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BRIEF THERAPY:
A PROBLEM SOLVING MODEL OF CHANGE

***
William J. Matthews, Ph.D

  Though recent research shows that 
substance abuse is fundamentally a brain disease, it is 
also a behavior, subject to the same influences as 
other problems in which behavior is a factor.  The 
efficacy of cognitive-behavioral strategies in 
substance abuse treatment is well established (Finney 
& Monahan, 1996; Miller et al,. 1995).

A review of the empirical literature by 
Miller et al. (1995) found the most effective alcohol 
treatment programs were brief interventions, social 
skills training, motivational enhancement, 
community reinforcement, and behavioral 
contracting.  In addition, use of behavioral coping 
skills is known to reduce the likelihood of relapse in 
both adolescents and adults (Miller, Westerburg, 
Harris, & Tonigan, 1996).

This article presents a brief problem-solving 
model that may be useful to drug abuse and 
alcoholism counselors.

A Problem-Solving Model of Change

Two basic notions underlying the problem-
solving approach are: (1) the focus on observable 
behavioral interactions and (2) the use of deliberate 
interventions to alter the observed pattern of the 
undesirable behavior (Weakland, Fisch, Watzlawick, 
& Bodin, 1974).  The problem-solving model is 
based on learning theory (i.e., classical and operant 
conditioning) for which there is a great deal of 
empirical support.  For an in-depth consideration of 
the empirical research underpinning the problem 
solving, behavior oriented model of therapy, the 
reader is referred to such authors as Bergin and 
Garfield (1994), Eysenck (1988), and Wolpe (1990).  
Also, in the American Psychological Association 
Task Force on Psychological Intervention Guidelines 
(1994), cognitive behavioral therapy (on which this 
approach is based) was the most empirically 
validated therapeutic procedure for a wide range of 
clinical problems.

Principles of Problem Solving Therapy

The therapy process varies, several 
principles underlie this approach (Lankton, Lankton, 

& Matthews, 1991; Mattews, Lankton, & Lankton, 
1993).  Foremost is an emphasis on the unique life 
circumstances of each individual and a belief that 
therapy needs to be tailored to fit that person’s needs.  
Similarly, there is an emphasis on the innate health 
seeking motivation that even unpleasant symptoms 
be taken as somehow representing.  Each symptom or 
problem is examined in terms of how this is an effort 
to solve some developmental or interpersonal 
challenge.  People are seen as having many resource 
experiences available to them, simply by virtue of 
being alive, and the goal of therapy is to help 
retrieve, develop, reinforce, and associate or re-
associate these to relevant contexts.  Let us briefly 
consider the key principles of this approach.     

Expectancy.  The importance of positive 
expectancy (the client’s beliefs, motivations, and 
attitudes) cannot be over-stated.  Kirsch (1990), 
based on clear empirical evidence, suggests that a 
person’s positive expectancy that he or she is likely 
to produce a given behavior (e.g., positive outcome in
psychotherapy) is the single best predictor of that 
behavior. Expectancy is considered in two ways: (1) 
disrupting negative client expectancies and (2) 
creating positive beliefs/expectancies that change will 
occur.

Action vs. Insight. It is from the learning 
brought by new actions, as apposed to insight, that 
change develops (Haley, 1976).  The important thing 
is the client’s participation in new experiences and 
transactions in which the opportunity to develop new 
appropriate relational patterns can occur.  Homework 
assignments are often given in order to have clients 
carry out agreed-upon behaviors between sessions.  
Hypnosis and the use of anecdotes, therapeutic 
metaphors, and indirect suggestions are ways of
conversing with clients to help create the impetus to
carry out new relational behaviors.

Expanding Perceived Limitations.  Clients 
come to therapy typically having already employed 
the most adaptive solutions available to their 
conscious minds.  However, the problem(s) persist as 
a function of the limitations imposed by the client’s 
conscious mind.  A major focus of therapy may be to 
overload, bypass, confuse, or otherwise engage the 
conscious mind in an effort to retrieve, organize, and 



associate to relevant contexts, resources of which the 
client may be unaware.

