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Key findings 
There is now a body of evidence supporting the effectiveness 

of a range of psychological interventions, which target a client’s

drug using behaviour. Some form of psychological treatment

appears to lead to improved outcomes compared to none, but 

it cannot be said that one form of psychological intervention is

better for all clients than any other. 

However, some interventions, such as motivational interviewing

(MI) and relapse prevention (RP), appear to be effective across 

a range of substances used. Contingency management

approaches appear to lead to improved outcomes for 

a number of subsets of clients, although they are not yet widely

available in the UK. Involving significant others has been shown

to be important in engaging and retaining younger drug users 

in treatment.

Variables associated with the client, the therapist and the

psychological process also make a significant contribution 

to the effectiveness of psychological treatments.
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Introduction
This document briefly reviews the effectiveness of psychological

therapies in the treatment of substance misuse. Clients who

misuse substances generally receive psychological therapy,

which is used to assist the individual in: 

• changing their substance using behaviour

• addressing co-existing disorders such as depression, anxiety,

personality disorder, or post traumatic stress disorder (PTSD),

linked to their substance use.

This paper does not address the use of psychological therapies in

relation to co-existing problems. The National Institute of Health

and Clinical Excellence (NICE) and the Department of Health are

continuing to address the evidence base for psychological

therapies that target specific mental health problems.

What are psychological therapies?
Psychological therapies are interventions based on one or more

theories of human behaviour. They involve a relationship between

therapist and client, within which issues relating to development,

experience, relationships, cognition (the mental act or process 

by which knowledge is acquired, including perception, intuition

and reasoning), emotion or behaviour are considered. The goal 

of psychological therapy varies with the model used, but is usually

to increase the client’s self-understanding and/or make changes in

their cognition, emotion or behaviour.

Psychological treatments with clients who misuse substances

have two different and distinct aims. Firstly, they aim to assist

individuals in making changes in their substance using behaviour,

and secondly to assist individuals in addressing co-existing mental

health disorders. Interventions that fall into the first category would

include cognitive-behavioural therapy (CBT) and MI treatments

that are evidence-based, directive, and driven by a clear set of

underlying principles or protocols. The term “psychosocial

interventions” is often applied to this category of psychological

therapy. These approaches are the focus of this review.

A second type of psychological therapy aims to address

the client’s underlying or additional mental health problems,

such as anxiety or depression, post traumatic stress disorder, 

or a history of childhood sexual abuse, which may predate 

their substance misuse. Resolution of these underlying 

problems is critical in assisting clients in changing their

substance using behaviour. The role of the psychologist or

specialist therapist (who has received specialist training in

therapeutic    interventions) is to help the client tackle their

underlying mental health problems, as well as to promote

changes in substance use (although in practice they are often

addressed simultaneously). Interventions falling into this 

category would include the evidence-based psychological
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therapies used in  adult mental health settings, such as CBT

for depression and anxiety.

Effectiveness and outcome
Research has shown that psychological therapies can have 

a significant effect on clients’ substance misuse. The main

criterion of effectiveness is that a psychological therapy leads 

to either a reduction in, or abstinence from, that substance.

However, it is also generally acknowledged that, as substance

misuse has an impact on many areas of an individual’s life, most

outcome studies seek improvements across a broad range of

areas of functioning as evidence of a treatment’s efficacy. The

main domains of functioning where change is sought include

physical health, psychological health, HIV and hepatitis risk

behaviours, interpersonal relationships, employment and criminal

behaviour (see Sperlinger, Davis and Wanigaratne, 2003 for 

a review of outcome instruments).

Reviewing data and 
drawing conclusions 
A range of psychological therapies have been shown to be effective

in the treatment of various substances (notably alcohol, opiates,

tranquilisers, stimulants, cannabis and polydrug use), but the type

of evidence and strength of conclusions that can be reached

based on the evidence is variable, and there are limitations 

on the clinical conclusions outlined below. It is also important 

to note that there are very few UK-based studies at present,

most of those reviewed here are from the US. This is of particular

importance, as certain common effective US interventions –

such as community reinforcement and contingency management

approaches – are rarely used in the UK at present.

