Forum on Public Policy

Substance Abuse: Personal Construct Processes and Psychotherapy with

Children and Adolescents
Deborah Truneckova and Linda L. Viney

Deborah Truneckova, University of Wollongong, Australia
Linda L Viney, Professor, University of Wollongong, Australia

Abstract

The effects of substance abuse on children and adolescents, their families and other significant
people in their lives, is profound, and possibly life-threatening. In response to these concerns,
there has been increased research emphasis on establishing evidence for the benefits of
psychological treatment for children and adolescents substance abuse. Many options for
psychological interventions have included pharmacologic treatment, as well as individual, family
or group therapy in an inpatient or outpatient setting. As well, there has been a need to establish
which treatment methods are most useful while also investigating what factors might facilitate
these processes of change. In response to these challenges, we will present a personal construct
model of treatment for child and adolescent substance abuse that adopts a truly listening
approach. Personal construct theory views substance abuse as a way of developing meaning in a
social world. Our model explores, with children and adolescents, the significance of the
substance-abuse to them, the self-perceptions and identity-defining nature of abuse, and then
creates with them personal solutions to their problems. The factors in this approach which, we
believe facilitate the psychological processes of change in children and adolescents, will also be
explored.

Introduction

The Many Issues Involved in Substance Abuse

At a recent interdisciplinary forum to discuss ‘Substance Abuse’, the Oxford Round Table
(March, 2008), diverse perspectives and opinions were offered. The complexity of this
contemporary issue, substance abuse, and the impact it is having across all areas of human
engagement, was confronting to all participants. With no universally accepted definition of
‘addiction’ (Zollweg, 2008), the forum was often reminded of the disconnect between research,
education and practice (Alausa, 2008; Mann, 2008; Ponder, 2008; Weems, 2008), between
public policy and law enforcement (Henning, 2008; Leowy, 2008; Nicholson, 2008), and
between health, welfare and criminal law (Bonnelli, 2008;Jojwana, 2008; Leggat, 2008; Ovens,
2008).

As the forum progressed, a body of knowledge and opinions was being collected. There
were discussions on treatments, of counseling (Pawlukewicz, 2008; Truneckova, 2008), the
application of the law (Arlebrink, 2008; Burks, 2008; Hill, 2008; Redford, 2008; Trump, 2008;
Zollweg, 2008), and treatment measurements to be used (Hall-Flavin, 2008). Conversations
were also held on the essence of social living as community, and how understanding
relationships between self and others (Truneckova, 2008) strengthens the protective factors
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against substance abuse (Tsey, 2008). It became apparent as the forum continued that as
disciplines interface, there is a connection, a more comprehensive body of knowledge and
opinions evolves.

With this evolution, understandings were developing, forming a body of knowledge more
creative and useful than the knowledge based on the previously distinct and separate disciplines
available before the forum. While this paper presents one perspective or part in the substance
debate, it will be argued that it seeks to embrace the ‘whole’, the collective knowledge, by
focusing on the essence of relationships, the glue that enables us to come together to talk,
understand, and make connections with research, education, practice, public policy, law
enforcement, health, welfare, and criminal law.

Prevalence and Impact of Substance Abuse by Children and Adolescents
According to national surveys conducted across the world, substance abuse among children and

adolescents is increasing, and alcohol has become the most abused drug (AIHW, 2007b). This
alcohol abuse has been recently highlighted by recent research that has reported approximately
10% of 12 to 17 year olds, are binge drinking, or drinking at harmful levels (ANCD, 2008).

