
THE BIOBEHAVIOURAL MODEL OF DRUG USE
The empirical evidence has shown that drug use and
abuse behaviours do not depend on a single, isolated
factor, but rather develop and are maintained by diverse
factors of a multidimensional nature. The so-called bio-
psycho-social (or bio-behavioural) model, the contextual
framework accepted by the vast majority of authors,
permits an analysis of the interactions between the
environment and the pharmacological factors involved in
drug-use behaviours, regardless of the substance in
question. From this perspective, the use or rejection of
drugs would be explained by the effects of the substances,
by contextual factors and by the vulnerability of subjects
themselves.
Thus, no explanatory model valid for all addictive

behaviours can be established. Rather, on the basis of
these general principles, the specific combinations of their
elements that explain the acquisition or not of different

types of addictive behaviour and the variables that control
it must be examined in each case and at each stage. This
involves using behaviour analysis for identifying, in each
particular case, the variables involved and the conditions
on which they depend. Relevant in this regard is the bio-
behavioural (or bio-psycho-social) model described by
Pomerleau and Pomerleau (1987) for explaining the onset
and maintenance of smoking behaviour. As the authors
themselves point out, although substances may differ in
their specific pharmacological action, all are subject to
the same general line of analysis. This contextual
framework provides the capacity for analyzing
consumption behaviours in relation to interactions with
the context, individual vulnerability and consequences.
The variables classed as belonging to the context
(exteroceptive and interoceptive stimuli) would be given
by the classical and operant learning models, and would
combine with the reinforcing variables identified as
consequences. Behaviour would naturally include
behaviours related to drug use, but also those related to
the rejection of consumption and resistance to it.
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operantes y que las contingencias juegan un papel determinante en la explicación de las mismas. La terapia de conducta cuenta
con tratamientos empíricamente validados que se consideran estrategias esenciales para el tratamiento efectivo de la
drogadicción. Las técnicas operantes (manejo de contingencias), de condicionamiento clásico (exposición), las técnicas
cognitivo-conductuales (entrenamiento en habilidades) y las distintas combinaciones entre ellas se muestran como los
componentes críticos de estos programas. No obstante, a pesar de esta relativa eficacia, las tasas de recaídas a largo plazo
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Vulnerability includes genetic factors and others
associated with sociocultural influences and learning
history (Secades-Villa & Fernández-Hermida, 2003).
Thorough knowledge of addictive behaviour will also

require a functional analysis explaining the relationships
between these elements. Thus, there will be critical
associations that denote very close relationships, such as
those found between reinforcing behaviours and
contingencies and the effects of those consequences on
the behaviour that precedes them. On the other hand,
between other elements there will be an association of a
correlational or modulatory nature. For example, the
consequences of a behaviour can change the context,
triggering a motor behaviour that modifies the
environment and the interoceptive state, whilst
susceptibility factors can influence not only how the
context is affected, but also the intensity and type of
behaviour that would occur in particular circumstances,
or the nature of the consequences of that behaviour.

The role of reinforcement in drug-use behaviours
In the bio-behavioural model, the contingencies
associated with behaviours of drug use or abstinence play
a crucial role in their explanation. There is ample
empirical evidence that drugs can function effectively as
positive reinforcers of search and self-administration
behaviours, and that the principles that govern other
behaviours controlled by positive reinforcement are
applicable to the self-administration of drugs. That is,
drug self-administration behaviour is subjects to the same
laws that govern the “normal” behaviour of all animals in
similar situations (McKim, 2000). A basic conclusion to
be drawn from the results of such studies is that substance-
use disorders can be situated within the body of existing
psychological principles, which permit the analysis of
such behaviour as a dimensional variable on a continuum
from a pattern of sporadic use – practically unproblematic
– to a pattern of serious use with many adverse
consequences. 
Such evidence began to emerge in laboratory studies on

drug self-administration in animals and clinical and
laboratory studies with drug addicts carried out in the 1960s
and 70s (see Bigelow & Silverman, 1999). These studies
showed how the self-administration of drugs, like other
operant behaviours, was highly susceptible to moulding,
and could be increased or reduced by manipulating the
same types of variables (e.g., reinforcement programme
and magnitude, use of punishment, reinforcement of

