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SECTION A - INTRODUCTION
1.

Scope

This manual provides information on how we as lay counsellors in low resource settings
can help alcohol dependent men remain abstinent from alcohol and not relapse following
their detoxification (which may have occurred either in the community or in an in-patient
setting). For the purpose of this manual a lay counsellor is a non-specialist health worker
who does not have any background in healthcare provision and has been trained
specifically to deliver supervised community detoxification and psychosocial intervention
for relapse prevention. This manual is to be used in conjunction with the CONTAD1
Community Detoxification Manual and two of the PREMIUM manuals: the Counselling
Relationship Manual and the Counselling for Alcohol Problems Manual.
2.

What is alcohol dependence, withdrawal and detoxification?

The nature of alcohol dependence, withdrawal and detoxification are defined in the
glossary and are explained in more detail in the accompanying CONTAD Community
Detoxification Manual.
3.

What is lapse and relapse?

[These terms are not things that we need to discuss with every patient – but it is useful for
us as counsellors to know what we mean when the words lapse and relapse are used.]
A lapse is when a patient has a drink (it may be more than one, but even one is a lapse)
after a period of abstinence. When a patient has a lapse, if he stops drinking after that one
(or a few) drinks, then the lapse remains as a lapse. But if he continues drinking in this
way, then his lapse turns into a relapse. So ‘a lapse’ means that there has been one
single occasion when the patient has not kept to his plan of not drinking. If the patient then
moves to drinking more than just on that one ‘lapse’ occasion, then we’d call this ‘a
relapse’ – not just one occasion but a series of occasions where he has not kept to our
plan.
This next bit is really important! A lapse is not just an isolated event of drinking alcohol
again. A lapse is the end result of a process. That process
•
•
•

may be the person thinking about drinking,
it may include the person actually ‘giving themselves permission’ to have ‘just one
drink’,
or it may be that the person encounters a situation that he had not planned for, and
does not know how to handle without drinking.

Similarly, a relapse is also not just an isolated event – again, relapse is a process which
starts with thoughts about drinking alcohol, goes on to actual drinking, and then continues
so that the patient is drinking at increasing quantity and frequency.

1

Items in BLUE are explained in the Glossary in Appendix 5
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It is also useful to remember that everyone has behaviours that they want to change and
from which they sometimes lapse. From the Relapse Prevention training we did together
(September 2015), the following were some of these behaviours: losing weight, being
punctual, drinking too much tea, controlling anger, taking exercise, not shopping, waking
up on time. The strategies in this manual are just as applicable to our own behaviours as
they are to our patients.
4.

Cycle of Change

In order to provide support for a drug/alcohol user, it helps to understand their behaviour
and the motivations behind it. A popular model for explaining the stages a user goes
through is the Cycle of Change (Prochaska and Diclemente). A user typically goes through
the cycle several times as part of their recovery journey; the model helps explain that lapse
and relapse are a common part of the journey for people trying to give up any substance.
The cycle of change also shows how family members should understand which stage the
user is at and not attempt to provide inappropriate support - for example providing
information on rehabs too early.

i)
Pre-Contemplation
In this stage the substance user has no desire to change. They do not see their using as
problematic, even if others do.
How to help in the pre-contemplation stage: As the user doesn't see there is anything
to change, the most appropriate support is limiting the impact and harm of their substance
5
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use to them and to everyone else. You can also help the user to become aware of the
consequences of their use and associated behaviour.
ii) Contemplation
At this stage the substance user starts considering their situation and whether they want to
change. They are more aware of their situation and may want to get out of it. However,
they are still using at this stage.
How to help in the contemplation stage: support at this stage continues to be about
minimising the impact and harm of substance use. In addition, support can be given by
helping to motivate the user to change, such as exploring with them the choices they have
and offering them information to better inform their choice.
iii) Preparation
Here the user makes a decision to change their substance using behaviour and starts to
prepare themselves to do so.
How to help in the preparation stage: appropriate support involves helping and
encouraging the user to make the changes they want to make, whilst acknowledging their
anxiety about changing.
iv) Action
At this point the user takes practical steps to bring about a change to their substance using
behaviour, such as using less or deciding to give up completely.
How to help in the action stage: appropriate support is about encouraging the positive
changes the user is making in their behaviour.
v) Maintenance
When someone reaches maintenance they have achieved a change in their substance
using behaviour. A substance user may have either stopped using drugs or alcohol, or
moved to a more controlled, less harmful way of using and is maintaining that change. As
we all know, sticking to the changes we make in our behaviour can be the hardest part of
the process.
How to help in the maintenance stage: supporting the changes that have been made by
the user, such as removing triggers to use from the home. It is important also to adjust to
changes in family life and in the relationship with the user, which are likely to have resulted
from the user’s changed behaviour. Some families can be tempted to blame drugs for all
the problems they’ve experienced, so when there are still relationship difficulties without
drugs, this can be very distressing and confusing. In this case it is important to maintain
open and honest dialogue about problems, feelings and aspirations and try to work
through them.
vi) Lapse and Relapse
A lapse is when the user briefly returns to their old substance using behaviour. It is
possible for them to go from lapse back to any stage of the cycle. However, a relapse is
when the user fully returns to their old substance using behaviour and then needs to go all
the way through the Cycle of Change again.
How to help in the lapse and relapse stages: appropriate support to the user is about
reducing harm from substance use and helping the user re-engage with treatment, so a
lapse doesn’t become relapse.
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4.

Core skills

This manual will provide us as lay counsellors with skills to do the following:
•
•
•
•
•

•

5.

Assess the pattern of drinking and severity of the drinking problem, both in the
immediate past prior to the detoxification, and over the drinker’s history;
Help our patient to create a plan for how they are going to remain abstinent from
alcohol and not relapse back into drinking;
Ensure that the plan carefully examines the possibility of a lapse into drinking, and
develops effective strategies such that any lapse does not continue into a full
relapse;
Ensure that the plan covers as many potential risk situations for relapse back into
drinking as possible, and that our patient acquires the skills needed to enable him to
withstand these risks;
Work with our patient and their family member(s) and/or close others [we will call
them SOs or Significant Others in the rest of this manual] who are willing to assist
our patient in remaining abstinent and not relapsing, and ensure if possible that these
people are fully incorporated into the plan; and
Deal with challenging or difficult situations that might arise during this relapse
prevention process.
The style of CONTAD relapse prevention sessions

The way that we will work in CONTAD is very similar to the way that we work in CAP (see
Chapters 3 and 4 of the CAP Manual: ‘The Style of a CAP Counsellor’ and ‘CAP SessionBy-Session Guide’). To summarise those chapters: there are certain key points which
need to underpin the structure of every session we have with our patients (and their SOs if
they are present). We always have to:
•
•
•
•

Develop an engaged relationship with our patient (and their SO if they are present)
Work together (collaborate) with our patient (and their SO if they are present)
Promote independence by allowing our patient to make decisions rather than making
them ourselves, whilst still guiding the patient and the session (navigating), and
Build and develop our patient’s Motivation to Change.

6.

Structure of the sessions

There are two situations where we as lay counsellors will be working on Relapse
Prevention with dependent drinkers following their detoxification:
•
•

In-Patient- where they have already been detoxified in an inpatient facility, and we
then start our relapse prevention work with them following that detoxification,
Community - where we will already be working with the patient to detoxify them in
the community, and our relapse prevention work will follow on from that.

6.1 Plans
One of the ways that we work with our patients in CONTAD is to help them develop plans.
With all of the patients who we see in CONTAD, both we as the counsellor, and our
patient, know that our patient wants to remain abstinent and not to relapse. But we need
7
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to develop two plans with our patient and his SO (Significant Other – family member /
carer):
a)

The Relapse Prevention Plan covering as many potential risk situations as possible,
with (for each potential risk situation) plans over how to deal with that risk situation.
The Relapse Prevention Plan will expand each week, as our patient, his SO and
ourselves all add potential risky situations and generate ideas over how our patient
could deal with these risky situations without lapsing into taking a drink or fully
relapsing back into drinking.

b)

The Action Plan covering the specific things our patient is aiming to achieve in the
week or two between one session and another. The Action Plan is the set of actions
that the patient and his SO and the counsellor have agreed will be done in between
one session and another. Therefore the Action Plan will often change from one
session to the next – one action plan might involve the patient practicing ‘drink
refusal skills’ in between one session and the next, and another one might involve
the patient practicing how to deal differently with tensions at home. Within each
Action Plan there will be specific Homework Tasks, such as ‘go to the college and get
information about the course that we have discussed’, etc

6.2 Structure and tasks
a)

Number of sessions: For those patients entering the Relapse Prevention treatment
from the community, there needs to be a preliminary session introducing the agenda
and summarising the drinking history. For those patients entering the Relapse
Prevention treatment from in-patient detoxification, there needs to be a preliminary
session similar to one undertaken in the community, but with the addition of gathering
the patient’s pre-detoxification drinking history.
Following either of these preliminary sessions, the main phase of Relapse Prevention
treatment will be undertaken in 3-4 sessions over 4-8 weeks. As counsellors, we
have the flexibility to decide how much to do in each session. At the end of this main
phase, treatment becomes much less intensive, with counsellors contacting the
family at least once a month for the next 3 months, to review progress and see if
more sessions are required.

b)

Length of sessions: Each of the 3-4 sessions we have with our patient and his SO
will last between 30 minutes to an hour.

c)

Tasks in each session: There are five tasks that we aim to complete in every
session2:

•
•

Set an agenda;
(In each session after the first one) Review progress on the specific Action Plan and
any linked homework that we set in each session;
Develop and add to the Relapse Prevention Plan;
Plan the Action Plan and the specific homework to be done in between this session
and the next one;

•
•

This order will be different in the first session, because in the first session we cannot do the 2 nd task: because it
is the first session, there cannot be an Action Plan to review. But in the second and subsequent sessions, the
order will be: set the agenda, review last session’s Action Plan, add to the Relapse Prevention Plan, set a new
Action Plan, and summarise.
2
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•

Summarise.

Chapter 4 of the CAP Manual gives detailed descriptions of how to do all of these tasks
listed above, apart from the Relapse Prevention Plan, which will be described later in this
present Manual.
d) Handouts
A range of handouts for the counsellor to share with the patient have been developed or
are in development. Some of these are shown in the Appendices. They are also available
as printable forms on our central ‘Dropbox Folder’. Please ask staff in the office for copies.
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SECTION B - THE PLAN
Below is an overview of the overall plan which we will follow for the two types of patient.