Tobacco smoking continues to be a substance of use by young people, and while there
appears to be a decline in smoking prevalence, with 4% of 12 to 15 year olds, and 11% of 16 to
17 year olds reporting they were committed smokers (ASSAD, 2005), it continues to be an
abused drug. Young people who use both tobacco and alcohol, are twice as likely to use illicit
drugs (AIHW, 2007b; SAMHSA, 2007). In Australia, the use of illicit substances by 12 to 17
year olds was found to have either declined, or remained stable between 1999 and 2005, with the
largest decrease occurring in marijuana, 29% in 1999 to a decline of 18% in 2005.
Polysubstance use was also found to have decreased from 32% in 1999, to 20% in 2005 (AIHW,
2007b). The data on Aboriginal and Torres Straight Islander young people (NATSIHS, 2004-
05), 15 years and over, collected 2004 to 2005, describe higher levels of substance abuse by the
Indigenous youth, when compared with other young Australians. Almost 23% of young
Indigenous Australians compared to 10% of other young Australians, reported drinking alcohol
at levels considered risky to highly risky in the long term. Tobacco smoking was reported by
52% of young Indigenous Australians, while 28% reported using illicit substances (AIHW,
2007b).

The worrying trend in child and adolescent substance abuse is that the age of initiation
has decreased (AIHW, 2007b), with younger people more often abusing drugs.
Emotional problems predispose young people to abuse drugs rather than frequent substance use
causing emotional problems (Nicholson, Duncan, and White, 2002). There is general evidence
that mental health problems and substance abuse appear to have increased (AIHW, 2007b), with
approximately 20% of young people (age 12-24 years) in Australia, experiencing mental health
or substance use disorders (Patel, Flisher, Hetrick, and McGorry, 2007). A significant proportion
of these young people will be affected by more than one disorder (Teesson, Hall, Lynskey, and
Degenhardt, 2000; Wade et al., 2006). Mental and substance use disorders account for greater
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than 60% of the non-fatal burden of disease, and 50% of the total disease burden (disability-
adjusted life years) (AIHW, 2007a).

The impact of substance abuse on the life trajectory of children and adolescents is
profound. In the USA, $66.9 billion has been spent dealing with drug-related illness, death and
crime (National Drug Control Strategy, 1997). However, with children and adolescents, there
are also the negative impacts of substance abuse on the developmental processes. Substance
abuse can make it difficult for children and adolescents to maintain relationships, and to retain a
connection with school, employment or family, protective factors against escalating substance
use, crime, and homelessness (NYARS, 2004). The detrimental impact is further compounded
by the elevated risk of developing a coexisting mental illness, and of suicide (NSWHD, 2000).
Youth suicide remains the cause of the highest number of deaths among young people (AIHW,
2007a), with approximately 53% of young people who suicide having a substance abuse problem
(APA, 2005).

Personal Construct Theory and the Psychological Development of Children and
Adolescents

Personal construct theory does not have stages or phases, but rather provides a developmental
psychology (Agnew, 1985), by which to understand the transition of the individual through
childhood and adolescence. Children and adolescents are continually searching for meaning in
their interpersonal relationships, by anticipating, facilitating and participating in processes of
creative change.

In personal construct theory, the self-concept is determined by the social roles the child
and adolescent plays, and by the constructions, or understandings, others have of the individual.
The notion of self is constructed, and elaborated over time. There is no concept of self, rather
the individual has a bipolar construct of self-not self and self-others. It is the construction of
“self versus others” which will influence how the child and adolescent construes experiences and
emotions.

When forming friendships, children rely mostly on commonality of family experience.
Children will generally describe people in terms of appearance, social roles, and behaviour,
while during adolescence, there is a greater “individuation” and “differentiation” of people as
persons (Adams-Webber, 1979). During childhood and adolescence, there is a gradual increase
in the capacity to differentiate between self and others. With the transition from childhood to
adolescence, the self constructs increasingly become organized within various social roles, so
there is a number of ‘selves’ comprising one’s self-identity. The person’s constructs about self
are termed core constructs, and it is these constructs which maintain the person as unique.

