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Abstract 

In recent years, there has been significant progress and expansion on the development of evidence-based 

psychosocial treatments for substance abuse and dependence. A literature review was undertaken using the 

several electronic databases (PubMed, Cochrane Database of systemic reviews and specific journals, which 

pertain to psychosocial issues in addictive disorder and guidelines on this topic). Overall psychosocial 

interventions have been found to be effective. Some interventions, such as cognitive behavior therapy, 

motivational interviewing and relapse prevention, appear to be effective across many drugs of abuse. 

Psychological treatment is more effective when prescribed with substitute prescribing than when medication 

or psychological treatment is used alone, particularly for opiate users. The evidence base for psychological 

treatment needs to be expanded and should also include research on optimal combinations of psychological 

therapies and any particular matching effects, if any. Psychological interventions are an essential part of the 

treatment regimen and efforts should be made to integrate evidence-based interventions in all substance use 

disorder treatment programs.   

Keywords: Non-pharmacological interventions, psychosocial, substance use. 

 

1.  Introduction 

Problematic drug and alcohol users report 

problems in various areas including health, 

psychological and social problems. As in other 

areas of health-care, increasing attention is now 

being focused on providing evidence-based care 

for persons with substance use disorders and in 

this context there has been significant progress in 

the development and standardization of 

psychosocial treatments for substance use 

disorders.    Psychosocial    treatments    are    now 

considered     essential     components     to      any  

 

 

comprehensive substance use disorder treatment 

program. Recent research substantiates that 

psychosocial intervention for substance 

dependence can promote behavior change. The 

longer a patient is engaged in treatment the better 

his or her long-term prognosis will be. However, 

although rapid strides have been made in the 

development of effective psychosocial treatments, 

these have not been translated into routine practice 

in the clinical care. 
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2.  Treatment Approaches 

Psychosocial interventions for treatment of 

alcohol and drug problems cover a broad array of 

treatment interventions, which have varied 

theoretical backgrounds. They are aimed at 

eliciting changes in the patient's drug use 

behaviors well as other factors such as cognition 

and emotion using the interaction between 

therapist and patient. 

A literature review was undertaken using several 

electronic databases (PubMed, Cochrane Database 

of systemic reviews and specific journals, which 

pertain to psychosocial issues in addictive 

disorders and guidelines on this topic). The 

evidence base cited consists of findings from 

either individual studies or meta-analyses of 

studies that largely were randomized controlled 

trials (RCT) in which individuals exposed to these 

psychosocial interventions had significantly better 

substance use outcomes either at the end of the 

treatment phase or at follow-up. Consensus exists 

that several psychosocial treatments or 

interventions for substance use disorders are 

“evidence-based.” These include cognitive-

behavioral therapy (CBT) (including relapse 

prevention (RP)), contingency management (CM), 

motivational enhancement/motivational 

interviewing (MI) and brief interventions (BIs) for 

alcohol and tobacco. 

The main criterion of effectiveness is that a 

psychological therapy leads to either a reduction 

in, or abstinence from, that substance and 

improvements across a broad range of areas of 

functioning, which include physical health, 

psychological health, human immunodeficiency 

virus and hepatitis risk behaviors, interpersonal 

relationships, employment and criminal behavior. 

Psychosocial interventions can be used in a 

variety of treatment settings either as stand-alone 

treatments or in combination with 

pharmacological intervention. They can be 

implemented individually or in groups and 

delivered by a range of health workers. 

Psychological treatments can be brief or intensive 

and specialized. Psychosocial treatments are 

considered to be the foundation of drug and 

alcohol treatment, especially for substances where 

pharmacological treatments have not been 

sufficiently evaluated. 

3.  Individual Psychosocial Interventions 

3.1 Brief Opportunistic Intervention (BIs) 

The effectiveness of brief opportunistic 

interventions has been established primarily for 

alcohol use problems, although they have been 

applied to patients using other substances as well. 

