Chapter 6
Brief Motivational Interventions to Change
Problematic Substance Use

Mark A. Ilgen and Joseph E. Glass

The misuse of alcohol and drugs represents a common and costly problem within
the USA and around the world (SAMHSA, 2010; World Health Organization,
2010). Given the substantial prevalence of substance use disorders, social workers
are likely to encounter a large number of patients with substance-related problems
regardless of the setting in which they work. Clearly, social workers working within
addictions treatment programs will see large numbers of patients with substance-
related problems. However, even outside of specialty substance use disorder treat-
ment settings, social workers frequently encounter clients who are struggling with
problems related to the use of alcohol or drugs. Social workers employed in general
mental health settings report that approximately one fifth of clients in their casel-
oads carry a DSM-IV diagnosis of a substance use disorder (Smith, Whitaker, &
Weismiller, 2006). Brief motivational interventions provide a framework for treat-
ment providers to intervene to reduce substance misuse. Below, we briefly review
the data on the prevalence of substance use/misuse, describe the role of motivation
in shaping behavior, and describe the existing evidence supporting the efficacy of
brief motivational interventions. Given emerging evidence that brief motivational
interventions can be effective even when delivered in non-specialty settings, such as
primary care, social workers in all treatment settings have the opportunity to assess
for and address problematic substance use in their patients.
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Prevalence

The use of alcohol and drug use is very common in the USA and around the world
(SAMHSA, 2010; World Health Organization, 2010). Based on the data from the
2006 National Survey on Drug Use and Health, 23% of U.S. residents engaged in
at-risk drinking in the last year, with an estimated 7.6% of the population of the
USA meeting criteria for a diagnosable alcohol use disorder (AUD) (SAMHSA,
2007). It was also estimated that 20.2 million individuals over the age of 12 had
used an illicit drug in the past month, which amounts to approximately 8.2% of the
U.S. population. About half of those who used illicit drugs used cannabis. Further,
35.2 million individuals over the age of 12 had used cocaine in their lifetime (8.6
million using crack cocaine) and just over 6 million used cocaine in the past year
(SAMHSA, 2007). The rates of substance use disorders are higher in certain clinical
settings such as locations that provide emergency treatment to traditionally under-
served or impoverished patients (Booth et al., 2011). Given the high prevalence of
alcohol and drug use, it is not surprising that social work practitioners frequently
encounter clients with active substance use disorders in their clinical practice (Smith
et al., 2006).

Consequences

The problems related to the use of alcohol and illicit substances are highly relevant
to the diverse populations that social workers serve. Consuming alcohol above rec-
ommended limits is associated with an increased risk of acute injury, psychosocial
problems, chronic and acute medical problems, and terminal illness (Center for
Disease Control and Prevention, 2009; National Institute on Alcohol Abuse and
Alcoholism, 2005). Persons with substance use disorders report strained social rela-
tionships and negative perceptions from others in their social network (Midanik &
Greenfield, 2000). Many families are familiar with the devastating effects of alco-
hol; one-quarter of all children under 18 years of age live in a household with some-
one who is alcohol dependent (Grant, 2000), and over one half of all adults have a
family member who has had problems with alcohol (Dawson & Grant, 1998).
Additionally, substance use disorders appear to have more deleterious effects for
racial/ethnic minorities and women. The social consequences of alcohol are worse
for African American and Hispanics as compared to whites, which may be attrib-
uted to harsher experiences of alcohol-related stigma among some racial and ethnic
minorities (Mulia, Ye, Greenfield, & Zemore, 2009; Smith, Dawson, Goldstein, &
Grant, 2010). Women who consume alcohol at unhealthy levels experience more
psychosocial and medical problems as compared to men (Bradley et al., 2001).
Those who are dependent on alcohol or drugs are subject to being devalued by their
peers and experience discrimination. The public stigma towards those with alcohol
and drug used disorders is even worse than the stigma towards those with schizo-
phrenia or depression partially because those with substance use disorders are
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perceived as more violent and more at fault for their illness (Schomerus et al., 2011).
Given the profession’s spotlight on social justice, social workers are in a unique
position to offer help to those who experience alcohol and drug problems.

