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Introduction

I

nternational efforts to combat the problem of substance use have resulted in controversial
discussions regarding the best strategy for promoting the reduction or discontinuation of use, and

from what angle this should be approached. Mechanisms have not yet been defined for assessing
the impact of these strategies about the reduction and discontinuation of use or in delaying the
onset age, and the relevance of implementing them has not yet been ascertained either, considering
the diverse characteristics of the settings in which they are carried out.

Measures from the health perspective are found alongside the public policies that take on
the task of regulating the production, sale, and distribution of psychoactive substances. Multiple
governmental and education entities at the international level are actively participating in the production
of research and knowledge on the factors related to substance use, as well as the actions that have
empirically proven to be more effective concerning prevention, treatment, and maintenance. These
entities are also providing training to healthcare professionals as part of a dissemination process so
they have the necessary skills to tackle this issue.
The most important role of these institutions is the development and dissemination of evidencebased actions related to prevention, treatment, and maintenance. These actions are geared towards
increasing and boosting the factors on protection in the communities and decreasing the factors that
make the occurrence of substance use among the population more likely. Furthermore, the applied,
process research is currently aimed at determining what type of treatment, and the components
of the treatment, are effective in the reduction or discontinuation of drug use and the recovery of
individuals with drug dependence. It is imperative for decision-making in public policies to be guided
and substantiated by the research being conducted in government and international academic
institutions to ensure the efforts being made, surrounding this issue have a greater likelihood of
success, and that they result in the reduction and discontinuation of substance use in the target
populations.
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Specifically, in terms of the implementation of brief interventions, and encompassing the
set of specific activities designed to put an innovation into use (Breckler, 2006), the relationship
has not yet been defined between the degree of implementation of its components by healthcare
professionals and the reduction or discontinuation of drug use behavior in the participants. In this
regard, a critical task is the adaption and adoption of brief interventions in the daily practice of
healthcare professionals.
The translation of the underlying behavioral principles underpinning brief intervention models
into clinical application in addictions, and the measurement of their direct impact on human behavior,
is a task that requires healthcare professionals can adapt the evidence-based procedures described

in the protocols to the needs of individuals they treat. This suggests a genuine command of the
theoretical foundations underlying the procedures, and the ability to base clinical decisions on the
accurate application of the basic principles so that individuals can reach their intervention goals.
Thus, this document aims to guide healthcare professionals during the implementation process
of a brief intervention in making decisions that are based on empirical evidence and international
recommendations, which allow people to successfully reduce or stop substance use and attain
mental and physical well-being.

6 •••

Diagnostic Assessment of Facilitators, Barriers,
and Adaptations for the Adoption of Brief
Intervention Programs in Mexico

A

diagnostic assessment was performed with 778 healthcare professionals from departments
that provide prevention and primary care services for addiction in Mexico. The objective

was to identify the needs in the application of the brief intervention protocols in addictions,
as well as the training opportunities discerned by healthcare personnel to improve the degrees of
implementation of the foundation underpinning the interventions.

A research was conducted on the existing barriers in the Implementation of the Brief Intervention
Programs, Personnel Training, Material and, Human Resources, in the Use of Didactic Materials
(specifically in the use of manuals), and in the barriers related to Human Characteristics.
Among the main findings, 70.8% of healthcare professionals reported there were existing
barriers to the transfer of the brief intervention programs in Mexico. The primary barriers reported
by healthcare personnel can be observed in Figure 1. In the Implementation barrier, it was detected
that time or difficulty in evaluating an individual (55%) and the difficulty of the tasks (54%) are the
primary barriers in the realization of the programs given at the care centers. In the area of Training,
the most frequently reported barrier was not receiving training, with 48% of affirmative responses. In
the Material Resources barrier, availability of materials at the work center was the primary obstacle
(54%). In the Human Resources area, the primary barrier reported was the difficulty in adhering to
the human care procedures, with 31%.
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Figure 1. Principal barriers to the adoption of the brief interventions.

In the barrier related to the Use of Manuals, the relevance of manuals was precisely what was
reported as the area with the largest number of affirmative responses (45%). Lastly, for the barriers
created by Human Characteristics, the healthcare professionals reported the fact that the individuals
do not perform the assignments or strategies acquired during the intervention, the distance or
difficulty to access care centers, and the educational/cognitive level of the individuals as the areas
that presented the greatest difficulty (75%, 74%, and 70%, respectively).
Along with the perception of barriers to the adoption of brief interventions, research was

conducted on the degree of implementation of the programs by the healthcare professionals. The
programs that are being implemented with greatest frequency are the Brief Intervention Program for
Adolescents that Begin Alcohol and Drug Use (PIBA in Spanish; 72.9%), the Preventive Program for
Students in Schools (42%), the Brief Intervention Program for Problem Drinkers (36.7%), and the
Brief Intervention Program for Marijuana Users (IBUM in Spanish; 36.5%).
According to the report by the professionals, the programs that achieve abstinence are the

PIBA (78.3%), the Relapse Prevention Program (66.2%), the Brief Intervention Program for Problem
Drinkers (62.2%), and the IBUM (61.6%). Concerning a reduction in drug use, the best results were
reported for the Brief Intervention Program for Problem Drinkers (78.5%), the PIBA (74.9%), the
IBUM (73.3%), and the Brief Motivational Intervention Program for Smokers (65.4%).
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Additionally, aspects were addressed with the healthcare professionals regarding the
adaptations that have been made to the Intervention Programs concerning the program objectives,
order, number, duration of the sessions, and materials used. About the adaptations to the objective,
the number of sessions, and materials used, the program that has presented most changes is the
PIBA (8.1%, 43.8%, and 35.5%, respectively). Lastly, where concerning the order and duration of the
sessions, the programs that have been modified the most are the Preventive Program for Students in
Schools (30% and 39.1%, respectively), and the Daily Satisfaction Program (PSC in Spanish; 28.8%;
20.8%, respectively).
It was possible to create a training and adaptation strategy based on the data from the

Diagnostic Assessment on Facilitators, Barriers, and Adaptations for the Adoption of Brief Intervention
Programs. This new training considered the modifications reported by healthcare professionals and
their relationship with the program results, which is described in this document through a guide
for healthcare professionals to make decisions in favor of the discontinuation and/or reduction
of substance use and relapse prevention through the transfer of the fundamental principles on
addictions.
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Levels of care for addictions

A

ccording to the model from Mrazek and Haggerty (1994), care for substance use entails
different strategies and levels of intervention, according to the risk profile, drug use pattern,
and access to services.

Intervenction

Pre
ven
tio
n

Indicated

Treatment
Relapse
prevention

e
anc
en
int
Ma

Search or
selection

Selective
Universal

Intervention

Figure 2. Levels of care in addictions (Mrazek and Haggerty, 1994).

As seen in Figure 2, the first level refers to the prevention programs, which are defined as
initiatives aimed at reducing the prevalence of psychoactive substance use, delaying the age of first
use, and avoiding or reducing personal or social harm caused by substance use.
More specifically, in the realm of universal prevention, reference is made to the strategies
targeted at the general population without considering whether they present a greater or lesser
amount of risk or protection factors. Actions are considered in the selective prevention programs

10 •••

which are aimed at certain sub-groups exposed to risk factors that are capable of causing a problem
related to substance use. Their purpose involves preventing the start of use by strengthening
protection factors. In the case of individuals who have already experimented with substances and
exhibit consequences associated with use, there are indicated prevention programs which primarily
focus on preventing the progression of dependence. These programs are longer and more intensive
and are only conducted with individuals who have been identified as substance users that have not
presented the required condition for being diagnosed with a behavioral disorder stemming from the
use of drugs (Morales, Gordillo & Chávez, 2013).
The second level of care corresponds to intervention, ranging from detection/screening to the

participation of individuals in the most effective treatment. Treatment demands in population bring up
important challenges for the creators of public policies in any country, given that the use of treatment
services for the abuse of and dependence on psychoactive substances tends to be infrequent; this
could be related to factors such as resistance to treatment, the stigma attached, financial aspects,
lack of availability and accessibility of the services, among others (Rojas, Real, García-Silberman &
Medina-Mora, 2011).
Nevertheless, it should always be a priority for countries to offer treatment based on reliable
and effective procedures that safeguard maximum well-being for the individuals being treated. There
is not just one treatment that must be indicated for all substance users; this treatment must take
into account the individual needs and characteristics of each individual, including the sex, age, type
of drug, pattern of use, sociocultural variables, etc. (National Institute on Drug Abuse, NIDA 2016).
Even though treatment practices vary considerably among the different treatment units (D’Aunno
2006; Kimberly & McLellan 2006), scientific evidence suggests that the primary models for treating
addictions encompass medical interventions, psycho-social interventions, or the integration of both
(NIDA, 2016).
Medical interventions are primarily aimed at detoxification, the control of abstinence,
reducing the effects of the substances, the treatment of organ damage, drug administration, the
use of substitution strategies, and the treatment of associated conditions (Secretary of Health,
2016). Moreover, the psycho-social interventions encourage people to participate and stick to their
treatments; they offer strategies for dealing with the desire to use drugs, prevent relapses, and
foster mental well-being. Therefore, they can help to improve communicative skills, interpersonal
relationships, child-rearing, and the family dynamic (NIDA, 2016). The following are some of the
interventions that have demonstrated greatest efficacy in the treatment of addictions: cognitivebehavioral, motivational, interventions based on the management of contingencies (which also have
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a behavioral focus), multisystemic therapy, and interventions to prevent relapse (which also feature a
cognitive-behavioral approach); Fields & Roman, 2010; Fields, Roman, & Terry, 2011; NIDA, 2016).
The third level of care, according to the model by Mrazek and Haggerty (1994), refers to the
prevention of relapse and the ongoing follow-up of participant achievements. The follow-up process
involves contact with the individuals at intervals that are designated, systematic, and structured after
treatment (Rollnick & Miller, 2013), which proves to be fundamental for both, the maintenance of the
change in the usage behavior and for the prevention of relapse and attainment of mental well-being.
The likelihood of the occurrence of relapse is lower when the individual puts a group of skills into
practice that is related to the identification, prevention, and planning of events that are preceding and
after their different selection behaviors other than using (Barragán et al., 2009). Even though relapses
are part of the process of changing addictive behavior, it is essential to address this throughout any
intervention. The issue will be discussed further in section 7.

12 •••

Foundations of Brief Interventions in
Addictions

T

he emergence, continuation, and termination of drug use behavior can be explained by
studying the principles that govern biological behavior. In this section, basic assumptions

stemming from scientific research are presented that give an account of the fundamental
aspects to be considered in understanding the phenomenon and to develop intervention strategies
that help prevent the emergence of addictive behaviors in individuals, to intervene in individuals who
are already presenting some degree of drug use, and to facilitate the recovery of mental health.

Learning of addictive behaviors.
Learning is a biologically-determined capability that allows people to adapt to their environment.
It consists of a lasting change in the biologically-determined behaviors of people as a result of
experiences in their life history. Learning facilitates the building of a repertoire of conudcts that
enable adaptation to a changing environment.
There are diverse mechanisms or types of learning through which the transformation of a
biologically-determined behavior in an individual can be explained. One of these mechanisms is
respondent conditioning, which suggests that an individual’s way of responding is transformed
through the association between two specific stimuli in the surrounding environment, and, therefore,
the reporting of the emotions caused by those environments. These environments, which are
comprised of everything that people can see, hear, smell, and feel, are occasions that were previously
not related to the individual’s way of responding, but end up producing a reflexive, automatic, and
involuntary response pertaining to the autonomic nervous system (gland secretion, increase in heart
or breathing rate, etc.) which alerts the individuals of a need or opportunity to behave in a certain way
in order to function in their environment.
People who use drugs, for example, do not exhibit physical reactions such as an accelerated
heart rate the first times they use the substance just because they are in a particular place. However,
the response triggered by the repeated presence of a drug in an individual’s body in a specific setting
over time causes that place, the people using the drug with them, and even their own physical
conditions (tiredness, for example) to tend to cause an increase in heart rate, in breathing, and in
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the secretion of salivary glands, all in the same way it is produced when the substance is in their
bodies. After several occasions, this setting which beforehand did not cause these involuntary and
automatic responses now creates them before using, and the individuals report these sensations as
a need to use. This need is a signal to them of the opportunity to choose whether to use or not. Drug
use is now a behavior that can be worked on in their environment by reducing the triggered need.
Thus, another learning mechanism is one in which an individual performs or avoids performing
a behavior involving the muscular system, and therefore voluntary behavior, which could produce
specific consequences in their daily environment. While respondent conditioning suggests an
automatic response related to the autonomic nervous system, operant conditioning implies
instrumental behavior where the musculoskeletal system intervenes to perform the conduct. The use
of addictive substances is a learned behavior and can be explained by these biological and social
mechanisms.

Respondent behavior
Regarding respondent conditioning, two processes are of particular relevance to understanding
substance use: habituation and sensitization. Habituation and sensitization appear with the repeated
use of substances. Through these two processes, the individual learns to select or filter the available
information in the environment. Habituation explains the fact of reduction in intensity, duration or
increase of the latency of the secretion response, salivation or automatic or involuntary responses
to the repeated presence of the substance in the organism (Siegel, 1989). If the use of the drug is
interrupted for an extended period, it is referred as “dishabituation”, with recovery in the magnitude
of the original responses to the substance. All this is expressed by people as a reduced effect due to
repeated drug use or the outcome of having suspended it and after reinstalled use.
Where concerning the implications of habituation in the treatment of individuals who use
psychoactive substances, it is imperative to point out that the reduction in the magnitude of the
response to the presence of the substance in the body due to repeated use, actually facilitates
substance abuse. Nevertheless, the result of habituation of ceasing to respond to some aspects of
stimulation is reversible. It has been observed that the effect of habituation is lost when the periods of
discontinuation of use increase, meaning the time between two instances of use. It is also possible to
observe the loss of habituation when new information is added to the drug use situation if the setting
is changed where the substance is normally used. The person may respond with a generalized state
of alert caused by the new stimuli, which to some extent will give the original sensations of the drug
importance again.
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Sensitization is the opposite process in magnitude, intensity, duration, or latency of the response
to the stimuli caused by repeated exposure to a substance. In this case, the magnitude, duration,
and intensity of the response increase in the presence of use or when repeated experiences of use
occur (Siegel, 1989). The immediate effects of use can be reported by the individual as extremely
pleasurable. The intensity of the response to stimulation increases with each new experience. Just
as what occurs in the habituation process, sensitization entails a selection or filter of certain effects,
causing the reporting of increased sensations in the presence of a substance in the body, normally
the most important or notable ones, such as immediate bodily effects, which are almost always
pleasant. Furthermore, with each new experience the individual becomes more and more sensitized
to the most pleasurable aspects of the drug; thus, the sensitization process facilitates the frequent
use of the substance, and an expectation of the effect (cognitively and behaviorally) is formed
which controls repeated use. Desensitization to the repeated stimulation of the substance occurs
when increasing the lapse in time between two instances of consumption, meaning prolonging
discontinuation of use.

Drug tolerance.
The role of respondent conditioning in the development of drug tolerance that usually accompanies
dependence has been extensively examined (Siegel & Ramos, 2002). An individual is said to have
developed tolerance to a drug when repeated use of it leads to experience fewer effects. Drug
tolerance was traditionally considered to be the result of pharmacological processes. However, there
is scientific evidence suggesting that tolerance may be the result of respondent conditioning of
homoeostatic compensatory processes. This perspective, developed by Shepard Siegel and other
researchers, is known as the conditioning model of drug tolerance (Siegel & Ramos, 2002).
The conditioning model sustains that each drug-taking episode is a conditioning trial and is
based on the idea of learned homeostasis. According to this idea, the presence of a psychoactive drug
in the body causes physiological changes that disrupt homeostasis. These physiological changes,
in turn, counteract the bodily disturbance brought on by drug use. Through the association, the
stimuli accompanying the administration of the drug are conditioned to produce these compensatory
adjustments. According to Siegel (1983), the presence of the substance in the organism, which is
always ingested in the same context of use, may end up eliciting the automatic and involuntary learned
or conditioned response, which is contrary to what is naturally produced by certain drugs (morphine,
specifically). For example, the learned respondent behavior is an increase in the sensitivity to pain
occurring in the context of use, instead of a decrease in this sensitivity as an unconditioned effect
to morphine in the body. The scientific finding underpinning the conditioned tolerance hypothesis
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that supports homeostatic regulation of the body to not die from an overdose demonstrates that the
context triggers the learned response that is typically the opposite to the unconditioned response to
the drug. In other words, because the conditioned responses counteract the effects of the narcotic,
its impact is reduced, resulting in drug tolerance phenomenon (Siegel & Ramos, 2002).
The conditioning model of drug tolerance attributes tolerance to the compensatory responses
that are conditioned to the environmental stimuli associated with use of the drug. A fundamental
prediction of this model is that tolerance will decrease if the participants use the drug under new
circumstances or in the absence of the predictive signs of use (Siegel & Ramos, 2002).