The aim of the intervention is to help the patient 

understand that their substance use is putting them 

at risk and to encourage them to reduce or give up 

their substance use. BIs can range from 5 min of 

brief advice to 15-30 min of brief counseling.  

In general, BIs are targeted at problematic or risky 

substance use and are not intended to treat people 

with serious substance use problems/those who 

are addicted or dependent. However, patients with 

more serious dependence problems may be 

referred to a specialized drug treatment agency. 

Because of the brief nature of these interventions, 

they can be delivered opportunistically like when 

a patient presents in primary care, general hospital 

and so on, in both inpatient and outpatient settings 

by a range of specialist and generalist 

professionals who have been trained the use of 

these approaches. 

BIs are also highly cost-effective. Significant 

effect at follow-up after BI is found for up to 2 

years. Longer-term effects less evident and 

booster sessions may be required. 

Evidence has only begun to emerge to support this 

for cannabis and amphetamine use, with 

effectiveness for other illicit drugs yet to be tested. 

People who misuse cannabis or stimulants, and 

are not in formal drug treatment, appear to 
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respond well to BIs both in terms of increased 

abstinence levels and reduced drug use.  Ashton,  

in a review of BIs, suggested that such 

interventions are effective for people who are 

ambivalent about change but ineffective for 

people who are motivated to change and already 

receiving treatment. 

BIs are also used in the treatment of tobacco 

dependence and have been found to enhance 

motivation and increase the likelihood of future 

quit attempts. There is evidence that MI is 

effective in increasing future quit attempt. 

Intensive counseling is especially effective and 

there is a strong dose-response relation between 

counseling intensity and quitting success. In 

general, more the intense the treatment 

intervention greater is the rate of abstinence. In 

addition, particular types of counseling strategies 

are especially effective: Practical counseling 

(problem solving/skills training approaches) and 

provision of intra-treatment social support are 

associated with significant increases in abstinence 

rates. In conclusion, BIs can be an effective first 

level of treatment offered to drug and alcohol 

clients and because of their low cost and cost-

effectiveness, BIs are consistent with a public 

health treatment approach in substance use 

disorders. 

3.2 Motivational Interviewing (MI) 

MI helps people to explore and resolve their 

ambivalence about their substance use and begin 

to make positive behavioral and psychological 

changes. The principles of MI include expressing 

empathy through reflective listening, developing 

discrepancy between patients goals or values and 

their current behaviors, avoiding argument and 

direct confrontation, adjusting to client resistance 

and supporting self-efficacy and optimism. 

Effectiveness of MI has been most widely studied 

in alcohol abusing and dependent populations: At 

least 32 trials show that MI effectively improves 

treatment adherence and drinking outcomes and 

the results from these show a small to medium 

effect size with variability across settings and 

providers. A meta-analysis of 22 studies reviewed 

the evidence for the efficacy of MI as a BI for 

excessive drinking and found that MI was an 

effective treatment modality for reducing 

hazardous alcohol consumption, particularly in the 

short-term (within the first 3 months of treatment). 

It was more effective with young people, in those 

with occasional heavy drinking pattern and low 

dependence, than with older drinkers or those with 

a more severe dependence. A Cochrane review in 

2011 also concludes that MI can reduce the extent 

of drug abuse compared with no intervention. MI 

is also being viewed as being most effective when 

combined with other standard psychosocial 

interventions. Thus, MI may be offered both as a 

stand-alone treatment and in combination with 

other modalities. 

3.3 Cognitive Behavior Therapy (CBT) 

Cognitive behavioral interventions, also called 

CBT comprise an array of approaches based on 

the learning principles and theorize that behavior 

is influenced by cognitive processes. Standard 

CBT is a time-limited, structured psychological 

intervention, derived from a cognitive model of 

drug misuse. There is an emphasis on identifying 

and modifying irrational thoughts, managing 

negative mood and intervening after a lapse to 

prevent a full-blown relapse. 