incompatible alternative behaviours) that had been shown to
be effective in the manipulation of other operant behaviours
(Silverman, 2004).
In the case of opiates, many of the demonstrations

designed to show the efficacy of reinforcement have been
complicated by the presence of physical dependence in the
experimental participants. Nevertheless, a considerable
number of studies have provided experimental
demonstrations of the positive reinforcing effects of such
substances without the need for physical dependence
(Schuster & Johanson, 1981; Yanagita, 1973).
In the clinical context there are studies that have

demonstrated the efficacy of opiates as reinforcers. For
example, when methadone is administered contingent
upon attendance at therapy the frequency of sessions
attended increases (Brooner, Kidorf, King & Bigelow,
1997). It seems clear, therefore, that the positive
reinforcing effect of the self-administration of opiates is
fundamental in the maintenance of the behaviour, so that
physical dependence is not a necessary antecedent for
explaining self-administration behaviour.
Likewise, several works have also shown the occurrence

of the behaviour of self-administration of cocaine and
other stimulants without the presence of withdrawal
symptoms (Pickens & Thompson, 1968).
Thus, physical dependence may be important in

explaining drug use, but it is not a necessary factor for
self-administration behaviours, and nor is it sufficient by
itself for explaining the use and abuse of drugs. That is, it
can be assumed that drugs are positive reinforcers,
independently of withdrawal syndrome and physical
dependence.
Even more conclusive evidence comes from the self-

administration of a wide range of psychoactive
substances for which no signs of withdrawal syndrome
have been observed, or for which the symptoms are very
mild. Self-administration of drugs without the presence of
withdrawal symptoms has been found in a variety of
substances, such as ethanol, nicotine, barbiturates,
benzodiazepines, opiates or stimulants. Moreover,
studies comparing self-administration behaviours in
humans and non-humans have found great similarity
among species (Yanagita, 1973).
In the area of treatment, the success of clinical trials in

the 1970s with alcoholics and addicts to other substances
demonstrated the effectiveness of interventions based
explicitly on the principles of reinforcement, and that the
use of drugs by subjects with severe dependence could be
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modified through the systematic use of contingency
management (reinforcement and punishment) (e.g., Hunt
& Azrin, 1973; Miller, 1975).
Since these early years, this framework of scientific

analysis has held a central role in research on drug
dependence, especially in laboratory studies with
animals. These studies have spanned fields such as those
of neuroscience, genetics or pharmacology. In contrast,
the road followed by clinical research was markedly
different, and interest in the study of reinforcement
principles waned during the 1980s, especially in the area
of alcoholism. The causes of this are several, but two in
particular stand out: the influence of cognitive
psychology, which provided an alternative framework of
analysis (notably the relapse prevention model), and the
development of effective pharmacological therapies for
addiction to certain substances (such as methadone
treatment) (Higgins, Heil & Plebani, 2004).
However, the 1990s saw a vigorous resurgence of

clinical research on the principles of reinforcement in drug
abuse, and this renewed interest has continued to the
present day. To some extent, the recalcitrant nature of
cocaine dependence and the failure of pharmacological
and psychological treatments for this addiction led to the
consideration of an alternative point of view in the
response to the problem of drug abuse.

Behavioural choice theory and drug use
As we have seen, research on the principles of
reinforcement in substance addicts, especially cocaine
users, carried out since the 1990s has included both
laboratory studies and work carried out in clinical and
natural contexts. An important research line has focused
on the application of the principles of Behavioural
Economics to the analysis of drug-use behaviours.
Behavioural Choice Theory (Vuchinich & Tucker, 1988)
emerges from the application of the empirical
(behavioural) laws of choice of reinforcers to the problem
of drugs, and contributes a highly pertinent analysis of
drug-use behaviours within the social context (that of
sociocultural factors).
Behavioural Economics has been employed in all fields

related to substance abuse, from laboratory research to
the drawing-up of government policies (Bickel,
DeGrandpre & Higgins, 1993). In order to understand
the principles of Behavioural Economics we should
consider three concepts: Demand, Price and Opportunity
Cost. Demand refers here to the search for and