Drug use craving
Under the respondent conditioning model, the phenomenon known as the craving for the substance
emerges due to the repeated presence of the substance in the body in a particular context (Drummond,
1990). In this report, we will use the term craving.
The context of use turns out to be partially responsible for the emergence of the craving.
The craving, defined as the intense desire to use a substance, is elicited as a reaction to the events
related to the presence of the drug in the body, such as the paraphernalia used to consume the drug,
the environmental cues such as the place or the people; these are the events that repeatedly prepare
the organism to receive the substance. These events are called cues, and the reactivity elicited by
these cues are considered to be conditional or learned responses (Drummond, 1990).
Thus, Siegel (1983) suggested that these cues can function as an event or conditioned stimulus
for a compensatory response (in the opposite direction of the unconditioned effect of the drug, or
even in the same direction), which compensates the imminent unconditioned response to the drug.
This compensatory response could be an aversive state that may be interpreted as a need, or a
pleasurable state entitled craving. The cue reactivity paradigm maintains that a stimulus is coupled
with the administration of the drug (seeing the needles, for example, a visit from someone with whom
drugs are typically used, the smell of alcohol, etc.) and also with emotional states (anxiety, anger,
depression) which are converted into conditional stimuli, that are able to elicit conditioned craving in
the absence of the administration of the drug (unconditioned stimulus).
The craving is expressed in psychophysiological indicators (Galvanic response and skin
temperature, heart rate, and salivation). Even more recently, regional changes of the blood flow have
been found in specific brain areas associated with drug craving (Goldstein & Volkow, 2002).
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Regarding the cognitive aspects of the craving, the information of the use of alcohol and
drugs lies in the neural networks of the memory. When the person who uses drugs has contact with
the context of use (paraphernalia, contextual cues, etc.), these information networks associated
with drug use are activated, and generate similar effects to those produced by the drug itself and
emotions are reported in preparation for using (Emmelkamp & Bedel, 2012).
A stimulus preceding a dose of the drug may then trigger the defensive reaction termed the
compensatory response, when the effect of the drug is expected (Siegel & Ramos, 2002), which
functions to maintain the internal regulatory system as a response to the drug challenge. Escalation
from experimental use to a level of abuse or dependence can be explained by the strength of the link

of the associative learning between the presence of the substance in the body and the context of
use, which increases the intensity of the compensatory response in the body. These responses that
occur in the absence of the drug put the individual in an unbalanced state and induce symptoms of
abstinence (West, 2005).

Opponent processes.
This theory posited by Solomon in 1980 based on respondent conditioning sustains that the
pleasurable effect of a drug due to its repeated use is mediated by opponent processes that have
a homeostatic function. The core idea of the Opponent Process Model is that the central nervous
system works to maintain a hedonic balance (homoeostasis). In primary process A, a stimulus
triggers the occurrence of the effect of the substance in the organism. An opponent loop produces
a secondary B-process, which has an opposite effect to the one triggered by the input stimulus.
(Solomon & Corbit 1973; 1974; Solomon, 2980).
Processes A and B combine to create the state of the pleasurable experience. The initial
experience dominated by process A is called State A and the subsequent, dominated by process B,
is called State B. Process A indirectly activates the opponent process B. The opponent process is
activated by events in the memory and as a result of respondent conditioning.
The temporal pattern of states A and B have distinctive characteristics (West, 2005): a peak of
the primary process A precipitated by the presence of the psychoactive substance in the organism;
an adaptation period during which the intensity of the effects of the substance goes down, even
though the intensity of the drug in the organism remains the same; a stable level of the primary
process A which continues as long as the intensity of the presence of the drug is maintained; and a
peak of the secondary state B which quickly follows the termination of the presence of the drug in
the organism, and is hedonically different from that of the primary state A.
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The opponent process is strengthened by the use of the drug and weakened by the
discontinuation of use, while the primary process is not affected by use.
Process B will acquire more power if it is elicited frequently. It will exhibit a shorter latency of
response to the process A, a rapid increase, a higher asymptote and a longer decay time if the use
of the substance is more frequent. In contrast, process A is relatively more stable because it pertains
to an unconditioned reaction. Discontinuation of use weakens process B, and it should return to its
original magnitude, as long as process A has not occurred for a long time. Subjectively speaking,
the aversive states reported by the individuals after each sudden discontinuation of substance use
become more intense with increased doses and frequency of use. A slight desire becomes agony
during the discontinuation of use and an increased need or craving (West, 2005).

It is possible to understand the physiological and involuntary responses related to substance use
through the Pavlovian conditioning paradigm. Factors such as craving, habituation, and sensitization
are of utmost importance in understanding drug use, and, therefore, need to be addressed during the
planning and implementation of the intervention with individuals who use psychoactive substances.

Operant behavior.
As mentioned previously, individuals who use drugs end up developing a tolerance to their effects.
When people stop drug use, the effects of this discontinuation appear, opposite of the basic effects
of the drug. However, the effects of discontinuation are not the only cause of addiction; the potential
for abuse posed by a drug is related to its capacity to reinforce use behavior.
The process of operant learning plays a meaningful role in the etiology and development of
drug use behaviors and their resulting disorders. Use behaviors are seen as learned habits that are
strengthened through reinforcing consequences according to the principles of operant conditioning.
Psychoactive substances stimulate brain’s pleasure center, which provides positive and negative
reinforcement for the use of the substance (Emmelkamp & Vedel, 2012).
In other words, substance abuse is reinforced by its pleasurable effect, and because it reduces
unpleasant sensations. Consuming alcohol or other drugs produces pleasant effects and reduces
anxiety and tension in successive occasions; when individuals experience stress or anxiety, it is likely
they will use the substance to alleviate this sensation (Emmelkamp & Vedel, 2012).
Positive reinforcement is a procedure through which, in a specific context, the probability of a
behavior occurring in the future increases if it is followed by the presentation (addition or aggregated)
of a pleasurable event in its environment. Thus, a positive reinforcement comes into play when
conduct is regularly followed by an appetitive stimulus (a stimulus that the organism gets close
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to). The majority of addictive drugs produce positive reinforcement: they reinforce the drug use
behavior. The quicker the effect of the drug is, the quicker that dependence will be established.
All addictive drugs that produce positive reinforcement stimulate the release of dopamine in the
nucleusaccumbens, a structure that has an important role in reinforcement (Volkow, Fowler, Wang,
& Swanson, 2004). Examples of positive reinforcers of using, as well as the pleasure brought on by
the physiological effect of the shot of dopamine, could be the social recognition reported by the
individuals who use, or the possibility of interacting more easily with others due to using.
Negative reinforcement is a procedure through which, in a specific context, the probability of a
behavior occurring in the future increases if it is followed by the elimination (withdrawal or avoidance)

of an unpleasant event in its environment. Thus, negative reinforcement occurs when a behavior is
followed by a reduction or the discontinuation of an aversive stimulus. If due to their social situation
or emotional factors, the individual feels uneasy or anxious, a drug that reduces these sensations
can reinforce the drug use behavior through negative reinforcement. Likewise, the reduction of the
symptoms of abstinence as an effect of a drug dose undoubtedly influences in maintaining the
addiction to the drug, but it is not the only cause of the craving (Volkow, Fowler, Wang, & Swanson,
2004).
Positive punishment is a procedure through which, in a specific context, the probability of a
behavior occurring in the future decreases if it is followed by the presentation (addition or aggregated)
of an unpleasant event in its environment. Therefore, the usage behavior may stop occurring if highly
unpleasant situations happen to the individuals that could even harm their physical or mental wellbeing. Examples of positive punishment for the drug use can be physical discomfort or the presence
of illnesses caused by the continued use of drugs.
Negative punishment is a procedure through which, in a specific context, the probability of
a behavior occurring in the future decreases if it is followed by the elimination (withdrawal) of a
pleasurable event in its environment. Usage behavior may stop occurring if the withdrawal of pleasant
events for the person who uses has enough value to be able to be experienced as a punishment.
Examples of negative punishment are relationship breakout, loss of economic resources, or job loss
as a consequence of the prolonged use of psychoactive substances.
Take note of the fact that the terms reinforcement or punishment allude to the increased or
decreased probability, respectively, of the occurrence of the target behavior, meaning the use of
drugs. When defining the procedures, positive or negative terms refer to the presence or absence of
consequences or effects of psychoactive substance use. Those consequences or effects have both
objective and subjective value for persons.
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Subjective value of the consequences
The subjective value of the consequences has been efficiently explained within the behavioral
economics model. It refers to the phenomenon in which an individual chooses a reward due to
the subjective value they attribute it based on their reinforcement history, but primarily based on
the magnitude, time, or probability of delivery of the reinforcer. When studying the subjective value
of consequences, this has been measured through choice sequences and particularly through the
procedure of adjusting the immediate amount. In this procedure, the participant chooses between
two amounts of reinforcement (monetary, edible, liquid or social), hypothetical or real. In the specific
case of people who consume substances, the subjective value of the preferred drug (alcohol,
tobacco, marijuana, and cocaine) has been evaluated through this procedure. But, in general, the
subjective value that people who use drugs attributed to the consequences of their behavior has
been evaluated through the choice of monetary, edible or socially hypothetically obtainable results
(Mejía, Green, Myerson, Morales & Nieto, 2016).
The procedure for adjusting the immediate amount has been that the person who uses drugs,
choose between a monetary reinforcer of small magnitude but immediately available on a monetary
reinforcer of greater magnitude but with delayed delivery. Hence, people generally choose the largest
reinforcer, when the comparative delivery time is not exceptionally different (one day or one week).
When in the context of choice people are presented with a reinforcer of small immediate magnitude
against one of greater magnitude but too delayed in delivery, they usually choose the immediate
gain of lower objective value, but which is of the same subjective value as the delayed for them;
generating a point of indifference in the objective value of reinforcers of different magnitude. The
subjective value of both consequences is equal, it is understood, by the effect of the delivery time
of the reinforcer of greater magnitude but delayed. From a mathematical perspective, the delayed
rewards are exponentially discounted with a parameter of constant decrease; the discount follows
a hyperbolic function in which the decay is given later (Bickel, Odum & Madden, 1999). This means
that the model has been empirically tested through mathematical models, where the variability of the
participants’ selections is adjusted and can be widely predicted by the model. This phenomenon is
known as temporal discount, because of the subjective value discounted depending on the delivery
time of reinforcers or consequences of the election to behave.
There are examples of the temporal discount and evidence of individual differences in function
that underlie the propensity to develop patterns of addictive behavior. In a study, the discount of
delayed rewards in individuals who develop dependence on cocaine, and others to marijuana, was
compared with the discount in individuals who did not use psychoactive substances (Mejía et al.,
2016) in a task on hypothetical selection in which the participants made repeated choices between
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3,000 Mexican pesos available after a period of time (variable between one week to five years
throughout the conditions) and an equal or smaller amount that was available immediately, among
other types of results. The points of indifference were calculated between the immediate reward and
the delayed reward in each trial. People who used cocaine discounted the delayed reward more
quickly than the control group and those who used marijuana, favoring the availability of immediate
reward. The findings indicated that, based on the selection context of amounts of differing objective
value available at different times, it is possible to predict the subjective value of the consequences
that the individuals who use substances bestow on different types of results, demonstrating a pattern
of impatience associated with the drug of choice and at the level of dependence in this population.
This is why the brief intervention programs for individuals who use substances have promoted
the increase in the subjective value of the social reinforcers, reducing the effect of the time of reward
in this value through cognitive processes, and it has been proposed to plan the reduction of the
availability of the substance through the restructuring of the daily context of the participants in order
to affect the subjective value of the substance based on its availability.
To explain the beginning, establishment, and maintenance of the usage behaviors, and of the
functionally-efficient, healthy alternative behaviors to take the place of the opportunity for drugs to
be used, it is suggested to observe and review the level of applicability of the basic principles through
the procedures described in the brief interventions. In other words, the previously presented models,
based on the paradigms on the respondent and operant conditioning, represent an explanation for
the behavioral aspects that constitute substance use in individuals, and they provide an opportunity
for understanding the phenomenon, and, based on this, to produce appropriate prevention and care
strategies.
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Conceptualization of Brief
Interventions for Addiction

B

rief interventions with a cognitive-behavioral approach have proven to be effective in achieving
reduction and discontinuation of the use of different substances, and they are developed
based on the theories and principles of human behavior.

Generalities of Brief Interventions
The World Health Organization (2004) defines Brief Intervention as a therapeutic strategy that
considers early identification of individuals with a risky drug use behavior, and the offer for treatment
before they request it, and in some cases, even before they realize that drug use may be causing
them problems. Therefore, they can be preliminary for the indicated prevention of individuals who
may present severe problems with substance use, and as the precursor to a more intensive treatment
(Heather & Kaner, 2001).
Brief interventions are useful for identifying the problems related to substance use, to motivate
people to make a change in their lifestyle, to determine the risky usage situations, develop coping
strategies, reduce the negative consequences associated with use, and to establish alternative
behaviors related to physical and mental well-being (Ayala, Echeverría, Sobell, & Sobell, 1997, Babor
& Higgins-Biddle, 2000, Carrascoza, 2007; Martínez, Pedroza, Salazar, & Vacio, 2010).
Some of the most important features of the brief interventions based on cognitive-behavioral
procedures suggest that they are widely flexible and may be implemented in a large variety of
settings, such as clinics, hospitals, schools, among others, either in individual or group formats; they
are complementary to pharmacological treatments; they are brief in terms of time and highly focused
on the drug use target behavior, and the reduction of problems due to it.
In the brief interventions based on cognitive-behavioral procedures, it is assumed that the
substance use behavior is built on the biological substrate transformed through the mechanisms
described in the paradigms on respondent and operant conditioning, and that the modeling of these
behaviors by other people immersed in the same environment can be another mechanism that
establishes opportunities for the basic principles of conduct to function (Carroll, 1998). Respondent
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conditioning contributes to addiction in the repeated presence of contextual conditions (certain
people, places, objects, time, situations, and emotional states) when the substance is repeatedly
introduced into the organism (Marlatt, 1985). Over time, these contextual stimuli may trigger the need
caused by the substance. At the same time, operant conditioning enables understanding of how use
causes individuals to experience pleasurable effects or avoid unpleasant effects and to repeat use
to produce these effects. The anticipation of the presence of the substance in the body can create
an intense desire or anxiety, and, consequently, the elimination of these sensations through the use
of the psychoactive substance. Consider that the drug is a reinforcer that naturally produces these
effects.
However, although all substance use is accompanied by the appearance of unpleasant
consequences or the loss of other pleasurable outcomes that have an effect of subsequent
punishment, the combined presence of all of the impact (losses and gains), with the objective value
of the effects of the substance in the body and the subjective value that the individuals attribute to
the psycho-social consequences of the substance, is evaluated by the individual and results in the
continued use or the reduction or discontinuation of use for specific periods of time associated with
their life contexts.
In the brief interventions based on cognitive-behavioral procedures, the usage behavior is
considered based on the patterns acquired and maintained through the learning and motivation
mechanisms; models that also sustain that these patterns may be changed through the planning of
the context in which the individuals engage. The learning of behaviors that jointly constitute a group
of specific skills allows individuals to establish consequences that make it more likely to acquire,
install and maintain alternative substance use behaviors (Marlatt, 1985), which ensure physical and
mental well-being over time.