Typical cognitive strategies employed are 

recognizing and challenging dysfunctional 

thoughts about substances and recognizing 

seemingly irrelevant decisions that lead to a 

relapse. Typical behavioral strategies employed 

are coping with cravings for substances, cue 

exposure, promotion of non-drug related 

activities, CM, relaxation training, preparing for 

emergencies and coping with relapses. Other 

elements of CBT include social skills training 

(effective communication, refusal skills) and 

problem solving skills. 
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CBT is often rated as the most effective approach 

to treatment with a drug and alcohol population, 

and is accepted well by clients. Evidence for the 

efficacy of CBT exists for a range of substances 

including alcohol, cannabis, amphetamines, 

cocaine, heroin and injecting drug use. 

3.4 Relapse Prevention (RP) 

RP has been theorized to be a set of strategies to 

help the client maintain treatment gains rather 

than a specific intervention per se. It differs from 

standard CBT in the emphasis on training people 

who misuse drugs to develop skills to identify 

situations or states where they are most vulnerable 

to drug use, to avoid high-risk situations and to 

use cognitive and behavioral strategies to cope 

effectively with these situations. RP was 

originally designed as a maintenance program 

following the treatment of substance use 

disorders; although, it is also used as a stand-alone 

treatment program. An individual or group-based 

RP program should include identifying high-risk 

situations and triggers for craving, developing 

skills to manage cravings and other painful 

emotions without using substances, learning to 

cope with lapses and attaining a life-style balance. 

RP has now a considerable evidence-base in 

treatment of substance use disorders and helps in 

producing positive outcomes. RP is effective and 

can be enhanced by adding pharmacological 

treatment and there is good evidence that 

abstinence rates can be improved when 

psychosocial treatments such as RP, CBT and 

motivational enhancement therapy (MET) are 

combined with acamprosate and naltrexone. 

3.5 Therapeutic Communities 

Residential rehabilitation programs (sometimes 

called therapeutic communities) are usually long-

term programs where people live and work in a 

community of other substance users, ex-users and 

professional staff. Programs can last anywhere 

between 1 and 24 months (or more). The aim of 

residential rehabilitation programs is to help 

people develop the skills and attitudes to make 

long-term changes toward an alcohol- and drug-

free life-style. Programs usually include activities 

such as employment, education and skills training, 

life skills training (such as budgeting and 

cooking), counseling, group work, RP and a “re-

entry” phase where people are helped return to 

their community. 

The effectiveness data are sparse. The results of 

meta-analysis by Smith et al. of seven studies 

investigating the effectiveness of therapeutic 

communities for substance related disorders, 

including alcohol indicate that there is little 

evidence that residential rehabilitation programs 

are more effective than other residential 

treatments (such as community residence) in 

terms of treatment completion or drug use related 

outcomes or that one type of therapeutic 

community is better than another. One issue that 

affects treatment evaluation of residential 

rehabilitation programs is that treatment dropout 

is common. Patients who complete residential 

programs achieve better outcomes on drug misuse, 

crime, employment and other social functioning 

measures. It is unclear whether this relates to 

choice or motivation on the part of the service 

user or whether active retention in treatment 

achieves successful outcomes. To conclude, the 

use of therapeutic communities for treatment of 

substance use disorders does not have a strong 

evidence base. 

3.6 Contingency Management (CM) 

CM or voucher-based therapy is an evidence-

based treatment intervention based on principles 

of behavior modification. This treatment approach 

is aimed at encouraging positive behavior by 

providing positive reinforcement when patient 

progresses toward treatment goals (e.g., no drug 

use) or by withholding the positive reinforcement 

or providing punitive measures when the patient 

engages in undesirable behavior (e.g., continued 

drug use, urine positive for substances). The 

positive reinforcement for behavior change often 
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includes vouchers, privileges, prizes or modest 

financial incentives that are of value to the patient. 

