Evaluating the effectiveness of cognitive behavioural therapy on alcohol-related disorders

Substance-related and addictive disorders are categorised in the DSM5 (American Psychiatric Association, 2013). Substance-related disorders encompass ten classes of drugs, including caffeine, cannabis, hallucinogens, inhalants, opioids, sedatives, hypnotics, stimulants, tobacco, unknown substances, and alcohol. Each drug has a section within the DSM5 with specific criteria to produce a diagnosis (American Psychiatric Association). There are, however, criteria that encompass all substance abuse disorders. The criteria require at least two or more symptoms within one year. These include a failure to meet obligations; relationship problems; use of a substance in dangerous situations; use despite issues caused by the substance; tolerance; withdrawal; substance taken for a longer time and greater quantity than expected; efforts of control and giving up attempts have failed; time spent trying to obtain a substance; cravings increase; and social, hobbies and work are given up or affected. A generalisation can be made that mild symptoms will fulfil two to three criteria, Moderate symptoms will meet four to five criteria, and severe will fulfil six or more. However, this is not always the case, depending on the criteria fulfilled and the personal impact. (Kring & Johnson, 2019). 
AS seen above, substance abuse includes a variety of substances. This essay will focus on alcohol-related disorders. In Wales, alcohol misuse is apparent, with an estimated forty-five per cent of men and thirty-four per cent of women regularly drinking over the recommended weekly guidelines (Alcohol - Public Health Wales, n.d.). Current guidelines in the UK recommended drinking no more than 14 units of alcohol per week for both men and women (NHS website, 2022). In England, it is estimated that five hundred and nine thousand people are alcohol dependent (O'Connor, 2020). Research suggests that alcohol misuse increases Adverse Childhood Experiences (ACEs), which has been shown to perpetuate the cycle of abuse, continuing the adverse health and societal problems through generations (Dube et al., 2002). The financial cost is evident in England and Wales alone. It is estimated to be around eighteen million per year. This cost is attributed to health and social care, loss of productivity and criminal activity (BJM, 2005). 
The DSM5 uses the same criteria mentioned previously for substance-related disorders focusing on alcohol use to reach a diagnosis. Interestingly, the comorbidity section indicates that conditions such as bipolar, schizophrenia, and antisocial personality disorder occur first, then a marked increase in alcohol consumption occurs. This can also include conditions such as anxiety and depressive disorders (American Psychiatric Association, 2013). There are a variety of different ways to treat alcohol addiction. Some examples include Detoxification, Alcoholics Anonymous (AA) and its twelve-step programme, Couples Therapy, Motivational Interviewing, moderation in drinking, Pharmacology, and Cognitive Behavioural Therapy (Kring & Johnson, 2019). 
This essay will use books, journal articles and relevant websites to evaluate the effectiveness of cognitive behavioural therapy (CBT) on substance abuse disorders concentrating on alcohol-related disorders.
The cognitive behavioural model focuses on environmental factors to understand learned behaviour. This is achieved through classically conditioned acquisition, operant learning, stress–coping, and social learning models (Waldron & Kaminer, 2004). CBTs primary focus is to establish new cognitive and behavioural coping strategies for areas of life stress to establish a reduction in alcohol cues. In this regard, CBT seeks to change the adverse reaction (alcohol) to a triggering event in the environment. This can include strategies such as self-monitoring and coping skills training (Waldron & Kaminer). CBT has been modified and adapted for alcohol-related disorders and can incorporate different strategies. These can include group or individual sessions, treatment delivery options and combinations with other therapeutic techniques such as pharmacotherapy. It is worth noting that CBT will use a standard set of techniques that will be used for alcohol-related disorders even if the delivery changes. This can include role-playing, behavioural rehearsal, modelling, practised self-monitoring and instruction on avoiding high-risk areas (Morgenstern & Longabaugh, 2000).
CBT has been used to treat alcohol-related disorders for the best part of five decades (Morgenstern & Longabaugh, 2000). It has developed into one of the most popular and studied therapies around alcohol-related disorders (Mastroleo et al., 2020). Due to its success, practitioners have accepted CBT as a well-established treatment option, with multiple studies conducted to establish its efficacy (Morgenstern et al., 2001). Efficacy can be examined through studies such as McD. Young et al. (2011). In this study, the effects of a twelve-week CBT program were observed on two hundred and ninety-eight alcohol-dependent patients. It is worth noting that two hundred and seven individuals were men. CBT showed an improvement over the twelve weeks in areas such as social pressure drinking and refusal self-efficacy. This indicates that CBT can be an effective treatment option. The study itself was not very large. However, many studies can be found in similar regard to assess the efficacy of CBT (Morgenstern & Longabaugh). The success of CBT is evident when considering other therapies that have incorporated elements unique to CBT to increase their effectiveness. For example, the AA's twelve-step program has incorporated CBT's coping skills development approach into therapeutic practice (Morgenstern & Longabaugh).