The evidence on effectiveness of psychological therapies in the

treatment of substance misuse is limited, but the available data

can be summarised as follows (for more detailed references, see

Appendix 2):

1. There is a good evidence base for the effectiveness of

psychological treatments for substance misuse.

2. A combination of substitute prescribing and psychological 

treatment is frequently more effective than medication or 

psychological treatment alone, particularly for opiate, 

tranquilliser and alcohol users

3. 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 clients’ substance using behaviour

4. Some interventions, such as motivational interviewing 

and relapse prevention, appear to be effective across 

a range of substances
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5. For substance misusing clients, any form of psychological 

treatment leads to better treatment outcomes compared 

to no psychological treatment, but there is no general 

consensus that one form of psychological treatment is 

better for all clients than another

6. However, where evidence does suggest that psychological 

treatments vary in their effectiveness with different subsets 

or groups of substance misusers, the picture appears to 

suggest the following:

• For opiate users, any psychological treatment is better

than no psychological treatment

• For tranquilliser users, the evidence is largely limited 

to CBT approaches, which appear to be effective 

in reducing drug use

• For stimulant users, any psychological treatment 

is better than no psychological treatment (although

evidence is strongest for CBT approaches including 

MI, relapse prevention and community reinforcement

approach/contingency management, and perhaps

suggests a combination of therapy approaches might

be most helpful in long run, e.g. MI followed by CBT) 

• For cannabis users, MI, CBT and family therapies 

appear to be most effective

• For alcohol users, CBT (including motivational 

enhancement therapy), 12-step and family therapy 

approaches appear to be most effective.

7. Family therapy approaches are effective treatments for

problem drinking, but their impact may be mediated by 

at least three additional factors – the gender of the drinker,

investment in the relationship and support for abstinence

from the family

8. 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. Family therapy 

remains a “promising” intervention

9. With polydrug users, family interventions, community 

reinforcement and contingency management approaches 

have been shown to be superior to drugs counselling (where 

the worker supports the client’s efforts to change and may 

use skills or techniques drawn from one or more models of 

psychological therapy) and 12-step approaches.

Core elements of each psychological
therapy approach
A brief description of each of the main effective 

treatment approaches.  

Cognitive behaviour therapy/coping skills  
These approaches are didactic (intended to instruct), structured

treatments that focus on the identification of cognitive and

environmental factors controlling problem behaviour, and the

development or rehearsal of skills required to achieve changes 

in that behaviour (e.g. substance use). Cognitive techniques 

(e.g. challenging negative thinking) and behavioural work 

(e.g. behavioural experiments and increasing mastery and 

level of pleasant activity) are used to achieve changes. 

Specific behavioural changes, such as rehearsal of new 

skills, are a critical component of effective treatment.

Motivational interviewing   
This is a brief (2–6 sessions) CBT approach, where the therapist

takes the position of a collaborative partner, rather than an

expert, in discussions with the client about their drug use.

Therapists are directive in that they use specific skills, such 

as asking open questions, listening, and summarising the ideas

the client has expressed, and reflecting these back to them and

providing affirmation. This encourages the client to identify their

own problems with substance use, define these problems,

express concern, feel competent to make changes and develop

a positive outcome expectancy about change. Underlying this

approach is the principle that clients persuade themselves and

the therapist that change is desirable, achievable and will bring

benefit. There is a substantial evidence base for the efficacy 

of MI, particularly with problem and risky drinking, cannabis 

use and heroin dependence. It is also important in encouraging

engagement in, and adherence to, treatment.

Relapse prevention 
This is one of the main CBT approaches used in the UK. The

minimum content of an individual or group-based RP programme

should include the following (Wanigaratne, 2003):

• Identifying high-risk situations and triggers for craving

• Developing strategies to limit exposure to high-risk situations 

• Developing skills to manage cravings and other painful 

emotions without using substances

• Learning to cope with lapses
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• Learning how to recognise, challenge and manage unhelpful 

or dysfunctional thoughts about substance use

• Developing an emergency plan for coping with high-risk

situations when other skills are not working

• Learning to recognise how one is “setting oneself up” 

to use substances

• Generating pleasurable sober activities and relationships, 

building a life worth living and attaining a lifestyle balance.

Community reinforcement 
A CBT approach originally developed for alcohol dependence. 

