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Promoting Self-Change: Taking 
the Treatment to the Community

Linda Carter Sobell and Mark B. Sobell

As discussed in detail in Chapter 1, the vast majority of people with alco-
hol and drug problems are unlikely to enter traditional substance abuse or 
addiction treatment programs (Harris & Mckellar, 2003). Several major U.S. 
surveys have concluded that only a small percentage of individuals with alco-
hol problems ever seek and enter into treatment (Dawson, Grant, Stinson, et 
al., 2005; Raimo, Daeppen, Smith, Danko, & Schuckit, 1999). For example, 
of 4,422 adults 18 years or older classified with prior-to past-year DSM-IV 
alcohol dependence in the 2001–2 National Epidemiologic Survey on Alcohol 
and Related Conditions (Dawson, Grant, Stinson, et al., 2005), only 25.5% 
reported ever receiving treatment (12-Step programs: 3.1%; Formal treatment: 
5.4%; both 12-Step and treatment: 17.0%). Another national survey found 
“only 16% of those with an alcohol use disorder (AUD) had received any 
treatment in 2001. Similarly, a recent report on utilization of AUD treatment 
in the Veterans Administration found that only 23% of individuals with an 
identified disorder received treatment” (Harris & McKellar, 2003, p. 1). Clearly, 
such figures underscore the need to seriously develop and evaluate alternative, 
minimally intrusive interventions that will appeal to such individuals.

For close to three decades, treatment for individuals with alcohol and drug 
problems has been provided almost exclusively at traditional specialty sub-
stance abuse agencies. If  individuals with substance use and abuse problems 
are unwilling to come into treatment, the key question is “What can be done 
to motivate them to change their substance use outside of treatment or as a 
result of a very brief  encounter?” One suggestion has been that we should 
take the treatment to the people (Sobell, Cunningham, Sobell, et al., 1996; 
Sobell, Sobell, Leo, et al., 2002). Alternative interventions need to be pro-
vided in settings other than traditional substance abuse agencies, such as phy-
sicians’ offices, primary care settings, or nontraditional ways such as on the 
Internet or by mail.

Interestingly, effective January 2007, the U.S. Centers for Medicare and 
Medicaid Services added two new reimbursement codes for use by Medicaid, 
Medicare, and other third-party payers. These codes allow providers to be 
reimbursed for alcohol and drug screenings and brief  interventions (SBIs) 
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in clinical settings. Bertha Madras (2006), Deputy Director of Demand 
 Reduction from the White House Office of National Drug Control Policy, 
reported that the “impetus behind the Medicaid decision to reimburse for 
alcohol and drug screening services was the recognition of the number of 
people who go unidentified who are in need of an intervention or treatment” 
(Medscape Medical News, 2006). In addition to the fact that so few substance 
abusers seek treatment, the other compelling reason behind these two new 
codes appears to be financial. It is estimated that conducting alcohol and 
drug SBIs in clinical settings will save the federal Medicaid budget $520 mil-
lion annually. Given scarce medical resources and health care cost contain-
ment, such savings could be used in a stepped-care manner where the first 
intervention is minimal, of low intensity, least costly, likely to be effective, and 
has consumer appeal (Sobell & Sobell, 2000). For those where such interven-
tions are successful, their further progress need only be monitored. For those 
where it was not effective, their care could be stepped up (i.e., more intensive 
treatment) using some of the savings from the SBIs. Such thinking is consist-
ent with a stepped-care model of treatment (Davison, 2000; Foulds & Jarvis, 
1995; Sobell & Sobell, 2000). In summary, successful methods of promoting 
self–change would allow for widespread impact on substance use problems 
and at a much lower cost than traditional treatment.

Self–Change Approaches

Self-change approaches have long been part of many brief  interventions 
that help substance abusers evaluate and guide their own behavior change 
( Apodaca & Miller, 2003; Fleming & Manwell, 1999; Heather, 1994; Heather, 
Rollnick, Bell, & Richmond, 1996; Sitharthan, Kavanagh, & Sayer, 1996; 
Sobell & Sobell, 1993, 1999). Factors associated with the development of self-
change approaches have included: (a) the need for interventions for individuals 
whose substance use problems are not severe, particularly those with alcohol 
problems (Sobell & Sobell, 1993, 1999, 2005), (b) demonstrations that, for 
many individuals, brief  interventions are as beneficial as more intense inter-
ventions (Bien, Miller, & Tonigan, 1993; Fleming & Manwell, 1999; Miller 
et al., 1995; Moyer, Finney, Swearingen, & Vergun, 2002; Project MATCH 
Research Group, 1998a, b; Saunders, Kypri, Walters, Laforge, & Larimer, 
2004; Sobell, Breslin, & Sobell, 1998), and (c) an emphasis on self-control 
processes in the evolution of cognitive–behavior therapy (e.g., Mahoney & 
Lyddon, 1988; Thoresen & Mahoney, 1974).

The success of brief  self-change treatments for substance abusers sug-
gests that even before entering treatment such individuals possess sufficient 
skills to function effectively (Sobell & Sobell, 1998). This, in turn, suggests 
that the major role of these treatments might be motivational; that is, they 
serve to catalyze people’s use of their own resources to bring about behavior 
change. In a study that provides some support for the idea that self–change 
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approaches and minimal interventions might appeal to adult drinkers, Werch 
(1990) found that over one-quarter of all drinkers reported an interest in 
receiving aids to help them drink more moderately. Moreover, drinkers who 
were interested in receiving one or more self-help aids reported high levels 
of drinking and a greater motivation to limit their alcohol use. This study 
suggests that a considerable number of drinkers, especially heavier drinkers, 
would be receptive to aids to help them drink less.

