alliance enhancement via 

the case conceptualization

 Explore the meaning and function of the patient’s 

seemingly oppositional or self-defeating actions.

 Strive to understand the pain, fear, and 

ambivalence behind the patient’s hostility, 

resistance, and dishonesty.

 Collaboratively utilize unpleasant feelings in the 

therapeutic relationship as “grist for the mill.”
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Stay focused on the goals of treatment.

 When you are in disagreement with your patient, 

stop and review your areas of agreement.

 Remain focused on the patient’s personal 

strengths and admirable qualities.

 Find areas of “compromise” (e.g., when the 

patient does not wish to stop using drugs 

entirely).
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Positive therapist beliefs to enhance 

the therapeutic alliance.

 “My patients may or may not accept my clinical 

judgments, or my good will, but I will offer them 

just the same.”

 “I can teach my patients to utilize a wide range of 

self-help techniques, and I can consistently 

encourage them to use them.”

 “If I help even one patient, I am helping his or her 

loved ones as well.”
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