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Summary


   Techniques for refusing alcohol or drugs protect a patient from external pressures; methods for coping with craving prevent or help to overcome internal cues.


Refusal skills: Recognising risky situations in advance and avoiding them, quick refusals (by ignoring, with a gesture, a simple "no"), polite refusals (with an explanation, offering better alternatives, refusing and changing the topic, refusing by postponing), assertive refusals (repetitive stereotyped refusal, refusal with a counterattack) and royal or excellent refusals (permanent refusal, refusal with help).


Coping with craving: Recognising hidden craving in disguise, avoiding pleasant substance related memories, passive observation of thoughts, symbols of abstinence, simple endurance, remembering the advantages of abstinence and risks of substances, offering positive alternatives to oneself, distraction, postponing, autosuggestion, the principle of opposite, accepting permanent abstinence, if it is needed, offering and/or accepting help).


   Refusal skills and coping with craving are mutually associated (e.g. recognising risky situations and recognising dependence in disguise). This scheme contains some elements of more comprehensive treatment such as family therapy, stress management, training of social skills, safe management of psychosomatic symptoms, and counselling for various problems. 





Introduction


   The WHO European Alcohol Action Plan (European Alcohol Action Plan, 1993) emphasises the importance of primary health care and hospital care in the prevention of alcohol related problems. Many patients with for example liver diseases expect to be treated for these diseases and not for the excessive alcohol consumption that is often their underlying cause. The aim of this paper is to describe simple and practical techniques that can be used in primary care setting or by specialists in internal medicine together with physical treatment. The necessary condition for the effective use of these techniques is to build up motivation.





Motivational interviewing 


   Motivation for positive change should be developed and enhanced at the beginning, and  during treatment. It is important also for relapse management (Beletsis, 1985). The techniques of motivation enhancement were developed especially in the USA. (e.g. Miller et al., 1992). Motivation enhancement should start at the diagnostic stage. A physician may, for example emphasise the positive effects of abstinence or moderation on his patient's health status, point out the risks of continuing alcohol or drug use, provide positive feedback, such as the information about improved liver tests after previous harmful use stopped. Other common examples of motivation enhancement during the diagnostic interview are questions such as "Has alcohol caused any problems in your life?" "How did your family respond to your problems?" or "In what way would your life be happier without alcohol related problem?" In this way areas of physical and mental health, relationships, legal and financial consequences of harmful use, etc. are covered.  Various questionnaires may be also used (e.g. CAGE or MAST).  Such an interview should be carried out in an emphatic, non-confrontative way. Instead of confronting the patient's resistance, the therapist may simply reflect it, amplify it, rolling with resistance or shifting focus. Another often used technique is reframing. E.g. a sober life style may be labelled not as a limitation but as something "modern" because of decreased alcohol consumption in many western countries.


   Motivation can be considerably enhanced by the cooperation of family members (usually spouses or parents). Motivation enhancement also increases the utilisation of the following techniques and their effect. Many of these techniques can be used in prevention, early intervention and in specialised therapy (Nešpor, 1992, Nešpor and Csémy, 1994).





Refusal skills


1. Recognising risky situations in advance (e.g. a drinking party or a visit to a drug abusing friend)


2. Avoiding risky situations. This includes avoiding places where substances are used, changing the job associated with easy availability of substances and excessive stress, etc.


Quick refusals are used with people with whom one does not intend to cooperate or relate. 


3. Refusal by ignoring


4. Refusal with gesture


5. Simple "no". Communication should be congruent; i.e. the same message should be given both on verbal and non-verbal levels.


Polite refusals are used with people with whom one intends to have good relationships. 


6. Refusal with explanation ("I stopped drinking because of some health problems")


7. Offering better alternatives (e.g. "Mineral water for me, please")


8. Refusing and changing the topic ("No, thank you. I am very interested in your opinion about..."


9. Refusing by postponing ("I can't celebrate with you, till the end of this week I am very busy.")


Assertive refusals are not very polite and should be used carefully. They may be used with people who annoy us or attack our self-confidence. 


10. Repetitive stereotyped refusal ("No, I don't like it... No, I don't like it... No, I don't like it..." 


11. Refusal with counterattack expressing disappointment with the behaviour of another person ("I don't like your nagging" or "It's not your business")


Royal or excellent refusals are especially valuable and important


12. Permanent refusal is most suitable in peoples with whom one meets often like relatives or colleagues ("I don't drink alcohol at all because of my health.")


13. Refusal with help. By refusing one may offer a positive model and advice at the same time ("No, I'll not go to a pub; it is better to jog instead. You should try it sometime.")





Coping with craving


1. Recognising craving in disguise. We usually describe this point for the sake of clarity in the following way: Psychological dependence can be viewed as and enemy who wants to harm. But if this enemy would simply ask "give me your liver" he would not be very successful in most people. That is why the enemy (dependence) comes in disguise and says, e.g.: "You are tired and deserve a drink." or "Nothing will happen because of one glass of beer" but despite this the enemy wants the liver. Recognising psychological dependence in disguise helps to overcome this "artful enemy".