CBT is used to treat many different conditions (Cognitive Behavioural Therapy (CBT), 2021) and can treat conditions directly related to alcohol-related disorders such as anxiety, schizophrenia, and depressive disorders (American Psychiatric Association, 2013). When considering the co-occurrence of alcohol-related disorders, CBT can treat alcohol misuse and other disorders such as depression. A study by HIDES et al. (2010) conducted a systemic review of the effects of CBT on the comorbidity of depression and alcohol misuse. The study found sufficient evidence that CBT effectively treated both alcohol misuse and depression simultaneously. However, HIDES et al. suggest further research in CBT development in this area to increase treatment outcomes. This indicates the potential of CBT in treating not only alcohol misuse but the underlining condition that may be attributed to alcohol misuse. This demonstrates the versatility of CBT as it can be used to treat the potential conditions attributed to alcohol misuse and alcohol misuse itself, further increasing CBT's effectiveness as a treatment option.  
[bookmark: _Hlk96428490]CBT can be an effective treatment and should be considered in all therapeutic practices. However, this does not consider that CBT has been effective in laboratory situations with highly trained personnel. When in a clinical setting, the effectiveness is less certain, and its potential enhanced status of a therapy that is more successful than other psychotherapies is bought into question (Morgenstern et al., 2001). CBT, for example, is effective in alcohol treatment but less so in other substance abuse such as cocaine (Morgenstern et al., 2001). This indicates that CBT is not a pinnacle of treatment and other options need to be considered. Regarding alcohol treatment, although effective, there is research such as Morgenstern et al. (2001) that explores the effectiveness of other therapies against CBT. The findings indicate that other therapies such as the AA's twelve-step program are as effective as CBT and may be more appropriate for some individuals (Morgenstern et al.). 
Standardisation of CBT needs to be considered in the case of effectiveness. CBT techniques are selected for individuals, and a complete set of CBT techniques will rarely be used. In this regard, a more personalised approach can be achieved, although this does make the process harder to measure in terms of effectiveness as it is not always clear which techniques were excluded from the therapeutic process (Morgenstern & Longabaugh, 2000). The development of coping strategies is a critical element of CBT. As mentioned previously, it has even been incorporated into other therapies due to its success. A study by Litt et al. (2018) contradicts these findings indicating that coping mechanisms are not unique to CBT. The success of treatment may instead rely on support and structure, reduction in distress and self-imposed abstinence. In this regard, Litt et al. propose that self-efficacy is more critical than learned behaviours supplied by CBT regarding long-term outcomes. Effectiveness is achieved through a more robust support group and social learning supplied through therapies like the twelve-step program. 
CBT has a few key issues affecting its effectiveness in clinical settings. One key issue is the issue of resistance to the therapy itself. Many factors are attributed to this, but ambivalence to change is generally seen regarding resistance. In this regard, CBT alone is ineffective. However, when combined with Motivational Interviewing (MI) can be a lot more effective as MI attempts to change ambivalence into change (Westra & Norouzian, 2017). This shows that CBT as a sole therapy can be lacking and may need the support of other therapies to become more effective. Another potential form of resistance is gender. As previously demonstrated but not stated within this essay, males have a higher risk of developing alcohol misuse than females. Males are also generally less likely to benefit from CBT as a therapy (Magill & Ray, 2009). This indicates a vital issue with CBT's acceptability by individuals at a higher risk of alcohol misuse.
Further CBT is usually prescribed with a certain expectation on the number of weeks needed (Morgenstern et al., 2001). In contrast, AA meetings allow individuals to develop at their own pace and take the time they might need (Moos & Moos, 2004). There also exists an issue of a shortfall of trained professionals with longer waiting times and a lack of resources leaving individuals with restricted access or no way of accessing CBT (Workforce Shortages in Mental Health Cause "painfully" Long Waits for Treatment, 2021).