There is a strong evidence that CM is an effective 

strategy in treatment substance use disorders, 

particularly, opioids, tobacco and polysubstance 

use. CM improves adherence to opiate substitution 

programs. However, it has not been used widely 

in clinical practice due to perceived high costs of 

provision of such interventions. 

Several studies exist to support the effectiveness 

of CM in encouraging clients to comply with 

medications used to reduce/eliminate/maintain 

abstinence from alcohol. It has been found to 

improve medication compliance with disulfiram 

and encourage treatment attendance at a drug and 

alcohol service. However, it is difficult to 

operationalize CM for alcohol use disorders as it 

is difficult to reliably detect recent alcohol use as 

neither blood nor breath tests can detect use that 

occurred more than 12 h previously. 

3.7 12-Step Approaches 

A self-help group is any group that has the aim of 

providing support, practical help and care for 

group members who share a common problem. 

These are the basis of the self-help philosophy of 

Narcotics Anonymous and Alcoholics 

Anonymous (AA). This approach regards 

addiction as a relapsing illness with complete 

abstinence as the only treatment goal and is based 

on behavioral, spiritual and cognitive principles. 

As part of the process toward recovery, 

individuals must acknowledge to themselves (and 

another people) the harm substance use has caused 

to themselves and others, admit that they are 

powerless over drug use and surrender to a higher 

power for recovery. 

3.8 Cue Exposure Treatment 

Another behavioral approach, which has shown 

some promising results, is cue exposure treatment. 

In this approach, alcohol-dependent individuals 

are exposed to cues such as the sight and smell of 

a favorite drink, without actually consuming 

alcohol. There is clear evidence of reactivity to 

alcohol cues, including alcohol craving, which is 

related to the severity of alcohol dependence. 

However, this area awaits large-scale clinical or 

cost-effectiveness trials. 

3.9 Alcohol Treatment Matching Studies 

The largest treatment trial to date, Project 

MATCH had 1726 subjects with alcohol use 

disorders who were randomly allocated to MET, 

CBT or TSF. Results showed four sessions of 

MET to be as effective as 12 of either CBT or 

TSF. No major differences between groups were 

found at 1 year follow-up. The main outcome 

measures were the percentage of days/month that 

the client did not drink and the number of drinks 

they had in each drinking session. The results 

showed an increase in abstinence days from 20-

30% to 80-90% and decrease in drinks per 

drinking day from 12-20 to 1-4. Although, a main 

aim of this project was to see which clients 

benefited from which therapy, such client 

“matches” did not emerge. It was hypothesized 

that more important than “matching” treatments to 

clients is the relationship between therapist and 

client. 

MET was found to be briefer (four sessions) than 

the other therapies and just as effective in Project 

MATCH. Building on this suggestion, a rigorous 

multicenter UK Alcohol Treatment Trial 

compared 742 clients three sessions of MET, with 

eight sessions of social behavior and network 

therapy (SBNT). SBNT was developed 

specifically for trial on the basis of evidence that 

support from family and friends are helpful in 

overcoming alcohol problems. SBNT contains 

elements of family therapy, community 

reinforcement, RP and social skills training. 

Participants were randomly allocated to MET or 

SBNT. The results showed a decrease in alcohol 

consumption and problems, decreased dependence 

and increase in mental health quality-of-life. No 
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major difference in outcome measures was found 

between groups at 12 month follow-up. 

3.10 COMBINE Study 

The COMBINE study was designed to evaluate 

the efficacy or pharmacotherapy, behavioral 

therapy and their combinations for treatment of 

alcohol dependence and to evaluate placebo effect 

on the overall outcome. This large RCT involved 

1383 patients with the diagnosis of alcohol 

dependence, recently abstinent from alcohol. No 

combination was more effective than naltrexone 

or combined behavioral intervention (CBI) in the 

presence of medical management. However, CBI 

alone was less effective (e.g., resulted in lower 

percent days abstinent) than medical management 

and placebo. The results of this study suggest that 

although CBI may reduce alcohol consumption, 

placebo pills and a meeting with a health care 

professional can have a stronger positive effect 

than CBI alone. 

