
Introduction
Addictive disorders are among the most

prevalent biobehavioral conditions in the
United States. The National Comorbidity
Survey estimates that among the US pop-
ulation between 18 and 54 years of age,
the 1-year prevalence of alcohol use and
drug use disorders is approximately 10%
and 4%, respectively.1 Similarly, the
Epidemiologic Catchment Area study
estimates the 1-year prevalence of these
disorders to be 9% and 4%, respectively.
The prevalence of these disorders is even
higher among people with a psychiatric
illness.1-5 Between 11% and 18% of com-
munity members diagnosed with a clini-
cally significant substance abuse or
dependence disorder seek treatment
from nonspecialty general medical or
health systems resources; another 11%
seek treatment from the specialty mental
health and addiction services sector.1 The
good news is that effective treatments for

addictions are available. For example,
methadone maintenance treatment for
opioid dependence is associated with
decreased heroin and cocaine use,
reduced criminal behavior, and a lower
rate of human immunodeficiency virus
(HIV) seroconversion.6-13

Although treatment for addiction is
efficacious and cost effective, many
clinicians do not understand the tenets
of such care. This article reviews some
principles and components of addic-
tion treatment, as well as factors that
often influence treatment outcomes.
The natural history of addiction and
how it relates to treatment efforts is
examined, illustrating the importance
of coordinating clinical activities with
a patient’s place in the recovery
process. Finally, the course of addic-
tion using a stage-change perspective
that integrates a variety of theoretical
views is discussed.14-16

About Recovery: 
Addiction is Reversible

Treatment is just one of several path-
ways to allaying addictive behaviors.
Considerable evidence indicates that
many addictions (eg, drinking, gam-
bling, smoking, drug use) can resolve
without formal treatment.17-27 Similarly,
assisted recovery need not always
involve clinicians; self-help fellowships,
such as Alcoholics Anonymous (AA), are
also an option.

Unassisted or “Natural” Recovery
Conventional wisdom has assumed

that there are only two ways out of any
addiction—treatment or death.
However, since Winick24 first described
“maturing out” of narcotic use, the idea
of recovery from addiction without
treatment has caught the attention of
many clinical investigators. Research
suggests that recovery from addiction
without treatment is more common
than previously expected.17,20,27 Those
who experience unassisted recovery
tend to have milder forms of their disor-
der and fewer coexisting problems that
complicate the recovery process.

Assisted Recovery
Not everyone can effectively evoke nat-

ural recovery processes. Consequently,
many people who might revise their
behavior without treatment17-20 seek treat-
ment and recovery through clinical path-
ways; the majority of these treatment
seekers access clinicians who are not
addiction specialists. The following prin-
ciples of treatment will assist clinicians
of every specialty in helping patients with
addictive disorders. 
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Abstract
While many elect to recover from addictive disorders on their own, others choose

clinical care. Treatment can occur in a variety of settings and represents an array of clin-
ical modalities. A combination of modalities, such as pharmacologic and psychosocial
interventions, yields the most favorable treatment outcomes. Nonspecific treatment fac-
tors (eg, empathy and countertransference) also considerably influence treatment out-
comes. The treatment process is enhanced when clinicians match clinical interventions
with patients’ motivation for change and their stage of addiction or recovery. More
research is needed to elucidate the effects of different treatment interventions on long-
term outcomes.

Focus Points
• Treatment of addictions consists of a variety of components delivered in

varied settings.

• Nonspecific factors are an important component of any treatment, includ-
ing treatment of addiction disorders.

• Stage-change theory provides one framework for properly matching treatment
interventions to a patient’s stage of recovery.