Personal Construct Psychotherapeutic Approach and Processes to Psychological Changes
Personal construct theory, developed by Kelly (1991a; 1991b), embraces the concept of
constructive alternativism, that there is a multiplicity of ways of understanding any given event.
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These understandings are constructions which provide meaning and order to the series of events
which confront children and adolescents. These constructs make their world meaningful, and
guide their interactions with it. Children and adolescents create meaning by posing questions,
carrying out experiments and evaluating their outcome. Personality development is the outcome
of how children and adolescents respond to validation or invalidation by others or events of their
self constructs. Changes or extensions to the child’s or adolescent’s system of constructs occur
when experience either confirms or disconfirms prior anticipations. In personal construct theory,
negative emotions are not viewed as either right or wrong, but as a constructive part of the
process of change. The behaviour of the children and adolescents is considered experimental,
and their emotional states, a measure of actual or impending change in their construct systems.
Emotions are inseparable from cognitions as major players in behaviour, and as such both
constitute principle components in change processes (Sewell, 1995).

Etiology of Child and Adolescent Substance Abuse

Unlike adult referrals for substance abuse, child and adolescent referrals are made by parents and
other adults (Yeh, and Weisz, 2001). When the referrals are made, they tend to be prompted by
usually high levels of youth dysfunction often with high levels of comorbidity (Angold, Costello,
and Erkanli, 1999). Anxiety and depression (Dadds, 2001; Social Exclusion Unit, 2005),
conduct disorder (Dadds, 2001; Ketterlinas, and Lamb, 1994), along with attention deficit
hyperactivity disorder, cutting and learning disorders, are common (Greydanus, 2005). A
longitudinal study following a cohort of 101 subjects from the age of 3 until age 18 years, with
assessments at ages 3, 4, 5, 7, 11, 14, and 18, found frequent drug users at 18 years, were
‘relatively insecure, unable to form healthy relationships, and emotionally distressed as children’
(Shedler, and Block, 1990, p. 624).

Youth who were strongly attached to fathers in households where parents frequently use
drugs, are more likely to use both licit and illicit drugs than adolescents strongly bonded to non-
drug using parents (Drapela, and Mosher, 2007). Adolescent misuse was reported to be
associated with maternal binge drinking, parenting, peers, school characteristics, and
adolescent’s own behaviour. Results of the study showed mother’s binge drinking, peer
drinking, and an early age of onset predicted higher levels of alcohol misuse in youths 14 to 16
years of age. In youth, 16 to 18 years of age, maternal binge drinking was no longer significant,
however, maternal attachment, school attachment, peer drinking, and early age of onset were
found to significantly predict adolescent alcohol abuse (Tyler, Torres Stone, and Bersani, 2006).

Current Approaches to Psychological Treatment

When considering psychological treatment of substance abuse, the central question becomes:
“Which kinds of individuals, with what kinds of alcohol/other addiction problems, are likely

to respond to what kinds of treatments by achieving what kinds of goals when delivered by

which kinds of practitioners” (Hall-Flavin, 2008).
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With children and adolescents, it is also important to acknowledge their developmental
needs, the variations in the emotional, cognitive and behavioural abilities of these young people
presenting for treatment. Cultural sensitivity is essential, particularly for young people from an
Indigenous (Westerman, 2004), or culturally and linguistically diverse background (Howard,
Stubbs, and Arcuri, 2007), for example, the different beliefs to understanding shame, guilt,
threat, and isolation. While consideration of cultural and ethnic differences is essential, it is also
important that contextual factors such as family, peer group, and school setting are considered
during treatment planning (Zarb, 1992).

In a review of the literature on treatment, the Commission on Adolescent Substance and
Alcohol Abuse (2005) concluded that young people who remain in treatment have better
outcomes than those who do not finish the intervention programme (Lyons, and Rawal, 2005). It
is therefore imperative that treatment be meaningful to the child or adolescent. This requires
establishing a robust and effective alliance (Carey, and Oxman, 2007), creating a safe
environment in which to engage the young person, while identifying stage of change (Prochaska,
DiClemente, and Norcross, 1992) in the substance abuse and dependence contexts, and finally
providing appropriate interventions.