4.  Special Population 

4.1 Patients on Opioid Agonist Maintenance 

Therapies 

Most studies have evaluated psychosocial 

treatments in the context of methadone 

maintenance, whose goal is the reduction of illicit 

drug use and its associated harms and risks. These 

therapies have been variable in their approach. 

CBT has been shown to reduce the illicit drug use 

among people on a methadone maintenance 

program, as well as other risk-taking behaviors 

(Teesson et al., 2000, Kessler) decreasing the 

psychosocial problems associated with heroin use 

(e.g., depression, risk taking, criminality, etc.). In 

addition, CBT and MI increase the effectiveness 

and adherence to methadone maintenance 

treatment (MMT).] 

Intensive in-patient programs have been shown to 

be no more effective than weekly psychosocial 

treatment as an adjunct to MMT. There is robust 

evidence from US studies of the effectiveness of 

CM and community reinforcement approaches. 

There is some evidence that family treatment can 

produce additional benefits to individual 

treatment, especially in terms of adherence and of 

retention in treatment. 

4.2 Adolescents 

Family therapy for drug use has been found to be 

more effective than other treatments in engaging 

and retaining adolescents in treatment and 

reducing their drug use, but the data is less clear-

cut with adults. In a Cochrane review of 17 

studies evaluating four type of interventions: MI 

or BI, education or skills training, family 

interventions and muticomponent community 

interventions found a lack of evidence of included 

interventions. 

4.3  Co-Morbid Psychiatric Disorders 

Symptoms of psychiatric disorders such as 

depression, anxiety and psychosis are common in 

patients misusing drugs and/or alcohol. In 

addition, these psychiatric disorders increase the 

risk of substance misuse. Such patients are often 

the most challenging to engage and treat and their 

prognosis is frequently poor. Currently, the 

evidence base is very limited to guide 

management of co-morbidity. 

4.4 Poly Drug Users 

Family therapy remains a “promising” 

intervention with poly drug users, family 

interventions, community reinforcement and CM 

approaches have been shown to be superior to 

drugs counseling and 12-step approaches 

5.  Conclusion 

Evidence on effectiveness of psychosocial 

interventions in substance use disorders is 

available. For substance misusing clients, any 

form of psychological treatment leads to better 
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treatment outcomes compared with no 

psychological treatment, but there is no general 

consensus that one form of psychological 

treatment is better than another. Some 

interventions, such as CBT, MI and RP, appear to 

be effective across many drugs of abuse. 

Psychological treatment is more effective when 

prescribed with substitute prescribing than when 

medication or psychological treatment is used 

alone, particularly for opiate users. Where no 

substitute prescribing treatments are available 

with substances such as cannabis and cocaine, 

there is evidence that psychological treatment 

alone can be effective in changing patients 

substance using the behavior. 

6.  Future Directions 

The evidence base for psychological treatment 

needs to be expanded and should also include 

research on optimal combinations of 

psychological therapies and any particular 

matching effects, if any. There is a need for 

research on psychological interventions in special 

populations such as adolescents, poly drug 

misusers and in people with psychiatric co-

morbidity. More research is needed on the 

intensity and duration of these interventions for 

people with more severe addiction problems. 

References 

1. Hubbard RL, Craddock SG, Flynn PM, 

Anderson J, Etheridge RM. Overview of    

1-year follow-up outcomes in the drug 

abuse treatment outcome study 

(DATOS) Psychol Addict 

Behav. 1997;11:261–78. 

2. Miller W, Rollnick S. 2nd ed. New York 

and London: Guilford Press; 2002. 

Motivational Interviewing. 

