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This is a time of great opportunity for the field of behavioural health care generally
and for the treatment of substance use problems specifically. Increasingly, society is
recognizing that unhealthy behaviours such as problem substance use generate high
costs—not only to the people who are affected, but also to their families, employers,
communities and health care systems.

Con s i der a few simple stati s tics. In the Un i ted States, health care co s t s
are $1.5 trillion per year and growing. Of that total, 10 per cent is accounted for by
medications, and 50 to 60 per cent is accounted for by behaviour—in other words,
people’s unhealthy lifestyles. 

Typically, less than five per cent of these unhealthy behaviours are treated appro-
pri a tely and profe s s i on a lly. This means there are large unmet needs and great 
opportunities—but only if we change the way we do science and the ways in which we
apply that science. 

Le aders in the Na ti onal Health Servi ce in Great Britain, for example, have 
examined these simple statistics and declared that they have an “illness system” and
not a health sys tem. It is clear that beh aviour ch a n ge must become their nu m ber 
one order of business.

Wh en su ch leaders look to scien ce for evi den ce on how to treat high - risk and
h i gh - cost beh avi o u rs on a pop u l a ti on basis, they can become disco u ra ged. Th e
bi ggest and be s t - con tro ll ed health beh aviour trials ever com p l eted on a pop u l a ti on
basis have reported in, and the results have been uniformly dismal. These studies have
varied in their populations, including prevention and treatment in work sites, schools
and communities (Glasgow, 1995; Ennett et al., 1994; COMMIT, 1995; Luepker et al.,
1994). They have also varied in their target behaviours, which have included smoking,
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alcohol and other drug use, unhealthy diet, lack of exercise and the other major killers
of our time. But they have not varied in their inability to produce significant effects in
the intervention populations.

This inabi l i ty was not due to a lack of time, talent or re s o u rces. The tre a tm en t
times of these studies ra n ged from two to five ye a rs; their talent inclu ded some of 
the best that our mu l ti d i s c i p l i n a ry scien ces and profe s s i ons had to of fer; and thei r
budgets ranged from $20 million to $700 million. The problem was probably more
basic, con cerning their scien tific and profe s s i onal parad i gms. App lying an acti on -
oriented paradigm to entire populations led to serious limitations. 

In the Minnesota Heart Health Program, for example, action-oriented programs
were of fered repe a tedly for five ye a rs. But in the fiel d ’s most powerful ch a n ge 
programs, indivi du a l i zed and interactive clinics and classes, on ly four per cent of
s m o kers in the tre a tm ent com mu n i ties parti c i p a ted. We simply cannot impact on 
the health of our com mu n i ties if we re ach on ly a small percen t a ge of people wi t h
high-risk and high-cost behaviours. 

Professional and scientific developments are needed to treat entire populations at
risk of ad d i cti on (Prochaska, in press). A promising approach com p l em ents trad i-
ti onal tre a tm ent and re s e a rch parad i gms with com preh en s ive and innova tive
paradigms. These paradigms are outlined below.

Individual and Population Paradigms

Hi s tori c a lly, psych o l ogy as a profe s s i on and scien ce foc u s ed on indivi dual pati en t s
and took re s pon s i bi l i ty on ly for people in tre a tm ent or clinical trials. Re s e a rch was
preoccupied with efficacy as measured, for example, by rates of abstinence in a treat-
m ent pop u l a ti on. But in the gen eral pop u l a ti on, most su b s t a n ce use probl ems are
undiagnosed and untreated. To address these problems, we need to be able to reach
out to treat entire populations. In the population paradigm, the focus is on “impact,”
which takes participation as well as efficacy into account. 

passive reactive and proactive paradigms
Health profe s s i onals are gen era lly soc i a l i zed to passively wait for pati ents and then
react. This is appropriate for acute care, where patients are sick, in pain or distressed.
But to re ach at-risk pop u l a ti ons whose beh avi o u rs can cause disease or disabi l i ty,
proactive practi ces must also be put in place. With a health risk assessment, for
example, pop u l a ti ons can be assessed for beh avi o u rs su ch as smoking, inactivi ty,
substance use and overeating, and for readiness to change these behaviours. This can
be done by, for example, reaching out and recruiting people in primary care practices
or by phone. Each person can then be proactively prescribed “behaviour medicine”
that matches his or her stage of change.
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action and stage paradigms

