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Resisting reaction
Acting on cue

Cue exposure therapy is under-appreciated
in relapse prevention for stimulant users

n contrast to counselling, which
often encourages clients to avoid
drug-related environments and

stimuli, cue exposure therapy (CLET)

involves repeated showing of drug
paraphernalia and related stimuli to
clients. The idea is to elicit craving
for a drug then teach clients how

to resist satisfying it. CET is not

commonly offered by statutory or

non-statutory drug services in Britain.

Given the relative lack of pharma-
cological and psychological treat-
ments for stimulant users, cue
exposure therapy can be a useful
component in relapse prevention
therapy. It is designed to help prevent
relapse by drug (and alcohol) users
who have decided to reduce or
abstain from use.

The basic idea underlying cue
exposure therapy is that a variety of
cues (stimuli or triggers) become
associated with the taking of drugs
over time. Cues can include:

@ seeing or imagining cocaine

powder, amphetamine powder or

base, cocaine rocks, needles and
syringes, crack pipes, and other

drug paraphernalia
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® experiencing certain emotional
states

® Dbeing in the presence of drug-
taking companions

® being at social events such as
parties

® being

g at locations where drugs
have been acquired

® other drug use such as drinking
alcohol and cigarette smoking,.

Through the process of classical
conditioning (also called Pavlovian
conditioning or associative learning)
these cues, associated with drug
taking and withdrawal, come to elicit
a conditioned desire or craving in
long-term drug users."'

Lven after treatment and a period
of abstinence, some long-term drug
users experience craving or intense
desire for drugs - triggered when they
are exposed to cues and in certain
environments. This may lead the
user to acquire and take their drugs
of choice (to relapse). If they survive
relapse, they may return to the level
of drug use that led to initial referral.

Cue exposure therapy is based on
the idea that repeated exposure to

these cues and stimuli without taking

the drug can break the connections
between the cues, the craving for
drugs and actual drug-taking.

Cue exposure has been used as
part of relapse prevention therapy
with clients who used a variety of
substances - stimulants, alcohol,
opiates and nicotine.” It is often
combined with other interventions,
such as counselling and training in

coping skills.

CET in the UK
A recent survey of over 400 alcohol
and drug services in the UK,
conducted by the Nottingham
Alcohol and Drug team, assessed the
acceptability and availability of cue
exposure therapy. Approximately half
of the respondents reported that cue
exposure was either somewhat or
completely acceptable in principle,
as a treatment for substance misuse.
About one-fifth rejected cue exposure
and the remaining one-third
reported that cue exposure was
neither acceptable nor unacceptable.
Although 50 per cent of respond-
ents reported cue exposure as

acceptable, only 12 per cent of the
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responding services reported offering
cue exposure in their agency.

There are several explanations
for this result. The survey question
provided only a brief description
of cue expaosure therapy and some
respondents may not be familiar
enough with it to judge it acceptable
for their clients or to develop in
their agency.

Some clinicians may have
concerns that cue exposure, which
is designed to elicit cravings, might
provaoke relapse before any therapeu-
tic benefit is achieved. Some would
argue that drug users should be
encouraged to avoid drug-related
cues and environments.

These latter concerns deserve
consideration. Our experience is
that exposure to a drug-related cue
provokes strong cravings in clients
who use stimulants. Avoidance of all
drug-related cues - from the sight of
paraphernalia to negative emotional
reactions to drug-taking friends - is
next to impossible. Especially when
cues can be common household
articles such as mirrors, razor and
craft-knife blades and white powder.

Learning how powerful these cues
can be and coping with the cravings
they trigger seems a potentially
valuable therapeutic experience. Drug
workers should consider adding cue
exposure to their repertoire of relapse
prevention therapies.