Treatment Settings
Treatment can take place in diverse

settings, with various levels of contain-
ment. At one end of the spectrum is
treatment within a correctional facility.
At the other end is treatment that occurs
in a patient’s home (eg, outpatient detox-
ification), workplace (eg, employee assis-
tance programs), or church basement
(eg, AA meeting). In between, the range
of settings includes hospital inpatient
units, residential facilities (eg, group
homes and therapeutic communities),
hospital partial care, day treatment pro-
grams, community mental health cen-
ters, and addiction treatment centers.
Treatment Strategies: 
Addiction as a Syndrome

Addictive disorders have a variety of
characteristics that require treatment.
Addiction is a syndrome with common
and unique elements. The common
attributes, such as anxiety and depres-
sion, are shared with other mental dis-
orders. The unique elements, such as
increasing the amount of drug used to
get the same psychoactive effect as expe-
rienced with lesser dosages, are exclu-
sive to substance use disorders. Like
other syndromes (eg, acquired immun-
odeficiency syndrome), addiction has
many treatment targets and it responds
best to a comprehensive biopsychoso-
cial approach.8 For example, clinicians
can combine medications and various
forms of psychotherapy and counseling
to address a range of problems (eg, bio-
logic, cognitive, behavioral). Each of
these treatments is available in short-
term and longer-term configurations.
These various treatment elements 
are both additive and interactive, a cir-
cumstance necessary to deal with 
the multidimensional nature of addic-
tive disorders.

For patients with psychiatric comor-
bidity, integrating addiction care with
biopsychosocial treatment produces bet-
ter outcomes. For example, McClellan
and colleagues8 controlled the methadone
dosage for opiate abusers to 60–90 mg/day
and randomized them to one of three lev-
els of psychosocial treatment for 
6 months: methadone alone (ie, mini-
mum methadone services [MMS]);
methadone plus counseling (ie, standard
methadone services [SMS]); and
methadone plus counseling and on-site
medical, psychiatric, employment, and
family therapy (ie, enhanced methadone
services [EMS]). Although MMS subjects

exhibited reductions in opiate use, 69% of
them met criteria for protective transfer
to SMS (ie, eight consecutive weekly
urines positive for heroin or cocaine, or
three or more medical/psychiatric emer-
gencies). This was significantly different
from the SMS subjects (41%) and EMS
subjects (19%) who met these criteria.
End-of-treatment outcomes revealed that
the SMS group showed significantly
more and greater improvements than did
the MMS group, and the EMS group
showed significantly better outcomes
than did the SMS group. MMS subjects
who had been protectively transferred to
SMS showed significant reductions in
opiate and cocaine use within 4 weeks.

Components of Treatment
The following sections examine some

of the components of a biopsychosocial
approach to addictions treatment.

Pharmacotherapy
Pharmacologic agents can be one

component of a comprehensive treat-
ment plan. Agonists are used as substi-
tutes for substances of abuse during
detoxification or maintenance treat-
ment. For example, methadone may be
used as a substitute for heroin and nico-
tine patches for cigarettes. Antagonists
or partial agonists compete with sub-
stances of abuse, preventing psychoac-
tive substances from interacting at the
nerve cell receptors where they exert
their effects. For example, naltrexone is
an antagonist and buprenorphine a par-
tial agonist of heroin at the brain’s opi-
oid receptors. 

Aversive agents cause an unpleasant
effect if a person ingests an addictive
substance while taking medication for
treatment of addiction to that sub-
stance. Disulfiram, for example, pre-
vents the complete metabolism of alco-
hol, resulting in the accumulation of
an unpleasant metabolite. Anticraving
agents decrease craving for a sub-
stance. Naltrexone works at least par-
tially via this mechanism to decrease
alcohol ingestion. Agents for comorbid
disorders are also frequently pre-
scribed. Among these drugs are agents
for medical problems (eg, HIV medica-
tions) and psychiatric disorders (eg,
antidepressants). Of note, some psy-
chopharmacologic agents can address
both the addiction and the psychiatric
disorder. For example, some antide-
pressants improve both the depression

and alcohol problem,28 and some of the
newer antipsychotic medications alle-
viate both the psychotic symptoms and
the substance use.29

Pharmacotherapy is probably under-
utilized in patients with addiction. One
likely reason is patient ambivalence. For
example, patients with two or more stig-
matizing mental illnesses (eg, dual or
multiple diagnoses) frequently will not
take prescribed medication in order to
convince themselves that they do not
have an illness. Consider a common
refrain from our substance-abusing
patients: “I might be an addict, but I’m
not crazy, doc.” Conversely, for some
patients, the grass is greener in another
diagnostic category. For example, con-
sider the patient with alcoholism who
believes that the real (ie, only) problem
is underlying depression, which he or
she is self-medicating with alcohol, or
the patient with schizophrenia who is
convinced that it is cocaine use that is
causing the psychotic symptoms.

