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Effective coping skills are crucial to the recovery of individuals with alcoholism. The purpose
of this paper is to discuss the development, implementation and evaluation of a theory based
coping skills program for individuals with alcoholism. The program content was based on the
Shiffman and Wills' (1985) Stress Program Process model. The program was designed to help
clients effectively respond to conditions that contribute to negative affect, as well as create life
enhancing experiences. The evaluation consisted of social validation, behavioral measures and
therapist feedback. The results indicated that the goals and interventions were important to
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Introduction
Coping skills are important for most clients

who receive therapeutic recreation services,
however, extensive research suggests that they
are crucial to the recovery of individuals with
alcoholism. Individuals who drink to cope are
very likely to abuse alcohol (Cooper, Russell,
& George, 1988), and the most powerful pre-
dictor of relapse is a lack of general and
alcohol specific coping skills (Miller, Wester-
berg, Harris, & Tonigan, 1996; Morgenstern &
Longabaugh, 2000). Thus, the primary focus
of therapeutic recreation in addictions treat-
ment should be the provision of programs that
consistently and effectively increase the cli-
ents' coping skills.

According to Shiffman and Wills (1985),
in order for individuals to cope effectively
with the stress in their lives, they must restore
balance by decreasing negative affect and in-
creasing positive affect. Many individuals
with alcoholism use alcohol in an attempt to
cope and restore balance. Drinking is used to
eliminate the negative and enhance the posi-
tive aspects of their lives (Cooper, Frone, Rus-
sell, & Mudar, 1995). In fact, individuals with
alcoholism are much more likely than nonal-
coholics to expect that drinking will reduce
tension and lead to global positive changes,
social assertiveness, and social and physical
pleasure (Connors, Tarbox, & Faillace, 1993;
Zarantonello, 1986). They often drink as a
general coping response when other, more
effective, coping strategies are unavailable
(Cooper, Russell, Skinner, Frone, & Mudar,
1992), often with disastrous results.

Having high expectations about the posi-
tive coping effects of alcohol is associated
with alcohol abuse (Cooper et al , 1988), and
relapse (Connors et al., 1993; Jones & Mc-
Mahon, 1994). When the stress level of indi-
viduals with alcoholism exceeds their ability
to cope constructively, the positive anticipated
effects of alcohol become more salient and the
risk of relapse rises sharply (Donovan, 1996).
In order to maintain recovery, the positive
coping expectancies associated with drinking

must be reduced and the positive outcome
expectancies of sobriety must be strengthened
(Vuchinich & Tucker, 1996). Individuals in
recovery will inevitably experience life stress.
However, research consistently indicates that
it is not the occurrence of severe stressful
situations that causes relapse, but clients' re-
sources for coping (Brown, Vik, Patterson,
Grant, & Schuckit, 1995; Miller et al., 1996)
and their motivation to use them (Morgenstern
& Longabaugh, 2000).

Relapse prevention programs typically
combine behavioral training with cognitive
strategies to help individuals cope in recovery
(Dimeff & Marlatt, 1995). Cognitive-behav-
ioral programs have been demonstrated to be
effective in the treatment of alcoholism (Irvin,
Bowers, Dunn, & Wang, 1999; Ouimette,
Finney, & Moos, 1997; Project MATCH Re-
search Group, 1997). These relapse prevention
programs have two primary goals: (a) to en-
hance one's ability to cope with high risk
situations in recovery; and (b) to balance one's
lifestyle through more general behavioral
changes, including leisure (Meyers & Smith,
1995).

The purpose of this paper is to describe a
pilot therapeutic recreation program that was
designed to enhance the coping skills of indi-
viduals with alcoholism. Its development was
grounded in coping skills theory. Certified
therapeutic recreation specialists in three hos-
pitals implemented the pilot program. The re-
sults of the evaluation are presented.

Conceptual Framework
of Program

There are a variety of hypotheses related to
the origins of substance abuse and its treat-
ment. According to Marlatt (1985), some ap-
proaches have emphasized the physiological
response to drugs and alcohol as a way to
understand and treat substance abuse. Other
approaches have viewed alcohol and drug use
as a means to manage chronic and/or acute
distress—the tension-reduction school of
thought. More recently, many theorists have
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combined these approaches to examine the
role of stress and coping in mediating alcohol
and drug abuse (Marlatt, Rawson, Obert, Mc-
Cann, & Marinelli-Casey, 1993; Wills &
Shiffman, 1985).

Marlatt and Gordon (1985) developed a
model based on the role of stress and coping in
substance abuse. Their Relapse Prevention
Model identified the links between stressors
and the use of drugs and/or alcohol to cope.

The model hypothesizes that drinking
(or taking drugs) will vary according to
(1) the perceived stressfulness of the
situation, (2) the degree of perceived
personal control, (3) the availability to
alcohol (or drugs), (4) the availability of
an adequate coping response to the per-
ceived stress, and (5) the person's ex-
pectations about the effects of alcohol
(or drugs). (Goff Timmer, Veroff, &
Colten, 1985, p. 172)

Rawson et al. (1993), in their review of
treatment models for substance abuse treat-
ment, suggested that the line of thought repre-
sented by the Relapse Prevention Model—that
of the stress/coping relationship to substance
abuse—has guided much of the recent re-
search and intervention efforts in the substance
abuse field.