Substance abuse is discussed at the beginning of this essay, and later alcohol-related disorders are introduced. This is needed to understand the potential effectiveness of CBT as a treatment. Its potential effectiveness is not only in the realm of alcohol which is mentioned later. The generalisation of criteria needed to be diagnosed with a substance abuse disorder shows that these criteria are overarching within this section of the DSM5 and indicates that CBT should be adequate for all substance abuse disorders. This is later refuted when CBT is seen as a less effective treatment for cocaine addiction. This is important to show that although similar in criteria, all substance abuses are unique and must be treated in different ways to increase effectiveness.
Further, the prevalence of alcohol shows it to be a significant problem within society (Rossow, 2010). Information is provided on levels in England and Wales as an example. However, this is a much larger issue affecting most countries worldwide (Jernigan & Trangenstein, 2020). Treatments like CBT become essential in this context to lessen the burdens of individuals suffering from mental health conditions. 
The central theme of this essay is to evaluate effectiveness. To evaluate CBT efficacy and effectiveness need to be considered. Efficacy is generally indicated through laboratory studies with a well-trained practitioner where CBT is tested against control groups such as the waiting list and continuing standard treatment (Morgenstern et al., 2001). On the other hand, effectiveness is the implied ability of the therapy to work in an actual clinical setting (Morgenstern & Longabaugh, 2000). The distinction is essential as effectiveness shows how CBT is helping individuals in therapeutic practices. The efficacy of CBT is long established as numerous studies have been conducted in this area (Morgenstern et al.). However, the effectiveness as seen within this essay has been under scrutiny in recent years. This is important to establish CBTs' place in therapeutic practices. The limitations evident within this essay should not subtract from the usefulness of CBT. It has been used for nearly five decades and has shown potential to help individuals (Morgenstern & Longabaugh, 2000). Instead, the limitations need to be examined to make CBT more effective and understand that other therapeutic practices should always be considered. To increase the effectiveness of CBT, there is the option of combining treatments such as pharmacotherapy or Motivational interviewing. This could have the effect of negating some limitations (Moyers & Houck, 2011). An example of this is if an individual is being treated with CBT but is ambivalent, CBT will not be as effective. However, MI is focused on changing ambivalence into change. Hence CBT will be more effective once the individual has accepted the need for the treatment in the first place (Moyers & Houck).    
The purpose of examining a therapy to establish its effectiveness is not only about the therapeutic practice itself but the recourses required. A lack of funding and adequate recourses can hamper the effects of any therapeutic practice. It is therefore essential to prioritise the most effective therapies. In the same regard, there is also the option of adapting the therapy to be less recourse intensive. Regarding CBT, there is potential to reduce resources by using cCBT. cCBT is CBT using the medium of the internet. Studies like Acosta et al. (2017) have shown that drinking decreased, and coping skills were developed with a twelve-week online CBT course. Further research still needs to be conducted in this area. However, it shows the potential of CBT to be more cost-effective and accessible in the future. 
Comorbidity is another interesting factor to consider with CBT, as many alcohol-related problems can occur due to a disorder affecting the individual first (American Psychiatric Association, 2013). The effects of this can be that the individual may have already had some experience with CBT. This has the potential to increase the likely hood of acceptability. CBT can also be used to treat the underlining condition simultaneously as an alcohol-related issue (HIDES et al., 2010). There always remains the possibility that the primary disorder may need to be treated first with a different therapy before CBT can be implemented. A simultaneous approach with one therapy may be ineffective and unsuitable for the individual in this regard (STORCH et al., 2008). More research needs to be done in this area to understand if adjustments to CBT can improve a simultaneous approach to individual therapy. 
CBT has been seen to be an effective therapy. Although CBT is not perfect and has its potential limitations, it is worth considering that many therapies will also have limitations (American Psychiatric Association, 2013). Reading research in this area, it is clear that CBT has many benefits that should not be underestimated. In this regard, CBT should be made more available for individuals suffering from alcohol-related disorders. This does not negate the fact that other options are available, and they can be just as effective as CBT. However, the more choice an individual has, the higher the likelihood of accepting a therapeutic process. The coping skills development of CBT should not be overlooked as it can establish a set of behaviours beneficial to an individual suffering from alcohol-related disorders. Overall, CBT should be classified as effective for individuals with alcohol-related disorders. However, its status as the most effective psychotherapy should be questioned, and its limitations understood. Further research needs to be focused on the limitations of CBT to identify areas that could be refined to increase individual outcomes. 
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