Recovery from substance abuse by children and adolescents is a process, and not an event
(Howard, Stubbs, and Arcuri, 2007). It is the norm rather than the exception that treatment will
be long-term (Pringle, and Flanzer, 2005), and support and monitoring are essential during this
time to identify possible relapse, and reduce the risk of secondary psychological problems, social
upheaval and chronic disability (Kendall, and Kessler, 2002; Vos et al, 2004). Measures of
relapse could offer a useful way of determining the effectiveness of the intervention (Mann,
2008).

Psychological treatments of substance abuse in children and adolescents have included
pharmacologic treatments as well as individual, family or group therapies in an inpatient or out-
patient setting. Of the pharmacological treatments for nicotine addiction, nicotine replacement
and bupropion are usually provided. While currently not approved for young people,
medications for alcoholic addiction include naltrexone, and acamprosate.

Individual therapies range from problem-focused psychological interventions, to treatments
that are primarily client-centred. Cognitive behavior therapy teaches children and adolescents to
reflect on how their thoughts affect their behaviour. Generally, these therapies regard substance
abuse as an acquired behaviour, which begins and continues within the framework of an
individual’s environment (Allen, Hetrick, Simmons, and Hickie, 2007; Waldron, and Kaminer,
2004). Behavior modification therapy is based on rewards and consequences (Carrol, and
Onken, 2005). Constructivist Rational Emotive Behaviour Therapy (REBT) encourages the
adolescent to look at underlying premises behind their feelings, beliefs and actions (Adelman,
2006).  Motivational interviewing utilizes the principles and practices of client-centred
counseling to encourage the child or adolescent to move through the stages of change, and to
make personal choices along the way. The core assumptions of motivational interviewing
(Miller, and Rollnick, 2002) includes the idea that motivation for behaviour change is the result



Forum on Public Policy

of interpersonal interactions, not an inherent character trait, and that ambivalence to change is
normal and acceptable (Carrol, and Onken, 2005). Constructivist therapies suggest that to
understand the child or adolescent’s experiences with, and relationships to, the drugs of
dependence, it is necessary to consider how others construe them (Burrell, 2002; Klion and
Pfenninger, 1997).

The goal of family-directed therapy is to treat the child or adolescent within his/her social
and family network (Carrol and Onken, 2005; Pringle and Flanzer, 2005), the psycho-social
environment contributing to the establishment of the conditions associated with the substance
abuse (Kaminer and Slesnick, 2006). Family therapy is increasingly considered successful
(Sexton, Alexander, and Mease, 2004), because of its ability to engage and retain children and
adolescents and their families (functional family therapy: Elliott, 1998; Sexton, and Alexander,
2002/ multisystemic therapy: Henggeler, Pickrel, and Brondino, 1999; Henggeler, Melton,
Brondino, Scherer, and Hanley, 1997). Research has also found that family-directed therapies
lead to lower drug use after treatment (Stanton, and Shadish, 1997; Smith, Hall, Williams, An,
and Gotman, 2006).

The predominant group work treatment used is cognitive behavior group therapy which
primarily focuses on skills-training, problem-solving and role-playing to achieve behaviour
changes (Kaminer, 2005; Kaminer, Blitz, Burleson, Kadden, and Rounsaville, 1998). Research
has found the intervention efficacious, resulting in significant symptom remission or abstinence
(Smith, Hall, Williams, An, and Gotman, 2006).

Personal Construct Theory and Substance Abuse

Personal construct theory views substance abuse as a meaningful and goal-directed action, while
focusing on understanding drug use from the personal to the social, with an emphasis on personal
agency and personal meaning (Burrell, 2002). Substance abuse can best be understood as a
problem involving the process of construing self and others (Klion, 1993). As the chemical
dependency becomes a predominant focus for the person, the role of addict becomes well-
elaborated and developed into defining his or herself and others. Concurrently, the development
of roles which are not involved in substance abuse become increasingly difficult, as the
construction of alternative self constructions in other roles and contexts diminishes (Klion,
1993), while ‘the addict’ is often explicitly and implicitly elaborated and extended (Dawes,
1985). Role relationships are relationships between people in which each participant tries to take
the perspective of the other (Fransella, 2003; Viney, 1996). As the role of “addict” becomes
central to the person’s self-identity, other roles, potential sources of social validation and
experience decrease.