The Wills and Shiffman
Conceptual Framework

Wills and Shiffman (1985) suggested that
substance use is often one of several coping
strategies that people use to deal with stressful
life events. They identified the goal of coping
as maintaining an appropriate balance of pos-
itive and negative affect (Stone, Lennox, &
Neale, 1985; Wills, 1985). Substance use is
often considered a somewhat effective means
of managing affect as long as it is only one of
many strategies used. However, if substance
use becomes the primary form of coping, then
problems arise both with the pattern of sub-
stance use and with the success of the coping

attempts. In fact, Sklar and Turner (1999)
found that individuals who did not learn effec-
tive coping skills in treatment for substance
abuse often relapsed.

Wills and Shiffman (1985) proposed a theory
of stress, coping, and substance use that provides
a useful framework for therapeutic recreation
specialists working with individuals who abuse
substances. Their conceptual framework is based
on the notion that individuals use substances to
either increase positive affect or to decrease neg-
ative affect. They suggested that while substance
use may initially produce the desired short-term
changes in affect, over time substance abuse
would compound the stress experienced by the
individual. In addition, drug-abusing behavior
undermines supportive relationships, thereby
perpetuating dependency on the use of sub-
stances to cope.

In addition to coping skills related to man-
aging typical life stressors, Wills and Shiffman
(1985) also described a particular set of coping
skills necessary for recovery from substance
addiction—temptation coping skills. They de-
fined these skills as the strategies that people
use to deal with the temptations associated
with substance abuse including positive expec-
tations of the effects of alcohol, social pres-
sures, biological urges, and habitual responses.
Coping responses relevant to these demands
include self-control processes (Shiffman, 1985)
and skills to cope with problematic social situa-
tions (Chaney & Roszell, 1985). Serf-control
processes contribute to the short term goal of
avoiding the substance use. As individuals
demonstrate their ability to cope without sub-
stance use through these self-control pro-
cesses, they develop an increased sense of
their own self efficacy as a recovering person
(Wills & Shiffman).

In their conceptual framework, Wills and
Shiffman (1985) also described the role of
appraisal in the perception of stress. They
suggested that the presence of environmental
demands alone is not enough to create stress in
an individual. They suggested that, in fact, it is
the cognitive appraisal and the physiological
response to the demand that leads to the per-
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FIGURE 1. COMPONENTS OF THE STRESS APPRAISAL PROCESS (WILLS &
SHIFFMAN, 1985, P. 5)

ception of stress. Some individuals may min-
imize problems while others exaggerate the
importance of problems. Due to physiological
differences, some individuals may become
over aroused by environmental stimuli, while
others are chronically under aroused. What
this process suggests is that the appraisal of a
situation as stressful or not depends on both
the meanings assigned to the situation by the
individual and the physiological response of
the individual. Moreover, as presented in Fig-
ure 1, substance use is then used to either
increase or reduce arousal based on the ap-
praisal process.

The Wills and Shiffman (1985) conceptual
framework identified approaches to dealing
with both generalized life stressors and the
temptation to use substances. Figure 2 presents
the Stress Coping Process Model as described
by Wills and Shiffman. The model indicates
that there are always a set of demands and a set
of resources present in life. When there are
more demands than resources, individuals tend
to perceive the situation as stressful. There-
fore, in order to increase individuals' ability to
cope with stress, individuals must learn two
sets of coping strategies. First, strategies for
dealing with problems must be learned. Sec-

ond, strategies for increasing resources and
positive experiences must be learned. This
second strategy is particularly important for
therapeutic recreation specialists. In examin-
ing the issues related to increasing positive
resources, it is clear that they are all related to
building meaningful leisure experiences into
one's life, experiences that provide pleasure,
social connection, relaxation and stimulation.
In fact, this model clearly indicates that coping
is more than solving problems. Coping also
encompasses enjoyment, pleasure, and mean-
ingful activity, Wills and Shiffman (1985)
stated that "from this perspective, the basic
goal of the coping process is to achieve a sense
of self-esteem and self-efficacy, and a feeling
of predictability and stability in one's life
situation" (p. 6).

Coping responses. Wills and Shiffman
(1985) suggested that coping responses may
be categorized into three broad categories,
each of which contains skills or approaches
that would be useful in general stress-coping
situations as well as temptation-coping situa-
tions. The three categories they identified are:
cognitive coping skills; behavioral coping
skills; and acceptance (see Figure 3).

One means of dealing with stressful situa-
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tions is to modify the cognitive processes re-
lated to the situation. Wills and Shiffman
(1985) identified several ways in which indi-
viduals can change their thought processes that

may contribute to more effective coping. Indi-
viduals can learn to keep situations in perspec-
tive and "not sweat the small stuff." They can
learn to focus on the positive aspects of their
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FIGURE 3. A MODEL OF COPING RESPONSES (WILLS & SHIFFMAN, 1985)
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lives, rather than the negative. When tempted
to remember the "good times" associated with
alcohol use, they can recall instead the nega-
tive consequences of their substance abuse.
They can use self-talk to give themselves the
reasons and strength to resist a return to alco-
hol use. Finally, they can learn to recognize
the thoughts that are associated with emotional
overreactivity to their life situations, and to
become more reasoned and rational in their
responses.