consumption of drugs. The concept of price refers to the
quantity of resources employed in using the drugs (not just
their financial value, but also the effort required to obtain
them), as well as the negative consequences of
consumption. Opportunity cost refers to the alternative
reinforcers lost because of the substance use. Thus,
demand (search for and consumption of substances) will
vary as a function of price and opportunity cost, so that
the manipulation of these two variables will be crucial to
the development of strategies for reducing drug use.
Specifically, increase in price and opportunity cost will
result in a directly proportional drop in consumption.
Various studies with animals and humans have

demonstrated how, indeed, drug-taking (demand) varied
as a function of price (Nader & Woolverton, 1992) and
of opportunity cost (Higgins, Bickel & Hughes, 1994).
A considerable number of laboratory studies have set

out to examine the influence of alternative reinforcers
(other than drugs) on preference and choice in relation to
cocaine use. The results of such studies indicate a certain
malleability of the reinforcing effect of cocaine, which
could become weakened depending on the alternative
reinforcer.
In a similar line, an emerging area of research suggests

that substance addicts tend to put a lower value on
deferred reinforcers and the importance of lost
reinforcers, compared to non-users; thus, addicts display
greater preference for: a) more immediate and lower-
magnitude reinforcers than for more deferred and higher-
magnitude ones, and b) more immediate and higher-
magnitude losses (punishments) than for more immediate
and lower-magnitude ones (Bickel & Marsch, 2001).
Another crucial factor for understanding drug-use

behaviours is the role of time delay. In natural contexts,
individuals frequently choose between taking drugs in the
present and abstaining from their use in order to
experience positive consequences in the future.
Laboratory studies have shown how a time delay reduces
the power of the alternative reinforcer for competing with
the immediate reinforcing consequences of using the
drug.

PSYCHOLOGICAL TREATMENTS FOR DRUG ADDICTION
A clear implication of this bio-psycho-social and multi-
factor model (in which substance use is triggered and
maintained by complex interactions between
susceptibility, context, behaviour and its consequences) is
that substance-use disorders can affect many areas of the
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person’s functioning, and that, therefore, they frequently
require a multi-modal approach, which includes
biological, behavioural and social aspects.
Some treatment components may be aimed directly at

the effects of the use of the substance, whilst others should
focus on the conditions that have contributed to or have
resulted from the drug use. Research on the results of
psychological treatments (particularly those of
contingency management programmes) shows how the
principles of reinforcement can significantly increase rates
of abstinence from drugs. Thus, contingency management
techniques (including, here, skills training strategies,
which are basically aimed at increasing the accessibility
of reinforcers alternative to the use of drugs) are proposed
as the most effective procedures for the treatment of drug-
abuse problems.
Therefore, a description of psychological treatments for

drug addiction should include three types of intervention
strategy: operant techniques (contingency management),
classical conditioning (exposure) techniques and
cognitive-behavioural techniques (skills training).

Contingency Management
Contingency Management (CM) involves the systematic
application of reinforcers or punishments contingent upon
the occurrence of the target behaviour or its absence.
Interventions based on CM can be understood as actions

that directly and systematically increase the opportunity
cost (alternative reinforcers) of drug use. This type of
programme sets certain conditions under which patients
lose potential reinforcers if they consume one or various
substances. When patients use drugs during the
treatment, in addition to the cost associated with their use,
they lose certain reinforcers that would be available to
them if they had remained abstinent (Higgins, 1996). CM
programmes have employed a wide range of reinforcers,
such as clinical privileges, access to jobs or housing, cash,
or vouchers and discount tickets for buying goods and
services in the community (Petry, 2000).
The type of CM intervention that has received most

attention from research is that in which patients earn
vouchers exchangeable for goods and services,
contingent on abstinence from drug use. Apart from
reinforcing abstinence, CM programmes based on the use
of vouchers have been employed to reinforce other
therapeutic goals, such as increased adherence to
medication (naltrexone, antiretroviral therapy, etc.) or
treatment retention and attendance at sessions.