It involves specific types of counselling and skills training, tailored 

to the treatment goals of the client, and is based on the principle

that individuals will have their own positive reinforcers in the

community, which maintain their behaviour (both substance using

and non-substance using behaviours). The outcome of altering

these reinforcement contingencies (and involving the client’s social

network in this process) is that the individual will make changes 

in their lifestyle that will support the client’s goal of abstinence from

substance use.

Contingency management 
Also known as voucher-based therapy, this is a treatment

approach aimed at encouraging positive behaviour by providing

reinforcing consequences when a client meets treatment 

goals (e.g. no illicit drug use) and by withholding these positive

consequences – or providing punitive measures – when the client

engages in undesirable behaviour (e.g. illicit drug use). Often, the

positive reinforcement for behaviour change is a voucher that can

be exchanged for consumer goods of the client’s choice.

Counselling/supportive-expressive psychotherapy
Counselling is a humanistic, client centred, non-directive

approach to the problems presented by an individual. It 

is a systematic process, which gives individuals an opportunity 

to explore, discover and clarify ways of living more resourcefully,

with a greater sense of wellbeing. Counselling may be concerned

with addressing and resolving specific problems, making

decisions, coping with crises, working through conflict or

improving relationships with others. Supportive-expressive

psychotherapy is a form of psychotherapy adapted for drug

misuse treatment. Supportive techniques assist clients to feel

comfortable in discussing personal experiences and expressive

techniques help the identification and working through of

personal relationship issues.

Family therapy
A term used to describe a number of different versions of family

intervention that have proved effective in engaging and retaining

substance users and their families or network. The
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preponderance of family therapy (FT) outcome research with this

population has involved some version or expansion of structural

(Minuchin, 1974), strategic (Haley, 1980) or structural-strategic

(Stanton, 1981) family therapy. Structural FT works towards

altering family structure through in-session interactions between

family members. Strategic FT attends more to family interactions

outside the session, as well as the assignment of therapeutic

tasks designed to alter these interactions. Key features are the

importance of a non-blaming, non-judgmental approach in

dealing with families and an emphasis on behavioural tasks 

and behaviour change. 

The term family therapy has also been used to describe “family-

involved treatment”, which encompasses work done with family

members to engage the client in treatment (e.g. unilateral family

therapy) and a range of family involved behavioural treatments

(e.g. a community reinforcement approach).

Social behaviour network therapy 
This brings the client and significant others in their social

environment into between four and eight 50-minute treatment

sessions. It is based on CRA, marital therapy, relapse prevention

and social skills training approaches, and aims to develop

positive social support for change in substance use and diminish

support for continuing use.

12-step approaches 
These are the basis of the self-help philosophy of Narcotics

Anonymous and Alcoholics Anonymous. This approach regards

addiction as a relapsing illness with complete abstinence as the

only treatment goal. As part of the process towards recovery,

individuals must acknowledge to themselves (and another

people) the harm substance use has caused to themselves and

others and where possible make amends.

Non-specific factors  
While not the primary focus of this review, it is important 

to acknowledge that there is a growing body of research

suggesting that non-specific factors make a significant

contribution to the effectiveness of psychological treatments.

Client, therapist and process variables may all contribute 

to the outcome of psychological treatments – who attends

treatment, who delivers psychological treatment and how 

it is delivered may be as important as the model and content 

of the psychological therapy. 

Factors associated with the therapist
Research on empathy, warmth and genuineness – the core

conditions for psychological therapy – is voluminous and has



been part of the psychotherapy literature since Truax and

Carkhoff’s (1967) review. More recently, researchers have

examined therapist effectiveness in the treatment of substance

using clients and identified the following therapist factors which

appear to contribute to good outcomes for clients. An effective

therapist will:

• Be empathic and authoritative (Truax and Carkhoff, 1967 )

• Be willing to participate in supervision (Luborsky et al, 1985)

• Take a non-blaming, non-judgmental stance (Stanton and 

Shadish (1997))

• Use motivational dialogue (Raistrick and Tober, 2004)

• Be a good listener

• Be in good psychological health

• Develop a helping alliance: a collaborative relationship 

between client and therapist.

Other factors influencing psychological treatment
outcomes

The outcome literature suggests other guiding principles that

underpin effective treatment (Raistrick and Tober, 2004):

• Speed of entry into treatment.