Another category of coping responses in-
volves taking action to change the situation or
solving the problem at hand (Wills & Shiff-
man, 1985). These strategies are primarily tar-
geted towards something in the external world,
rather than on changing one's perception of
the situation. These are similar strategies to
those identified by Lazarus and Folkman
(1984) as problem-focused strategies. Wills
and Shiffman (1985) identified several action
based responses that would contribute to more
effective coping. Individuals can define their
problems, examine alternatives, and choose
constructive responses. They can develop and
use social support systems. They can avoid
situations that threaten their recovery, and be-
come involved in activities that support their
recovery. They can use assertiveness skills to
maintain constructive and respectful relation-
ships. They can engage in activities that con-
tribute to their relaxation. They can bring pos-
itive, enjoyable experiences into their lives.

The final category of coping strategies
identified in the Wills and Shiffman (1985)
conceptual framework was acceptance. This
coping pattern is based on the premise that
there are some things in life that are outside of
the individual's personal control. Staying
emotionally upset about the situation is not an
effective coping strategy. The coping skill of
acceptance would encourage individuals to ac-
cept the things that they cannot change.

The conceptual framework for the thera-
peutic recreation pilot program described in
this paper was based on the Shiffman and
Wills (1985) Stress Coping Process model.
The importance of effectively responding to

conditions that contribute to negative affect
and creating life enhancing experiences is sup-
ported by other authors (Cooper et al., 1995;
Marlatt, 1996), as well. Research indicates that
both general and alcohol specific coping skills
contribute to positive alcoholism treatment
outcomes, with general coping skills contrib-
uting the most to psychological functioning
and alcohol specific coping skills contributing
the most to abstinence (Moggi & Crosby,
1999). Research support for the inclusion of
each of the seven elements of the Wills and
Shiffman (1985) Stress-Coping Process model
in the therapeutic recreation pilot program is
provided below. The research provides clear
support for interventions that not only help
clients cope with the obstacles in their lives,
but also for coping interventions that help
clients create a lifestyle for themselves that is
constructive, enjoyable and sustaining.

Decrease Negative Demands
Identify problem and work on solutions.

Alcohol possesses properties that facilitate
problem avoidance, such as forgetting one's
worries and elevating one's mood (Cooper et
al., 1995). Avoidant coping responses attempt
to discharge or deny emotion, rather than ad-
dressing its source (Evans & Dunn, 1995).
When faced with stress, individuals who use
avoidant coping strategies and have positive
alcohol expectancies are much more likely to
relapse (Cooper et al., 1992). Conversely,
when faced with stress, individuals who use
active problem-focused coping (taking steps
towards change) strategies are much less likely
to relapse (Cooper et al., 1992; Miller et al.,
1996; Moggi & Crosby, 1999).

The belief that one has the skills necessary
to directly and effectively address high risk
situations that threaten recovery is predictive
of maintenance of sobriety (Connors &
Maisto, 1996; Miller et al., 1996). Many re-
lapse prevention programs assess clients' level
of confidence in their ability to maintain their
sobriety in specific external high risk situa-
tions, and then develop behavioral plans to
address the situations in which the clients lack

Second Quarter 2002 159



confidence (Annis & Davis, 1988; Dimeff &
Marlatt, 1995; Donovan, 1996). External high
risk situations can include conflict with family/
friends, social rejection, social pressures to
drink, work, legal, health or financial issues.

Cognitive reinterpretation. Oftentimes the
source of stress lies within individuals, rather
than in external events. An individual's re-
sponse may not be a rational reaction to an
event, but instead may be an overreaction
based on irrational or "stinking" thinking.
Cognitive therapeutic interventions attempt to
reduce excessive emotional reactions by
changing the cognitive distortions and irratio-
nal beliefs that underlie stress reactions (Beck,
Wright, Newman, & Liese, 1993). Often when
high risk situations are identified, the therapist
and clients examine the thoughts, feelings and
behaviors associated with the situation (Monti
& Rohsenow, 1997). If the thoughts are ratio-
nal and there is constructive action that can be
taken to reduce the stress, action is encour-
aged. However, if the thoughts are distorted,
clients are encouraged to refute the cognitive
distortions, such as black and white thinking
and "awfulizing," that contribute to stress and
replace them with rational, constructive re-
sponses (Beck et al.).

Another aspect of cognitive reinterpreta-
tion is changing alcohol expectancies. As pre-
viously mentioned, positive alcohol expec-
tancies contribute to relapse. Recovery is
enhanced when positive expectancies are suc-
cessfully challenged (Darkes & Goldman,
1993), when positive alcohol expectancies are
counterbalanced with a greater internalization
of the long term negative consequences of
alcoholism (Cooper et al., 1992), and positive
expectancies of life in recovery are elevated
(Miller et al., 1996). Positive thinking is
strongly associated with the maintenance of
recovery (Connors & Maisto, 1996).

Distraction from worry. Drinking alcohol
limits an individual's ability to process multi-
ple pieces of information at the same time, and
the immediate aspects of an experience will
capture the limited attentional focus (Steele &
Josephs, 1990). If individuals are involved in

an engaging activity while drinking, attention
is drawn away from worries (Beck et al.,
1993). In recovery, alcohol can no longer be
used to distract from worry. Cognitive therapy
techniques can be used to shift clients' focus
from internal (i.e., ruminations, memories,
physical cravings) to external activities (Beck
et al.) in order to interrupt obsessive thought
processes.