IN-PATIENT DETOX CENTRE
1. Introduction and Pre Session
• Introduction to Counsellor,
confidentiality, Sangath & CONTAD
• Congratulations on successful detox
• Introduction to agenda setting and
this agenda
• Introduction to relapse prevention
and why important/normal
2. In-Patient: Drinking History and
Personalised Feedback
• Use Drinking History sheet and
include positives and use of triggers
• Summary: Personalised Feedback

COMMUNITY DETOX
(After daily visits for up to 10 days)
3. Introduction and Pre Session
• Congratulations on successful detox
• Introduction to agenda setting and
this agenda. Reminder on
confidentiality
• Introduction to relapse prevention
and why important/normal
• Introduction to relapse prevention
and why important
4. Community: Drinking History and
Personalised Feedback
• Summary of Drinking History (base
on previously obtained information)
• Summary: Personalised Feedback

5. Making the Plan for Drinker and Significant Other
• Outline the tasks: avoid lapse; if lapse try to ensure not turn into relapse; if lapse
into relapse, how to help patient
• Help patient create a plan: how remain abstinent from alcohol and not relapse
• Ensure plan covers risk situations for lapse and the patient acquires skills needed
him to withstand these risks
• Ensure plan examines the possibility of a lapse and develop strategies so lapse
does become full relapse
• Work with the patient and their Significant Other and ensure if possible that the
SO is fully incorporated into the plan; and
• Deal with challenging or difficult situations that might arise during this relapse
prevention process.
• Summarise the agenda

•
•
•
•

6: Avoiding a Lapse
6.1: Identify Triggers
Brainstorm list for high risk situation- situations and feelings
Look at drinking history and personal examples to see what went wrong
Reinforce that lapse/relapse is not something that ‘just happens’
Use Awareness of Triggers Form
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6.2: Avoiding Triggers
• Preventing exposure to triggers (use of skills and techniques eg refusal skills,
managing emotions, solving problem, handling urges)
• Look at apparently irrelevant decisions
• Enjoying yourself without drinking
6.3: Coping with Triggers Differently
• Understand that high risk situation will happen
• Develop coping responses (use of skills and techniques as per 6.2)

6.4: Planning for a Lapse
• Encouraging the patient to return and saying it out loud
• Outline some of the strategies
•
•
•
•
•
•

7: Lapse Occurs
Helping our patients prepare - what to say and do
Using a relapse prevention card and telling people
Helping our patient to work through what happened which led to a lapse, and
how to prevent that happening in the future
Role of confidence
Planning for relapse- encourage patient to return

8: If a Lapse leads to Relapse

• Follow similar steps
• Identify triggers and how to deal with differently

•
•
•
•
•

9: Ending
Ask patient to summarise, review skills and techniques
Use end of treatment form
Clarify activities found useful, identify triggers, at-risk situations, what doing
differently
Ask for commitment
Clarify how to get back in contact and that you will be back in contact

•
•
•
•
•

Key Tasks for Every Session
Set an agenda
Review progress on the specific Action Plan and any linked homework that we
set in each session (In each session after the first one)
Develop and add to the Relapse Prevention Plan
Plan the Action Plan and the specific homework to be done in between this
session and the next one
Summarise
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IN-PATIENT - WHERE THE PATIENT HAS ALREADY BEEN DETOXIFIED IN AN INPATIENT FACILITY
1.

In-Patient: Introduction and pre session

We may go to meet the patient during his in-patient alcohol detox; or we may only meet
him at the end of that time. Either way, we need to ensure that he is sufficiently clearheaded to be able to answer our questions (ie that he is not so much under the influence
of the medicines he is on to help with his detoxification that he cannot answer us properly).
We DO need to gain good quality information, but we also need to make a positive
relationship with the patient, so both what we say and do and how we say and do it will be
important for our future relationship. The section in the PREMIUM CAP Manual on ‘The
Style of a CAP Counsellor’ (Chapter 3) is equally important here – this is the same style
that we will want to adopt as a CONTAD Counsellor.
The three key tasks in this first meeting are:
• Introduction, congratulations, and the way that we’ll work together. The introduction to
include confidentiality and where necessary what CONTAD is.
• Introduction to agenda setting and to the agenda for this first meeting.
• Introduction to relapse prevention and why it is both important, and normal.
• There is also a fourth task: to gather their drinking history:
we need to find out a lot of information about the patient’s previous pattern of drinking and
the severity of their drinking problem, both in the immediate past prior to the detoxification,
and over their history. If there is time, we will do this in this first pre-session; if not, we will
have a second pre-session, where we gather this information - see 2. In-Patient below.
1.1 Introduction, congratulations, and the way that we’ll work together
We might say:
Counsellor Good morning Mr Naik, and Mrs Naik, my name is xxx. Hello, and how are
you feeling today?
[leave space here for the patient to respond - (for example – “I am feeling
a bit better than I have for the past few days, but I still feel a bit odd”) and
then respond back – “I’m glad to hear that you are feeling a bit better – I’m
sure that this improvement will continue – and I do want to congratulate
you on successfully completing / getting on so well with this detoxification
- this really is a tremendous achievement” before continuing]

Mr Naik

I have been told that you have finished / are about to finish your
detoxification from alcohol, and that you are interested in working with a
counsellor to help you remain abstinent and not relapse back into drinking.
Is that correct?
Yes it is.

Counsellor

Great! Well, I am the counsellor that you’ll be working with, so I look
12

CONTAD RELAPSE PREVENTION MANUAL

forward to being able to help you to stay abstinent.
Can I explain a bit about how I hope we’ll work together?
Mr Naik
Yes, please do.
Counsellor I work for a local Goa organization named Sangath, and we work with
local doctors to make sure that people get the best help that they can. The
project I am working on is called CONTAD, which is a way of helping
people who are dependent on alcohol to stop drinking and then not to go
back to drinking.
The first thing I want to explain is that whatever we talk about will remain
confidential to me and the people who work on this project with me. That
means that I won’t talk about anything you tell me outside – what we talk
about remains between us. But I have a supervisor and a small group of
other counselors with whom I discuss my work, and they give me ideas
and suggestions so that I can help you better. Also, I am a member of the
team here, and I may need to talk to the doctor about what we discuss so
that we can help you better. If I do need to talk to the doctor, I will speak to
you first before I do this. And finally, very occasionally it may be important
to share what you tell me with a family member or someone close to you.
Again, I will always discuss this with you before I do this.’
OK – that is about keeping things confidential. The main thing I want to
do is to work with you and your (wife/mother/brother, etc) to help you
remain abstinent, and most importantly, to not relapse back into drinking.
The detoxification you have just completed was probably a bit hard – most
people find stopping drinking hard when they have been drinking a lot
every day for quite some time – so can I congratulate you again – you
have done something really hard.
But you need to know that the next part is in some ways more difficult,
because it lasts for a lot longer! The detoxification was over in just a
week, but this next part will need to last you for the rest of your life! I don’t
want to put you off – I am sure that we can work together and you will be
able to successfully remain abstinent. But for you to be successful, we do
need to work together on this.
In my experience, and the experience of the people I work with in the
CONTAD programme, the key to you remaining abstinent is for you to
have a plan, so you know what you are going to do when difficult
problems or situations come up. I know that lots of people, once they have
successfully detoxified, feel very confident that now they have stopped
drinking, they will not start again, and so there won’t be any problems.
I’d like to share with you my own view, and that of my colleagues in the
CONTAD programme, which is that difficult situations DO come up. But
we don’t need to disagree over whether difficult situations are going to
arise. We should just be sensible. If we plan how you are going to deal
with difficult situations and they don’t happen, then you have lost nothing.
But if we do NOT plan for how you are going to deal with difficult situations
and they DO happen, then you may have a lot of problems and you may
go back to drinking.
My job is to help you NOT go back to drinking. So the way I am going to
13
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help you is to help you make a plan, and then work out each bit of the plan
so that you can be prepared. This is called the Relapse Prevention Plan.

1.2 Introduction to agenda setting and this agenda
Once we have introduced the idea of CONTAD Relapse Prevention to our patient (and his
SO if present) the next step is to set an agenda for the session, as discussed in Section 5
above and in Chapter 4 of the CAP manual. We need to explain to the patient and his SO
that we set an agenda (have a list of what it is that we want to cover in the session) as the
starting point for each session. We explain that in future sessions we will expect that the
patient and his SO will tell us first what they want to work on; but that as this is the first
session, we will provide a list to start with. We might say:
Counsellor As well as creating your Relapse Prevention Plan for how you are going to
remain abstinent, to make the most out of the 40-50 minutes we have
today, it will be very helpful if we plan how we are going to spend our time.
This will ensure that we focus on what is most important for you and will
provide a guide for us to use during the session, to make sure that we are
staying on track.
Normally I’ll expect you to come to the session telling me what you want
us to talk about, but as this is the first session, can I start? You can then
tell me your thoughts about this outline. Then we can start the session
based on the things that we have agreement on. Is that fine with you?
Mr Naik
Ok
Counsellor Thanks. Well, today I want to ask you a few questions about your drinking
in the past. I know that you have now stopped drinking and been through
your detoxification, but I need to understand how much you were drinking,
and with whom, and how your dependence on alcohol grew up. And I’d
also like to ask some questions to your (wife/brother/sister/mother/friend
etc.), if you are happy for us to include her/him in this discussion?, so that
I can get a better understanding about your drinking.
At the end of that, I’ll share with you what I have understood about your
drinking in the past, and how that relates to the sort of things that we’ll
need to cover in our overall Relapse Prevention Plan - the plan we are
going to create just for you over how you are going to remain abstinent.
Then towards the end of the session, we’ll start on the Relapse Prevention
Plan, so you can get an idea of what is will look like. Then finally, we’ll
decide together on what you are going to do in between the end of today’s
session and our next session, so that you do not lapse and have a drink.
How does this list sound to (both of) you? Is there anything else (either of)
you would like to discuss?

1.3 Introduction to relapse prevention and why important/normal
The key message we need to get over to our patients is relapse is preventable. Getting
this key message over is a vital step in our work with our patients. To prevent relapse, both
14
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we and the patient need to understand how relapse happens. It is commonly believed that
relapse occurs suddenly and without any warning signs. This is not true.
Instead, it is a process, which leads to someone taking a first drink, and then leads after
that to the person taking more than one drink, and often continuing to drink. The process
that generally happens is this:
Drinking triggers
•

•
•
•

Drinking Urge

Lapse

Relapse

The first thing that happens in the process of relapse is a drinking trigger. This can be
an external trigger (e.g. having an argument with someone, or being with friends who
pressurise our patient to have a drink) or an internal trigger (e.g. feeling very low, or
feeling angry, or tense) which can start the process of thinking about drinking.
As the thoughts about drinking start becoming intense and more frequent, they get
converted into an urge to drink.
If the urge to drink is not successfully dealt with, the person has a lapse: he takes a
drink.
If the lapse is not successfully dealt with, the person has a relapse: he continues to
drink, and his problems re-start. (Sometimes they do not restart immediately, but if
dependent drinkers start drinking again, they almost always go back to drinking
problematically.)

Although all of this is true, sometimes our patients will not see it in this way. So we
may need to persuade our patient that lapse /relapse is a danger
Often our patients, once they have detoxified (either at home or in the hospital) feel that
they have succeeded. They are convinced that they need no further help. However, this is
not true! Almost all patients, after successfully stopping for some time, then go on to at
least have a lapse, and they usually go on to relapse!
So one of our key tasks is to help the patient and their SO to realise that this is a danger,
and work out both how to use existing skills, and which new skills they need to learn, to
deal with a lapse so that it does not turn into a relapse.
In some ways, the more confident a patient is that they will never relapse, the more
important it is that we work with them on how to ensure that this is true. Patients who are
very worried that they will relapse will be looking out for triggers that could push them into
drinking, whereas over-confident patients will be so sure that they will be OK that they will
not see the pitfalls in front of them, and may fall in, if we are not able to help them to be
more careful. We might say:
Counsellor: The reason we are going to make a plan over
- what the things are that might make it more difficult for you to remain abstinent, and
- what you can do to make those difficulties go away
is that it happens quite a lot that someone – someone like you Mr Kamat – changes his
behaviour and stops drinking completely – and then things happen and he finds himself
back to his old style of drinking.
I know that you have told me that this will not happen with you, and that you are really
determined, and that is really excellent! But in my experience, things can happen which
push people off balance - even people who are really determined.
15
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So I like to work with people to prepare them for what might happen, and make sure that
they have a plan so that if things do happen which push them off balance, they know what
to do.
It is a little like practicing to drive a car, or a motorbike with gears. If we don’t know how to
use gears and suddenly we have to use a car or a bike which has gears, it will be very
difficult. Even when we start to learn how to use gears, we have to concentrate a lot to
think about what we need to do – how to use the clutch, how to change gears. As time
passes and we get more experienced, we get to a stage where we are not even aware
that we are changing gear – we do it automatically. So we need to work on you being so
prepared that if something happens to push you off balance, you can respond
automatically. It is like if a cow jumps out in front of you when you are driving and you
automatically brake, without even thinking about it.
So, what I’d like us to do today is to start to work together to see what things there could
be which might happen which might make it more difficult for you to remain abstinent, and
then work with you on how to deal with those, if they were to happen.’
2.

