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The study purpose wasto compare alcohel consumption in alcohol
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and the control groups ACC Program waé designed to improve alcohol craving
control agency in order 0 degrease alcohol éo’ﬁsumption. ACC Program composed
of 2 phases, the investigation and reﬂectlon for decision (5 sessions) and the
performance of produgtive €raving control agency (6 telephone calls). The total
length of the ACC Program was 3 months. _Eggpqr_lmental pretest-posttest control
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Alcohol Consumption Assessment. ol

The finding_revealed that the mean different—seorel “of the alcohol
consumption in the intervention group was significantly higher«than that of the
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CHAPTER |
INTRODUCTION

Background and Significance of the Study

Alcohol consumption is operating of-the.self-action (Sommers et al., 2003).
The increasing and reducing.to amounti)of consumption is a function of the drinker.
Over alcohol consumption leads a significant burden of social and health harm to
others as well as to the drinkers (Rehm et al., 2003). In Thailand, it is a leading cause
of injury and diseases In 2004, the Worldx Health Organization (WHO) identified the
top 20 countries with the highest consumation for each beverage category; using the
recorded adult per€apita (APC) use in Iite;s'.glf pure alcohol for specific beverage type
and Thailand ranked the sixth (6'%) QWHO, 9094a) Data from the Thailand National
Survey in 2007 of tobacco used -and alcohol'--cno;rlg;umption in population age over 15
years (51.2 million people). presented that 29.."5%(!\[6[6 consumed alcohol. In addition,
males had consumed alcohol six times as much as females-hadi(National Statistical of
Thailand, 20107 online). In 2009, WHO reported evidence showing that alcohol
consumption caused much more health burden for men “than for women — the
alcohol-attributable proportion. of men’s overall, burden .was.about. four times the
proportion of “women’s+ (WHO,;=2009). Due to “the~'enormous aifect of alcohol
consumption in males to other as well as to themselves, this study was fécus on male
population.

On account of the increasing rate of persons’ who had problems with alcohol

consumption and related disease in globe, severe problem with lack of ability to

decrease the consumption presented with over and/or continue consumption despite



adverse consequences had diagnosed as alcohol dependence (American Psychiatric
Association [APA], 2000). Adverse consequences related to continued and/or
increased consumption in alcohol  dependents are physical and psychosocial
consequence. Physical conseguences included increased tolerance, withdrawal
symptoms such as tremors, sweating, anxiety, vemiting, vitamin deficiencies, sexual
impotence, and reproductive problemsi)(EmanueIe and Emanuele, 2001) and some
physical illness such«as high biood pressures (Cutis et al., 1997; Keil et al., 1997),
stroke and heart failure (Abramson et aI.,ﬁ 2001; Wilhelmsen et al., 2001; Walsh et al.,
2002), cirrhosis (Carrao et al., 1999), ahd some cancers (Bagnardi et al., 2001).
Recent analyses of alcoholsrelated illness fgom' studies over the past 15 years indicates
that individuals who over consume alcoholz't_g tb_e point of dependency are also more
likely to meet criteria for Bipolar disorder. V\j.-hi_le the prevalence of bipolar disorder is
estimated at 1% in the genetal population, a.ip;pr-dﬁimately 3% of alcohol dependents
meet diagnostic criteria. ~Anxiety disorderé‘_'éré’ also more common in alcohol
dependence population since the lifetime prevalence rate of -anxiety disorders in
alcohol dependenis is approximately 9.4%, significantly higher than the reported
3.7% of alcohol dependents (Schuckit, 1996). Other studies suggest that the odds of
having ;an affective disorder, are 4 times, higher; an anxiety, diserder+3 times higher,
and a drug use disorder 10 times higher among the alcohol dependents than those of

the general population. (Graeber et al,, 2003). Chronic*consumption, can.also, damage

the brain and lead to cognitive impairments such as dementia, difficulties with co-
ordination and motor control, and sensory changes in the extremities (APA, 1994;

WHO, 2001).



Psychosocial consequences are problems with work, law, family life, and
society (Boyd and Mackey, 2000; Fisher et al., 2000; Perreira and Sloan, 2002;
Ronnachai Kongsakol, 2005). An interesting social problem presented by WHO in the
global status report on alcohol, a Thailand survey found that 62% of traffic accident
victims had a positive blood alcohol concentration. Approximately, 45% of deaths
from traffic accidents in_Fhatland are ;jue to aleehol consumption (WHO, 2004a).
Furthermore, the economic.eost-of hospitalization of alcohol-related illness per person
per admission was gstimated in 2004 to Be over 25,000 baths which included medical
treatment costs andndirect costs from Iost earnings, decreased productivity of the
patient and family, transpertation costs, émd ‘other non-medical equipment and food
(Thanyarak Institute on/Drug Abuse, 2009: b(nllir__lse).

The American Medical Association declares alcohol dependence is a serious
health problem and chroni¢-disease (Mcif':éliéﬁ et al., 2000). While receiving
treatment, high recurrence still presented. "'"The; ‘related data was shown by the
Thanyarak Institute_on Drug Abuse with 30-40% of the alcolholdependence patients
were relapsed and readmitted more than one to fifteen -times within a year of
intervention completion (Thanyarak Institute on Drug Abuse, 2009: online). Results
from previous studies supported that thewrelapsesremainirelatively high for significant
periods of, time after standard treatment, started with™2 weeks with slip as relapse
within, 8-24 weeks later (McLellan et al,, 2000; ‘Dennis, Scott, and Funk, 2003).
Relapse situation was effected the'exceed costs of healthcare (Bundit Sornpaisal et al.,
2009). Noticeable, failed to follow up in the health center in many case can referred
the relapse more than 70% (Thanyarak Institute on Drug Abuse, 2009: online).

According to Orem (2001), a person living with chronic disease may have a limitation



of what he can do for himself and may limit his ability to reason, to make decisions,
and to engage in activity to accomplish health and well-being. The specific
requirements of care for him with this alteration of health should be arise. Under
nurses’ responsibility to care for the patients with the alteration of health in this sense
new self-care required._in aleohol dependents-was to self-care action as decrease
alcohol consumption. However, they str‘iII lack of self-care ability to decrease their
consumption. Develeping a‘new nursing intervention for the alcohol dependents to
improve new self-care ability self-care a&;ency, was significant.

A large revigw ofithe literatures .in;cllnlicates that craving is the major factor to
continue and/ or Increase gonsumption in ‘qlcdhol dependents (Marlatt, 1985; Tiffany,
1992; Niaura, 2000; Tiffany and‘Coninn,"gOQKO; Aungkana Nadsasarn, 2005). The
definition of craving'is an urge that refers o wanting or desiring to consume alcohol
(Monti, Rohesnow, and Hutehison, 2000); Iwrf."-" 2005, a research by Aungkana
Nadsasarn and others supperts that craving f"is-ttnne major factor on continue and/or
increase consumption in_alcohol dependents. The top of cause of continued and
increased consumption among 90 alcohol dependents who afe readmitted in Central
Institute on Drug Abuse in Chiang-Mai was craving (Aungkana Nadsasarn, 2005).
Other interesting data of-difficultysto decrease alcohol-cansumption.related to crave in
alcohol"dependents presented by Thanyarak Institute on Drug Abuse (2006: online),
the data showed the alcohol dependence patients readmitted with uncontrolled alcohol
craving problem. Therefore, new self-care ability is required in.alcohol'dependents as
craving control agency to accomplish new self-care action as decrease alcohol
consumption. New nursing intervention was conducted by the researcher namely

Alcohol Craving Control Program (ACC Program). For the process to improve the



ability to control alcohol craving related to Orem’s (2001) perspective and according
to Nursing Development Conference Group (1979) presented when self-care agency
is show, fully developed , and operational, self-care is produced. The phase of
deliberate action compose of 3 parts include the estimative and transitional operations
involve individuals in action to acquire knowledge of themselves, of environmental
conditions, of courses of action cpen to ;hem, and of the effectiveness and desirability
of these courses of agtion. Judgments are then formed regarding what can and should
be done and a final decision is made !about what to do (Orem, 2001: 259). The
production operations begin with the dé(fggion for action regarding self-care. The
person raises questions abaut how to procén,ed:What resources are needed, whether the
actions can be performed correctly and effégtiyely in the time required, where help
can be acquired, or how results will be evah‘-jgge_dr (Orem, 2001: 259-260).

Alcohol Craving Conirél Program waicb*ﬁ'ducted in this study and guided by
Orem’s Self-Care Deficit Nursing Theory (2001—}.;iThe purpose of this program was to
improve alcohelscraving control agency followed the phase of deliberate action that
can effectively deerease alcohol consumption. Orem (2001) recommended nursing
strategy to help the patients to engage in self-care in which the patient’ s requirements
for help-are gonfined to~decision;making, behavior;control;-and-acquiring knowledge
and skills,as supportive-educative system. Alcohol Craving Control Program followed
supportive-educative system were included. a_combination of support,” guidance,
pravision ‘of. developmental eavironment, and teaching particular! knowledge and
skills related to alcohol craving control. Supportive self-care action as decrease

alcohol consumption with craving control in the real situation and support the



participants to make decision which skills should be continue and discontinue in real

situation by continue contract with telephone call was significant in this study.

Objective of the Study
To compare alcohol eonsumption in alccho! dependents between the Alcohol

Craving Control Program group and the eontrol group.

Research Question
Are there significant differences.of alcohol consumption in alcohol dependents

between the intervention and control group before and after completed the program?

Research Hypothesis

Orem (2001) recommended nursing -stratEQy to help the patients to engage in
self-care in which the patient™'s requiremé‘nts for help are confined to decision
making, behavior control, and aeguiring knovxl-/ledé:e and skills as supportive-educative
system. Supportive-educative system was the 'n'(]:r'sing intervention that used in the
program. ACC+Program was included two phases. Phase lone which was a
combination of the parts 1 and parts 2 of deliberate action in self-care operation
capabilities that are. estimative-transitional operations and judgments as called
investigation: and" reflection’ for ‘decision to improve craving control agency phase.
Nursing “activities were included support, guidance, provision of developmental
enviranment;_and teaching-particular knowledge and skillsto controlialcohol craving.
Also, presentation, discussion and skills training were the methods used for each
session then learning process would occur. Phase two which included the production

operations part that the result of the self-care action should be evaluated as called

performance of productive craving control agency phase. Nursing activity was



continued as telephone supported to work on craving control in real situation to effect
on decreased alcohol consumption. After finished the program the alcohol dependents
would have the ability to investigate knowledge in alcohol craving situation and cause
of craving therefore they can make decision whieh skills should be improve and how
to improve such skills to contrel craving so that.learning process was occurred and the
result of craving control ageney to effectr‘on decreased alcohol consumption.

The study hypethesis to-be explored in this study was the alcohol dependents
who were completed an ACC Program “would have significantly decreased alcohol

consumption than these received usuat.

Scope of the Study.

1. The population of this study was rﬁélé"patients’ who diagnosed with alcohol
dependence and already detoxified. This stuay ]g ?onducted at the detoxification ward
in Thanyarak Institute on Drug Abtise. -

2. Research design of this study Wa;§ é.l;ir-ir;tervention pretest-posttest control
group design withrsubjects randomly assigned to an experimental .or control group.

3. The independent variable was the Alcohol Craving Control Program and the

dependent variable was.alcohol consumption, (which could be measured by using the

Alcohol'Consumption Assessment-(ACA) conducted by the researcher).

Operational Definition

1. Aleahol Craving: Coentrol s/Program (ACC Program) means the nursing
activity that work on improving alcohol craving control agency for male alcohol
dependents which used Orem’s Self-Care Deficit Nursing Theory (Orem, 2001) to

guide this program. Teaching, guiding, and supporting techniques were used in each



session. Program was including 2 phases with 5 sessions and 6 phone calls after
discharge. The details are as follows:

1.1 Phase I; Investigation and reflection for decision to improve craving
control agency included 5 sessions:

1.1.1 Session 1 Cue managemeni

Objectives:-io investigat-;e specific eue that cause the patients to crave
and consume alcohel;y taught the appropriate knowledge that could improve their
craving control ageaey, support and moti‘{/ation to plan for cue management that could
improve their alcohal craving contrbl in r(.aetll.'.situation after discharge.