Although distraction from worry is an im-
portant coping skill, it is important that it not
be used as an avoidant coping mechanism. If a
client is worrying or anxious, it is important to
evaluate the possibility for constructive action
or the presence of distorted thinking. If action
can be taken or thought processes changed
constructively, those strategies should be im-
plemented.

Increase Positive Resources
Satisfying enjoyable activities and support-

ive relationships are important to recovery
(Carruthers, 1995; Marlatt, 1996; Zackon,
1987). However, individuals in recovery are
often advised to stay away from people, places
and things associated with their former life-
style, and find new constructive relationships
and activities. If recovering individuals are
going to sustain their commitment to behav-
ioral change, their new recovering lifestyle
must be more reinforcing than their previous
drinking lifestyle (Dimeff & Marlatt, 1995).
Oftentimes, recovering individuals lack the
motivation and skills necessary to cultivate
new supportive relationships and satisfying
activities (Beck et al., 1993; Hood, 1991). In
treatment, it is essential to motivate clients to
pursue self-reinforcing activities, and to teach
them the skills necessary to engage in social
and leisure activities that support their recov-
ery (Carruthers, 1995; Meyers & Smith,
1995).

Just as individuals with alcoholism may
have attempted to use alcohol to cope with the
negative aspects of their lives, they may have
attempted to use alcohol to enhance the posi-
tive. Specifically, individuals with alcoholism
expect that drinking will enhance their leisure
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in three ways (Carruthers & Hood, 1994).
First, drinking will facilitate "disengagement,"
i.e., a stepping away from daily routines, wor-
ries and responsibilities. According to Kleiber
(1985), this separation or letting go of the
routines or demands of daily existence is a
requirement for leisure. Once individuals have
disengaged, they are free to enter into a new
"frame." Second, drinking will create an in-
creased sense of involvement, playfulness and
openness to the leisure experience. People
with alcoholism expect significantly more af-
fective engagement as a result of drinking than
other drinkers (Carruthers & Hood). Engage-
ment is characterized by an immersion in the
activities that present themselves. Third, indi-
viduals believe that drinking will increase self-
assurance and acceptance and allow them to be
more outgoing and spontaneous. The social
facilitation expectancies associated with alco-
hol consumption are very strong among indi-
viduals with alcoholism (Zarantonello, 1986).
Clients' abilities to cope will be enhanced
greatly if they acquire the abilities to experi-
ence disengagement, affective engagement
and social self-assurance and acceptance with-
out alcohol (Carruthers, 1995).

Relaxation. It is essential that recovering
individuals acquire alternative tension reduc-
tion activities (Brown et al., 1995). Many
authors recommend relaxation training (Daley
& Marlatt, 1992; Monti, Rohsenow, Colby, &
Abrams, 1995), exercise (Beck et al., 1993;
Marlatt, 1996) and meditation (Francis, 1991a;
Marlatt) as alternative coping strategies, al-
though other authors challenge their treatment
effectiveness (Miller et al., 1995).

Therapeutic recreation specialists can teach
clients how to disengage from their daily wor-
ries and routines through cognitive re-interpre-
tation of the stressors in their lives, relaxation
techniques, such as progressive relaxation, ex-
ercise or meditation. They can also help them
get involved in optimally challenging leisure
activities that command their full attention
(Francis, 1991b). According to Kleiber (1985),
while disengagement is a necessary condition
for leisure, engagement in activity can actually

perpetuate that disengagement. Individuals
have limited information processing capabili-
ties which limits the amount of information to
which they can attend at any one point in time.
If individuals are highly engaged in a positive
experience, they cannot maintain the same
concentrated focus on their worries and nega-
tive preoccupations.

Enjoyable experiences. Although relax-
ation is a very important coping skill, coping
in recovery requires more than a reduction in
negative experiences (Wills & Shiftman,
1985). Individuals are much more likely to
maintain their recovery if sober behavior is
more rewarding than drinking behavior (Mey-
ers & Smith, 1995), and when valued social
and leisure activities compete with alcohol use
(Smith & Meyers, 1995). Alternative activities
that are positively reinforcing help recovering
individuals resist the immediate gratification
of drinking (Vuchinich & Tucker, 1996). En-
joyable, meaningful experiences increase pos-
itive affect and create a resiliency to stress
(Wills & Shiffman).

Recovering individuals' desire for indul-
gence or immediate gratification seems to be
enhanced when they are able to maintain a
lifestyle balance between external shoulds (ex-
trinsically motivated behaviors) and internal
wants (intrinsically motivated behaviors)
(Dimeff & Marlatt, 1995). Feeling self-de-
prived can lead to urges and cravings (Dimeff
& Marlatt). Enjoyable leisure activities pro-
vide a powerful tool for offsetting the feelings
of boredom, loneliness and depression that can
trigger relapse (Monti, Abrams, Kadden, &
Cooney, 1989).