While acti on - ori en ted public health campaigns do have impact, they re ach on ly a
small percentage of the population. In the United States, for example, action-oriented
public health campaigns have targeted smoking for 40 years, yet only 20 per cent of
people who smoke (and on ly ei ght per cent of those who smoke daily) are in the
“action” stage or are prepared to quit. About 40 per cent are in “contemplation,” and
are intending to quit in the next six months but not in the next month, and the other
40 per cent are in “precontemplation,” and are not intending to quit in the next six
m onths (Vei l i cer et al., 1995). Si m i l a rly, in co u n tries su ch as China and Germ a ny,
only five per cent of people who smoke are prepared to quit, and about 70 per cent
are in precontemplation (Etter et al., 1997). 

To re ach a larger percen t a ge of the pop u l a ti on, and to impact on the health of
n a ti ons, acti on - ori en ted programs need to be com p l em en ted by those that match
patients’ needs at each stage of change. By matching treatment to stage, people in pre-
contemplation can complete treatment at the same rates as those in preparation.

from clinic to home-based paradigms
In d ivi dual and interactive interven ti ons have the gre a test ef f i c ac y. Hi s tori c a lly, su ch
interventions were mainly available from clinic-based therapists. However, stigma and
the cost of clinics are barri ers for many. For example, obe s i ty has incre a s ed at ep i dem i c
proporti ons in the Un i ted States in the past 12 ye a rs, yet parti c i p a ti on in wei ght 
management clinics and groups has not increased appreciably. Besides being action-
ori en ted, the clinics and groups them s elves are barri ers. Ma rketing re s e a rch has
revealed that five per cent of Americans want weight management programs that are
cl i n i c - b a s ed, while 50 per cent want programs that are hom e - b a s ed. Obe s i ty is the
number-two cause (after smoking) of preventable death in the United States, yet few
overweight and obese people are reached by clinic and group programs.

Even wh en people do attend clinics, most of their time is spent out s i de of 
therapy. Only 10 per cent of treatment outcome can be attributed to therapy, and the
o t h er 90 per cent to what people do du ring the rest of the week (Lambert, 2001).
Imagine primary care medicine focusing only on the interactions in the physicians’
of f i ce, wi t h o ut ph a rm aceuticals to del iver thera py in the home. Hom e - b a s ed
behaviour medicine is clearly needed.

clinician and computer paradigms
As a com p l em ent to the trad i ti onal clinician parad i gm, evi den ce - b a s ed tre a tm ent 
can be del ivered at home with com p uters. Com p uters can provi de indivi du a l i zed 
and interactive interven ti ons with ex pert sys tems that model ex pert clinicians. 
A growing con s en sus holds that com p uter- gen era ted tailored com mu n i c a ti ons are 
the most promising approach for pop u l a ti on - b a s ed interven ti ons (Kreuter et 
al., 1999).
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Com p uter- b a s ed tailored com mu n i c a ti ons can provi de ex pert guidance on the
principles and processes of ch a n ge needed to progress thro u gh the stages. In on e
com p uter- b a s ed interven ti on, people who smoke answer 40 qu e s ti ons and receive
rel i a ble and valid feed b ack abo ut their stage of ch a n ge, abo ut wh et h er they under-
estimate the benefits of quitting and overestimate the cons, and about the 10 change
processes they are underuti l i z i n g, overutilizing or utilizing appropri a tely com p a red 
with peers in the same stage who progre s s ed the most. In fo ll ow-up interacti ons, 
participants receive normative feedback compared with peers and feedback compared
with their own previous assessments. Pa rticipants learn what they are doing ri gh t ,
what mistakes they are making and what they can con cen tra te on to progress the
most. (A demonstration program for effective stress management can be sampled at
www.prochange.com/stressdemo.) Clinicians can receive similar feedback about their
clients and how they can most help particular clients. Such feedback reduced deterio-
ration rates by 50 per cent and doubled positive outcomes (Lambert et al., 2001). 