1.1.2 Sessign 2 Negative F“-Igffe'ct of decrease consumption; Alcohol

withdrawal management -

Objectives: to provide de\Z\/Ledge and understanding about the
negative effect that could oceur while they @zd'écreased their alcohol consumption
as withdrawal symptoms and provided self-ca?e'f)ian for these symptoms.

=l .3 Session 3 Neqattve affect of decrease-consuinption; Refusal skill

and-stress management

Objectives: Provide knowledge and understanding of refusal and stress
manageméntsskills that+the, alcehal sdependents: could werk~with~the appropriate
situation,

1.1.4 Session 4_Positive, affect of ‘aicohol. consumption;“Emaotional

control and trip 1o stay'sober

Obijectives: To provide knowledge and understanding of emotional

control and had the alternative activities to work instead of consume alcohol and

guide the trip to stay sober in real life.



1.1.5 Session 5 Repetition self-care planning

Objectives: In the final session that arranged at the discharge day. To
discussed and repeated all self-care plans to control all alcohol craving factors and to
ready each self and sheer up willpower to continue self-care action as their plan in the
booklet and also make appointment for 6 phone.ealls at the discharge day.

1.2 Phase Il; Performance of p}oductive eraving control agency included 6
phone calls:

Telephone galls tossupport self-c”are action in week 1, 2, 3, 4, 6, and 8 after
discharge. Supportive, metivation, conti.mnjllé education a warrant by the individual
situations that focused on assignment in the “Alcohol Craving Control Booklet” and
also motivate to decision which craving cohtrpl__gction should be continue and should
be develop or discontinue in real life'were the aims of this phase.

2. Alcohol consumptien means the nuﬁbéf:-"of the standard drink of the alcohol
consumption in a week. The Aicohol Consurﬁpti&n Assessment (ACA) conducted by
the researcher-was_used to_measure alcohol consumption which included type of
alcohol, frequencyyand quantity of alcohol intake.

3. The usual care means the nursing activity for alcchol dependents included
two individual and,one-familyicounseling by-nurses at alcohol-detoxification ward in
Thanyarak. Instituté’ on“Drug" Abuse. Session” onein individual “counseling was
investigated cause of alcohol consumption and problems with decreased consumption.
Session two'was taught'to ‘decrease aicehal consumption which included knewledge
of alcohol consumption effect and related to improve self awareness to change their
consumption. One family counseling at the discharge date was to support the family

and to motivate them to help the patient to decrease alcohol consumption.
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Expected Benefit
1. Providing the evidence on improving self-care to decrease alcohol

consumption in alcohol dependents.

ﬂumwﬂmwmm
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LITERATURE REVIEW
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1. Alcohol consumption in alcohol dependents

The notion that alcohol consumption can become a chronic damaging self
action was first postulated more than 200 years ago. Alcohol consumption is
estimated to cause a net harm of 3.7% of all deaihs, and 4.4% of the global burden of
disease. Alcohol consumption caused much mere health burden for men than for
women — the alcohol-attributable prop;rtion of men’s overall burden was about four
times the proportionsof women’s. For deaths, unintentional injuries were the most
important category,sfollowed by cardiovﬁascular diseases and cancers. With regard to
the burden of discase expressed In di.sa}gility-adjusted life years (DALYS) lost,
neuropsychiatric disorders, maialy maden"n,up’fof alcohol dependence, constitute the
category with the highest algohol consumpii'c_,)_n-g'_ttributable burden, with unintentional
injury being the second mest important catégQ[y. The difference in ranking for deaths
and DALYs reflects that while alcohol deperﬁehﬁ"e are often very disabling, they are
less often fatal than other disease categories (W.Hé; 2009).

Alcohel eensumption knows as individual action that can-quantified of alcohol
intake in a variety-of ways (Sommers et al., 2003). Alcohol eéansumption ranges from
social drinking t0 abuse to dependence. Social drinking is defined as sometime
consumptionsand Jimitedsthe, number of consumptionsno more-eonsumption than the
standard .drink™ (Appendix A) that provided men who consume no more than 2
drinks/day or_no more than 4_drinks/week. Abuse_is manifested by the recurrent
consume oftalcohol 'despite significant adverse ‘corsequences; including problems
with work, law, personal health, family life, and social relationships (Boyd and
Mackey, 2000; Fisher et al., 2000; Perreira and Sloan, 2002). Quantity and frequency

of abusers provided men who consume more than 4 drinks/day or 8 drinks/week.
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Alcohol dependence is the pattern of continue and increase consumption and often
associated with physical and psychological consequences. Quantity and frequency of
alcohol dependence provided men who.consume more than 6 drinks/day or 14
drinks/week or more than 4 drinks/ occasion (Department of Mental Health, 2004;
Dufour, 1999; NIAAA, 2003; NIAAA, 2005).

Focusing on alcohol consumptio; in alcohol dependents, in the 1940s, Jellinek
framed the idea ofwover _alcohol consumption till dependence, a serious health
problem, with lack ef ability te reduce coﬁnsumption being its main symptom (Jellinek,
1960). According tosthe latest edition of.tt;é DSM-IV-TR (APA, 2000), focusing on
continuous and increase consumption till ere'ndence in alcohol dependence patients,
defines the existence of at |east three of th:é_,_fo[l'_owing seven symptoms within a 12-
month period; 1) Tolerance, as defined by Qitrler a need for increased amounts of an
alcohol consumption to achieve a desired efﬂi{t oF diminished effect with consume of
the same quantity consumption. 2) With'drémlflal; as characterized by specific
withdrawal syndiemes, or consume an alcohol in order to refieve or avoid withdrawal
symptoms. 3) Consume an alcohol in larger amounts or over-a longer period than was
intended. 4) A persistent desire or unsuccessful efforts to reduce or control alcohol
consumptionsy 5) Asgreat-deal of time spent ebtaining, .consuming.and-recovering from
alcohol abuse. 6) Important social,"0ccupational, or recreational activities are given up
or_reduced because of the alcohol consumption.“7)" The alcohal continues to be
consuming ‘despite 'knowledge ““of “resulting serious ‘physical or “psychelogical
problems.

In essence, alcohol dependence refers to persons who lack of ability to

decrease their consumption that present to compulsive, continued and/or increase
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alcohol consumption despite adverse consequences; however the essence of the
disease is the individual’s attachment to alcohol and the distorted importance it
assumes in his life (Miller and Goldsmith, 2001). Alcohol dependence seems to react
in individual physical and psychosocial contexiss The details of alcohol consumption
impact in alcohol dependents presented in the next section.

1.1 Impact of alcohel consumpfion in alcohol dependents

Alcohol consumption'is.an intoxicant affecting a wide range of structures and
processes in the geentral nervous sy”stem which, interacting with personality
characteristics, assogiated:behavior and s.0<c:'.i“.ocultural expectations, are causal factors
for intentional and upinteational injuries‘andfharm to people other than the drinker
(Rehm et al., 2003), ineluding in\terpersoné{l‘.vi_glence (Gil-Gonzalez, 2006), suicide
(Cargiulo, 2007), homicide (Rehm, Patra, and Popova, 2006), crime (Richardson and
Budd, 2003) and drink=driving fatalities (Ctia;rf)i‘t"él, et al., 2003) and a contributory
factor for risky sexual behavior (Kalichmén;-‘rét- al., 2007), sexually transmitted
diseases (Cook -and Clark, 2005) and HIV/ infection (Fisher, -Bang, and Kapiga,
2007). Alcohol censumption is a potent teratogen with a range of negative outcomes
to the foetus, including low birth weight, cognitive deficiencies and foetal alcohol
disorders< (NIAAA, 1 2001: ~online); /Aleohol eonsumption, isneuretoxic to brain
development, leading in“adolescence to structural ‘hippocampal changes (Faden and
Galdman, 2005) and, in middle age, to reduced brain:volume (Taki et al., 2006).

Consumingalcoholis areinforcing propertiesiand neuroadaptation‘inithe brain
(WHO, 2004b). It is an immunosuppressant, increasing the risk of communicable
diseases (Gamble, Mason, and Nelson, 2006) including tuberculosis (Lonnroth, et al.,

2008). Alcohol consumption is classified as a carcinogen by the International Agency
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for Research on Cancer, increasing the risk of cancers of the oral cavity and pharynx,
oesophagus, stomach, colon, rectum and breast in a linear dose— response relationship
(Allen et al., 2009; Lyons, 2007). Acetaldehyde, which occurs in alcohol consumption
as well as being produced in ethanol metabelism, is a potential pathway for cancer
risk, with a global average of lifetime cancer risk from alcohol consumption of 7.6 in
10,000 (Lachenmeier, Kantares, and Reﬁm, 2009):

Alcohol consumption has a bi-form relationship with coronary heart disease.
In low and appareatly regular doses (afé little as 10g every other day), consumed
alcohol appears to he cardio-protective (C.To}".rao, 2000), but at high doses, particularly
when consumed In ai irrggular -fashion, ‘i!t IS cardio-toxic (Bagardi et al., 2008). It
should be noted that considerable concerh;rer__r{_]ains about the extent to which the
observed cardio-protection is due to systematic definition errors (Fillmore et al.,
2007), drinking patterns and.'genetic factors;;(ljféusse and Gaziano, 2008), and the
extent to which the size of the protective effect _isrtnaverestimated (Jackson, 2005).

In order g _understand alcohol consumption reaction«in<alcohol dependents,
Straussner and his college (1985) the first presented effect-on the central nervous
system. Alcohol is slow down, or sedate, the excitable brain tissues. Such sedation
affects sthe gbrains centers sthat scontroly speech; wision,~coerdination, and social
judgment, The individual also ‘experiences increased agitation and excitability when
coming off alcohol—a withdrawal effect commanly known as a hangover. Individuals
underithe infiuence of alcokiol'or 6ther eentral nervous system-(CNS) depressants are
likely to have poor judgment, which is often manifested in inappropriate and even
destructive behavior. Whereas low doses of a CNS depressant, particularly alcohol,

block the usual inhibitions, making the person appear to be relaxed or unreserved,



16

high doses slow down the heart rate and respiration, produce lethargy and stupor, and
may result in death. Typical clinical features of alcohol withdrawal include the
following (Becker, 2000). Sings of heightened autonomic nervous system activation,
such as rapid heartbeat (i.e., tachycardia), elevated blood pressure, excessive sweating
(i.e., diaphoresis), and shaking (i.e. tremor). Exeessive activity of the CNS (i.e., CNS
hyperexcitability) may culminate in m(;tor seizures.and hallucinations and delirium
tremens in the masiesevere from of withdrawal. In addition to physical signs of
withdrawal, a constellation of symptor”ns contributing to a state of distress and
psychological discamfort’ constitute™ a .sin(:j.nificant component of the withdrawal
syndrome (Schuckit et'al, 1998). These symptOms include emotional changes such as
irritability, agitation, anxiety, and ‘dysphorié',: ‘as__{well as sleep disturbances, a sense of
inability to experience pleasure (ie., anhedonia), and frequent complaints about
“achiness”, which possibly may feflect a red@e&‘ihreshold for pain sensitivity. Many
of these signs and symptoms,-ircluding those thaJ; reflect a negative-affect state (e.g.,
anxiety, distressy and anhedonia) also _have been demonstrated in animal studies
involving various-models of dependence (Becker, 2000). Although many physical
signs and symptoms of withdrawal typically abate within a few days, symptoms
associated with psychological distressrand dysphoria may linger-forprotracted periods
of time (Martinotti“et al., 2008)."The persistence of ‘these symptoms (e.g., anxiety,
negative affect, altered reward_set point manifesting.as dysphoria and/or-anhedonia)
may ‘constitute a“significant “motivational factor that ‘leads..to relapse to.'heavy
consumption.

