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INTRODUCTION
Alcoholism or alcohol dependence is one of the major health issues in 
India and is a chronic and progressive disease characterized by much 
signicant psychological, physiological and social dysfunctions 
associated with excessive and persistent use ofalcohol.Consumption 
of alcohol has been rising greatlyover the past 4 decades and 
accompanied by rise in the physical, social andpsychological problems 

1 related to the use of alcohol. NIMHANS in the year 2006 did a study in 
Bangalore sponsored byWHO – SEARO (World Health Organization 
– South East Asia RegionalOfce). They found that 33% of adult males 
consume alcohol regularly and brought into the light the drinking 

2pattern in women. They said 2% ofwomen consume alcohol regularly.  
According to WHO, almost 2 billion people worldwide consume 
alcoholic  beverages and approximately 76.3 million (nearly 1/3rd) 

3have diagnosable disorder due to use of alcohol.   And also alcohol as a 
cause of death in nearly 3.2% of all mortality and also resulted in 4% 

4loss of total DALYs (i.e around 58 million).  WHO also estimated that 
¼ th to 1/3 rd of male population consume alcohol in south east Asian 

5 6countries  and the trend of alcohol use increasing among females.  In 
India 62.5 million people consumed alcohol as per an estimate by 

7 WHO in 2005. In that 17.4% were dependent to alcohol use. And also 
20 – 30% people admitted in hospital were due to problems related to 

8alcohol.

There are several factors identied related to the relapse of alcohol 
drinking Alcohol dependence was characterized by the prolonged use 
and problems related to alcohol and persistent relapse vulnerability. 
The most important challenging aspect in assessing the outcome of 
treatment and the rate of relapse will be the lack of clarity regarding the 
relapse denition. Exploring these gaps is very important to make a 
uniform pattern of treatment and to develop relapse preventions 
strategies. Relapse following treatment reaches 75% in rst 3 –6 
months period and important to understand the barriers to treatment by 
people with alcohol dependence. Saunders et al categorized barriers as 

11 person-related and treatment-related barriers. In our study we tried to 
nd various demographic factors associated with the risk of relapse in 

alcohol use and also to nd various factors contributing to delay in 
their treatment seeking after relapse. At last, we compared the various 
risk factors associated with the relapse between people who present 
early to treatment with the late treatment seekers.

METHODS
Setting: The study was conducted at the Institute of Mental Health, 
MadrasMedical College, Chennai, a tertiary care center in Tamil Nadu 
after approval  from institutional Ethics Committee from March to 
June 2017.

Study population:Adults who qualied for Alcohol dependence 
syndrome and got de-addiction treatment but relapsed were taken into 
the study, both in-patients and out- patients.

Sample size: A total of 100 subjects(by consecutive sampling) of 
alcohol dependence syndrome with relapse  were taken. (as per sample 
size calculation  with prevalence at 6-8%)

Study Design:Cross sectional study

INCLUSION CRITERIA:
1.  Age 18 years and older, who gave consent
2.  Individuals who qualied for alcohol dependence according to 

ICD-10 criteria.
3.  Individuals who relapsed after alcohol de-addiction program.

EXCLUSION CRITERIA:
1.  Patient with presence of major psychiatric illness.
2.  Patient with history of head injury, neurological disease or 

hearingproblems.
3.  Alcohol dependent subjects who maintained abstinence after 

deaddiction program.

