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RELAPSE PREVENTION
TRAINING AT WONG YIU
NAM CENTRE

Caritas Wong Yiu Nam Centre
Social Worker
NGAI MEI MEI

RELAPSE PREVENTION
I ]apse Process

Life style imbalance
Desire for indulgence
Urges and cravings
Cognitive processes * rationalization,denial
High risk situations
No coping response
{
ve processes : decreased self-efficacy + Positive outcome expectancies
Initial indulgence
Cognitive processes * rule violation effect + Dissonance conflict

Increased probability of relapse
IN DRUG ABUSE TREATMENT

RELAPSE PREVENTION

fevention Group Outline (Wong Yiu Nam Centre)

on 1

oduction and Recovery and Relapse
on 2

se and Early relapse warning signs
on 3

risk situations

on 4

itive restructuring

pse intervention and new lifestyle

IN DRUG ABUSE TREATMENT

RELAPSE PREVENTION

ition of relapse (Marlatt & Gordan(1985)

elapse is a process that begins long before the
erson takes a drug.
stinence=>Lapse=>Relapse

rning relapse prevention like learning to

ar life jacket or know the fire exit

IN DRUG ABUSE TREATMENT

RELAPSE PREVENTION

(Wong Yiu Nam Centre)

1 Cogpnitive restructuring(4)
ly relapse => High risk => + => Recovery(1)

ing signs(2)  situations(3) Assertive training(5)
+
: } New lifestyle(6)
\/
Relapse(2)
I
\/

Relapse intervention(6)

IN DRUG ABUSE TREATMENT

RELAPSE PREVENTION

erson Recovery

mitment to a drug-free life

Ae sptance of higher values
daptation to work and responsibility
Social reintegration

diction and re-joyment

nal growth and self-acceptance

IN DRUG ABUSE TREATMENT




RELAPSE PREVENTION
grly Relapse Warning Sign :
(TerenceT. Gorski (2000)

1/Internal change

2/Denial

3/ Avoidance and defensiveness
4/ Crisis building
5/Immobilization

6/ Confusion and overreaction
7/Depression

8/ Loss of control

9/Thinking about relapse
10/Relapse

IN DRUG ABUSE TREATMENT

RELAPSE PREVENTION
Wifferent Types Of High Risk

TS :The Inventory of Drug Taking Situation
(Annis, H.M., Turner, N.E. & Sklar, S. (1991)

[nterpersonal determinants

Coping with interpersonal conflict
jocial pressure
inhancement of positive emotional states

IN DRUG ABUSE TREATMENT

RELAPSE PREVENTION

ssertive Training

‘Techniques for behaving assertively

ituations for our clients to practise how to
say no (Role Play)

' Definition of Friends

IN DRUG ABUSE TREATMENT

RELAPSE PREVENTION
ifferent Types Of High Risk Situation

S :The Inventory of Drug Taking Situation (Annis, H.M.,
Turner, N.E. & Sklar, S. (1991)

trapersonal - environmental determinants

oping with negative emotional states

oping with negative physical-physiological states
Enhancement of positive emotional states e.g. happy
sting personal control (e.g. Overconfidence, going
ack to places of using drug, getting along with
ug addict friends)
iving in to temptations or urges

RELAPSE PREVENTION

 W8bgnitive Restructuring

pes of irrational thought (McKay, Davis,
anning 1981)

- Filtering, Polarized thinking,
Overgeneralisation, Personalization,
Blaming etc.

ethods of Cognitive Restructuring

IN DRUG ABUSE TREATMENT

RELAPSE PREVENTION

i, I apse Intervention

IRelapse attitude

elapse should be seen as a mistake, not a failure

bstinence is an absolute and once it is reached there is no
oing back

f a client returns to drinking it is often seen as a failure rather
an a mistake

Dften it is seen as a lack of will power or control over
emptation rather than a lack of coping ability in a high-risk
ituation

IN DRUG ABUSE TREATMENT




RELAPSE PREVENTION

Elapse Intervention

he reaction to relapse depends on
" The degree of personal/support/staff commitment and effort
 Duration of abstinence

equency and duration of using drugs

mily and peer support

fessional counselling

withdrawal symptoms exist, please consult a doctor or seek a
ug treatment immediately (e.g. methadone clinic, residential
atment)