Furthermore, the last impact of alcohol consumption in persons with alcohol

dependence include living with an alcohol dependence family member is typically full
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of inconsistency and unpredictability, resulting in a chronic state of crisis. Legal and
financial problems, serious illnesses, and various accidents are common occurrences
that intrude on family life. When the alcohol dependence is a parent, dysfunctional
cross-generational alliance and role reversal (i.es children assume parental roles and
responsibilities) are frequently seen (Straussner;"1994). Child neglect and, in more
disturbed families, violence-between pa;ents, and-child abuse, alcohol dependence is
present in at least twe=thirds of the families known t0 public child welfare agencies
(Hampton, Senatorgyand Gullotia, 1998)“. The sons of alcohol dependence fathers are
four times more likely to/become alcohc;l n;jnlependence, and the daughters of alcohol
dependence parents are threg times md[e likely to become alcohol dependence
(Straussner, 1985)." In ssum, the -alcohol dgpe_pdence affects individuals, families,

#

communities, and soclety as a whole:
r‘_]"l.'
1.2 Factors related to aléehol consumption in alcohol dependents

Factors _related to consumption and eﬁgage to alcohol dependence include
physical, psychological and social-environmental factors. Physical factors included
age, gender, education, status, family systems, sociocultural-(Jiraporn Thapnoo, 1997,
Potiast, 1998; Avussada:Chansantor, 1999; Poikolainen, 2000; Assansngkornchai et
al., 2002; Schuekit, 2002; Greenfield et at., 2003; Pastor and Evans,;2003; Walton, et
al., 2003; Kanittha Thaikla, 20053  Sangcharnchai,.2005), and individual’s disease
such' as diagnosis: of mental illness (e.g:, bipolar  disorder, schizephrenia), and
antisocial behavior (Poikolainen, 2000; Schuckit, 2002; Tizabieal, et al., 2002).
Psychological factors included high levels of stress, anxiety, low self-efficacy, lack of

coping skill and positive alcohol expectancy. (Poikolainen, 2000; Stein, Goldman, and
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Del Boca, 2000; Walton et al., 2003; Nurod, 2004;). Social-environmental factors
included having friends or close partner who drinks. (Poikolainen, 2000; Donovan,
2004). All of these factors can come tagether in the specific time of individual and
had presented pass the craving concept. /ln the last decade, many clinicians and
researchers in alcohol dependence field believe-that the concept of craving is central
experienced by people with-alcohol dépendence (Anton, 1999; Drummond, et al.,
2000; Monti et al., 2000). With the progress of the craving studies in the past, the
detail of alcohol craving presented as folfow.

1.2.1 Alcofol graving . A |

Craving condition‘is seen QS the key substrate of alcohol dependence
and the driving force behind continued and/'(qr __i{ncreased consume alcohol in spite of
increasingly severe conseguences (Larimer, Palmer, and Marlatt, 1999; Drummond et
al., 2000; Schneider et al., 2001; Grusser, Méirééd;"and Flor, 2006; Hillemacher et al.,
2006). Jellinek (1960) regarded eraving for aicbhol and relapse (or ‘unsuccessful
decrease consumption’) as being related. In Jellinelk’s view, craving was in part due to
a true physical defmand for alcohol as a result of changes in celiular metabolism. Such
belief in the central role of craving as the ‘cause’ of alcohol dependence had their
roots in-edreful clinical.observations:

The term “craving™had been used in many different ways by different
researchers. According.to Webster’s New World Dictionary (1996), the definition of
craving as “a strong desire™ and how: persons with alcohol-related problems.use the
word to mean any desire or urge, even a weak one, to drinking. Monti and his college
(2000) defined craving as an urge that refers to wanting or desiring alcohol. In this

study, craving is taken to be ‘the conscious experience of a desire or urge to drink
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alcohol’. Cognitive social learning theory (CSLT), presented that how recovering
alcoholics respond to conditioned alcohol associated stimuli will depend on their
psychological expectations and coping skills. Marlatt and George (1998) distinguish
craving, relatively sudden impulses to consume alcohol, from cravings, subjective
desires to experience the effects of alcohol consumption.

The concepis~of classic;I conditioning _have had a major impact on
theories of alcohgle€raving. Within ' classical conditioning, alcohol ‘cues’ are
considered conditioned stimuli; that is; p}operties of people, places or things that have
come to be reliably associated in space arl1dd .ni.ime with the direct unconditioned effects
of alcohol, and which come to evoke c":ﬂpnditioned responses usually similar (but
sometimes opposite) ta the uncolnditioned"_rqlcghol effect, for example, salivation,
alcohol craving, and alcohol seeking (Drurhmo_nrd et al., 2000). It is dominated by the
negative effects of opponent processes, that cgw‘ng has been observed, by clinicians,
dependence patients alike;to-be exceptional'ly-rs.,trong and to recur frequently. The
learning processsis.one whereby an individual learns through kepeated experience that
a particular behawvioral response has predictable effects on-a specific environmental
goal (e.g. obtaining food or alcohol), and therefore is more likely to repeat the
response~again.; Reinforeement isyan operant- conditioning-precess-that involves the
consistent presentation of a stimults (positive reinforCer) or the consistent removal of
a stimulus (negative reinforcer) contingent upon a particular. response, which then
tends to increase ‘the probability that“the response.or behavior will- be repeated.
Consuming alcohol to experience hedonic reward or to alleviate negative symptoms
of withdrawal are common interpretations of positive and negative reinforcement in

alcohol studies.
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Cues are thought to trigger a series of responses including craving to
consume alcohol, positive outcome expectations for alcohol use, that is, for initial
effects of alcohol. Depending on which .affective circuit is activated, a somewhat
different pattern of responses will emerge./For example, if negative affect is the
precipitant, this is likely to trigger outcome expectations concerning alcohol-induced
relief from distress. Physielogical resp;onses may-.include conditioned withdrawal
symptoms or arousalrassoeiated ‘with ‘escape motivation. If positive affect is the
precipitant, then ouieome expectations ar”e likely to Involve anticipation of pleasurable
experiences. The patiern of physiological.af:'i]'.ustments may also prepare the individual
to obtain the substanee, and may reflect“!atte'ntion processes being directed toward
alcohol-use cues (Drummond et al:, 2000).

Once ‘either of the, positive or negative affect circuits is activated,
hypothesize that there will ‘oceur-an intera(‘:iipﬁ‘:-\'/vith cognitive— behavioral coping
efforts and attributions. Se ‘for example, if _thé “cluster of craving, outcome and
physiological feactions is intense, then this will undermine existing coping skills and
contribute to attributions that this state iIs uncontrollable;: stable and caused by
personal factors (€.9. age, status, education, income, family System). However, to the
extent that cognitive=behavioral eoping can-be brought to-bear;-and-te the extent that
causal attributions for the state are” congruent with personal control, then the system
will be dampened and_ the probability of alcohol consumption will decrease. Perceives
ability is thought te be centrally Interactive with reactions to cues and coping.efforts,
such that efficacy inhibits craving and outcome expectations and increases the
likelihood of coping and, reciprocally, craving and outcome expectations decrease

confidence (Drummond et al., 2000).
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In laboratory and field settings, Litt et al. (2000) demonstrated that
craving for alcohol have severe alcohol dependence and grater mood disturbance
(especially anger and anxiety). In laboratory setting, negative mood and alcohol cues
increased alcohol craving (Cooney et al., 1997).+Two investigative groups noted that
stress played an important role in alcohol craving and relapse (Sinha, 2001; Breese et
al., 2005). Malcolm et al..(2000) show;d that aleohol craving and previous multiple
detoxifications were gorrelaied.

In 1998, Weinstein and hig colleges (Weinstein et al., 1998) conducted
intervention to studyfactors that makes a.rcdghol dependence early in abstinence crave
for alcohol. The studied ‘has compared":‘the‘f three major induction procedures of
exposure to constme alcohol (alcoholic and r)'_onalcoholic by holding a drink and
smell it), imagery of situations, that elicit:iafjc_qhol craving (compared with neutral
situations), and recall of autobiographical meﬁo-rié's of craving for alcohol (compared
with neutral memories). Researchers predicted -tl:l,at,r in each of the three procedures
(exposure, imagery, and autobiographical memory), the expesure to alcohol-related
condition would esult in increases In subjective ratings of craving and urges and
autonomic measures of heart rate and systolic blood pressure, compared with the
neutral eendition. Researchersfurtherhypothesizedithat imagery-and-autobiographical
recall of craving will be equally effective as exposure to alcoholic drinks at eliciting
self-reported urges. Finally predicted that imagery.and autobiographical recall of
craving will'be equally effective as'exposure to alcohol at eliciting physiological urge
indices. The results of the studied supported the hypothesis all three factors were

significant induced craving in subjects.
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In 2000, Monti and his colleges (Monti et al., 2000). had summarized
the relation of factors appear to increase alcohol consumption when experiencing
craving include: a) factors that increase the motivation to consume alcohol, such as
positive expectancies about alcohol, negative .emotions and certain physiological
states (e.g., low levels of certain chemicals in.the brain), b) factors that decrease the
awareness of danger, suchwas lack of Jknowledge on_cause and effect of alcohol,
overconfidence or maladaptive beliefs ‘about the riskiness of a situation as well as
physiological statessthat decrease generél awareness (e.g., overtiredness), c) factors
that decrease the effectiveness of coping, such as In adequate coping skills, or highly
complex situations. /The authors suggég.ted clinicians should be help patients
recognize that craving are a danger sign tth __§hou|d be have ability to control by

#

improve some specific skills. ¥/

Investigate specific  factors 7thé1 influence craving in alcohol
dependence patients in this-study and help°them;to manage those factors to control
craving that affeeted on their alcohol consumption. A review.of-the literature guided
the researcher to-summarize the three factors that related ie alcohol craving in this
study included cue that can stimuli the alcohol dependents to crave, negative affect of
decrease-dlcohol cansumptionsas withdrawal-symptomsthat-ean.caused-their craving to
consume.to relief from distress, and positive affect of“alcohol consumption that can
made. them pleasure.

1.2.2 Alcohal craving ‘measurement

This section presented the review of alcohol craving measurement.

Clinically, use of craving ratings during therapy may enable clinicians to better tailor

treatment to individual patient needs (Flannery et al., 2001). The assessment of
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cravings has improved significantly over the past 10 years. Previously, single-item
analogue measures were used to assess craving. However, concerns about single-item
measures of such a complex construct led.to the development and rigorous testing of
several multidimensional measures of craving. Modell and his colleges (Modell et al.,
1992) adapted the Yale-Brown Obsessive Compulsive Scale (Y-BOCS) to measure
cravings for alcoho! in a.sample of he;vy drinkers. Later, Anton and others (1995)
revised the Yale-Brown Obsessive Compulsive Scale-Heavy Drinking into the
Obsessive Compulsive Dginking Scale (OCDS), a 14-item self-report measure with
subscales for alcohol-related .ohsessions and compulsions. Anton and others (1995)
reported that the OCDS was easy to adminl]isfe'r and had good reliability and validity.
The OCDS has been subjected to a subétgntjgl psychometric analysis in clinical
research studies. At first it was thought thaitﬁ.tﬂh_er OCDS measured only obsessive and
compulsive dimensions of alcohol cravingsl;é:ﬁfon et al., 1995); however, several
factor analytic studies have suggested three orﬁfeur factors (Kranzler et al., 1999;
Roberts et al.;x1999) that include resistance and controf tmpatement describes the lack
of success in the-gontrol of alcohol consumption, obsession-describes the distress of
anxiety caused by a preoccupation with alcohol-associated ideas or impulses, and
interference sdescribes ;the degree; of sinterference with; seeial-er werk functioning.
Studies of construct'validity have shown significant relationships between total OCDS
scores,and measures of alcohol problem severity (Kranzler et al., 1999; Roberts et al.,
1999). Studies have shown that OCDS scores change'over the courselof.treatment and
reflect respondents’ consuming status (Anton et al., 1995; Kranzler et al., 1999;

Roberts et al., 1999).
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1.3 Alcohol consumption measurement

This section reviewed the instrument in used to measure alcohol
consumption. Instrument to measure alcohol consumption-related problems usually
involves asking the patient questions fapout consumption through structured
interviews of self-report questionnaires. Several alcohel questionnaires have been
tested and validated in_clinica! setting;, including. brief, structured interviews that
contain questions on.ihe quantity and frequency of consuming; questionnaires that can
be self-administeregdror used in an inter\ﬁliew by health professional. This instrument
should have high sensitivity and specificit.ydln('.lsrale etal., 1996).

Intervigws: Quantity—Frequ"gncy Questions. Currently, the standard of
practice for most clinicians is to ask patienté'_how much and how often they consumed
alcohol. To make the responses to these “J(_J,inntity - frequency” questions uniform.
The level of alcohol consumaption that poséré"ﬁsk for developing alcohol-related
problems differs for men-and women (Nafioha;ilx Institute on Alcohol Abuse and
Alcoholism (NHAAA, 2005). Quantity and frequency questions allow the clinician to
estimate a patient’s risk directly. They are also easy to score and can be included as
part of an office visit with minimum cost and effort. Examples of quantity and
frequeney: questions include-the fellowing:

¢ Onaverage, how many days per week'do you consume alcohol?