Components of Brief Interventions
The primary components of brief interventions in addictions are traditionally the functional analysis
of the behavior, the control of stimuli, management of the desire or craving, problem-solving, and
planning activities (Schuurmans et al., 2006).
The healthcare professional implements the functional analysis of drug use behavior for the
individuals to evaluate the internal and external conditions of the context that precedes their usage
behavior, as well as the immediate, long-term, internal and external consequences that explain
the likelihood of their occurrence. In the component about the control of stimuli, the professional
helps the individuals to identify and plan the contextual conditions that surround them so that they
can achieve and maintain the change in their use and a pleasurable lifestyle without substances
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or with a reduced use. In the component of the management of desire or craving, the healthcare
professionals facilitate the learning of strategies for coping with automatic and involuntary behaviors
that are caused in situations associated with the use of drugs and reducing the risk of a relapse.
In the problem-solving component, the healthcare professionals guide individuals in acquiring and
maintaining operant behaviors for coping with problematic conditions that, if not resolved, resulting
in a high risk of the use of drugs. Learned problem-solving skills also allow people to cope with
and structure life conditions linked with satisfaction through the discontinuation of the use of
psychoactive substances. Regarding the planning of activities, the healthcare professionals guide
individuals in the planning of alternative activities through learning, establishment, and maintenance
in their behavioral repertoire, of behaviors that are naturally linked with obtained natural reinforcers
without using substances.

Structure of Brief Interventions
There is a sequence of activities suggested for each session in the brief interventions based on
cognitive-behavioral procedures, and the discussion of issues is directly related to the use of the
substance. An ongoing self-monitoring is suggested of the usage behavior through logs and antidoping. There are typically three weekly one-hour sessions organized into three sections (suggestion
of 20/20/20 minutes): 1) evaluation of the drug use behavior and general functioning; 2) training and
practice of skills; and 3) plan for the week (Caroll, 1998).
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Self-monitoring of use Biomarker Homework
Modeling, practice, and feedback of skills

Admission/Evaluation

Evaluation of the usage behavior. Pattern of use:
Substance, topography, quantity, frequency, duration.

Decisional balance
and goal-setting

Analysis of advantages and disadvantages of the
change. Setting the change goal.

High-risk situations

Functional behavioral analysis: identification of classical and operant conditioning processes. Analysis of
the triple contingency.

Plans of action

Stimuli control, craving management, problem-solving, extinction processes, reinforcement of alternative behaviors.

Re-setting of
the goal
Additional sessions

Follow-up

Evaluation of the cultural change.

Training in specific skills.

Evaluation of the maintenance of the behavioral
change.

Figure 3. General structure of Brief Interventions for Addictions and the basic
principles underlying each component.

Figure 3 shows the traditional structure of brief interventions. Admission and Evaluation
sessions comprise the first stage, where the predominant task entails the precise identification of
the issue and the evaluation of the pattern of drug use, considering the type of substance, the
topography of the usage behavior, the amount of administration, the frequency, and the duration of
the conduct. Other identified factors are level of dependence, precipitator situations (context of use),
level of self-efficacy and disposition to change, etc.
In the next session, traditionally termed Decisional Balance, an analysis of advantages and
disadvantages of substance use and discontinuation of use is carried out with the aim of producing
a cognitive dissonance in the individual that causes them to consider the change and increase their
motivation and commitment to it. The target behavior of the intervention is also established at the
same time.
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Next, work is conducted using the functional analysis of the usage behavior, defining the
effects stemming from the respondent and operant conditioning processes through which the
substance use behaviors of the participants have been operating. In the application of the component
of the functional analysis, healthcare professionals encourage individuals to identify the interior and
external precipitator conditions of their usage behavior, as well as the internal, external, immediate,
and long-term consequences which maintain its occurrence.
In a session after the functional analysis of the usage behavior, stimuli control strategies
are worked on, as well as strategies on the management of desire, anxiety, or craving during the
discontinuation or reduction of use, on problem-solving and planning of alternative activities. The aim
of all of this is to modify the contexts of use, self-behavior of use, and the lifestyles of the individuals
seeking care. The healthcare professionals structure the procedures based on the foundation of the
drug use behavior and of the alternative conducts (habituation, sensitization, opponent processes,
reinforcement, and punishment, for example).

Lastly, a post-evaluation is conducted and follow-up of the behavioral change to ensure
maintenance and the generalization of the reduction or discontinuation of use and the alternative
behaviors. Throughout the intervention, there is an ongoing self-monitoring of usage behavior through
logs and anti-doping, as well as home assignments so that the individuals practice what has been
learned in the sessions in natural situations. The execution of each skill is also explained, modeled,
practiced, and feedback is given.

Evidence of Brief Interventions efficacy
Specifically, the interventions with a cognitive-behavioral approach and the use of the motivational
interview have proven to be effective in reducing substance use, and in increasing periods of
discontinuation (Ayala et al., 1997; Lira, González, Carrazcosa, Ayala, & Cruz, 2012; Martínez, Salazar,
Pedroza, Ruíz, & Ayala, 2008). In a Mexican study whose purpose was to assess the effectiveness
of a brief intervention program for adolescents between the ages of 14 and 18 who had started to
consume alcohol and other drugs (Martínez et al., 2008a), it was discovered that the procedures
were responsible for the reduction of the target behavior in the adolescents. When comparing the
baseline data with the treatment and follow-up, on average their standard consumption of glasses
went down by 66% after the end of the intervention. An increase in the self-efficacy level to face
risky situations was also observed a reduction in the problems related to use, and an increase in the
strategies that helped to maintain the change. The intervention lasted for four sessions during which
the following issues were addressed: costs and benefits of using, setting a usage goal, identifying
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risky situations and preparing plans of action, impact analysis of use in the life goals, and review of
the adolescents’ progress regarding the chosen goal.
Previously in a study in Mexico, Ayala et al. (1997) focused on assessing the impact of the brief
intervention for heavy drinkers of alcohol. They reported that 8.78% of 177 individuals with abuse
problems consumed alcohol heavily (more than ten standard glasses on each usage occasion) during
the baseline and that a moderate reduction in use was reported as an effect of the intervention at
the 6-month and 12-month follow-ups. During the pre-treatment phase, specifically, the average
number of drinks consumed was 9.2, and this went down to 4.4 glasses for the treatment phase.
At the 6-month and 12-month follow-up, it was reported at 5.8 and 6.5, respectively. A reduction

was also reported in the problems associated with use and an increase in situational confidence
for curbing episodes of heavy use. The intervention was provided during four individual sessions
in which components related to motivation were addressed to bring about a change in the usage
behavior, setting goals, the assessment of high-risk situations, and coping with problems stemming
from the use of alcohol.
Likewise, significant changes were found in the implementation of a brief motivational
intervention program for smokers (Lira et al., 2012) in the consumption pattern between the baseline,
intervention, and the follow-up, as well as an increase in the level of self-efficacy for controlling use
in risky situations. In this study, the brief intervention for smokers not only had an impact in smokers
who suffered from low dependence, but also in individuals with heavy dependence on nicotine, given
that a reduction was exhibited in the consumption pattern of individuals with increased dependence,
and the number of days of discontinued use increased. The brief intervention program was comprised
of one admission session, one evaluation session, and four intervention sessions.

Counseling, intervention, and brief treatment
As previously mentioned, one of the variables for determining the most appropriate level of care is
the type of psychoactive substance use. Universal prevention is indicated for individuals who have
not displayed use and for those who have begun to experiment with substance use, as observed in
Figure 4.
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Levels of intervention

Maintenance
and relapse
prevention
Treatment

Prevention
Indicated

Recovery

Selective

Dependence
Abuse

Universal

Early abuse
No use and
experimental use

Levels of use
Figure 4. Levels of care in addictions according to the level of use
(Morales, Gordillo, & Chávez, 2013)

Selective or indicated prevention is recommended for individuals that present substance
abuse which is causing consequences for them in the personal, family, or social spheres. Regarding
treatment, it is appropriate for individuals who present a dependence disorder, while maintenance
and relapse prevention are necessary strategies for individuals who have already completed an
intervention and are in a stage of recovery and establishing a satisfactory life without using or with
reduced use.

Brief counseling, conceptualized as a systematic intervention lasting only one session and
uses different techniques to promote behavioral change, is one of the strategies used at any level
of prevention (universal, selective, and indicated). The techniques involve providing information on
the effects of substance use over the short and long-term, analyzing risk and protection factors,
equipping individuals with strategies from cognitive-behavioral procedures to modify usage behavior,
and applying strategies for increasing the disposition to change (Martínez, et al., 2008a; Martínez,
et al., 2010, Morales, Martínez-Martínez, Carrascoza, Chaparro, & Martínez-Ruíz, 2013; Miller &
Rollnick, 2002; Salazar, Pérez, Ávila, & Vacío, 2012).
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The primary component of brief counseling, specifically, is motivational interviewing (MI), which
is useful in helping individuals identify their problem areas and resolve the ambivalence regarding
their change in use. As part of the strategies of MI, active listening is done, feedback is provided
to the individual on their use, and the individual is given support in setting clear and realistic goals
(Martínez et al., 2008a).
Brief counseling lasting only one session can be useful for the early detection of individuals
who display substance use (Martínez, Salazar, & Legaspi, 2007), to motivate them to start a more
intensive treatment program, to avoid dropping out of the intervention, and as support in groups of
people that lack resources, services, and specialized professionals (Miller, 1999; Salazar et al., 2012).
This has been used with the general population, school-aged adolescents, and university
youth, in which its effectiveness in reducing substance use has been demonstrated (Martínez et al.,
2008a; Martínez et al., 2010; Quiroga, Medina-Mora, & Aparicio, 2007; Salazar et al., 2012). It can
also be implemented in situations ranging from on-site emergency care to being implemented in
public or private health institutions (Carrazcosa, 2007).
In particular, an example of brief counseling in Mexico aimed at preventing the occurrence of the
initial contact with drugs, or instead offering alternatives to individuals who are already using drugs,
is entitled IDEAS (for its initials in Spanish) (Martínez, Salazar, & Legaspi, 2007), which is grouped
into five steps: I) inquire (identify the level of drug abuse or dependence through questionnaires); D)
dialogue (inform the individual of their level of use and the consequences they have had or could have
due to using); E) set goals (help the individual to set goals pertaining to reducing or discontinuing
use in order to avoid the short- and long-term negative consequences); A) accompany the individual
in the change process (research the satisfaction level of each individual with the advising and brief
counseling); and S) follow-up (detect if there have been significant changes in usage; if significant
changes have not occurred, the individual must be referred to another type of treatment).
Martínez et al. (2008a) evaluated the effect of the IDEAS brief counseling on the consumption
of alcohol with adolescents in two randomized groups: experimental and a waiting list. The results
indicated that the brief counseling was effective for changing the usage pattern and reducing the use
of alcohol among the adolescents in the experimental group while observing significant differences
between the control group in the follow-up phase after three and six months.
In contrast to brief counseling, brief interventions are the primary care strategy for individuals
who start problematic use of drugs (Martínez, Medina-Mora, & Berenzon, 2010), they last longer
(typically no more than 10 sessions); they include a more extensive evaluation of the usage pattern
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and of the associated factors, and there is greater involvement from the healthcare staff through the
follow-ups (Rodríguez-Marto, 2002).
On the other hand, brief treatment has also demonstrated to be effective in stopping or
reducing substance use. WHO (1998) conceptualizes treatment as the process which begins when
individuals who use psychoactive substances get into touch with a healthcare provider or another
community service, and it can continue through a sequence of concrete interventions until reaching
the highest possible level of health and well-being.
The primary objective of the brief treatment is to reduce dependence on psychoactive
substances and mitigate the negative consequences on the physical and mental health of the
individuals. The treatment encompasses services such as detoxification, substitution maintenance
therapy, and psychosocial therapies (United Nations Office on Drugs and Crime, 2003).
Particularly, brief treatment is a strategy that has proven to be effective to address dependence
disorders and achieving significant changes in behavior, motivating individuals to make decisions
and adopt changes for stopping drug use and maintaining the treatment (WHO, 2004). According
to NIDA (2016), brief treatments are useful and relevant because they are compatible with other
treatments an individual may receive, such as medical treatment, which makes them effective in
treating addictions both in outpatient and residential environments.
Similar to counseling and intervention, brief treatment integrates theory and procedures from
the cognitive-behavioral approach and from motivational interviewing to facilitate the individual
sticking to and actively participating in the treatment. In contrast to the counseling and intervention,
brief treatment lasts longer because several components are provided which aim to equip individuals
with the skills that, when absent, pose a risk for using, or these skills have become weaker as a result
of substance use.
As an example of the effectiveness of brief treatments, Barragán, González, Medina-Mora, &
Ayala (2005) found that the procedures were effective with individuals dependent on psychoactive
substances, demonstrating a decrease in use during the treatment and a year after discharge.
Specifically, report of average standard drinks shows the impact of brief treatment: 10.5 for baseline
levels during last year decreased to 0.6 while in treatment and 0.59 at follow-up. An increase in
the level of satisfaction with daily life and the level of self-efficacy was also observed, as well as
a decrease in the number of events precipitating use after the treatment and follow-up. According
to each person requirements, treatment duration varied between 15 and 24 sessions, that covered
13 components: admission, evaluation, functional analysis, showing non-use, daily-life goals,
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communication, problem-solving, refusing use, marital search, employment search, social and
recreational activities, relapse prevention, post-evaluation, and follow-ups.
Another study (Oropeza, Medina-Mora, & Sánchez-Sosa, 2007) evaluated brief treatment
based on cognitive-behavioral procedures in individuals with cocaine dependence. Findings show
that baseline levels of average weekly use of cocaine corresponding to 2.24 grams went down to 0.44
grams during treatment and 0.08 grams at follow-up. 47.36% of the participants continued using
cocaine during the follow-up, and 52.44% achieved total abstinence six months after the follow-up.
The brief treatment consisted of 10 sessions that addressed the following components: decisional
balance and setting goals, management of cocaine use, identifying and managing thoughts about
cocaine, identifying and managing cocaine craving, development of assertive skills for refusing use,
apparently irrelevant decisions, problem-solving, and re-setting goals and plans of action.
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Primary Care of Addiction in Mexico
In Mexico, some facilities provide prevention and primary care services for people with drug use
disorders through activities of sensitization, orientation, screening, brief intervention and treatment,
timely referral and relapse prevention (UNEME - CAPA, of the Ministry of Health; Figure 5). The
services focus primarily on the early detection of individuals with higher vulnerability and experimental
users, aiming to produce a timely and favorable impact on their decisions and those of their families
and prevent the development of drug use disorders (Technical Secretariat of the National Council
against Addictions, 2008).

Screening
Quick and easy way to identify
individuals who require further
evaluation or treatment due to
vulnerability or psychoactive
substance use

Universal
prevention

Brief
intervention

Brief
treatment

Effective
referral

Relapse
prevention

Positive childrearing practices

Medical and
psychological
counseling
services

Cognitivebehavioral model

Matching patient
characteristics
with services

Follow-up
program

Orientation
workshops for
families and
adolescents

Family orientation

Individual or family
modality

Social
reintegration

Figure 5. Core strategies of the UNEME-CAPA model
(Technical Secretariat of the National Council against Addictions, 2008).

In coordination with the Federal Ministry of Health through the National Commission Against
Addictions (CONADIC), state-level Health Ministries operate Primary Care Units located in priority
municipalities in Mexico’s 32 federal states (Alvear & Martín del Campo; 2012). According to the
National Directory (CONADIC, 2016), currently, 340 centers are operating at the national level.
Primary care units carry out intramural activities of guidance and information for parents,
workshops to reduce antisocial behavior in children, informative sessions, and workshops to
strengthen refusal skills in the face of the offer of alcohol and other drugs and attention to adolescents

32 •••

with risk factors. Likewise, extramural activities in the communities seek to promote healthy behaviors
through the identification of community leaders, conform, train and intervene community groups of
action as well as the early detection and timely intervention of drug use.
The primary care units carry out activities in brief counseling, intervention, and treatment based
on cognitive-behavioral procedures: a) brief intervention for adolescents who start using alcohol
and other drugs; b) brief intervention for problem drinkers; c) brief treatment for cocaine users;
d) daily satisfaction program; e) brief motivational intervention for smokers; f) relapse prevention;
and g) brief intervention for marijuana users. They also use a procedure to provide care to family
members, which offers support to the people related to the individuals who use drugs, and, as well,
face problems stemming from alcohol and other drugs use. There are both individual and group
intervention methods, depending on the needs of the population (Alvear & Martín del Campo; 2012).
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Implementation of a brief intervention:
Evidence-based decision-making.

G

enerally, there is a sequence of decisions that healthcare professionals must make before,
during, and after the implementation of an intervention. Frequently, there is a need to adapt

an intervention based on the individual’s personal characteristics, for example through
the modification of aspects like the order and components of the sessions, the strategies to be
implemented, and the duration of the intervention. These are professional decisions that are expected
to have a positive impact on the treatment goals of individuals who use substances. The modification
of these elements over time is a natural and crucial process for many reasons, among others to
obtain greater effectiveness in the treatments as stopping or reducing drug use and lower costs are
attained, for example, when intensive treatment is not needed.