In teractive tech n o l ogies are likely to be to beh aviour tre a tm ents what ph a rm a-
ceuticals are to bi o l ogical tre a tm ents: the most co s t - ef fective means of bri n ging 
optimal amounts of science to bear on major health problems in entire populations.
For example, a reactive sample of 753 people who smoke was randomly assigned by
stage to an intervention that was delivered either by computers alone or by computers
plus counsellors. At 12 months, abstinence rates were the same for computers alone as
for com p uters plus co u n s ell ors, but at 18 months the absti n en ce ra te for peop l e
receiving tre a tm ent from com p uters alone was 24 per cent, while for com p uters 
plus counsellors the rate was only 18 per cent. At 18 months, computers alone were
m ore than twi ce as ef fective at helping people to quit smoking as one of the be s t
h om e - b a s ed acti on - ori en ted tre a tm ents (24 per cent versus 11 per cent absti n en ce ;
Prochaska et al., 1993). 

With com p uter guides, pop u l a ti ons con ti nue to progress to absti n en ce long 
a f ter tre a tm ent ends, ra t h er than showing declines wh en tre a tm ent term i n a tes. Th e
use of com p uters may en h a n ce sel f - ef f i c ac y. Wh en interven ti on ends, people 
keep progressing from ef forts based on sel f - ch a n ge or sel f - rel i a n ce. For people 
who become depen dent on therapists, one stra tegy is to fade out therapists like we
fade out nicotine. 

from single to multiple behaviour change paradigms
Clinical trials have the lu x u ry of tre a ting one probl em. In nico tine rep l acem ent thera py
tri a l s , for example, people with mental health problems were excluded. Yet 45 per cent
of cigarettes in the United States are bought by people with mental health problems.
In practi ce, most cl i ents have mu l tiple probl ems. The high e s t - risk and high e s t - co s t
people are those with mu l tiple beh aviour probl ems. If two beh aviour risks are
reduced, health care costs can be reduced by $2,000 per year (Edington, 2001).

In our first mu l tiple beh aviour trial, we rec ru i ted 2,360 parents. Using ex pert 
system guides for smoking, diet and sun exposure, we produced significant impacts at

x i v

Alcohol & Drug Problems: A Practical Guide for Counsellors



24 months (Prochaska et al., in press). Com p a ring ac ross tre a tm ents for smoking
a l one and for mu l tiple beh aviour tre a tm ents that inclu ded smoking, the lon g - term
abstinence rates were the same (22 to 25 per cent). This shows that we can increase
i m p acts by tre a ting mu l tiple beh avi o u rs wi t h o ut dec reasing ef f i c acy for a singl e
addictive behaviour such as smoking.

the future for therapists
If health professionals start to proactively intervene with entire populations of people
with su b s t a n ce use probl ems, what might be the con s equ en ces for co u n s ell ors wh o
specialize in treating these problems? And how can this book help prepare them for
such a future? 

With proactive outre ach practi ces, clinicians wi ll need to be prep a red to match
the needs of the important parts of our pop u l a ti ons that have trad i ti on a lly 
been unders erved by our health care sys tems. Wom en; ethnic, social and other
m i n ori ties; and groups with limited re s o u rces wi ll need to be apprec i a ted for the 
special needs they have. The second section of this book addresses the needs of many
understudied and underserved populations. 

If we are to do justice to entire populations with problems related to alcohol and
o t h er dru gs, we wi ll need to en h a n ce our knowl ed ge of tre a ting mu l tiple probl em
beh avi o u rs, not just single probl ems. How do we re s pond to people with mu l ti p l e
d i a gnoses or with mu l tiple high - risk beh avi o u rs, su ch as probl em alcohol use, 
s eden t a ry life s tyles, unhealthy diets, high - risk sexual beh avi o u rs, anxiety and 
depre s s i on? From an acti on parad i gm, su ch people, who are qu i te com m on, could 
be overwh el m ed by too many demands to take mu l tiple acti ons and risk mu l tiple 
failures. From a stage paradigm, we have found that, in populations with four high-
risk behaviours, fewer than 10 per cent are in the preparation stage for two or more
behaviours. So we can begin to take action on the behav iour that is most prepared,
while enhancing motivation or preparation for behaviours in earlier stages. This book
i n clu des state - of - t h e - s c i en ce inform a ti on on the mu l tiple beh avi o u rs and disorders
that most often accompany addictive behaviour. 

If we are to create a better future for the treatment of addiction, we must be pre-
pared to complement our current paradigms and practices. As experts and specialists,
there will be demands on us to continue to know more than we ever did before. This
book can help move us forw a rd into a more demanding but also more rew a rd i n g
future that we can create together. 
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