* On a typical day when you consume, how many drinks doyou have?

* What is the-maximum/number of drinks you had'on any.given

occasion during the last month?

Such questions generally have high sensitivity in detecting persons

who consume above recommended limits. However, some patients may understate
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their consuming, especially if they are alcohol dependence or are intoxicated at the
time of the interview.

Most of the questionnaires focus on the consequences of patients’
consuming and their perceptions of their .,coasuming behavior. Commonly used
questionnaires were reviewed by NIAA in 2000¢(NIAA, 2000a) whose effectiveness
has been examined include.the following;:

» ThesCAGE Instrument, which consists of four questions about the
patient’s consumings@and family or friend“l‘s’ reactions to it; one or more “yes” answers
indicate an increasedrisk of alcohol-relatelzddl.;é)roblems in both men and women.

* The Alcohol Use Disordé“gs Identification Test (AUDIT), which was
developed from a World Health Organizati'_cSr]r_.(V}/_‘HO) collaborative project. It consists
of 10 questions regarding the patients’ alcoﬁgi consumption, consuming behavior, and
alcohol - related problems”.over-the past j/;éél{-* The AUDIT’s sensitivity varies,
however, depending on the study. population‘éncnl..the cutoff score used. Further more,
the AUDIT may=be less effective for detecting alcohol problems among people who
barely meet the ciiteria for at-risk consuming. Finally, the length of the AUDIT may
make its administration cumbersome for some physicians or patients. It may be more
useful for assessing; patients safter aspossible problem; has been .detected by other
methods,

* The Health Screening Survey and the Health Screening Questionnaire
, Which include questions about'alcohol*consumption‘as well as.other'health guestions
(e.g., on smoking, weight, exercise, and depression). Both instruments have adequate

sensitivity and specificity.
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» The Primary Care Evaluation of Mental Disorders (PRIME-MD), a
relatively new instrument that includes the four CAGE questions and two questions
on alcohol consumption. The PRIME-MD also can be used through telephone-
assisted computer administration.

e The Alcohel Use Disordeis™ Identification Test Consumption
(AUDIT-C) consists of the.first three qu?estions of the AUDIT (Saunders et al., 1993),
deemed the AUDLF=C heeause it is based solely on items reflecting alcohol
consumption, has ceme iato increasing Gse as an alternative to other brief screeners
for alcohol consumption problems. Man;lf Jr.né;searchers had tested the effectiveness of
this instrument and the results showed an éﬂxcellent screening for alcohol consumption
related to misuse or aleohal use ‘disorder‘f.(}_{njght et al., 2003; Reinert and Allen,
2002; Kokotailo et al, 2004). ¥/

Many alcohol consumption;ﬁfé'asurements were found which
developed for many objectives-in used such -'éts-'sr.;reening tools and also investigated
severity of censumption. In this study which the objective-to measure alcohol
consumption to cempare the change before and after received the intervention the
researcher developed the new Alcohol Consumption Assessment (ACA) that included
3 questions as type of aleohel-consumption;frequency: of censumption for one week,
and quantity of alcohol intake pertime and calculated into the standard drink that for
evaluation outcome in_this study.

1.4 Treatment to decrease alcohol consumption‘in alcehol

dependents

This section presented the literature reviewed about the treatment to

decrease alcohol consumption in alcohol dependents. The detail as follow:
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1.4.1 Alcohol detoxification

Alcohol detoxification is the first step in treatment. The
definition of detoxification is as follows: "A treatment for alcohol dependence
intended to rid the body of the alcohol; and'the physiological and mental readjustment
that accompanies the process.” This definition“refers to the physical withdrawal
symptoms of alcoho! dependence, as Wta;;l as the psychological symptoms experienced
while in alcohol .detoxification. = Persoens with alechel dependence require
detoxification before beginning treatmént and recovery. When alcohol residuals
remain in the body, gravings will continué’gﬁd recovery from alcohol dependence will
be very difficult to achieve. Atiempting "tn,o detoxification from alcohol without the
proper professional help is extremely dan:g_groys. It can result in serious physical,
psychological, and emotional consequences:y»{h_iqh can include death (Peele, 1987).

The goafef-alconhol d@f(i‘ﬁcation is to rid the body of toxins
accumulated by alcohol. The first step of -Hefo%ification is withdrawal symptom.
Alcohol withdrawal i1s "the act or process of ceasing to consume alcohol.” Once an
individual has diseantinued consuming physical and behavioral withdrawal symptoms
may follow. Alcohol detoxification is a process that helps diminish the uncomfortable
symptoms' of alcehol ~withdrawal.; Aleohel- detoxification. is=performed in many
different ways “depending on where the patients decide to" receive treatment. Most
alcohol detoxification_centers simply provide treatment to avoid_physical withdrawal
to ‘alecohol. "ATquality drug detoxification program.will not.only: to provide the
individual with counseling during detoxification but help with the physical

withdrawal and the psychological root cause of the individual’s problem, so as to

decrease the chances of relapse (Peele, 1987).
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Usual care in alcohol dependents at Thanyarak Institute on

Drug Abuse started with detoxification ward. As the setting in this research, usual
care in this setting was presented in this part.

1.4.1.1 Alcoholidetoxification in Thanyarak Institute

on Drug Abuse

Alcohol dr‘etoxification ward is the setting for first
admitted for all alcohel dependence. The treatment and caring can be viewed in three
separate stages:

£ Medicall‘EBetoxification: A medical doctor was
needed to supervise jpatignts’ medical With’drawal from alcohol, ensuring patient
complete this phase safely and with minirhg] (_;pmplications. Medical detoxification

#

can take no more than 2 weeks. ¥/

2" Physical Dé@)&i‘fication: Once patient body is no
longer dependent on alcohel, patient was needed ‘tno'-work on building up their physical
health. A nutritientst could helpful during this phase “This healthiCare center offer the
food court and allewed the patients’ to buy other foodstuff-that can help to enabling
them to develop a balanced diet and help them through the rest of the alcohol
detoxification processs+Exercise;, was~ also jncluded ,n, this .step nurses had
responsibility to promote-all this activity together with'the patients.

3..Psychological Detoxification: Detoxification can be
extremely difficult on the ‘patients’ emotional health; whichlis’'why most treatment
centers offer counseling during detoxification. Because alcohol has become an

integral part of patients’” mental, emotional and social life. The usual care of this

center provided 2 individual and one family counseling with alcohol consumption
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problem by nurses for the patients. Provided education, suggestion and support were
used in this step.

1.4.2 Psychological treatment

A broad range of psychological treatments and philosophies are
currently used to treat aleohol dependence; including social skills training
motivational enhancemenit;~behavior Zontracting, cognitive therapy, marital and
family therapy, aversion therapy, and relaxation training. These varied approaches
have different levels of scientific suppért for their effectiveness. The task for the
scientific community is 10 evaluate thé’};arious approaches and determine which
strategies offer the best chances of succensnsful outcome, with the understanding that
some types of treatment may have better rés_,qhg_ for certain types of patients (Miller,
Wilbourne, and Hetema, 2003; UKAT']:.{ F_%esearch Team, 2005a; b; Raistrick,
Heather, and Godfrey, 2006).with €vidence oie-ffécts for behavioral therapies, where
a systematic review of 17 siudies found a corhbinéd effect size of 0.33 (SE=0.08) for
reduced alcohel egnsumption and alcohol-related difficulties (Walters, 2000). There is
evidence that maiehing individuals with alcohol dependence to specified treatment
does not improve outcome (Babor et al., 2003). Although Project MATCH found a
significant pasitive impact of-treatment-and-nodifferences,in-outcome between 12-
step facilitation therapies designedto help patients become engaged in the fellowship
of _Alcoholics. Anonymous, a 12-Session cognitive “behavioral therapy designed to
teach"patients ‘coping skills' to- preventa relapse into drinking, and a motivational
enhancement therapy designed to increase motivation for and commitment to change
(Babor et al., 2003), the mesa-grand study found evidence of ineffectiveness of 12-

step facilitation from 6 studies and of ineffectiveness of Alcoholics Anonymous from
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7 studies (Miller, Wilbourne, and Hetema, 2003). An additional systematic review of
8 studies found no studies that unequivocally demonstrated the effectiveness of
Alcoholics Anonymous or 12-step facilitation approaches for reducing alcohol
dependence or alcohol-related problems (Ferti, Amato, and Davoli, 2006).

Brief interventions are time-limited counseling strategies that
are especially useful in busy;-high volur;e health eare practices, where physicians are
often pressed for time and have multiple priorities. These techniques can be used to
reduce alcohol consumption ia patients V\;hO consumed above the recommended levels
but who are not alcghol dependent. The;ll’ f'rni.ay also be helpful in motivating patients
with alcohol dependence’ to: seek spec"iﬂaIiZEd alcohol treatment (Welsh, 2000).
Research supported this presented by Gé'n,pie[!_o et al. (1999) studied among the
patients for whom “the ‘iIntervention waéi.-‘:cpmpleted, alcohol consumption was
decreased significantly at 12'months Comparé Wiih the control group. The difference
was most pronounced in-patients with mild-td—moderate consumption problems,
whereas no bepestwas seen in pattents with severe-constmptien-problems.

Kumlarn (2004) studied group cognitive behavioral therapy on
alcohol consumption in 20 patients with alcohol dependence in Thailand. The
interventiongincluded mativationsto decrease or istop: consumption;=analysis factors
related to,constme-alcohol, and cognitive and behavior change with plane for change
within, 5 sessions in 1 week, Results evaluated in.2 months showed 9 cases‘could stop
consumption.over ‘times and 11 ‘cases could decrease their consumption. Interesting
between follow-up in 2 weeks after completed intervention the participants presented

first slip in more than a half of case.
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Plangklang and Singkakul (2006) studied the effect of
motivation interviewing intervention in 80 alcohol dependence patients who received
motivation interviewing program within 3 sessions to decrease alcohol consumption
in 3 months follow-up. Data presented 37.5% siopped consumption, 42.5% relapsed
and 20% failed the follow-up.

Alcohol consump;tion viewed as learned behaviors that are
acquired through experience. If alcohol provides certain desired results (i.e., good
feelings, reduced temsiongetc:) on repea{ted occasions, it may become the preferred
way of achieving these rgsulis, particula.rl)n/“n.in the absence of other ways of meeting
those desired ends. From this perspectivé;! the primary tasks of treatment are to (1)
identify the specific negds that patients are bqin_g used to meet, and (2) develop skills
that provide alternative ways of meeting those needs (Kadden, 2002). Most patients in
treatment will have tried either on-their own gr }r‘;-"previous treatment to abstain from
alcohol or moderate their censumption.” Asking =-penltients to describe past relapses may
provide important clues to future high-risk situations and defieit-in skills to cope with
that. Nurses and-patients can classify the descriptions of past relapse into the
categories previously presented in order to determine the situational or personal
factors that hadithe greatestiimpact. ltris-also-useful tordeterminesthe-patient’s attitude
toward ‘these past “failures’ ‘to remain’ abstinent of to"Consume moderately, because
many. patients_develop, negative afttitudes_toward future change attempts, based on
attributions that they have'a deficit in“willpower or.self-control. Reframing.of past
relapse will be necessary to reduce the patient’s fear of the prospect of yet another
failure. Nurses can encourage the patient to attribute past relapse as due to a lack of

skill or effort, not to immutable internal factors.
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A number of knowledge and skills training in psychological
treatment related to decrease alcohol consumption are available. The overview of
these knowledge and skills presented below.