Traditionally, health professionals, to adequately adhere to evidence-based procedures,
have focused the implementation of the interventions on the application of procedures precisely as
described in published manuals and protocols. However, throughout the dissemination and adoption
of interventions in daily practice, the need has arisen to adapt the procedures established in manuals
and protocols to the diverse characteristics of individuals who use drugs and are treated with these
procedures. This is why interventions are currently considered adaptable.
Adaptive interventions are procedures where the intervention type or dosage offered to
persons is tailored, based on individual characteristics or the clinical presentation, and are repeatedly
adjusted over time according to progress (Bierman, et al., 2006; Marlowe et al., 2008; McKay, 2005).
The decision of when, how, and why to adjust an intervention must be based on clear
parameters such as the severity of the problem, the results of an assessment, and the progress of
the behavioral change during the intervention. The most critical element to consider in the adaptation
of an intervention is the periodic assessment to verify whether the initially-selected treatment is
achieving to change drug use behavior of persons. If this is not the case, adjustments are made in
the procedure, which may occur many times during the intervention process (Weisz, et al., 2004).
The implementation of an intervention adaptable to the needs of the individual entails four core
elements: 1) a sequence of critical decisions, 2) intervention options or levels of intervention and their
variations, 3) critical adaptation variables, and 4) a sequence of decision rules (McKay, 2009).
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The sequence of critical decisions implies to establish the order of administering the
intervention options, defining which to implement first and, if the initial intervention is not successful,
which to choose as second. These decisions help to determine what maintenance (follow-up) of the
intervention should be offered, and what and how to monitor the type of relapse signals (McKay,
2009). The set of options for possible procedures includes different types of interventions, different
administration methods, different combinations of procedures, different actions to foster commitment
and adherence to the intervention, and different duration of the intervention. The adaptation variables
that are used to determine when intervention should be modified include information that is useful for
detecting early signs that it is not sufficiently effective. The sequence of decision rules links personal
characteristics with the progress of the individual’s treatment goals and the specific options of the
intervention. The purpose of the decision rules should be to guide professionals in the decision and
choice of intervention procedures for each stage, based on the availability of information related to
the characteristics and progress in persons’ goals (Collins, et al. 2004; Lavori & Dawson 2000, 2004;
Lavori, Dawson & Rush, 2000).
The following section contains the decision algorithm for the implementation of a Brief
Intervention considering levels, characteristics of people and critical variables for adaptation, through
a treatment plan that ensures the achievement of their goals and allows monitoring and follow-up.

Step 1. Identification of the intervention level.
In the identification of the level of intervention that is needed, it is suggested to use screening tools
such as ASSIST (Alcohol Smoking and Substance Involvement Screening Test; WHO, 2010), which
indicates the risk score for each substance the individuals report having used. The scores obtained
allow to classify the persons’ risk for each substance as low, moderate, or high to determine the
most appropriate intervention in each case.

●● Brief Counseling. Intervention level aimed at people who are at risk of using drugs, or who have
experimental or very low-frequency consumption, without associated negative consequences.

●● Brief Intervention. Intervention level aimed at individuals with problematic drug use, who are

regular users and experience associated negative consequences, and show indicators of mild
dependence.

●● Brief Treatment. Intervention level aimed at individuals presenting substance use and multiple

associated problems and repercussions in different areas of their lives. Tolerance or withdrawal
syndrome may be present.
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Step 2. Selection of the drug use behavior goal.
After identifying the level of intervention, the next step is to select an intervention goal regarding
drug use, which may be the reduction or discontinuation. In this case, three main factors must be
considered: 1) baseline drug use pattern: the frequency, quantity, and duration of use will facilitate
establishing the feasibility of a goal, either reduction or discontinuation.; 2) if the level of dependence
is moderate or severe, a reduction goal is not realistic, because of that level of use that is hard to
control; and finally, 3) self-efficacy, meaning how confident the individual feels about achieving the
established goal. These three factors are of the utmost importance because not considering them
adequately for the establishment of the goal can lead to making it not be feasible and challenging to
achieve. Therefore it is necessary that the goal is realistic and achievable given the characteristics
of the person.

Step 3. Definition of the drug use behavior goal.
Establishing an appropriate goal for the intervention implies to define it precisely concerning quantity,
duration, frequency, topography, etc. That is, it is necessary to specify in detail what will be considered
as the achievement of the goal. Thus, if the established goal is the reduction, it must be defined as in
the previously mentioned terms: not more than three alcohol standard drinks per occasion, maximum
one day a week. In another case, if the established goal is discontinuation, precise definition is also
fundamental, for example, an eight-week period without using cocaine.
When operationally defining the goal, it is also possible to easily identify the indicators that will
allow the monitoring and measurement of progress, such as weekly anti-doping application, daily
self-reports either filled out by the person using drugs or their significant others. It is essential to
establish these indicators and their periodicity at the same time that the drug use behavior goal is
established and defined.

Step 4. Selection of the alternative behaviors goal.
Joint with the establishment of the drug use behavior goal, it is necessary to establish goals for
alternative behavior, which will reinforce the achievement of reduction or suspension and allow
acquiring a healthy lifestyle. Additional goals must be proposed concerning behaviors that help
individuals sustain reduction or discontinuation and expand their behavioral repertoire so they have
alternatives that compete with substance use and other conducts that could put the individuals at
risk. At the same time, this will allow them access to a satisfactory life.
In general, additional goals are identified as a deficit in people’s abilities, such as communication
skills, coping with emotions like sadness or anxiety, or free time administration. The importance of
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considering additional goals lies in their relationship with the substance use or in the promotion of
a healthy lifestyle that competes with using. This is because in the majority of cases, difficulties in
showing efficient behaviors, or the association of using with certain events or moods, lead individuals
to use the substance.

Step 5. Definition of alternative behaviors goal.
As with the consumption behavior, additional goal behaviors must be defined with clarity to monitor
their progress. Their definition entails quantity, frequency, duration, and topography, and with this,
the identification of clear measurement indicators. For example, a goal to improve communication
with one’s mate may be established and defined as: Engage in a ten-minute pleasant conversation at
least once a day. There can be many different follow-up indicators, being the most typical daily logs
and reports from a significant other.

Step 6. Intervention dosage.
After defining with clarity the intervention goals, the next step is to establish the minimum intervention
dosage required to attain this goal. This entails setting periodicity of appointments, for example
once or twice per week, or every fifteen days; approximate number of sessions needed for the
intervention; and the minimum components for implementation, hierarchically ordered, such as
functional analysis, plans of action, and anger management.

Step 7. Assessment of the behavior goals.
Given that the goals are defined and have clear measuring indicators, it is necessary to evaluate
whether the individuals are reaching the proposed goals periodically, to make decisions regarding
adjustments in the treatment plan which include changes in intervention procedures, adequation of
dosage intervention, and even referral to another type of care.

Step 8. Adjustment of the treatment plan.
Finally, if the assessment of progress in the achievement of people’s goals determines they are falling
short, it is necessary to adjust the treatment plan to ensure attainment. These adjustments are made
according to the needs of the individuals and may be proposed as many times as necessary, trying
to exhaust the intervention procedures or if the elements to refer to another type of care are not
present.

The decision algorithm for the implementation of brief interventions is presented below,
revisiting the considerations mentioned before.
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Figure 6. Algorithm for implementing an intervention in addictions (42-43)
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Considerations in each step of the
intervention.
Case detection
Persons with problems due to drug use are detected using case identification procedures. Through
the examination and screening of drug use is possible to early detect persons at risk of developing
addiction and experiencing associated problems in various areas of their lives.
This first intervention activity entails the identification of key indicators, whether through
specific tools or an interview, such as the substance used, the pattern of use, and the associated
problems. The outcome of a detection procedure is the classification of cases within a spectrum
of intervention possibilities varying in degrees of intensity and corresponding to the severity of the
substance use problem of the identified persons. The following describes levels of intervention,
according to the persons’ characteristics of drug use (Skinner, 1990; See Table 1), those same also
described previously.
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Table 1.
Levels of intervention associated with the individual’s characteristics.

Level
intervention
Prevention

of

Individual’s characteristics
Individuals
substance.

abstaining

from

the

Level of use

No use

Brief counseling

Substance use occurs occasionally,
as isolated or sporadic events,
without regularity, without tolerance
and dependence, and does not bring
about medical, social, or familyrelated consequences.

Experimental use

Brief intervention

A pattern of drug use that harms, or
threatens to damage, the physical,
mental, or social well-being of
an individual. Consumption is
frequent or occasional but produces
consequences.

Mild-moderate use

Brief treatment

Persons present a compulsive
pattern of use, wherein most of the
time is spent using the substance,
recovering from its effects or
obtaining it, and also experiencing
intoxication or withdrawal symptoms
while performing daily activities.
Individuals continue using drugs
despite the adverse effects they exert
on their bodies.

Severe-substantial

Among the objectives of case detection are the identification of individuals and their associated
problems, the increment of their risk perception, the awareness of needing a more in-depth evaluation,
and the increase of interest and motivation to adhere to the intervention (Connors, 1995).
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Assessment
Case detection as the first activity helps to determine the existence of problematic substance use,
while assessment helps to characterize it. Once the individuals with substance use problems are
identified, the next step is to perform a more exhaustive evaluation.
The evaluation includes the characterization of nature, scope, and severity of the potential
substance use disorder, as well as the preparation of the corresponding treatment plan (Institute
of Medicine, 1990; Sobell, Toneatto & Sobell, 1994). This stage of the intervention is critical for
determining what type of treatment is appropriate for each person. Regarding drug use behavior, the
evaluation must include the gathering on the history and pattern of use, associated consequences,
situations linked to use, clinical characteristics that suggest dependence, current medication and
use of other drugs, family history, and a history of physical symptoms.
Most research focuses on the efficacy of treatments to reduce substance use as the primary
outcome. Nevertheless, a more comprehensive view of the goals to be considered in the evaluation
of the treatment goes beyond the quantity and frequency of substance use. According to the
National Institute on Drug Abuse (NIDA, 2010), it is necessary to consider the following aspects in
the evaluation, as interdependent goals of the intervention: delinquent behavior, self-efficacy, harms
related to drugs, problem severity, coping skills, anxiety or craving, days in stable housing, days
spent at work or school, days of treatment, withdrawal syndrome, the individual’s functioning, health,
psychiatric comorbidity, psychosocial functioning, quality of life, stage of change, stress levels, and
expectations associated with substance use.
Based on the assessment of the pattern of use and the dimensions mentioned before, it is
possible to obtain a baseline that allows for the planning of an individualized intervention.

Early referral and multidisciplinary work
Substance use frequently coexists with other mental disorders. In these cases, care may become
more complex as it is necessary to consider and address both conditions. In this regard, persons using
psychoactive substances with detected psychiatric comorbidity must be evaluated to implement
specific lines of action.
This additional evaluation is called referral and entails contacting and sending people to other
healthcare professionals when the institution resources are not sufficient to address the individuals’
problems, such as a psychiatrist or even to another institution like residential or detoxification facilities
(NOM 028, 2009). The referral of an individual to other healthcare professionals or services must be
done immediately to address needs at the earliest.
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Timely referral for people who need care from supplementary services requires that healthcare
professionals be part of an interdisciplinary support network. Thus, it is essential to have a directory
of trustworthy referral options, to guarantee care and take into consideration persons’ needs, the kind
of substance used, age, gender, patterns of use, psychoactive substance dependence syndrome,
and problems related to use (NOM 028, 2009).
In addition to psychiatric comorbidity, which tends to be the main reason for referral, it is
necessary to consider other variables that have an impact on the adaptation of the brief intervention,
such as gender perspective, the age of the individuals, language and ethnic origin, disabilities, and
cognitive functioning, among other things.
Concerning gender, treatment must focus not only on biological differences but also on
differential social and environmental factors, as these may influence the motivation to use, the reasons
to seek help, the environment where the individual receives treatment, and the consequences of
not getting it (NIDA, 2010). Many of life’s circumstances primarily affect women, which require a
specialized treatment approach. For example, physical and sexual trauma followed by post-traumatic
stress disorder is more common in female users than in males who are in treatment. The intervention
must consider other specific factors for women, like issues related to pregnancy and childcare,
financial independence, and difficulties to attend treatment, such as lack of time and money or
coercion by a significant other.
Age is also an important factor to consider. Adolescents with substance use problems have
special needs that result from the lack of neurocognitive and psychosocial maturity, inherent in this
stage of development. Brain areas linked most closely to behavioral aspects such as decision-making,
judgment, planning, and self-control undergo a period of rapid maturation during adolescence. Drug
use in adolescents also tends to be associated with other concurring mental health problems. These
include attention-deficit/hyperactivity disorder (ADHD), oppositional defiant disorder and behavioral
issues, as well as depressive and anxiety disorders. Adolescents are particularly sensitive to social
cues and peers exert great influence during this stage. Therefore, the most effective treatments are
those that facilitate the active participation of parents and caretakers, incorporate other systems
where the teenagers participate (such as school and sports), and recognize the importance of peer
relations that lead to healthy and pro-social behaviors (NIDA, 2010).
Senior citizens lie at the other extreme, whose proportion is increasing worldwide. Although
drug treatment programs specifically for seniors are not currently available, existing research indicates
that addiction treatment programs may be just as effective for seniors as they are for younger adults.
However, drug abuse problems in old age usually go unnoticed, and therefore, untreated (NIDA,
2010).
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Other factors such as a possible disability, cognitive difficulties, or even the individual’s
native language being different from that of the healthcare provider, must be considered in planning
the intervention, to adjust strategies and procedures in a way that these factors do not impair the
implementation and results.
Finally, considering the many variables for each case, healthcare providers must have a
directory of certified institutions, for reference to services like urgent care, treatment, rehabilitation,
specialized care (NOM 028, 2009), to attain timely, comprehensive, individualized, and adequate
attention for people who use psychoactive substances.

Fundamental components.
1. Sensitization and motivation

The Transtheoretical Model of Change, proposed by Prochaska and DiClemente (1982), explains
individual’s conduct modification, based on the motivation to change, understanding motivation
as the current state of an individual or a stage of preparation for change. The motivation to change
has to do with a series of stages that the individuals go through when problematic behaviors are
displayed, such as substance use. According to these authors, in the path to change the individual
undergoes this very process several times before attaining a stable change. Intervention must use
different tactics, depending on which stage the person is. Problems stemming from the individual’s
resistance arise when professionals use confrontational strategies.
Prochaska and DiClemente (1982) propose six stages of change: Precontemplation,
Contemplation, Determination, Action, Maintenance, and Relapse. Precontemplation represents the
point of entry to the process of change. In this state, the person has not yet considered that has a
problem or may need to change. Someone in precontemplation needs information and feedback to
increase their awareness about the problematic situation and that change is possible.
The next stage is Contemplation. Once a problem is recognized, the person enters into a
period marked by ambivalence, when both considers and rejects changing at the same time. The
description of the experience of the contemplating individual is a fluctuation between the reasons
to change and to continue behaving in the same manner. A person in the contemplation stage
experiences reasons either for concern or the lack of it, motivations for conduct modification or to
continue in the same way, meaning that identifies gains or reinforcers in both options. According to
the authors, the task of the healthcare professional in this stage is to tip the scale in favor of changing.
Once the individual is leaning towards changing, reaches the Determination stage. Every once
in a while the balance shifts in favor, and for a time, the individual’s comments reflect a favorable
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degree of motivation to change, persons’ verbalizations reflect the identification of reinforcers or
gains from the alternative behaviors to drug use. When the individual is in the determination stage,
the task of the professional is not to motivate but to advise on the most appropriate, accessible,
proper, and effective resources to reach their goal.
The next stage is Action. Most frequently, individuals consider it the initial phase of the
intervention. The individual engages in actions and conducts that will lead to change. The objective
of this stage is to produce a change in the problem to resolve.
When the individual is making adjustments in conduct, reaches the Maintenance stage.,
during which, the challenge is keeping the modifications achieved in Action and prevent relapse.
Maintaining changes may require a different set of skills and strategies from what was necessary to
accomplish the initial change.
Finally, there is a sixth stage the authors consider part of the process of change and a natural
state of it. If relapse occurs, the individual must continue moving within the stages of change before
remaining stuck. The task of the professional is to help the person to avoid disconsolation and
demoralization, to keep the change initially proposed, renew determination, and tune the efforts
previously made to reach the stages of action and maintenance.
In the process of implementing a brief intervention, an essential task of the healthcare
professional is to increase and maintain the probability that persons follow a series of steps towards
the recommended change, meaning that they remain motivated to change. Table 2 shows the
activities that healthcare professionals must comply with, depending on person’s stage of change,
aiming to increase motivation (CONADIC, 2012).
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Table 2.