Throughout the 1990s, scores of studies were published
on the use of vouchers as a reinforcement strategy, and
the vast majority (around 85%) reported significant
improvements in relation to drug use and associated
behaviours (Higgins, Heil & Plebani, 2004). A
considerable number of these studies were carried out by
Professor S. Higgins’ group at the University of Vermont,
with cocaine addicts, whilst several studies carried out by
Silverman and colleagues replicated and extended these
procedures to heroin addicts on methadone treatment
programmes who were also cocaine users (Silverman,
2004). The results of the meta-analysis by Griffith,
Rowan-Szal, Roark and Simpson (2000), which included
30 studies that used different types of reinforcers (increase
of methadone dosage, dose of methadone to take home
and incentives contingent upon abstinence), confirmed
that contingency management was an effective strategy
for reducing drug use in outpatient programmes of
maintenance with methadone.
Thus, the research results suggest that incentive

programmes based on contingency management are
effective for the treatment of addiction to different
substances and with different populations (Higgins, Heil &
Plebani, 2004; Roozen et al., 2004; Secades-Villa &
Fernández-Hermida, 2003). In fact, incentive therapy
based on vouchers represents just one of the forms in
which operant methods can be employed in attempts to
reduce cocaine use and dependence (Higgins et al.,
2000). In some programmes this strategy has been
applied by means of treatment protocols with very well-
defined structure and components, such as those
described below.

Community Reinforcement Approach
The Community Reinforcement Approach (CRA) (Hunt &
Azrin, 1973) is a pioneering programme in the treatment
of severe alcoholism by means of operant methods,
whose objective is to reduce alcohol consumption and
increase functional behaviour.
CRA seeks therapeutic change by manipulating natural

contingencies. In the terms of behavioural economics the
treatment would be increasing the opportunity cost, as it
would improve the quality of those reinforcers that
patients lose when they consume drugs.
This programme is applied in groups or individually,

and with both in- and outpatients. Its components vary
depending on the clinical population and patients’
individual needs, but it usually has the following
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components: a) strategies for reducing barriers to
treatment, b) vocational counselling for unemployed
patients, c) identification of antecedents and
consequences of drug use and healthy alternative
behaviours, d) behavioural therapy for couples, e)
training in skills for reducing the risk of relapse (e.g.,
rejection skills, social skills, mood management), and f)
disulfiram therapy for individuals with alcohol problems.
CRA has strong empirical support obtained through

well-controlled studies, so that it can be considered a well-
established programme. Moreover, a point in its favour
compared to other procedures is that, so far, all the
studies aimed at confirming its efficacy have reported
positive results. The article by Miller, Meyers and Hiller-
Sturmhöfel (1999) provides a good review of research on
the effectiveness of CRA.

Community Reinforcement Approach plus incentive
therapy
This protocol was initially developed for the treatment of
cocaine addicts in outpatient contexts (Buchey & Higgins,
1998; Higgins et al., 1991). CRA + Incentive combines
the Community Reinforcement Approach, originally
developed as an effective treatment for alcoholism (Hunt
& Azrin, 1973), with a contingency management
programme, in which patients can earn points
exchangeable for certain reinforcers that contribute to the
attainment of the programme goals, as long as they stay
on the programme without consuming cocaine.
The therapy has six components: incentive therapy,

drug-use coping skills, lifestyle changes, relationships
counselling, use of other drugs, and treatment of other
disorders. The order of these components and the number
of sessions devoted to each one vary depending on
patient needs.
The incentive therapy sub-component is a contingency

management procedure through which retention and
abstinence are systematically reinforced. The points or
vouchers are earned in exchange for negative urine tests,
and the number of points increases with each consecutive
negative analysis. The procedure not includes only a
reward for each negative urine sample: greater incentives
are offered for longer periods of continuous abstinence.
Vouchers can be exchanged for certain incentives (goods
and services) that help patients to achieve the therapeutic
goals and to improve their lifestyle. In no case is money
used as a means of reinforcing abstinence.
This multi-component treatment has shown itself to be

effective in several well-controlled studies with adult
cocaine addicts in outpatient programmes. For this reason
it is currently among the programmes approved by the
NIDA (National Institute on Drug Abuse) in the United
States. Prof. Higgins’ group at the University of Vermont
has carried out many clinical trials examining the
effectiveness of this programme. In two of these works
(Higgins et al., 1991, 1993) CRA + incentive therapy was
found to be superior, several months after the treatment,
to a traditional psychological counselling programme. In
subsequent trials (Higgins et al., 2003; Higgins et al.,
1994) it was found that participants who received the
complete programme attained significantly higher
abstinence rates than those who received just one of the
two modules (CRA or incentives). The results also indicate
that the efficacy of the programme is maintained over
long follow-up periods (Higgins et al., 1995).
Finally, the efficacy of this programme for the treatment