IN DRUG ABUSE TREATMENT

RELAPSE PREVENTION

B R /M S

A (R

SRR

IN DRUG ABUSE TREATMENT

RELAPSE PREVENTION

w Lifestyle

@New goal and plan your future

b) Balanced daily lifestyle (Weekly planner)
) Self-confidence

ace problems rather than escape

uild up permanent and supportive
Telationship
ood and harmonious family life
ood working habit

nough leisure time and activities

IN DRUG ABUSE TREATMENT
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Assessment of drug/alcohol abusers

Dr. SP Leung
3rd November 2011

« Assessment:
- corner stone of management of substance
abuse problems
- must be comprehensive, on the severity
and range of problems associated with
client’s substance use

- adherence to assessment guideline is
important

+ Assessment guideline
Example:

refer to “Protocol of screening and
assessment of polydrug abusers”

(Narcotic Division, Security Bureau,
December 2005)

A. History
B. Examination
C. Investigation

A. History

1. reason(s) for presentation

2. drug use/abuse

3. any history of injection & risks of
HIV/AIDS, and hepatitis?

4. medical history

5. psychiatric history

6. forensic history

7. social history

8. past contact with treatment agencies

B. Examination

. assess motivation

. assess general health
. assess mental state

AW N

. assess social and family
situation

C. Urine testing and other relevant

investigations

» Difficulties noted in assessment:

1. With abuse of multiple substances like
cannabis, LSD, ketamine, cocaine,
methamphetamine (Ice), various sedatives
and analgesics, opiates and others, it is
difficult to assess the acute effects and
sequelae which arise from abuse of such
drugs and their numerous combinations.




2. The age of induction of drug use has
been dropping. Substance abuse in young
people is associated with higher levels of
comorbid psychiatric disturbances — which
may or may not conform to a mental illness
diagnosis. The problem behaviours interfere
with development processes, particularly
with concepts of self and identity.

3. Substance abuse and dependence is an
affliction from which the clients initially
do not want to recover. They typically
deny and minimize their impairment until
they cannot bear family, financial, legal or
occupational pressures .

4. Nearly all psychiatric syndromes can be
precipitated by substance abuse — depression,
anxiety disorder, psychosis, and personality
disorders. Psychiatric symptoms might be
incorrectly regarded as the cause of drug abuse
when they actually result from intoxication,
withdrawal or protracted withdrawal. While self-
medication of underlying psychiatric symptoms is
sometimes an important factor in the perpetuation
of drug abuse, it is seldom more powerful than
euphoria and craving.

5. Dual diagnosis is defined as the occurrence of
one, or more, mental disorders in additionto a
substance use disorder. In those cases in which the
co-occurring disorders are directly related, the
substance use disorders can be either an
antecedent or a consequence of the psychiatric
disorders.

(Studies have shown that among adolescents
diagnosed with a substance use disorder, almost %
of them had between 2 and 4 diagnosable mental
disorders

Dual diagnosis:

A. Depression

B. Anxiety disorder
C. Psychosis

D. Personality disorder
E. Others

A. Depression:

» The most common psychiatric disorder that
occur concurrently with drug abuse.

« Either an antecedent or consequence of
drug abuse (particularly the use of any of
the CNS depressants which include alcohol
and sedative-hypnotics, e.g. BZDs).
Reasons of the latter can be physiological
symptoms of withdrawal and the state of
chronic intoxication.




.

The self medication of underlying depression with |

addictive drugs is a widely held belief, but
probably over-rated.

Evaluating depressive symptoms in CNS
depressant abusers is difficult since many
depressive symptoms, e.g. insomnia, anergia,
decreased libido, guilt and suicidality are also
characteristics of chronic abuse of such drugs.
These can be distinguished from major depression
when spontaneous remission usally occur within
atwo week period of abstinence in most cases.

« Opiates abusers have been reported to have high
rates of depression. Prevalence rates of 17% were
found for major depression in patients maintained
on methadone, while recently detoxified heroin
and methadone dependent patients had rates of
25% and 60%.

It must be pointed out that although there were
proposals in literature that opiate addicts are
medicating underlying depression, depression is
often opiate-induced, based on available neuro-
chemical evidence.

