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COMPARING AND CONTRASTING MARLATT’S (1985) MODEL OF RELAPSE PREVENTION WITH GORSKI’S EARLY WARNING SIGNS APPROACH AND REVIEWING THE EVIDENCE FOR THEIR EFFECTIVENESS.

By WYNFORD ELLIS OWEN

INTRODUCTION:

“To cease smoking is the easiest thing I ever did. I ought to know because I’ve done it a thousand times” (Twain, 1876). However, contrary to Mark Twain’s frivolous quip regarding his own smoking habit - and as most people who have ever tried to give up drinking, using drugs, over-eating, etc know - it is the staying stopped that is the problem. Relapse prevention is primarily about that: staying stopped and its ancestry lies in a vast array of literature on substance abuse (Velleman, 2001). In this essay I will address two relapse models: Marlatt’s relapse prevention model (1985) and Gorski’s Early Warning Signs approach. Having given a brief overview of both models in the first stage of this essay, I will then compare and contrast them, simultaneously reviewing the evidence for their effectiveness. Finally, I will proffer my own views on whether or not I would utilise one or both models in my own personal recovery process and in my role as an addictions counsellor. 

MARLATT’S (1985) MODEL OF RELAPSE PREVENTION:
Marlatt’s relapse prevention model (1985) is an empirically-based, cognitive social learning theory explanation of the relapse process and incorporates both a conceptual model of relapse and a set of cognitive and behavioural strategies to prevent or limit relapse episodes (Larimer et al., 1999). 

Integral to Marlatt’s model is the individual’s ability to identify high-risk situations, and possess coping skills to deal with them, while developing positive expectations that using those same skills will result in a successful outcome (i.e. relapse is averted). Treatment begins therefore with ‘an assessment of the environmental and emotional characteristics of situations that are potentially associated with relapse (i.e., high-risk situations) (Larimer et al., 1999). And once these are identified the therapist works forwards by analyzing the client’s response to these situations, and backwards to explore lifestyle factors that may increase the client’s vulnerability to high-risk situations. Collaboratively, both the therapist and client then devise strategies to target weaknesses in the client’s cognitive and behavioural armoury which will, hopefully, minimise (if not obviate) the risk of relapse (Larimer et al., 1999). 

GORSKI’S EARLY WARNING SIGNS APPROACH:
Gorski’s biopsychosocial model of relapse prevention therapy (as opposed to his counselling model) is, perhaps, the most widely available current relapse prevention approach, and is based on his developmental model of recovery (DMR) (Gorski, 1989a). The model incorporates the roles of brain dysfunction, personality disorganization, social dysfunction, and family-of-origin problems to combat the problems of recovery and relapse (Gorski, 1995).

Gorski’s developmental model of recovery posits six stages which are explicitly linked to the philosophy and operations of Alcoholics Anonymous, and he also lists five phases to his comprehensive relapse-prevention process made up of a total of 15 core “processes” which in turn are made up of several “parts” or individual exercises. Phase 3, for example, which is the Warning Sign Identification phase, brings both therapist and client ‘into the heart of the relapse prevention process’ and helps the client identify (in his or her own words) the three “critical warning signs” which are then managed in phase 4, and integrated into the client’s individual recovery plan in phase 5 (Gorski, 1995). Gorski believes that the duration of, and severity of relapse can be limited. In other words it can be stopped quickly with the preparation of three plans: 1) the client plan, 2) the therapist plan, and 3) a significant other plan (Gorski and Kelley, 2007). 

DIFFERENCES:

The major significance of Marlatt’s work is that he has provided a theoretical explanation of relapse, but he has also provided a method of attempting to prevent it. Marlatt’s transitional model, incidentally, stresses the importance of adequate client motivation in order for skills training to be successful and, as such, apportions ‘flexibly employed’ motivational interventions (MI) based on  Prochaska and DiClemente’s Transtheoretical Model of Change (TTM) (1986) (Marlatt and Donovan, 2005, p. 152 & p.73). However, it is worth noting Robert West’s critique entitled ‘Putting the Transtheoretical (Stages of Change) Model to rest’ (2005) whereby he challenges (among other things) the assumption that ‘individuals typically make coherent and stable plans [to change their behaviour]’. West states that ‘Apart from those individuals that set a specific occasion or date for change (e.g. in a New Year’s resolution), intentions about change appear to be much less clearly formulated.’ and concludes that ‘The model (TTM) tends to promote the wrong intervention strategy’ and is therefore ‘likely to lead to effective interventions not being offered to people who would [otherwise] have responded’.

