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What are Brief Interventions? 

 Brief interventions are widely used in AOD work.  

 

  It involves making the most of any opportunity to raise awareness, share knowledge and get a 
young person thinking about making changes to improve their health and behaviours.  

 

 Brief interventions provides information on certain types of harms and risks associated with drug 
use and/or risky behaviours. 
 

 Brief interventions can be used in a variety of ways, including health promotion, disease prevention, 
early intervention and as a strategy for dealing with problematic behaviours.  

 

 While brief interventions are considered to be effective, the outcome will really depend on the 
young person's readiness to change or think about the information provided.  

 

 Brief interventions are easy and effective.  

 

 Brief interventions recognise that many people can benefit from being given appropriate 
information at the right time.  

 
 http://health.gov.au/internet/publications/publishing.nsf/Content/drugtreat-pubs-front7-wk-toc~drugtreat-pubs-front7-wk-

secb~drugtreat-pubs-front7-wk-secb-3~drugtreat-pubs-front7-wk-secb-3-2 
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Brief Interventions 

 Within the framework of Brief Intervention we use different types of models depending on 
the clients presentation 

 

 - FRAMES 

 

 - Stages of Change 

 

 - Motivational Interviewing 

 

 - Harm Reduction 

 

 - Relapse Prevention 

 

 - Solution Focussed 

 

 - Psycho Education 

 

  

To name a few… 
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FRAMES Model 
Hester and Miller 

The principles underlying most approaches to brief interventions were systemised by Hester 

 and Miller in what is called the FRAMES model: 

 

 Feedback: Give feedback on the risks and negative consequences of substance use. Seek 
the client's reaction and listen.  

 

 Responsibility: Emphasise that the individual is responsible for making his or her own 
decision about his/her drug use.  

 

 Advice: Give straightforward advice on modifying drug use.  

 

 Menu of options: Give menus of options to choose from, fostering the client’s 
involvement in decision-making.  

 

 Empathy: Be empathic, respectful, and non-judgmental.  

 

 Self-efficacy: Express optimism that the individual can modify his or her substance use 
if they choose.  Self-efficacy is one's ability to produce a desired result or effect.   
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Stages of Change Model 
 Prochaska and DiClemente 

 

 This model was developed through an examination of the stages and 
process of self-change and suggests that individuals attempting to 
change behaviour move through a sequence of stages of change 

 

 Clients do not necessarily go through the stages in an orderly, linear 
fashion.  Rather progression through the model is conceptualised as a 
process of spiraling through the various states.  

 

 Most people make several attempts at changing their behavior before 
they succeed, and they learn from each attempt.  

 

 In their review of 20 years research on the model, Prochaska and 
Norcoss (2001) conclude that tailoring the counselling relationship and 
clinical interventions to stages of change can significantly enhance 
outcomes. 
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Stages of Change 
Prochaska and DiClemente 

 

 Pre-contemplation 

 Clients in the pre-contemplation stage are not yet interested in 
changing their AOD use.  For some client, the positive of 
continued drug use may vastly outweigh the negatives.  
Alternatively, for some clients the negatives of change outweigh 
the positives.  Some coerced clients and young people brought 
to treatment by their parents will be pre-contemplators. 

 

 For pre-contemplators it is best to provide harm reduction 
information and where possible negotiate safer methods of 
using (harm reduction). 
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Stages of Change 
Prochaska and DiClemente 

 

 Contemplation 

 For clients at the contemplation stage, AOD use has may benefits but 
there are rising costs that prompt them to start thinking abut change.  
These clients, however, have not yet made a firm decision to do so.  
Most clients entering treatment for the first time tend to be at the 
contemplative stage. 

 

 Contemplators are aware of both the costs and benefits of their AOD 
use but need to be nudged along the process of change. Counsellors 
can help contemplators to consider all aspects of their AOD use, what 
it means to them and whether they are ready to make a decision to 
change.  Motivational interviewing is a particularly useful technique for 
these clients. 
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Stages of Change 
Prochaska and DiClemente 

 

 Preparation 

 During this state of change the client has made a decision to 
change and is planning how to put it into effect. 

 

 Counsellors can help the client confirm their decision to change 
(motivational interviewing) as well as initiating goal setting, 
planning and problem solving.  The client will need to consider 
some of the actions they will take to change their behaviour as 
well as recognising those things that will tempt them to relapse 
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Stages of Change 
Prochaska and DiClemente 

 

 Action: 

 Clients in the action stage of change are in the process of changing their 
behaviour.  They are generally putting a lot of energy into abstinence and 
developing new interests and activities to replace the AOD using lifestyle.  Early 
on in this stage people often get very bored and disillusioned before they have 
new and interesting things in place to replace their previous lifestyle.  They are 
usually also having to deal with cravings to use.  Clients in the action stage also 
tend to feel very isolated and anxious and can find it very difficult to relate to the 
“non-using world”. 

 

 The counsellor can assist with relapse prevention and management skills, act 
as cheerleader by reinforcing the positive changes clients have made, and 
continue to help clients find alternative rewards.  Clients should also be 
encouraged to think about longer term goals and general life style issues such 
as study work and leisure activities. 
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Stages of Change 
Prochaska and DiClemente 

 

 Maintenance 

 During the maintenance stage, clients are focused 
on maintaining the positive changes they have made 
to their lifestyle.  For the changes to remain 
worthwhile, they need to experience post change 
rewards. 