Few of Those with Substance Use Disorders Receive Treatment

Despite the substantial prevalence of substance use disorders within the USA and
consistent findings highlighting the beneficial effects of treatment, few of those with
substance use disorders seek any formal or informal treatment services (Cohen, Feinn,
Arias, & Kranzler, 2007; Glass et al., 2010; Ilgen et al., 2011). When asked why they
have not received services, untreated individuals cite a number of reasons including:
lack of social support or health insurance, negative stigma, low confidence in the
efficacy of available AUD treatments, and the belief that a person should be strong
enough to handle an AUD on his/her own (Cohen et al., 2007; Edlund, Booth, &
Feldman, 2009; Grant, Hasin, & Dawson, 1996; Schober & Annis, 1996) These con-
cerns are likely made worse by the fact that many addictions treatment programs have
structural problems (cumbersome intake processes, high staff turnover) that make
treatment-seeking less appealing to those with substance use disorders (Dunn, Deroo,
& Rivara, 2001; McLellan, Carise, & Kleber, 2003; McLellan & Meyers, 2004).

The Role of Motivation in Behavior Change

Given the substantial gap between the potential need for addictions treatment and
the rate of utilization of these services, strategies are needed to reach a larger num-
ber of individuals with problematic substance use and either help them to change
their substance use or, in those with more severe substance-related problems,
encourage them to utilize treatments provided by substance abuse specialists. Below,
we provide a brief overview of a theory of how motivation influences behavior
change and how motivational interventions increase the likelihood of behavior
change. Additionally, we note how interventions that target motivation could har-
ness the existing process of behavior change to increase the likelihood that an indi-
vidual will reduce his or her substance misuse.

Conceptual Model of Behavior Change by Individuals
with Problematic Alcohol or Drug Use

Changing entrenched problematic behaviors, such as frequent drug use, often seems
daunting to both the patient and the treatment provider. Yet the process of behavior
change for problematic substance use shares many common characteristics with other
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problem health behaviors (changing diet, exercise, medication adherence, problematic
alcohol use, etc.) that have been the targets of successful public health interventions for
years (Miller, 1998). Rogers’ Protection Motivation Theory (PMT) of threat appraisals
and attitude change describes a model for understanding the processes related to
changing substance use and other health-related behaviors (Rogers, 1975; Rogers &
Prentice-Dunn, 1997). In other words, the theory attempts to explain the factors which
cause one to be motivated to protect him/herself from deleterious outcomes that are
associated with risky behaviors. An integration of theory and findings from the brief
intervention and motivational interviewing (MI) literature is necessary to explicate
how screening and brief intervention strategies can facilitate change (Amrhein, Miller,
Yahne, Palmer, & Fulcher, 2003; Dunn et al., 2001; Hettema, Steele, & Miller, 2005).

PMT is one of the most widely studied models of health behavior change (Floyd,
Prentice-Dunn, & Rogers, 2000) and has been the basis of research on strategies to:
reduce HIV risk behaviors (Fang, Stanton, Li, Feigelman, & Baldwin, 1998;
Houlding & Davidson, 2003); increase adherence to cancer risk reduction protocols
(McClendon & Prentice-Dunn, 2001; Wood, 2008); and increase exercise in those at
elevated risk for cardiac disease (Reid et al., 2007). Additionally, it has been applied
to the study of addictive behaviors in interventions designed to reduce the rates of
driving while intoxicated (Ben-Ahron, White, & Phillips, 1995), alcohol use in older
adults (Runge, Prentice-Dunn, & Scogin, 1993), and drug trafficking in inner-city
African American youth (Wu, Stanton, Li, Galbraith, & Cole, 2005). A meta-analysis
of 65 studies examined the impact of each of the primary components of PMT (per-
ceived rewards, threat severity, vulnerability, etc.) and subsequent motivation to
change problematic behaviors (Floyd et al., 2000). The effect of each of the compo-
nents of PMT was moderate (Cohen’s d of 0.5), despite the high degree of variability
in sample composition, problems examined, and methods of measurement.