Clinicians experience ambivalence in
a variety of forms. Physicians worry that
treating substance-abusing patients
with medications enables addiction.
Consequently, treatment providers are
often reluctant to prescribe psychoac-
tive medication for people with drug use
disorders. They believe they are
exchanging one type of chemical depen-
dence for another. In the authors’ expe-
rience, these beliefs represent counter-
transference, providing the treatment
provider with a rationalization for limit-
ing the clinical relationship.

Of note, patients with addictions can
be more sensitive to medication side
effects. Frequently, the side effects
resemble the uncomfortable feelings
experienced during intoxication or
withdrawal. For example, the stimulat-
ing side effect of an antidepressant
could be reminiscent of the psychomo-
tor agitation or anxiety that emerges
during alcohol withdrawal. Weiss and
colleagues30 recently reported that side
effects were the most common reason
for lithium noncompliance in sub-
stance-abusing patients with bipolar
disorder. Physicians should start
patients on low doses, and then
increase the dose very gradually to
therapeutic levels; it is sometimes use-
ful to aim for a lower-than-usual main-
tenance dose. Alternatively, it is some-
times necessary to use more than one
medication in especially refractory

M.J. Albanese, H.J. Shaffer

56 Primary Psychiatry, September 2003



dual-diagnosis patients.31-33 Finally,
given the potential serious adverse con-
sequences of addictions (eg, suicide
and violence) and the relative safety of
most medications, the safer treatment
course is to err on the side of more lib-
eral use of appropriate medication.

As discussed later, matching treat-
ment to client is crucial. In terms of
pharmacology, some studies34 have sug-
gested that different subgroups of
patients with alcoholism exhibit dis-
tinct responses to selective serotonin
reuptake inhibitors (eg, citalopram,
fluoxetine), and other data suggest that
men and women respond differently to
these medications.35

Psychosocial Treatment
There is a considerable range of psy-

chosocial treatment modalities for
patients with substance use disorders.
These modalities include individual,
couples, family, network, vocational,
and group therapy. Furthermore, there
are a variety of treatment approaches
within these modalities. For example,
treatments can be psychoeducational,
cognitive, behavioral, or psychodynam-
ic. Some observers might include self-
help programs (eg, AA or Gamblers
Anonymous) among psychosocial treat-
ments. However, these programs are fel-
lowships and should not be considered
formal treatments, although they can be
very therapeutic.

As noted, when pharmacologic
interventions are combined with psy-
chosocial treatments, clinical out-
comes improve. In general, however,
studies have not demonstrated the
superiority of one psychosocial
approach compared with others. For
example, in the Harvard Cocaine
Recovery Project, cocaine-dependent
individuals received either one of two
group treatments or no group modali-
ty. Both recovery training and self-help
(ie, a cognitive-behavioral approach)
and modified dynamic group therapy
(MDGT) (ie, a psychodynamic approach)
were similarly more effective than
treatment without a group modality.36

Similarly, Project Match found, for the
most part, that people with alcohol
disorders showed improvement
whether they received coping skills,
motivational enhancement therapy, or
12-step facilitation (TSF) therapy.37

Despite the observation that partici-
pants in Project Match improved

regardless of treatment type, as with
pharmacologic treatments, there is
some support for matching psychoso-
cial interventions.