Health vs. Pathology.  Problems are 
thought of as the result not of the client’s intrapsychic 
(or biological/genetic) mechanisms gone awry but of 
a difficulty of transitioning in the developmental life 
cycle (Haley, 1973).  Consequently, the emphasis is 
to depathologize the client.

Assessment, from this perspective, frames 
the presenting problem in terms of the developmental 
and interpersonal climate experienced by individuals 
alone or in a family.  Directly connected to the 
process of assessment is the co-development with the 
client of treatment goals and the employment of 
interventions such as hypnosis to achieve the 
identified treatment goals (Lankton, Lankton, & 
Matthews, 1991).  This process of assessment is 
nonpathological in its orientation because the goal is 
to identify and/or rename behaviors or beliefs that are 
part of the client’s strength.

Present and Developmentally Oriented.  
What the client needs and wants to accomplish in the 
present is of utmost importance.  While this 
sometimes is examined in the context of past or 
changing needs, the primary attention is focused on 
immediate and upcoming developmental demands.  
While a client’s problem had to have developed in 
the past, how it is maintained in the present and is 
problematic for the future becomes the focus of this 
model.  For the client who is no longer abusing a 
substance, the focus is on what needs to be different 
in his or her life to maintain this change, and on the 
skills needed to move to the next life stage (becoming 
a parent, partner, worker, colleague, etc.). 

Strategic.  Finally, the therapist is active 
and shares responsibility for initiating therapeutic 
movement and creating a context in which change 
can take place.  This is often facilitated by 
introducing conversational material into the therapy 
session and by the use of extramural assignments. 
That is, the therapist may invite or challenge clients 
to grow and change by creating a context in which 
change can occur.  Behavior oriented homework is 
important for the client to experience thoughts, 
behaviors, affect, attitudes, and self-image connected 
to the treatment goals (Lankton, Lankton, & 
Matthews, 1991; Matthews, Lankton, &Lankton, 
1993).  In this way, each session becomes a 
foundation to consolidate previous learnings to 
further movement toward established goals.

Therapeutic Change.  Change is based on 
retrieving or developing the resources necessary for a 

shift in client expectancy that change is possible.  
What if the client does not have the resources 
necessary for therapeutic change?  In many ways, this 
is the crux of problem solving therapy.  Most people 
tend to underrate their natural abilities and resources.  
They take for granted abilities that are perceived 
outside their conscious control (e.g., the perseverance 
required to learn to ride a bicycle).  Most clients have 
at least some of the resources that could be used to 
solve a current problem.  The goal of problem 
solving therapy is to create the context in which 
clients can realize how much they already know and 
then use these abilities in a directed fashion for their 
own betterment.  By definition, when therapy is 
successful, change will occur in one or more of these 
areas: attitude, self-image, behavior, affect, and 
social network, with increased enjoyment of life.  In 
the following section, I will discuss my model of 
change, which seeks to link assessment with 
intervention and provide an evaluation component for 
the intervention employed.

Five Stage Model for Change

Ivey and Matthews (1984) present a five-
stage interview model in which the therapist can 
systematically develop information that is connected 
to behavioral change and evaluate the achievement of 
the stated goals of therapy.  For a more in-depth 
application of this model to the treatment of 
substance abuse the reader is referred to Matthews (in 
press).

1. Develop rapport and structure the 
interview.

It is important for the therapist to develop a 
rapport with the client while maintaining 
maneuverability (Fisch, Weakland, & Seal, 1982).  
The key is for the therapist to avoid being limited by 
the client’s world view and definition of the problem.  
For example, if the client defines the problem as 
something over which neither he nor the therapist has 
any control (such as substance abuse), therapy is not 
likely to succeed.  Also, if the client does all the 
talking, interrupts the therapist and/or family 
members, intimidates, or refuses to communicate, 
control lies with the client, and the likelihood of 
change is further reduced.  The therapist’s job is to 
develop enough flexibility that he or she is not 
limited by the client’s contextual frame.