3. Bien TH, Miller WR, Tonigan JS. Brief 

interventions for alcohol problems: A 

review. Addiction. 1993;88:315–

35. [PubMed] 

4. Miller WR, Sanchez VC. Motivating 

young adults for treatment and lifestyle 

change. In: Howard GS, Nathan PE, 

editors. Alcohol Use and Misuse by Young 

Adults. Notre Dame, IN: University of 

Notre Dame Press; 1994. pp. 55–81. 

5. Miller WR, Zweben A, DiClemente CC, 

Rychtarik RG. Vol. 2. Rockville, MD: 

National Institute on Alcohol Abuse and 

Alcoholism; 1992. Project MATCH 

monograph series. Motivational 

Enhancement Therapy Manual: A Clinical 

Research Guide for Therapists Treating 

Individuals with Alcohol Abuse and 

Dependence. 

6. Moyer A, Finney JW, Swearingen CE, 

Vergun P. Brief interventions for alcohol 

problems: A meta-analytic review of 

controlled investigations in treatment-

seeking and non-treatment-seeking 

populations. Addiction. 2002;97:279–

92. [PubMed] 

7. Fleming MF, Mundt MP, French MT, 

Manwell LB, Stauffacher EA, Barry KL. 

Brief physician advice for problem 

drinkers: Long-term efficacy and benefit-

cost analysis. Alcohol Clin Exp 

Res. 2002;26:36–43. [PubMed] 

8. Ockene JK, Adams A, Hurley TG, 

Wheeler EV, Hebert JR. Brief physician- 

and nurse practitioner-delivered 

counseling for high-risk drinkers: Does it 

work?Arch Intern Med. 1999;159:2198–

205. [PubMed] 

9. Miller WR, Wilbourne PL. Mesa Grande: 

A methodological analysis of clinical trials 

of treatments for alcohol use 

disorders. Addiction. 2002;97:265–

77.[PubMed] 

10. Crawford MJ, Patton R, Touquet R, 

Drummond C, Byford S, Barrett B, et al. 

Screening and referral for brief 

intervention of alcohol-misusing patients 

in an emergency department: A pragmatic 



 

Ramar G                                                                                  www.ijetst.in Page 1117 
 

IJETST- Volume||01||Issue||07||Pages 1110-1119||September||ISSN 2348-9480 2014 

randomised controlled 

trial. Lancet. 2004;364:1334–9. [PubMed] 

11. McQueen J, Howe TE, Allan L, Mains D. 

Brief interventions for heavy alcohol users 

admitted to general hospital 

wards. Cochrane Database Syst 

Rev.2009;3:CD005191. [PubMed] 

12. Berglund M, Thelander S, Salaspuro M, 

Franck J, Andréasson S, Ojehagen A. 

Treatment of alcohol abuse: An evidence-

based review. Alcohol Clin Exp 

Res.2003;27:1645–56. [PubMed] 

13. Martin G, Copeland J, Swift W. The 

adolescent cannabis check-up: Feasibility 

of a brief intervention for young cannabis 

users. J Subst Abuse Treat.2005;29:207–

13. [PubMed] 

14. Ashton M. The motivational hallo. Drug 

Alcohol Find. 2005;13:23–30. 

15. Fiore MC, Jaén CR, Baker TB, Bailey 

WC, Benowitz NL, Curry SJ, et al. 

Rockville, MD: US Department of Health 

and Human Services, Public Health 

Service; 2008. Treating tobacco use and 

dependence: 2008 update. Clinical Practice 

Guideline. 

16. Kay-Lambkin FJ, Baker AL, Lewin TJ. 

The ‘co-morbidity roundabout’: A 

framework to guide assessment and 

intervention strategies and engineer 

change among people with co-morbid 

problems. Drug Alcohol 

Rev. 2004;23:407–23. [PubMed] 

17. Brown J, Miller W. Impact of motivational 

interviewing on participation & outcome 

in residential and alcoholism 

treatment. Psychol Addict 

Behav. 1993;7:211–8. 