Conducting CET

CET involves repeated sessions where
the client is exposed to a combina-
tion of standard and individual cues
designed to elicit desire for their
drugs of choice. The cues typically
include the presentation of drug
paraphernalia and the verbal
description of ‘high-risk’ situations
in which they are tempted to take
drugs. Initially this is in a clinical
setting and later, if practical, in real
life settings.’

Because the client repeatedly
experience cravings but does not take
the drug, a new behaviour pattern
is established in response to drug-
related cues. The client learns that
cravings will dissipate with the
passage of time. This is due to
habituation, the process of adaptation
during which continued exposure

no longer results in the same level
of response. For example, several
minutes after putting on a hat, one
no longer feels the hatband around
one's head.

Theoretically, cue exposure works
by a process of gradual extinction or
de-conditioning. It may also work
by increasing a client’s self-efficacy
or self-worth. By breaking the
connection between cues, craving
and ingestion the therapy process
increases a client’s belief that they
can successfully and repeatedly resist
the temptation to take drugs triggered
by drug-related cues.

For some clients this realisation is a
powerful therapeutic experience. One
client was given a small bag of white
powder, it looked like amphetamine
powder (it was coffee whitener).

She reported an immediate
reaction, described a ‘rush-like’
sensation and intense craving. After
she held the powder for five minutes
she noticed her craving had dimin-
ished and her self-efficacy had
increased. As she put it: “If [ can
hold it, [ can control it. After all,
it is only powder’

A key component of CET is
assessment of the client's cravings
when they are exposed to ‘standard’
and client-specific cues. Standard
cues include drug paraphernalia,
such as needles, bags of powder,
spoons and tourniguets,

Client-specific high-risk situations
might include emotional states such
as anger and frustration, social
pressure to take drugs, wanting to
enhance positive emotions, having
extra money, drinking alcohol,
spending time with drug-using
friends or a drug dealer, interpersonal
conflict and a desire to test personal
control.

Throughout the process of cue
exposure therapy, we repeatedly
measure clients’ subjective craving
and self-efficacy (their perceived
ability to resist cravings when
exposed to cues). We use a 10-point
scale to assess ‘craving’ and ‘self-
efficacy’ The craving scale ranges
from 0 = no craving at all to 10 =
strongest craving | ever felt. Self-
efficacy is rated from 0 = [ could not
resist the desire at this time to 10 = 1
could very easily resist the desire at
this time.

These scales are easy to use, provide
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a consistent measure of craving and
self-efficacy over time, and facilitate

evaluation of the effect of the therapy.

Baseline

Cue exposure sessions are generally
individual, although they could be

in small groups. Each session consists
of an initial pre-exposure or ‘baseline’
assessment of craving. This is
followed by supervised exposure to
selected drug cues, to elicit craving
for the client’s drug of choice.

We have compiled a box of drug
paraphernalia such as teaspoons,
swabs, tourniquets, lighters, syringes
and needles - easily obtainable items.
Clients have contributed other, less
easily obtained, items - crack pipes,
bongs and cutting equipment.

Our local police drug squad helped
by letting us view seized drugs to
illustrate the appearances and smells
of different street drugs. We have also
compiled a file of photographs of
drugs and drug taking, such as
snorting and injecting, for use in
CET sessions. These props have been
used to elicit cravings and have
produced a variety of cue reactions
in clients.

In addition to taking advantage
of habituation, which often occurs
in 10-15 minutes, the client is taught
to use coping skills to deal with
the cravings.

A CET session typically involves
two or three ‘cue exposure episodes’
Either repeating the same cues or
adding new ones, combined with
practice of coping skills. Clinic-based
sessions continue until the client
reports that exposure to selected
photos and paraphernalia, and verbal
descriptions of high-risk situations,
no longer provoke meaningful
cravings.

Essentially, clients are encouraged
to engage and work through their
cravings, instead of fearing, avoiding

or giving in to them.

Lessons
One important lesson we learned is
the value of developing a set of cues
that are meaningful for each client.
There seems to be little value in a
client learning to cope with irrelevant
or undemanding situations.