Enjoyment is most often experienced in
challenging activities that require a certain
level of skill (Csickszentmihalyi, 1990). Re-
covering individuals may have relied previ-
ously on alcohol consumption to enhance their
enjoyment or affective engagement (Carruth-
ers, 1995). Drinking to create enjoyment takes
no skill, while finding enjoyment in alternative
activities may require patience and skill devel-
opment (Beck et al., 1993). It is important that
individuals in recovery realize that recovery in
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leisure is also a process that will take time,
effort and support. Similarly, drinking may
have created a disinhibition and spontaneity in
leisure that recovering individuals might miss
(Steele & Josephs, 1990). Through cognitive
techniques, these individuals might be assisted
in becoming more spontaneous without the use
of alcohol. The recovering individual may also
be helped by learning to find value in less
extreme behaviors (Steele & Josephs).

Positive hedonic. While enjoyment implies
involvement in optimally challenging activi-
ties, individuals often want opportunities to
have their basic needs satisfied through plea-
surable experiences (Csikszentmihalyi, 1997).
The ability to satisfy this "desire for indul-
gences" is important to relapse prevention
(Marlatt, 1995). According to Zackon (1989),
even the most carefully followed recovery reg-
imen will fail if the individual "feels martyred
to anhedonia." A lack of joy in recovery can
serve as a significant trigger to relapse. "Joy
building behaviors" should be an integral part
of a recovery program (Zackon). Joy building
behaviors can include many types of activities,
including getting a massage, listening to mu-
sic, eating out, going to a movie, or watching
a sunset. As part of their program, recovering
individuals can be helped to identify pleasur-
able experiences that they can bring into their
lives.

Social support. Social support in recovery
is an important coping strategy that is highly
predictive of the maintenance of sobriety
(Miller et al., 1996; Moggi & Crosby, 1999),
even when individuals are under severe stress
(Brown et al., 1995). Participation in self-help
groups increases the ability to cope with stress,
general friendship quality, and abstinence
(Humphreys, Mankowski, Moos, & Finney,
1999). Similarly, involvement in social rela-
tionships and activities with other non-using,
supportive friends (Burling, Seidner, Robbins-
Sisco, Krinsky, & Hanser, 1992) and family
members (Meyers & Smith, 1995) is associ-
ated with abstinence.

Individuals with alcoholism may have
learned to rely on drinking as a social lubri-

cant. They may have used alcohol to create a
sense of self-assurance and self-acceptance in
social situations (Carruthers, 1995). Often-
times recovering individuals lack the skills
necessary to establish and maintain supportive
social relationships without alcohol (Hood,
1991). To complicate the situation further,
many recovering individuals perceive them-
selves as deviantly different than other people
(McCormick, 1991) and question their own
self-worth (Hood). These beliefs about them-
selves undermine further their ability to reach
out to and interact with others (McCormick).
Social skills training, including a strengthen-
ing of positive self-perception, is an important
and effective intervention in the treatment of
alcoholism (Miller et al., 1995; Morgenstern &
Longabaugh, 2000).

Evaluation Methods

Program Description
The coping skills program designed for this

project consisted of seven sessions. The goals,
as well as a brief overview of the content, for
each of the seven sessions are described in
Table 1. These goals and their respective ses-
sions were designed to address the Stress-
Coping Processes outlined in the Wills and
Shiffman (1985) model. Specifically, the inter-
ventions were designed to help clients reduce
the negative aspects of their lives through
cognitive and behavioral change, as well as
increase the aspects of their lives that bring
them strength and joy.

Each of the program sessions had an instruc-
tional phase, homework application phase,
and debriefing phase. The instructional phase
was a one-hour period in which the coping skills
information was presented and discussed. Then
clients typically had 24-48 hours to complete
the homework before debriefing. The debriefing
phase was a 15-30 minute follow-up to the
instructional phase in which the homework ap-
plying the instructional material was discussed.
Homework was included in this program be-
cause it has been found to be a key component in
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Table 1.

Goals and Content of Coping Skills Program

Session One Goals
• To recognize and change negative thoughts that might interfere with enjoying life.
• To focus on and enjoy the present.

Session description: The focus of this session was on how negative thinking can create
unnecessary stress and interfere with one's ability to enjoy life. Clients were taught how to
use cognitive techniques to let go of preoccupations and worries that were non-productive.
Clients also received practice in staying present-centered.

Session Two Goals
• To identify personal behavioral stress management strategies.
• To acquire skill in relaxation techniques.

Session description: This session focused on the importance of taking constructive action to
change a stressful environment, as well as physiological responses to stress. Clients
identified personal stressors, constructive actions that could be taken to address them, and
possible outcomes associated with the actions. In addition, clients were taught basic
breathing and relaxation techniques for managing stress.

Session Three Goals
• To focus on personal progress and self-acceptance, rather than perfection.
• To learn to interact more comfortably with others.

Session description: The focus of the session was the acquisition of both cognitive and
behavioral skills that would increase the clients' comfort in social leisure situations. It also
addressed how negative perceptions of self can interfere with forming and maintaining
relationships. Practical listening and conversational skills were also discussed and role
played.

Session Four Goals
• To develop friendship skills.
• To improve assertiveness skills.

Session description: The focus of the session was the evolution of friendships and the
importance of being honest, respectful and receptive in relationships. Nonassertive,
aggressive and assertive nonverbal and verbal behaviors were discussed and role-played.

Session Five Goal
• To identify coping strategies for high risk leisure situations.

Session description: The focus of this session was the acquisition of cognitive and behavioral
skills that would increase clients' ability to cope with high risk leisure situations. Clients
identified situations related to leisure that may threaten their recovery, the degree to which
they thought they could resist the urge to drink, and strategies that could be used in the
situations that they identified as most risky.
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Table 1 (Continued)

Session Six Goal
• To understand the steps in constructive leisure decision making.