Operational Design:
After obtaining the written informed consent from the participants as 
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ABSTRACT
Background: Alcoholism is one of the major health issues in India characterized by much signicant psychological, physiological and social 
dysfunctions  associated with excessive and persistent use of alcohol. One study states that relapse following treatment reaches 75% in rst 3 – 6 
months period. Many studies found that adults with alcohol related problems postpone their treatment and they underutilize the resources. It is very 
important to understand the factors contributing to relapse and delay in seeking treatment in alcohol dependence. 
Objectives :To study various factors contributing relapse in alcohol dependence and intra- group comparison for factors inuencing delay in 
treatment seeking after relapse.To compare those factors among early and late treatment seekers.
Methodology:  This is a cross sectional study conducted at the Institute of mental health, Chennai, a tertiary care hospital of Madras Medical 
College in 2017.100 alcohol dependent patients who relapsed after treatment were included  with informed consent and after approval by the 
institutional ethics committee. The participants after clinical diagnosis by consultants were assessed using semi-structured pro-forma for socio 
demographic details, Severity of alcohol dependence questionnaire(SADQ), Alcohol relapse risk scale(ARRS) and Duke's social support and 
stress scale(DUSOCS)
Results: 49% people presented for the treatment with 6 – 12 months delay. 
84 % presented for the treatment within a year. 16% presented only after 1year. 75% report social inuence especially other social networks as 
reason for the delay. 56% report psychological inuence especially not decided to stop drinking yet as a factor for their delay. 20% and 40% report 
situational inuence and access barriers for the delay in treatment. 
Conclusions: The following were the rst 3 reasons for relapse elicited in our study- Family problems (57%), Peer pressure (39%), Craving (19%). 
While delaying treatment after relapse, only 27% reported within 3 months of relapse; nearly half of the people report by 3 – 6 months. Nearly 50% 
delay their treatment for more than 6 months after relapse. Person related factors like doubting the need for treatment, public stigma were the 
important factors delaying the treatment rather than treatment related factors. Those who seek treatment within 6 months of relapse have more 
social support and less stress. 
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required by the intuitional Ethics committee, the following 
questionnaire and scales were employed:

1.  Semi structured pro-forma for socio demographic details
2.  Severity of addiction assessed by severity of alcohol dependence 

questionnaire (SADQ)
3.  Alcohol relapse risk scale (ARRS)
4.  DUSOCS (Duke's Social Support and Stress Scale) Mood 

symptoms assessed using 
5. Hamilton's rating scale-Depression (HAM-D)
6. Young Mania Rating scale (YMRS)

The operational design is as below:

Fig.1.OPERATIONAL DESIGN

1. Socio demographics
2. Alcohol relapse risk scale
3. Duke's social support and stress scale.

STATISTICAL ANALYSIS: 
The study design is cross-sectional descriptive  study. Most of the 
variables used in our study are categorical in nature. Hence frequency 
and prevalence was calculated. Pearson's chi square test also known as 
Chi square test for independent variables and Chi square test of 
association was used to nd any  relationship between two categorical 
variables. P value of less than 0.05 was taken as signicant.

RESULTS AND OBSERVATION
Ÿ 43% were between the age group 31 – 45 years.
Ÿ 92% of alcohol dependents were males.
Ÿ 52% of alcohol dependents belong to semiskilled labourers.
Ÿ 75% of alcohol dependence were below 10th standard.
Ÿ 69% belongs to urban and urban slum.
Ÿ 67% were married and 22% were single.

Alcohol dependence related parameters are  as below:
Ÿ 68% of alcohol dependents had their rst drink before the age of 20 

years
Ÿ 76% of alcohol dependents met the ICD 10 criteria for dependence 

before theage of 30 years.
Ÿ 61% has more than 5 year's duration of dependence on alcohol.
Ÿ 55% in our study group belong to severe alcohol dependent 

people. [SADQ > 30 denotes severe dependence.]
Ÿ 68% people relapsed into use of alcohol in less than 1 year.

Only 8% maintained abstinence for more than 2 years.
Ÿ 57% people said family problems as their reason for relapse 39% 

as peerpressure, 19% said that they reused due to alcohol craving.
Ÿ 84% presented for the treatment within a year;16% presented only 

after 1year.
Ÿ 75% report social inuence ;56% report psychological inuence 

especially not decided to stop drinking yet as a factor for their 
delay; 20% and 40% report situational inuence and access 
barriers for the delay in treatment.