Figure 6.1 presents the core components of the PMT model, along with a repre-
sentation of how brief motivational interventions are designed to directly address
each of these components (e.g., self-efficacy, “response efficacy”). The figure also
illustrates the role of motivationally based interventions on later factors related to
behavioral change (e.g., intentions/commitment to change, development of a specific
change plan). According to the PMT model, motivation to change risky behaviors
(referred to as Protection Motivation) is a function of weighing the value of main-
taining a maladaptive response versus implementing an adaptive response, and is
predicted by threat appraisal and coping appraisal. Threat appraisal is hypothe-
sized to reflect (A) the perception of the rewards of continued engagement in the
problematic behavior, and (B) the perceived severity of problems if the behavior
remains unchanged, and the perceived vulnerability to these problems. Coping
appraisals reflect (C) the individual’s perception of the overall efficacy of the strat-
egy to reduce risk (“response efficacy”) and the individual’s self-efficacy to adhere
to the change approach, and (D) the response cost, or perception of the unpleasant
consequences of adopting the behavior change. Changing motivation is a matter of
addressing both threat appraisals and coping appraisals. Individuals may be
particularly amenable to changing their perception of their threat and coping
appraisals during times of acute stress (considered to be a “teachable moment”).
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Fig. 6.1 Applying brief motivational interventions to Protection Motivation Theory

As depicted in Fig. 6.1, effective brief motivation-based intervention strategies
address the components of the PMT model by: (a) incorporating “feedback” regard-
ing potential consequences of problematic behaviors; (b) exploring the pros and
cons of making changes versus the pros and cons of maintaining the status quo
through the use of brief “decisional balance” exercises; (c) discussing an individual-
ized menu of options that have been shown to be effective for making changes; and
(d) supporting or bolstering participants’ personal self-efficacy. Further, research
and theories on mechanisms for behavior change illustrate that the likelihood of
change can be enhanced by increased motivation coupled with elicitation of verbal
or written commitment/intent to change and a specific behavioral change plan
(Amrhein et al., 2003; Gollwitzer, 1999; Hettema et al., 2005)

Brief Motivational Interventions to Change Patterns
of Substance Misuse

Thus, as described above, motivation to change is theorized to play an important
role in influencing the process of behavior change. Understandably, interventions
have been developed to target motivation to change. Most of these have grown out
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of the initial work on MI. Below, we review the history of MI as well as the evidence
supporting the efficacy of this approach. Additionally, we describe two related inter-
ventions that have grown out of the substantial research on MI: Motivational
Enhancement Therapy (MET) and Screening, Brief Interventions, and Referral to
Treatment (SBIRT) approaches.

Motivational Interviewing

MI was developed by William Miller as a client-centered, directive method for
enhancing intrinsic motivation to change by exploring and resolving ambivalence
(Apodaca & Longabaugh, 2009; Miller & Rollnick, 1991). The general approach
for MI encouraged the therapist to closely attend to the client’s speech with an
emphasis on evoking and strengthening the client’s motivation for change. The ther-
apist was encouraged to respond empathically to client’s ambivalence to encourage
the client, instead of the therapist, to articulate the reasons for making a change
(Miller & Rose, 2009)

The four core principles of MI include: expressing empathy, supporting self-
efficacy, rolling with resistance, and developing discrepancy (Smedslund et al.,
2011). Expressing empathy involves seeing the world through the client’s eyes and
ensuring that the client feels understood and not judged for their behavior. Supporting
self-efficacy reflects attempts by the therapist to increase the client’s confidence that
they are capable of making a change. The term “rolling with resistance” describes the
therapists attempt to avoid direct confrontation and deflect any assertions from the
patient that change is not possible and/or desirable. Finally, the emphasis on devel-
oping a discrepancy involves helping clients attend to the lack of congruence
between their current behaviors and future goals.