1.4.3.1 Cue exposure

One Dbehavioral .model of alcohol dependence is
predicated on the associative learning i;)rinciple that originally, neutral stimuli that
regularly precede alcehol consumption can, with repeated pairings, become capable of
eliciting conditionedresponses that may Fprompt further alechol consumption (Niaura
et al., 1988). Some adherents of approachlidn.ni./oke a model based entirely on Pavlovian
(respondent) conditioning, in which cbﬂ.ndi‘tioned stimuli directly elicit alcohol
consumption, whereas others invoke a twofg’gqgg_process in which conditioned stimuli
elicit interoceptive responses, which ser\}q.-‘: as discriminative stimuli that set the
occasion for, and increase the-likelihood of,;éliléd-l"]ol consumption (Pomerleau et al.,
1983). Both version of the model entail aséufﬁptions about alcohol dependence’s
reactivity to emwronmental cues and the relationship of that reactivity to subsequent
alcohol consumption. Consequently, researchers have examined the relationship of
alcohol cues to behavioral, physiological, and cognitive responses, the relationship of
those responses teysubseguentiyaleohol, consumption, and ;the elinical-efficacy of cue
exposure, as- a treatment procedure (Dummond, “Cooper,” and “Glautier, 1990;
Raohsenow et al., 1991). A recent meta-analysis of 41 cue reactivity studies indicated
that self-reported craving can ke elicited by cue expasure (Carter and Tiffany;-1999).
In a study focused on training moderate alcohol consumption, Sitharthan and others
(1997) compared the cue exposure (with priming doses of alcohol) to a cognitive-

behavioral intervention. They found cue exposure to be superior at a 6-month follow-
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up in terms of consumption frequency and quantity. They speculated that the priming
dose of alcohol may have enhanced generalization of the effects of cue exposure to
participants’ natural environments.

Litt and others/(2000) examined alcohol consumption
antecedents that occur.in the natural environment; on the assumption that some of the
critical variables that eligit=alcohol C(;nsumption have not been captured in the
laboratory. They comparedscue-elicited craving in the laboratory with craving that
occurred in partigipants’ natural envi”ronments, through the use of hand-held
computers. Cravingseliciied in the Iabora;tcn)“rfy Vvia cue exposure were not predictive of
subsequent consumption, but graving reco‘rpled'in the field were, tending to grow prior
to consume and to decline afterwards. Thes'e‘.fi__r}dings provide early evidence for the
possible benefit of field Studies employing experience-sampling methodology as a
means of identifying and studyihg-factors thz;iicbﬁ'trol alcohol consumption behavior.
Stasiewicz and others (1997)-recommend céutioﬁ- in_using emotional arousal cues.
They found thai-greater exposure o negative emotional cues-was associated with
greater craving te-consume and negative emotional responses. Another factor that
may impact responsively to alcohol cues is clients’ perception of actually being able
to consumie the: aleohol-used /as the ecue; Laberg(1990) demonstrated that the most
successful wayto €elicit craving in“the laboratory wasto0 inform partiCipants that they
were_ allowed_to consume_the alcohol that was shown to_them in_the cue-exposure
paradigm.

In 2001, Rohsenow and his colleges demonstrated the
study to test the effective of cue exposure with coping skills training (CET) and

communication skills training (CST) for alcohol dependence: 6 and 12 months
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outcome in 100 patients diagnosed. Patients who received either CET or CST had
fewer heavy consumption days in the first 6 months than control patients. In the
second 6 months, CET continues to result in fewer heavy consumption days among
lapsers and increased with CST to decrease quality. of alcohol consumed. CET also
resulted in greater reports of use of coping straiegies during the follow-up, and many
of the craving-specific straiegies taught |n CET were associated with reduced alcohol
consumption (Rohseaew etal., 2001).

£ 40302 Wit“hdrawal symptoms

Following (;,hnr..(n.)nic alcohol consumption, the removal of
alcohol reliably produces a constellation"pf’\'/vithdrawal symptoms, some of which
increase the motivation to seek .and co'rygur__r{]e alcohol (i.e., have motivational
significance). Although alcohol withdrawal Symptoms vary in severity according to
the history of the individual; they are qug!ifaffively similar across species. The
physiological aspects of withdrawal in human'é.‘a@'-rodents usually last up to 48 hours
following termination _of alcohol consumption and include-convulsions, motor
abnormalities, ané autonomic disturbances (e.g., sweating; higher heart rate, and
restlessness) (WHO, 2004b). Additionally, withdrawal is associated with a negative-
affective~State characterized sbymanxiety, .dysphorias and=irritability that typically
develops.during early stages of withdrawal but can be*very long lasting. Perhaps the
most.reliable of these disturbances across species is. an increase in anxiety(\Valdez et
al.,” 2002). In"this sense,“inform knowledge about this' symptom “and ‘motivate
adherence with medication and also advice for self-care prevention when some
symptom were presented such as depth breathing, relaxation, rest in open air can

made them feel better (Tabakoff and Hoffman, 1996).
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1.4.3.3 Emotional

Emotional arousal itself could elicit craving to consume
alcohol. In the Cooney and others (1997) studied, the craving to consume alcohol that
was aroused by cue exposure plus emotional arousal did predict time to relapse. Some
patients may experience difficulty expressing their emotional, feeling, or
communicating effectively.and sensitivi;y with their relative, especially where there is
considerable conflict.and tension as a result of alcohol consumption. This can be a bar
to intimacy, both emotional and sexuat. ri’atients are taught about self-disclosing their
emotions, sharing thelr positive feeling,.adr'.f.d the importance of expressing negative
feeling (in an appropriate way) to preventr“-}hin'gs from building up. They may also be
taught listening skills, which are an essenvt_fagrl_.cg‘mponent of an intimate relationship.
Patients practice these skills in simulated dgav_\! from their recent past in which they
felt angry, anxious, or sad with-1ove ones (Coi);r.}éﬁ;*et al., 1997).

= 3:A4:3:4 Stress nﬁaﬁégement

As__presented —in—fhe—earfior 4both genetic and
environmental factors play significant roles in determining alcohol consumption.
Stress is one of environmental factor that may influence the initiation and
continuationsofs heavy eonsumption. ;For instance; in study with human, increased
levels of anxiety and stress were"associated both with high alcohol consumption and
with_relapse to heavy. consumption_by abstinent”alcohal (Kushper et-al.,, 1990).
Similarly,!De Wit"(1996) found that stressful life events, as-well as.onetime (i.e.,
acute) reexposure to alcohol, caused abstinent alcoholics to experience increased

alcohol craving and to relapse to consume.
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Stress is a very common antecedent to alcohol
consumption. Patients are taught about the warning signs of stress, both external and
internal signs, so they can identify them early and begin to manage them before stress
grows strong and becomes harder to conirols To the degree that stress causes
unpleasant physical sensation and associated=dysphoric mood, it is a high-risk
situation for uncontrolled aleohaol consu?nption. Skills for managing stress include the
use of clam-down phases, identify aspects of a situation that are provoking stress, and
considering optionssthat might help to Fresolve the situation. Relaxation techniques
include muscle relaxationy imaginary; or aggp-breathing. These skills can be modeled
by the provider and then role-played by ﬂ;e patients. Negative thinking is related to
stress. Patients are taught to recognize var‘i:'qgs ;ypes of negative thinking habits that
may occur automatically. Skills for managir)g_negative thoughts include substituting
positive thoughts of feeling,.thought stoppin@faﬁﬂ positive self-talk. Exercises give
patients in identifying their-negative thinkingj‘_ahd’negative self-talk, and provide an
opportunity fer«them to prepare alternative, substitute response (Healther and
Stockwell, 2004).

1.4.3.5 Pleasant activities

Patientsgmay discover awoid=in theirdives as free time
become available “0ne they are no longer So occupied with acquiring, using, and
recovering from the effects of alcohal. They may also find that they are“leading an
unbalanced lifestyle in which they-fulfill numerous obligations,-withlitile if'any time
devoted to recreation or self-fulfillment. A pleasant activities plan is intended to help

patients prepare enjoyable, low-risk ways of fulfill the free time that will be opened
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up, and achieve a better balance between their obligations and more enjoyable or self-
fulfill activities (Heater and Stockwell, 2004).

1.4.3.6 Drinking refusal

Knowing how te cepe with offers to consume alcohol is
an important skill for the majority of chemically dependents patients because such
offers are fairly common. Ratients are tz;;Jght o say-“no” convincingly without giving
a double message, tosstiggest an alternative activity that does not involve substance
use, to change the subjectto a different {opic of conversation, and if the other person
persists, to ask him not to offer alcohol elmd;/l mare. With considerable practice of this
skill, patients shouldbe ;able o respoﬁ.d guickly and convincingly when these
situations arise. Role-play of refusal sceﬁgg progress from ones that are easy to
handle, building to more persistent, offers thq,t: are difficult to refuse. People often feel
discomfort when refusing other pecples’ req@s-te‘;-"for favors, and therefore may tend
not to do so. However, failure to refuse to do sérﬁething they really don’t want to do
can leave them feching imposed upon, self-critical resentful -orsanger, any of which
may serve as cure-for craving or consumption. Patients are taugnt to refuse unwanted
requests by first aCknowledging the requesting person’s position and feeling, and to
then make asfirm,clear-statement-of refusal:~They: are-also-taught to-eonsider whether
or not “a, compromise might be“appropriate under the circumstance (Heater and
Stockwell, 2004).

1.4.3.7 Balance'blood sugar

One of the things that can easily induce a craving for
alcohol is low blood sugar. The craving comes about because the body associates

alcohol consumption with lots of quickly available carbohydrates. So the one thing
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that needs to do when the patients are cutting down the alcohol intake is keep blood
sugar levels fairly balanced. Next time when get a craving for alcohol, eat something
instead that can leaded to feel how quickly that craving disappears (Bright eye, 2010:
online).

1.4.3.8 Reminder-eards

Just- as a reminder cards is used to automate the
patient’s emergency.response to a lapse, reminder cards are designed to help patients
deal with intense cravings‘at a time wheh they may have trouble generating adaptive
thoughts and self-cage actions (Heater ana Jgtockwell, 2004). A sample card included
‘stop drinking, stop paverty-stricken’, and"flshe'er up Dad, I know you can’.

1439 Copirig_,_wi;h lapses

The occurreni;e{ -O,f a lapse, while not a catastrophe,
cannot be viewed as a totally harmless evenf; Irt-: i8 a moment of crisis that combines
both danger and opportunity,-with the most'dangérous period immediately following
the slip (Heater -and_Stockwell, 2004} There are several recomimended strategies to
employ whenever-a lapse occurs. The following strategies for self-care with lapse are
presented by Marlatt and Gordon in1985.

I Stop,rlooksandslistens The«firststhing to do when a
lapse occurs is'to Stop the ongoing flow of ‘events and to look and listen to what is
happening. The lapse is a warning signal indicating that patients are.in danger.

2. Keep.calm. The first.-reaction-to a lapse may-be one
of felling guilty and blaming oneself for what has happened. This is a normal reaction

and is to be expected. Motivated patients to allow this reaction to arise and to pass
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away just like an ocean wave that builds in strength, peaks at a crest, and then ebbs
away.

3. Renew patient’s commitment. After a lapse, the most
difficult problem to deal with Is motivation..Patients may feel like giving up.
Supportive them to think back over the reasons-why they decided to change self-care
behavior in the first place..Renew the co?nmitment.

4 Review the situation leading up to lapse. Support the
patients don’t yieldito thesendency to blﬁame themselves for what happened. Instead,
look at the slip as asSpecific unigue ever.1t.dlij6\sk the patients the following questions.
What events led up taithe ship? Were theré"ﬂany'early warning signals that preceded the
lapse? What was the nature of the high—risk‘:;s_ipua};ion that triggered the slip?