Terence Gorski’s Early Warning Signs approach also requires stages of change, but these are quite different to those research-based studied by Prochaska and DiClemente (1986). Indeed, Gorski’s developmental model of recovery posits six phases which are ‘explicitly linked to the philosophy and operations of Alcoholics Anonymous’ and which are based on his own experience as a chemical dependency counsellor, as are the formulation of his ‘high-risk situations’ which should merit further research (Gorski and Kelley, 2007). Gorski, incidentally, talks about ‘intervening at every “phase” (as opposed to Marlatt’s enjoinder to intervene at every “stage”) and employs Cognitive-behavioural Therapy in a person-centred approach (Gorski, 1989a). 

An important observation made by Alan Marlatt in the 1970s, and which helped formulate his multifaceted treatment modality, was the realisation, from talking to relapsed individuals, that relapse was the most frequent outcome of any treatment for substance abuse (Velleman, 2001, p.94). (See also Gossop et al., 2002. which further supports his view among heroin misusers; and Riley et al., 1987, which found that out of a review of 68 alcoholism treatment outcome studies only 34% of a total sample size of 14,546 patients were able to abstain following treatment.) This observation led Marlatt to concentrate on understanding the relapse process and develop procedures to prevent relapse from occurring.  Marlatt’s model is therefore scientific. These aspects of the model, and its well formulated set of hypotheses, have been extensively researched over several years – as have the types of interventions which will be most effective given individual case characteristics (Velleman, 2001). For example Allsop, Saunders and Phillips (2000) researched ‘The process of relapse in severely dependent male problem drinkers’, concluding that ‘Post-treatment self-efficacy ratings is a predictor of treatment outcome and time to lapse and relapse and that cognitive functioning is a predictor of treatment outcome and time to lapse.’ Similarly, Chaney et al., (1978, p.1101) carried out ‘the first randomized trial of Relapse Prevention in an inpatient population of problem drinkers’ and concluded that “problem drinkers’ responses to situations that present a high risk of relapse can be improved through training’. Marlatt, as a result of such studies, integrated their findings into his model - ‘role-play’ being an integral part in the development of coping strategies as is the educational component (which is also present in Gorski’s model as a component of cognitive therapy) in changing maladaptive thinking and challenging myths related to positive outcome expectancies (Marlatt and Donovan, 2005, p.372). Likewise, in Marlatt’s model, the therapist works with the client to monitor the individual’s self-efficacy which may increase the probability of the individual being in a high-risk situation (Marlatt and Donovan, 2005, p. 4).     

I include reference to these sample research papers, incidentally, to highlight a further advantage of the scientific approach – its details change as a consequence of research findings (i.e. the model keeps improving; indeed, by now, a new model is in place ‘The Dynamic Model of Relapse’ which allows for several ‘configurations of distal and proximal’ relapse risks.) (Marlatt and Donovan, 2005, p.23.) In contrast Gorski’s approach prescribes a single treatment approach for all cases and has no scientific and very little research basis – although research carried out by Miller & Harris (2000) concluded that: the ‘Scale of Gorski’s warning signs appears to be a reliable and valid predictor of alcohol relapses’. Another piece of research (with doubtful methodology) was a ‘randomised trial of early warning signs relapse prevention training in the treatment of alcohol dependants (Bennet et al., 2005) which categorised 124 subjects randomly selected to receive 1) Aftercare as usual and 2) Aftercare as usual and 15 individual sessions of early-warning signs relapse prevention training using Gorski’s protocol. This study concluded that ‘No 2 participants had a significantly lower probability of drinking heavily (74% of No 1 were drinking heavily as opposed to 55% of No 2); No 2 had, additionally, ‘significant fewer days drinking’. 
Gorski’s relapse prevention therapy is designed for the ‘relapse prone person’ and is more concerned with the ‘action’ stage of TTM which integrates abstinence-based treatment, because the client cannot benefit from therapy when under the influence of mood-altering drugs (Gorski 1989a). Because of this overlap with the 12-Step approach – which requires an admission that the client has become powerless over alcohol (AA, 1976) - Gorski’s model has a strong spiritual component which is not found in Marlatt’s work which is cognitive and based on the social learning theory explanation of the relapse process (he believes addiction is a “learnt” behaviour and is based on the approach of Bandura (1971, 1977, cited by McLeod, 2003, p. 131) which differentiates between the acquisition of behaviour change (i.e. stopping drinking) and the maintenance of behaviour change (i.e. staying stopped).

