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What Is CBT?
CBT

Skills Development

Cognitive-behavioral therapy (CBT) is a general term for a classification of
therapeutic modalities. CBTs adopt the theory that patterns of cognition
shape the emotional and behavioral consequences of that cognition;
therefore, by changing maladaptive thinking and emotion, a patient can
also change maladaptive behaviors.5

An essential method of cognitive-behavioral therapy to facilitate recovery
is to build skills to reduce substance use and maintain abstinence.
One dimension of skill building, called coping skills, identifies effective
mechanisms to handle problems in everyday life.7 The goal is to replace
self-defeating actions with positive and effective coping skills in response
to problematic situations. The challenging event may be a continuous part
of the patient’s life and learning to cope with the stressor may minimize
personal distress and increase personal capability.5

CBT proposes feelings affect thoughts, which can then affect behaviors.
This idea is composed of three fundamental principles:
1. Cognitive activity affects emotions, which affect behavior.
2. Cognitive activity and emotions may be monitored and altered.
3. Desired behavior change may be achieved through cognitive and
emotional change.5
Furthermore, the mental perception of an event is generally determined by
the emotional state the person is experiencing. CBT changes the patient’s
distorted perceptions on problematic situations and replaces them with
more realistic, objective ones. Through recalling their experiences (and
the therapist helping to interpret meaning), patients lead themselves to
resolving the cognitive errors and emotional responses and make room for
behavior change.5

History of CBT
CBT is a combination of modalities. It’s beginnings in the 1960s are
attributed largely to Albert Ellis and Aaron Beck. Ellis had outlined
Rational Emotive Therapy (now Rational Emotive Behavior Therapy), a
cognitive- and emotion-based therapy, which provided the basic building
blocks of CBT. Beck was one of the first figures in psychology’s history
to attribute cognition to psychological problems.2 The previous focus of
treating mental disorders was a therapeutic movement called behaviorism.
This method treated psychological conditions by conditionally altering
behavioral patterns. The combination of Ellis’s and Beck’s perspectives on
treating cognitions in psychotherapy with the techniques of behaviorism
served as the initiation for CBT as a treatment modality.11

Applications of CBT for Substance Use Disorder
CBT is one of the most widely used treatment practices for substance
use. Over 70% of all substance use disorder treatment facilities use this
model15 with various therapeutic approaches. Therapeutic techniques are
considered cognitive-behavioral if the underlying principles use reflection
on cognitions to ultimately affect behavior. One approach assumes
that patients are able to perceive their issues but cannot effectively
respond to them. Patients use a form of personal objectivity to look at
problematic situations and evaluate alternative methods to respond to
them.5 This builds awareness toward circumstances that lead to emotional
distress and the subsequent reliance on substances to relieve emotional
discomfort.
Perspectives vary on the most effective applications of CBT for substance
use disorder treatment but often consist of addressing associations
and causal relationships between an individual’s cognitions, emotions,
behaviors, cravings, and substance use actions.3 CBT applied to
substance use disorder reduces the intensity and frequency of the urges
by changing dysfunctional beliefs and teaches the patient techniques for
managing urges and the impulse to act.3 Because substance use disorder
can result from continuous cycles of cognitions and behavioral responses,
this modality implements specific cognitive and behavioral techniques to
break the dysfunctional chain of maladaptive behavior.

Another set of cognitive-behavioral skills, called self-management skills,
focuses on self-observation, self-monitoring, and self-regulation as a
catalyst to change. The self-management perspective assumes that
individuals can act as if there were two parts to them: a person who is
controlled and responding to internal and external cues, and a controlling
person who is able to observe these responses and regulate immediate
reactions to the cues. Self-management skills teach individuals to observe
personal behaviors and thoughts that may be problematic. Identification
of the issues separates the individual from the situation and can therefore
give him or her space to respond in a healthier way.21

Behavioral Techniques
The applications of skills from CBT are not limited to a treatment setting
but are intended to be applied to an individual’s everyday life. Two common
behavioral techniques practiced in CBT are homework assignments and
relapse prevention.12
Homework assignments in a psychotherapeutic setting are given as a way
to encourage practice of newly learned skills between sessions. Bringing
new skills and insights into routine activities and experiences may change
the unhelpful behaviors that lead to further substance use. Homework
encourages individuals to build on what they have learned, continuously
generating greater awareness and the ability to change their problematic
actions.21
Establishing greater personal awareness of problematic situations that
lead to substance use is a necessary component in prevention.8 Relapse
prevention is a set of strategies that helps patients asses and prepare for
situations that could lead to addictive behavior.12 CBT addresses relapse
by modifying attitudes and personal core beliefs that might fuel cravings.
Relapse prevention skills help patients recognize situations or states in
which they are vulnerable to using substances, while also allowing the
development of coping skills in order to handle them.3