5. Implementﬁs{elf-care planning. First get rid off all
alcohol of other stimull associated with co@fﬂbtion. Second, motivate to remove
from the high-risk situation-if at all possible. = = d -

6._Ask for help —Stupport-them 40-make it easy if they
find that they need-help: ask for it. Communicated to other relative who are present to
help in any way they can if the participants are alone, feel free to call to nurse and
seek out-theirassistance-and-support:

After~the lapse has ‘occlrred, the" patients should be
reassured that nurses or their relative will not censure-or blame_him for the'mistake, as
often’occurstin traditional programs. Instead, jpatients.should receive campassion and
understanding, along with encouragement to learn everything possible about how to
deal with similar situations in the future through a thorough debriefing of the lapse

and its consequences. Patients are taught to review the details of the events and
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thoughts that led to the high-risk situation, to develop and practice new self-care
responses that are likely to be more effective in future situations, and to reframe their
reactions to the slip as an error that is correctable with effort on their part and not as a
sign of failure or moral weakness (Marlatt, 1985):

Whatever happened, the continued wvulnerability to

)

relapse still exhibited. \Vulaerability to relapse remains relatively high for significant
periods of time after.standard treatment protocols, started with 2 weeks later with slip
and relapse within 824 weeks have end(ld (McLellan et al., 2000; Dennis, Scott, and
Funk, 2003). Better.management réquirei i.onger periods of continued contract with
the patients (McLellan et al., 2005). Ov«é,r the past 20 years, many successful and
creative intervention and also telephone co;jJr__l.seJl_jng programs have been documented
to continued contract with patients. Eéﬂx adopters of telephone counseling
demonstrated high satisfactions rated among Etxre’rfts and providers. Most intervention
and also telephone counseling-programs dodurﬁénts increased efficiency, decreased
readmissions ‘ahesemergency room visits, Key componentof thé ielephone counseling
are to educate and support patient and the number one goalj‘is to generate good,

quality outcomes.” Educate and support patients to participate in monitoring their

health state andimake lifestylermodifications-to get better health:«(Britton et al., 1999).
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2. The theoretical basis on Orem’s Self-Care Deficit Nursing Theory in used to

develop the Alcohol Craving Control Program:

2.1 Self-Care Deficit Nursing Theory

The Self-Care Deficit Nursing Theory (Orem, 2001) is based on a model of
practical science with theoretic and prac}ical compenents, models of human assistance
in societies, practicalsinsight into situation as a necessary basis for creativity and
change, model of.result-producing practical endeavor and deliberate human action.

|

The theory consists of §our,concepts abOLnlf[ persons under the care of nurses, two
nurse-related concgpts, and three interreléte;d theories (the Theory of Self-Care, the
Theory of Self-Care Deficit, and the Théori‘-of Nursing Systems). Concepts in the
general theory include, self-care, self-care z;geney, therapeutic self-care demand, self-
care deficit, nursing ageney, andnursing sﬁé’%ems. The theory describes and explains
the individuals have the acquired-ability tMa;e for themselves, termed self-care
agency. The type and kind of self-care he'llé'déd’i's determined by general health
requirements, [developmental=requirements; and-requirements-as a result of illness.
Collectively these sets of self-care needs are the therapeutic self-care demand. When
an individual’s self-care agency is less than the therapeutic self-care demand, a self-
care deficit ‘arises: When a: self-care deficit. is-present, there 1s aneed for nursing
intervention.

The ,ecoamprehensive~developmentpiof, the self-care concepts senhances the
usefulness of the Self-Care Deficit Nursing Theory as a guide to nursing practice
situations involving individuals across the life span who are experiencing health or

illness, and to nurse-client situations aimed at health promotion, health restoration, or

health maintenance. According to this theory, nurses use their specialized capabilities
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to create a helping system in situations where persons are deemed to have an existent
or potential self-care deficit. Decisions about what type of nursing system is
appropriate in a given nursing practice situation rests with the answer to the question,
“who can and should perform the self-care operations?” (Orem, 2001: 350). When the
answer is the nurse, a wholly eompensatory sysiem of helping is appropriate. When it
is concluded that the patient-ean and shr‘ould perform all self-care actions, the nurses
assumes a supportive=educative role and designs a nursing system accordingly. Orem
states that in nursing practice .the relal[ion of the concepts of basic conditioning
factors, therapeutic self-care demand, self-éare agency, self-care, and nursing system
should be consideration and understood.

2.171 Bagic conditioning facfp,rs_,s

In 1974, the Nursing Development Conference Group [NDCG] define
a basic conditioning factors’as “have as theinff;réfé’rents existent human conditions or
ongoing series of events-that-exercise andct-ivé— influence on identifiable human
abilities (self-eare agency), and human requirements (self-care-reguirements) with in a
time frame or affeet the means that can be used to meet requirements”. The number of
basic conditioning factors, the magnitudes of which are changing rapidly, will
increase-the eomplexity-of nursing;prastice situations (NDCG, 1979:171).

Know relationships betweena conditioning factor and these human
operations and requirement can_be expressed. as.a conditional proposition.“According
to Orem’s'theory (2001) the'basic'conditioning factors can be ‘erganized into four sets
as follow; the first set describes the person who is nursed. The factors in the set
include age; gender; environmental features; family system factors including status,

patient’s position in the family, and information about other family members, with
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relevant details about residence and relationship with the patient; sociocultural factors
including education, occupation, experience or life experience; socioeconomic factors
including resources currently available or potentially available. The second set has
only one factor, that is, the pattern of livingsof the patient. Information sought
included usual and repetitively performed .daily aetivities, including self-care
measures performed daily;-activities ;;;rform at-other intervals of time, including
recreational activitiessand self-care measures; amount of time spent alone and with
others; adjustments.n pattern of living inﬁwposed by health state and health care system
factors; and responsibilities for other p.edr'is:.ons, a household, pets, a garden, or a
business farm. The third set of factors irig;ludes health state and health care system
factors. Health state conceptualizes as haviﬂﬁg_.a@'atomic, physiologic, and psychologic
features. The fourth set in¢ludes the factors bﬁﬁ d_eyelopmental state in its relation to the
existence and the meeting. of developmeiai ";-'Self-care requisites under known
environmental conditions (Oren, 2001: 326). d —

Analysis_of statement by —Orem revealed-.hat all of the basic
conditioning facters may not be relevant in every situation. Far example, factors such
as health state and health care system factor condition the therapeutic self-care
demand-through theremergence of new requisites, while the individual is willing to
consider (Orem, 1995: 204). Orem (1995: 175) identified the factors of sociocultural
orientation, health_state, and resources as, directly ‘affecting self-care agency. Orem
has further identified health stateand patterns of living ‘as significant'to the-health-
deviation self-care requisites (Orem, 1995: 287).

Over the past decade, nurse researchers have studied the influence of

basic conditioning factors, singularly and in combination, on individuals’ self-care
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abilities. The socioeconomic status and age of coronary bypass patients were found by
Senten (1991) to each have a significant negative relationship with their well-being; in
addition, their socioeconomic status. explained 3% of the variance in well-being.
Occupational prestige, social support, and healthsstate in radiotherapy clients together
were found to explain. 48% of the variance.in"self-care (Hanucharurnkul, 1989).
Duration of illness as health-state factori;nd educational level were found to be related
to self-care agency (Ailingerand Dear, 1993). West (2001) investigated the influence
of clinical variations‘in the'level of depreﬁssion, conceptualized as a health-state factor,
on the self-care abilities of young Americlfaz;i. waomen. This study reported the level of
depression was the deminant predictor of""n,thefquality of the self-care abilities of her
sample. In a study with DutchVpsychiatricfbgtiq'r_\ts, Brouns (1991) also reported that
variation in mental health state significantlyjmlruenced patients’ self-care abilities. In
both studies a positive relationship betweeni)éé;l'th state and self-care agency was
revealed. = d —

Meicalfe (1996} studied the refafion-of-therapeutic self-care demand,
self-care agency, and the self-care actions of individuals with-¢hronic obstructive lung
disease. Health state was found to offer significant explanation of variations in the
self-care=dctions of this-population.; Knewledgesofithese factorsyprovides for a more
complete,understanding of persons, imperative for better understanding the individual
patient.

2.1.2 Therapeutic self-care demand

Therapeutic self-care demand is a conceptual element composed of
self-care requisites and the method and operations to meet the required care. Orem’s

definition of the therapeutic self-care demand is “a structure of formulated and
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expressed courses of action or care measures that must be performed to generate
action processes, using the technologies selected to meet—that is, fulfill—the
regulatory goals (functional or developmental) of known existent and emerging self-
care requisites of individuals® (Orem, 2004: .223). The purpose of engaging in
deliberate self-care actions are expressed as goals termed self-care requisites (Orem,
2001). The detail of self-care-requisites ;re as follow;

2.1.3.Self-car€ requisites

Selfseare requisites jare thﬁe required actions though which individuals
regulate factors that.affect their human fluﬁil:tioning and human development (Orem,
2001). There are three types of seIf—cé(,e requisites identified; universal, health-
deviation related, and developmental requisi'tgs.

Universal requisites are cdmrr_lqn to all human beings. They are
concerned with life processes and their purpisé"f"s to maintain human structure and
functioning and to promote-general Well—beir'ig.-rfl;?hey include adequate air, food and
water; elimination;_a_balance between activity and rest: a2 balaiace between solitude
and social interaction; prevention of hazards to life, functioning and well-being; and
promotion of normal human functioning in terms of human potential, human
limitations, andjhuman.desire to be normal (Orem; 2001 225).

Health-deviation self-care requisites refer to needs related to illness,
injury, or. disability. These requisites arise from both the disease or injury State and the
measures used in“diagnosis of treatment.” Their’ purpose Is ‘to' prevent, control, or
manage health problems. There are six categories of health-deviation self-care
requisites included; seeking appropriate medical assistance, being aware of and

attending to effects of health-deviations, carrying out prescribed medical measures,
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attending to uncomfortable or deleterious effects of medical care measures, modifying
the self-concept (and self-image) in accepting specific health state that need specific
health care, and learning to live with the effects of illness and side effect of treatment
measures in daily leaving that promotes centinued personal development (Orem,
2001: 235).

The third type*of self-ca;re requisite.is _developmental. Development
requisites relate to either particular periads in the life cyele or to conditions that could
adversely affect human gevelopment (brem, 2001: 230). The summation of care
measures needed in order.to meet all of '[.h(ne'.n.self-care requisites is termed by Orem as
the therapeutic self-care demand. !

According torthe NDCG (1979)__(_identification of component parts of
therapeutic self-care” demand that are ‘ommon t0 a population assist in the
organization of care for persons with specific@jsé%'ses who have demands in common.
In nursing practice, one of the.nurse’s majorTéSpdhsibilities is to determine a patient’s
therapeutic self-eare demand in order to asses the adequacy-of self-care agency.

2.1.4 Self-care agency

Self-care agency is a fundamental personal factor necessary in the
practice-of self-care.;/Agency, is “thejduty,or-funetion of an-agent«(person), the state of
being in, action ‘or of “exercising power, “operation™ (Webster’s “New Universal
Unabridged Dictionary, 1996). In Orem’s_(2001::254), self-care agency .is the
complex acquired ‘capability to meet.one’s continuiig requirements for ‘care-of self
that regulates life processes, maintains or promotes integrity of human structure and
functioning and human development, and promotes well-being. Orem defined agency

as “the specific powers of individuals. These powers are associated with the nature of
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maturing and mature persons to take action voluntarily and deliberately in the
achievement of desired ends and goals”.

The capability to engage in self-care is also conceptualized as having
from and content. Self-care agency is concepitalized as including the ability to attend
to specific things and (0 understand their .eharacteristics and meaning of the
characteristics, the ability.to apprehend the need-to change or regulate the things
observed, the ability=to aequire. knowledge of appropriate courses of action for
regulation, the ability to decide what to do, and the ability to act to achieve change or
regulation. The content of self-care ager;cn)“/n. derives from its proper object, meeting
self-care requisites, whatever thase requis‘itesfare at specific moments (Orem, 2001:
256).

The detail of a three-part structure of the concept of self-care agency
was developed by Orem (2001} as follow: : ‘

1) Foundatienal-capabilities aﬁd-dispositions include common human
foundation fokergagementin deliberate action.

2)—Power components, the self-care ageacy power components
dimension is the human capabilities that are empowering for engagement in the
operations’ of, selfscare,~There-are; tenspower-components-believed:necessary for the
person to, be able"to engage in self-care action.” These"components are: 1) ability to
sustain attention for self-care and attend to internal and‘external conditions-and factors
that influence self=care; 2)‘ability"to ‘use physical energy to initiate and sustain self-
care activity; 3) control of body position while performing self-care; 4) reasoning
about self-care needs; 5) motivation for self-care as it relates to well-being; 6)

decision-making ability about care of self and the ability to operationally one’s
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decisions; 7) ability to understand, retain, and use knowledge about self-care such as
from patient teaching; 8) a combination of various cognitive, perceptual, and
interpersonal skills that enhance self-care; 9) ability to prioritize self-care actions to
achieve self-care; and 10) ability t0 integrate a consistent pattern of self-care into
one’s social and physical environment (Orem; 2001 265).