One trigger to relapse, according to Marlatt, is the way individuals react to a lapse (single or brief use) - tending to catastrophize the event as a major failure. Marlatt described this effect as the ‘abstinence violation effect’ (AVE) which is caused by the ‘client’s sense of personal failure and hopelessness’ and is common among advocates of the disease model of alcoholism (Velleman, 2001). Marlatt stresses the need to end a relapse quickly in order to minimise the damage – thus introducing the term ‘relapse management’ into the addictions field – and advocates that a relapsed client should consider the slip as an unfortunate but isolated incident, rather than as proof that he/she is incapable of recovering (Velleman 2001, p.99). According to Marlatt, therefore, the client is still in the relapse process when suffering from AVE - whereas, with Gorski, picking up a drink, albeit just one, is the end of the relapse process and the beginning of the drinking episode. Gorski’s model deals little with the facts of relapse, beyond acknowledging that each of us will get stuck in our recovery process periodically (Gorski, 1989, p.138). Incidentally, Gorski deals with the AVE effect very early on in the stabilization phase of his relapse prevention therapy by ‘developing a plan with the client to help stop any future relapses quickly’ (Gorski, 1995).

The process of relapse is also important. In Marlatt’s model relapse is not something that happens but is the culmination of a (sometimes) long process which can be fitted into two categories: immediate determinants (e.g. high-risk situations, a person’s coping skills, outcome expectancies, and the abstinence violation effect) and covert antecedents (e.g. lifestyle imbalances and urges and cravings) (Larimer et al., 1999). SIDs (Seemingly Irrelevant Decisions whereby, for example, a client might disembark from a bus at an earlier stop which just happens to lead him past his old “local”) further compounds the process. The outcome or whether a client shows a decreased probability of relapse or an increased probability of relapse is dependent upon him/her having effective coping responses, which lead to increased self-efficacy; alternatively, having no effective coping responses leads to decreased self-efficacy and a positive expectation of initial use. AVE follows the lapse; and in order to prevent the progression to full-scale relapse, the link needs to be broken between ‘having a lapse and entering into full-scale relapse’ through imparting information and possibly acting ‘more as a persuader than we might commonly do as counsellors’ (Velleman, 2001, p.104).

In contrast, Gorski stresses the importance of showing the client the difference between abstinence and recovery – people must enter recovery before they can relapse; relapse is a process not an event, and it’s a process that begins before the start of alcohol or drug use; observable warning signs precede alcohol and drug use; the relapse process is automatic and unconscious; problems in each recovery stage can cause relapse, therefore each recovery stage has unique recovery tasks and relapse warning signs – which can begin long before a return to use (Gorski, 1995). To this end Gorski has identified 37 warning signs of relapse (or self-defeating behaviours), which draw heavily on 12-Step literature and, as such, have not (in the main) been scientifically evaluated (Gorski and Kelley, 2007). Gorski advocates intervention at a very early stage because the relapse process, which he says begins with an ‘internal change’ which involves increased stress, followed by a change in thinking, feeling and behaviour, will rapidly move developmentally through the remaining phases before culminating in alcohol and/or drug use. This process has a domino effect once it is instigated - early intervention is critical, therefore, in order to arrest what can, otherwise, be an unstoppable downward progression. (Gorski 1989a). 

Gorski places great importance on identifying the personality styles of the recovering client as it can affect both his recovery and relapse. Top Dog (DSM Cluster B) for example can exaggerate strength, deny weaknesses, focus on self and become isolated and angry; while the Under Dog (DSM Cluster C) can exaggerate weaknesses, deny strength, focus on others and become isolated and depressed as a result of driving others away by clinging (AllPsych, 2008). Personality styles, however, do not feature in Marlatt’s model. 

Gorski also places great importance on gathering comprehensive information about the history of a client’s life and his or her addiction, which is followed by a calendar of past relapses and a deeper look at what that calendar shows (his model, incidentally, only works for clients who have relapsed). This is intended to educate the client about past behaviours and to offer new insights into the beliefs behind the addiction (Gorski, 1995). This process of social-history gathering is not required in Marlatt’s model. 