18. Hettema J, Steele J, Miller WR. 

Motivational interviewing. Annu Rev Clin 

Psychol. 2005;1:91–111. [PubMed] 

19. Vasilaki EI, Hosier SG, Cox WM. The 

efficacy of motivational interviewing as a 

brief intervention for excessive drinking: 

A meta-analytic review. Alcohol 

Alcohol. 2006;41:328–35. [PubMed] 

20. Smedslund G, Berg RC, Hammerstrøm 

KT, Steiro A, Leiknes KA, Dahl HM, et al. 

Motivational interviewing for substance 

abuse. Cochrane Database Syst 

Rev. 2011;5:CD008063. [PubMed] 

21. Rohsenow DJ, Monti PM, Rubonis AV, 

Gulliver SB, Colby SM, Binkoff JA, et al. 

Cue exposure with coping skills training 

and communication skills training for 

alcohol dependence: 6- and 12-month 

outcomes. Addiction. 2001;96:1161–

74. [PubMed] 

22. Dobson KS. 2nd ed. New York: Guilford 

Press; 2000. Handbook of Cognitive-

Behavioral Therapies. 

23. Beck AT, Wright FD, Newman CF, Liese 

BS. New York: Guilford Press; 1993. 

Cognitive Therapy of Substance Abuse. 

24. McRae AL, Budney AJ, Brady KT. 

Treatment of marijuana dependence: A 

review of the literature. J Subst Abuse 

Treat. 2003;24:369–76. [PubMed] 

25. Weisner C, Matzger H, Kaskutas LA. How 

important is treatment? One-year 

outcomes of treated and untreated alcohol-

dependent 

individuals. Addiction.2003;98:901–

11. [PubMed] 

26. Ellis PM, Smith DA. beyond blue: The 

national depression initiative. Treating 

depression: The beyondblue guidelines for 

treating depression in primary care. “Not 

so much what you do but that you keep 

doing it” Med J 

Aust. 2002;176(Suppl):S77–83. [PubMed] 

27. McLellan AT, Meyers K. Contemporary 

addiction treatment: A review of systems 

problems for adults and adolescents. Biol 

Psychiatry. 2004;56:764–70.[PubMed] 

28. Marissen MA, Franken IH, Blanken P, van 

den Brink W, Hendriks VM. Cue exposure 

therapy for the treatment of opiate 

addiction: Results of a randomized 



 

Ramar G                                                                                  www.ijetst.in Page 1118 
 

IJETST- Volume||01||Issue||07||Pages 1110-1119||September||ISSN 2348-9480 2014 

controlled clinical trial. Psychother 

Psychosom. 2007;76:97–105. [PubMed] 

29. Jarvis T, Tebbutt J, Mattick RP. 2nd ed. 

Chichester: John Wiley & Sons; 2005. 

Treatment Approaches for Alcohol and 

Drug Dependence: An Introductory Guide. 

30. Carroll KM, Onken LS. Behavioral 

therapies for drug abuse. Am J 

Psychiatry. 2005;162:1452–60.  [PubMed] 

31. Wanigaratne S, Davis P, Preston K. 

London: Department of Health; 2005. A 

brief review of the effectiveness of 

psychological therapies in the treatment of 

substance misuse. A Briefing Paper of the 

National Treatment Agency. 