In the outpatient arm of the trial
there was a matching effect for one
specified contrast of the psychiatric
severity hypothesis. Although the origi-
nal conceptualization of this hypothesis
was that individuals high in psy-
chopathology would have better drink-
ing outcomes with cognitive-behavioral
therapy (CBT) rather than TSF, results
indicated that there was no reliable dif-
ference in the outcome of high psy-
chopathology subjects. On the other
hand, subjects without psychopatholo-
gy had significantly more abstinence in
7 of the 12 follow-up months when
treated with TSF rather than CBT. On
average, the TSF advantage over CBT
was approximately 4 more abstinent
days per month.37

Just as one theory of addiction does
not necessarily preclude other theories,
one psychosocial treatment approach
does not preclude others. For example,
the authors have developed both an
inpatient state hospital dual-diagnosis
treatment program and an outpatient
substance abuse treatment program
that include a variety of groups (eg,
relapse prevention, AA and Narcotics
Anonymous, and MDGT) that are avail-
able for clinicians to suggest according
to patient needs identified during a
comprehensive clinical evaluation.

Factors That Influence
Treatment Outcomes
Nonspecific Factors

Nonspecific or common factors
account for a considerable amount of
treatment outcome.38,39 Hubble and col-
leagues38 suggest that nonspecific treat-
ment factors include the extrathera-
peutic attributes that patients bring
with them to treatment (eg, education,
family support); the relationship fac-
tors expressed by the treatment
provider (eg, empathy, caring, warmth);
and the hope, expectancies, and place-
bo effects that are often associated
with the start of treatment. Therapist
training and experience, as well as
opportunities for relapse prevention,
can also influence treatment out-
comes. Thus, the unique effects of par-
ticular treatment programs might be
easily mistaken for nonspecific effects
that accompany all programs. 

A full discussion of the nonspecific
factors that influence treatment out-
come is beyond the scope of this arti-
cle. However, there are many useful
resources for readers interested in the
factors common to successful treat-
ment.38-49 Recognizing nonspecific
treatment effects holds the potential to
maximize specific treatment benefits.
Nonspecific treatment factors also can
contribute to poorer outcomes, such
as when the relationship between clin-
ician and patient is less than optimal.
Arguably the most important adverse
relationship factor expressed by the
treatment provider is countertransfer-
ence hate.42,45

Countertransference and
Countertransference Hate

People have a tendency to feel con-
gratulatory when someone reveals good
news, for example, that he or she is get-
ting married, entering a detoxification
facility, or abstaining from gambling. In
contrast, a revelation of bad news, such
as impending divorce, often stimulates
sympathetic feelings. Such responses in
a clinician represent countertransfer-
ence. Weiner stated the following50:

When a therapist feels or acts toward a patient

in ways that are neither part of the real relation-

ship, rationally justified by the circumstances,

nor part of the working alliance, appropriate to

the terms of the treatment contract, he is mani-

festing countertransference.

Rather than expressing either con-
gratulations or sympathy, a more effec-
tive clinical posture would be to ask,
“When did you decide?” “How did you
decide?” or “What is that going to be like
for you?” Congratulations might leave
relapsing patients in a difficult position:
if they share their difficulties with their
therapist in the future, there is a risk
that they might disappoint the treat-
ment provider. This type of situation can
limit what patients are willing to dis-
close to their therapist.45

Countertransference can influence
not only patient behavior, but also ther-
apist behavior. When patients experi-
ence ambivalence about changing their
addictive behavior patterns, treatment
providers often get frustrated, angry,
and perhaps even malevolent.45

Maltsberger and Buie42 suggest that clin-
ical hate and rage comprise three pri-
mary elements: malice, aversion, and a
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mixture of these two emotions.
Malicious impulses stimulate a disgust
that can make patients seem loathsome
(eg, disgust about patients who are self-
indulgent). Under these circumstances,
patients can become the object of pun-
ishment. However, Maltsberger and
Buie42 are quick to note that malicious
impulses are less dangerous than aver-
sive tendencies because malice allows
clinicians to maintain a clinical rela-
tionship with a patient whether he or
she is abominated or loathed. Aversive
impulses, by contrast, tempt the thera-
pist to abandon the patient. Finally,
unbearable malicious impulses often
stimulate aversive actions. Malicious
impulses are more painful to clinicians
than the tendency to avoid.42 Therefore,
when patients stimulate malevolent
impulses, clinicians tend to avoid hav-
ing to confront or continue working
with these individuals. Clinicians need
to be aware of these tendencies in order
not to drive patients from treatment.