2. Avoiding pleasant substance related memories. As the philosopher said "You never stand in the same river twice." Former problem-free drinking or drug use will never return for people with serious substance related health problems. These memories would only confuse the situation and reinforce psychological dependence.


3. Passive observation of thoughts. This technique is known "antar mouna" in Yoga and "surfing" in cognitive behavioral therapy. Its principle is simple: To observe one's thoughts in a relaxed, detached and passive way without identifying with them.


4. Symbols of abstinence. Alcoholics Anonymous use a camel (can stay 24 hours without drinking); traditional symbol of abstinence or moderation is an amethyst; we sometimes use also a cactus (it likes a dry atmosphere). People may find symbols of abstinence with very special personal meaning, too. These symbols should be carried with the person to remind his/her good intentions and to help to overcome possible crises.


5. Simple endurance. Craving usually lasts a comparatively short time and, if resisted, decreases and disappears. The crisis is often short, even if it may be intensive. That is why it is an advantage to have no alcohol or substances at home. Before finding alcohol or drugs the craving may decrease or stop, and one regains his/her self-control. 


6. Remembering the advantages of abstinence and the dangers of substances. Positive motivation (remembering the advantages of abstinence) is more pleasant, remembering the dangers of substances can be used in crises to overcome them. This approach is obviously similar to the previously mentioned motivation enhancement.


7. Offering positive alternatives to oneself. If alcohol is involved, it may be, e.g. a comparatively large quantity of some non-alcoholic drink or water. A patient may also consider his/her needs related to substances, and ways of satisfying them in a substance-free way (e.g. if the intention to go to a pub may reflect unfulfilled social needs, one should consider alternative ways of meeting people). Some other positive alternatives include physical exercise and relaxation techniques (Tamez et al., 1978) or yoga (Gupta and Narain, 1992) to manage depression, anxiety and stress, herbal tea to become calmer, etc.


8. Changing the topic internally or distraction such as work, hobbies, music, reading a book, a meal, small talk, walking, bath, sauna, breathing exercises (McAuliffe and Albert, 1992), etc. 


9. Postponing. It is the classic principle of Alcoholics Anonymous "One Day at a Time". Instead of worrying how to abstain from alcohol for many years a patient says to oneself: "Today I stay sober, and tomorrow I'll see."  Of course the same should take place tomorrow.


10. Repetitive autosuggestion. Autosuggestion is most effective when combined with some relaxation technique (autogenic training, yogic relaxation, etc.) or before falling asleep or immediately after awakening. Examples of suitable autosuggestion are: "Sobriety is beneficial", "I live in a healthy way" or "I am calm, self-confident, and indifferent to alcohol or drugs."


11. The principle of opposite, that is to create the thoughts of reverse direction (e.g. gratitude instead of self-pity or content instead of discontent).  It is easier to create opposite thought than to remove the negative one.


12. Accepting permanent abstinence if needed, instead of negotiating with oneself "how much would be too much".


13. Offering and/or accepting help. This may take place in a self-help group such as AA, a therapeutic group, the patient's family, he/she may use a telephonic help-line, etc. 





   To facilitate the memorising of these techniques we often ask our patients to find suitable examples or to rehearse them. Memorising is facilitated also by associating the techniques for refusing substances with the methods for coping with craving in the following way (tab. 1).





Tab. 1. 


How to refuse alcohol and drugs and to cope with  craving


�
REFUSING ALCOHOL (DRUGS)�
coping with  CRAVING�
�
1 �
Recognising risky situations �
Recognising craving in  disguise�
�
2 �
Avoiding risky situations. �
Avoiding pleasant substance related memories. �
�
3 �
Refusal by  ignoring�
Passive observation of  thoughts �
�
4 �
Refusal with gesture�
Symbols of  abstinence. �
�
5 �
Simple "no". �
Simple endurance. �
�
6 �
Refusal with explanation�
Remembering the  advantages of abstinence and dangers of  substances.�
�
7 �
Offering better alternatives  �
Offering positive alternatives to oneself�
�
8 �
Refusing and changing the topic �
Changing the topic internally or distraction �
�
9 �
Refusing by  postponing �
Postponing�
�
10 �
Repetitive stereotyped refusal�
Repetitive autosuggestion�
�
11 �
Refusal with counterattack �
The principle of opposite�
�
12 �
Permanent refusal �
Accepting permanent abstinence if needed�
�
13 �
Refusal with help�
Offering and/or  accepting help�
�



More comprehensive treatment


  The scheme described above contains the elements of more comprehensive treatment such as family therapy, stress management,  social skills training, safe management of psychosomatic symptoms, counselling for vocational, personal, social or legal problems. Other elements of more comprehensive treatment include group therapy, therapeutic community, disulfiram, naltrexone, etc.





I am grateful to Ms Marion Rutherford, Mr. Andrew McNeill and to Ms. Fiona Brown for their comments and suggestions.
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