A nontraditional way of facilitating self-change with regard to excessive 
drinking has been through the use of very brief  interventions by physicians 
in primary care health settings. These interventions usually consist of a short 
inquiry followed by brief  advice and feedback when warranted. An important 
characteristic of these interventions is that although typically the patients’ 
reasons for visiting their physician have nothing to do with their alcohol use, 
as part of the visit doctors can ask an individual about their alcohol use and 
determine if  a patient’s drinking exceeds recommended guidelines (Dawson, 
Grant, & Li, 2005; National Institute on Alcohol Abuse and Alcoholism, 
1995, 2007). At this point, physicians can then raise concerns (e.g., “ cutting 
back on your alcohol use might be helpful in lowering your hypertension 
 levels”) and suggest that patients reduce their drinking to recommended 
 levels. Such interventions have produced significant decreases in drinking, 
and they can reach a much broader population than that served by traditional 
substance abuse programs (Fleming & Manwell, 1999; Fleming et al., 2000, 
2002; National Institute on Alcohol Abuse and Alcoholism, 2007; Wutzke, 
Shiell, Gomel, & Conigrave, 2001). Minimal interventions can also be con-
ducted by correspondence or e-mail for individuals unwilling to come into 
treatment, in addition to those unable to attend treatment for other reasons 
such as transportation problems, lack of available child care, or living in rural 
areas (Breslin, Sobell, Sobell, Buchan, & Kwan, 1996; Jeffery, Hellerstedt, 
& Schmid, 1990; Lando et al., 1997; Ramelson, Friedman, & Ockene, 1999; 
Sitharthan et al., 1996; Zhu et al., 1996).

Several studies have reported positive outcomes using media campaigns 
to reduce the prevalence of smoking (Campion, Owen, Mcneill, & Mcguire, 
1994; Giffen, 1991; Hughes, Cummings, & Hyland, 1999; Killen, Fortmann, 
Newman, & Varady, 1990; Lichtenstein, Lando, & Nothwehr, 1994; Pirie, 
Rooney, Pechacek, Lando, & Schmid, 1997; Utz, Shuster, Merwin, & Williams, 
1994; Warner, 1981, 1989). Typically, these studies involved large-scale ad 
campaigns that either addressed the health risks of smoking or derided the 
positive value of smoking behavior (e.g., it’s not cool to smoke). Interestingly, 
large community interventions or mass media campaigns aimed at second-
ary prevention have almost exclusively targeted smokers. With one exception 
(Sobell, Cunningham, Sobell, et al., 1996), campaigns for other addictive 
behaviors (e.g., alcohol or drug problems, gambling) have been noticeably 
lacking. Finally, another new and promising way of accessing the community 
on a large scale is through the Internet (Alemi et al., 1996; Wright, Williams, 
& Partridge, 1999).
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In a review of brief  interventions, Heather (1989) concluded:

Evidence shows that brief  interventions are effective and should be used for individu-
als who are not actively seeking help at specialist agencies. This justification is, again 
independent of level of seriousness, although most recipients of community-based 
interventions will obviously have problems of a less severe variety. (p. 366)

Over a decade later, a meta-analytic review of controlled trials of brief interven-
tions for alcohol problems reached similar conclusions (Moyer et al., 2002).

Tailored Nontraditional Messages
Several studies have shown that the overwhelming reason that people give for 
either not entering or delaying entering treatment is because of the stigma 
associated with being labeled (Chiauzzi & Liljegren, 1993; Corrigan, 2004; 
Cunningham, Sobell, & Chow, 1993; Cunningham, Sobell, Sobell, Agrawal, 
& Toneatto, 1993; Grant, 1997).

Naturally Recovered Alcohol Abusers Dislike Labels
Respondent 1: “ ‘You are an alcoholic.’ People had suggested it to me before but I never really 
— I had vehemently denied the idea you know or the accusation.”

Responde nt 2: “So the desire is gone and this is where I part company with Alcoholics Anony-
mous and people like them, because they operate on a naturalistic bias. A naturalistic way 
whereas not necessarily Alcoholics Anonymous, because AA started as a Christian organiza-
tion. But they say you are always an alcoholic.”

Naturally Recovered Individuals Tell Us What Would Attract Them to Treatment
Question: “If  an ad were to appear on television or in a newspaper to attract individuals to 
seek help with their drinking problem, what wording would you suggest?”

Respondent 1: “If you could say something I guess maybe to indicate something like ‘You can 
do it.’ ‘Help yourself, you can do it.’ Something to give them some assurance that all is not 
lost.”

Respondent 2: “Well, that’s an interesting question. I would say something that would offer 
some comfort and dignity to the listener. The words that come to my mind, ‘Are you sure?’ ”

Respondent 3: “People who drink too much are done a disservice by the use of the word 
‘alcoholic.’ ”

Respondent 4: “I would say more along the lines of getting people to realize they have a 
problem. Something like ‘Do you drink every day? If  you do, you may have a problem.’ 
A nonthreatening thing that would say, that somebody might say ‘You know I do drink every 
day’ and then they might make a concerted effort to not drink every day. Something very 
simple. Not going into the blackouts and all. It’s nonthreatening. Just saying ‘Do you drink 
every day?’ Not using scare tactics, just using the tactics of be aware.”