Activities of the healthcare professional based on the stages of change of the individual.

Stage of the
individual

Motivational tasks of the healthcare professional

Precontemplation

Increase in the perception of risks and problems of the
current behavior. Provide information about the causes and
consequences of use, as well as feedback to increase awareness
of the problem and the possibility of changing.

Contemplation

Identify and point out the reason to change and the risks of not
changing; increase self-efficacy for the change in the current
behavior.

Determination

Guide individuals to determine the best course of action to follow
to attain the change, identifying strategies that are acceptable,
accessible, appropriate and effective for change.

Action

Guide individuals to perform actions towards the change, help
propose solution options, as well as strategies for reducing or
discontinuing use.

Maintenance

Guide persons to identify and use strategies to prevent relapse.
Help avoid demotivation, continue behaviors directed to change,
renew determination, resume action and maintain efforts.

Relapse

Guide persons to renew the process of contemplation,

determination, and action, avoiding blockades or demoralization
due to relapse.

Additionally, it is essential that during the whole process of implementation, healthcare
professionals focus on strengthening the persons’ motivation through using open and closedended questions, show a facilitating attitude, summarize information, negotiate priorities, express

understanding, reflect and validate, support, establish and endorse alliances (CONADIC, 2012). It
is crucial always to show an empathetic attitude to understand what the individual wants to say
through active listening. The interaction style is imperative to obtain valid information and motivate
persons to change (Miller & Rollnick, 2002).
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2. Functional analysis of the drug use behavior

Recall that this is a structured way of organizing the background and consequences of a behavioral
problem, which in this case is substance use. This strategy allows persons and healthcare
professionals to assess the individual determinants of the usage behavior (Barragan et al., 2006;
West, 2005), analyze the functioning relationship among the triggers and the operational description
of drug use behavior, and the associated consequences of maintaining it. Functional analysis of
drug use conduct is done from the identification of the elements of triple contingency: background
or discriminative stimuli, the behavior related to those and the consequences or reinforcers that
maintain it (DeLeon, Bullock & Catania, 2013).
Identification of drug use triggers. In the analysis of the context, there are two groups of precipitating factors: internal and external. To thoroughly identify all the stimuli functionally associated with
drug use behavior in persons, regarding external precipitators, healthcare professionals must inquire
about aspects of the context in which use occurs, such as the people, places, days, times, and
activities that precede the conduct. For internal precipitators, healthcare professionals must gather
information about thoughts, emotions, and physical sensations that occur before using.
The central aspect of the identification of external and internal precipitators is the possibility
of clearly recognize the context in which drug use happens, and thus, be able to explain it through
respondent conditioning mechanisms that entail the association of specific stimuli with the behavior,
thereby establishing those as discriminative to deliver the conduct, meaning conditions under which
drug use is very likely to occur.
It is of utmost importance to explain these mechanisms to persons requesting care, so they
can identify triggers and therefore understand what leads to drug use and then create effective
procedures for change. Understanding of the functional relationship between contextual stimuli and
substance use behavior by healthcare professionals and service users is fundamental for planning
the necessary strategies to include in an intervention.
Identification of the drug use behavior. The second term in the functional analysis is the operational definition of persons’ drug use behavior. An adequate description of the conduct must include
a clear identification of the substance, the measurement unit, the quantity used per occasion, the
duration of use episode, and frequency of administration.
At this time in the analysis, healthcare professionals must explain the implications of the pattern
of use, emphasizing the progression of the behavior concerning use, abuse and dependence levels,
as well as the indicators of tolerance, withdrawal syndrome, and out of control intake is spiraling, if
these are present.
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Identification of consequences of use. Finally, the third element of the functional analysis is the
identification of consequences that explain the maintenance of the usage behavior (reinforcers) and
those that could promote discontinuation or reduction (punishments). To perform the functional analysis of drug use with the associated consequences is necessary to first identify the immediate outcomes, such as the context associated gains; which could include sweet moments with persons,
in places and situations, as well as pleasant thoughts, emotions and physical sensations stemming
from the administration of the substance. As the second instance, it is important to identify negative
consequences associated with drug use in different areas of the individuals’ lives: interpersonal,
physical, emotional, legal, occupational/educational, financial, and others.
The identification of reinforcers associated with drug use is essential to understand what
maintains it, and from there, establish an alternative behavior that allows individuals to attain this
type of gains. On the other hand, the identification of adverse consequences stemming from drug
use enables individuals to consider a change in behavior due to the deleterious effects experienced
from using.
As in the case of the precipitators of drug use, it is imperative for healthcare professionals to
clarify to the persons the functional relationship of the behavior with the consequences presented,
meaning they should identify those as contingencies to use and explain its maintenance.

3. Planning of alternative behaviors to using

Once healthcare professionals have performed the functional analysis of drug use behavior, the next
central strategy is planning the establishment of alternative conducts to using, aiming to expand
the behavioral repertoire of the individuals, and therefore increasing the probability of obtaining
reinforcement with alternative activities that result in the reduction or discontinuation of use.
Planning of the alternative behavior follows the same logic as the functional analysis of the usage
behavior, meaning identifying the background that promotes it, describing the specific behavior, and
anticipating the ensuing consequences.
Identification of alternative behaviors to using. Based on the functional analysis of drug use behavior, it is possible to plan alternative conducts. A first aspect consists of identifying which context
may favor the alternative behavior. Which means, as done with the drug use behavior, it is necessary
to determine external stimuli such as people, places, days, times, and activities, as well as internal
stimuli, which include thoughts, emotions, and physical sensations, that could increase the probability of the alternative behavior to occur.
Thus, the guidance of healthcare professionals is essential for persons to be able to plan and
program the context (stimuli control) favoring reduction or discontinuation of use when designing
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contact with individuals, places, and activities that are not related to drug administration and which
lead to other behavior focused on attaining valuable reinforcers for persons.
As is the case with drug use behavior, the more alternative conducts are performed in specific
contexts, the context stimuli will function as discriminative elements for precipitating the execution
of alternatives and therefore reduce person’s opportunity of engaging in drug use behavior.
Planning of alternative behaviors to using. A crucial aspect is the specificity of the operational
definition, meaning that when establishing a plan of action, it is necessary to determine the conduct
to perform, what the topography is, duration, frequency, etc., so that the individuals have clarity
regarding how the planned behavior will be carried out.
Therefore, it is important for the persons to have several alternatives instead of only one
behavior, in order to increase the probability of success. Thus, it is necessary to identify obstacles
or difficulties that may arise in the plan of action, so that individuals have answers prepared that
allow them to adapt to the circumstances that could appear surrounding what has been planned for
or even be capable of producing alternatives entirely different from the original plan. This helps to
ensure that the alternative behaviors deliver reinforcers that maintain discontinuation of drug use.
Anticipating the consequences of alternative behaviors to using. As the last step in the planning
of alternative usage behavior, it is vital to guide the individuals to foresee consequences that could
appear with the planned conduct. While it is possible for difficulties to arise for individuals who are
trying to make a change, especially at the beginning, it is important to emphasize that beyond these
difficulties, carrying out the alternative behavior will result in pleasures associated with a healthier
lifestyle, free of substance use. Thus, alternative behaviors will be related to reinforcers that will
foster its maintenance and which the individuals should attain without the need to use. That is why,
first of all, the identification of reinforcers associated with use must be established with clarity for the
planning of another type of behavior that allows achieving similar reinforcers, and also produces the
restitution of the value lost by reinforcers due to the negative consequences of use.
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4. Modeling, roleplaying, and execution feedback.

In some cases, the alternative behavior requires persons to show a series of skills that may not be in
their behavioral repertoire or may present gaps. Therefore, it is necessary for healthcare professionals
to identify the required skills and ensure that the individuals can execute them properly.
The way to guarantee with the highest degree of probability that individuals implement planned
alternative behavior is the positive practice of the skills required to carry it out. These actions imply
that healthcare professionals must explain clearly to individuals what the ability consists of, and
highlight the relevance of using it while emphasizing the possible positive consequences of attaining.
Once healthcare professionals explain the skill, it is necessary that they model it for the individuals,

meaning they should execute it while being observed. Later on, persons must execute the skill through
roleplaying, in which they show what they would do in a simulated situation while the professionals
see them. Finally, healthcare professionals must provide feedback, indicating the effective behaviors
related to the skill being acquired and the aspects that they must improve to have an execution that
allows them to attain the ability in question and carry out the defined plans of action for the reduction
or discontinuation of drug use.

5. Skill training

Skills refer to a set of thoughts, behaviors and attitudes that aim to promote the optimal development
of the individuals. In the case of substance use, skills are strategies that will allow individuals to
healthily cope with high-risk situations associated with substance use, as well as resolve or mitigate
the impact of different everyday life problems. The innate characteristics of the individual may
influence these skills; nevertheless, its acquirement may happen through a continuous learning
process that entails orientation, modeling, behavioral practice, and feedback from the professional.
Below are described the fundamental skills that have been effective for the treatment of substance
use: (Barragán, Flores, Hernández, Ramírez, Ramírez, & Pérez, 2014).
a. Skills for establishing life goals
Dissatisfaction in different areas of everyday life is one of the aspects that is most impacted by
substance use. Establishing life goals and putting them into practice is an essential task that is
gratifying to individuals and allows them to experience positive consequences from their efficacious
behaviors. Therefore, the purpose of this intervention component is to guide the individuals to
establish goals in different areas of everyday life based on their needs and priorities. Strategies to
support persons in goal setting consist of a pro-con analysis of establishing life aims, choose long,
mid, and short-term objectives in areas most affected by substance use (health, family, education,
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job, mate, etc.), determine clear and affirmative purposes, using measurable behaviors, and execute
a specific plan of action detailing steps for attainment.. It is important for the professional to provide
support to persos in implementing each one of their goals and prioritize these in accordance with
their needs.
b. Refusal skills
Among the most effective skills for preventing relapse, which combine both behavioral and cognitive
strategies, are the skills to refuse or say no to using, which can be applied both in situations of
social pressure as well as in situations involving high-risk thoughts. The purpose of providing this
type of skill is for the individual to learn to cope with external and internal high-risk substance use
situations efficiently, without using. Specifically, the strategies that professionals can teach persons
to face external situations are: assertively refuse social pressure, suggest alternatives to drug use
for hanging out, change the topic of conversations with people who press others to use drugs, offer
valid social justifications, interrupt the interaction with the group that exerts social pressure and if
necessary, confront those pushing to curb definitively social pressure. For internal situations related
to precipitating thoughts, cognitive restructuring is used, which is adequate to replace negative
thoughts that precede drug use with positive thoughts that prevent it. A third strategy that is useful
for this type of skill is guiding the individual to establish a social support network, to identify those
who may help change drug use behavior.
c. Communication skills
Communication skills are indispensable for individuals to establish positive social interactions
with other drug-free individuals. Also, it facilitates life goals achievement, improves interpersonal
relationships, and cope better with conflicts. The purpose of training individuals in these types of
skills is to improve the communication between them and among those who surround them, to attain
higher satisfaction in their relationships. The healthcare professional will teach specific communication
behaviors related to how to prompt conversations, listen to others, offer understanding or empathy,
assume or share responsibility, provide help, give and receive the acknowledgment, share feelings,
give and receive criticism, request support, and express disagreement.
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5. Problem-solving skills

Individuals who use psychoactive substances may experience shortcomings when confronting
different problematic situations that arise at the personal, family, or social level, and avoidance is the
way they use most frequently. Problem-solving skills foster the proper management of risky situations
and promote discontinuation of use. Training these skills has a robust psycho-educational focus;
therefore, the healthcare professional teaches the individual to apply a range of strategies related to
the definition of the program, generation of alternatives, analysis of advantages and disadvantages
of each option, select a solution and assess it.

6. Social and recreational skills

These are aimed to establish or improve interpersonal interactions with other individuals and develop
behaviors that allow them to do it healthily. In the training of social skills, individuals learn to be more
effective in assertively expressing their emotions. Also, it contributes to allowing them to develop the
ability to establish healthy and drug-free recreational actions. In this case, the task of the healthcare
professional is to support persons to analyze their group interactions and determine a plan of action
with activities that compete with drug use and help to obtain the highest possible level of satisfaction.
f. Emotional skills
Emotions play a fundamental role in everyone’s life, as they are necessary for survival and fulfill
a specific function in adapting to certain situations and contexts. However, when the intensity
of the emotion is excessive or disproportionate, it is necessary to maintain control to avoid any
consequences that put the individual itself or others in danger. Particularly, unpleasant feelings are
one of the factors associated with relapse, therefore, it is necessary that persons acquire strategies
which allow them to efficiently cope with emotions like sadness, anger, jealousy, and anxiety.
Among the leading techniques that healthcare professionals teach, the following stand out: timeout, distraction and change of thinking, positive self-instructions, doing fun activities, looking for the
positive side, and breathing and relaxation techniques.

g. Marital counseling skills
As previously mentioned, interpersonal relations is the most affected area as a result of substance
use. Regarding the marital counseling component, the main objective is to train spouses to increase
their marital satisfaction through skills for improving communication, exchange mutual rewards, and
come to agreements through problem-solving. Therefore, the employed strategies have to do with
anger management (time-out, distraction from the thought and positive self-instructions), verbal
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and non-verbal communication behavior (eye contact, appropriate tone of voice, nearness, positive
physical contact, etc.), communication skills (know how to listen, start conversations, express
understanding, offer help, make and receive criticism, etc.).
h. Skills for searching for and keeping a job
A job is a daily life satisfaction because it is a source of strength and social recognition, there is
social engagement, a better financial situation, and in terms of substance use, it encourages the
discontinuation of use. The purpose for equipping individuals with this type of skills is to be able to
get or keep a satisfying job that is free of precipitators of use. Thus, healthcare professionals can
support individuals in setting professional goals, conducting an analysis of previous jobs, correctly
filling out a job application, preparing a CV, identifying likely job sources, or getting involved in selfemployment with effective results.
i. Training people who are significant to the individuals who use substances
Training significant others (family or friends that don’t use drugs) of those who use drugs is vital
for recovery. Participation of family members or friends in treatment can produce a higher level
of motivation to change, lower levels of drug use and achieve more extended drug-free periods,
shorten treatment duration, and it even becomes itself an indicator of intervention’s success. The
objective of this component is to provide training to the family or friends that don’t use drugs which
are willing to support the individual’s treatment and encourage the achievement and maintenance
of discontinuation/reduction through an environment of understanding, collaboration, and support.
Specifically, the healthcare professional trains the significant others in communication strategies,
problem-solving, emotion control, and early warning strategies for relapse prevention.

6. Discharge of individuals from a Brief Intervention

There are four possibilities (NOM 028, 2009): 1) release due to the achievement of therapeutic goals,
2) referral, when channeled to another service because not delivering expected results or people
have different care needs, 3) by person’s request, or for minors, an authorized family member, legal
representative or guardian and with person’s consent, 4) attrition, due to dropping out.
For any of these cases, it is necessary to assess and report the state of the discharged
individual, concerning intervention goals, progress made, satisfaction with the service, the report of
their significant other on the produced change, and the follow-up plan to monitor the reduction or
discontinuation of use. The following section discusses the importance and mechanisms of followup for maintenance of reduction or discontinuation of drug use.
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This guide has recommended the primary components for homologating the cognitivebehavioral process for counseling, brief intervention or treatment in the addiction field. The
homologation of procedures that constitute the minimum dose of brief intervention intends to reduce
barriers to treatment that could occur during the dissemination process of the empirical, scientifically
validated findings for timely and effective care for drug use. Additionally, the standardization of care
procedures is a precurrent for relapse prevention, but above all, helps to keep change achieved
during the brief intervention, and with this, the establishment of a satisfactory life for the individuals
with the discontinuation or reduction or substance use.
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Follow-up of the Maintenance of
Discontinuation or Reduction of Drug Use

F

ollow-up of brief interventions is fundamental in encouraging the maintenance of the individual’s
goal, whether discontinuation or reduction mainly because relapse for substance use disorders

ranges between 40 to 60% (NIDA, 2016). Marlatt and George (1984) define relapse as a failure
in the attempt of a person to reach a behavior goal, either going back or not to the levels of use
before treatment.