In addition, client-specific cues
should facilitate generalisation from

the clinical setting to real life. For
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Basic ways to cope with craving

1. Passive delay

The client ‘waits out’ the craving. The craving will dissipate over time, in large part as a result of
habituation. This strategy might seem difficult because the client doesn't appear to do anything,
but it demonstrates to the client that cravings have a time-limit and do not last forever (or even

for more than a matter of minutes)

2. Imagine negative consequences of use

The client imagines personally relevant negative outcomes likely to result from their return to
taking amphetamines or cocaine. The more detailed and explicit the imagined consequence

the better it serves to resist the craving.

3. Imagine positive consequences of non use
The client imagines personally relevant good outcomes likely to result from not taking
amphetamines or cocaine. The more detailed and explicit the imagined consequence the better

it serves to resist the craving.

4. Imagine craving as an ohject that can he mastered

The client imagines the craving as an object, such as a ball of paper that can be crumpled and
thrown away or set alight and burned to ashes. Other images see the craving as a wind that
blows over and past the client; as water which runs off the client to the street and down the
drain; as a wave the client rides on a surfboard until the wave runs out on the shore.

5. Imagine engaging in an aiternative incompatible activity
Instead of responding to craving by taking drugs the client imagines going for a walk, cooking
ameal, listening to music, exercising, reading, and so on.

6. Mastery statements

The client thinks, writes down, or says aloud a series of ‘mastery statements’: ‘I can lick this
urge,” ‘'I'm more powerful than this craving,” ‘Urges can’t hurt me'.

example, time of day was particularly
significant to one client, as he would
normally ‘score’ or take drugs only
at certain periods of the day. We
scheduled appointments at these
times to make it easier to elicit
time-related cravings.

Throughout CET clients are asked
not to expose themselves to strong
cues between sessions. This reduces
the likelihood of drug taking while
they are learning to cope with
cravings. As therapy progresses the
client may be instructed to do cue

exposure between clinic sessions.

This builds their confidence and

promotes application of the
therapeutic effect to their normal
environment (generalisation).

Another way to facilitate generalisa-
tion is to follow successful clinic-
based sessions with therapist-guided
cue exposure sessions in real-life
settings. For example, clients could
be escorted to a street corner where
they previously purchased drugs.

As with the clinic-based sessions,
the client would be asked to imagine

emotions or interactions that could

Adapted from Monti & O’Leary (1999)

provoke craving. Craving and self-
efficacy would be measured periodi-
cally during the ‘live’ cue exposure
session.

After several cue exposures in the
real-life setting, the therapist and
client return to the clinic to discuss
the experience and how well the

client coped.

Appropriate application

Clients who continue craving for
their drug of choice, despite efforts

to cut down or abstain, might benefit
from CET.

Clients have to be willing to under-
go the process of exposure to cues
and to abstain from drug use during
cue exposure sessions — drug use
while craving reinforces the connec-
tion CET is attempting to sever.

Cue exposure could also be seen
as harm reduction, reducing drug
taking in certain situations by clients
who are not ready or motivated to
abstain in all situations.

The following case examples
illustrate some of the things we have

learned in our initial applications of
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Clinic-based sessions

continue until the client

reports that exposure to
selected photos and
paraphernalia, and verbal
descriptions of high-risk
situations, no longer
provoke meaningful

cravings

1. Modesto-Lowe V. & Kranzler HL.R. ‘Using cue reactivity to
evaluate medications for treatment of cocaine dependence:
a critical review.” Addiction: 1999, 94, pp.1639-1652.

2. O'Brien C.P. et al. ‘Integrating systematic cue exposure
with standard treatment in recovering drug dependent
patients.” Addictive Behaviors: 1990, 15, pp.355-365.