Due to their biochemical properties, drugs of abuse are inherently reinforcing, and drug
use can provide a form of ‘gratification’ and ‘emotional validation’ as well as a means for coping
with invalidation (Klion, 1993). Substance abuse can reduce the impact of invalidation
experiences which may be reflected by negative emotions such as sadness and guilt, or generate
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experiences of validation felt in emotions such as joy (Klion, 1993; Klion, and Pfenninger,
1997).

However, to construe oneself as an “addict” and therefore “needing to fix the problem”
can be very threatening, because this may require the seemingly impossible undertaking of self-
reconstruction (Klion, 1993). Their development of other identities has been restricted, as they
have focused more and more on their drug dependency. The addict may ‘slot rattle’, or move
back and forth between the poles of their construct system, between the “addicted” and “not
addicted” sides of the system. Such confusion may lead the substance abusers to leave
treatment, moving quickly from feelings of guilt and expressions of remorse, to minimizing or
refusing to acknowledge their addiction problem. Substantial feelings of guilt and threat are
experienced by addicts as their construing is frequently invalidated, and there appears to be no
apparent means of self change. Guilt is defined as the awareness that one’s actions do not fit
with one’s central constructs about oneself (Fransella, 2003; Viney, 1996). Threat is experienced
by people when they recognize the imminent possibility of major changes to their most central
understandings about themselves (Fransella, 2003; Viney, 1996).

The substance abuse increases to quiet the emotional experiences of invalidation, but in
turn, these experiences only get greater as the person’s ability to reconstrue is compromised.
The endgame is a self-perpetuating cycle of threat, guilt, and substance abuse (Klion, 1993).

Our Model of Substance Abuse for Treating Children and Adolescents

Figure 1.
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Our model (refer Figure 1) adapted from Klion (1993), is grounded in Personal Construct
Theory, viewing meaning-making as psychologically directed by the way children and
adolescents anticipate events (Fundamental Postulate, Kelly, 1991a). Our model also sees
children, adolescents, and parents and significant adults, as having distinctive understandings and
experiences of their worlds (Individual Corollary, Kelly, 1991a). These understandings and
experiences can be shared, that children and adolescents can construe their experiences in similar
ways to their parents and significant adults (Commonality Corollary, Kelly, 1991a). While, it is
not necessary for children and adolescents to share the same attitudes and experiences in order to
be in a relationship with their parents and significant adults, there needs to be an attempt to
understand each other’s perspectives (Sociality Corollary, Kelly, 1991a).

Construct systems are composed of several relatively independent and sometimes
incompatible subsystems which may seem to be in conflict with each other (Fragmentation
Corollary, Kelly, 1991a). These inconsistencies or conflicts in construct systems have been
described as implicative dilemmas (Hinkle, 1965). When core constructs are invalidated by
events, feelings of guilt and of hopelessness are experienced. When the child or adolescent sees
the self as experiencing a drug problem, feelings of threat are often experienced, creating a
dilemma that will require them to undertake major self-reconstruction for its solution. Threat,
can be the most important impediment for the child or adolescent construing themselves as drug
dependent. The implications of developing a new self role are too great and no other options
seem available (Klion, 1993).

Our personal construct model of treatment for child or adolescent substance abuse, begins
with adopting a credulous attitude with the therapist, setting out to engage the child or adolescent
in a process of collaborative experimentation. Together, the therapist and child or adolescent
investigate their own distinctive meanings. They are shared, and attempts are made to
understand each other’s meanings. An important initial step, is for the therapist to develop a
working alliance with the child or adolescent. Most clients are not self referred and they might
feel they have been coerced into treatment by more ‘powerful’ people such as parents and
teachers. There will be feelings of anger and confusion, because while others have decided there
is a problem, the child or adolescent may not be seeing they have an issue with substance use.
The child or adolescent with an acknowledged substance abuse problem, may also be feeling
guilty, threatened and out of control. It is important for the therapist to develop early in the
treatment, a therapeutic alliance in order to reduce any possible resistance to treatment, and to
engage, and maintain the child or adolescent in treatment. Within the working alliance, the
therapist encourages the child or adolescent to take part in collaborative experiments, a creative
cycle of hypothesis testing, experimentation, reevaluating, and reconstruing on the basis of the
results of the experimenting (Stewart, and Birdsall, 2001).