One of the primary models for explaining relapse behavior is proposed by Marlatt and Gordon
(1985) which refers to the existence of various risky situations that happen before the relapse and
could prompt substance use. According to the cognitive-behavioral approach of the relapse process
(Marlatt, 1993), the individual tends to face the risky situation inefficiently, leading to substance use
and the effect of a violation of abstinence, which produces guilt, loss of control, and a perception of
low self-efficacy, which increases the probability of relapse (see Figure 7).

Coping
response

Self-efficacy
increases

The likelihood
of a relapse
goes down

HIGH-RISK
SITUATION
No coping
responses/
ineffective
coping

Self-efficacy
decreases.
Expectations of
positive results

Initial use
of the
substance

Effect of
violating
abstinence.
Dissonance,
guilt, and loss
of control

The likelihood
of a relapse
increases

Figure 7. Cognitive-behavioral model of relapse (Marlatt, 1993).
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One of the primary contributions of the Marlatt and Gordon model (1985) is the development of a
Taxonomy of Relapse Triggers (TRT), which defines the primary high-risk situations associated with
drug use. As observed in Figure 8, the first category is for Intrapersonal-environmental Determinants,
which addresses relapse episodes associated with intrapersonal factors (within the individual), and/
or reactions towards non-personal environmental events such as negative emotional and physical/
physiological states, an increase in positive emotional states, a test of personal control, and
temptation or urge to use substances (Marlatt, 1996).
The second category, Interpersonal Determinants, refers to high-risk situations associated with
interpersonal factors with the presence or influence of other people as part of a precipitant event,
such as interpersonal problems, social pressure, and an increase in pleasant social experiences
(Marlatt, 1996).

Category I: Intrapersonal-Environmental Determinants
1. Negative emotional states. Examples of these are frustration, anger, fear, anxiety, depression,
loneliness, etc.
2. Negative physical/physiological states. Unpleasant or painful physical or physiological states
associated with the use of the substance or other negative physical states such as pain or illness that
are not associated with use.
3. Increase of positive emotional states. Use of the substance to increase feelings of pleasure, joy,
celebration, etc., or to experience the stimulating effects of the drug.
4. Test of personal control. Use of the substance to self-test whether moderate use is possible, to test the
effects of a treatment, or the commitment to abstinence.
5. Temptation or urge to use. Use of the substance as a response to temptations or intense desire. The
temptation may arise in the presence of cues associated with use (seeing a pack of cigarettes, for
example), or in the absence of cues, when the need or temptation to use comes on “suddenly.”

Category II: Interpersonal Determinants
1. Interpersonal problems. Experiencing unpleasant feelings. These may be triggered by conflicts with
other people, such as arguments, fights, jealousy, disagreements, quarrels, etc.
2. Social pressure. Response to the direct or indirect pressure on the individual to use exerted by another
person or group.
3. Increase of pleasurable social experiences. Use of the substance in an interpersonal situation to
increase feelings of pleasure, celebration, and/or sexual excitement.

Figure 8. Taxonomy of Relapse Triggers (Marlatt & Gordon, 1996).
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Analysis of relapse triggers in users of alcohol, tobacco, and heroine, compulsive gamblers,
and individuals on a diet (Rangé & Marlatt, 2008), found that the most frequent were negative
emotions (35%), social pressure (20%), interpersonal conflicts (16%), and craving drug use (11%).
The less frequent were positive emotions and negative emotional states (3%) and testing personal
control (9%).
According to García, Oropeza, and Vázquez (2009), on average two-thirds of relapses occur
in the first three months after treatment, and between six and twelve months after the intervention,
they exceed 45%. These figures indicate that the follow-up is a fundamental factor both to promote
change maintenance in persons’ behavior, as well as to prevent relapse.
More specifically, a follow-up is defined as the process of contact with the individual at
designated, systematic, and structured intervals after the treatment (Rollnick & Miller, 2013). Among
the primary reasons for conducting an organized follow-up is to support the individuals in maintaining
the target behavior acquired as part of the initial treatment, whether it is discontinuation or reduction
or use. Furthermore, Miller (1989) suggests other advantages such as measure the efficacy and
impact of interventions, reinforce the treatment process by identifying high-risk situations that could
precede relapse, obtain information on drug use pattern changes and associated problems, and that
person perceives the follow-up sessions as an indicator of interest and continuous care.
Even though follow-up for brief interventions usually is established three, six and twelve
months after discharge, healthcare professionals need to take into account that people differ in their
responses to the interventions, and it is thus essential to provide the most appropriate type or dose
of follow-up for the maintenance of the target behavior.
Therefore, below is presented a protocol for follow-up and maintenance of change in drug use,
and thus, prevention of relapse.
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Objective
The purpose of this segment of the guide is to describe the follow-up protocol aimed at maintaining
the discontinuation or reduction of psychoactive substance use of the individuals leaving brief
counseling, intervention, or treatment. Specifically, if it necessary to: a) use an evaluation strategy
to measure the self-efficacy of the individuals, the risk factors, and the skills for maintaining the
discontinuation or reduction of use in persons leaving a brief counseling, intervention, or treatment;
b) systematize the implementation of follow-up strategies to persons who have left a brief counseling,
intervention, or treatment; and c) disseminate the successful implementation of short-, medium,
and long-term follow-up strategies to maintain the discontinuation or reduction of the behavior in
individuals who exited a brief counseling, intervention, or treatment.

Scope
Specialist healthcare professionals in the implementation of the Brief Counseling, Intervention, and
Treatment in Addictions, who work at public and private primary Care and Prevention Centers for
Addictions.

Case detection
ZZ Objective

To present the Follow-up Protocol for Maintenance of the Discontinuation or Reduction of Psychoactive
Substance Use in individuals discharged from Brief Counseling, Intervention, or Treatment in Care
and Prevention Centers for Addictions.

ZZ Duration
30 minutes

ZZ Material

Invitation pamphlet to the protocol (Appendix 1)

ZZ Procedure

First. Healthcare professionals will invite the individuals who have completed brief counseling,
intervention, or treatment to participate in the Follow-up Protocol for Maintenance of the Discontinuation
or Reduction of Substance Use. These individuals must have met their usage goal set during the
brief counseling, intervention, or treatment at least one week beforehand. The invitation may be
made personally, by phone, or via a technological resource.

58 •••

Second. With the support of the Invitation pamphlet to the protocol, healthcare professionals will
mention the importance of continuing to acquire skills in favor of the maintenance of their usage
goal, whether discontinuation or reduction.
Third. Likewise, professionals will explain that stopping or reducing the use of substances is a
process that requires work and ongoing effort by the individuals and their surrounding loved ones.
This is why it is necessary to participate in a protocol that allows for the identification of followup periods according to the characteristics of each case, the skills needed to be reinforced to
successfully confront the high-risk situations in daily life, as well as the relapse-prevention strategies
in each case, all according to the specific needs of the treated individuals.
Fourth. Furthermore, the professionals will mention to the individuals that the Follow-up Protocol
does not conflict with the follow-up sessions of the brief counseling, intervention, or treatment in
which they previously participated. On the contrary, the Protocol will be beneficial for identifying
whether these follow-up sessions are enough for controlling their use, or if there is a need for
additional strategies to maintain the target behavior.

Evaluation
ZZ Objective

To identify if the individuals meet the inclusion criteria for the Follow-up Protocol for the Maintenance
of the Discontinuation or Reduction of Psychoactive Substance Use, as well as to evaluate the level of
self-efficacy, the risk factors associated with substance use, the skills acquired during the treatment,
and the number of relapses.

ZZ Inclusion criteria

Individuals who have completed and been released due to improvements from the brief counseling,
intervention, or treatment that was given at Primary Care Centers for Addictions (Figure 9), and have
met their usage goal at least one week beforehand.
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Figure 9. Brief Intervention or Treatment Models given at Primary Care Centers for Addictions

ZZ Duration
90 minutes

ZZ Material

Evaluation Form for the Follow-up Protocol for Maintenance of the Discontinuation or Reduction of
Psychoactive Substance Use (Appendix 2)
Scoring Format for the Evaluation Form for Follow-up Protocol for Maintenance of the Discontinuation
or Reduction of Psychoactive Substance Use (Appendix 3).

ZZ Procedure

The evaluation session will be carried out in the following stages:
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Stage 1. Review of the individual’s clinical file
Before carrying out the session with the individuals, the professionals must locate and review
the individuals’ files in order to obtain information related to the course of the brief counseling,
intervention, or treatment in which they participated.
They should specifically analyze the substance use pattern, including the average use per
regular day, the maximum amount consumed, and the percentage of days with no drug use; the
consequences in their personal, family, and social spheres, the level of use identified through the
application of instruments, the level of motivation before and after the treatment, as well as the
number of relapses during treatment; a relapse shall be understood as a failure in the intent of the
individual to reach their target behavior (Marlatt & Georga, 1984).

This last variable is important because it is part of the inclusion criteria for the Follow-up
Protocol and provides information on the individual’s adherence to the treatment and the effectiveness
of the brief counseling/intervention/treatment, and it will be one of the indicators for determining
if the follow-up periods established in the brief counseling/intervention/treatment in which they
participated are enough for the maintenance of their goal, or if the time between these periods
should be reduced.
Stage 2. Application, qualification, and interpretation of the evaluation instruments
Evaluation Form for the Follow-up Protocol for the Maintenance of the Discontinuation or Reduction
of Psychoactive Substance Use (Appendix 2). Its objective is to support the healthcare professionals
in identifying the inclusion criteria for the Protocol, and in the evaluation of several variables related
to the usage pattern, relapses, periods of no drug use, risk factors, and skills acquired during the
brief counseling/intervention/therapy. It is comprised of 106 items grouped into seven sections.
The first section contains the personal information of each individual. It holds information
such as name, age, contact information, education, occupation, and information on significant others.
The second part contains the inclusion criteria and substance use. It is divided into two
sections. The first section contains information on the individual’s clinical file which was compiled
during their entry into the brief counseling/intervention/treatment (Stage 1), and the second is
acquired through individual reporting where information is gathered related to the set usage goal,
the maintenance time of the goal, the number of relapses, etc.). It is important to point out that the
information obtained from the clinical file and the individual reporting must be consistent; otherwise,
the healthcare professionals will be responsible for clarifying the information with the individuals in
order to verify the veracity of the information.
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The state of health, consequences, and general satisfaction are reviewed in the third
part. General information is gathered on the current physical health of the individuals, substance-use
related problems, and satisfaction with the quality of life.
Strategic materials and applications are found in the fourth part. Information is received
regarding the review of the materials analyzed as part of the brief counseling/intervention/treatment
the individuals received, as well as the application of the acquired strategies.
The fifth part contains the Brief Situational Confidence Questionnaire (BSCQ; Annis, 1982)
that evaluates the self-efficacy for refusing alcohol use in eight situational categories (unpleasant
emotions, physical discomfort, pleasant emotions, testing control over the drug, physical need,
conflict with others, social pressure and pleasant times with others). It was adapted for the Mexican
population by Echeverría and Ayala in 1997. This instrument was developed based on the selfefficacy theory by Bandura, in which self-efficacy is defined as the perception the individual has
on their ability to effectively confront high-risk situations stemming from the taxonomy of relapse
triggers (Marlatt, 1996). The scoring of the BSCQ involves obtaining the direct percentage given by
the individual in each situation, or rather obtaining a general average percentage.
The sixth part features the Questionnaire on Risk Factors associated with Substance Use
(CFARI): It evaluates the level of the risk factors associated with substance use, presented by the
individuals, through a Likert scale with five response options. It is comprised of 38 items in eight areas:
community, family, Mood, self-concept, use in the family/friends, antisocial behavior, life goals, and
parental supervision (only for teenagers under 18). This questionnaire is based on the primary risk
factors reported in the literature on addictions, defined as the variables pertaining to the individual,
family, or social spheres that are present in the context in which the individuals are engaged, and
which could increase the likelihood of the development of an addiction behavior (NIDA, 2016). The
CFARI score is obtained through a formula expressing the percentage by area, or rather the overall
percentage from the entire questionnaire (obtained score multiplied by 100)
The Questionnaire on Skills for Managing Risky Substance Use Situations is shown in
the seventh part (CHASRI): This is comprised of 11 skills that the individual may have acquired as a
part of the brief counseling/intervention/treatment in which they participated. The scale ranges from
0% to 100% where 0 means the individual does not use the skill and 100% means it is frequently
used. In addition, the healthcare professional has the possibility to research the underlying reasons
in cases where the skills are reported by the individual as being used less than 80% of the time; this
is done to find out whether the reason is because the individual did not receive training on this skill,
or because a high-risk situation has not presented itself for the skill to be used.
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The BSCQ, CFARI, and the CHASRI are questionnaires that were designed to be selfadministered. Despite the objective of optimizing time and fostering greater understanding of the
instruments, it is suggested for the professional to directly read the instructions and the items, to
reference examples to the individual if necessary, and write down the answers in the corresponding
spaces.
Scoring and Interpretation Format for the Evaluation Form for the Follow-up Protocol for
the Maintenance of the Discontinuation or Reduction of Psychoactive Substance Use This involves a
format whose objective is to compare the scores obtained in the BSCQ, the CFARI, and the CHASRI,
to obtain a total score and by evaluation area, to have an interpretation parameter, and to illustrate
the results (Appendix 3).

In the BSCQ, only the percentages reported by the individual in each of the categories are
recorded, and an average percentage is obtained to discover the level of self-efficacy of the individual
to resist the need or temptation to use substances. For the purpose of this protocol, a percentage
over 80% indicates that the individual displays a high level of self-efficacy, which is hoped will be
found in the majority of the cases given that these are individuals who completed a brief counseling/
intervention/treatment with an average duration of one to three months, and who have been fulfilling
their drug use behavior goal for at least one week (discontinuation or reduction). By contrast, the
individuals who exhibit a percentage under 80% have a low level of self-efficacy.
Where concerning the CFARI, the score obtained in each of the items is recorded in the table.
It is worth pointing out that there are sections where the scores are inverted (4,3,2,1,0, or 0,1,2,3,4),
and it is therefore suggested for healthcare professionals to be careful when recording the scores
just as they are indicated on the questionnaire. After this, the total score by area is obtained and the
formula is applied for obtaining a percentage (total score multiplied by 100, between the maximum
score). The same formula must be applied for obtaining the overall percentage of the level of the risk
factors. For the purpose of this protocol, a percentage greater than 50% indicates that the individual
exhibits a high level of risk factors associated with substance use, while a percentage under 50%
indicates the risk level is low.
Lastly, in terms of the CHASRI, the same procedure is followed as for the previous questionnaires.
An average of the percentage obtained in the 11 skills is attained. Qualitative information can also
be obtained regarding the reasons reported by the individual in each item. For the purpose of this
protocol, a percentage over 80% reveals that the individual exhibits a high skill level, while a lower
percentage indicates that, even though the individual completed a brief counseling/intervention/
treatment in which they acquired various strategies for confronting use effectively, they display a
deficit in the understanding and/or use of these skills.
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Follow-up plan
ZZ Objective

To determine the most appropriate intervention level for the follow-up for the individual, based on the
results of the Evaluation Form for the Follow-up Protocol for the Maintenance of the Discontinuation
or Reduction of Psychoactive Substance Use.

ZZ Duration

60 minutes. The healthcare professional will prepare the follow-up plan while not in the presence of
the individual.

