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| ABSTRACT |

The results of numerous studies over the past four decades have consistently revealed the effectiveness of couple and family-based
approaches for drug and alcohol abuse. Behavioral couples therapy (BCT) is a conjoint approach which has been consistently
shown to produce fewer substance-related issues, greater abstinence, and improved dyadic functioning compared to individu-
al-based treatments for married and cohabitating couples. The purpose of the present review is to (a) provide the theoretical ra-
tionale for the use of couple’s therapy for substance-abusing patients and (b) describe theoretical and practical underpinnings of
Behavioral couples therapy for substance use disorders (BCT-SUD) along with key components of this intervention.
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BEHAVIORAL COUPLES THERAPY FOR SUBSTANCE USE
DISORDERS |

t is now widely accepted among scholars and clinicians that

families play an important part in the development and mainte-
nance of substance misuse problems. In fact, greater numbers of
providers at a variety of levels of care (e.g., outpatient, in-patient)
have begun incorporating non substance-abusing family members
into treatment planning to help support the substance abusers at-
tempts at sobriety. The results of numerous studies have revealed
the effectiveness of couple and family-based approaches for drug
and alcohol abuse. Behavioral couples therapy (BCT) is a conjoint
approach which has been consistently shown to produce fewer
substance-related issues, greater abstinence, and improved dyadic
functioning compared to individual-based treatments for married
and cohabitating couples.' This finding has also been supported
by the results of several meta-analyses, which found medium ef-
fect sizes favoring the use of family and/or couples therapy rela-
tive to other forms of treatment.'

When taken as a whole, these findings seem to support
the idea that partner-involved treatments are the most broadly ef-
ficacious in treating substance use disorders. There is not only
substantial empirical support for the use of couple-based treat-
ments in terms of improvements in primary targeted outcomes
(e.g., substance use, relationship and family adjustment), but also
in other areas that are of clear public health significance (e.g;, inti-
mate partner violence, cost-benefit, cost-effectiveness).

Behavioral couples therapy for substance use disorders
(BCT-SUD) is a theoretically-based, manualized, and empirically
supported treatment based on social learning theory, which sug-
gests that substance abusing couples engage in reciprocal interac-
tional patterns characterized by punishment rather than mutual
positive reinforcement of relationship benefitting behaviors.>?
The purpose of this commentary is to provide a rationale for the
use of couples therapy for treating substance use disorders and
describe the main components of this intervention.
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BEHAVIORAL COUPLES THERAPY FOR SUBSTANCE
ABUSE |

The link between substance use and relationship distress may be
best conceptualized as “reciprocal causality”.* Alcoholism and
drug abuse by one partner often contributes to relationship prob-
lems (e.g., high-levels of relationship dissatisfaction, instability,
conflict, sexual dissatisfaction, psychological distress, partner vi-
olence). Simultaneously, relationship problems are strongly linked
to substance use and may serve as a trigger for lapse o (or relapse)
among clients—both duting and after treatment.”” Thus, substance
use and relationship problems seem to reinforce one another in
reciprocal patterns which can be difficult to disengage from.

BCT-SUD has two primary objectives that are based
on the areas discussed above: (a) eliminate (or reduce) substance
use and (b) alter dyadic and family interaction patterns to create
healthier relationships, which can support the client’s recovery ef-
forts and is more conducive to long-term recovery. Simply stat-
ed, the goal of BCT is to strengthen the relationship by teaching
the partners skills for re-introducing caring behaviors, improving
communication and conflict resolution skills, and engaging in
continuing recovery activities as a way to promote long-term sta-
bility and relapse prevention. The therapist enlists the partnet’s
support in the client’s recovery and encourages the partners to
engage in healthier behaviors as a unit (improved communication,
conflict resolution, etc.).

PRIMARY BEHAVIORAL COUPLES THERAPY TREATMENT
ELEMENTS |

As discussed by Geel,? historically BCT-SUD was divided into
various treatment phases each concurrently addressing substance
use and relationship dysfunction. In the first phase, the engage-
ment phase, the therapist determines whether the couple as a unit
is a viable candidate for BCT by assessing the couple’s motivation,
commitment, and goals by inquiring about each of these areas in
initial sessions to help the therapist and each partner understand
the current state of the relationship. It’s not uncommon for part-
ners to have discrepant levels of motivation. In such situations,
partners are encouraged to follow-through with BCT' activities
(in-session and in between) and to consider using the first three
sessions as a chance to determine if BCT is a good fit and if re-
lationship satisfaction is improving or not. Following this is the
first “active” phase of treatment, during which the therapist as-
sists the substance-abusing patient with managing the substance.
Subsequently, treatment moves on to improving the couple’s re-
lationship viz analysis of and skill-building within the relationship
(e.g,, re-introduction of caring behaviors [Catch your partner
doing something nice, shared rewarding activities, caring days],
communication skills training [verbal, non-verbal communication,
use of “I” statements], conflict resolution skills [Time-out, solve
problem-solving method], which is then followed by the ongoing
recovery stage. More recently, there has been a shift to recognizing
that these stages are not mutually exclusive, and that the treatment
and joining process likely begins with first client contact.
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The primary method for addressing problematic sub-
stance use involves the use of a recovery contract (RC) in which
the couple, with the help of the therapist, identifies positive and
supportive activities, which are conducive to both short- and long-
term recovery and may include self-help activities, church groups,
and other positive, abstinence-related activities that the client (and
partner) may find helpful. The trust discussion is one of the cen-
tral activities of the RC and involves the partners engaging in a
daily trust discussion in which the client states his or her intent to
not use drugs or alcohol and the partner thanking the client for
his or her efforts and offering positive support as needed. For ex-
ample, a simple trust discussion script might include the following
statements:

Client: I've been sober for the past 24 hours and plan to be sober for the
nexct 24 hours. Thanks for all your help and support.

FPartner: Thanks for being sober for the past 24 hours and plans to be
sober for the next 24 hours; let me know how I can help and support.

The trust discussion is meant to be short and positive
and serve as a way to begin rebuilding trust between partners.
Although clients may initially believe the trust discussion to be
exclusively about their drinking, it also can be very powerful for
partners who have endured a great deal of lying about substance
use and worry about future use, despite not explicitly talking
about it. As partners become more comfortable with this daily
ritual, they are encouraged to personalize the language to make
the content more meaningful for them. Urine tests are also often
used to provide objective evidence to support the client’s claims.
In addition, the couple is asked to agree to four promises during
their participation in BCT which include: 1) agreement to focus
on the present instead of the past, 2) participate in home practice
between sessions, 3) engage in role-plays and other in-session ac-
tivities, and 4) not engage in “angry touching” (partner violence).
These four areas have been identified as trouble spots for many
couples so agreeing to these promises at the beginning of BCT
can helpful in keeping the couple on track. Clients are also asked
each week about urges and urges to use and how he or she man-
aged these feelings. Self-help and other positive supportive activi-
ties are also encouraged as part of the RC.

Given the consequences of long-term substance abuse
on relationships, many partners have stopped engaging in caring
behaviors toward one another and may not be communicating
at all, especially with emotionally-charged topics. In an effort to
address these concerns, partners are encouraged to re-introduce
caring behaviors back into the relationship through activities such
as caring days and shared rewarding activities. Partners are also
taught basic communication skills to begin to communicate more
efficiently and effectively with one another. Relatedly, these skills
are then used as a foundation for managing and discussing con-
flict and how to ensure each partner feels heard and understood

by the other.

Given that group therapy is the most frequently used
treatment modality in substance abuse treatment,' compared a
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rolling admission Group BCT (G-BCT) format the Standard BCT
(S-BCT) approach. Unfortunately, results of this study indicated
that in the last 6-9 months of the 12-month follow-up period,
G-BCT produced significantly worse substance and relationship
outcomes as opposed to S-BCT. More specifically, there was a
decrease in days abstinent over time, as well as lower relationship
satisfaction over time. It is important to note that in some instanc-
es, the aforementioned outcomes were comparable upon immedi-
ate completion of S-BCT and G-BCT, but that differences arose
once more time elapsed.' These results are not exactly ideal, but
this type of research concerning G-BCT is still in its beginning
phases.

CONCLUSION |

Couples therapy as an intervention for alcoholism and drug abuse
has made substantial strides since its inception in the 1970s.
From a clinical vantage point, a fundamental goal for BCT-SUD
researchers and clinicians continues to be the transfer of this
well-established treatment technology to substance abuse treat-
ment providers such that BCT will be more available to drug- and
alcohol-abusing couples who are likely to benefit from partici-
pating in the program. Group formats of BCT could potentially
aid in dissemination, but research in this area is still in infancy.!
McGovern et al’ concluded that in order for treatments to be suc-
cessfully disseminated, investigators must clearly demonstrate the
relevance of the treatment to clinicians and staff, even if empirical
support is already established.” Other factors to consider include
degree of difficulty in implementation, how closely (or not) the
treatment is aligned with the therapist’s preferred theoretical ori-
entation or agency counseling approach, cost of providing treat-
ment, and whether or not the treatment fills a perceived area of
need for the clinic. Along these lines, development of web-based
BCT-SUD training materials has the potential to reach a much
wider audience and be a more cost-effective option. Each of these
areas may serve as a potential barrier to successful dissemination
of the treatment.

Moreover, substance abuse treatment research is begin-
ning to shift away from a “one-size-fits-all” perspective and move
toward adaptive interventions which call for different dosages of
treatment to be employed strategically with patients across time
dependent on severity of presenting issues and concerns. Giv-
en the heterogeneity in patient characteristics and response to
treatment, future studies are needed to develop a tailored BCT
intervention based on treatment algorithms that dictate treatment
modifications triggered by the patient’s initial response and chang-
es in symptom severity.!”
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