• Duration rather than intensity. Shorter and longer treatment

work equally to improve abstinence from substance use, but

significant reductions in dependence may be influenced more

by longer duration of treatment.

• People with complex needs or co-existing mental illness,

social breakdown or instability and physical health problems

benefit from greater intensity and broader-spectrum treatments.

Conclusion 
This review suggests there is a significant evidence base for 

the effectiveness of psychological interventions with substance

misusing clients. Some interventions, particularly MI and RP,

appear to be effective across a range of substances. Other

approaches with strong support in the literature, such as

community reinforcement and contingency management, are

rarely used in the UK, suggesting that this is an area for rapid

development. Family interventions also appear to be promising

treatments for a range of clients using a range of substances. 

It is important to acknowledge that research indicating the

effectiveness of psychological treatments has frequently been

conducted with trained, experienced and supervised therapists.

Positive treatment outcomes are only likely to be obtained in

routine clinical practice if treatment is delivered by an adequately

trained and supervised workforce. These psychological therapies

are also delivered in a research context as specific, coherent

treatments not entwined with generic keyworking or case

management approaches. Service commissioners and providers

need to be aware of issues of training, supervision and treatment

coherence in developing effective psychological treatments

services for substance misusing clients. Models of care has

emphasised that psychological treatment has a role as important

as substitute prescribing in treating opiate-dependent clients,

and with stimulant and cannabis users, psychological

interventions are currently the only effective treatment option 

for clients. It is hoped that this review will assist commissioners

and providers in developing psychological treatment services 

that have a clear evidence base and are seen as central to the

treatment process, delivered by an appropriately trained and

supervised workforce.

The effectiveness of psychological therapies on drug misusing clients
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Appendix
Summary of evidence on the effectiveness of psychological

interventions by substance treated, type of intervention and level/

strength of evidence

The tables below provide the following information:

• The types of psychological therapies that have been shown

to be effective by substance treated

• A comment on the context in which effectiveness was

shown, where relevant

• The type of evidence (methods used) and “strength” of the

conclusions and recommendations that can be made. These

are as follows:

– Type I evidence: Evidence from meta-analysis of

randomised control trials (RCTs) or at least one RCT
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– Type II evidence: Evidence from at least one controlled trial

without randomisation

– Type III evidence: Evidence from descriptive studies, such

as comparative studies, correlation studies and case

control studies

– Type IV evidence: At least one well designed observational

study

– Type V evidence: Expert opinion, including the opinion of

service users and carers.

• A short reference for each study (a full reference can be

found at the end of the briefing).

Type of intervention Comments Category of

evidence

Reference 

CBT

CBT No difference between twice weekly CBT and a more

intensive 5-day a week day programme, but CBT 

significantly more cost-effective

A CBT approach that targeted sensitivity to interoceptive

cues associated with drug craving, led to significantly 

greater reduction in drug use for women, but not men,

compared to supportive counselling

Type l

Type I

Avants et al. (1999)

Pollack et al (2002) 

Motivational

interviewing

Adjunct to methadone treatment Type I Saunders et al (1995)

Relapse prevention RP combined with Community Reinforcement Approach

(CRA) more effective then CRA alone

Type I Abbot et al (1998)

Contingency

management

(voucher-based

therapy)

Meta-analysis

Positive outcomes (reduction in cocaine and opiate use) in

methadone maintenance programmes

Type I

Type I

Type II

Griffith et al (2000)

Silverman et al (1996a); 

(1996b)

Community

reinforcement

approach (CRA)

CRA more effective than standard treatment

CRA more effective than standard treatment

Type I

Type I

Abbot et al (1998)

Gruber et al. (2000)

Counselling

Individualised drug

counselling

Counselling together with methadone produced significantly

greater improvements in reducing illicit opiate use compared

to methadone only.  The addition of other psychosocial

services further improved outcome

Comparison study with methadone only

Type I

Type III

McLellan et al (1993) 

Woody et al (1983)

Evidence of effectiveness: opiates
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Family therapy

Family-Couples

interventions

Family therapy

Meta-analysis of 1571 cases showed family-couples

interventions superior to individual counselling, peer group

therapy and family psychoeducation

More drug free days at follow-up than supportive

psychotherapy, but equivalent outcome with ‘low 

contact’ intervention.