Session description: The focus of this session was the acquisition of constructive leisure
decision making skills. Clients discussed options available to them in their leisure, both
enjoyable flow-like activities and pleasurable activities. They examined anticipated
outcomes associated with different leisure options, and the potential effects of these
outcomes on their recovery.

Session Seven Goals
• To identify leisure interests that promote enjoyment of chemically-free lifestyle.
• To identify ways of overcoming barriers to involvement in satisfying leisure activities.

Session description: The focus of this session was on identifying leisure activities that would
support and contribute to the enjoyment of the clients' recovery. Clients were asked to
identify activities that they thought they would enjoy, that would support their recovery,
and that were realistic. They also identified potential barriers to their involvement in each
of the activities, and options for overcoming the barriers. Clients concluded by completing
a contract for a postdischarge leisure plan.

the success of cognitive-behavioral interventions
(Beck et al., 1993).

In order to maintain consistency in imple-
mentation of the program among therapists, a
detailed implementation manual was devel-
oped for this program. The manual contained
the following: introductory materials for the
therapists implementing the program, step by
step instructions for each session, handouts,
blackboard diagrams, and homework.

Prior to the implementation and evaluation
of the program, a draft of the entire manual
was reviewed by seven national experts in the
area of therapeutic recreation and addictions.
Using a feedback form, the experts were asked
to read through and evaluate each session
relative to the importance of the goals, how
well the information and activities addressed
the session goals, the degree to which the
session was written in sufficient clarity and
detail to allow for consistent implementation
by multiple therapists, the amount of material
covered, and the overall quality of the session.
The program manual was revised based on the
feedback of the experts.

Program Implementation
The revised coping skills program was im-

plemented by certified therapeutic recreation
specialists in three different hospitals. Two
hospitals implemented the entire 7-session
program three times. Due to a reorganization
of the addictions unit, one hospital was only
able to implement the 7-session program once.
The therapists were recruited at the American
Therapeutic Recreation Association Confer-
ence while participating in the addictions treat-
ment network meeting. They received permis-
sion from their hospital administrators and
research review boards to implement the cop-
ing skills program and to assist in its evalua-
tion. The three hospitals represented for-profit,
non-profit and public state agencies. The units
on which the program was implemented were
all mixed addictions/mental health. Clients
from both inpatient and partial hospitalization
programs participated. Average client length
of stay (LOS) among these hospitals ranged
from 14-28 days.

At the beginning of each session, the cli-
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ents were informed that the coping skills pro-
gram in which they would be participating was
being evaluated at their hospital, as well as two
other hospitals nationally. They were told that
participation in the program evaluation was
strictly voluntary. Only clients who had pro-
vided written informed consent were included
in the evaluation. One hundred fifty four dif-
ferent clients provided session evaluation in-
formation. In all three hospitals, clients were
admitted and discharged throughout the cop-
ing skills program. Very few clients attended
all seven sessions, so no attempt was made to
evaluate the coping skills program in its en-
tirety. Each session was evaluated individu-
ally.

Evaluation Measures
Social validation. Social validation and be-

havioral measures were used to evaluate the
program sessions. According to Halle, Boyer,
and Ashton-Shaeffer (1991), social validation
requires gathering information from clients to
determine their perceptions of the importance
of program goals, the acceptability of the pro-
cedures, and the program's ability to produce
the desired outcomes. Participants were told
by the therapists that the coping skills program
was being tested at three different sites nation-
ally and encouraged to provide honest feed-
back so that the program could be improved
for future clients, if necessary.

The social validation data were collected
from clients before the instructional session
and during the debriefing session. Prior to each
session, clients were provided a form that
asked them how important the goal(s) of that
session were to their recovery. For example,
for Session 1, the clients were asked, "How
important do you think that recognizing and
changing negative thoughts will be to your
ability to enjoy your life and your recovery?"
The clients responded on a four point Likert
scale.

During the debriefing session, clients were
asked again how important the goal(s) of that
session were to their recovery, and how much

they felt that they had improved on that goal as
a result of the session. For example, for Ses-
sion 1, the clients were asked, "As a result of
the session yesterday and your homework, do
you think that your ability to recognize and
change negative thoughts has: Improved a lot,
Improved, Improved slightly, Not improved."
The clients responded to the improvement
question on a four point Likert scale. Only
clients who attended the debriefing session
with their completed performance improve-
ment form were included in the calculations of
the improvement mean. If clients did not per-
ceive that they had improved on a goal, they
were asked in an open-ended question to indi-
cate why.

Behavioral measures. In addition to the
social validation questions, behavioral mea-
sures were obtained for the attainment of each
goal. The homework was designed to have the
clients apply what they had learned in each
instructional session. For example, the behav-
ioral measure/homework for Session 1 was
that during the 24 hours between the instruc-
tional session and the debriefing, clients were
asked to identify a situation when they felt
upset, angry, scared, anxious, etc. They iden-
tified and recorded their thoughts, whether
they were "rational," replaced the irrational
thoughts, did something constructive about the
issue if appropriate, or relaxed and did some-
thing positive. During the debriefing session,
clients turned in their homework sheet and
reported on their level of success with the
homework assignment. The homework of the
clients who attended the debriefing session
was evaluated in order to determine if the
client had been able to apply the instructional
materials satisfactorily. If clients were unable
to attend the debriefing session due to dis-
charge or schedule conflict or forgot to do their
homework, they were not included in the cal-
culations for the behavioral outcome measure.
If they chose not to complete their homework
or did not complete it correctly due to lack of
mastery of the content, they were considered
not to have attained the behavioral objective
and were included in the analyses.
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Table 2.