Over the past three decades MI and related approaches have been well studied.
Several recent empirical reviews and meta-analyses summarize the sizable body of
literature supporting the efficacy of MI (Burke, Arkowitz, & Menchola, 2003;
Lundahl & Burke, 2009; Lundahl, Kunz, Brownell, Tollefson, & Burke, 2010;
Vasilaki, Hosier, & Cox, 2006), MI has been examined for treatment of problematic
alcohol use and drug disorders; however, the largest body of evidence is for reduc-
ing problem alcohol use. Specifically, MI has been shown to be at least as effective
as other treatments for problem drinking and significantly better than no treatment
or waitlist controls. In their review, Lundahl and Burke (2009) estimate the differ-
ence in success rates for reducing problematic alcohol use in clients who received
MI compared with untreated samples to be between 10% and 20% greater. When
MI for alcohol misuse is compared to other active alcohol treatments, the difference
in success rates was estimated to range from 0% to 20% in favor of MI. In the treat-
ment of Marijuana Dependence, MI has been shown to be at least as effective as
other treatments and significantly better than no intervention for individuals with
marijuana dependence. Similarly, evidence suggests that MI is significantly more
effective than no treatment for cocaine or heroin use (Lundahl & Burke, 2009).
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Meta-analyses highlight that, although the between groups effect size was statistically
different from zero and indicated superior outcomes for MI, relative to no-treatment
controls, effect sizes were largest at first follow-up, suggesting MI'’s effects fade
across time (Vasilaki et al., 2006) Additionally, MI was found to be more efficacious
with treatment seeking samples although significant effects of lower magnitude
were observed in non-treatment-seeking samples as well. These findings indicate
that MI might be more effective in individuals who demonstrate at least some basic
level of desire to change their substance use.

Motivational Enhancement Therapy

MET was developed by Miller and colleagues as a manualized, 4-session interven-
tion for individuals with alcohol dependence (Miller, Zweben, DiClemente, &
Rychtarik, 1992). This intervention included a greater emphasis on assessment and
personalized feedback than standard MI. MET is likely best known for its role as
one of the three interventions study in the early 1990s as part of Project MATCH
(1993). Project MATCH was a large randomized controlled trial designed to study
whether patient characteristics significantly influenced the efficacy of three inter-
vention conditions: 4 sessions of MET, 12 sessions of Cognitive Behavioral Therapy
(CBT), and 12 sessions of 12-Step Facilitation (TSF).

In the manualized version of MET from Project MATCH, the first session pro-
vided clients with feedback from the initial assessment on drinking level and alco-
hol-related symptoms. The goals of the first session were to help motivate the client
to initiate or maintain positive reductions in their alcohol use. The second session
was designed to help clients consolidate commitment to change. The third and
fourth sessions of MET, delivered several weeks after the initial two sessions, were
designed to monitor progress during this time period and further encourage positive
behavior change (Project MATCH, 1993).

Project MATCH was not designed as a comparison between the three therapy
sessions. The goal of Project MATCH was to determine whether various subgroups
of alcohol-dependent clients would respond differently to three manual-guided,
individual treatments. Participants in all treatment groups showed significant
improvements on all drinking measures, with no consistent differences between
treatment groups. In examining client x intervention interactions (to identify client
characteristics that might make certain treatments particularly suitable for certain
individuals), Project MATCH found that, for client’s high on anger, MET outper-
formed the other treatments on both primary drinking outcome measures (percent-
age of days abstinent and average number of drinks per drinking day) at 1- and
3-year follow-ups (Project MATCH Research Group, 1997, 1998). Results from
Project MATCH show that outpatient clients low in motivation ultimately reported
greater benefit from MET than from the other two interventions. For clients less
motivated to change, at the beginning of the post-treatment period, CBT appeared
to be superior to MET. However, over the course of the follow up the outcomes for
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the two treatments reversed, with those who received MET reporting less alcohol
use than those who received CBT; these results are consistent with a possible
delayed effect for MET in those with low initial motivation to change (Project
MATCH Research Group, 1997, 1998). Also, the performance of MET relative to
CBT and TSF suggests that this 4-session, interventional has comparable outcomes
to the other two 12-session interventions; thus, MET may be a more cost-effective
treatment than either CBT or TSF (Project MATCH Research Group, 1997)

Screening, Brief Intervention, Referral to Treatment

Based partially on the success of the trials of brief motivational interventions
described above, attempts have been made to deliver brief interventions within stan-
dard medical settings. These approaches are different from standard MlIs in that they
are typically delivered by nonmental health providers in settings where addictions-
related services have not typically been available. These brief interventions are typi-
cally referred to as SBIRT interventions and are designed to address a range of
alcohol use patterns and related consequences ranging from occasional risky sub-
stance use to substance dependence (Babor et al., 2007).