The Course of Addiction
Stage-change concepts have emerged

as an important force in the treatment
of addictive behaviors.14,16,45,47,51-55 Stage-
change theory suggests that an evalua-
tion of a person’s readiness to change
and determination of that person’s
stage of change are important steps to
formulating appropriately matching
treatment strategies.47 Motivational
enhancement techniques16,47,56-58 can
facilitate this process and guide inter-
vention strategies.

Initiation and Positive Consequences
Initiation marks a patient’s first involve-

ment with an object or activity. When this
early experience is positive, the relation-
ship with the object of interest is rein-
forced and tends to continue. For some,
this relationship becomes excessive and
leads to adverse consequences.

Emergence of Adverse Consequences
Before patients seek treatment, they

often experience various problems
and have little awareness that their
excessive behavior pattern is the pri-
mary cause of these difficulties. 
At this stage, patients are not consid-
ering a behavioral change. Their
drinking, drugging, or gambling is
still viewed as a positive experience.
When people experience both positive
and negative feelings about an object

or activity, they are ambivalent. This
ambivalence can become painful and
lead to denial. Consequently, the first
major clinical challenge is to enhance
awareness of consequences and over-
come resistance to change. In many
cases, inviting or engaging someone
struggling with addiction into treat-
ment is the focus of clinical efforts
because family members, not the per-
son with the addiction, typically initi-
ate contact with treatment providers.

Psychoeducation can help to start
the change process. For example, clin-
icians can engage family members,
providing them with information
about addictive disorders and describ-
ing the continuum of associated prob-
lems. This activity might not include
the patient, because he or she might
not be very interested in treatment.
Family members should be instructed
to review the educational materials
and take care of themselves. They
should not share their treatment dis-
cussions with the patient, rather they
should simply invite the patient to par-
ticipate in the next session. This cir-
cumstance encourages patients to
examine their own behavior patterns,
risky situations, and impact on others
without alienating or coercing them to
participate in treatment. Too often,
coercion by the family or treater leads
to maliciousness, aversion, and ulti-
mately abandonment. Each of these
experiences holds significant risk for
the already vulnerable person who is
struggling with an addictive disorder.

Once patients’ curiosity and
ambivalent feelings emerge, clini-
cians should request that they self-
monitor the behavior in question 
(eg, drinking, drugging, gambling)
and document any urges toward the
object of their interest. This evidence
can provide the foundation for future
efforts at evaluation and treatment
planning. Patients then have the
opportunity to compare their percep-
tion of their experience and how it
changes over time. In addition, they
can compare their view with that of
others. They also have the opportuni-
ty to assess the impact of their behav-
ior on their life objectives. During this
part of treatment, patients should
also be questioned about what their
addiction does for them, not just what
it is doing to them. By exploring
patients’ perception of the benefits

and advantages of addiction for them,
clinicians are in a better position to
develop realistic treatment plans that
consider alternative behavior patterns
that can fulfill as many of the same
addiction objectives as possible with-
out having to engage in the addictive
behavior. Taken together, these early
treatment activities exercise the
ambivalence associated with behavior
change and gently diminish denial
and resistance.58

Awareness of Adverse
Consequences

As patients begin to recognize addic-
tive behavior as the primary cause of
their problems, they begin to consider
the possibility of addressing these
issues. The major clinical challenge is
to address patients’ ambivalence about
whether they wish to alter their addic-
tive behavior pattern and deal with the
associated problems. The primary
approach to stimulating the desire to
change is to acknowledge that addic-
tion provides positive benefits as well as
negative consequences. The clinician
must acknowledge that modifying the
pattern of behavior that caused prob-
lems will require relinquishing some
current activities. A decision balance
exercise that explores the pluses and
minuses of maintaining the behavior
and the gains and losses of changing is
the major vehicle for resolving the
ambivalence about the value of curbing
addictive behaviors. A seminal event
such as ending a relationship, losing a
job, or experiencing a health crisis,
referred to as a turning point, often
marks the patient’s decision to change.