Perceived Importance, Improvement in Program Goals and Behavioral Outcomes

Goal

To recognize and change negative thoughts
To focus on and enjoy the present
To identify personal stress management strategies
To acquire skill in relaxation techniques
To focus on personal progress, not perfection
To interact comfortably with others
To develop friendship skills
To improve assertiveness skills
To identify coping strategies for high risk leisure
To understand the steps in leisure decision making
To identify leisure interests that promote sobriety
To identify ways to overcome leisure barriers

Note. Values in parenthesis indicate the number of clients who responded to the item and who attempted
and accomplished the behavioral measure.

Importance

3.91 (56)
3.91 (55)
3.78 (55)
3.25 (55)
3.73 (41)
3.59 (42)
3.60 (48)
3.81 (47)
3.46 (43)
3.68 (50)
3.59 (44)
3.64 (44)

Improvement

2.63 (36)
2.77 (36)
2.41 (34)
2.64(31)
2.94 (34)
2.97 (34)
2.67 (36)
2.94 (43)
2.62 (34)
2.67 (28)
2.93 (42)
2.84 (38)

Behavioral
Outcome

81% (31)
93% (31)
83% (35)
94% (35)
86% (33)
86% (33)

N/A
83% (32)
87% (35)
85% (30)
95% (42)
81% (42)

Therapists' feedback. In addition to the
feedback from clients, evaluation data were
collected from the therapists who implemented
the program. Therapists completed a post-ses-
sion report form after each session to evaluate
the process of the session. The form that was
used was adapted from the Formative Program
Evaluation Procedure (Connolly, 1984) and
included semantic differential, yes-no with ex-
planation, and open-ended questions. The re-
port form addressed such things as appropri-
ateness of activities, time allotment, positive
unanticipated consequences, negative unantic-
ipated consequences, changes made to the ses-
sion, and recommendations for future changes
to the program.

Results
Overall, the clients perceived the goals of

the coping skills sessions to be very important.
The means for importance ranged from 3.25-
3.91. See Table 2 for the results of the clients'
ratings of the importance of each of the goals.
The clients also perceived that they had im-
proved in their coping abilities as a result of

their involvement. The improvement means
ranged from 2.41-2.97. See Table 2 for the
results of the clients' ratings of their percep-
tion of personal improvement. The clients who
did not perceive improvement provided expla-
nations such as "It has worked in beginning
stages, need to practice more." "It takes a lot
of practice and time to change 20 years of
unhealthy behavior." "One interaction has no
measurable effect on a lifetime of passivity."
For the most part, the feedback suggested that
the absence of perceived improvement was
due to the brief nature of the intervention.

The percentage of clients that successfully
completed the application homework suggests
that the majority of the clients demonstrated
behavioral attainment of the goals of the pro-
gram. Of the clients who attended the related
instructional session and attempted the home-
work for that session, the client attainment of
the behavioral outcome measures for the seven
sessions ranged from 81%-95%. In other
words, if clients attended a session and at-
tempted their homework, they were very likely
to accomplish the behavioral measures that

166 Therapeutic Recreation Journal



indicated goal achievement. The percentage of
clients who attempted the application home-
work and successfully completed it is identi-
fied in Table 2.

The therapists' post-session evaluation re-
sponses indicated that the therapists perceived
that the program was effective. Overall, their
responses indicated that the session activities
were very appropriate, staff interaction and
intervention strategies were very appropriate,
and activities were logically and appropriately
sequenced. Therapists reported that the post-
session comments of clients were very posi-
tive. Examples of therapist comments included
"The level of positive involvement was greater
than is the norm for comparable material
presented by the therapist." "Patients repeat-
edly commented positively on the sessions."
"Lively discussions, dynamic dialogue."
"Excellent coping skills and practice tech-
niques."

Two weaknesses of the sessions were also
identified by therapists. First, there was some-
times not enough time in the time allotted to
cover all of the instructional content ade-
quately. In some instances, the therapists had
to eliminate some of the activities due to lack
of time. Similarly, therapists did not always
have adequate time to fully take advantage of
the experiential and discussion components of
the sessions. Second, the therapist in one hos-
pital reported that her clients with lower func-
tioning had some difficulty with the more
cognitively complex materials.

Discussion
This coping skills program was designed to

teach individuals recovering from alcoholism
how to reduce the negative stress in their lives
while also creating the positive experiences
that enhance their resiliency. There is much
research evidence to suggest that enhanced
coping skills lead to recovery (Irvin et al.,
1999). Yet very little has been written about
the role of therapeutic recreation in improving
the coping skills of recovering alcoholics. The
coping skills program presented in this paper
was based on coping skills theory and used

prevalent cognitive-behavioral interventions,
including homework, role-plays and behav-
ioral contracts. The evaluation scheme in-
cluded multiple sources of information on the
quality of the program, including client per-
ceptions, behavioral measures and therapist
feedback.