of cocaine addiction has also been demonstrated in
studies carried out in community contexts in Spain
(Secades-Villa, García-Rodríguez, Alvarez Rodríguez,
Río Rodríguez, Fernández-Hermida & Carballo, in press;
García-Rodríguez et al., 2006).
In sum, the Community Reinforcement Approach plus

incentive therapy can be considered a first-choice
treatment, at least for the treatment of cocaine
dependence. Its authors suggest that the programme’s
long-term effectiveness resides, at least partly, in its
capacity for achieving initial periods of abstinence in the
majority of patients (Higgins, Badger & Budney, 2000).
Furthermore, this strategy has the virtue of combining the
manipulation of “artificial” and “natural” contingencies
(Higgins, 1996). Natural contingencies would be involved
in the therapeutic modules making up the CRA: drug-
rejection skills, lifestyle changes, social relations
counselling, abuse of other substances and management
of associated disorders; Incentive Therapy, on the other
hand, would be situated at the pole of artificial
contingencies, as a CM programme in which patients
earn vouchers they can exchange for different goods and
services, as long as they remain abstinent from cocaine.
Treatments located closer to the “natural” pole should

have more advantages than those situated at the opposite
pole, at least as far as long-term abstinence is concerned,
since the “natural” contingencies are those which, in the
end, must maintain any therapeutic change that occurs.
On the other hand, operant behaviour is highly sensitive
to the precision of the contingencies that control it, and

ROBERTO SECADES-VILLA, OLAYA GARCÍA-RODRÍGUEZ, JOSÉ RAMÓN 
FERNÁNDEZ-HERMIDA Y JOSÉ LUIS CARBALLO



S p e c i a l  S e c t i o n

34

one advantage of treatments closer to the “artificial” pole
is that the contingencies can be manipulated more
precisely than the “natural” ones.
The above observations suggest that perhaps the best

approach would be a combination of natural and
artificial contingencies during the first stages of treatment,
followed by an attempt to maintain the therapeutic
changes through natural contingencies, once an initial
period of abstinence has been achieved.

Therapeutic Workplace
A particular version of the use of contingency
management with addicts to more than one substance on
methadone programmes is the Therapeutic Workplace
programme, in which salary is used as a reinforcer
contingent upon abstinence (from cocaine and heroin)
and upon other behaviours linked to participation in an
employment module (punctuality, learning, productivity
and other “professional behaviours”). Kenneth
Silverman’s team at Johns Hopkins University School of
Medicine in Baltimore carried out an initial study in which
they applied this strategy to a group of unemployed
women (recent and expectant mothers) on a methadone
programme. After six months, abstinence rates for both
substances in the experimental group were double those
attained by the control group (Silverman, Svikis, Robles,
Stitzer & Bigelow, 2001), and these good results were
maintained at the three-year follow-up (Silverman, Svikis,
Wong, Hampton, Stitzer & Bigelow, 2002). Its authors
conclude that the Therapeutic Workplace can be effective
in the long term for the treatment of addiction to cocaine
and heroin with this type of patient. However, some
authors express doubts about the applicability of this
procedure in real contexts (due to the complexity of the
reinforcement programme) and its true efficacy (since it is
difficult to discern the extent to which the decrease in drug
use is due to the programme of contingencies or to the
mere fact that participants are involved in an activity that
can compete with the drug-use behaviour) (Marlatt,
2001; McLellan, 2001; Petry, 2001). That is, the direct
reinforcement of abstinence is supported with the
reinforcement of behaviours that can compete with the use
of drugs, thus, facilitating non-consumption.