In reasons for relapse 57% people said family problems as their reason 
; 39% as peer pressure and 19% as craving 

Chart 1

Table.2  Distribution of various factors influencing treatment 
delay

75% report social inuence especially other social networks as reason 
for theDelay; 56% report psychological inuence especially “lack of 
control” as a factor for their delay. Situational inuence(20%) and 
access barriers(40%) were also reported.

First objective
100 alcohol dependent subjects who relapsed
Assessed for Reasons for relapse

Early treatment seekers 
(within 1 year of relapse)

Late treatment seekers
(after 1year of relapse)

Second objective
Comparing both the groups with their

Table 1 : SOCIO DEMOGRAPHIC STATISTICS
Variables Frequency Percentage
Age distribution
16-30yrs 19 19
31-45yrs 43 43
Above 45yrs 38 38
Gender distribution
Male 92 92
Female 7 7
Trangender 1 1
Educational status
Illiterate 11 11
Primary school 14 14
High school 50 50
Higher secondary 23 23
Graduate 2 2
Occupational status
Unskilled worker 19 19
Semi skilled 52 52
Skilled 29 29
Residential area
Rural 31 31
Urban 56 56
Urban slum 13 13
Marital status
Single 22 22
Married 67 67
Divorced 8 8
Widowed 3 3

Social influence Psychological influence
Factors Frequency (%) Factors Frequency (%)

Spouse 4   (4%) Not a serious 
problem

12  (12%)

Other social network 58  (58%) Denial 2   (2%)
Attitude towards

Drinking
13   (13%) Not decided to 

stop
24  (24%)

None 25  (25%) Personal stigma 18   (18%)

Lack of control 56  (56%)
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Table 3.Total mean score in early treatment seeker – 12.2441and in 
late treatment seekers –12.775; The mean score of alcohol relapse risk 
is more or less the same betweenthe groups.But in subscales, there is a 
statistically signicant difference betweentwo groups in emotional 
problem, negative expectancy and positive expectancy.    

Table 4. 

Chart 2

There were statistically signicant scores on family and social support 
which were high among early treatment seekers. i.e< 1 year.

Chart-3.

Similarly there is statistically signicant difference on stress scale, that 

family stress, non family stress and social stress were high among late 
treatment seekers(>1yr).

Chart 4. Comparison Of Sociodemographics And Alcohol Related 
Variables Between Early And Late Treatment Seekers 

Those who seek treatment beyond 1 year of relapse belong to the age 
group 16 – 30 years. The higher the age, early the treatment seeking 
habit.Similarly, these who seek treatment beyond 1 year were skilled 
labourers and educated more i.e higher secondary and graduates.Those 
who seek treatment early were married compared to those who delay 
their treatment.

Table 5.
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Regarding alcohol use, individuals with earlier the age at dependence 
and more severe dependence delay the treatment when compared to 
others.There was no statistically signicant difference in gender, 
residence,family type, age at rst drink and duration of dependence 
between the twogroups.

DISCUSSION
The socio demographic prole and the pattern of alcohol consumption 
not only help us to understand the patient's background but also their 
inuence on relapse. The Bangalore study stated that 67.4% of alcohol 
users were between the ages 26 – 45 years ; has low educational level 
when compared to the control population and  major proportion were 
unskilled workers and married. These nding were replicated in our 
study also, as we found that 62% belong to the age group 16 – 45 years, 

2nearly 71% were below 10th standard, 67% were married.

Korlakunta et al also conrmed majority were middle aged and 
married; 94.7% of their sample was also men.In our study also 92% 
were males. This showed that the problem due to alcohol relapse was 
common in males. In their sample 78.9% of patients hailed from rural 

27 background. But in our study only 31% were from rural area and the 
rest from urban and urban slums as the selected location of our study 
center was an urban location.