In-Patient: Getting the patient’s drinking history

Depending on time, this session can be combined with the introduction and pre session.
But it is important not to rush it, so if there is not enough time, we need to arrange a
second pre-session to take this drinking history.
In order to help us understand why our patient became dependent on alcohol and what
some of his risk factors might be which might make it more likely that he may relapse, we
need to take a detailed drinking history from him.
If there is a SO present, include this person too, as much as possible, so that he/she can
provide collateral information. You might say to the SO:
Counsellor: Mrs Naik – as you have heard, I am going to ask your husband a few
questions about his drinking in the past and up until this detoxification. Please feel free to
join in and tell me anything about his drinking in response to any of my questions.
The following information must be obtained during the assessment and entered in the
‘Assessment form’ (Appendix 1).
a)
•
•
•
•
•
•
•
•
•
•
•

Drinking pattern immediately before the patient started his detox
What did you normally drink?
How much did you drink every day? If it was different on different days, tell me what
you drank on these different days
How often did you drink in a week?
Where did you normally drink?
Who did you drink with?
Is there anything that made you drink more/less in a day?
How much did you spend on alcohol each day/ each week?
Can you describe a typical drinking day?
Why did you drink?
What were the triggers that made you drink?
What were the positives to drinking?
16
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•
•
•

What were the negative to drinking?
Why did you want to stop?
What made it difficult for you to stop?

b)

History, and past change attempts

•
•
•
•
•
•

At what age did you start drinking?
At what age did you notice your alcohol intake increase?
Have you ever tried to give up drinking before now? What happened?
What is the longest period you’ve gone without drinking?
Have you ever detoxed before? If yes, how many times and where?
If detoxed before, were there any problems during detoxification in the past?

c)

Consequences

•

Related to your drinking, before your detoxification:
Did you have any physical health problems?
Did you have any mental health problems?
Are you on any medications?
Did you have any financial problems?
Did you have any issues or problems with your family?
Did you have any issues or problems with your friends?
Did your drinking (or how people reacted to your drinking) ever lead to you becoming
angry …. or aggressive ….. or violent? If so, with who? [He could then tell us about
getting into fights, and/or about domestic violence]3
Are there any other problems that we have not discussed?

d)

Support networks available

•
•
•
•

Who lives at home with you?
Do you have any other close family or close friends?
Did one or more of these people support you during the detoxification?
Does anyone else in your house drink alcohol?

•
•
•
•
•
•
•

Domestic violence (DV)
An important consequence of drinking that we will often need to deal with is domestic violence (DV): a pattern of
abusive behaviours by one partner against another in an intimate relationship. This could take the form of actual
physical aggression or assault (hitting, kicking, shoving, slapping, throwing objects), or threats of such violence,
or sexual abuse, or emotional abuse (rejecting, ignoring, isolating, intimidating, neglecting). Please refer to the
PREMIUM Counselling Relationship manual, Chapter 4, for details about assessing and helping to manage
domestic violence.
3

It is unlikely that drinkers will tell you in detail about this in a first assessment interview, and also unlikely that
SOs will reveal much, early on. If you get hints that DV exists in this family, from either the answers to your
questions or from other elements of the interview (how they look at or react to each other, for example)
remember that this will need to be addressed and discussed in later sessions, once you have built a good rapport
with the drinker and the SO.
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2.1 Sharing your understanding – giving personalised feedback- about the
drinking
As a result of the assessment we have just done, we now have a better understanding of
the patient’s drinking. We can now give the patient (and his SO) personalised feedback
about his drinking and how it relates to the Relapse Prevention Plan that we will be
creating. We should also let him know how and why his drinking is likely to be related to
any problems or issues that he may have told us about. Providing personalised feedback
to the patient (and his SO) is important as it is more likely to trigger a stronger commitment
to change in the patient.
We have to first explain to the patient (and his SO) that we would like to feedback to him
our interpretation of the information that he has given us. We might say:
Counsellor: Thank you so much for answering all of these questions. We have just had a
detailed discussion about your drinking in the past and its impact on your life. I have learnt
a lot about your drinking – can I sum up and share my thoughts with (both of) you about
what I have heard? You can then give me your opinion about what I’m about to say to you,
and make any changes or additions.
The information that you need to feed back during personalised feedback includes the
following.
•
•
•

The extent and patterns of the patient’s drinking.
The positives and negatives that the patient’s drinking causes and any triggers.
The various problems due to drinking that the patient has reported, and to relate that
to a summary of the possible ill effects that have been reported in harmful drinkers in
Goa.

Any information about the effects of drinking should be given to the patient only if it applies
to him e.g. If the patient has told you that he has lost many jobs then you can tell him how
that is commonly seen in people who drink heavily. On the other hand if the patient has
been continuously employed then it does not help to tell the patient that people who drink
heavily are at a higher risk of losing their jobs. An example of personalised feedback
would be as follows.
Counsellor: OK – I’ll summarise some of the things that I have heard you tell me today.
We can then review what I have understood, and we can discuss how some of the things
relate to this Relapse Prevention Plan that we need to make, about how you can stay
abstinent.
You told me that you first started drinking about 15 years ago, and that you mainly drink
feni. You told me that before your detoxification you were drinking half a bottle of feni
every day. Most people who drink that much are dependent on alcohol: this is why you
needed to be detoxified – because your body had become used to alcohol, so if you didn’t
have a drink (or if you tried to stop drinking without being detoxified), you would have
developed symptoms like vomiting, shaking of the hands, headache etc. (exactly which
examples you give will depend on what symptoms the patient has reported).
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You have been drinking much more heavily than most men in Goa. You told me that you
have continued to drink even though it has been causing problems at home and at work
(again, what examples you give here will depend on what problems the patient has told
you that he had before his detox – some examples of what you might say, depending on
what the patient has told you, are:). Both you and your wife have told me that your drinking
has led to fights and to you getting into trouble with other people. Your doctor also told you
that your liver is damaged because of your drinking. So you, your wife and your doctor
were all saying the same sort of things: drinking is causing you problems - with your
health, and at home, and at work.
I think that it will be useful for you to also know that men from Goa who drink as heavily as
you have been doing (until this detoxification you have just had) are also more likely to get
psychological problems (such as depression or tension), as well as many more health and
other problems of the sort that you are already getting.
You have also told me that, before your detoxification, you usually drank with friends, and
that you would often see them after work, before going home for your meal. You also said
that sometimes when you had an argument at home, you would leave and go back to your
regular bar and drink some more. These are things that I think we may need to talk about
when we discuss your Relapse Prevention Plan – as seeing friends without drinking, and
dealing with arguments without going back to drinking, may both be difficult, so we’ll need
to plan out how you are going to deal with them differently.
After you have given this personalised feedback you can ask him and his SO for their
overall response to the feedback.
Counsellor: I've given you quite a bit of information here. Have I got everything right, do
you think?’ (Followed by) ‘I wonder what you think of all this.’
Once this personalised Feedback is completed, we can then start (either in this session or
the next one) the actual Relapse Prevention intervention – see Section 3 below: “Making
the Plan for the Drinker and Significant Other”.
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COMMUNITY - WHERE WE WILL ALREADY BE WORKING WITH THE PATIENT TO
DETOXIFY THEM IN THE COMMUNITY
3.

Community: Introduction and pre session

With patients where we are going to start relapse prevention work following helping them
with their community detoxification, we will have already created a relationship with our
patient and his family or other carer(s), because we will have been visiting the patient and
their SO each day during the detoxification.
Our task here is to build on that relationship so that our patient can remain abstinent from
alcohol and not relapse. And as with the Section for In-Patients above, both what we say
and do and how we say and do it will be important for our future relationship. The section
in the PREMIUM CAP Manual on ‘The Style of a CAP Counsellor’ (Chapter 3) is equally
important here – this is the same style that we will want to adopt as a CONTAD
Counsellor.
We have to do the same three key tasks as discussed in the IP sections above, although
they will be a bit different because we already know the patient and his SO. These key
tasks are:
• Introduction, congratulations, and the way that we’ll work together
• Introduction to agenda setting and this agenda
• Introduction to relapse prevention and why important/normal
3.1 Introduction, congratulations, and the way that we’ll work together – an
example
Counsellor: Congratulations Umesh – you have successfully completed the detoxification.
This really is a tremendous achievement – you chose to detoxify, which is the first step to
gaining sobriety, and you have completed it without lapsing into drinking. That is really
great, so well done.
NOW we need to get started on the next part – which in some ways is more difficult, as it
last for a lot longer! The detoxification was over in just a week, but this next part will need
to last you for the rest of your life! I don’t want to put you off Umesh – I am sure that we
can work together and you will be able to successfully remain abstinent. But for you to be
successful, we do need to work together on this.
And we have talked about this over the last week when I have been visiting you each day
as you were detoxifying. As you know, I want to help you (and your [wife/mother/ brother
etc]) to work out how you are going to stay abstinent and not relapse.
In my experience, and the experience of the people I work with in the CONTAD
programme, the key to you remaining abstinent is for you to have a plan, so you know
what you are going to do when difficult problems or situations come up. I know that lots of
people, once they have successfully detoxified, feel very confident that now they have
stopped drinking, they will not start again, and so there won’t be any problems.
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I’d like to share with you my own view, and that of my colleagues in the CONTAD
programme, which is that difficult situations DO come up. But we don’t need to disagree
over whether difficult situations are going to arise. We should just be sensible. If we plan
how you are going to deal with difficult situations and they don’t happen, then you have
lost nothing. But if we do NOT plan for how you are going to deal with difficult situations
and they DO happen, then you may have a lot of problems and you may go back to
drinking.
My job is to help you NOT go back to drinking. So the way I am going to help you is to help
you make a plan, and then work out each bit of the plan so that you can be prepared. This
is called the Relapse Prevention Plan.
3.2 Introduction to agenda setting and this agenda
Once we have introduced CONTAD Relapse Prevention to our patient (and his SO if
present) the next step is to set an agenda for the session, as discussed in Section 5 above
and in Chapter 4 of the CAP manual. We need to explain to the patient and his SO that we
set an agenda (have a list of what it is that we want to cover in the session) as the starting
point for each session. We explain that in future sessions we will expect that the patient
and his SO will tell us first what they want to work on; but that as this is the first session,
we will provide a list to start with. We might say:
Counsellor To make most out of the 40-50 minutes we have each time we meet, it will
be very helpful if we plan how we are going to spend that time. This will
ensure that we focus on what is most important for you and will provide a
guide for us to use during the session, to make sure that we are staying
on track.
Normally I’ll expect you to come to the session telling me what you want
us to talk about, but as this is the first session, can I start? You can then
tell me your thoughts about this outline. Then we can start the session
based on the things that we have agreement on. Is that fine with you?
Umesh
Ok
Counsellor Thanks. OK – the main thing I think will be helpful today is if we start to
make the overall Relapse Prevention Plan I have talked about – the plan
we are going to create just for you over
• what are the things that might make it more difficult for you to remain
abstinent, and
• what can you do to make those difficulties go away.
Then towards the end of today’s session we’ll decide together on what
you are going to do in between the end of today’s session and our next
session, so that you do not lapse and have a drink.
How does that sound to (both of) you? Are there any other things that
(either of) you want us to talk about in this first session today?
3.3 Introduction to relapse prevention and why important/normal
This introduction is the same as the one we do with patients who we start to work with
following their In-Patient Detoxification - see section 1.3 in 1-IP: Introduction and pre
session above.
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4.