According to the social validation data, the
clients thought that the goals of the program
were very important. In order for a program to
be efficacious, there must be a clear link be-
tween the needs of the client and the content
and process of program. Goals must be per-
ceived as relevant and socially important
(Halle et al., 1991). The clients' perceptions
that the goals of this program were either very
important or important support the validity of
the program and suggest that the program is
clinically significant. The data suggest that
clients value the acquisition of coping skills as
part of the treatment process. Clients are more
likely to work on goals that they value, rather
than those that they do not. Having goals that
are perceived as important should lead to more
motivated client behaviors and better treat-
ment outcomes.

Overall, the clients also perceived that they
had improved or improved slightly in all of the
goal areas. The perceived improvement in all
goal areas provided evidence from the clients
that the activities and interventions fostered
the clients' attainment of valued goals. The
clients were asked to be completely honest in
their responses so that the clients going
through the program in the future could benefit
from their feedback. The clients were moder-
ate in their responses, suggesting that they
were not trying to please the therapist with
highly inflated scores. Although clients indi-
cated that they believed that their abilities had
improved as a result of program involvement,
they acknowledged that further improvement
would require that they continue to practice
the coping skills acquired through the brief
intervention.

Triangulation of data leads to greater con-
fidence in evaluation results (Halle et al.,
1991). This evaluation project used both client
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perception and behavioral measures to ascer-
tain if there had been improvement in the goal
areas of the program. The behavioral measures
provided additional support that the majority
of clients (percentages ranged from 81-95%)
had learned to apply the coping skills ad-
dressed through this program.

A fourth measure of the quality of the
program was the therapist's feedback. Four
different therapists in three hospitals provided
feedback on the program. Overall, the thera-
pists reported that the session content and
processes were very appropriate. The clients
had responded well to the sessions and were
interactive and engaged. The greatest weak-
ness identified in the program was that the
experiential and discussion components were
sometimes sacrificed due to lack of time. Re-
search indicates that coping skills training is
most effective when there is a strong experi-
ential component (Miller et al., 1996). The
lack of opportunity for clients to adequately
practice and discuss the skills may have un-
dermined the full effectiveness of the sessions
in this coping skills program.

The therapist in one hospital also reported
that her clients with lower functioning had
some difficulty with more the cognitively
complex materials, and that the program may
be most appropriate for clients in partial hos-
pitalization or intensive outpatient settings.
Although research indicates that relapse pre-
vention programs are effective regardless of
clients' conceptual ability or cognitive impair-
ment (Project MATCH Research Group,
1997), there is some evidence that less well
educated clients may react more favorably to
behavioral skills training than cognitively ori-
ented treatment (Rohsenow, Monti, Binkoff,
Liepman, Nirenberg, & Abrams, 1991). It is
possible that this coping skills program may
have to be simplified in the future in order to
maximize effectiveness with clients with
lower functional abilities.

While this evaluation project was an im-
portant first step in judging the quality of the
coping skills program, it had some limitations.
First, although client perceptions and behav-

ioral measures of coping were obtained, no
psychometric measures were used in this study
to measure actual changes in the proximal
outcome of coping ability as a result of the
intervention. Second, there was no examina-
tion of the impact of the coping skills program
on sobriety, the ultimate intended outcome of
alcoholism treatment. Third, each session was
evaluated independently. The evaluation did
not assess the additive nature of the sessions.
Finally, no control or comparison groups were
included in order to account for changes in
coping due to events outside of the coping
intervention. Although clients were asked to
identify how their coping in each of the goal
areas changed as a result of a specific session,
other treatment experiences could impact their
coping skills. Future research should use qua-
si-experimental designs to examine the impact
of TR programs on coping skills and absti-
nence.

Much has been written about the research
and evaluation needs in therapeutic recreation.
It has been argued that the therapeutic recre-
ation would benefit from theory based research
and evaluation (Caldwell, 2001) that addresses
the priorities of the profession (Carruthers,
1997/1998). Further, it has been suggested that
researchers and practitioners should collabo-
rate on topics of mutual and compelling inter-
est (Jacobson, Carruthers, & Keller, 2001).
Coping skills has been identified as a priority
need for individuals receiving TR services, in
general, (Coyle, Kinney, Riley, & Shank,
1991) and for individuals with alcoholism, in
particular (Hood, 1991). The coping skills pro-
gram described in this paper was based on
coping skills theory. Researchers and practi-
tioners were involved in both phases of the
evaluation project. Both researchers and prac-
titioners were involved as experts in the orig-
inal review of the program. Practitioners in
three different hospitals were involved in the
program implementation and data collection.
The development, implementation and evalu-
ation of this project was truly a collaborative
effort.

The therapeutic recreation profession rec-

168 Therapeutic Recreation Journal



ognizes the need for efficacy research. And yet
efficacy research is predicated on the existence
of strong theory based therapeutic recreation
programs. Strong theory based programs must
then be investigated and refined through pro-
gram evaluation. It is then that efficacy re-
search can be conducted and the results dis-
seminated most effectively. Practitioners and
researchers alike must participate in this cru-
cial endeavor. The coping skills program and
evaluation project described in this paper may
serve as a helpful model for the development
and evaluation of other theory based therapeu-
tic recreation interventions.
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