SIMILARITIES:
Both Marlatt and Gorski have proposed that relapse is a process and not an event – i.e. it has predictable and identifiable warning signs that begin long before alcohol and other drug use occurs, although Gorski starts well back with an ‘internal change’ whereby the client begins using old addictive ways of thinking and managing feelings that make him/her feel bad on the inside (Gorski, 1995). Marlatt’s relapse process, on the other hand, begins with a lifestyle imbalance which he calls ‘covert antecedents’ or as a response to immediate determinants (e.g. high-risk situations) (Larimer et al., 1999). Both Gorski and Marlatt (and Prochaska and DiClemente) see recovery, also, as a staged process – although they differ greatly in their interpretations of those stages.

Both refer to their models as relapse prevention models, although Gorski’s model was introduced several years later than Marlatt’s. Gorski , however, admits to being heavily influenced by the Cognitive-Behavioural Relapse Prevention Model developed by Marlatt and Gordon (1985). (Gorski, 1989a.) 

MY OWN VIEWS:
I have a problem with both models on a personal level: Marlatt’s cognitive social learning theory explanation of the relapse process would be anathema to me, as would his belief that a ‘lapse’ is still a part of the relapse process. Trying to control my drinking would also, I believe from past failed attempts, be foolish in the extreme, for to do so would be to place my self-will in control of my recovery – which AA believes would inevitably lead to relapse anyway – and that is fundamentally antithetic to their teaching; according to AA, ‘the alcoholic is an extreme example of self-will run riot’ (AA, 1976, p. 62) - it is what got me to my alcoholic nadir in the first place.

To be focused, as both models demand, on the possibility of relapse would also be injurious to my peace of mind, I believe; and seeing myself as “clinging to an ice-covered cliff with [the] recovery group holding the only rope” (Perkinson, 2002) would be both demoralising and frightening. Living like that would also be contrary to the philosophy and teaching of AA’s 12 Steps whereby we allow God of our understanding to do the worrying, and entrust our ongoing sobriety to Him (AA, 1976). I have tried every other imaginable remedy, incidentally! Likewise, as Gorsky advocates, checking the 37, or at least, the “three critical warning signs” every day would have the same potential ‘perilous’ consequence – because again, according to AA, alcoholics ‘will be absolutely unable to stop drinking on the basis of self-knowledge. This is a point we wish to emphasize and re-emphasize, to smash home upon our alcoholic readers as it has been revealed to us out of bitter experience’. (AA, 1976, p. 39.)  Besides, to dwell on the relapse would be, for me, to dwell on the problem which is negative as opposed to focusing on my recovery, which is about living in the solution which is positive.

On a professional basis, however, both models appeal to me very much, although Marlatt’s model does not integrate with the core philosophy at The Welsh Council on Alcohol and Other Drugs which utilises the 12-Step Facilitation, and is abstinence based – therefore, theoretically, no relapsing client would be treated by us. However, there are many valuable lessons to be learnt by relapsed clients (all my current clients in treatment have relapsed at some time in the past; incidentally, I’d only use the models in 2nd or 3rd stage treatment - i.e. when clients are in ‘action’ and/or ‘maintenance’ stages of TTM) and the old adage is perfectly true: to be forewarned is to be forearmed. Any model that provides information that enlightens the addict about both the recovery processes and which challenges the myths and mistaken beliefs around relapse, and which offers clients and us as counsellors such a comprehensive and wide-ranging set of interventions is to be treasured and utilised at every opportunity. And who am I to judge anyway? My responsibility is to ‘draw out the client and enable him or her to reach a greater level of understanding, or a greater commitment to take action’ (Velleman, 2001, p.32).

BIBLIOGRAPHY:

Alcoholics Anonymous. (1976) 3RD ed. New York: Alcoholics Anonymous World Services, Inc.
ALLPSYCH., ((2008). Personality Styles. [online]. Available from: . http://allpsych.com/personalitysynopsis/trends.html [Accessed 31 January 2008].
ALLSOP, S., SAUNDERS, B., PHILLIPS, M., (2000). The process of relapse in severely dependent male problem drinkers. Addiction. 95(1). pp.95-106 (ISSN: 0965-2140).