32. Irvin JE, Bowers CA, Dunn ME, Wang 

MC. Efficacy of relapse prevention: A 

meta-analytic review. J Consult Clin 

Psychol. 1999;67:563–70. [PubMed] 

33. Feeney GF, Young RM, Connor JP, 

Tucker J, McPherson A. Cognitive 

behavioural therapy combined with the 

relapse-prevention medication 

acamprosate: Are short-term treatment 

outcomes for alcohol dependence 

improved? Aust N Z J 

Psychiatry. 2002;36:622–8. [PubMed] 

34. O’Malley SS, Jaffe AJ, Chang G, 

Schottenfeld RS, Meyer RE, Rounsaville 

B. Naltrexone and coping skills therapy for 

alcohol dependence. A controlled 

study.Arch Gen Psychiatry. 1992;49:881–

7. [PubMed] 

35. Smith LA, Gates S, Foxcroft D. 

Therapeutic communities for substance 

related disorder. Cochrane Database Syst  

Rev. 2006;25:CD005338. [PubMed] 

36. De Leon G, Jainchill N. Male and female 

drug abusers: Social and psychological 

status 2 years after treatment in a 

therapeutic community. Am J Drug 

Alcohol Abuse. 1981-1982;8:465–

97. [PubMed] 

37. Hubbard RL, Marsden ME, Rachal JV, 

Harwood HJ, Cavanaugh ER, Ginzburg 

HM. Chapel Hill, NC: University of North 

Carolina Press; 1989. Drug Abuse 

Treatment: A National Study of 

Effectiveness. 

38. Griffith JD, Rowan-Szal GA, Roark RR, 

Simpson DD. Contingency management in 

outpatient methadone treatment: A meta-

analysis. Drug Alcohol 

Depend.2000;58:55–66. [PubMed] 

39. Lussier JP, Heil SH, Mongeon JA, Badger 

GJ, Higgins ST. A meta-analysis of 

voucher-based reinforcement therapy for 

substance use 

disorders. Addiction.2006;101:192–

203. [PubMed] 

40. Prendergast M, Podus D, Finney J, 

Greenwell L, Roll J. Contingency 

management for treatment of substance 

use disorders: A meta-

analysis. Addiction.2006;101:1546–

60. [PubMed] 

41. Helmus TC, Saules KK, Schoener EP, 

Roll JM. Reinforcement of counseling 

attendance and alcohol abstinence in a 

community-based dual-diagnosis treatment 

program: A feasibility study. Psychol 

Addict Behav. 2003;17:249–51. [PubMed] 

42. Higgins ST, Petry NM. Contingency 

management. Incentives for 

sobriety. Alcohol Res 

Health. 1999;23:122–7. [PubMed] 

43. Petry NM, Martin B, Cooney JL, Kranzler 

HR. Give them prizes, and they will come: 

Contingency management for treatment of 

alcohol dependence. J Consult Clin 

Psychol. 2000;68:250–7. [PubMed] 

44. Kadden RM. Behavioral and cognitive-

behavioral treatments for alcoholism: 

Research opportunities. Addict 

Behav. 2001;26:489–507. [PubMed] 

45. Ferri M, Amato L, Davoli M. Alcoholics 

Anonymous and other 12-step 

programmes for alcohol 

dependence. Cochrane Database Syst 

Rev.2006;3:CD005032. [PubMed] 



 

Ramar G                                                                                  www.ijetst.in Page 1119 
 

IJETST- Volume||01||Issue||07||Pages 1110-1119||September||ISSN 2348-9480 2014 

46. Monti PM, Rohsenow DJ, Rubonis AV, 

Niaura RS, Sirota AD, Colby SM, et al. 

Cue exposure with coping skills treatment 

for male alcoholics: A preliminary 

investigation. J Consult Clin 

Psychol. 1993;61:1011–9. [PubMed] 

47. Drummond DC, Glautier S. A controlled 

trial of cue exposure treatment in alcohol 

dependence. J Consult Clin 

Psychol. 1994;62:809–17. [PubMed] 

48. Drummond DC. What does cue-reactivity 

have to offer clinical 

research? Addiction. 2000;95(Suppl 

2):S129–44. [PubMed] 

49. Matching alcoholism treatments to client 

heterogeneity: Project MATCH 

posttreatment drinking outcomes. J Stud 

Alcohol. 1997;58:7–29. [PubMed] 

 

 

 

 

 

 

 