2-3.  Define the problem and the goals.
Problem definition is perhaps the most 



central issue in this model, since clarity of the 
problem becomes linked to an achievable 
intervention with a measurable outcome of success 
and change.  Implicit in this notion of problem 
definition is defining what is not part of the problem–
exceptions to the problem, solutions that have 
worked in the past, and strengths of the client.  
Noting exceptions to the problem is important; this 
becomes a direct suggestion for the client to focus on 
what he or she is doing when not experiencing the 
problem, e.g., when not abusing the substance. 

Questions will typically focus on when the 
problem is of most and least concern to the client and 
his or her social network.  It is important to ask how 
the client would know, i.e., what he or she would do 
differently, if the problem no longer existed.  What 
would be different in his or her life?  Conversely, if 
the problem remained at its current level of intensity 
or worsened, what would be the consequences?  Ask 
the client to rate the problem on a 10-point scale 
when it is at its worst and what rating would be an 
acceptable goal. 

This type of clarity allows the solution to be 
broken down into its component parts, which 
increases the likelihood of linking smaller, successful 
behaviors into the more complex behaviors of the 
desired goal(s).  For example, for the adult client who 
has had successful intimate relationships in the 
absence of alcohol use, breaking down sexual 
intimacy into various component parts (saying hello, 
conversational skills, friendship behaviors, dating
behaviors, etc.) allows for smaller achievable 
successes as the foundation for larger 
accomplishments.

4-5. Establish change and amplify it.
Once a workable solution has been 

identified, the intervention(s) must be developed with 
the client to achieve the desired goal.  The client must 
have a positive expectation that change will occur 
and persist.  Once the client has an initial experience 
of success, the new task is for the client and therapist 
to maintain that success and to move along the 
continuum toward the stated therapeutic goal.  When 
the client is doing a desired behavior, questions such 
as “How were you able to accomplish this behavior?” 
“What is different when you are doing this behavior 
than when you were unable to do it?” and “What is 
the difference for you when things go well for you?” 
(O’Hanlon & Weiner-Davis, 1989) are useful in 
helping the client focus on what is working and how 
it can be maintained and extended.

Interventions.  There are four key 

interventions basic to cognitive-behavioral therapies:

 Behavioral practice, or having the client 
experience or be exposed to real-life 
situations designed to promote mastery and 
increase self-esteem.

 Successive approximation based on 
behavioralshaping, in which the client 
practices small changes in the direction of the 
desired treatment goal.

 Cognitive restructuring, or identifying and 
modifying patterns of thoughts and beliefs 
that contribute to the client’s emotional and 
behavioral dysfunction, with a goal to having 
the client invalidate by experience, imagery, 
and successive approximations his or her 
previously held beliefs and thoughts that 
contributed to the maintenance of the 
problem.

 Hypnosis, while not required, has been 
empirically demonstrated to be effective in 
altering a person’s sensations, perceptions, 
thoughts, and behavior and as such can be 
useful as an ancillary aspect of treatment 
(Kirsch, Montgomery, & Sapirstein, 1995).  
Depending on the treatment context and the 
willingness of the client to engage in 
hypnosis, this may be effective in promoting 
behavioral change.

Conclusion
Treatments for alcohol and substance abuse 

that are brief and behavioral and focus on the 
enhancement of the social skills, motivation, and 
community reinforcement have empirical validity and 
should be employed by clinicians treating this 
presenting problem.  The problem-solving treatment 
approach discussed in this article emphasizes the 
importance of positive expectancy for change, 
behavior (rather than insight), health (rather than a 
disease model), and strengths of the clients (rather 
than weaknesses) as important elements for 
therapeutic change.  This model is based on 
establishing clear, achievable behavior oriented 
treatment goals.

Within this approach, treatment 
interventions can vary from the direct approaches of 
cognitive-behavioral therapy to the indirect approach 
of hypnosis, metaphor, and suggestion.  Hypnosis, if 
employed, should be considered ancillary to the 



treatment process.  Treatment success and 
termination is measured by the achievement of the 
agreed-upon goals.  Underscoring this approach is a 
respect for and an emphasis on the client’s strengths, 
which are considered within a nonpathologizing, 
action-oriented perspective.
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