ZZ Material

Scoring and Interpretation Format for the Evaluation Form for the Follow-up Protocol for the
Maintenance of the Discontinuation or Reduction of Psychoactive Substance Use

ZZ Procedure

1. Algorithm for determining the follow-up intervention level (Figure 10).
At the beginning, the healthcare professional must verify whether the individuals were discharged
from the brief counseling/intervention/treatment for substance use due to improvement, which, as
previously mentioned, must be corrected in the clinical file. It must also be verified whether the
individual has already been fulfilling their drug use behavior goal for at least one week (discontinuation
or reduction). Discontinuation cases may be identified through records or the administration of a
metabolite detection test in the urine or blood.
In the event the individuals do not meet the inclusion criteria for the Follow-up Protocol, the
professionals must refer them to a brief treatment or intervention method of greater intensity.
If the individuals do meet the inclusion criteria for the Protocol, the professional must verify
the level of intervention of the follow-up, according to what is established in the decision-making
algorithm.
●● 2.1 Orientation for the maintenance of the discontinuation/reduction: It will be provided
when the individual displays a self-efficacy level over 80%, a level of risk factors under 50%, a
skill level for managing risky situations over 80%, and a maximum of one relapse episode during
the treatment. The regularity of the follow-up sessions will be determined according to the brief
intervention in which the individuals initially participated, where sessions are typically established
for one month, three months, six months, and one year after discharge. The target profile for
benefiting from this orientation would be individuals who have acquired necessary strategies
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and skills during the brief counseling/intervention/treatment to successfully confront high-risk
situations for substance use, and who also have a high level of confidence for facing these
situations. Likewise, these individuals should also report a low level of risk factors pertaining to
the individual, family, and social spheres, and therefore present a lower likelihood of drug use.
Lastly, these individuals should have exhibited a low percentage of relapses during the treatment,
which is an indicator of the capacity, adherence, and motivation to modify the drug use behavior
throughout the counseling/intervention/treatment.
●● 2.2 Orientation for the maintenance of the discontinuation/reduction + change in
frequency of the follow-ups: It is recommended to provide this for individuals who have

not met the previously mentioned condition. In other words, those who most likely exhibit a
high level of self-efficacy but do not have sufficient skills to deal appropriately with high-risk
situations, or rather individuals exposed to a high rate of risk factors. These cases point to the
need to reduce the regularity of the follow-ups to ensure the opportunity to use the strategies
acquired during treatment and evaluate its effectiveness and receive feedback from healthcare
professionals. It is suggested for these follow-up periods to be bi-monthly (3 occasions),
monthly, once every two months, and quarterly (2 occasions).
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Start

The user exited due to being released from a
brief counseling/intervention/treatment due to
having improved, and has been abstinent for

MORE
INTENSIVE TX

ORIENTATION + REDUCTION OF
FREQUENCY OF FOLLOW-UPS

ORIENTATION FOR THE MAINTENANCE
OF THE USAGE GOAL

Fulfilled?

YES

NO

Self-efficacy
level over
80%

YES

Fulfilled?

Risk-factor level
under
50%

NO

Fulfilled?

YES

NO

Skill level for managing
high-risk situations over
80%

YES

Fulfilled?

NO

Orientation session for the
maintenance of the goal +
reduction of the frequency of
the follow-ups
The user presents
a relapse

NO

The user exhibited a
maximum of one relapse
during treatment

Fulfilled?

YES

Biweekly follow-up (3 occasions),
monthly (2 occasions), every other
month (2 occasions), and every three
months (2 occasions)
Fulfilled?

NO

Orientation
session for the
maintenance of
the goal

Follow-up plan (functional analysis,
plans of action, strengthening of skills,
re-setting the goal), and evaluation of
the usage goal

Continue with the
defined follow-ups

YES
The user went back to their
initial use (before the counseling/
intevention/treatment)

Fulfilled?

NO

YES

Assessment to resume a more
intensive treatment

Refer a brief intervention/treatment with
a degree of intensity greater than the
first counseling/intervention/treatment
received by the user

Reduction of the frequency of
the follow-ups

End

Fulfilled?

NO
YES

Refer to a treatment with a different
model or modality

Figure 10. Algorithm for identifying the intervention level of the follow-up.
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Follow-up sessions
one, three and six
months, and one year
after having finished
the brief counseling/
intervention/treatment

●● 2.3 Orientation for the maintenance of the discontinuation/reduction + change in frequency
of the follow-ups + more intensive treatments
In the event the individual was to exhibit a relapse that would bring back to the drug use level
reported before the brief counseling/intervention/treatment, the healthcare professionals must
assess whether the individual needs to reenter a more intensive intervention/treatment on top of
implementing the necessary treatment plan, whether this is a brief intervention/treatment, with
weekly sessions, or rather a residential treatment with a professional, mixed, or mutual-help
model that involves the individual being hospitalized either 24 hours a day, or for a specific period
of time. The healthcare professionals must take the following into account to make this decision:

a) the drug use pattern before entering treatment; b) prior treatments; c) the characteristics of the
relapse; d) the strategies the individuals tried to prevent relapse; e) the context of the individuals;
f) the self-efficacy of the individuals as of the relapse; g) the level of social support; and, h) the
willfulness to enter into a residential treatment (if this is the case), etc.
In either of these two modalities, the professionals must ensure a physical assessment is
conducted on the individuals to determine whether pharmacological treatment needs to be integrated
to reduce the signs and symptoms of intoxication and abstinence, manage cravings, get rid of the
effect of the drug, provide treatment for conditions associated with use, etc.
Even if the rules for deciding on the most appropriate intervention level of the follow-up for the
individuals are determined in the algorithm, the professionals must take the following into account:
a) the level of dependence on substance use, and b) the willingness of the individuals.

In terms of level of dependence, it is important to indicate, as suggested in the literature,
that addiction causes changes in the structure and functioning of the brain, with greater frequency
of problems associated to physical health, family, work, and social life. Therefore, individuals who
present a level of dependence to one or more psychoactive substances require a more significant
dose of treatment, and thus a timelier follow-up with shorter intervals. According to NIDA (2016),
the majority of individuals with dependence need at least three months of treatment to reduce or
stop using substances, and the longer the treatment is, the better the results are obtained by the
individuals, as long as there is an effective treatment model. In this regard, healthcare professionals
may decide that due to the level and pattern of use, and to the associated problems presented by
the individual before entering treatment, it is necessary to carry out an orientation for maintaining the
goal, as well as the reduction of the follow-up periods.
In terms of willingness of individuals, it is critical to point out that when the professionals perceive the importance of conducting follow-up sessions (bimonthly, monthly, once every two months, or
quarterly), and they have been oriented on the importance of continuing to work on maintaining their
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goal (discontinuation or reduction), if the individuals do not have enough motivation or availability, the
intervention will not be able to be carried out. Although the most recommendable thing is to carry out
follow-up sessions in person, authorization may be requested from the individual to do these by phone.

Components of the Follow-up
ZZ Objective

Provide and strengthen the individual’s skills for maintaining their drug use behavior goal over the
short, medium, and long term.

ZZ Duration

60-minute sessions

ZZ Material

Bimonthly and Monthly Follow-Up Interview (Appendix 4), Bimonthly and Quarterly Monitoring
Interview (Appendix 5), and Life Plan Form (Appendix 6).

ZZ Procedure

According to the intervention level identified in the treatment plan, the following strategies will be
applied:
a. Orientation for the maintenance of the discontinuation/reduction:
Healthcare professionals will provide feedback to the individuals on their results from the application
of the Evaluation Form while performing the following:
First. Identifying the areas of each questionnaire that presented a higher and lower score.
Second. Reviewing the items and responses of the Questionnaire on Skills for Managing Risky
Substance Use Situations (CHASRI), emphasizing the strategies the individuals may implement
according to each risky situation.
Third. Commenting on the importance of self-control in relapse prevention.
Fourth. Mentioning that relapses are part of the process of changing any behavior and the important
thing is the way in which we confront a situation to avoid returning to the initial pattern of use.
Fifth. Highlighting the importance of the social support of family and friends in the recovery process.
Sixth. Emphasizing the importance of attending the follow-up sessions established in their previous
counseling/intervention/treatment, and also providing the option for attending another type of
intervention that could reinforce the achieved changes, such as self-help groups.
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Seventh. Clarifying that even though there are established follow-up periods, the individual may ask
for help whenever it may be needed.
Lastly, the healthcare professionals will address the importance of developing a life plan that
enables identifying the activities the individuals may carry out over the short, medium, and long term
in terms of substance use, and life areas like family, social and recreational activities, affective and
emotional experiences, work and/or education, and legal aspects. This activity will be performed in
the session with the orientation from the professionals and the support of the life plan form (Appendix
6). It is worth mentioning that the professionals must urge the individuals to identify clear, realistic,
and quantifiable goals while establishing a plan of action for each of them.
b. Follow-ups that are bimonthly, monthly, every two months, and quarterly.
As in the previous section, healthcare professionals will provide feedback to the individuals on the
opportunity areas identified in the evaluation, specifically related to their self-efficacy, risk factors,
and skills for confronting risky situations for the prevention of relapses. Healthcare professionals will
mention that the interventions have a greater impact when the time of duration of the treatment is
longer than 6 months, because substance use may end up causing changes in the way of thinking,
feeling, and acting, which is why a more intensive treatment is needed that supports individuals in
reestablishing their functions, and in having greater capacity for confronting high-risk situations in
daily life.
In this regard, the professionals must carry out a follow-up plan in which a functional analysis
of the drug use behavior or alternative behavior is conducted and the skills are identified which are
fundamental for working/reinforcing with individuals as a foundation in the areas that presented
the greatest opportunity (life goals, refusing use, problem-solving, social and recreational activities,
emotional control, marital counseling, looking for and keeping a job). They should also prioritize them
based on individual’s needs and goals. Likewise, the use of modeling will be fundamental, as well
as behavioral practice and feedback, so the individuals not only obtain particular skills, but also are
sufficiently prepared to put those into practice.
In parallel with the sessions, healthcare professionals must carry out the following activities:
1) review of the personal log; 2) administration of tests for detecting metabolites; 3) implementation
of motivational interviewing; 4) functional behavior analysis of drug use and alternative behaviors;
preparation and assessment of the plans of action; 5) use of didactic materials (pamphlets, reading,
videos, etc.) which make up part of the brief intervention or treatment manuals mentioned in Figure
9; 6) ongoing evaluation of the follow-up plan to identify possible adjustments that may need to be
performed to obtain better results; 7) identify variables that determine when an intervention must be
modified (for example: early signs that the individual is not responding to the intervention, adherence,
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secondary effects, or information of the context of the individual; and 8) assessment to be included
in a pharmacological intervention.
In addition, the professionals may use the interview formats as a guide for carrying out the
follow-up (Appendixes 4 and 5), which gather information on general information of the individuals,
health status, and overall satisfaction, substance use and relapses, strategic materials and application,
and goal-setting.

Final recommendations
The following is recommended for the proper execution of the procedures established in this protocol:
First. Adhere to the official regulations in terms of Prevention and Treatment of Addictions. In
Mexico: NOM-028-SSA2-2209, Para la Prevención, Tratamiento y Control de las Adicciones, NOM004-SSA3-2012, Del Expediente Clínico, Guía de Referencia y Contrareferencia de Usuarios a los
Servicios Especializados en Adicciones, Código de Ética del Psicólogo y Derechos de los Pacientes.
Second. Ask for supervision of your cases in order to receive feedback on execution of the
intervention/treatment from a health professional.
Third. Seek support within the organization and with other organizations in order to promote a
comprehensive treatment of the person.
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W

e understand that stopping substance use is a process that requires
ongoing efforts, active participation, and the support of the people who
are meaningful in your life. That is why...

once you have finished your treatment and you
have reached your goal without using...

Objective:
To define the most appropriate follow-up periods for your case and reinforce
the skills you acquired during your treatment.

Benefits:
 Identify situations involving risk
 Strengthen skills that allow me to continue with my substance use goal
 Acquire skills to confront risky situations
 Increase satisfaction in different areas of my life
 Fulfill short- and long-term goals
 Increase my confidence to remain abstinent
 Exercise and maintain motivation to change use

Allow yourself the opportunity to keep on working on improving your skills!!!
Remember that the only way to reach your goals is through effort and discipline...
We look forward to seeing you at the Center for Prevention and Care for Addictions 
located at 					
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ZZ ANNEX 2
Name of Healthcare Staff:						 Date of Completion: 

1. PERSONAL IDENTIFICATION:
1.1.

Name: 

1.2.

File No.: 

1.3.

Age: 			

1.4.

Sex: 1 Female

1.5.

Address: 

1.6.

Telephone(s): 

1.7.

E-mail: 

1.8.

Education: 

1.9.

Profession: 

2 Male

1.10. Marital Status: 
1.11. People residing with you: 
1.12. Name, relationship, and telephone number of your person of contact: 

2. INCLUSION AND SUBSTANCE USE CRITERIA
2.1.
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INFORMATION OBTAINED FROM THE INDIVIDUAL’S HEALTH FILE

2.1.2.

In which type of brief counseling/intervention/treatment did you participate?

2.1.3.

Duration: 

2.1.4.

Start Date: 			

2.1.5.

End Date: 			

2.1.6.

Reasons why you ended the C/I/T: 

2.1.7.

No. of sessions: 			

2.1.8.

Substance(s) used: 	

2.1.9.

Impact substance: 

2.1.10.

Frequency of use: 

2.1.11.

Time of use: 

2.1.12.

Average use on a regular day: 

2.1.13.

Maximum amount of use on a regular day: 

2.1.14.

Level of use: 1 Use

2.1.15.

Consequences associated with using: 

2.1.16.

Risky situations associated with using: 

2.1.17.

Stage of motivation for change before and after C/I/T: 

2 Abuse

3 Dependence

2.1.18.

Time of abstinence before C/I/T: 

2.1.19.

Time of abstinence during C/I/T: 

2.1.20.

Number of relapses before C/I/T: 

2.1.21.

Number of relapses during C/I/T: 
2.2 INFORMATION OBTAINED THROUGH THE USER’S REPORT

2.2.1.

What was the main substance for which you were admitted into C/I/T? 

2.2.2.

How long ago did C/I/T end? 

2.2.3.

What was the usage goal you set?
Specify: 

2.2.4.

How long have you been meeting your usage goal? 

2.2.5.

Have you had any relapses? 		
1 Yes 2 No
If you answered yes: How many times did you use? 

2.2.6.

How much did you use the last time you used? 

2.2.7.

What kind of situation where you in? 

2.2.8.

If you have had a relapse, would you like to set a new usage goal?
1 Yes
2 No Why?/What goal? 

2.2.9.

Metabolite detection test results: 

2.2.10.

Goals achieved through C/I/T: 

1 Discontinuation

2 Reduction.

3. STATE OF HEALTH, CONSEQUENCES, AND GENERAL SATISFACTION
3.1.

How would you describe your current state of health?

1 Good 2 Normal 3 Poor

3.2.

Have you experienced health problems recently?

1 Yes 2 No

3.3.

Do you continue to have problems due to the use of alcohol/drugs? 1 Yes
If you answered yes, explain why: 

3.4.

How satisfied are you with your current quality of life
1 Very satisfied

2 Satisfied

3 Unsure

		

4 Unsatisfied

What? 
2 No

5 Very unsatisfied

4. STRATEGY MATERIALS AND APPLICATION
4.1.

4.1 Have you reviewed the materials you received during C/I/T?:		

1 Yes

2 No

1 Yes

2 No

1 Yes

2 No

If you answered yes, when was the last time you reviewed them?
If you answered no, explain why not: 
4.2.

4.2 Have you completed your usage behavior personal logs?			
If you answered no, why not? 

4.3.

4.3 Have you applied the strategies you reviewed during treatment?

		

Why?/Which ones? 
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5. BRIEF SITUATIONAL CONFIDENCE QUESTIONNAIRE (Annis, 1982)
INSTRUCTIONS: Listed below are 8 types of situations or events in which some people experience an alcohol or
drug problem. Imagine yourself as you are RIGHT NOW in each of the following types of situations and indicate
on the scale from 0 to 100% how confident you are in your ability to resist the need or temptation to use, with
0% meaning “NOT AT ALL CONFIDENT” and 100% meaning “TOTALLY CONFIDENT” that you could resist.
5.1.