°

In opiate abusers, depression does not
usually resolve rapidly with abstinence, as
seen in the case of alcohol and sedative-
hypnotics. Persistent depression after
completion of detoxification should be
treated vigorously. The high rate of
recidivism in opiate abusres may be related
to depression.

+ Central stimulants, particularly amphetamines
and cocaine, produce severe withdrawal states
(“crash™) that share many characteristics with
major depression — anergia, depressed mood,
irritability, low self esteem, guilt, psychomotor
retardation, and suicidality. Hyperphagia and
hypersomnia are found with withdrawal (while
depression usually involves anorexia and
insomnia). Stimulant withdrawal generally remits
within several days of abstinence after drug
binging.

Cannabis abuse on a regular basis produces
an amotivational state that could be
confused with major depression.
Psychomotor retardation, decreased
concentration, decreased libido, paranoia,
and guilty rumination may be seen during
intoxication states. Cannabis induced mood
effects usually last for several days and mild
in severity.

B. Anxiety:

» Anxiety is often found in the early recovery phase
from addiction. At the onset of treatment, drug
abusers often face difficulty in their family, with
their jobs and financial security.

» Many abstinence syndromes and intoxication
states involve anxiety that should not be diagnosed
as independent anxiety disorders.

.

Patients with anxiety disorders may become drug
dependent through self-medication (esp. with
alcohol, sedative-hypnotics).




Sedative, alcohol and opiate withdrawal
include anxiety and should be recognized
on clinical grounds. Complaints of anxiety
may be feigned to procure drugs during
detoxification. Protracted anxiety
syndromes associated with insomnia may
last for several months. Efforts should be
made to avoid medicating the patients, and
especially the use of addictive sedatives.

+ Panic symptoms and anxiety arise from

intoxication with amphetamines, cannabis,
ephedrine, pseudoephedrine in cough
medicine, hallucinogens, MDMA,
phencyclidine, and ketamine. Urine and
blood testing, a careful history and physical
examination can help to evaluate. A
washout period corresponding to duration of
action of the drug in question is essential
before anxiety disorders can be diagnosed.

Methadone dependent patients may
experience protracted withdrawal which
includes anxiety for several months after
detoxification. They may seek addictive
sedatives &/or alcohol, which can re-
activate their opiate reinstatement.

C. Psychosis:
* Psychosis may result from drug intoxication,

withdrawal, and medical complication of addiction.

* Psychosis is seen during intoxication states with
amphetamines, MDMA, cocaine, ephedrine,
phencyclidine, ketamine, hallucinogens, and
cannabis. Cocaine and amphetamine classically
produce paranoid psychosis. The persistence of
psychosis beyond several days of drug cessation
generally rules out drug induced psychosis.

°

Psychotic symptoms may be found in

alcohol and sedative-hypnotic withdrawal.

Normally psychotic symptoms tend to wear
off rapidly.

Certain complications of drug abuse may
produce psychosis. Organic psychotic states
may arise from lowered seizure threshold or
neurotoxic effects of the abused drugs.

« Schizophrenic patients often have

comorbidity with addiction and pose a
difficulty in treatment. They usually have
great difficulty in interacting in self-help
groups and cannot settle in standard
addiction rehabilitation services.




D. Personality disorders:

« Characteristic features of PD are very common in
drug abusers during active drug use. Antisocial
behaviours directed toward drug procurement,
impulsivity during intoxication and lying are
typical of active addiction but they may disappear
entirely with recovery.

« To diagnose PD, these features should precede
substance abuse and not result from the addictive
life style. Diagnosis should be deferred until early
recovery.

« It is important to note that individuals with
antisocial and borderline personality
disorder have greater risk for substance
abuse disorders. Both these PD have onset
during adolescence and include a proclivity
for potentially self damaging impulsive
behaviour, which include the binging of
substance abuse.

Diagnosing personality disorders are of
great importance with regard to addiction
treatment because they interfere with
engagement and recovery in drug
rehabilitation. Although psychotherapy may
help recovery, it should never be the focus
of treatment because the wrong message
might be given that drug use results entirely
from psychological conflict and will cease
once conflict has resolved.