In the addiction field, if researchers are to develop programs and messages 
that are perceived as attractive and listened to rather than avoided, then it will 
be necessary to understand why many individuals even with minimal alcohol 
and drug problems do not seek treatment. First, studies have demonstrated that 
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labels such as “alcoholic” and “addict” should be avoided. In fact, negative 
messages like these are likely to be perceived as inaccurate by high-risk drinkers 
in the general population. Consistent with the literature, highly effective mes-
sages are those that avoid stigmatizing or labeling. Second, the message needs to 
be proactive. Third, the message should contain information that allows people 
to make better, more informed decisions about their  alcohol consumption.

Because the addiction field has long been dominated by an almost exclusive 
focus on individuals who are severely dependent on alcohol, the general pub-
lic, particularly in North America, has developed a stereotypic and stigmatiz-
ing impression of anyone who drinks excessively; such individuals are viewed as 
alcoholics, unable to recover without treatment, and not capable of  returning to 
moderate drinking. In a very recent general population telephone study, respond-
ents (N = 3006) were asked about their beliefs concerning drinking problems. 
It was found that fewer than half (41.5%) felt that someone with an alcohol 
problem could recover without treatment, and less than one-third (29%) felt 
such individuals could return to moderate drinking (Cunningham, Blomqvist, 
& Cordingley, 2007). Several other studies have also reported that the general 
public does not believe that untreated and moderate drinking outcomes are pos-
sible ( Cunningham et al., 2007; Cunningham, Sobell, & Chow, 1993; Ferris, 1994; 
Nadeau, 1997). Furthermore, in two early natural recovery studies (Shaffer & 
Jones, 1989; Sobell, Sobell, & Toneatto, 1992), researchers reported that several 
respondents during their interviews asked if they were the only ones who had 
recovered “this way” (i.e., on their own). Lastly, one study (Cunningham, Sobell, 
& Sobell, 1998) reported that there was a significantly greater reluctance to self-
disclose resolving an alcohol problem compared with quitting smoking cigarettes 
(23.7% versus 5.1%); the predominant reason (57.1%) for not wanting to talk 
to others was the stigma or label attached to having an alcohol problem. While 
self-change is the major pathway to recovery from alcohol problems, most studies 
suggest that the majority of people are unaware of this fact. In summary, given 
the beliefs held by the general populace, coupled with those who recover on their 
own, it is not surprising that trying to persuade someone with an alcohol problem 
in the general population that they can change on their own might be difficult. 
The fact that people hold beliefs that are not evidence-based suggests that we 
need to educate consumers, particularly that not everyone needs to enter treat-
ment and that self-change is a legitimate and predominant pathway to change.

In many ways, attempting to persuade high-risk drinkers to reduce their 
 drinking can be viewed as an exercise in attitude change. Research in cognitive 
social psychology tells us that when individuals receive a message with which they 

Naturally Recovered Alcohol Abuser
“Well, as I mentioned previously I had tried to stop on several occasions previously and 
I would stop maybe for a short or fairly prolonged period of time but then I would fall back 
into the regular routine. So, at the end in 1960 I just made up my mind very determinedly that 
this thing wasn’t going to beat me, I was going to beat it because it was ruining my relationship 
with my family. And sooner or later it was going to have an effect on my work.”
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disagree, they resist it by various means, such as formulating  counterarguments 
(Perloff, 1993). For example, if people who are high-risk drinkers are told, “You 
are an alcoholic” or “You have an alcohol problem,” they are likely to react 
by generating reasons why they are not. The message does not make sense to 
them. The way to avoid such counterarguments is to present the message in 
a nonconfrontational and nonthreatening manner, which is the same strategy 
used in motivational interviewing in clinical situations (Miller & Rollnick, 2002; 
Substance Abuse and Mental Health Administration, 2002). When recruiting 
problem drinkers into treatment or getting individuals to respond to advertise-
ments about changing their drinking on their own, what has been learned is 
that the “content” of the message is critical.

Over the years, whether in Canada, Australia, the United States, Sweden, or 
Mexico, studies have recruited alcohol and drug abusers to treatment by using 
carefully worded statements to attract such individuals. The ads for treatment 
typically contain phrases such as “Are you concerned about your alcohol or 
drug use?” or “Are you considering changing your drinking?” (Klingemann, 
1991; Miller & Hester, 1980; Miller, Taylor, & West, 1980; Pearlman, Zweben, 
& Li, 1989; Sobell & Sobell, 1998, 2005).