3. Monti P.M. & O'Leary T.A. ‘Coping and social skills
training for alcohol and cocaine dependence.” The
Psychiatric Clinics of North America: 1999, 22, pp.447-470.
4. Fleming P. ‘Cocaine, amphetamines and designer drugs.’
In B. Beaumont (ed). Care of drug users in general practice:
a harm-minimization approach. Abingdon: Radcliffe
Medical Press. 1997.

drua
Hink

CET with our amphetamine and
cocaine using clients.

JH is a white male, in his 20s
when he came for treatment. His
drug of choice was crack cocaine,
which he typically smoked using a
home-made pipe constructed from a
mineral water bottle. During one of
the initial CET sessions, JIT was asked
to describe a high-risk situation in
which he had considerable cravings.

With therapist guidance he
described going to a ‘crack house’
to buy a rock’ of cocaine - giving
a detailed description of the steps
leading to the front door, the people
who were in the room smoking
crack, and the colour and appear-
ance of the rocks.

JH was asked to imagine that the
pipe was passed to him, but he
should not imagine actually smoking
the crack. At that point, JH rated his
level of craving as 8 or 9.

We also noticed he was visibly
sweating and that his fingers were
‘rubbing’ the imagined rock of crack
cocaine in his palm. We asked him
to continue imagining the situation
and assured him that his craving
would diminish.

Over the course of several minutes
he became visibly less aroused and
gave a lower craving rating. After
about 20 minutes, JH noted that his
craving was close to zero and he felt
somewhat able to resist the tempta-
tion to smoke crack in that situation.

This case illustrates the importance
of instructing clients to imagine NOT
actually taking the drug (which
would reinforce ingestion after
craving), and that even very strong
cravings will diminish over time).

SS is a white female in her late 30s
who regularly injects amphetamines.
We began by assessing her craving in
response to phatographs of powder
and injecting. While examining a
photograph of a cone-shaped pile
of whitish powder SS described her
craving as 6 out of 10 - no different
from her baseline craving before
being shown the photograph.

With the second photo, a black-
and-white print of a woman injecting
into her arm, SS described a decrease
in craving {from 6 to 5) and a large
increase in self-efficacy (from 2 to 8).

This was contrary to what we
expected. We assumed the content of

the photograph was provocative.

SS explained this unanticipated
reaction. The photograph reminded
her ‘how dirty drug taking and
injecting can be'

Our experience with SS showed
the value of initial assessment of cue
reactivity to various stimuli. It isn't
always possible to predict clients’
reactions to what a clinician
considers provocative stimuli.

A third case illustrates the value of
creative coping images. A long-term
amphetamine injector, BD, was
asked to imagine one of his most
provocative high-risk situations -
watching his partner prepare several
syringes of amphetamine for
injection. BD reported that his
craving increased during the
description, until he imagined he
was handed an amphetamine filled
syringe — the stage at which he would
normally have injected the drug.

BD could not imagine how to cope
or take any action other than to
inject himself. On an impulse, the
clinician instructed BD to imagine
dispasing of the amphetamine
solution by squirting the syringe
down the sink. BD noted that he
never would have thought of doing
this - his partner would be outraged.
But this strategy 'felt right’ and would
avoid drug taking in that situation.

As we repeated the imagined
scenario, BD seemed excited at the
possibility of disposing of the
prepared solution - an ending to
this high-risk situation he had never
before entertained. The client left
the session feeling satisfied and with
increased self-efficacy.

Cue action
Misuse of stimulants is apparently
increasing in prevalence. Cocaine
and amphetamine users are often
difficult to recruit and retain in
treatment and, despite some evidence
supporting substitute prescribing and
anti-depressants,* there are few
pharmacological or psychological
therapies to help them cope with
cravings that may lead to relapse.
This brief summary of cue exposure
therapy we hope will encourage
drugs workers to consider developing
it as part of their therapeutic reper-
toire. Interested readers should
consult several articles that describe
the technique, three of which are

listed in the references M
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