Other treatments based on Contingency Management
In addition to these programmes based explicitly on CM,
other highly popular treatments also use strategies
aimed at manipulating the opportunity cost of drug use

(Higgins, 1996). These would include, for example,
brief interventions such as the Motivational Interview
(Miller & Rollnick, 1991). The Motivational Interview is
a type of approach that has shown itself to be highly
effective above all for reducing alcohol consumption
and the associated harm in heavy drinkers (with low or
moderate levels of dependence) (Saunders, Wilkinson &
Phillips, 1995; Stotts, Schmitz, Rhoades & Grabowski,
2001), but also for reducing the use of other drugs
(Bien, Miller & Boroughs, 1993; Handmaker, Miller &
Manicke, 1999) or increasing treatment retention
(Secades-Villa, Fernández-Hermida & Arnáez
Montaraz, 2004). The Motivational Interview is a
particularly useful technique with those who are resistant
to change. Its objective is to break through the denial
and ambivalence and activate the user in the direction
of change. The strategies of the Motivational Interview
are more persuasive than coercive. According to its
authors, classical cognitive-behavioural strategies,
based on Skills Training, assume that the participant is
already at the “action” stage (and therefore motivated
for change), so that the emphasis is placed on training
people how to change; in contrast, the Motivational
Interview sets out to build the commitment to change (the
“why” component). Thus, this procedure is based on five
general principles: the expression of empathy, the
development of discrepancy, the avoidance of arguing,
overcoming resistance to change, and increasing self-
efficacy. In particular, the development of discrepancy
involves the therapist helping patients to identify
discrepancies between their current behaviour and their
personal aspirations and goals. This exercise implies
exploring the potential consequences of patients’ current
(drug-use) behaviour – that is, making them aware of
the costs of such behaviour.
The Alcoholics Anonymous (AA) programme is also

based largely on the principles of reinforcement (Secades-
Villa & Pérez Álvarez, 1998). There are at least three
practices common in AA and similar 12-step programmes
that can be reconceptualized from Behavioural
Economics. The companionship and camaraderie
characteristic of such self-help groups could be
understood as efforts to improve the social life of group
members, as in CRA. Also, the fact that members cannot
participate in activities if they are under the influence of
any substance increases the opportunity cost after
consumption, depriving them of the companionship and
help they would enjoy if they were sober or “clean”.
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Finally, the medals and other means of rewarding
continuous abstinence would be related to the increase in
price if the patient starts to consume again, since
recognition from one’s colleagues does not return until the
patient demonstrates prolonged abstinence.

Cognitive-behavioural treatments
Programmes based on Cognitive-Behavioural Therapy
(CBT) are focused on training in certain skills for
responding appropriately to the environmental and
individual antecedents and consequences (cognitions and
emotions) that maintain the drug-use behaviour. Coping
skills deficits and certain maladaptive cognitions are
considered the greatest risk factors for drug use. Within
this paradigm we can distinguish three intervention
models: Coping/Social Skills Training, Relapse Prevention
(RP) and family/relationships behavioural therapy.

Coping/Social Skills Training
Coping/Social Skills Training is a wide-ranging and well-
established cognitive-behavioural procedure particularly
widely used in the treatment of alcoholism. The rationale
underlying this therapeutic strategy is that the patient
lacks adequate skills for dealing with everyday social and
interpersonal situations. Such deficiencies can lead to the
appearance of conditions of stress that impede
appropriate and effective coping with the social pressure
to drink alcohol or use other types of drugs. The main
goal of this type of intervention is to equip the patient with
sufficient coping and self-control skills to be able to
manage risk situations produced by the stimuli that trigger
the intense desire to drink.
The central aspects of this procedure include:

interpersonal skills, assertiveness and expression of
emotions; training in problem-solving; coping with
cognitive-emotional states; coping with stressful life
events; and coping with drug-use risk situations (Monti,
Rohsenow, Colby & Abrams, 1995).
The scientific evidence on the effectiveness of the

essential therapeutic components of CSST is extensive,
particularly in the case of alcohol. Various reviews and
meta-analyses show that Skills Training is preferable to
other treatments and to non-treatment, and that it
increases the effectiveness of interventions when it forms
part of broader programmes (Miller et al., 1995).
Recent years have also seen a proliferation of work

employing some variant of cognitive-behavioural therapy
in combination with pharmacological therapy (naltrexone

or acamprosate). In the majority of cases the combined
therapy was found to be superior to the isolated use of
one of the components.