One of the therapist’s roles in this collaborative experimentation with the child or
adolescent, is to understand their perspective or construing of the substance abuse, and just as
importantly how the client understands themselves and others. The other role for the therapist is
to help the child or adolescent more adequately understand themselves, to empower them, to
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clarify how substance use may or may not be a problem from the child or adolescent’s
perspective, and to facilitate the growth of the child or adolescent’s construct system (Klion,
1993).

In our personal construct model of treatment for substance abuse, the therapist is
facilitating the child or adolescent to elaborate their understanding of themselves by searching
for meaning through their interpersonal relationships. There is a broadening and deepening of
the therapeutic focus on the relationships between substance use, self organization, and social
contexts (Burrell, 2002). The child and adolescent are encouraged to develop their social roles,
and their understandings they have of themselves, within these various relationships. For
children, the therapist will help to develop a sense of mastery, of competency in tasks, and a
willingness to take part in mutual activities with peers, develop personal and social skills. The
therapist particularly helps adolescent’s more fully understand themselves through the lenses of
others, to understand who they are by what they are not, to individuate and differentiate people
as persons. The therapist also encourages the adolescent to experiment with relationships and
intimacy.

By developing a greater understanding of their self-constructions, and the consequent
broadening of their social roles, the therapist actively encourages the creation of more viable
non-substance centred selves (Burrell, 2002). The goal of our model of treatment is that the
child or adolescent’s self-definition is not narrowly bound up in enacting or avoiding the role of
“addict” but rather moving forward with a more comprehensive understanding of self, others,
and the world (Klion, 1993).

Criteria Needed to be Met by Our Model

Considerable research over the last decade has been investigating those factors that lead to
successful therapy outcomes. In order to be able to provide effective psychological treatment for
child and adolescent substance abuse, our model will need to meet the criteria identified as
leading to effective outcomes. The single best predictor, is the engagement of the child and
adolescent with the treatment (Hawley, and Weisz, 2005; McLeod, and Weisz, 2005; Orlinsky,
Grawe, and Parks, 1994; Shirk, and Karver, 2003; Weisz, Jensen-Doss, and Hawley, 2006).
High on the list of factors mediating the link between participation, is the quality of the
therapeutic relationship (Bachelor, and Horvath, 1999; Orlinsky, Grawe, and Parks, 1994; Shirk,
and Karver, 2003), and the child or adolescent’s subjective experience early in the therapy
(Brown, Dreis, and Race, 1999; Duncan, Miller, and Sparks, 2004).

A number of empirical studies, along with meta-analysis using several thousand cases,
found that retention rates and outcome of treatments improved, when the therapies incorporated
formal ongoing feedback on the client, regarding process and outcome of treatment (Lambert,
Whipple, Smart, Vermeersch, Nielsen, and Hawkins, 2001; Lambert, Whipple, Bishop,
Vermeersch, Gray, and Finch, 2002; Whipple, Lambert, VVermeersch, Smart, Nielsen, and
Hawkins, 2003; Lambert, Whipple, Hawkins, Vermeersch, Nielsen, and Smart, 2003). These
improvements doubled for clients with substance abuse problems (Miller, Mee-Lee, Plum, and
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Hubble, 2005). The collaborative, credulous nature of our approach, suggests that there is a high
probability that personal construct psychotherapy can engage child and adolescent clients, and
provide a positive therapeutic relationship, along with feedback of processes and outcomes.

