CHAPTER 15
Relapse After Treatment of Alcohol and Other Drug Disorders
Summary
The battle for recovery from alcohol and other drug dependencies does not end when a patient is discharged from a treatment program. As with other addictive behaviors, relapse occurs all too frequently.

Cravings for a drug often arise following abstinence or even reduced use. These insidious experiences involve often overpowering temptations to resume use of substances from which individuals have been abstinent for an extended period. Alcoholics, as well as those who cannot enjoy their own drinking if others are abstaining, rationalize that “just one little drink can’t hurt.” The inability to resist these urges that frequently challenge the sobriety of patients in remission jeopardizes their continued recovery.

Retrospective self-reports are the primary source of evidence about the factors precipitating relapse, but there are limitations such as accuracy of recall as well as deliberate distortions, lies, or excuses. Retrospective reports that relapses occurred because of crises and emotional distress may be overstated because they could be means of seeking sympathy or avoiding blame.

Prospective studies, including the use of near real-time methods such as ecological momentary assessment, avoid many of the limitations of retrospective self-reports but have their own problems such as reactivity, by which the measurement itself can distort the processes being studied.

The positive appetitional, compensatory response, and conditioned withdrawal models of relapse are based on concepts from classical conditioning theory in which originally neutral stimuli can become conditioned stimuli by association with an unconditioned stimulus. Thus, the sight, smell, or other cues (CS) that are paired with drugs (UCS) can come to elicit the reactions (UCR) that ordinarily occur in response to drugs. Thus, over time, cues (CS) associated with drug use might themselves trigger the urge or craving (CR) to use the drug.

The opponent process model focuses on affective and conditioned determinants underlying use. It explains how the cues at the early stages trigger alcohol and other drug use for positive affect whereas cues at later stages activate use to reduce negative affect. The incentive sensitization model takes a different approach by distinguishing between two processes: wanting and liking. With prolonged drug use, changes occur in the brain that serve to maintain or increase the “wanting” while reducing the “liking” of the drug. Conditioned stimuli also operate to affect these states.

Some methods for treating relapse are based on conditioning theory. One method used exposes alcoholics to alcohol-related cues, but drinking is not allowed. This technique delays the relapse of heavy drinking and leads to less total alcohol consumption. But there is also the danger that exposure to alcohol-related cues can backfire and increase the likelihood of relapse.

Pharmacological approaches to alcoholism treatment include the use of naltrexone, an antagonist of neurotransmitters ordinarily released by alcohol. By offsetting alcohol’s effect on neurotransmission, naltrexone, combined with coping skills therapy, can be effective in reducing craving and relapse.

Social learning theory, with its emphasis on cognitive and behavioral coping, offers more opportunities for active involvement by the user. By learning how to identify high-risk situations for lapse, one may stay out of such situations. In such situations, resistance to temptation is greater if individuals have good coping skills and alternative behaviors. Social learning theory emphasizes the need for a sense of self-efficacy, the feeling that one can control outcomes, to deal effectively with the urges to drink. Resistance to temptation also may be strengthened further by the attitudes and behaviors of significant others who can provide social support and reinforcement to the recovering alcoholic.

Relapse involves the interplay of cognitive/affective, physiological, and behavioral factors. Environmental cues in conjunction with affective states, positive and negative, determine the arousal of urges to drink, physiological activation, and expectations about the effects of a drink. These effects can loop back and alter the initial affective states.

Individuals have different levels or types of cognitive and behavioral coping responses for dealing with situations with high risk for relapse. They also may make different attributions about the causes of their behavior and urges. These different factors influence each other. Thus, urges to drink can lower one’s feelings of self-efficacy; conversely, strong feelings of self-efficacy may be associated with a reduction of urges. The availability of good coping skills for dealing with a situation where drinking urges are high can reduce those urges and physiological arousal, but the presence of compelling urges might weaken availability or benefits of these coping skills.

If the drinker concludes that the causes of the lapse are internal, stable, and global or the alcohol reduces negative affect, the chances of further deterioration are strong. Conversely, if the lapse is attributed to external, unstable, and specific factors or the drink has little influence on the affective state, the lapse may be an isolated event.

When an opportunity to drink arises, the outcome—lapse, normal use, or abstinence from alcohol—will depend on whether the coping responses and attributions or the urges to drink prevail.