Many studies have now shown that untreated and naturally recovered 
 substance abusers report several reasons for not seeking treatment or not seeking 
treatment promptly (Cunningham, Sobell, & Chow, 1993; Cunningham, Sobell, & 
 Freedman, 1994; Cunningham, Sobell, Sobell, et al., 1993; Grant, 1997; Hingson, 
 Mangione, Meyers, & Scotch, 1982; Roizen, 1977; Sobell, Sobell, & Toneatto, 
1992; Tuchfeld, 1981). As already mentioned, among the most salient reasons are 
the stigma associated with the label “alcoholic” or admitting to being an alcoholic 
(Copeland, 1997; Cunningham et al., 1998; Cunningham, Sobell, Sobell, et al., 
1993; Grant, 1997; Roizen, 1977; Sobell et al., 1992; Tuchfeld, 1981). Two other 
major reasons given for not seeking treatment are of interest. In a general popula-
tion survey, 96% of respondents who ever had a problem reported they thought 
they could handle their problem on their own (Hingson et al., 1982). We found 
similar evidence in our own research (Sobell et al., 1992), in that 38% of naturally 
recovered alcohol abusers reported that they did not enter treatment because they 
thought they could solve their problem on their own. In fact, this reason was 
rated as most influential in their decision not to seek treatment. The second rea-
son that very frequently has been given for not seeking treatment is that problem 
drinkers have “felt their problem was not serious enough” to seek help (Hingson 
et al., 1982; Miller, Sovereign, & Krege, 1988; Sobell et al., 1992; Thom, 1986). In 
the Hingson et al. study, 84% responded in such a manner, as did 46% in our own 
research. Taken collectively, and combined with the effect of stigma, these studies 
convincingly demonstrate significant barriers associated with seeking treatment.

In conclusion, a concern articulated in the literature over a decade ago is still 
salient today: “these barriers must be addressed if  we want to encourage the 
greater proportion of untreated alcohol and drug abusers to seek  treatment” 
(Cunningham, Sobell, Sobell, et al., 1993, p. 353). Changing public perceptions 
to recognize that self-change is possible and is the predominate  pathway to 
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change for many with an addictive behavior is critical, as is the need to 
 provide alternative, nontraditional interventions. Because traditional treat-
ment approaches in the substance abuse field have been hypothesized as 
deterring problem drinkers—those with less severe problems—from seek-
ing treatment (Sobell & Sobell, 1993), interventions need to be tailored to 
the needs of  different types of  drinkers. Finally, it is interesting to note 
that adults with serious mental illness in a U.S. survey and substance abus-
ers reported similar reasons for not seeking treatment (Substance Abuse 
and Mental Health Administration, 2003). Besides cost (50.4%), 28.2% of 
respondents reported that stigma kept them from seeking treatment and 
10.4% said they did not feel a need for treatment or that they could handle 
their problems without treatment.

With respect to prevention and harm reduction, the same reasoning under-
lying motivational interventions can be used with the general public (Nadeau, 
1997; Rehm, 1997). In fact, how messages are presented and what those messages 
say is probably even more important with substance users in the general popula-
tion than with self-identified problem users who are considering changing. The 
reason is that substance abusers in the general public do not perceive themselves 
as needing to change. Thus, they should be more resistant to messages suggest-
ing change than would be substance abusers who are already ambivalent about 
their alcohol or drug use. Because many untreated problem drinkers do not view 
their drinking as serious enough to warrant seeking treatment, one suggestion 
is to modify drinkers’ beliefs about the normality of their drinking. Providing 
individuals with feedback about their drinking and where it fits in relation to 
national norms can be viewed as advice feedback that is intended to promote 
self–change by getting the person to view their heavy drinking from a new per-
spective. Support for providing this type of feedback also comes from a general 
population survey where most respondents said they first recognized a problem 
by recognizing the volume of their intake (Hingson et al., 1982).

For a message to be considered by, and have an impact on, an individual, it 
is important that the message does not evoke resistance. For example, because 
a small amount of drinking can have a cardiovascular protective effect 
(Hanna, Chou, & Grant, 1997; Svärdsudd, 1998), a proactive prevention mes-
sage could be created describing the beneficial effects of limited drinking, but 
emphasizing that like so many other aspects of our lives, there needs to be a 
healthy balance between what you get out of drinking and the risks that are 
taken. A proactive message is less likely to evoke resistance compared with a 
critical message. In this regard, several years ago Éduc’alcool, an independent, 
not-for-profit organization, in Montreal, Quebec, Canada, designed a sec-
ondary prevention program, “Alco-Choix” (translated  “Drinking Choices”) 
that allowed for moderation goals. To solicit individuals for the program, they 
designed Ad 1 shown in Figure 8.1. In English the ad says: “You are not an 
Alcoholic. You just drink a little too much but do not want to completely 
stop either. P.CRA can help you. Inquire here about the Alcohol Consump-
tion Program.” The logo at the bottom says: “Moderation tastes better.” 
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FIGURE 8.1. The tone of an advertisement can make a difference.
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After running this ad regularly for slightly more than 2 years, they abandoned 
it because they had only received 38 registrations. Demonstrating that the 
tone of a message makes a big difference, they then used Ad 2 in Figure 8.1 
and received more than 500 calls over a 5-year period. They concluded the 
proactive ad was a “huge success” (H. Sacy, Director General, Éduc’alcool, 
 personal communication, October 17, 2003).

In summary, early intervention trials for prevention and harm reduction 
suggest that it is very important to create a message, and a system for  delivering 
that message, that will be accepted by the intended target audience.