Community: Reviewing the patient’s drinking history and presenting
personalised feedback

In this Community Detoxification situation, we will already have gathered the drinking
history before we started the Community Detoxification. However it will be important for us
to review it at this stage and to present personalised feedback in the same way as we did
for patients who received In-Patient Detoxification - see 2-IP, above. We might say
Counsellor: Umesh, you’ll remember that before we started this Community Detoxification
I asked you a lot of questions about your drinking - how much you drank, where you drank,
what sorts of problems you had got due to drinking, and also, given that you did have
problems, what was good about drinking which was so good that you still did it, even
though it led to those problems.
I’m going to summarise some of the things that you told me - I wrote them down at the
time. We can then review what I have understood, and we can discuss how some of the
things relate to this Relapse Prevention Plan that we need to make, about how you can
stay abstinent.
You told me that you first started drinking about 10 years ago, and that you mainly drink
beer, although you used to drink lots of other things as well – basically, you were happy to
drink whatever was around. So when you went to a party, you’d drink whatever they had,
when you went out with your friends to the bar you’d drink strong beer, but sometimes
you’d also drink whisky.
Most people who drink the amount you told me that you were drinking are dependent on
alcohol: and you were, which was why you needed to be detoxified: your body had
become used to alcohol, so if you didn’t have a drink (or if you tried to stop drinking without
being detoxified), you would have developed symptoms like vomiting, shaking of the
hands, headache etc. (exactly which examples you give will depend on what symptoms
the patient has reported).
You used to drink much more heavily than most men in Goa, and I as I told you when we
started working together, men from Goa who drink as heavily as you were doing (until this
detoxification you have just had) are also more likely to get health problems, as well as
psychological problems (such as depression or tension), and other problems of the sort
that you were getting before the detoxification. You told me that you continued to drink
very heavily, even though it was causing problems at home and at work (again, what
examples you give here will depend on what problems the patient has told you that he had
before his detox – some examples of what you might say, depending on what the patient
has told you, are:). Both you and your mother have told me that your drinking led to fights
and to you getting into trouble with other people. You told me that your doctor told you that
your liver is damaged because of your drinking.
You also told me that, before your detoxification, you usually drank with friends, and that
you would often see them after work, before going home for your meal. You also said that
sometimes when you had an argument at home, you would leave and go back to your
regular bar and drink some more.
So you, your mother and your doctor were all saying the same sort of things: drinking was
causing you problems - with your health, and at home, and at work. So – again – it is
really great that you stopped, and that you have gone through this detoxification process.
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But our job now is to make sure that you stay stopped – and some of the things that you
told me about why you continued to drink, even though you were having problems, may be
the things that we may need to talk about when we discuss your Relapse Prevention Plan
– as seeing friends without drinking, and dealing with arguments without going back to
drinking, may both be difficult, so we’ll need to plan out how you are going to deal with
them differently.
After you have given this personalised feedback you can ask him and his SO for their
overall response to the feedback.
Counsellor: I've reminded you of quite a lot of the things that you told me before we
started the detoxification. So first - have I got everything right, do you think? Are there
things that you want to add or change to what you told me back then?
(Followed by) ‘I wonder what you think of all this.’
Once this personalised Feedback is completed, we can then start (either in this session or
the next one) the actual Relapse Prevention intervention – see Section 3 below: “Making
the Plan for the Drinker and Significant Other”.
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5. MAKING THE PLAN FOR THE DRINKER AND SIGNIFICANT OTHER – For both
In-Patient and Community
The sections above cover the two pathways (people receiving in-patient detoxification vs
people where we are doing community detoxification with them) in which we can get to
starting doing this relapse prevention work with our patients. What we now do is the
same, irrespective of which pathway people used to get here.
There are certain things which we need to do in order to help our patient remain abstinent.
Completely in collaboration with our patient and his family member, we need to:
•
•
•
•
•

Help the patient create a plan for how they are going to remain abstinent from alcohol
and not relapse back into drinking;
Ensure that the plan covers as many potential risk situations for relapse back into
drinking as possible, and that the patient acquires the skills needed to enable him to
withstand these risks;
Ensure that the plan carefully examines the possibility of a lapse into drinking, and that
it develops effective strategies such that any lapse does not continue into a full
relapse;
Work with the patient and their SO (who we know is willing to assist the patient in
remaining abstinent and not relapsing), and ensure if possible that the SO is fully
incorporated into the plan; and
Deal with challenging or difficult situations that might arise during this relapse
prevention process.

There are also three clear tasks which we need to help our patients do:
•
•

•

We need to try to help our patients so that they do not lapse in the first place – they
do not take even one drink following this successful stopping and detoxification.
But we also need to help them so that, if they do lapse, they do not turn that lapse
into a relapse. Often a lapse involves a patient taking a single drink, or a patient
drinking on a single occasion. Our first task – the bullet point above - is really
important, since, if our patients can prevent a lapse, there can be no relapse. But
even if a patient does lapse, this does not have to mean that he will go on to have a
full relapse. One important part of relapse prevention is helping patients, if they have
a lapse, to stop there and not turn a single lapse into a full relapse.
Finally, some of our patients will allow a lapse to turn into a relapse – they will return
to problematic drinking. We need to try to help our patients deal with a relapse, work
out what to do, and successfully stop their drinking again.

So there are three sets of skills that we need to equip our patients with:
•
•
•

How to prevent a first lapse (since if patients can prevent this, then they will never
relapse) (Section 4, below)
How to stop a lapse turning into a relapse (Section 5, below)
What to do if a lapse does turn into a relapse (Section 6, below)
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5.1 The specific role of the SO in relapse prevention and management
The SO has been very heavily involved with the detoxification, so it is very important to
keep that involvement, as s/he can be equally helpful in preventing lapses and relapses.
The SO will play a key role in helping
a)
b)

to identify at-risk situations and
the patient to practice skills to both avoid and manage these situations.

Because lapse and relapse happen outside of the counselling sessions, the SO (who is
likely to be in much more contact with the patient than we are) will be able to intervene and
assist the patient in our absence to implement the plans that we have all made together.
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6.

MAKING THE RELAPSE PREVENTION PLAN FOR THE DRINKER AND
SIGNIFICANT OTHER – Avoiding a Lapse: Identifying and Dealing with Triggers

The Relapse Prevention Plan is all about being clear about potential triggers, and then
working out how to deal with each potential trigger so that our patient does not lapse. So,
to prevent a lapse, it is important to know about potential triggers which often lead to a
lapse.
6.1a Triggers
Sometimes, triggers can be situations, sometimes they can be feelings. Many such
situations and feelings are common across patients, although of course some situations
and feelings are specific to each particular patient. The triggers that can knock a patient off
balance can be either external or internal.
External
•
People: Drinking friends /relatives
•
Places: Bars, parties
•
Things: Easy availability of alcohol, excess cash in hand
•
Time: Paydays, holidays, periods of stress, week-ends, festivals and feasts
Internal
•
Stress
•
Anger
•
Shame and guilt
•
Happiness – excitement
•
Boredom
•
Physical pain
•
Becoming over-confident: ‘I have stopped - I don’t need to worry about drink now’
All of these are triggers – some are situations where our patient is going to feel uncertain
or insecure or at-risk, others are internal states – usually feelings – which are going to
make our patient feel less clear-headed. And being in these situations, or feeling these
feelings, make it much more likely that our patient will respond by drinking alcohol, as that
is a response that they have had in the past to being in these situations or feeling these
feelings. Unless, that is, our patient has prepared and planned out what they are going to
do or say in these trigger situations or with these trigger feelings. If our patient has
prepared and does know what he is going to do or say in response to each of these
triggers, then he will be much more likely to be able to withstand the trigger and not lapse.
There are three key steps to preventing a lapse when looking at triggers:
•
Identify triggers
•
Avoiding triggers
•
Coping with triggers / high-risk situations differently
6.1b Identifying Triggers with the Patient
Our first task is to help our patients think ahead and recognise potential problems and
pitfalls – potential triggers which might lead them to drink. Our way of doing this is to help
our patient and his SO to generate a long list of potential at-risk situations or feelings. The
best ways to do this are to:
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•
•

brain-storm as many situations or feelings as possible; and
go back to the drinking history that we have taken and look at examples from that as
to what triggered the person to start drinking in the first place, or what triggered their
drinking to get heavier, or what triggered them to return to drinking if there had been
times in the past when they had stopped.

Sometimes patients find it difficult to imagine the potential areas of relapse. Below is an
example of how to handle such a scenario.
Counsellor
Patient

Counsellor

Can you think of situations in which you may feel like drinking again?
Sometimes the patient gives a straight ‘no’ answer to this question!
No I am fully determined to stop drinking for my whole life now’
If this happens then it can be useful to share the experiences of other
patients in this regard
I fully support your strong commitment not to drink at all. However,
sometimes it does happen that people might feel tempted to drink again,
even with such a strong commitment. Will it be ok if I share with you some
experiences of other patients I have had?

If the patient agrees we can then offer him an explanation about the process of relapse
described above, and then we can ask the patient about the various triggers which he may
face in the future.
We need to help our patients understand that even if they are strongly committed to
stopping drinking, things may happen which will throw them ‘off course’. So we want to
make sure that they have the skills, and have practiced them, to be able to withstand
these things (internal and external) which might happen in the future. And we cannot help
them to acquire and practice these skills to be able to withstand the triggers unless we all
know what these triggers are.
We need to reinforce that these triggers will often take us by surprise, and people often
‘find themselves’ in a state of lapse/relapse almost before they realise it. So a key set of
skills relates to helping our patients see the triggers in time to prevent the lapse.
A useful technique is to ask our patient to think of a time when he successfully exerted
control in the past (either by stopping, or by having his drinking under clear control), and
to examine why and how things went wrong – why and how he relapsed. Patients often
find this difficult to do. Many say that the relapse ‘just happened’. This is not true. We can
understand why a patient will want to believe this - the area of relapse is associated with
upset, failure, disappointment – and so it is no wonder that patients want to pass over it
as quickly as possible.
But our patients must be helped to see that relapse is not something which ‘just happens’,
but is an endpoint in a chain of decisions and events which may have started some time
before the actual relapse.
For example, let us look at a person who has a relapse after attending a party on
December 31. In this case the patient can easily anticipate the high risk nature of the
situation. The process of relapse starts from the moment the patient takes a decision to
attend the party. After the decision to attend the party there are a series of other decisions
which the patient takes, such as attending the party with friends who generally drink, and
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not preparing enough to handle peer influence. All of these can contribute to the process
of relapse.
So it is our responsibility to help the patient to identify that the relapse is not something
that ‘just happens’ but that all patients make a series of decisions which lead to the end
point of relapse. This can be seen easily in the corresponding problem of dieting, where
people often plan out their relapses long in advance: it is common for people going on a
holiday to start dieting in order to be able to eat excessively when they arrive on holiday,
the implication being they know they are going to relapse at that time.
6.1c. Awareness of triggers form
Sometimes it can be useful to get our patients to complete an ‘Awareness of Triggers’
form, as shown below (there is a blank one as Appendix 2):
Awareness of Triggers
Situation/Trigger What
sensations
did you
experience?
Had an
Tightness in
argument with
chest, sweaty
my father
palms, heart
beating fast,
shaky all over
Went to a party
and there was
alcohol there

6.2

Felt very
anxious, not
sure what to
do, or what to
say as I was
meeting
people when
I had not had
a drink

What moods,
feelings or
emotions did
you notice?
Tension,
anxiety, hurt,
anger

Anxiety,
shyness,
insecurity

What thoughts
arose?

What did you do?

“I can't do this
any more”
“I need a drink"
“I hate him! I
don't care
anymore"
“I can’t talk to
anyone if they
are drinking and
I am not” “I’ll
either have to
have a drink or
I’ll leave”

Shouted, slammed
the door, went for a
walk

“Had just one drink
… but it turned into
a lot more than
that!”