3) The part.efself-care o;)erational and dispositions can be divided into
estimative, transitiopal, andsproduction phases of deliberate action. Estimative type
are operations of inquiry that seek bg)th empirical and technical knowledge for
purposes of knowing and understanding.VJ\;Flmat IS, what can be, and what should be
brought about with respect to taking care qf self. Transitional type include reflecting,
judging, and deciding: with respect to '_§q!f-ggre matters are grounded in what
individuals know about the self-care situatibﬂ,_itheir experiences and their knowledge
about self-care requisites and.meastires for m_egtrrig them, as well as their values, self-
concepts, and willingness. Productive type-i’s_'dding operations to achieve practical
results demanding_preparation for and performance of self-care imeasures, monitoring
performance as well as their effects and results, and making-judgments and decisions
about subsequent actions (Orem, 2001: 264)

Allsor semenof; the iten spower gompenents, may. be-an activated to
perform self-care Operations. Three elements—knowledge, skill, and"motivation—are
integral _constituents of the power components ‘and are necessary for self-care

(Orem.2001). 'Knowledge “has' been. demonstrated “by "'several investigators as a

correlate of self-care agency (Aish, 1993).
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2.1.5 Motivating self-care

Within the Self-Care Deficit Theory of Nursing, motivating self-care
can be viewed from two perspectives. The first is the performance of the estimative,
transitional, and productive type of self-care tosmeet therapeutic self-care demands.
The second related to actions persons engage in-t0 develop of refine their capabilities
to perform self-care operations. The fo?egoing exposition of motivation leads us to
stipulate that motivation is eperational in all the stages of deliberate action. It is most
clear-cut in the transitional phase Whereﬁ persons make decisions to practice specific
forms of self-care 10 mget particuIarize.djgelf-care requisites or to take action to
regulate the experience or development of"}hei'r self-care agency. Four conditions that
may encourage action tendencies for self-'garg_ are presented by Renpenning and
Taylor in Self-Care Theory in Nursing bookj.r) _2003 and the detail as follow.

1. Persons shotdd-organize théir -:Rh'owledge about their particularized
self-care requisites and the-meaning of meeting:j;hese requisites for life, health, and
well-being.

2.Persons should lay out the sets of actions and their proper sequences
for meeting each particularized self-care requisite and attach to each the essential
materials<and enviranmental ;conditions; the-times of performance;«the duration of
performance, and the labor required.

3. Persons should be able to estimate the discomfort or_pain and the
stress assaciated with'prescribed courses of self-care.

4. Persons should be able to locate prescribed self-care within their

hierarchies of value.



50

Nurses should be aware motivating self-care is a matter internal to
persons who are confronted with self-care requisites to be understood and met and
with the development of the requisite knowledge and skills.

2.1.6 Self-Care

Orem defines self-care as “action*of mature and maturing person who
have the powers and whoehave de&eloped or..developing capabilities to use
appropriate, reliablesand walid measure to regulate their own functioning and
development in stable orschanging env“ironment. Self-care is the deliberate use of
valid means to contgel or requlate internél and external factors that affect the smooth
activity of a person’s@wn functional and‘deVéIopmental processes or contribute to a
person’s personal ‘well-being. Self-care Is the p_ractice of activities that individuals
initiate and perform ©on their own behalf in maintaining life, health, and well-being”
(Orem, 2001: 43). It is a direct and delibeiété"éction in response to the person’s
therapeutic self-care demand.-Self-care is envisioﬁed by Orem to be represented by an
action-system-oka_dynamic_process, This action-system s activated in a series of
deliberate action-sequences required for meeting requisites-ior self-care. Deliberate
action, within the Self-Care Deficit Theory of Nursing is described as purposeful,
goal-orresult-seeking .activityy always; self-initiated, ;self-directed, .and controlled in
regard to,presenting conditions and circumstance (Orem, 2001). Deliberate action is
activated by an internal power called agency. To operational self-care, the“individual
must be able.to initiate and persevere. This ability is¥ramed within the'belief.that the
person must “have specific requisite knowledge and skills..., be sufficiently
motivated to initiate and continue efforts until results are achieved..., be committed to

meeting particular demands for care..., able to execute movements required..., and
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have energy and a sense of well-being sufficient to initiate and sustain self-care effort
(Orem, 2001: 275-276). Study to operate self-care presented by Miaskowski et al. in
2004 with randomized clinical trail of the effectiveness of a self-care intervention to
improve cancer pain management. Subjecis wege 93 oncology outpatients with pain
from bone metastasis. who received the PRO=SELE program compared with the
patients in usual care. The-eutcome de;nonstrated that after completed the program
subjects had changed“in self-care behavior and the achieve maximal changed had
presented at 8 weeks'later,

Seveal studies based on Orems Self-Care Deficit Nursing Theory in
chronic illness patients and their self—caré, were conducted by Hanucharurnkul and
others (1997) studied t@ develop the modevlt‘fo_r.{_promoting self-care among diabetic
patients to control the level of glycosylated hemoglobin (HbA1c), increase perceived
self-care agency and participants’ satisfactior{;yviwtﬁ"care. Purposive sampling was used
to select 30 adults with uncontrolied non-insﬂijl'rn;dependent diabetes mellitus in out-
patient diabetic «¢linic, one provincial hospital. Self-care ageney was promoted by
educative-supportive nursing system by individual and group meeting once a month
for four consecutive months. Results of the study revealed that after entering the
program-forsfour /manths, therlevel jof self-caresageney idevelopment-for most of the
patients were increased, the level”of HbAlc decreased and satisfaction with care
increased significant compared to before entering. the:program (all p.< 0.001),

Cutler’(2001) presented symptom management.of patierits with mood
disorder, such as depression and bipolar disorder, influences quality of life and
relapse. This study describes a result of symptom recognition and management. A

purposive sample of 45 subjects was studied. Step-wise multiple regression analyses
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of self-care agency with symptom management resulted in self-care agency
explaining 37% of the variance in symptom management at 2 months post
hospitalization. Patients with mood disorders have long-term vulnerability for relapse
after hospital stabilization. The study confirmed @rem’s self-care theory can be useful
for professional nurses.to assist patients in esuimating self-care ability and areas of
self-care, such as symptom managemer:t, to promote autonomy and ongoing follow-
up of treatment and tesreduge recidivism in patients treated for mood disorder.

Cehgel andsCelik (2006) ciemonstrated the results of discharge training
counseling increase_self-care ahility and.rtde'i('.juce post discharge problem in coronary
artery bypass graft patients. Quasi-experirf!pntal was used in 57 patients. Data showed
that interventions grouphad higher mean sezl'f-_paJr'_e score than in usual care.

2.1.7 Nursing system :i.{ "

Orem (2001)"indicated that rMSIhg IS appropriate when the patient
requires assistance in meeting-needs related-"toﬁs.,elf—care. Orem views nursing as a
system whichis ntended to benefit patients who require nursiag.-Several propositions
are suggested as guides for the development of theory related to nursing system. One
of these central ideas about nursing is that nurses as patients work together to produce
allocate-the roles ofeach in, providing for selfscare and regulating-self-care agency.
The nursing System’is constituted by the actions of nurSes and the actions of patients
that regulate patients’ self-care agency and. meet patients’ needs for self-care, Another
proposition related'to nursifig systemisithat nurses determine patients™.need-for self-

care, select processes or technologies for meeting this need, and formulate required

courses of nursing action. Nurses also assess patients’ self-care agency by estimating
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the potential of patients to engage or to refrain from engaging in required self-care,
and their capacity to develop abilities to engage in care now or in the future.

Orem (2001: 350) presented three basic variations in nursing system
are recognized: 1) wholly compensatory nursing systems, 2) partly compensatory
nursing systems, and. 3) supportive-educatiVe~nursing systems. This typology of
nursing systems is associaied with the Jquestion: Who can or should perform those
self-care operations.that reguire movement in space and controlled manipulation? If
the answer is the nurse, the system of nur“sing 1S wholly compensatory because a nurse
should be compensating:for a patient’.s :tn.otal inability for engaging in self-care
activities that require” controlled ambulation' and manipulative movement. If the
answer is that the patient can perform soth t_)_yt not all self-care actions requiring
controlled ambulation and maniputlative movement, then the nursing systems should
be considered partly compensatory. If the arlswér is that the patient can and should
perform all self-care actiens-requiring cohtroiled ambulation and manipulative
movement wile engaged in self-care agency development, the nursing system should
be of the supportive-educative type.

In this study, alcohol dependence patients are able to perform or can
and should learn to perform; requiredr-measures of iexternally or«internally orientated
therapeutic self-care but"cannot to"do So without assistance that supportive-educative
systems were selected,

Supportive-educative system is the valid helping techniques~include
combinations of support, guidance, provision of a developmental environment, and
teaching. It is the only systems in which a patient’s requirements for help are confined

to decision making, behavior control, and acquiring knowledge and skills. There are a
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number of variations of this system. In the first, a patient can perform care measures
but needs guidance and support. Teaching is required in the second variation. In the
third, providing a development environment is the preferred method of helping. The
fourth variation is in the situation in which thepatient is competent in self-care but
requires periodic guidance that he is able to seek: in this variation, the nurse’s role is
primarily consultative (Orem;2001: 354)

Integration all'this knowledge to develop the program presented in the
next section. F

2.2 Alcohol @raving Control Pr(;gdli'.am

In this study, alcohol dependentsn"ﬂ,had significant lack of ability to control
alcohol craving, which influenced on theiruéq_lf-g'are as decrease alcohol consumption.
Determined from Self-care Deficit: Nursing _Theory and empirical literature, the
following basic conditioning. facters-age, méﬁt&l;-"status, level of education, type of
occupation, and income-were selected for incI'Usiaﬁin this study.

The orgamization of a three-part sfructure-of the-concept of self-care agency in
alcohol dependence focus on the phase of deliberate actiony operational capabilities
was the main focus in this study.

Operational gapabilities; for=the, proeess ;to, improve the ability to
control alcohol"craving, Telated to"Orem’s (2001) perspective the self-care operation
capabilities compose of estimative type .include investigate _knowledge~in. alcohol
craving situation and cause of craving therefore make decision-which skills sheuld be
improve as the transitional type and then follow by the productive type include the
way to improve that skills then learning process will be occur and the result of that

should be evaluate.
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Related to NDCG (1979) declared nursing assessment of self-care agency can
occur at any one of the three dimensions. When self-care agency is present, fully
developed, and operational, self-care (produced. In this study selected self-care
operational was the major focus.

Alcohol Craving Contrel Program was a-nursing activity that work to improve
alcohol craving control ageney and to ;ﬁect on self-care action as decrease alcohol
consumption. Suppertive-educative systems used in this program included
combinations of support, .guidance, proJ/ision of a developmental environment, and
teaching. Process ineluded 2 phaSé: 1) .IT]Jestigation and reflection for decision to
improve craving control agency. The déltails included cue management, negative
affect of decrease Consumption as alcoholv_jvx_/i_i.thgrawal management, refusal skill and
stress management, and positive affect of élgo_tlol consumption as emotional control.
2) Performance of productive craving contro@éﬁty that support the patients to work
on alcohol craving control-to decrease their'a1céﬁol consumption in the real situation
by telephone:-Guidance to _make decision which action was work and should be
continue and whichione should be discontinue was included i this phase.

This review of the literature has covered concepts from Orem’s Self-care

Deficit Nursing Theory-whichyrelate to self-care andrthe seientific.basis for improve

alcohol craving control agency was reviewed.
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Theoretical Framework:
This study used major concepts from Orem’s Self-Care Deficit Nursing

Theory (2001). The theory describes

and explains the individuals have acquired
ability to care for themselve e and kir elf-care needed is determined by

requirement as a result.of illness, 3 )l e. Collectively these sets of
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self-care need to decrease.coensumption as in lude __ ving control agency. Alcohol

dependents have some" f’; ‘ ~t\' | ability to control alcohol
0! \ eed for nursmg intervention.
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Helping alcohol dependence patie s ¢an and ho I form self-care actions,

intervention as Alcohol

craving that effect i0"const
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Craving Control onceptual framework was
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Independent variable Dependent variable

Alcohol Craving Control Program:
Program included 2 phases
Phase I: Investigation and reflectlo  f
decision to engage to improve cravi

90 minis/session
1) Teaching and gui

2) Investigate
alcohol consumptigis
withdrawal sy

3) Teaching,
manage stress

S7

cohol Consuming Action

Phase Il: Performa
control agency suppo
week 1, 2, 3, 4, 6, and
with10 minis/call.

- Supporting and guiding to
control knowledge

- Evaluate ,, : A dacicinon which
self-care actior ¢ ] ;
discontinue and.whic ’ m

develop.