A Community Mail Intervention: Background 
and Rationale

The Promoting Self-Change (PSC) study, a community based mail interven-
tion funded through the National Institute on Alcohol Abuse and Alcohol-
ism, was conducted in Canada (Sobell, Cunningham, Sobell, et al., 1996). 
This large-scale community intervention was designed to promote self-change 
among individuals who were unwilling, not ready, or otherwise unmotivated 
to access the formal health care system in order to change their drinking. As 
will be discussed later, while the PSC intervention was designed for problem 
drinkers, several aspects of the project are relevant to prevention and harm 
reduction. For example, avenues and procedures that will attract individuals 
in the general public to consider changing their drinking on their own or with 
minimal help are likely to be very different from what traditional practices in 
the alcohol field would suggest. Finally, although the PSC community trial 
targeted problem drinkers, community interventions have also been success-
ful with cigarette smokers, and therefore, there is every reason to extend and 
evaluate such trials to individuals with other addictive behaviors.

The PSC intervention represents a convergence of two lines of research. 
The first involved studies that examined the natural recovery processes with 
alcohol abusers (Sobell et al., 2001; Sobell, Sobell, Toneatto, & Leo, 1993), 
and the second involved clinical trials using a Guided Self-Change model of 
treatment with problem drinkers (Sobell & Sobell, 1993, 1998, 2005). This 
community-based intervention was designed to take account of  three fac-
tors found to be associated with heavy drinkers who do not seek treatment 
or formal help (reviewed in Sobell, Cunningham, Sobell, et al., 1996): (a) 
stigma or embarrassment of  being in treatment for alcohol problems, (b) 
the desire to change on one’s own, and (c) little belief  by the general pub-
lic that self-change is a viable pathway to recovery. The PSC project used 
several key elements from Guided Self-Change treatment (e.g., Decisional 
Balance Exercise, Brief  Situational Confidence Questionnaire, Timeline 
Drinking Advice/Feedback; Sobell & Sobell, 1993, 1998) and made them 
available by mail to individuals in the community who wanted to change 
their drinking on their own.
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The PSC intervention was designed to help problem drinkers analyze their 
own problems and guide their own change. After the assessment materials 
were completed and returned by mail, the respondents in the experimental 
condition were sent a set of  personalized feedback materials based on their 
assessment responses relating to their drinking levels, high-risk situations, 
and motivation for change (see Appendix A in Sobell, Cunningham, Sobell 
et al., 1996). Participants assigned to the control group were sent two educa-
tional pamphlets available in the community rather than personalized feed-
back. The sample consists of  825 respondents recruited primarily through 
newspaper advertisements.

An Empirically Crafted Advertisement
As discussed earlier, when creating a message that will be accepted by the 
intended target audience (in the present study this was problem drinkers who 
have never been in treatment and who might be reluctant to seek traditional 
alcohol treatment services), the message cannot evoke resistance or it will be 
ignored and thus be ineffective. In this regard, the advertisement for the PSC 
study contained three messages, all of which were chosen to address issues 
or concerns we had anticipated in recruiting a group of heavy drinkers who 
had never accessed the health care system for their drinking. The first line 
of the ad, “Thinking About Changing Your Drinking?” was chosen because 
it was felt that this message would not evoke resistance, would prompt peo-
ple to think about their drinking, and attract the attention of those already 
thinking about changing. The second line read, “Do you know that 75% 
of people change their drinking on their own?” This message was chosen 
because, despite the fact that some Canadian studies (Cunningham, 1999; 
Sobell, Cunningham, & Sobell, 1996) had shown that over 75% of individu-
als with an alcohol problem change their drinking without formal treatment 
or AA (as noted earlier), the general public is still skeptical about the idea 
that individuals can change on their own (Cunningham et al., 1994, 2007; 
Cunningham, Sobell, & Chow, 1993; Rush & Allen, 1997). Furthermore, this 
message clearly puts forth the concept of  empowerment (Dickerson, 1998), 
a message with a proactive approach. The third line, “Call us for free materi-
als you can complete at home” was chosen because, as discussed earlier, one 
of the major reasons that people have given for not entering treatment was 
that they wanted to change their drinking on their own (Hingson et al., 1982; 
Sobell et al., 1993). Thus, the ad made clear that respondents would not need 
to come to a treatment program. Lastly, the fact that in slightly over a year 
almost 2,500 people called in response to the ads, suggests that the message 
was effective in recruiting the target population. A copy of this advertisement 
appears in Figure 8.2.

Eligible respondents meet the following study criteria: (a) be of legal 
drinking age (i.e., 19 years old in Ontario, Canada), (b) no prior history of 
alcohol treatment or self-help such as AA or SMART Recovery (to insure 
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that severely dependent alcohol abusers were not included), and (c) report 
drinking an average of 12 or more drinks per week or having consumed 
5 or more drinks on at least 5 days in the past year. Of the 2,434 individuals 
who responded to the media solicitations, almost three-quarters (i.e., 72%) 
met the initial screening criteria and were sent a consent form and assess-
ment materials. The major reasons respondents were ineligible were (a) 90% 
reported they had previously received some type of treatment or help and 
(b) 7% were ineligible because of the drinking criteria (i.e., their drinking was 
not heavy enough to meet the study criteria). Of those meeting the initial 
screening criteria and mailed the assessment packages, 47% (825) individuals 
returned their questionnaires and were randomly assigned to one of the two 
groups. One third of the participants were women and there were no gender 
differences in terms of the screening criteria.