Avoiding Triggers

6.2a Preventing exposure to triggers
Our second task is to help patients avoid these triggers. And to do that – to avoid these
triggers – our patients need to learn the skills and techniques needed to be able to avoid
them. These skills and techniques are things like: how to refuse invitations, or forms of
words that could be used so that a chat with a friend or a brother-in-law does not turn into
having to refuse a drink.
Many of these skills and techniques are described in detail in the CAP Manual, Phase
Two. These are summarised below along with other techniques identified in the CONTAD
training. The same skills are needed here, to help our patients avoid these trigger
situations and feelings.
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•
•
•
•

•

Refuse alcoholic drinks
Manage emotions
Solve problems
Handle drinking urges – additional strategies that we identified in the CONTAD
training included: the technique of concentrating on getting through the next 5
mins…and then the next 10 mins etc; using tools such as ‘vrudrakash’- handling
beads/squeezy ball
Other strategies could include: gaining support from AA/Al Anon; having text
reminders sent from SO or the counsellor

6.2b Identifying apparently irrelevant decisions
Many risk factors are triggers situations or trigger internal states which make our patient
feel less clear-headed, more uncertain or anxious, more likely to take a drink – these are
things like the ones shown in the ‘Awareness of Triggers’ form above – going to a party
and feeling anxious or shy, or having an argument with your father.
Another set of potential risk factors for lapse/relapse are ‘apparently irrelevant decisions’.
These are those decisions which appear unimportant on the surface but actually
increase the likelihood that the patient will be placed in a high-risk situation that can cause
a lapse/ relapse. An example of such decisions is described below:
Ramesh, who had been abstinent for several weeks, drove home from work on a night
when his wife was going to be away. On the way, he turned left rather than right at an
intersection so he could enjoy the ‘scenic route.’ On this route, he drove past a bar he had
frequented in the past, where he had bought alcohol and drank with his friends. Because
the weather that day was hot, he decided to stop for a glass of Coca Cola. Once in the
bar, however, he decided that since his problem was with whisky, it was fine to have a
beer. After two beers, he lost control and he lapsed into drinking whisky.
As we can see, there were a whole series of ‘apparently irrelevant decisions’ that Ramesh
made, each one of which, on its own, did not cause the relapse – but if he had not made
any one of those decisions, he would not have relapsed!
The ‘apparently irrelevant decisions’ were:
•
•
•
•
•

deciding that he did not need to be home at a certain time, as his wife was away
driving down the ‘scenic’ route
deciding to buy a Coke
deciding to buy the Coke in a bar
deciding that a single beer would be OK, as his problem in the past was with Whisky

Many times, one apparently irrelevant decision can lead to a chain of other apparently
irrelevant decisions, as we can see in the example above, and again in the following one:
Raghu has been abstinent from alcohol for the past six months. One day he goes out for a
walk. He passes an ATM where he decides to withdraw some money (as he knows that he
is short of cash). Because he may not go past an ATM in the next few days, he takes out
more money than he might need for the present day. He continues walking and ends up
walking through the neighbourhood where he lived before. He meets and talks to an old
drinking friend (just to encourage this old friend to stop drinking). Then he goes with his
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friend to a bar (just to show how he can resist drinking). However once he gets there he is
not able to resist and as he has extra money in his pocket he starts drinking and lapses.
At each point, Raghu could have done something different.
•
•
•
•

he could have not withdrawn extra money from the ATM
he could have decided not to walk in his old neighbourhood
he could have chosen not to chat with his old drinking friend and
he could have chosen not to go the bar.

So the lapse process occurred in stages and could have been stopped at any time prior to
the lapse itself.
One of the things about these chains of decisions that lead to drinking is that they are far
easier to recognise and stop at the beginning. The closer the decision-making process is
to the alcohol, the more difficult it is to stop e.g. it would have been easier for Ramesh to
decide to get home at his usual time than to decide not to have a beer in the bar; and it
would have been easier for Raghu to change his decision to withdraw extra money at the
ATM than to not buy a drink once he got to the bar. So it is important things to know about
such seemingly irrelevant decisions is that if the patient can get himself into the habit of
recognising all the small decisions he makes every day, and thinking through safe versus
risky consequences for those decisions, he will be less likely to land in high-risk situations.
6.2c Identifying seemingly irrelevant decisions with the patient
So – how do we help people recognise these triggers soon enough so that they can take
action?
•

•

•

Our patients who lapse usually do something without thinking, which puts them into
danger of a lapse. They take some decision which seems irrelevant, but actually
exposes them to danger. So, they
o go to visit a brother-in-law,
o or agree to go to Mumbai to get a visa,
o or see a friend in town and stop for a chat,
o or go to an opening of an art exhibition,
o or go to a show of Tiatra or Natak in the village.
Each of these (and our patients will be able to give us examples which are relevant to
them) on their own are harmless decisions and are not associated with drinking – but
each puts the patient into a high-risk situation which they have not prepared for, and
hence for which they do not have any coping responses prepared.
So
o their brother-in-law offers a drink from his new bottle of whisky;
o going to Mumbai means our patient has to stay overnight and he does not know
anyone, and he passes a bar;
o when chatting to the friend in town the friend suggests getting out of the sun and
having a quick drink;
o the opening of the art exhibition has free drinks as part of the event;
o the show of Tiatra or Natak in the village happens in the night so our patient
meets an old drinking friend who suggests having a drink because they have not
seen each other for a long time.
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•

Being in any high-risk situation with no coping responses – not knowing what to do or
to say or to think – makes people feel uncertain or insecure, and one response that
our patients have had in the past to these feelings is to drink alcohol. And in all of
these high-risk situations (and many more that our patients will tell us about) alcohol
is part of the high-risk situation – the offer of a drink or the being with people who
then drink themselves and suggest that our patient joins them.

What we know is that, often, our patients will be able to withstand such pressures – but
that sometimes, they will not. So the more we can help our patients work out which of
these ‘apparently irrelevant decisions’ are actually triggers, taking them into high-risk
situations, the less likely they are to lapse.
6.2 d Checklist for irrelevant decisions
We use this when we are talking to a patient about a situation where they have lapsed.
Often patients will tell us that they have ‘just drank’ or that it ‘just happened’. What is
written below is a technique for helping both us as counsellors, and the patients, to
understand that someone does not ‘just drink’ and that in fact people make a series of
decisions which – at the end – leads to them drinking.
a.

b.

c.
d.
•
•
•
•

e.
f.
g.

Get an example of a time when the patient has lapsed. This could be a recent time
(which is best, as people will remember it better), but if they have been abstinent for
some time, it could be them telling us about a time in the past when they had been
abstinent for a period and had then returned to drinking.
Explain to the patient why we are going to be asking them in detail about the
example they have just used i.e. we want to understand in detail ‘the journey’ - all the
steps the patient took which led to them drinking. We want to see how these steps
(which we call ‘apparently irrelevant decisions’) may have led them to drinking.
Check the patient understands this.
Identify the ‘journey’ ie the detailed steps they took that led up to the drinking- you
may want to write these down with the patient. Use your probing, reflecting and
summarising skills. Common examples are:
that the patient met someone (outside or at a relative’s or friend’s house) who
suggested that they have a drink, where the patient felt they could not say ‘no’;
or that the patient had an argument or upset at home or work, which then led to them
drinking;
or that the patient had some good news or good luck, which made them want to
celebrate by having a drink
Be clear that WE (the counsellor) understand the chain of events or the journey
which led to the patient finally taking alcohol. If we don’t understand it, we need to
ask more questions or get more detail so that we DO understand. Once we do
understand, we need to help the patient understand the same journey, and see that
although the drinking was the end result, in fact lots of things had happened or they
had done before the drinking, all of which could have been done differently so that
they did not end up drinking.
Check that the patient understands the chain of events that led to them taking a
drink. Ask them to summarise this
Use the patient sheets as necessary - Awareness of Trigger sheet and Enjoying
Youself without Drinking sheet
Explore alternatives together - remember changing TINA - There Are No Alternatives
to TAAR - There Are Always Alternatives.
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h.
i.

Role play with the patient the actual skills they need to practice.
Write the action plan down on the patient action sheet so that know what to do
differently if the situation arises again.

6.2d Enjoying yourself without drinking alcohol
For many patients, drinking alcohol is strongly associated with them enjoying themselves,
so stopping drinking feels to them as if they are going to have to stop enjoying themselves.
One of our tasks is to help them see that there are many ways that they can enjoy
themselves which do not involve drinking. It is often useful for us to have ideas as to
alternative things they could do which would be enjoyable alternatives to having a drink.
BUT - it is important to help our patients and their SOs to come up with alternatives to
drinking which are relevant examples for them.
Some examples are shown in the Table below: it is a good idea for us to add to these
examples, and to continue adding to them as we get more experienced in working with
Relapse Prevention, as new ideas come to us or as patients suggest things that we had
not thought about.
Enjoying yourself without Drinking Alcohol
Reward yourself Keep a diary and
Phone or visit a
with some of the write your feelings
friend or family
money saved, for down instead of
member if you
every week that
using them to push think about
you stay sober!4
you into drinking
drinking
Watch an
Pray if that is
Become involved
escapist movie
helpful for you
in volunteering in
your community
Read an
Read an escapist
Play a game with
inspirational book book
all of the family
Play with your
Create a social
Eat something
children
activity that does
healthy
not involve drinking
alcohol
Think about the
Learn to ask for
Find a fun hobby
positive changes help (from friends,
with the money
in your life since
family) if you are
you are saving
stopping drinking struggling
by not drinking
Drinking nice
Listen to music
Visiting a temple
non-alcoholic
drinks/cocktails

Find stress-reducing
activities that you would
like to use – relaxation,
music, meditation,
reading, TV, etc.
Take a 20 minute walk

Watch an inspirational
movie
Start to do regular
exercise (walking, riding a
bike). Do 20 minutes
every day
Make friends with people
who do not drink/visit AA

List your goals in
job/home and spend time
achieving these

6.3 Coping Differently with Triggers / High-Risk Situations
Finally, we need to work with our patients to help them understand that avoidance does
not always work, and sometimes they will inevitably find themselves in high-risk situations.
So we need to help them develop the best coping responses – which again may be by
practicing drink refusal skills or working on managing their emotions or dealing with their
drinking urges or working out how to solve problems without recourse to drinking alcohol.
Reward yourself by spending some of the money you have saved: Go to the cinema or a music event or have
a meal at a restaurant – anything that will make you feel good about not drinking
4

32

CONTAD RELAPSE PREVENTION MANUAL

So again, most of the skills and techniques we may want to help our patient acquire are
described in detail in the CAP Manual, Phase Two and we have added to these from the
CONTAD training:
•
•
•
•
•

Drink refusal skills
Managing emotions
Problem solving
Handling drinking urges
Other techniques- see 6.2a

It is worth remembering to practice the techniques of TINA and TAAA with patients.
Patients often tell themselves that they have no choice other than to do what it is they are
doing – they are saying TINA - There Is No Alternative – if ‘x’ happens, then they have to
drink. Our role is to help the patient see that this is not the case – that actually There Are
Always Alternatives.
As we say above, what counts as a high risk situation will be different for different patients.
For some it will be a social situation where alcohol is present; but for others it will be a lifeproblem – waking up feeling depressed and moody, or living with poverty and
unemployment, or being in conflict with other people. Each of these situations is
manageable, and coping strategies can be developed to deal with all of them - but they
must be recognised in order for them to be dealt with, and we must help our patients
acquire the skills and techniques they need to deal with them.
6.4 Summary of Making the Plan
So, with our patients and their SOs, we need to help them to plan out
•

What their triggers are (situations, and internal states – usually feelings, sometimes
pain)
How ‘apparently irrelevant decisions’ could make it more likely that these triggers will
occur
How to avoid these triggers
How to enjoy oneself without drinking alcohol
And if the triggers occur even after we have tried to avoid them, how to deal with
them in a different way.

•
•
•
•

In the example below, the counsellor works with Raghu and Mrs Raghu
•
•

to list out some triggers,
and then to take one trigger and think about how to avoid it, and how to deal
differently with it.