 Counsellors continue to reinforce the positive 
changes that have been made and encourage 
clients to begin working towards their longer-term 
lifestyle goals. 
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Motivational Interviewing 
Professor William R Miller, Ph.D and Professor Stephen Rollnick, Ph.D 

 

 Motivational interviewing is a counselling technique that encourages 
the client to consider the good and less good things about drug use. 

 

 Motivational interviewing can be used to explore the functionality of 
clients’ drug use, to encourage ambivalent clients to consider change, 
and to reinforce motivation for change. Motivational interviewing can 
also be helpful for establishing the therapeutic alliance, promoting an 
atmosphere of non-judgemental acceptance of the client. 

 

 Accept whatever the client says and encourage them to explore their 
own beliefs and feelings, not what you think they should think and feel. 
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Motivational Interviewing 
 Professor William R Miller, Ph.D and Professor Stephen Rollnick, Ph.D 

 

Components of motivational interviewing include the following: 

 

 Explore the good things about drug use. 

 

 Explore the less good things about drug use in more detail. 

 

 Explore which of the less good things concern the client and 
why. 

 

 Summarise the good and less good things and ask the client’s 
opinion of you summary. 
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Motivational Interviewing 
 Professor William R Miller, Ph.D and Professor Stephen Rollnick, Ph.D 

Components of motivational interviewing continued: 
 

 

 There are several methods of enhancing cognitive dissonance 

 

 1) looking back - how do past expectations compare with current situation; 

 

 2) looking forward - compare what the client would like to be doing in the future compared 

     to what they think they will be doing if they keep using;  

     

 3) exploring the discrepancy between them, a user, compared to them, as a non-user. 

 

 

 Summarise all of the above and ask the client how it all fits together. 

 

 Encourage the client to make a decision about their drug use before moving to goal setting. 

 

 If the client does not want to change, explore harm reduction strategies where appropriate.  
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Harm Reduction 

 

 Harm Reduction International traces its origins to the 1st International Conference on the Reduction of 
Drug Related Harm, held in Liverpool, England in 1990. The city was one of the first to open needle 
exchanges, and attracted hundreds of visitors each year who wanted to learn about the 'Mersey Harm 
Reduction Model'. 

  

 The goal of harm reduction strategies and approaches is to reduce the negative consequences of drug 
abuse, not to eliminate the use of licit or illicit drugs (Hilton et al., 2000).  

 

 Harm reduction is a practical approach that employs a range of different strategies with the goal of 
minimising Strategies to Reduce Harm such as the risk of the client contracting infectious diseases, 
overdosing, or suffering other consequences related to the use of substances.  

 

 Strategies may include changing the way people consume drugs or insuring that the environment in which 
they use minimises the risks of negative consequences to their health (infections, overdose) or quality of 
life (legal problems, social and familial issues, etc.).  

 

 Strategies can vary depending on the drug, the type of harm related to its consumption, and the individual 
who consumes the drugs (Addy & Ritter, 2000, 2004).  
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Harm Reduction 
 Why should we implement harm reduction approaches?  

 

 The main reason that harm reduction approaches are implemented is that these 
strategies save lives and diminish the likelihood of drug use problems for the 
individual, their families, and the surrounding community. The adverse consequences 
of drug use have been categorised by Roizen (1979), who identified the “4 Ls” model, 
or four areas of harm in the life of drug using individuals: 

 
1) Liver: Problems related to the user’s physical or psychological health such as cirrhosis; 

cancer; overdose; psychiatric, psychological, or emotional problems (amnesia, depression, 
paranoia, etc.); accidents or other injuries while intoxicated; etc.  

 
1) Lover: Problems related to relationships, family, friends, intimate partner, and children.  

 
1) Livelihood: Problems related to the user’s professional life (e.g., lack of concentration at work 

or school) and other non-professional activities such as hobbies.  

 
1) Law: Legal problems related to illegal drug use, drug acquisition, and/or trafficking, including 

driving under the influence of drugs.  
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Harm Reduction 

Motivational interviewing can be used to formulate and negotiate the implementation of 
appropriate harm reduction strategies. 

 

 The good things about continuing to use in the current fashion (sharing needles, using 
large amounts of the substance, mixing drugs etc). 

 

 The less good things about continuing to use in the current fashion, and why and how 
much they concern the client. 

 

 How the good and less good things about unsafe using practices weigh up. 

 

 What the client thinks the future will hold if he or she continues to use in the present 
fashion. 

 

 How do the good and less good things about safer using, as well as the client’s projection 
of the future weigh up. 

 

 Summary of all of the above. 

 

 What does the client want to do, what compromises can be drawn. 
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Relapse Prevention 
Marlatt and Gordon 

 

Goals of relapse prevention are to provide clients with: 

 

 skills and the confidence to avoid, and deal with, any lapses and a set of strategies and beliefs that reduce 
the fear of failure and prevent lapses turning into full-blown relapses. 

 

Stages in relapse prevention 

 

 Provide a rationale and demystification of relapse 

 

 Enhance commitment 

 

 Identify high risk situations 

 

 Develop coping skills 

 

 Encourage client to take responsibility – without blame, for a lapse 

 

 Explore harm reduction strategies 
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Relapse Prevention 
Marlatt and Gordon 

 

Relapse management strategies 

 
 Explore and acknowledge any negative feelings of shame, failure and self 

blame 

 

 Explore what the lapse means for the client in terms of their decision to change 
– challenge any beliefs about lapses becoming relapses, and normalise the 
lapse 

 

 Explore in detail the chain of events that led to the lapse 

 

 Explore what the client could have done differently next time 

 

 Help the client renew their commitment for change 

 