Eligible participants were randomly assigned to one of two interventions: 
(a) the Motivational Enhancement/Personalized Feedback (MEPF) condition 
(n = 414), where individuals received personalized advice/feedback based on 
their assessment of their drinking and related behaviors or (b) the Bibliotherapy/
Drinking Guidelines (BDG) condition (n = 411), where participants received 
two pamphlets on effects of alcohol and guidelines for low-risk drinking and 
self-monitoring. The experimental intervention (MEPF) was a  motivational 
intervention. Based on the answers from their assessment  materials, respond-
ents were sent personalized feedback and a decisional  balance  exercise, all 
intended to enhance their motivation to change (Sobell, Cunningham, Sobell, 
et al., 1996).

FIGURE 8.2. Promoting self-change study: ad used to recruit participants.
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Although the control group (BDG) completed the same questionnaires as 
those in the experimental group, no personalized feedback was provided until 
their 12-month follow-up interview was completed. Similar to studies in the 
smoking field (Becoña & Vazquez, 2001; Brandon, Collins, Juliano, & Lazev, 
2000; Curry, McBride, Grothaus, Louie, & Wagner, 1995; Ershoff, Quinn, 
& Mullen, 1995), BDG respondents were given two self-help pamphlets that 
were freely available in the local community. These pamphlets provided infor-
mation about the nature of alcohol abuse, about monitoring one’s alcohol use, 
and general advice on how people could deal with their alcohol problem.

PSC Study Results
Of the original 825 participants in the PSC community trial, 79.6% (657; 
MEPF = 321, BDG = 336) were located for follow-up, a rate similar to 
that of  other large brief  intervention and clinical trials (Babor et al., 1996; 
Edwards & Rollnick, 1997; Fleming et al., 2002; Grant, Arciniega,  Tonigan, 
Miller, & Meyers, 1997; Project MATCH Research Group, 1998c). As 
reported previously, significant reductions in drinking from 1 year pre- to 
1 year postintervention occurred for both groups, but no significant group 
differences were found for any drinking variables (Sobell et al., 2002). Thus, 
it appears that the intervention materials for both groups, irrespective of 
whether they were personalized, facilitated the reduction of  drinking.

What Triggered the Change Process?
Although the results in the community trial were unexpected, the question 
is why both interventions worked equally well. First, it is possible that those 
who respond to advertisements are ready to change irrespective of  the mate-
rials used. In this regard, BDG participants were given two informational 
self-help pamphlets, one of  which instructed them only to self-monitor their 
drinking and provided explicit guidelines for low-risk drinking. Perhaps 
participants in this group self-monitored their drinking and consequences 
and recognized that their drinking exceeded recommended guidelines and 
self-corrected. In contrast, while those in the MEPF group were not given 
targets for low risk drinking, they received implicit information about the 
amount of  their drinking as compared with national norms and they were 
asked what changes they wanted to make to their current alcohol use. While 
several other possible explanations can be posited for changes in partici-
pants’ drinking, because we used the Timeline Followback (Sobell & Sobell, 
1992) to collect drinking data on a continuous calendar from 1 year prior 
to the intervention through the assessment, to 1 year postintervention, and 
because we had the dates when all participants originally called in to the ad, 
completed their assessment, and were sent the intervention materials, we 
were able to further evaluate when the changes in drinking behavior might 
have occurred.
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Responding to Advertisements: A Critical Event 
in Promoting Self-Change
Because both participant groups were equally effective in changing drinking 
behavior, it was concluded that the motivational materials given to the experi-
mental group had no added benefit beyond the two informational pamphlets 
given to the control group. Therefore, the key question we wanted to address 
was what caused changes in drinking? To further explore what might be the 
critical event behind the significant reduction in drinking for this community 
sample, three testable hypotheses were examined. The first related to evaluat-
ing whether completing the detailed assessment materials might have affected 
all participants equally strongly such that neither intervention would have an 
appreciable added effect on changing drinking.

For several years now, there has been speculation in the addiction field that 
lengthy assessments and follow-up interviews might drive or at least start the 
change process (Bien et al., 1993; Clifford & Maisto, 2000; Clifford, Maisto, 
Franzke, Longabaugh, & Beattie, 2000). In this regard, for many years it 
has long been thought that the intensive assessment in Project MATCH 
 contributed to the lack of treatment results (DiClemente, Carroll, Connors, 
&  Kadden, 1994). Unfortunately, the Project MATCH researchers, as with 
most researchers in the alcohol field, did not collect detailed data that would 
allow for tracking when change occurred.

Until recently, little attention has been given to possible changes in drinking 
behavior due to reactivity. While a handful of studies have started to exam-
ine reactive effects due to assessments and follow-up interviews, the results 
have been mixed. Some studies have provided some indirect evidence that 
assessments and follow-ups may reduce alcohol use (Chang, Wilkins-Haug, 
 Berman, & Goetz, 1999; Clifford et al., 2000; Connors, Tarbox, &  Faillace, 
1992; Epstein et al., 2005; McCambridge & Strang, 2005), while others 
have not (Hester & Delaney, 1997; Maisto, Sobell, Sobell, & Sanders; 1985; 
Ogborne & Annis, 1988; Stephens, Roffman, & Curtin, 2000; Timko, Moos, 
Finney, Moos, & Kaplowitz, 1999).