E. Others:

 Attention-deficit hyperactivity disorders
(ADHD), when combined with conduct
disorder appears to be a robust risk factor
for later drug abuse than conduct disorder
alone.

» Eating disorders are often associated with
substance abuse. There is a higher incidence
of drug abuse among bulimic patients to
anorexia nervosa.

« Adolescents who have been victims of
sexual abuse during childhood or who have
gender identity disorders are at risk for
substance abuse disorder.

Remember the following:

+ A challenge is posed for drug workers when
psychiatric symptoms are often encountered in
substance abusers, as this special client group
often resists and interferes with the evaluation
process by denial, minimization, distortion and an
outright lying strategy.

+ Drug workers should be familiar with psychiatric
manifestation of intoxication, withdrawal,
protracted withdrawal and other complications of
various abused substances.

(frequent referral to guideline protocol)




« It may be impossible to distinguish primary » Shared information between drug workers,

from secondary psychiatric syndromes adolescents and family social workers,
solely on the basis of current symptom general practitioners and psychiatrists
profile. Longitudinal observation during a specializing in drug abuse is the key to
controlled washout period is often necessary. success in management.

» Drug workers need a healthy skepticism,
attentiveness to detail, and use of objective
information which includes collateral
information, physical examination and
laboratory tests.

END
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IMPROVING TREATMENT
COMPLIANCE

counseling and systems
strategies for substance abuse
and dual disorders

Abstract from the book written by
Daley and Zuckoff

Continuum of Compliance
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Ways Poor Compliance Shows

0 Delay in Entering Treatment

0 Failure to Enter treatment

o1 Missing Treatment Sessions

O Lateness for Treatment Sessions

0 Failure to Work on Treatment Goals

0 Failure to Work on or Complete
Therapeutic Assignments

Ways Poor Compliance Shows(ll)

[

[ Dropping Out of Treatment before
Completion

01 Missing Self-help Meetings
01 Failure to Take Medications as
Prescribed

1 Stopping Medications Prematurely

Four®

[}
o

0

é;g
%zﬁL Factors Affecting Compliance

es of variables:

CLIENT VARIABLES

ILLNESS- AND SYMPTOM- RELATED
VARIABLES

RELATIONSHIP AND SOCIAL
SUPPORT VARIABLES

TREATMENT AND SYSTEMS
VARIABLES

o
Il cLieNT vARIABLES
0 Motiytation
[ Beliets
1 Stigma
01 Expectations
{1 Satisfaction with Treatment
1 Personality
01 Other Addictions or Compulsions
[ Other Life Events or Problems




—

ILLNESS/SYMPTOMS RELATED
VARIABLES

O Symptoms of Addiction

o Symptoms of Psychiatric lliness

01 Social Anxiety

1 Obsessions or Cravings to use Substances

1 Previous History of lliness and Relapse

o1 Failure to Catch Early Warning Signs of
Relapse

01 Improvement in Symptoms or Problems

¢

1
Rl
i
1
"

7 %%q RELATIONSHIP & SOCIAL
Yl SUPPORT VARIABLES

0 Negative Social Supports

0 Family Problems

0 Unstable Living Situation/ Poverty and
Homelessness

- §§? TREATMENT AND SYSTEMS
H

|l VARIABLES
01 Thetapeutic Alliance

11 Friendliness of Treatment Staff

o Demands on the Counselor

1 Competence of Staff

0 Supervision of Staff

D Access to Treatment Evaluation

01 Characteristics of Treatment Setting

0 Type of Treatment Offered and Choices
Available

g;jﬁ TREATMENT AND SYSTEMS
DDI? io\n/o !é\?nléﬁﬁggli%en

D Intensity of Treatment Program

0O Appropriateness of Treatment
Recommendations

1 Medication-Related Problems

0 Expense of Treatment

O Ineffective or minimally Effective Tx
01 Continuity of Care

0 Availability of Other Services

- UE COUNSELING STRATEGIES
L 70 IMPRQYE COMPLIANCE

oncern

1 Convey Helpfulness in Attitudes and
Behaviours

001 Accept and Appreciate Small Changes

0 Accept Ambivalence as Normal

01 Accept Varying Levels of Readiness to
Change

0 Anticipate Noncompliance at Various
Stages of Treatment

- gim COUNSELING STRATEGIES
) an

01 Discuss the Client's Prior History of
Compliance

01 Discuss Current Compliance Problems
Immediately

[ Provide Aftercare Counseling Prior to
Discharge from Residential or Inpatient
care