Family therapy more effective than nonfamily in 

preventing early dropout 

Type l

Type I

Type II

Stanton & Shadish

(1997)

Yandoli et al (2002)

Stanton, Todd et al

(1982)

Behavioural family

counselling (BFC)

On several outcome measures BFC with individual treatment

and  naltrexone was more effective than individual-based

counselling with  naltrexone

Type I Fals-Stewart & O’Farrell

(2003)

Behavioural couples

therapy (BCT)

BCT patients had higher proportion of days abstinent from

drugs. BCT markedly increased savings in social costs

(including health care and crime) during 1-year follow-up.

Type I Fals-Stewart et al (1996)

Structural – strategic

family therapy

Showed better outcomes than standard treatment Type II Stanton, Steier, Cook &

Todd (1984)

Multiple family therapy More effective than standard care. Type III Kosten, Jalali, Hogan,

Kuber (1983)

Psychodynamic

Supportive-expressive

psycho-therapy 

In methadone maintenance clients, those receiving expressive

psychotherapy required less methadone, used less cocaine

and maintained gains, in comparison to those who received

drug counselling

Comparison

study with drug

counselling

Woody et al (1995)

Evidence of effectiveness: benzodiazepines

Type of intervention Comments Category of

evidence

Reference index

CBT CBT has good short term outcomes Type II Vorma et al (2002)

CBT

Group CBT In patients with panic disorder, slow reduction in dose with

CBT resulted in significantly more completed reductions than

slow dose reduction without CBT

CBT better than comparison group

Type I

Type III 

Type III 

Otto et al (1993)

Higgit et al (1987)

Tyrer et al (1985)

Gradual tapering (reduction) with psychological interventions.

Brief psychological

interventions including

CBT & counselling

16% of 3,234 patients managed to discontinue use after 8

months (Audit of 15 general practices)

Type III Holden et al (1994)
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Type of intervention Comments Category of

evidence

Reference index

CBT

CBT Qualitative review of RCTs of CBT with cocaine users Type l

Type III

Carroll (1998)

Rosenblum et al (1999)

Relapse prevention Positive outcomes maintained at one year follow-up for

cocaine addicts, compared to pharmacotherapy 

Type II

Type I 

McKay et al (2002)

Carroll et al (1994)

Motivational

Interviewing (MI)

RCT of 105 cocaine users. Those who received MI increased

use of coping strategies and had fewer cocaine-positive

urines samples on beginning detox.

Type l Stotts et al (2001)

Behavioural

programme

(contingency

management with

positive incentives)

Successive approximations to clean urine effective with an

escalating-value voucher scheme

Five times more likely to be retained in treatment compared

to 12 Step counselling group

Behavioural  programme with vouchers for non-drug use 

had significantly better outcomes than behavioural

programme alone

Type l

Type II

Type I

Preston et al. (2001)

Kirby et al (1998

Higgins et al (1994)

Community

reinforcement

approach 

Significantly more effective than drug counselling Type I Higgins et al

(1993)

Evidence of effectiveness: stimulants

Counselling

Cocaine use reduced during court-enforced counselling Type III Kletter (2003)

Matrix model

A combination of a

number of approaches

including; relapse

prevention, family &

group therapies, drug

education and self-help

participation, with strong

therapist relationship

Comparative

study

Rawson et al (1995)

12 Step

12 step-approach In a comparison of 4 treatments: all treatments were effective,

clients receiving 12 step individual counselling were more

likely to achieve and maintain abstinence  

Type I Crits-Christoph et al

(1999)
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Family therapy

Behavioural couples

therapy (BCT)  

BCT patients had higher proportion of days abstinent from

drugs than standard-treatment controls.  BCT markedly

increased savings in social costs during 1-year follow-up.

Type I Fals-Stewart et al (1996)

Bower family therapy

cocaine 

Better outcomes than standard treatment Type I McLellan et al (1993)
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Evidence of effectiveness: cannabis

Type of intervention Comments Level of evidence Reference index

CBT

Motivational

interviewing (MI)

At 16 month follow-up, MT as effective as relapse prevention,

compared to delayed treatment control group.