Relapse Prevention (RP)
Marlatt and Gordon’s (1985) Relapse Prevention (RP)
model can be considered as a kind of particular branch
of cognitive-behavioural programmes that has
established its effectiveness, so that it can be classed as a
first-choice treatment.
RP has three basic elements: (1) Skills training strategies,

which include both cognitive and behavioural strategies
for coping with risk situations: identification of high-risk
situations; training in skills of drug-use coping, self-
recording and functional analysis; strategies for coping
with craving and thoughts associated with substance use;
coping with lapses; assertiveness; stress control;
communication skills; general social skills; and problem-
solving training; (2) cognitive restructuring procedures
designed to provide patients with alternative thoughts to
those that lead them to consume, imagination strategies
for detecting risk situations and strategies for coping with
the effect of breaking abstinence; and (3) lifestyle
readjustment strategies (such as relaxation or physical
exercise) for increasing activities alternative to drug use.
However, although RP is an originally well-structured

intervention procedure, with well-differentiated phases
and components, in the majority of studies it has not been
applied systematically, but rather used as a general
method for coping with relapses. Moreover, in many
cases it is difficult to appreciate the differences between
the components of a skills training programme and those
of an RP programme.
Despite these drawbacks there is currently a solid body

of empirical evidence in support of the efficacy of RP in
the treatment of alcoholism, compared to no treatment, to
placebo control, to traditional medical counselling and to
self-control strategies. Likewise, several meta-analytical
studies consider RP as the first-choice treatment for
alcoholism, and some indicate that RP is more effective in
the treatment of addiction to alcohol, compared to other
substances (Secades-Villa & Fernández-Hermida, 2006).
In the case of heroin there is clearly a scarcity of well-

controlled studies and a dispersion and heterogeneity of
components employed. However, as regards cocaine,
Cognitive-Behavioural Therapy for Coping Skills, based
on RP, has strong empirical support, notably from the
work carried out at the Substance Abuse Treatment Unit
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of Yale University. The program used there is of short
duration and has two basic components: functional
analysis and skills training.
The parameters of CBT are perfectly delimited, and

according to the authors, the active ingredients
characteristic of CBT are as follows (Carroll, 1998):
functional analysis of drug abuse, training in recognition
of and coping with craving, problem-solving, coping with
emergencies, coping skills, examination of cognitive
processes related to consumption, identification of and
coping with risk situations, and use of extra sessions for
skills training.

Family/relationships behavioural therapy
Family/relationships behavioural therapy focuses on
training in communication skills and on increasing the
rate of positive reinforcement in family relationships. It is
actually a multi-component programmes that includes
techniques such as functional analysis, identification of
conflictive relationships that lead to drinking, assignment
of tasks, stimulus control, behavioural contract,
contingency management, and training in communication
and problem-solving skills.
This procedure has been employed above all in the

treatment of alcoholism, and the majority of studies have
obtained positive results, indicating that techniques aimed
at improving patients’ family relationships may be a
critical component of treatment programmes for
alcoholism. Studies by McCrady’s and O’Farrell’s groups
have set the standard. In three of such studies (McCrady,
Longabaugh et al., 1986; McCrady, Noel, et al., 1986;
McCrady et al., 1991), participants in the family therapy
group obtained better results at the 6, 12 and 18-month
follow-ups than the other two treatment groups. Similar
results were found in the study by Bowers and Al-Redha
(1990), in which the alcoholics in the treatment group that
included their wives consumed less alcohol at the 12-
month follow-up than those who had received a standard
individual treatment.
In various studies by O’Farrell’s group, Behavioural

Marital Therapy (BMT) was found to be effective in
reducing alcohol use, maintaining abstinence in the long
term and reducing legal, family and social problems
(O’Farrell, Cutter & Floyd, 1985; O’Farrell et al., 1996;
Fals-Stewart, O’Farrell & Birchler, 1997; O’Farrell, Van
Hutton & Murphy, 1999).
In a recent development of relationships therapy that the

authors call Community Reinforcement and Family Training

(CRAFT), Miller, Meyers and Tonigan (1999) included the
following components: motivational interview, training in
contingency management for reinforcing abstinence,
training in communication skills, identification of activities
that could compete with drinking, identification of risk
situations and identification of activities for reinforcing the
couple. CRAFT obtained better results than two other family
intervention models (Al-Anon and the Johnson Institute’s
confrontation-based intervention).
Likewise, Meyers, Miller, Hill and Tonigan (1999) found

that this type of relationships therapy increased
abstinence and treatment adherence and reduced
depression behaviours, anxiety, anger and adverse
physical symptoms in people close to the patients.
In sum, it can be deduced from the results of the majority

of these studies that techniques oriented to improving
patients’ family relationships can constitute a critical
component of treatment programmes. Indeed, family
management techniques are an important part of CRA,
one of the alcoholism treatment programmes with the
most empirical support at the present time (Secades-Villa
& Fernández-Hermida, 2003).