The example uses ideas of developing alternative ways of spending time, and developing
drink-refusal skills.
Counsellor
Raghu

OK Raghu and Mrs Raghu, let us list out what some of the triggers for
you might be.
Ok. I think that the most difficult thing for me is when I see my friends
who are still drinking. Even though I have decided I will not drink alcohol
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again, I am sure that when I see them, that will be difficult.
Thank you Raghu – that is a good example of a trigger. But before we
start to talk about how you could avoid that trigger, lets’ try to list out a
few more. What other things could trigger you to be tempted to have a
drink again.
Raghu
I don’t know – I have decided not to drink, so that’s it – I won’t.
Counsellor
OK – I know it is difficult to imagine that you’ll ever drink again, now you
have decided. But let’s think a bit about the sort of things that made you
go and take a drink in the past, when you were still drinking?
Raghu
Well, whenever my wife and I had an argument, I’d often go off and have
a drink – that made me feel better – and as I was angry with her, it felt
even better to drink as I knew she didn’t like it!
Counsellor
OK, that is another good example. Why do you think that when you
have an argument again, you won’t feel like drinking in the same way?
Raghu
Now that I have stopped drinking, we won’t argue any more – the only
thing that we argued about was my drinking.
Counsellor
Well actually Raghu, I think you are wrong here. When people live
together, there are always times when they clash, or irritate each other,
or ‘rub each other up the wrong way’. I can see that drinking was the
cause of lots of these clashes in the past – but everyone argues
sometimes, so I can confidently predict that, at some times in the future,
you and your wife WILL argue again. So I wonder, do you think that,
when you DO argue again, you might be tempted to have a drink, ‘just to
show her’?
Raghu
OK – if you put it like that, maybe that might also be a trigger.
Counsellor and Raghu and his SO go down this route a few times, and gather a longer
list of potential triggers – some external like seeing drinking friends, some internal like
getting angry with his wife.
Counsellor
OK Raghu, we have got a good list of potential triggers here. And you
can see that, even though you are very determined not to ever drink
again, there are a large number of things that could derail that intention.
Now what I suggest is that we spend the rest of this session, and maybe
the next session too, discussing first, how you could avoid each of these
triggers, and then, if the trigger is unavoidable, how you can try to make
sure that you do NOT have a drink. Is that a good plan?
Raghu
Yes, that sounds really helpful.
Counsellor
OK, although we are all (you, your wife, me) really clear that you do not
want to every drink alcohol again, you have generated a long list here of
things that could trigger you to start drinking again – or at any rate, to
having a drink. Out of all of this list, what is the one that is most likely to
happen?
Raghu
I think it is the first one I told you about - when I see my friends who are
still drinking, even though I have decided I will not drink alcohol again, I
am sure that when I see them, that will be difficult.
Counsellor
OK, so let’s look at this first. Let’s look at how you can avoid this trigger,
and also how you can deal with it if sometimes you can’t avoid it. What
used to happen when you used to meet them?
Raghu
We are a group of four friends and all of us work for different companies.
Saturday and Sunday are the only two days when we can come together
and have some fun. We used to meet up and have a few drinks
together. Now that I am not drinking anymore, I have decided not to see
them again, as I am sure that if I do, they will push me to drink with
Counsellor
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Counsellor

them.
This is really helpful Raghu, as it raises TWO different triggers for you to
have a drink. FIRST there is the possibility of being pressurised by your
friends to drink if you meet them, as you have said.
But SECOND, it also raises the issue of what you will do, now you have
stopped drinking, about seeing friends and having fun. If you cannot
replace the fun you used to have when you went out drinking with
somethings else that is ALSO fun, then you may get bored and resentful
about having stopped drinking, and then go back to drinking again. And
in fact they are related – as one way of avoiding the first trigger (feeling
pushed by your friends to drink) is if you don’t see them; and one way of
not seeing them is to be doing something else instead on Saturdays and
Sundays.

Raghu
Counsellor

Raghu
Counsellor

Mrs Raghu

Counsellor

Raghu

Counsellor

Raghu
Counsellor
Raghu

So what else could you do which would be having fun on Saturdays and
Sundays?
That’s difficult. I had thought I would stay at home and try to watch TV
or read.
Well, that may be a good idea for some of the time, but I wonder, if you
spend every Saturday and every Sunday staying at home and watching
TV, if you will get very bored? What else could you do?
I can’t think of anything.
What about you Mrs Raghu – can you make any suggestions for what
Raghu can do to replace the fun he used to get from meeting with his
friends and going drinking?
Yes, I can suggest lots! After all, I don’t go out drinking and yet I don’t
get bored! He could take me out for the afternoon for a drive. He could
take his parents out. He could go out with our son and play football. My
brother (who does not drink) is interested in bird-watching, and Raghu
could go out with him.
OK Raghu – your wife has made lots of suggestions – and they all
involve doing something, and not simply sitting inside and watching TV.
What do you think of any of these ideas?
Well, some of them are OK. I have never got on with her brother – he
thinks too much of himself. And I drive a lot during the week, so I’m not
sure that taking my parents or my wife out for a drive will be fun. But
maybe spending more time with my son and my daughter might be
good? And maybe I could sometimes go out with the family for a drive?
OK – these are all good ideas, and they underline how important it is to
think of alternatives to what you used to do, so that you have good
things in your life now – that way you won’t be tempted so much to have
a drink.
Now – we have talked about how you could avoid meeting up with your
friends (by doing other things). But what if it becomes unavoidable –
what if one of them telephones you and asks you to meet them?
I’ll say ‘no’.
What if he insists? Or what if you just meet one or more of them in the
market? What will you do or say?
I will say that I do not drink any more, so it is easier for me not to be with
them when they drink.
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Counsellor

Raghu
Counsellor

Raghu
Counsellor
Raghu
Counsellor
(as Raghu’s
friend)
Raghu
Counsellor
(as Raghu’s
friend)
Raghu

Counsellor
(as Raghu’s
friend)
Raghu
Counsellor
(as Raghu’s
friend)
Raghu

Counsellor
(as Raghu’s
friend)
Raghu
Counsellor
(as Raghu’s
friend)
Raghu
Counsellor

Raghu
Counsellor

That is excellent Raghu – a very clear message to them. But what of
they push you and say – just come and join us – you don’t need to drink
– we’ll drink and you can just be with us and talk, like we used to, and
you can drink orange juice.
Yes, that will be difficult!
So let’s imagine that they HAVE said this to you, and you HAVE agreed
to go with them to the bar – and then once there, they start to push you
to have a beer instead. What will you say?
I’ll say – no thanks – I told you before I came in here that I am not
drinking alcohol, and you said that it was OK.
OK – can I suggest that we do something now – that I pretend to be one
of those friends, and you tell me what you will answer?
OK – that sounds a good idea.
Come on Raghu – just have a one beer. What harm can it do?
No thank you – I have told you, I don’t want even one beer.
Why not Ragu – come on, you are spoiling our fun.
Look – I don’t want to spoil your fun – but I have decided that I am not
going to have a drink. But I also think that we can all still have fun even if
I am not drinking!
Come on Raghu – don’t start lecturing us!
No I’m not lecturing you! I am just saying that I won’t have a drink and
that we can still enjoy ourselves.
You are insulting our friendship!
I am sorry if you feel that way but I think I am saying ‘no’ to having a
drink, not ‘no’ to our friendship. It is ridiculous to say that the only way
we can be friends is if I drink alcohol! I certainly want to still be your
friend – I just don’t want to drink!
So you are determined that you do not want to have a drink
Yes absolutely but I want to repeat that does not mean a ‘no’ to our
friendship
Ok at least have a soft drink then
Yes, that’s fine – I’d very much like to have a soft drink for sure.
OK Raghu – let’s stop pretending now. I thought you did fantastically
well! Well done! If you manage to do that when this happens for real,
you will have done really well! How did that feel?
Actually, it felt OK – I could imagine actually saying all of that!
And maybe an even better way to handle it is to start off – even before
getting to the bar – by explaining that you have decided not to drink
alcohol any more, and maybe why you have taken that decision. If your
friends understand that you have stopped because it is causing you
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problems, then maybe they will not push you so much to drink – as they
will realise that this might cause you harm.
NOW – we have looked at ONE trigger (seeing your friends who are still
drinking) and planned out a bit about how you might avoid this trigger
happening (by doing something different with your time so that you are
both not in the same place as your friends, and also that you are doing
something else that is fun) and how you might deal with it if it does
happen (by explaining to your friends why you are not drinking any more
and that they will be harming you if they push you to drink alcohol).
It is now almost the end of the session today. I said at the start of
today’s session when we planned the Agenda that towards the end of
today’s session I wanted us to decide together on what you are going to
do in between the end of today’s session and our next session.
What I’d like you and your wife to do in between now and the time that
we meet again is to start to go through every one of the triggers that we
have listed out, and for each one, plan out
• how to avoid it
And
• how to deal with it if it happens.
So for example,
• how to avoid having arguments with your wife, and
• how to deal with them differently if they occur so that you don’t end up
having a drink.

Raghu and
Mrs Raghu

And it would be really good if both of you, Raghu and Mrs Raghu could
do some (or all) of this together, as I am sure that you both have ideas
for all of these triggers.
OK – these are good ideas and we will do them for when we next meet.

6.5 Helping our patients prepare for a lapse - what to say and do
Our first task (which we have been discussing above) is to work with our patients to help
them withstand the pressure to lapse. However, we need to be aware of the fact that a
lapse can happen, despite the best efforts of both the patient and his SO, and of
ourselves.
So it is important to carry out some preparatory work with our patients to help them
withstand the pressure to lapse. It is crucial that the patient knows that he can come back
to see us, and that we want them to do this if they do lapse. It is useful to discuss some of
the strategies in Section 7 with the patient so they are prepared at an early stage.
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7.

MAKING THE RELAPSE PREVENTION PLAN FOR THE DRINKER AND
SIGNIFICANT OTHER – What happens if there is a Lapse?

We have an important responsibility to work with our patient and his SO to help them deal
with a lapse, if one happens, to avoid the lapse turning into a full blown relapse. There are
four elements here:
•
•
•
•

Helping our patients prepare, so that if they do lapse they do not allow it to turn into a
relapse - what to say and do
Using a relapse prevention card, and telling people
Helping our patient to work through what happened which led to a lapse, and how to
prevent that happening in the future
The role of confidence

7.1 Helping our patients prepare for a lapse - what to say and do
Our patient can say a variety of things to himself and to others if he has a lapse:
•
•
•
•
•
•
•

‘There is no necessary link between lapse and relapse’
‘Just because I have taken one drink, there is no need for me to take a second one –
that would be really stupid of me’
‘Turning a lapse into a relapse is turning a small stumble into a catastrophe’
‘What I do, now I have lapsed, is under my own control – I can decide if I go on to
drink more, or to stop at this point’
Our patient can rehearse to himself (or to others who are with him) the advantages of
remaining on the pre-planned path of not returning to drinking
Our patient can calculate the money he has saved so far through not drinking, and
the money he will go on to save if he stops now, after one drink, and does not
continue to drink more
Our patient can think about the improved relationships with family, friends,
colleagues, and so on that he has, now that he is not drinking.

Our patient can also do things. Saying things to oneself is a useful set of strategies, but
these things that patients can say to themselves often disappear from people’s minds just
when they are needed! Many patients report that before the lapse occurred they knew
exactly what to say to stop them, but when they did take that first drink, they felt panicstricken, and could think of nothing to do except to carry on drinking.
7.2 Relapse Prevention Card, and telling people
There are a number of useful things that patients can do to prevent a slip turning into a
full-scale relapse. We can get our patients to write out (or we can write out ourselves) a
card with lots of ‘reminders’ written on it, which is sealed but which patients carry around
with them and which is only opened after a lapse has occurred. This card and the
reminders rehearse the sorts of ‘self-talk’ outlined above. A completed example is shown
below, and a blank one is in Appendix 3.
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Relapse Prevention Card
What would relapse do It would completely ruin things. I would not be able to
to my goals?
accomplish any of my goals!
How would I feel if I
I would feel really angry and disappointed in myself.
relapsed?
Who could I telephone I can phone my counsellor! She told me that I could
right now who will
phone her if I got into difficulties. Her telephone number
help me?
is _________
Who else can I phone I can phone my friend Rahul, who doesn’t drink and who
if they do not reply?
is always telling me that he’ll help. His number is ______
What are the
• I have already saved Rs xxx/-.
advantages to me of
• My relationships with my family, my friends, and my
not drinking?
colleagues, have all improved.
What should I say to
myself now?