BENNET, G. A., WITHERS, J., THOMAS, P.W., HIGGINS, D. S., BAILEY, J., PARRY, L., DAVIES, E., (2005). A randomised trial of early warning signs relapse prevention training in the treatment of alcohol dependence. [online]. PMID: 15925121 [PubMed - indexed for MEDLINE]. 30(6):1111-24. Epub 2004 Nov 10. Available from: http://www.ncbi.nlm.nih.gov/pubmed/15925121?ordinalpos=1&itool=EntrezSystem2.PEntrez.Pubmed.Pubmed_ResultsPanel.Pubmed_RVAbstractPlusDrugs1 [Accessed 30 Jan 2008].

CHANEY, E. R., O’LEARY, M. R., & MARLATT, G. A.,  (1978). Skills training with alcoholics. Journal of Consulting and Clinical Psychology. 46:1092-1104.

GORSKI, T. T., (1989). Passages Through Recovery. Center City, MN: Hazelden Press.
GORSKI, T. T., The CENAPS® Model of Relapse Prevention Planning. In: DALY, D. W., (1989a) Relapse: Conceptual, Research, and Clinical Perspectives. Hayward Press, and J Chem Depend Treat (2)2, 1989a.

GORSKI, T. T., (1995). Relapse Prevention Therapy Workshop – Managing core personality and lifestyle issues.  USA: Herald House/Independence Press.

GORSKI, T. T., KELLEY. J. M., (2007). Counsellor’s Manual for Relapse Prevention with Chemically Dependent Criminal Offenders. [online]. Available from: http://www6dotXEQscy_WKOZOHPexJMruJSLfyLaT6-Jy/Hybrid%20Unit%2011/Gorski%27s%20Manual.pdf [Accessed 31 Jan 2008].

GOSSOP, M., STEWART, D., BROWNE, N. MARSDEN, J. (2002). Factors associated with abstinence, lapse or relapse to heroi use after residential treatment: protective effect of coping responses. Addiction, 97(10), pp.1259-67.
LARIMER, M. E., PALMER, R. S., MARLATT, G. A., (1999). Relapse Prevention – An overview of Marlatt’s Cognitive-Behavioural Model. Alcohol Research & Health, 23 (2), pp151-159.
MARLATT, G. A., & DONOVAN, D. M., eds. (2005). Relapse Prevention – Maintenance strategies in the treatment of addictive behaviours. 2nd ed. New York: Guilford Press.
MARLATT, G. A., & GORDON, J. R., (1985). 1st ed. Relapse Prevention: Maintenance strategies in the treatment of addictive behaviours. New York: Guilford Press.

McLEOD, J., (2003). 3rd ed. An introduction to counselling. Glasgow: Open University Press.
MILLER, W. R., HARRIS, R. J. (2000). A simple scale of Gorski’s warning signs for relapse. [online] PMID: 11022817 [PubMed - indexed for MEDLINE]. Available from: http://www.ncbi.nlm.nih.gov/sites/entrez?WebEnv=0r5F7E8VcQU9vTmwUuUx9TcccDL7UQZY450Tym06Mgve0P07TCLy%40mqZUwIIOFkQAAHxgrkIAAAAV&db=pubmed&orig_db=pubmed&term=gorski%20paws&cmd=search&cmd_current=&query_key=1&dopt=AbstractPlus&dispmax=20&sort=&SendTo=&filt       

[Accessed 30 Jan 2008].

PROCHASKA, J. O., & DiCLEMENTE, C. C., (1986) Toward a comprehensive model of change, In MILLER, W. R., & HEATHER, N. Eds., Treating Addictive Behaviours: Process of change. pp. 3-27. New York: Plenum.

RILEY, D. M., SOBELL, L. C., LEO, G. I., SOBELL, M. B., KLAJNER, F., (1987). Behavioural treatment of alcohol problems; a review and a comparison of behavioural and nonbehavioural studies. In: Treatment and prevention of alcohol problems: a resource manual. New York: Academic Press. p.107.

TWAIN, M., (pseudonym of Samuel Langhorne Clemens) (1876) The Adventures of Tom Sawyer. St. Ives place: Penguin popular classics.

VELLEMAN, R., (2001). 2nd ed. Counselling for Alcohol Problems. King’s Lynn: Sage Publications.

WEST, R., (2005). Time for a change: putting the Transtheoretical (Stages of Change) Model to rest. Addiction, doi:10.1111/j.1360-0443.2005.01139.x
PAGE  
1