Exposure techniques
Cue Exposure Therapy (CET) uses response conditioning
for explaining drug use. Thus, originally neutral stimuli
that precede this behaviour can, after repeated pairing,
become capable of provoking conditioned responses of
drug use. These techniques are aimed at reducing cue
reactivity through procedures of stimulus control and
exposure. The intervention consists in repeated exposure
to cues of pre-ingestion of the drug in the absence of its
consumption (response prevention), with the consequent
extinction of the conditioned responses.
Studies on treatments that incorporate the cue exposure

methodology in alcoholism present promising results, but
there are still very few of them. The works by Childress,
McLellan and O’Brien (1986), Kasvikis, Bradley, Powell,
Marks and Gray (1991) or Powell, Gray and Bradley
(1993) are good examples of the application of exposure.
Even so, in several works exposure has not shown itself to
be so effective (e.g., Dawe et al., 1993).
However, this strategy has been more widely used in

work on problems of opiate addiction, and although these
studies present encouraging results, there are still
considerable doubts about the parameters of exposure,
which should be addressed in future research. For
example: time of exposure in relation to drug abstinence
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and use, duration and frequency of exposure sessions for
ensuring habituation and extinction, selection of stimulus
cues, or method of cue presentation.
Furthermore, many of these studies refer to the difficulty

represented by a significant obstacle: generalization of
the stimuli outside the treatment framework. In this regard,
some authors propose that the fundamental utility of
passive extinction is to improve the use of coping skills,
often undermined by intense reactivity (anxiety) when
faced with stimuli related to the drug. Thus, passive
exposure would constitute the initial phase of the
intervention, which should be complemented by active
intervention strategies (active exposure), such as social
skills or coping skills training (Secades-Villa & Fernández-
Hermida, 2003).

CONCLUSION: THE EFFICACY OF PSYCHOLOGICAL
TREATMENTS
Despite the dominance in recent years of
pharmacological treatments, it is appropriate and fair to
underline the importance of psychological treatments for
drug addiction. This importance is indeed borne out by
the reports and treatment handbooks promoted in the last
few years by such prestigious bodies as the American
Psychological and Psychiatric Associations or the
National Institute on Drug Abuse (NIDA). Thus, for
example, among its so-called ‘principles of effective
treatment’, the NIDA stresses that psychological therapies
are critical components of the effective treatment of
addiction, whilst pharmacological treatment is an
important element for many patients, especially when
combined with behavioural therapies (NIDA, 1999). It
should be noted that while pharmacological treatments
are beneficial for certain patients, psychological therapies
are essential in any combination treatment programme,
and that this is in acknowledgement of the central role of
such treatments in therapeutic intervention.
Thus, there is substantial scientific support for the

efficacy of certain psychological techniques in the
treatment of addictive behaviours. Behavioural therapy
employs empirically validated treatments that are
considered essential strategies for the effective treatment
of drug addiction (NIDA, 1999). Operant techniques
(contingency management), classical conditioning
(exposure) and cognitive-behavioural techniques (skills
training), and the different combinations between them,
emerge as critical components of such programmes
(Secades-Villa & Fernández-Hermida, 2006).

As we have seen, the factors related to the development
and maintenance of addictive behaviours are multiple
and diverse in nature. Following from this is the clear
utility of employing behavioural strategies as part of
multi-component programmes; this would include, within
such programmes, the possible use of pharmacological
therapies (by means of agonist or interdictor substances).
It is assumed that the two approaches function by means
of different mechanisms and that they affect different
(though closely related) aspects of the problem (Secades-
Villa & Fernández-Hermida, 2003), so that
pharmacological and psychological therapies should be
understood not as competitive, but rather as
complementary strategies. Programmes such as CRA
perfectly encapsulate this point of view.
Nevertheless, despite this relative efficacy, relapse rates

in the long term (more than one year of follow-up)
continue to be high in all types of addictive behaviours.
Therefore, future research lines should aim to remedy
some of the deficiencies that affect the long-term results of
these programmes.
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