• ‘There is no necessary link between lapse and relapse’
• ‘Just because I have taken one drink, there is no need
for me to take a second one – that would be really
stupid of me’
• ‘Turning a lapse into a relapse is turning a small
stumble into a catastrophe’
• ‘What I do, now I have lapsed, is under my own control
– I can decide if I go on to drink more, or to stop at
this point’

Although there are lots of ides shown in the card above, there will be many others that we
will be able to think of, and others again that our patients and their SOs will tell us about,
as we gain experience in undertaking Relapse Prevention work. Each time we hear about
or thing about a new one, we should add it to the list.
Another strategy is for the patient to tell as many people as possible that he has stopped
drinking, and why (eg because it was making him ill), and to ask people to say some of the
things discussed above if they see him start to drink. These people could also be asked to
help by not offering the patient alcohol.
7.3 After a lapse: Helping our patient to work through what happened which led to
a lapse
As well as preparing so that the patient does not allow a lapse to turn into a relapse, if a
lapse does occur, the patient must go over what happened when he lapsed, to improve his
skills so that a similar situation does not lead to him lapsing again.
One important way of going over what happened can be for our patient to come back to
see us, so that we can go through with him and his SO what happened, what he has learnt
from this, and how he can make sure that the situation which led to him relapsing does not
happen again.
Coming back to see us sounds easy, but many patients who have had a lapse feel that
they have let both themselves, and us, down by the lapse, and so often our patients will
avoid following up with us. In fact, such guilt feelings can often trigger a full blown relapse.
This is one reason that we tell the patient (and his SO) that it is not unusual to have a
lapse and explain to the patient and his SO that it is vital that they contact us if he has a
lapse, to discuss what happened, to prevent a full relapse, and to avoid the lapse
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happening again in the future. If the lapse happens during our CONTAD counselling, in
the intervals between our sessions, then he needs to contact us and we will bring forward
our next appointment so that we can deal with this issue. If we have already completed
CONTAD, then he can contact us and re-refer himself.
Counsellor: You know Mr Kamat, sometimes, even with all of our efforts, we do slip
up! I know that you are really committed that this will not happen (and
you showed that by turning down your brother-in-law and his lovely
whisky!), and you may be one of the people who doesn’t slip up. But
because lots of people do, I want us to go over now what to do if you do
slip up.
We have just gone over lots of things that you can say or do to get you
out of high-risk situations. I want us to now go over things that you
could say to yourself if you have a slip-up, and things that you could do,
if you have a slip up? OK? So – if you were to slip up, what could you
say to yourself to enable you to stop after an occasion where you did
actually take a drink?
Mr Kamat:
I don’t know ….. Maybe … ‘I mustn’t make a small stumble into a
catastrophe?’
Counsellor: Yes – that is great! And it is true as well! Can you think of any other
things you could say? … And are there things that you could do, as well
as say?
[The counsellor gets Mr Kamat to generate as many things as he can
and then adds in any others].
OK – and there is one final thing! If you do have a lapse, I want you to
come back to see me, so that we can discuss what happened and I can
maybe help you to work out how to avoid it happening again. What we’d
do is go over exactly what happened, and why any of these things that
we have talked about today didn’t work, and then work out what would
have worked in the situation where you did lapse. I know that you could
do all of that on your own, without me, but in my experience, it is better
for us to do this together, especially the first time that you have a lapse.
So, I want you to promise me that, if you do have a lapse, you will come
back to see me! Is that OK – will you make me that promise?
Mr Kamat:
Yes, surely – but I don’t have any more appointments with you!
Counsellor: That is OK – if you do have a lapse, just telephone or come in, and I will
see you.
One last thing before we move off this topic. Sometimes, patients who
lapse do not stop after the lapse and go on to a full relapse. I am pretty
sure that this won’t happen to you – you are very determined – but you
never know – relapses can take people by surprise. So – if you were to
have a full relapse – please, please still come back to see me – just
telephone or come in – and we will work together again to get you back
on course! OK?
Of course, our patient could work through all of the steps outlined below without our help –
but certainly for a first lapse, it is usually very useful for the patient to be supported by us
while going through the steps below.
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7.4

After a lapse: Gaining details of how and why

Once he does come to see us (and as always, we need to try to persuade him to bring his
SO as well), we can work with the patient (and his SO) using the following skills:
•

•

•
•

Get specific details of the lapse from the patient – how it occurred, whether or not it
was planned, what triggered it, what ways did the patient try to cope with the trigger
instead of drinking, what did he tell himself when he decided to lapse, and how was
he able to stop himself after the lapse and prevent it from it becoming a full relapse
Depending on the details, we then need to clarify at each step what the patient
could have done differently, and what he will do differently if similar situations arise
again. For example, if the patient had a lapse due to his inability to handle peer
influence (e.g. his feeling that friends or family were pressurising him) then the
counsellor needs to work with the patient to strengthen his drink-refusal skills
We also need to congratulate (affirmation) the patient for not allowing the lapse to
lead to a relapse
It is also important to discuss with the patient his feelings about the lapse and
help him overcome these feelings using techniques described in the section in the
CAP Manual on ‘handling your emotions’.

7.5 Confidence: The part it plays in lapse
One common reason for a lapse is that a patient, after successfully stopping for some
time, starts to feel much more confident, and starts to feel that his problem was not as
serious as he had thought initially.
He may then have a lapse, and may find that he is OK – he may find that having one drink
did not lead to him immediately returning to very heavy drinking. So he may think – ‘that is
OK – I can have a drink without having a binge, so I didn’t really have an alcohol problem
at all before!’
In these situations we need to get the patient and his SO to go over again what the
reasons were that he decided to stop drinking – remind him how bad things had got,
remind him that he was so dependent on alcohol that he needed to have a medical
detoxification to be able to stop! We need to help them understand that he may be able
to have a single drink on one or two or even a few occasions, but that his past experience
has shown him that this 1 drink then becomes 2 drinks, and that the 2 drinks become 3
drinks, and then very soon, he is back to drinking as much as he was before, with the
same range of problems.
7.6 Helping our patients prepare for a relapse
In the same way that we need to be aware that a lapse can happen, and we need to help
our patients realise this as well and get prepared to deal with it, we also need to be aware
(and help our patients to see this) that a lapse can turn into a relapse. It is crucial that the
patient knows that he can come back to see us and that we want them to do this, if they do
relapse. We need to ask the patient to practice saying out loud something similar to what
we have written below: this is because if our patient hears himself saying this, he is more
likely to come back.
Counsellor: One last thing Mr Kamat. Sometimes, patients who lapse do not stop after
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Mr Kamat

the lapse and go on to a full relapse. I am pretty sure that this won’t
happen to you – you are very determined – but you never know –
relapses can take people by surprise. So – if you were to have a full
relapse – please, please still come back to see me – re-refer yourself –
and we will work together again to get you back on course! OK?
Yes – this will not happen to me, but if it does, I will come back to see you
to talk about it.
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8.

MAKING THE RELAPSE PREVENTION PLAN FOR THE DRINKER AND
SIGNIFICANT OTHER – What if the Lapse (if it happens) does turn into a
Relapse?

If a relapse happens, we need to follow very similar steps to those above – try to get the
patient to come to see us, and when he does, get specific details of the relapse from the
patient, and then, depending on the details, clarify for each step what the patient could
have done differently, and what he will do differently if similar situations arise again.
•
•
•
•
•

When a patient starts drinking again after a period of planned complete stopping then
it is referred to as a lapse. If the drinking continues and goes back to harmful levels, it
is known as a relapse
It is commonly believed that a relapse occurs suddenly and without any warning
signs. Generally, this is not true
There are both external and internal triggers for both lapse and relapse
A counsellor should work with the patient to identify these triggers, and for each one,
to plan out how to avoid the trigger, and how to deal with it in circumstances when
the trigger is unavoidable.
A counsellor should work with the patient to prevent a lapse from happening; and to
avoid a lapse, if it does happen, from turning into a relapse.
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9.

Ending CONTAD Relapse Prevention

Working with patients who have been detoxified and their SOs to help them stay abstinent
will usually take a few sessions. We will have helped them think about potentially
problematic situations and feelings and plan out how to either avoid these situations /
feelings or deal with them in ways that do not lead to drinking. We will have discussed
lapses with our patients and their SOs, and planned how to deal with lapses if they occur
in ways which do not lead to full relapses. But at some point, we will need to end our
counselling.
Ending well aims at:
•
Summarising and reviewing what has helped this patient and his SO during
counselling
•
Clarifying with the patient and his SO how they need to continue to take such actions
in the future
Overall, the patient and his SO needs to be able to:
•
•

Identify potential triggers that may increase the risk of him lapsing or relapsing into
Dependent Drinking in the future; and
Understand what action he needs to take to ensure that he does not do this. That is,
he and his SO needs to
o Look at each potential trigger
o Work out what he could say or do to get himself out of that situation
o Then practice saying or doing those things (in front of the mirror or with his SO)
o So that he gets the experience of hearing himself say or do these things
o So that if ever he has to say or do them in a real situation, they just flow easily.
o Plus, he and his SO needs to go over the things that he could say or do if he
does actually lapse
o Plus, if he does have a lapse, he needs to come back to see us, so we can work
out how to avoid it happening again

We want to get our patient to commit to doing all of these things. Doing these things will
involve a high level of motivation on the part of our patient and his SO – and that is our
job! We have to work to build up the motivation of the drinker to not lapse or relapse, and
of the SO so that she or he can continue to encourage and help the drinker to remain
abstinent, and that not-drinking becomes, for the ex-drinker, a very positive experience,
and not one where he feels that he has lost his friends, his activities, and his ways of
enjoying himself.
We need to end our counselling with a summary of all of the discussions we have had in
each of the sessions we have undertaken with this patient and his SO. Often, it is a good
idea to ask the patient and his SO to summarise all of the information and ideas and skills
and techniques that we have gone over, and then we add in any extra ones that they have
forgotten. We could say:
‘As this is our last session, I would like to know from you what it is that you have learnt
from these sessions that we have had together.’ [And we will need to clarify any
information that is not clear.]
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9.1 Drawing it together
We can draw this last session together by going through the ‘end of treatment’ form (see
Appendix 4) with the patient, in the session. This involves the following steps:
a.

Go over the activities that the patient has found useful during counselling and write
these down. The list will include things that the patient is doing differently that he
needs to maintain or increase.

Counsellor: Over the time we have been meeting, there are things that you have begun
doing that have helped you TO remain abstinent. Can you tell me what these are?
b.

Go over the things that we have identified in counselling that are either ‘triggers’ for
drinking, or are ‘at-risk’ situations – these are all areas that the patient must practice
avoiding or dealing with.

Counsellor: Remember what we discussed about all of the things that might trigger you to
take a drink? What were all of these things? How did we decide that you could avoid each
one, and how did we decide that you could cope with each one if the things did actually
happen?
c. Go over what can help, when difficult situations arise? For example, breaking down
activities or problems into small steps, or seeking the help of an SO in a difficult
situation.
Counsellor: So if you begin to feel the same way (or do the same things), how will you be
able to take action to avoid or deal with the situation?
It is also very useful for us to highlight specific actions that the patient has used to
overcome their drinking problem that may not be clear in the patient’s memory. For
example, we may say:
Counsellor:
You told me that when you felt like drinking, watching a DVD of a favourite
film helped to take your mind off it.
We need to emphasise the patient’s role in getting better. The patient may fail to recognise
the efforts he has made and attribute his improvement to us. It is therefore important to
remind him of this. For example, we may say:
Counsellor: You have done really well in not drinking. I know you think that you could not
have got here without my help, but I want you to realise that every time you have said ‘no’
to a drink, it has been you who has done that, not me! Every time you have decided not to
go out drinking it is you who has made that decision. And every time you have not reacted
to your father’s nagging and unreasonable behaviour by going off drinking, it is you who
has done that, not me!
We need to motivate patients to use the skills across other life situations. A patient seeing
us may often be of the opinion that the skills learnt to solve a particular problem may apply
to that problem only. In such a case, it can be helpful to encourage the patient to identify
and apply the skills across different situations.
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For example, we may say:
Counsellor: These skills of solving problems that we have gone through – you know,
these don’t only work when we try to look at at-risk situations for you going back to
drinking. We can use exactly the same system to look at any area of difficulty – for
example, you trying to decide whether to stay here in Goa and earn good money or to
return back to Assam where your parents want you to get married and settle down near
them.
Or
Counsellor: You can use these skills of working out exactly what you could say and then
practicing saying it out loud for other things as well. We did that when we were working out
what you could say when you were having a quarrel with your wife – but you could also
use the same technique when you think through how to deal in a calmer way with your
seniors at work.
Again, we want to get our patient to commit to using these skills and techniques across
other areas of his life. At the end of this summary, we should then ask for his commitment
to act on all of these decisions (e.g. the ones about dealing with at-risk situations, and the
ones about using all of the skills in other areas of life).
Before we end the session we should share with the patient and his SO about how they
can contact us or any other service agency for any problem related to their drinking in
future. We need to tell them that we will make contact with them again for a ‘telephone
booster session’ each month for the next 3 months, just for a chat, to see how they are
doing, and to see if more sessions are required. We need to see if we have their
permission to do this and might even set a date now, for when we will contact them in one
months’ time.
9.2 Summary
•

•
•

We need to ensure that our counselling ends well, which we do by getting the patient
(with help from ourselves) to review the skills and strategies that the patient has
learnt, clarifying any skills or information that are not clear, and reinforcing the
patient’s motivation to use these skills and strategies across other areas in his life.
Although we are ending our sessions, we also need to let our patient know that he
can re-refer himself to us, if needed, either in person or by telephone, requesting a
re-referral.
And we need to tell our patient that we will be making a brief contact each month for
the next 3 months, with the first one in about one months’ time, just to say ‘hello’ and
to check that everything is OK- this is the telephone booster session.