Regarding duration of alcohol use, the Bangalore study found that 
72.1% of people using alcohol for 5 years and more. In our study also 

2 we foundthat 61% has dependent pattern of use for 5 years and more.
27Korlakunta et al  reported the age group range  atrst drink as 41.6% 

started alcohol between 21 -25 years, 27.4% inless than 20 years and 
20% at 30 years and above and in our study it was 68% in less than 
20years and 31% in 20-30years range.  And also they found 
38.4%became dependent on alcohol at 30 years & above and it was 
50% at 20-30years in our study.

John et al did a study with 245 men, they found that the mean age 
ofpresentation was 42.2% years, the mean schooling was 7.6 years, 
71.9% weremarried and 54.2% were in nuclear families and the 
ndings correlated well  with ourstudy that 67% married, 65% in 

29nuclear family, 75% below 10th standard.

Korlakunta et al stated that 44% patients admitted that craving as their 
reason for relapse and according to Connors et al also in 1998, they 
found that the factors contributing to relapse weredesire to drink, 
psychological cravings, spouse or partner's factors and feelingdown. 
In our sample, we found that only 19% accept craving as reason for 
their relapse and stated that family problems (57%) and peerpressure 
(39%) were the main reasons for relapse.

In a study done by Nagaich et al stated that 97.9% of their samples 
weremarried the more responsibilities and less bonding with family 

9cause them torestart their drinking habit.  Our study conrmed this that 
57% admitted thattheir family problems were being the reason for their 
relapse. 

Regarding delay in treatment seeking 58% stated other social network 
delayed their treatment; majority stated their own psychological 
inuencesparticularly lack of control (56%) delayed their presentation 
to treatment. Only28% stated that treatment related belief as barriers 
and another 12% stated theservice proximity as their barrier to seek 
treatment and it correlated well with a study by  Saunders et al on 
assessing treatment barrier which concluded that the  important factors  

23 were 'person-related' rather than treatment related delay factors. The 
person related belief that their alcohol drinking is 'not a concern' or 'not 
aproblem' was  the important factor for delayed treatment in this study 

22by Cunningham et al in1993.

Similarly in DUSOCS scales' comparisons, “social supports” were 
better among early treatment seekers and this nding was supported by 

32 various other studies by Vijayan et al and another study by Dixit et al 
33on social support.

On comparing socio-demographic features between early and late 
treatment seekers, we found there were only signicant differences 
noted in age and occupation status.

CONCLUSION
Alcohol relapse is more common in the age group 31– 45 years, more 
among males, majority were unskilled and semiskilled workers and 
belonging to lower educational status.

And majority of the subjects who relapse were married and live in 
nuclear family.

Many started to consume alcohol below the age of 20 years,become 
dependent in the next 10 years i.e. 20 – 30 years.

Those who relapse after treatment were severely dependent on alcohol 
as per SADQ scores

Nearly half of the subjects maintained abstinence after de-addiction 
treatment only for 6 months. About 2/3rd maintained abstinence for a 
year. Only 8% maintained abstinence for more than 2 years.

The rst 3 reasons for relapse elicited in our sample were Family 
problems (57%), Peer pressure (39%) and  Craving (19%)

Nearly 50% delay their treatment for more than 6 months after relapse.

Person related factors like doubting the need for treatment, stigma 
werethe important factors delaying the treatment rather than treatment 
relatedfactors.

Those who seek treatment within 6 months of relapse have more social 
support and less stress.

Similarly emotional problem and positive expectancy to alcohol more 
among   late treatment seekers.

STRENGTH OF THE STUDY:
Adequate sample and well validated scales were  used in this study; 
majority of ndings were similar to the previous studies and signicant 
in understanding the reasons for relapse and delay for treatment 
seeking so as  to focus our intervention targeting those factors.

LIMITATIONS
The treatment details, comorbid other substance use, psychopathology 
and personality factors were not taken into consideration in thisstudy. 
Impairments in their personal, occupational or social functioning 
werenot considered in this study.

FUTURE DIRECTIONS
This study can be done prospectively following the subjects after 
deaddiction treatment and the course of their abstinence.Also this can 
be done with various treatment modalities during deaddiction and their 
effectiveness during abstinence.
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