The second testable hypothesis related to whether the decision to respond 
to the ad or the brief  screening interview by phone precipitated changes in 
drinking. The third hypothesis was that changes in the drinking behavior 
occurred shortly before participants responded to the ad (i.e., a month pre-
ceding the call, perhaps owing to a significant life event). As noted earlier, 
because this study used the Timeline Followback (Sobell & Sobell, 1992, 
2003) to collect daily drinking data for long periods of time before, during, 
and after the interventions, it was possible to evaluate these hypotheses using 
the data already collected. Lastly, because there were no significant differ-
ences between the two groups or for gender, data for all participants were 
combined for subsequent analyses.

For all drinking variables, it was found that the major reduction occurred 
between seeing the advertisement and talking to the interviewer during the brief  
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telephone screening, but before the assessment materials were received (Sobell 
et al., 2003; Sobell, Agrawal, Sobell, & Leo, in preparation). There are two pos-
sible reasons for why the change occurred at this time: (a) seeing the ad and then 
waiting for assessment materials could have facilitated change by increasing 
participants’ motivation to change and (b) the brief telephone eligibility screen-
ing in response to the ads may have triggered a process of self-evaluation lead-
ing to a decision to change (i.e., first line of the ad “Thinking of Changing Your 
Drinking?” was chosen because it was felt that this message would get people 
to think about their drinking). Further, both of the above processes could have 
jointly contributed to the change as well.

Near the end of the study, we became interested in what was attracting 
callers to the ads. After being screened for the study, 26.1% (458/1,756) of the 
remaining eligible callers were asked, “When you saw the ad, what about it 
attracted you, and led you to call us?” Callers who provided more than one 
reason were asked, “Which one was most important?” Responses from the 
458 callers were coded as follows: (a) 31.7% (n = 145) said it was the title of 
the ad—“Thinking About Changing Your Drinking?”, (b) 28.2% (n = 129) 
said it was the statement that “Did you know that 75% of people change their 
drinking on their own?”, (c) 12.0% (n = 55) said they wanted to change at 
home and did not want to come in to treatment, (d) 9.8% (n = 45) said they 
just “saw the ad and called,” (e) 9.2% (n = 42) gave other reasons, (f) 4.4% 
(n = 20) said it was the “sponsorship by the University of Toronto/Addiction 
Research Foundation,” (g) 1.7% (n = 8) said it was because we offered “free 
materials,” (h) 1.7% (n = 8) said it was because we promised “All calls are 
confidential,” and (i) 1.3% (n = 6) said it was because it was “not AA.” Two 
very distinct statements in the ads (thinking of changing your drinking and 
learning that the vast majority, 75%, of people with alcohol problems change 
on their own) were reported by 60% of callers as the reasons they had been 
attracted to the ad.

Finally, at the end of  the 1-year follow-up, each participant was asked 
to indicate the most helpful parts of  the program from a list. A year after 
the intervention, participants rated the following as the most helpful aspect 
of  the program: (a) Seeing the ad and deciding to call: 45.0% (195/433), 
(b) Completing the initial questionnaire about my drinking, related 
 consequences, and confidence: 23.1% (100/433), (c) Reading the program 
materials: 19.0% (82/433), (d) Making the call and talking to the interviewer: 
6.9% (30/433), (e) Follow-up reminder letters: 3.5% (15/433), (f) Having the 
program  materials to look over: 1.4% (6/433), and (g) Other: 1.2% (5/433), 
Thus, 1 year after the intervention, close to one-half  of  all participants felt 
that seeing the ad and deciding to call was the most helpful aspect of  the 
program. This is particularly interesting given that 60% of  participants after 
being screened into the study, when asked to name the most important thing 
that attracted them to the advertisements said that it was one of  two state-
ments (“thinking about changing your drinking” or “75% of people change … 
on their own”).
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Smoking cessation research may help explain the results of the PSC study. 
Despite the fact that major organizations like the American Lung Association, 
American Cancer Society, U.S. Surgeon General, and American Psychiatric 
Association recommend that smokers set a quit date (American Lung Associ-
ation, 2007; Fisher, 1998; Hughes et al., 1996; U.S. Department of Health and 
Human Services, 2000), until recently, little has been known about planned 
versus unplanned quit attempts (Larabie, 2005). Two very recent studies 
( Larabie, 2005; West & Sohal, 2006) found that close to one half  of smokers’ 
quit attempts were unplanned, and that the unplanned attempts were more 
successful than the planned attempts (West & Sohal, 2006). To explain how 
this may have happened, West and Sohal (2006) use catastrophe theory, a 
branch of mathematics that suggests that tensions develop in systems such 
that “even small triggers can lead to sudden ‘catastrophic’ changes” (p. 8). 
For smokers, West and Sohal propose “that beliefs, past experiences, and the 
current situation create varying levels of ‘motivational tension’ ” (p. 8), where 
small triggers can change a motivational state (i.e., smoking cessation that 
was not planned prior to the trigger). Using such reasoning, one possible 
explanation for why PSC participants changed their drinking behavior when 
they saw the ad is that while they had been thinking about changing their 
drinking (motivational tension), like many people in the general public they 
did not know or believe that problem drinkers do not have to enter treatment 
in order to change. Thus, seeing the ad functioned as a catalyst (i.e., trigger) 
to implement a self-change process.