Turning Points and an 
Orientation to Change

Once patients accept the notion that
changes are necessary and worthwhile,
the major challenge is to help them see
the array of recovery alternatives. Making
choices is central, and the key treatment
activity is planning. Therapists’ efforts
focus on goal setting and planning for
treatment and life changes. Together, the
patient and clinicians explore therapeutic
options and appropriate action steps,
such as the type of treatment setting, pro-
gram philosophy, level of care, kind and
variety of therapeutic modalities, group
or individual format, professional profile,
and cost. Treatment matching is an
important principle. Treatment success is
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often linked to honoring the person’s pref-
erences and validating the acceptability of
the person’s choices.

Active Quitting: 
Taking Action for Change

When ready to change, the major
theme is active learning. The clinical
strategy focuses on encouraging patients
to initiate a range of new alternative
behaviors based on the acquisition of
new knowledge, insight, attitudes, and
skills. This is the beginning of psycho-
logic detoxification and restoration.
Identifying and substituting a different
leisure activity for the time spent gam-
bling is an important component of a
healthy recovery. The introduction of
support fellowships (eg, AA or
Gamblers Anonymous) and more
involvement in spiritually enriching
experiences also can be highly benefi-
cial. However, though clinicians can
suggest these support systems, almost
any that a recovering person chooses
holds potential to be helpful.

Relapse Prevention and 
Change Maintenance

To achieve enduring treatment goals,
the clinical focus must gradually shift to
practice the new competencies that will
sustain a balanced, healthy lifestyle.
Adult learning theory recognizes that
developing and mastering new behav-
iors requires training and repetition.
Relapses can and often do occur;
because this is a common part of recov-
ery from addictive behavior patterns,
clinicians need to pay particular atten-
tion to situational risk and negative
effect as critical relapse triggers.59-62

In sum, clinicians have relatively spe-
cific tasks at different phases of treat-
ment. For example, during the early
stages of treatment, clinicians should
raise doubt about the effectiveness of
addiction to achieve personal goals.
Once patients consider changing, clini-
cians must exercise ambivalence and
stimulate motivation to change by iden-
tifying reasons to change and risks of
the status quo. Once ready to change,
patients will need help choosing the best
plan. Once there is an agreed-upon plan,
clinicians need to teach the patient skills
that support change and prevent
relapse. Finally, once a patient has made
changes, clinicians must help him or
her practice these new behaviors and
reframe relapse as an ongoing learning

process.63 Observers often incorrectly
think that changes occur in a linear and
progressive fashion. In reality, changing
addiction is a recursive process with
many opportunities to revisit earlier
struggles; these turns provide the oppor-
tunity to practice the tasks of recovery
necessary to grow as a person and
rebuild one’s life.16,47,55

Considering Treatment
Efficacy and Outcomes

Currently, there is limited informa-
tion about long-term effectiveness with
all treatment approaches. Clinicians
should evaluate addiction treatment
outcomes as they do cancer treatments,
using 5-year follow-up rates. Similarly,
while recovery is best understood as
“one day at a time” by patients, the sci-
entific evaluation of recovery should
determine how patients have progressed
over a 5-year follow-up period. Anything
less than this time frame can be mis-
leading, as treatments can provide
short-term gains that do not last.
Similarly, short-term gains should not
lead to the false belief that all risk of
relapse is over. As we have noted,
because syndromes are multidimen-
sional, these disorders typically do not
respond favorably to a single treatment
modality—either during the active
change phase of treatment or during the
relapse prevention phase.

Conclusion
Treatments for addictions are com-

posed of both common and specific fac-
tors. These treatments, which have
evolved from a variety of theoretical
approaches, can be provided in many
different settings. Frequently, outcomes
are improved when clinicians combine
interventions within a comprehensive
treatment plan. The stage-change con-
cept, which helps us to appreciate the
natural history of addiction, under-
scores the importance of matching
appropriate interventions with patients
based on where they are in the process
of addiction and recovery. Future
research will clarify issues such as how
to best match specific treatments with
individual patients in order to enhance
long-term outcomes. PP
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