9.3 Telephone booster session
A telephone booster session should be carried out each month for 3mths from the last
session. Please record the session if possible. The purpose of the phone call is to find out
the following:
a.
b.
c.

How they are
How the previous month has been
If everything is OK, offer congratulations. If their SO has been involved, also offer
congratulations to them.
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d.
•
•
•
•
•
•

e.
•
•
•
•

f.

If the person has lapsed, then use the same skills set out in the Manual - see section
7.
Find out specific details of the lapse i.e. what happened, how it occurred, whether or
not it was planned, what were the triggers, how have they prevented it becoming a
relapse.
Also if the SO attended the sessions, find out whether this has been helpful and if
they can utilise their help again.
Clarify at each step what the patient could have done differently.
Congratulate that the patient has not allowed the lapse to turn into a relapse.
Discuss their feeling about the lapse.
If the patient wants to have a further face-to-face session to discuss what happened
and how to prevent it occurring again, arrange to see them for a one-off further
session.
If the person has relapsed, then use the same skills set out in the Manual - see
section 8. These are very similar to what to do if the person has lapsed, as above.
They include the following:
Get specific details of the relapse from the patient, i.e. what happened, how it
occurred, whether or not it was planned, what were the triggers, how did the patient
allow a lapse to become a full relapse.
Depending on the details, clarify for each step what the patient could have done
differently, and what he will do differently if similar situations arise again
Also if the SO attended the sessions, find out whether the SO has been helpful and if
so, they could have utilised their help in this relapse situation, and if they can use the
SOs help if a similar situation arises in the future.
If the patient wants to have a further face-to-face session to discuss what happened
and how to prevent it occurring again, arrange to see them for a one-off further
session.
An example of the introduction

“Hello X (name of person), this is Y (name of counsellor), phoning from Sangath [if needed
– I hope you remember that I am the counsellor you saw for your Relapse Prevention
sessions which we completed about a month ago]. At our last session I said I would call
you to see how you are and if things were going OK for you? So tell me, how are things?”
AFM responds, and a conversation ensues depending on which situation of the above 3,
4, 5 has happened.
g.

Ending the booster session

Remind them that they can phone up in the future to ask for further help if they need to.
If this is the first or the second booster session, remind them that you will phone them up
again in a month’s time, and if appropriate, decide on a day or time to do this.
Remind them that a research worker from Sangath will be in touch separately to ask them
questions about how they are and give them an approximate date.
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APPENDICES
All the forms below are available as printable handouts/forms. They are saved on the
central Dropbox folder. Please ask Office staff.
Appendix 1: Assessment Form
Name of patient:
Date of birth:
Date of assessment:
Address (with landmark):
Phone numbers:
Patient _____________________
Carer __________________
Age:
Educational status:
Marital status:
Employment status:
Name of carer
Name of prescribing Doctor
Name of counsellor
AUDIT score (if available – will be done if the detoxification is being undertaken as part
of CONTAD)
a)

A Drinking pattern immediately before the patient started his detox

•
•
•
•
•
•
•
•
•
•
•
•
•
•

What did you normally drink?
How much did you drink every day? If it was different on different days, tell me
what you drank on these different days
How often did you drink in a week?
Where did you normally drink?
Who did you drink with?
Is there anything that made you drink more/less in a day?
How much did you spend on alcohol each day/ each week?
Can you describe a typical drinking day?
Why did you drink?
What were the triggers that made you drink?
What were the positives to drinking?
What were the negative to drinking?
Why did you want to stop?
What made it difficult for you to stop?

b)

History, and past change attempts

•
•
•
•
•
•

At what age did you start drinking?
At what age did you notice your alcohol intake increase?
Have you ever tried to give up drinking before now? What happened?
What is the longest period you’ve gone without drinking?
Have you ever detoxed before? If yes, how many times and where?
If detoxed before, were there any problems during detoxification in the past?
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c)

Consequences

•

Related to your drinking, before your detoxification:
Did you have any physical health problems?
Did you have any mental health problems?
Are you on any medications?
Did you have any financial problems?
Did you have any issues or problems with your family?
Did you have any issues or problems with your friends?
Did your drinking (or how people reacted to your drinking) ever lead to you
becoming angry …. or aggressive ….. or violent? If so, with who? [He could then
tell us about getting into fights, and/or about domestic violence]5
Are there any other problems that we have not discussed?

d)

Support networks available

•
•
•
•

Who lives at home with you?
Do you have any other close family or close friends?
Did one or more of these people support you during the detoxification?
Does anyone else in your house drink alcohol?

•
•
•
•
•
•
•

Domestic violence (DV)
An important consequence of drinking that we will often need to deal with is domestic violence (DV): a pattern of
abusive behaviours by one partner against another in an intimate relationship. This could take the form of actual
physical aggression or assault (hitting, kicking, shoving, slapping, throwing objects), or threats of such violence,
or sexual abuse, or emotional abuse (rejecting, ignoring, isolating, intimidating, neglecting). Please refer to the
PREMIUM Counselling Relationship manual, Chapter 4, for details about assessing and helping to manage
domestic violence.
5

It is unlikely that drinkers will tell you in detail about this in a first assessment interview, and also unlikely that
SOs will reveal much, early on. If you get hints that DV exists in this family, from either the answers to your
questions or from other elements of the interview (how they look at or react to each other, for example)
remember that this will need to be addressed and discussed in later sessions, once you have built a good rapport
with the drinker and the SO.
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Appendix 2: Patient Form Triggers and Alternatives

What happens in your mind

Details of Triggers
Details of Triggers

Triggers

Alternatives

Appendix 3: Enjoying Yourself without Drinking Alcohol
Suggestions for Enjoying yourself without Drinking Alcohol
Reward yourself Keep a diary and
Phone or visit a
Find stress-reducing
with some of the write your feelings
friend or family
activities that you would
money saved, for down instead of
member if you
like to use – relaxation,
every week that
using them to push think about
music, meditation,
you stay sober!6
you into drinking
drinking
reading, TV, etc.
Watch an
Pray if that is
Become involved Take a 20 minute walk
escapist movie
helpful for you
in volunteering in
your community
Read an
Read an escapist
Play a game with Watch an inspirational
inspirational book book
all of the family
movie
Play with your
Create a social
Eat something
Start to do regular
children
activity that does
healthy
exercise (walking, riding a
not involve drinking
bike). Do 20 minutes
alcohol
every day
Think about the
Learn to ask for
Find a fun hobby Make friends with people
positive changes help (from friends,
with the money
who do not drink/visit AA
in your life since
family) if you are
you are saving
stopping drinking struggling
by not drinking
Drinking nice
Listen to music
Visiting a temple List your goals in
non-alcoholic
job/home and spend time
drinks/cocktails
achieving these
My List is

Appendix 4: Relapse Prevention Card
Relapse Prevention Card
What would relapse do to
my goals?
How would I feel if I
relapsed?
Who could I telephone right
now who will help me?
Who else can I phone if they
do not reply?
What are the advantages to
me of not drinking?
What should I say to myself
now?

Reward yourself by spending some of the money you have saved: Go to the cinema or a music event or have
a meal at a restaurant – anything that will make you feel good about not drinking
6
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Appendix 4: End of Treatment Form

To be added from PREMIUM
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Appendix 5: Acronyms and Glossary

Abstinent
Action Plan

Alcohol Dependence

Collaborate

Commitment To Change

CONTAD
Detoxification

Domestic Violence.

Engaged Relationship

Independence

Lapse

When someone does not drink any alcohol at all.
A plan covering the set of actions that the patient and his SO
and the counsellor have agreed will be done (or which our
patient is aiming to achieve) in the week or two between one
session and the next. Within each Action Plan there will be
specific Homework Tasks.
It is a collection of physical, behavioural, and psychological
symptoms, including that the person feels a need to consume
alcohol, that the use of alcohol is a much higher priority than
other behaviours that once had greater value, and that the
person gets withdrawal symptoms if they do not drink.
Where two or more people work together. We aim to work
together (collaborate) with our patient (and their SO if they are
present).
A willingness to make changes and a belief that such change
is possible. The stronger the ‘commitment to change’, the
more likely the person is to make that change.
Community Oriented Non-specialist Treatment for Alcohol
Dependence
It can be dangerous for someone who is dependent on alcohol
to stop suddenly: their withdrawal symptoms may be quite
severe. Instead, they may receive a medical detoxification,
where, when they stop consuming alcohol, they are given
reducing doses of medicines which minimise or stop these
withdrawal symptoms. These medicines are slowly reduced
over a 7-10 day period, by which time the person is
‘detoxified’, hence they will not suffer any further withdrawal
symptoms from not drinking alcohol.
An important consequence of drinking that we will often need
to deal with is domestic violence. Domestic violence is a
pattern of abusive behaviours by one partner against another
in an intimate relationship. This could take the form of actual
physical aggression or assault (hitting, kicking, shoving,
slapping, throwing objects), or threats of such violence, or
sexual abuse, or emotional abuse (rejecting, ignoring,
isolating, intimidating, neglecting). Please refer to the
PREMIUM Counselling Relationship manual for details about
assessing and helping to manage domestic violence.
When we work together with our patient and his SO so that
they get become involved in counselling, they have been
engaged. We always try to develop an engaged relationship
with our patient (and their SO if they are present)
Independence means allowing our patient to make decisions
rather than making them ourselves. We always try to promote
independence.
A lapse is when a patient has a drink (it may be more than
one, but even one is a lapse) after a period of abstinence. So
‘a lapse’ means that there has been one single occasion when
the patient has not kept to his plan of not drinking.
53

CONTAD RELAPSE PREVENTION MANUAL

Change does not just happen – people must be motivated to
change. We always try to build and develop our patient’s
Motivation to Change.
Navigating
As counsellors we must guide what happens in the session
and when different topics are discussed: we need to ensure
that the key tasks are undertaken and the structure of the
session is followed. This is navigation. We must always be
collaborative and promoting of independence, whilst still
guiding the patient and the session (navigating).
PREMIUM
PRogram for Effective Mental health Interventions in Underresourced health systeMs
Relapse
If a patient moves to drinking on more than just one ‘lapse’
occasion, this is a relapse – not just one occasion but a series
of occasions where he has not kept to his plan of being
abstinent.
Relapse Prevention Plan The Relapse Prevention Plan covers as many potential risk
situations as possible, with (for each potential risk situation)
plans over how to deal with that risk situation. The Relapse
Prevention Plan expands each week, as our patient, his SO
and ourselves all add potential risky situations and generate
ideas over how our patient could deal with these risky
situations without lapsing into taking a drink or fully relapsing
back into drinking. The Relapse Prevention Plan is all about
being clear about potential triggers, and then working out how
to deal with each potential trigger so that our patient does not
lapse.
SOs Or Significant Others A close friend or family member who can play important role in
the treatment
Withdrawal
When someone has been drinking alcohol heavily every day
suddenly stops or sharply reduces his/her alcohol
consumption, the body reacts by producing a set of
symptoms. These may include headache, hand tremor, feeling
feverish, feeling sick or vomiting, feeling anxious and shaking.
More serious symptoms may include seizures and
hallucinations.
Motivation To Change
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