In conclusion, the findings from the PSC study strongly suggest that the 
change mechanism that prompted participants to respond to the study, 
and, according to their reports, may have led them to change their drink-
ing behavior relates to some aspect of  the wording of  the advertisement. If  
future research confirms that advertisements motivate people to change their 
drinking, such low cost, low intensity interventions could have broad public 
health applicability.

Public Health Implications of Community Interventions
Regardless of how the changes in drinking were achieved, it is clear that a 
large-scale intervention can produce substantial benefits with little cost. The 
present community-level mail intervention is consistent with an efficient 
approach to improving public health where individuals are first provided with 
an intervention that is minimally intrusive on their lifestyle, yet has a reason-
able chance of success (Sobell & Sobell, 2000). The present findings suggest 
that a low-cost population-level approach has the opportunity of reaching 
large numbers of individuals who are otherwise unwilling, not ready, or not 
motivated to access the formal health care system. If  such an approach was 
widely used, it could generate enormous health and related benefits. In this 
regard, it was estimated recently that the cost savings of screening and brief  
interventions introduced as part of the new Medicaid codes could result in a 
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net savings of $520 million annually for the federal government (Medscape 
Medical News, 2006). A population approach to alcohol problems, however, 
would represent a shift from the alcohol field’s longstanding clinical focus to 
a broader public health perspective.

Given the positive results for both groups, it is reasonable to speculate 
that the change in participants’ behavior occurred earlier than would have 
happened without the intervention, and therefore the anticipated costs of 
these participants’ alcohol problems to society were reduced. For those for 
whom the intervention does not work, the level of  care can be stepped up 
(i.e., more treatment or an alternative treatment). In this regard, close to 
one-quarter of  the participants who were located for the 1-year  follow-up 
reported they had their first help-seeking experience during that follow-
up year (Sobell et al., 2002). This finding suggests that individuals whose 
problems were not resolved through the current self-help mail intervention 
and who felt they needed more help engaged in their own stepped care by 
seeking help rather than letting their problem worsen. The public health 
implications of  interventions like the one reported here have been suc-
cinctly articulated in an article by Humphreys and Tucker (2002) who have 
called for more responsive and effective intervention systems for alcohol-
related problems. In arguing that “[a]lcohol intervention systems are often 
unresponsive to the full range of  problems, resources, treatment prefer-
ences, goals, motivations and behavior-change pathways with the affected 
population” (p. 127), they assert that “systems should enhance the acces-
sibility, appeal and diversity of  services” (p. 128). Lastly, they suggest four 
avenues by which this can be accomplished: (a) not only should interven-
tions be targeted at drinkers with less serious alcohol problems, but they 
should also be disseminated more broadly, including through nonspecialty 
health care and community settings, (b) although untested, Telehealth 
services could reach a large percentage of  problem drinkers who have not 
accessed the formal health care system (American Psychological Associa-
tion, 2000; Jerome et al., 2000), (c) rather than waiting for individuals to 
cross the clinical threshold, wider, more active, and novel approaches for 
getting individuals to consider looking at their alcohol use are needed, 
and (d) receipt of  services should be more rapid, address the person’s con-
cerns, be more flexible (e.g., goal choice), and meet people where they 
are on the readiness-to-change continuum. This radical shift in thinking, 
viewing alcohol problems as a public health issue, while new to many in 
the alcohol field, was advocated by the Institute of  Medicine over a dec-
ade ago (Institute of  Medicine, 1990). The findings from the PSC study 
strongly suggest that such an approach is feasible. Another example of 
successfully addressing alcohol problems from a public health approach 
comes from results of  the first annual National Alcohol Screening Day 
in 1999 (Greenfield et al., 2003). At the 1,089 sites, 18,043 were screened, 
5,595 were referred for treatment, and of  those screened only 13% had 
reported previous alcohol treatment.
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Conclusion and Future Directions

Prevention and early intervention strategies need to be developed that are 
perceived as attractive and are sought out rather than avoided. Despite the 
considerable cost to society of substance use and related problems, many 
individuals whose substance use might place them at risk have not experi-
enced any consequences and do not consider their use as a problem. The 
Prompting Self-Change intervention described in this chapter was designed 
to appeal to such individuals. In fact, this intervention is consistent with an 
efficient approach to public health care where individuals are first provided 
with an intervention that is least intrusive on their lifestyle yet has a reason-
able chance of success (Sobell et al., 2002; Sobell & Sobell, 1999). This and 
similar approaches have the opportunity of reaching large numbers of indi-
viduals who are otherwise unwilling, not ready, or not motivated to access the 
formal health care system. If  such interventions succeed, it is reasonable to 
speculate that the change in respondents’ behavior will have occurred earlier 
than would otherwise be expected, and therefore that the anticipated costs of 
these individuals’ substance use problems to society will be reduced. If  the 
initial intervention does not work, then the level of care can be stepped up 
(i.e., more treatment or an alternative treatment). Moreover, if  interventions 
like the one just described are successful, they could then be employed and 
evaluated in a number of other settings (e.g., health care clinics, high schools 
and colleges, military bases) and with a variety of addictive behaviors (e.g., 
drug use, gambling).

Lastly, it is very clear that additional research is critically needed to examine 
different mechanisms of change beyond treatment effects. Until then, reactiv-
ity of any type will confound results and limit the interpretation of findings.
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