UNPLEASANT EMOTIONS (for example: if I were depressed about things in general; if everything
was going badly for me). I feel...
0 % c c c c c c c c c c 100%
Unsure
Sure

5. 2. PHYSICAL DISCOMFORT (for example: if I would have trouble sleeping; if I felt jumpy and
physically tense). I feel...
0 % c c c c c c c c c c 100%
Unsure
Sure
5. 3. PLEASANT EMOTIONS (for example: if something good would happen and I would feel like
celebrating; if everything was going well). I feel…
0 % c c c c c c c c c c 100%
Unsure
Sure
5. 4. TESTING CONTROL OVER THE DRUG (for example: if I were to start to believe that drugs were
no longer a problem for me; if I felt confident that I could handle using just a little bit of the drug). I
feel…
0 % c c c c c c c c c c 100%
Unsure
Sure
5. 5. PHYSICAL NEED (for example: if I had an urge to use drugs; if I thought it would make me feel very
good and that I really need it). I feel...
0 % c c c c c c c c c c 100%
Unsure
Sure
5. 6. CONFLICT WITH OTHERS (for example: if I had an argument with a friend; if I were not getting
along well with others at work). I feel...
0 % c c c c c c c c c c 100%
Unsure
Sure
5. 7. SOCIAL PRESSURE (for example: if someone would pressure me to drink; if I would be invited to
someone’s home and they would offer me drugs). I feel...
0 % c c c c c c c c c c 100%
Unsure
Sure
5. 8. PLEASANT TIMES WITH OTHERS (for example: if I wanted to celebrate with a friend; if I would be
enjoying myself at a party and wanted to feel even better). I feel...
0 % c c c c c c c c c c 100%
Unsure
Sure
Average percentage of the individual’s self-efficacy level: 
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6. QUESTIONNAIRE ON RISK FACTORS ASSOCIATED WITH SUBSTANCE USE (CFARI)
INSTRUCTIONS: Next you will find a series of affirmations related to where you live, your relationship with
your family, your mood, your self-perception, some behaviors you may have (or may not have) demonstrated
throughout your life, and your life goals. Please answer as honestly as possible, and state whether you agree

Unsure

Disagree

Completetely
disagree

Concerning the place where you live...

Agree

TRIGGER POINTS

Completetely agree

or disagree with each of the following statements.

4

3

2

1

0

0

1

2

3

4

4

3

2

1

0

1. Robberies or burglaries happen in your neighborhood
2. Drugs are sold near your home
3. You feel unsafe on the streets of your neighborhood
4. Gangs rob or assault people in your neighborhood
5. Neighbors get in fights or arguments with each other

Concerning your family...
6. They support one another
7. Your family members have a good relationship
8. The opinions of others are respected
9. Everyone can express their feelings and thoughts
10. Time and attention are devoted to each family member

Concerning your mood...
11. You feel sad or depressed frequently
12. You feel anxious frequently
13. Have you ever missed work or school due to feeling sad or depressed?
14. Have you wondered if there is still anything worthwhile?
15. Have you ever thought about ending or attempted to end your own life?
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Concerning the opinion you have of yourself...

0

1

2

3

4

4

3

2

1

0

4

3

2

1

0

0

1

2

3

4

0

1

2

3

4

16. Do you feel like you have good qualities?
17. Do you feel good about yourself?
18. Are you capable of doing things just as well as almost everyone else?
19. Do you have a positive attitude towards yourself?
20. Overall, are you happy with yourself?

Concerning drug use among your family and/or friends...
21. Has anyone in your family had a drug and/or alcohol use problem?
22. Have any of your friends had a drug and/or alcohol use problem??
23. Does your significant other use drugs and/or alcohol?

Concerning some behaviors that you may or may not have demonstrated...
24. Have you taken money or anything worth over $500 pesos that did not
belong to you?
25. Have you struck or damaged anything (object or property) that did not
belong to you?
26. Have you attacked anyone using an object such as: a gun, knife, stick,
switchblade, etc.?
27. Have you sold drugs?
28. Have you gotten into a fight or brawl?

Concerning your life goals, you think that in the future…
29. You can earn a degree or get a good job
30. You can have a happy life
31. You will continue to strive to better yourself
32. You can have enough money to live comfortably
33. You can achieve the goals you have set for yourself

ONLY FOR TEENAGERS. Your parents or guardians...
34. Know who your friends are
35. Set a curfew for you
36. Congratulate you when you do well on a job or task
37. Only let you go out with friends they know
38. Are involved in the activities you are interested in

Average percentage of the level of risk factors associated with use: 
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7. QUESTIONNAIRE ON SKILLS FOR MANAGING RISKY SUBSTANCE USE
SITUATIONS (CHASRI)
INSTRUCTIONS FOR THE INDIVIDUAL WHO USES: Next you will find some skills you may have learned as part of
the brief counseling, intervention, or treatment in which you participated. On a scale from 0 to 100%, please
rate how much you currently use the skill to manage risky usage situations, with 0% meaning “I don’t use the
skill” and 100% meaning “I use the skill frequently”

INSTRUCTIONS FOR HEALTHCARE STAFF: Each time the person responds that a skill is used at a percentage
below 80%, ask about the reason for their answer.
7.1.

Skills for setting short-, medium-, and long-term goals (for example: identifying goals in different
areas of your life, executing plans of action, working towards achieving the goals, assessing them,
etc.)
0% c c c c
I don’t use the skill

c

0% c c c c
I don’t use the skill

c

0% c c c c
I don’t use the skill

c

0% c c c c
I don’t use the skill

c

c

c

c

c c 100%
I use the skill

Reasons:

		 
7.2. Skills for refusing use when faced with social pressure from friends, family, or peers (for example:
saying “no, thank you,” “I am in treatment,” “I no longer use,” etc.)
c

c

c

c c 100%
I use the skill

Reasons:

		 
7.3. Skills for changing negative thoughts into positive thoughts to avoid using (for example: changing the
thought from “I will only use a little” to “if I start using, surely my body will ask for more and I won’t
be able to stop,” or “I am a drug addict who ruined his/her life” to “I’ve had problems with drug use,
but being in treatment will help me stop using and feel happy with myself”).
c

c

c

c c 100%
I use the skill

Reasons:

		 
7.4. Skills for communicating better with the people around me (for example: initiating conversations,
listening to others, offering help, sharing my feelings, expressing disagreement in a respectful and
assertive manner, etc.)

Reasons:

		 

c

c

c

c c 100%
I use the skill
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7.5.

Skills for solving everyday problems (for example: analyzing the problem, thinking about different
alternatives, weighing the advantages and disadvantages of each alternative, putting the best
choiceinto practice, etc.)

Reasons:
7.6.

c

c

c c 100%
I use the skill



0% c c c c
I don’t use the skill

c

c

c

c

c c 100%
I use the skill



0% c c c c
I don’t use the skill

c

c

c

c

c c 100%
I use the skill

Skills for dealing with sadness (for example: changing thoughts, looking for the positive side of the
situation, asking for support from a person you trust, doing an enjoyable activity)

Reasons:
7.9.

c

Skills for managing anger (for example: telling myself things to calm down, giving myself a time-out,
distracting myself, changing my thoughts, etc.)

Reasons:
7.8.

c

Skills for engaging in healthy recreational activities (for example: seeking drug-free activities that
allow me to feel happy and putting them into practice: practicing a sport, getting together with friends
who do not use, learning a trade, etc.).

Reasons:
7.7.



0% c c c c
I don’t use the skill



0% c c c c
I don’t use the skill

c

c

c

c

c c 100%
I use the skill

Skills for managing anxiety (for example: breathing and relaxing, telling myself things to self-soothe,
changing my thoughts, etc.)

Reasons:



0% c c c c
I don’t use the skill

c

c

c

c

c c 100%
I use the skill

7.10. Skills for getting along better with my significant other (for example: improving communication,
establishing agreements with my significant other, controlling my anger, etc.) ç

Reasons:



0% c c c c
I don’t use the skill

c

c

c

c

c c 100%
I use the skill

7.11. Skills for finding or keeping a job (for example: analyzing my previous jobs, learning to complete job
applications, learning to develop a resume, etc.)

Reasons:



0% c c c c
I don’t use the skill

c

c

c

Average percentage of skills for managing risky situations: 
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c

c c 100%
I use the skill

ZZ ANNEX 3
Scoring and Interpretation Format for the Evaluation Form for Monitoring the Maintenance of the Discontinuation
or Reduction of Psychoactive Substance Use

1. BRIEF SITUATIONAL CONFIDENCE QUESTIONNAIRE (BSCQ; Annis, 1982)
A. Score table per area and total
Area

Percentage given by the individual who uses

Unpleasant emotions
Physical discomfort
Pleasant emotions
Testing control over the drug
Physical need
Conflict with others
Social pressure
Pleasant times with others
AVERAGE

%

B.Interpretation Table for the Monitoring Protocol
Percentage

Interpretation

Under 80%

Individuals who present a low level of self-efficacy for resisting the need or
temptation to use substances

Over 80%

Individuals who present a high level of self-efficacy for resisting the need or
temptation to use substances

C. Graph
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2. QUESTIONNAIRE ON RISK FACTORS ASSOCIATED WITH SUBSTANCE USE (CFARI)
A. Score table per area
Community

Family

Item

Item

Score

1

4

Mood
Score

6

Item

Score

11

Selfconcept

Usage of
family/
friends

Antisocial
behavior

Life goals

Parental
Supervision

Item

Item

Item

Item

Item

Score

16

Score

21

Score

24

Score

29

Score

34

2

4

7

12

17

22

25

30

35

3

4

8

13

18

23

26

31

36

4

4

9

14

19

27

32

37

5

4

10

15

20

28

33

38

Total:

Total:

Total:

Total:

Total:

Total:

Total:

MS: 20

MS: 20

MS: 20

MS: 20

MS: 12

MS: 20

MS:20

MS: 20

Tx100/MS:

Tx100/MS:

Tx100/MS:

Tx100/MS:

Tx100/MS:

Tx100/MS:

Tx100/MS:

Tx100/MS:

%

%

%

%

%

%

%

%

Total:
20

MS – Maximum score, T - Total

B. Total scores table
Area

Percentage

Community
Family
Mood
Self-concept
Usage of family/friends
Antisocial behavior
Life goals
TOTAL
AVERAGE (total/7)
TEENAGERS ONLY:
Parental Supervision
TOTAL
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%

AVERAGE (total/8)

%

C. Tabla de interpretación para el Protocolo de Seguimiento
Percentage

Interpretation

Below 50%

Individuals who present a low level of risk factors associated with substance use

Over 50%

Individuals who present a high level of risk factors associated with substance
use

D. Graph

3. Questionnaire on Skills for Managing Risky Substance Use Situations (CHASRI)
A. Score table per area and total
Area

Percentage given by the individual

1. Everyday life goal skills
2. Refusal skills
3. Cognitive restructuring skills
4. Communication skills
5. Problem-solving skills
6. Social and recreational skills
7. Anger management skills
8. Sadness management skills
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ZZ ANNEX 4
BIWEEKLY AND MONTHLY FOLLOW-UP INTERVIEW
Name of the individual: 					

File No.: 

Age: 			

Follow-up No.: 

Date:

		

		

A. STATE OF HEALTH AND GENERAL SATISFACTION
1. How would you describe your current state of health?

(1) Good

2. Have you had any health problems recently?
If you answered yes, please describe: 

(1) Yes

		

(2) Normal
(2) No

3. Do you continue to have problems due to your drug and alcohol use? 		
If you answered yes, please describe why: 
4. How satisfied are you right now with your quality of life?
(1) Very satisfied
(2) Satisfied
(3) Unsure
(4) Unsatisfied

(3) Poor

(1) Yes

(2) No

(5) Very unsatisfied

B. STRATEGIC MATERIALS AND APPLICATION
5. Have you reviewed the materials provided to you as part of the brief counseling/intervention/treatment?
(1) Yes

(2) No

If you answered no, why? 

6. Have you done your personal logs of your usage behavior?				
(1) Yes

(2) No

If you answered no, why? 

7. Have you done the plans of action that were worked on during the sessions?
(1) Yes

(2) No

If you answered no, why? 

8. Have you applied the strategies that were reviewed during the sessions?
(1) Yes

(2) No

Why?/Which ones? 

C. GOAL-SETTING AND SUBSTANCE USE
9. What is your current goal regarding substance use? 
10. Have you reached your goal?

(1) Yes

(2) No

Why? 

11. Do you continue to have problems due to your drug and alcohol use?
(1) Yes
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(2) No

If you answered yes, please describe why: 

12. Have you had a relapse? 								

(1) Yes

(2) No

(1) Yes

(2) No

If you answered yes: How many times have you used?
How much did you use the most recent time? 
In what situation? 
Did you have any positive experiences due to using?
Did you have any negative experiences due to using? 
13. If you had a relapse, would you like to set a new goal regarding your use? 		
Why?/What goal? 
14. What will your plan of action be to reach your substance use goal?





Date of the next follow-up: 

OBSERVATIONS
													
													
													

	
												
													
													
													
													

Name and signature of the healthcare professional:
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ZZ ANNEX 5
BIMONTHLY AND QUARTERLY MONITORING INTERVIEW
Name of the individual: 					

File No.: 

Age: 			

Follow-up No.: 

Date:

		

		

A. GENERAL INFORMATION
1. Interview format:
(1) In-person

(2) Via telephone

(3) Other: What format? 

2. Marital Status:
(1) Single

(2) Married

(3) Widow(er)

(4) Divorced

(5) Civil Union

3. Profession: 

B. STATE OF HEALTH AND GENERAL SATISFACTION
4. How would you describe your current state of health? 		

(1) Good

5. Have you had any health problems recently?

(1) Yes

(2) No

(1) Yes

(2) No

			

(2) Normal

(3) Poor

If you answered yes, please explain: 
6. Do you continue to have problems due to drug or alcohol use?
Which ones? 
7. How satisfied are you with your current quality of life?
(1) Very satisfied

(2) Satisfied

(3) Unsure

(4) Unsatisfied

(5) Very unsatisfied

8. Choose the answer that best describes your form of using:

Alternative
(1) It's no longer a problem
(2) It's a small problem (it worries me, but I have not had any
negative experiences or consequences)
(3) It's a minor problem (I have had some negative experiences,
but I do not consider them serious)
(4) It's a serious problem (I have had some negative
experiences, one of which I consider serious)
(5) It's a very serious problem (I have had some negative
experiences, at least two of which I consider serious)
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Alcohol

Tobacco

Drugs

C. SUBSTANCE USE PATTERN AND GOAL-SETTING
FREQUENCY
OF USE
USE

SUBSTANCES

(1) Yes
(2) No

DATE OF LAST
USE

(1)
Less than
once a month
(2)
Once a
month
(3)
Once a
week
(4)
Two to
three times a week
(5)
Daily

AMOUNT USED
WITH GREATEST
FREQUENCY

Alcohol
Tobacco
Marijuana
Cocaine
Prescription medications without
medical supervision
Opioids (heroin, methadone, opium,
morphine, Demerol)
Inhalants
Hallucinogenics (LSD, angel dust,
mescaline, mushrooms)
Others
9. If relapses have occurred, on how many occasions did you use?	
10. How much did you use the last time you used?
11. What kind of situation were you in?
12. Did you have any positive experiences due to using?
13. Did you have any negative experiences due to using?
14. If you have had a relapse, would you like to establish a new usage goal?
(1) Yes

(2) No

Why? 

15. If you answered yes, please specify the goal 
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D. CONSEQUENCES DUE TO USING
AREA

CONSEQUENCES

16. Physical
17. Cognitive
18. Emotional
19. Family
20. Interpersonal
21. Legal
22. Financial
23. Academic
24. Work-related
25. Sexual
26. Otra

E. STRATEGY MATERIALS AND APPLICATION
27. Have you reviewed the materials provided to you as part of your treatment?
(1) Yes

(2) No

If you answered no, explain why: 

28. Have you completed your personal logs on your usage behavior or alternative behavior?
(1) Yes

(2) No

If you answered no, explain why: 

29. Have you completed the plans of action worked on during the sessions?
(1) Yes

(2) No

If you answered no, explain why: 

30. Have you applied the strategies reviewed during the sessions?
(1) Yes
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(2) No

If you answered no, explain why: 

31. Have you used the skills you learned during your therapy?
Everyday life goal skills

				

(1) Yes

(2) No

Refusal skills

			

(1) Yes

(2) No

Cognitive restructuring skills

			

(1) Yes

(2) No

Communication skills

				

(1) Yes

(2) No

Problem-solving skills

			

(1) Yes

(2) No

		

(1) Yes

(2) No

			

(1) Yes

(2) No

			

(1) Yes

(2) No

			

(1) Yes

(2) No

Marital counseling skills						

(1) Yes

(2) No

Skills for looking for and keeping a job 				

(1) Yes

(2) No

Social and recreational skills
Anger management skills
Sadness management skills
Anxiety management skills

Other:

Date of the next follow-up: 

OBSERVATIONS:
													
													
													
													
													
													
													
													
Name and signature of the healthcare professional: 
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ZZ ANNEX 6
LIFE PLAN
Name of the individual who uses substances: 
Date: 				

Area

Life goals
Short term

Medium term

Long term

1. Substance use

2. Family

3. Social and
recreational

4. Emotional

5. Professional
and/or
educational
6. Personal
(health,
habits, money
management,
etc.)
7. Legal

Name and signature of the healthcare professional: 			

94 •••

Plan of action
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