Type I Stephens et al (2000)

Motivational

enhancement therapy 

Type III Budney et al (1997)

Relapse prevention Group intervention as effective as social support group in

significantly reducing use at 12 month follow-up.

As effective as motivational interviewing. 

Type I 

Type I 

Stephens et al (1994)

Stephens et al (2000)

Integrated brief intervention

Intervention was assessment and self-help literature Type IV Lang et al (2000)

Multisystemic family

therapy

4-year follow-up showed individual counselling patients 

four to five times more likely to be arrested for a substance

abuse related offence than those in family therapy 

Type II Henggeler et al (1991)

Family therapy

Conjoint family therapy

(CFT) + one-person

family therapy (OPFT)

CFT & OPFT shown to be effective Type II Szapocznik, Kurtines,

Foote, Perez-Vidal &

Hervis (1983)

Cognitive behavioural

therapy

Type l

Type I 

Miller & Wilbourne 

2002)

Project MATCH Study

Group (1997)

Kadden, R., Carroll, K.,

Donovan,D. et al (1999) 

Meta-analysis.  6 of the top ten treatments (from a total of 46

treatment modalities) were CBT interventions

Project MATCH found CBT, MET & 12 step treatment equally

effective

Qualitative review of RCTs showing efficacy of CBT

Evidence of effectiveness: alcohol

Type of intervention Comments Level of evidence Reference index

Motivational

interviewing

Meta-analysis

Meta-analysis.  Brief Interventions using MI superior to all

other interventions

Pregnant women 

Better outcomes in residential alcohol treatment 

Outpatient treatment

Type I 

Type I

Type I 

Type I 

Type I 

Burke et al (2003)

Miller & Wilbourne 

(2002)

Handmaker et al (1999)

Brown & Williams (1993)

Bien et al (1993)

CBT

Motivational

enhancement Therapy

(MET) 

Project MATCH found CBT, MET & 12 step treatment equally

effective

Type I - RCT

Type I 

Project MATCH Study

Group (1997)

Miller (1996)
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Relapse prevention Composite intervention based on Marlatt & Gordon (1985)

model. Particularly effective for alcohol problems combined

with adjunctive medication

Type I Irvin et al (1999)

Community

reinforcement

approach 

Type I Azrin et al (1982)

Behavioural marital

therapy

Type I O’Farrell et al (1993);

Finney & Monahan

(1986)

Social skills training Less effective with neuropsychologically impaired patients. Type I Smith & McCrady (1991)

Counselling

General alcohol

counselling

Combination of psycho-education & humanistic approaches.

Effective compared to those with no treatment/ waiting list;

Less effective that CBT & 12 Step approaches

Type I

Comparative

studies & RCTs

Finney & Monahan

(1996); 

Holder et al (1991)

Family therapy

Family-involved

therapies

More effective in motivating patients to enter alcohol

treatment and marginally more effective in alcohol outcomes

than individual treatment

Type l 

Type IV

Edwards and Steinglass

(1995)

Chan (2003)

Interventions based on

the 12 Step approach

Project MATCH found CBT, MET & 12 step facilitation therapy

equally effective.  However 12 Step Facilitation 

Therapy patients functioned better with respect to secondary

outcome variables

A large number of studies that have looked at the effectiveness

of psychological interventions with poly-drug users.  Community

reinforcement approaches and contingency management have

been shown to be superior to drugs counselling and 12 Step-

based counselling approaches

A range of family interventions have also been shown to be

effective for poly-drug using individuals

(Higgins et al. (1993), Kirby et al. (1999), Higgins et al. (2000),

Rawson et al. (2002), Epstein et al. (2003), Bickel et al. (1997),

Gruber et al. (2000).

Henggeler et al 1991, Liddle et al 1993, Benir et al 1993, 

McLellan et al 1993).  

Type III

Type I

Gossop et al (2003)

Project MATCH Study

Group (1997)

Multisystemic family

therapy

More effective than usual probation services and individual

counselling

Type II Henggeler et al (1991)

11

The intervention

method

Type III Liepman, Silvia &

Nirenburg (1989)

Unilateral family therapy

(UFT)

Type III Thomas, Santa, Bronson

& Oyerman (1987)

Community

reinforcement training

(CRT)

Type II Sisson & Azrin (1986)

12-step approaches

Evidence for effectiveness: polydrug use
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