Group Cognitive-Behavioral Therapy
CBT is often integrated within a comprehensive approach to many
substance use disorder group therapies. Group cognitive-behavioral
therapy (GCBT) presents an opportunity to expand the perspectives on
specific dysfunctional thoughts and behaviors and discover constructive
ideas to increase behavior change. A meta-analysis of GCBT was
conducted to determine the therapy’s efficacy for improving various
psychological disorders. The analysis examined 30 studies (of adolescents
and adults) that included empirically validated measures. Results indicated
that clients who were treated with GCBT had significantly improved
symptomatology from pretreatment to post-treatment. The effect was
most significant for adolescents and those with depression.14
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Two additional studies conducted on GCBT found superior results to a
process-oriented group therapy. The participants in the GCBT utilized
behavioral-therapy skills, such as homework assignments delivered one
hour per week for 12 months. The results depicted at treatment completion
that patient’s drug use and drug-related problems significantly decreased.1

Efficacy of CBT
CBT and its related skills and techniques are recognized as effective
psychotherapeutic treatment modalities by the National Institute on Drug
Abuse. CBT scores in the top 10% of treatment modalities for its efficacy
in clinical trials and the quality of methodologies.13
A 2009 review of 53 research studies analyzed CBT across a multitude
of measures for effectiveness. The review included studies in and out of
the United States, group and individual interventions, studies that used
participants with co-occurring diagnoses, and interventions that used
a combination of different CBT treatments. Overall, CBT demonstrated
a small but statistically significant effect over other substance use
disorder treatments. The analysis also found that when compared to a
no-treatment condition, CBT had a large effect on outcomes, and CBT
combined with additional psychosocial treatments had a greater effect
than CBT alone.10
The impact of CBT applications on outcomes can vary, and it may be more
beneficial for specific populations. Research on substance use disorder
patients shows that CBT has the best outcomes when combined with
other treatment modalities,6 when treating depression and other cooccurring disorders,5 and as a slow, but persistent effect.9, 16
When combined with other evidence-based treatments, CBT shows
positive results in treating substance use disorder. In a 2013 metaanalysis of psychosocial interventions for substance use disorders, CBT
had the most significant outcomes when combined with other treatment
modalities. CBT plus contingency management interventions (offering
incentives for behavioral goals) generated the greatest effect size on the
number of days abstinent and severity of addiction.6
Literature states that CBT has high empirical support for effectiveness
in treating patients experiencing a co-occurring psychiatric disorder
alongside substance use disorder.17 A study from 2011 examined the
effect a CBT intervention would have on group therapy sessions for
patients dually diagnosed with depression and substance use disorder.
The study measured the difference in abstinence and depression severity
between residential substance use disorder treatment as usual and
residential substance use disorder treatment plus a CBT called Building
Recovery by Improving Goals, Habits, and Thoughts (BRIGHT). BRIGHT
was broken up into modules that lasted 8 weeks and consisted of 16,
2-hour group sessions. Results showed that patient depression scores
and frequency and severity of drinking were significantly lower with the
BRIGHT intervention.17
Research indicates that skills learned through cognitive-behavioral
approaches persist after the completion of treatment. Studies comparing
family therapy and cognitive-behavioral interventions found CBT to
provide delayed effects. Both modalities showed effective treatment
results; however, the CBT intervention group continued to increase in
effect size the reduction of drug use and severity ratings up to 19 months
post-treatment.9, 16
Furthermore, a study conducted in the early 1990s tested the results of a
CBT approach integrating relapse prevention. Participants had a diagnosis
of cocaine dependence and were treated individually through manualguided sessions for 12 weeks. Follow-up measures of frequency of
cocaine use and a composite score of intensity and problems associated
with cocaine use were conducted at 1, 3, 6, and 12 months posttreatment. The effects of the intervention were not significant in the 1-

and 3-month follow-ups. However, cocaine use and intensity decreased by
the 6-month follow-up and were most significant at the 12-month followup. These findings suggest that there may be delayed positive effects of
cognitive-behavioral relapse prevention.4

ADDITIONAL RESOURCES FROM THE
HAZELDEN BETTY FORD FOUNDATION
As part of the Hazelden Co-occurring Disorders Program, Cognitive
Behavioral Therapy for People with Co-occurring Disorders is primarily
for use in treatment settings that helps patients address co-occurring
substance use and mental health disorders. This manualized program
was developed by faculty from the Geisel School of Medicine at
Dartmouth in partnership with Hazelden Publishing to provide a
structured approach in providing CBT knowledge and skills that can
be practiced during treatment and once formal treatment ends. Visit
Hazelden.org/BehavioralHealth to learn more about this program.
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