Previous research has shown that brief interventions for at-risk or hazardous
drinking are effective in reducing drinking levels across a variety of health-care set-
tings (Babor & Grant, 1992; Chick, Lloyd, & Crombie, 1985; Fleming, Barry,
Manwell, Johnson, & London, 1997; Harris & Miller, 1990; Wallace, Cutler, &
Haines, 1988). Meta-analyses of randomized controlled studies have found that
these techniques generally reduce drinking compared to control conditions (Dunn
et al., 2001). Brief intervention approaches have been also used among emergency
department (ED) patients admitted to hospitals (Dyehouse & Sommers, 1995;
Welte, Perry, Longabaugh, & Clifford, 1998) and with injured patients in the ED
(Bazargan-Hejazi et al., 2005; Blow et al., 2006; Gentilello et al., 1999; Harvard,
Hill, & Buxton, 2008; Longabaugh et al., 2001; Mello et al., 2005). A recent meta-
analysis of ED studies concluded that ED-based interventions significantly reduce
alcohol-related injury but do not necessarily decrease alcohol consumption (Harvard
et al., 2008). Although a number of studies address the need for and use of brief
interventions for drug use (Baker, Kochan, Dixon, Heather, & Wodak, 1994;
Compton, Monahan, & Simmons-Cody, 1999; Dunn & Ries, 1997; Greber, Allen,
Soeken, & Solounias, 1997; Lang, Engelander, & Tracey Brooke, 2000; Weaver,
Jarvis, & Schnoll, 1999), there are few published randomized controlled trials with
drug users. Despite some differences in existing studies, such as duration of the
interventions, promising treatment results have been shown in studies investigating
the effectiveness of brief interventions among cocaine, heroin, and amphetamine
users recruited from a variety of non-ED based settings (Baker et al., 2004; Bernstein
et al., 2007; Bernstein, Bernstein, & Levenson, 1997; Stotts, Schmitz, Rhoades, &
Grabowski, 2001). For example, Bernstein et al. (2005) reported that a brief inter-
vention for heroin and/or cocaine users recruited from several walk-in non-emergent
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clinics (urgent care, women’s clinic, and a homeless clinic) that included a
motivational intervention session delivered by trained peer educators and a subse-
quent booster call 10 days later, led to a reduction in heroin and cocaine use, and an
increased likelihood of abstinence from these drugs at 6-month follow-up visit.
Taken together, the literature generally supports SBIRTs as potentially effective
interventions to reduce substance use following a medical visit.

Conclusions

Overall, large numbers of adults within the USA report some form of recent prob-
lematic alcohol use and/or drug use. However, many of these individuals never uti-
lize formal additions treatment services. Current theories of behavior change
highlight the potential importance of motivation as an important determinant of the
decision to decrease or cease substance misuse. In order to better harness an indi-
vidual’s intrinsic motivation, several strategies have been developed to increase
motivation in a non-confrontational manner. Over the past three decades of study,
research has generally supported the efficacy of these brief motivational interven-
tions in their ability to help individuals reduce their substance use. Additionally, a
growing body of research supports the utilization of these brief interventions outside
standard addictions treatment settings. Broadening the settings in which these ser-
vices are delivered as well as delivering interventions that are shorter and potentially
more appealing than more-traditional addictions treatment services increases the
likelihood that individuals with substance-related problems will receive the assis-
tance that they need to reduce their use of alcohol or drugs. As brief motivational
interventions are delivered in a broader array of treatment environments, it is impor-
tant for social workers in all settings to become familiar with these strategies.
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