Research has also investigated behavioural changes in children and adolescents following
effective therapy. When therapy focuses on improving the self-efficacy (Burleson and Kaminer,
2005) or self-concept (Weiss, Watson, and McGuire, 2003) of the child or adolescent, greater
evidence of abstinence was found. The core assumption of our model is that the child or
adolescent understand themselves and others. With this greater knowledge, they begin to
appreciate their uniqueness, and experience more positive self-esteem.

The impact of the strength of the alliance between parent and child or adolescent on
treatment outcome, was found to predict treatment retention and drug abstinence (Hogue,
Dauber, Stambaugh, Cecero, and Liddle, 2006). In our model, we facilitate exploration and
elaboration by the child or adolescent, of interpersonal relationships, and as this occurs, alliances
with family and friends are strengthened.

Our model does not require the child or adolescent to work within prescribed structures
or techniques, but rather the personal construct approach credulously listens, enhancing
outcomes, as the therapist prioritizes the child or adolescent’s beliefs, resources, and preferences
throughout the course of the therapy (Murphy, 1999). Our approach also is non-blaming and
non-judgemental, factors identified as leading to successful outcomes in family-based
interventions (Stanton and Shadish, 1997).

Studies into specific treatments when the above factors are controlled, have found that the
current approaches to treatment are equally effective (Burleson and Kaminer, 2005), in child and
adolescent substance abuse treatment. Personal construct psychotherapy has been found to be
effective, providing improvements similar to other treatments (Viney, Metcalfe, and Winter,
2005; Winter, 2003), suggesting that out personal construct model of treatment for child and
adolescent substance abuse is potentially an effective psychological intervention.

The Functions of Our Model for the Psychotherapist

Our model grounded in personal construct theory, provides a set of conceptual propositions
(Viney, 2006). These propositions assist the psychotherapist to better understand substance use
by children and adolescents. The psychotherapist is then able to act on this psychological
knowledge to generate hypotheses that can provide information, and further knowledge and
skills that can lead to effective treatment (Viney, 2006). The usefulness of models of treatment
can be determined by seeing if they meet six functions proposed by Viney (2006). The first
function, concerns the ability of our model to assist the psychotherapist to focus on the relevant
aspects of personal construct theory, and also on the events pertaining to substance abuse and
children and adolescents. This assists the psychotherapist to make sense of very complex
concepts and events in the treatment of substance use/non-use by children and adolescents. The
second function identified, is how our model we believe, is able to make accountable and
available for the psychotherapist, personal construct theory.

10
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Another function of models discussed by Viney (2006), is how models can provide new
ideas for the psychotherapist in treatment. While not lost in the complexity of the theory, the
simplicity of our model, encourages psychotherapists to creatively generate different
perspectives and understandings. Our model, we believe also meets the fourth function (Viney,
2006), that of clarity and specificity. The theoretical concepts are represented by definition and
understandings that easily translate into treatment practice. Models also need to provide
psychotherapists with better skills or techniques by which they can determine if the information
being collected is appropriate to the theoretical assumptions of the model. Our model undertakes
this function by having the child or adolescent understand their changing perspectives of
themselves and others during treatment. The final function proposed is the capacity of the model
to enable psychotherapists to make predictions about their practice. The clarity and specificity in
our model allows for the creative generation of hypotheses by the psychotherapist. These
hypotheses can be tested. The results of these experiments become important information
invalidating or validating material that can be used to promote psychological change.

Conclusions

Our model of treatment for child and adolescent substance use/non-use provides the
psychotherapist with a useful and effective approach to practice. It attempts to place therapy
within the broader contexts of human engagement, by working within the relationships the child
or adolescent experiences in their communities. It also sets out to account for the developmental
needs of children and adolescents, and to encourage exploration, elaboration and sharing of self-
perceptions and the identity-defining nature of substance abuse. Pivotal to our model of
treatment, is the establishment of a therapeutic alliance to reduce negative feelings of threat or
guilt, and to build more effective relationships with others. The goal of treatment in our model is
for the child or adolescent to develop a more comprehensive understanding of themselves,
others, and the world. The outcome of our model is the creation of more viable non-substance
centred selves.
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