0 Help the Client Anticipate Roadblocks to
Change

i

- am—

R



COUNSELING
STRATEGIES(III)

1 Encdurage Discussions of the Counseling
Process

0 Encourage Discussions of the Client-
Counselor Relationship
01 Negotiate Rather Than Dictate Change Plans

1 Emphasize the Client's Responsibility to
Participate in Treatment

Efm COUNSELING STRATEGIES (lV)

1 Emphasize the Client's Responsibility to
Change

1 Provide Education to the Client and
Family

0 Provide Interventions Based on
Empirical Support

1 Elicit Family Support and Involvement

01 Explore the Client's Expectations, Hopes,

and Goals for Treatment

COUNSELING
STRATEGIES(V)

01 Regtilarly Review Treatment Goals and
Progress

o1 Discuss The Pros and Cons of Treatment
and Self-Help Programs

01 Discuss the Pros and Cons of Abstinence
1 Provide Options Regarding Treatment

1 Change Treatment Frequency and
Intensity

m COUNSELING STRATEGIES(VI)

01 Provide Direct Feedback to Client

0 Discuss the Client's Reactions to
Feedback

o Provide Reinforcement for Treatment
Compliance

01 Address Anxiety about Treatment or
Self-Help Group Attendance

0 Monitor Substance Abuse Recovery
Issues.

I COUNSELING STRATEGIES(VII)

01 Discuss Cravings and Thoughts of Using
Substances

0 Identify People, Places, Events, and Close
Calls

01 Assess Motivation to Change

1 Monitor Substance-Use Relapse Warning
Signs

[J Monitor Psychiatric Symptoms

COUNSELING STRATEGIES(VIII)

ress Persistent or Residual Psychiatric
Symptoms

1 Monitor Psychiatric Relapse Warning Signs

0 Consider the Use of Medications

1 Prepare the Client for Taking Medications

1 Monitor Medication Compliance




fh
ﬂL COUNSELING STRATEGIES(IX)

|
01 Addless Adverse Side Effects or Lack of

Efficacy

1 Facilitate Medication Changes for
Ineffective Medicines

0 Facilitate Augmentation Therapy

1 Prepare for Negative Reactions from Self
Help Group Members to Medications

%;é‘ SYSTEMS STRATEGIES TO
"Il IMPROVE COMPLIANCE

0 Develop a Clinic Philosophy on
Compliance

0 Encourage Staff Training on Motivational
and Compliance Counseling

0 Provide Early Access to Treatment
0 Offer Flexible Appointment Times
01 Offer Consistent Appointment Times

i

iR
%E% SYSTEMS STRATEGIES(II)

@ Call and Remind Clients of the Initial
Evaluation Session

o Call Clients Who Fall to Show Up for the
Initial Evaluation

0 Call Clients or Family Members Prior to
Regularly Scheduled Treatment Sessions

1 Use Prompts to Remind Clients of
Scheduled Sessions

e
igﬂL/SYSTEMS STRATEGIES(1I)

0 UséjWritten Compliance Contracts

01 Use Creative Ways of Scheduling
Treatment Appointments

01 Provide Outreach to Poorly Compliant
Clients

0 Encourage Treatment Dropouts to Return
for Services

0 Determine the Reasons for Poor
Compliance or Early Treatment Dropout

™
%E;JLSYSTEMS STRATEGIES(IV)
O UséilCase Management Services

01 Help the Client Access Other Services

11 Contact Client to Make Sure Referrals
Were Followed Up

o Provide Assistance with Practical Problems

11 Establish Clinic and Counselor Thresholds
for Acceptable Levels of Treatment
Compliance or Completion

-
%m SYSTEMS STRATEGIES(V)

01 Conduct Regular Client and Family
Satisfaction Surveys

1 Continuously Seek Quality Improvement

01 Offer integrated Treatment for Clients
with Dual Disorder

.
o