Figure 1 Conceptual f&ar&ork
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CHAPTER 11

RESEARCH METHODOLOGY

In this chapter, methodological aspect; ineluding the research design,
population and sampling, setting, instruments, data collection, protection of the

human rights and data analysis were discussed.

Research Designs \

In order to examine the effective of a nursing intervention to support alcohol
dependence patients to dmprove alcohol (,Tr‘avi_ng control agency in order to decrease
their alcohol consumption, this clinical ffs;udy was used an experimental pretest-
posttest control group design with subjecté f’r’ﬂén;domly assigned to an intervention or
control group. In this type of design, inte.ril:af ;\S%Iidity is the key issue (Brink and
Wood, 1989). It must be possible ta assume tfﬁnc;]anges in the dependent variable are
actually due to the manibulé;';ed independeht-\-/-z;riable and not to other differences
between groubs 6f subjects. To minimize extraneous differehce between groups,
subjects were randemly assigned to-intervention and control group (Aronson et al.,
1990).

In the pretest-posttest contral group design, data were/analyzed to determine
how much change occurred between time 1 and time 2 for both intervention and
control groupsand whether the' change was greater in the 'Alcohol Craving-Control

Program (ACC Program) or control group. Samples are being studied over time, so

controlling for maturation is possible by examining change over time in the control
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group. Since the control group did not receive the intervention, any changes over time
are likely to be due to maturation (Woods and Catanzaro, 1988).

The outcome were measyreg

e alcohol consumption by The Alcohol
Consumption Assessment (ACA) | casured b intervention as time 1, and time 2
at 8 weeks after discharge in th ‘ niic ~and control group. Only the

intervention group wer: ived. e € called.6 ti nes after discharge.

r to select samples

5 vj——. E.'.-‘

' T
Xa E refer to 6 telephone ca ,;]

refer to posttest about 8 weeks after discharge

F.wﬂuﬂﬁ WW%W‘%M
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Summary of activity while contracted with the subjects in both groups were

presented in the table.

Table 1 Timetable of Contract with Subjects

Time Activity, Groups Measures
1. Pre-intervention Preparation session in hospiial Control - ACA
Intervention - ACA

- OCDS

2. Intervention Alcohel Craving Control Program Intervention

3. Within 2 months Telephong'callito each subject 6 calls'in_ - Intervention

following discharge week 142,38, 4,6 -and 8.

from hospital |

4. Evaluation at week  Eollow-up in-hospital Control - ACA

8 after discharge | Intervention - ACA
- OCDS

Population and Sampling

The populations in this study were male gersons’ age between 20 to 60 years

with alcohol . dependence diagnosis by the DSM-1\V/-TR (2000) criteria who are

admitted to alcohol detoxification.

Samples of the Study

13 Sample size

According to Polit and Hungler (1997), suggested that 20-30 cases in each

group. are;sufficient for the comparison purpoese: 4t 'was important: thafattrition be

anticipated and that sample size be increased to accommodate potential “drop out”. It

is not likely that many will drop out but reasons for this might include members of the

study group not available to continue the follow-up at the health care center as

presented in the previous study the drop out were between 40-60%. To accommodate
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these possibilities the sample size would be increased by 40%. There fore, the final
sample size was 70 samples that randomized to 35 samples in each group.

2. Sampling procedures

.————--——-——.—..——v—_——' 7

me Thal Mini-Mental State Examination sﬂre 23 or over for
. ET ™ EI"VT‘S‘(W N e
(Aish,

AR T INAANAL.

condition between the interventions which could significantly effect their health state

by telephone dur

were excluded.
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This section explained the procedure of random assignment the
subjects to groups and procedure in the intervention and control groups. The
researcher were approach the patients by individual who met the study criteria.
Potential subjects were informed of the study purpose and procedures and asked to
sign an informed consent form. After consentingto the program, they were randomly
assigned to either ACC Program or a ccjntrol group-using a simple computerized and
made before the precedure by wusing ' sealed envelopes with numbers previously
assigned by random number: list  of GﬁraphPad Software program. This technique
minimizes the possipility of imbalance a.mf;'.ng potentially confounding variables and
achieves better balance between the ihgerVéntion and control group assignment
(Shadish, Cook, and Campbell, -2002). dn_e yvould assume equivalence between
groups based on randomization and - sample 3sj?§.rThe numbers were placed in a sealed
enveloped. The subjects wete-asked to takeim- "é'nvelope and were assigned to the
group that their enveloped-dictates. After: -rtl.Jatr the subjects were completed
demographic ‘daia_sheet and ACT for baseline data._Subjecis i intervention group
also completed OEDS and given appointment to start the program.

Seventy alcohol dependents who met the “inclusion criteria were
approached ¢to j participate.yFor ~the sinitial~data rcorrection,~total~70 cases were
approached to partiCipate in this study, 35 cases were random assigned to the control
group.. One case was readmitted between the follow-up phase and 5 cases Wwere, failed
to maintain follow=up after discharged from the haospital.

The samples in ACC Program group included 35 cases, but 1 case was
failed to maintain follow-up and 2 cases were unable to complete throughout the

follow-up phase because they got to work. The total number of sample in this study
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was 61 cases which was 32 cases in ACC Program group and 29 cases in control

group. The sampling procedures presented in figure 3.

70 cases fulfilled initial eriteria

Simple random sampling with
GraphPad Software program

A 4

ACC Program group
(N = 35)

Failed follow-up = 3
Total N =32

A 4

Control group (N = 35)
Readmitted = 1

Failed follow-up =5
Total N =29

Figure 3 The details/of sampling procedures

Protection of Right of Human Subjects

The study proposalwas submitted {0 tt.1e-Ethic Committee, Thanyarak Institute
on Drug Abuse, for approval prier to data coilec;ion and permission. The potential
subjects who meet the study criteria- were info_rmed of the purpose, procedure,
benefits, and risks of the study. The subjects were informed that the process of data
collection were-taken around one hour and were involved supportive self-care action
by telephone and.also answering three questionnaires. They.-could refuse to answer
any specific questions~which make them "feel uncomfortable. The subjects were
assured that they could terminate_their participation at.any time. They were assured
that their willingness to participatesdn the study had pe.implications for the health care
services that.they, were received..Their decision to discontinue participating in the
study was not affect their relationship with health care providers or their access to any
services available at the hospital. Confidentiality of data collection was ensured both

during data collection and after collection.
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Setting

This study was conducted in the alcohol detoxification ward and follow-up at
the outpatient department of Thanyarak Institute on Drug Abuse, Patumtanee,
Thailand. The intervention was conducied: in. the activity room of alcohol
detoxification ward whichis.one of the male inpatient'units for alcohol dependence in
Thanyarak Institute.on-Drug Abuse. The evaluation of aleehol consumption at week 8
after discharge had beensoceurred, at either outpatient department at the date of

physician’s appoiatment,

Instrumentations
There were three types of instrumeht_ation. The first type was Alcohol Craving
Control Program guided by Orem’s Self-Cate Deficit Nursing Theory (2001). The

second was the data collection instrument. The, third was the additional tool for

investigated craving control agency in the intervention group.

1. Alcohal Craving Control Program
The researcher developed the Alcohol Craving Control Program by using
Orem’s Self-Care<Deficit Nursing Theory (2001) as a theoretical framework for
understanding patients’ self-care requisite, self-care agency,, self-care action, phase to
deliberate ‘action and nursing intervention. However, the development of the Alcohol
Craving Control Program comprised of 4 phases;
1) The assessmentof patients’ self-care requisite, self-care agency,
and self-care action
This phase focused on the review literature to understand self-care

requisite and self-care agency in alcohol dependent in Thai and other country both of
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eastern and western. Results of the literature review revealed that the significant self-
care requisite in persons with alcohol dependence was lack of ability to decrease
alcohol consumption. Reviewed factors related to continue and/or increase
consumption found craving was the most dnteresting. Problem with uncontrolled
craving caused the alcohol dependence to uneontrelied consumption. Self-care agency
required alcohol craving.centrol agen(;y that could effect on action to decreased
alcohol consumptions

2) The program developllnent phase

The peSeareher developed.‘th.is program based on Orem’s Self-Care
Deficit Nursing Theory (2001) that proVide‘d self-care operation as the developed
capabilities of individual to engage in self-da}r.e.__!,iterature reviewed to understand the
design of this nursing intervention, many researchers who conducted the intervention
had integrated phase 1 and'2-0f the self-canr;ei 6ﬁération (estimative-transitional and
judgment operation) into the first phase and cbnclﬁded these 2 phase could ongoing in
the process (Hanaucharurnkul et al., 1997- Cutler, 2001-Miaskowski et al., 2004;
Cebeci and Celik2006). The knowledge of the specific skills the work on alcohol
craving control were reviewed in this phase. ACC Program comprises of 2 phases:
Phase I-Investigation ;and sreflection~for ,decision te engage~to jmprove self-care
agency: econsists of'5 sessions with 60-90 minutes per session and each session are
applied throughout 3 times_per week during. the 2 weeks for each participant. Detail
included cue-management, alcohol withdrawal management, refusal skill and" stress
management, emotional control and trip to stay sober; Phase Il Performance of
productive self-care agency (productive operation): 6 telephone calls with 10 minutes per

call after discharge to support alcohol craving control to effect on decrease alcohol
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consumption in real situation. The detail of program were included the goals of each
session, materials, content, strategies and detailed guidelines for patients training,
handouts, and exercise assignments. The supportive-educative nursing systems
included a combination of support, ‘guidance, provision of developmental
environment, and teach particular knowledge and skills.were the help methods in the
program. ACC Program.had 2 manuél. One for.nursing activities and other for
patients as called Algehol Craving Control booklet.

3) Medification phase

The program was reviewe.d:t;y three experts for content validity. The
first expert was a speelalist in mental hea[th -and psychiatric nurse, especially caring
experience with alcohel dependence patié(n.ts.__:The second expert was a nursing
instructor who had experiénce taking care of patient with Orem’s Self-Care Deficit
Nursing Theory. The third ‘expert was a pﬁjsid}an who was an expert in alcohol
dependence care. Suggestion to-add inclusionfbritéria which non cognitive impairment
by Mini-Mental -State_Examination with scores over 23._Rewriie some session with
the easy words and reform some patients” assignment in the baoklet to table style. The
manual was revised according to the three experts’ recommendations.

4) Program trial phase

Therevised an ACC'Program was try out on the 5 persons with alcohol
dependence (who was_not_part_of the sample for‘the main study) that had similar
characteristic of the participant.in‘the'study. The procedure was.the same ‘as that used
in the main study. Each subjects participated all sessions, filled out the handouts, and
exercise assignments. The results of try out were the preparation session was very

important in order to build the trust. After completed the program almost of the
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samples had the difference length of stay to discharge that could affected self-care
learning, motivating and self-care action plan. Other recommended were some letters
in worksheet were too difficult to read and some were too small. Suggestions from the
experts and the results of try-out indicatedsthat the researcher should modify the
protocol of the program by added the last session, session 5, that repeated all action
plan to control their alcohel-eraving a;d to ready each self in reality and sheer up
willpower to continue self-eare-action and also make appointment for 6 phone calls.

1
This activity was waerked at the discharge day.

Thegprotocol Of the Alcohbj ICraving Control Program

The total of the program cémﬁfises of 2 phases: Phase | Investigation
and reflection for deciSion to: engage to‘:.i'mpr,ove self-care agency: consists of 5
sessions; Phase Il Performance of producti\fé"‘;self-care agency: 6 telephone calls. The
details of ACC Program are shown-as followﬂ%-ﬁl‘ﬂ

Preparation session - =

Objectives=Totrust-building;investigation alcohol craving and
alcohol consumption problems, motivation and supportive to improve ability to get
new self-care action.

Approach ‘the 'samples iadividually in the“activity room of
alcohol detoxification ward. When the samples assented to participate in this study,
provided-the*samples:to understand itheir problem and:provided ;to. understand that
they had new self-care requisites required to decrease alcohol consumption and a new

ability required to effect on their alcohol was alcohol craving control. The details of

this session were as follow;
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At the beginning, provide the Alcohol Craving Control Booklet
for all samples and the activity were followed this booklet. Started with taught about
the standard drink (Appendix A) and safe drink then guided the patients to understand
their consumption problem, effect on health and‘life, and motivated to improve new
ability in order to decrease aleohol consumption: After that, informed about factors
related increased consumption and relatéd them to their past experience. Supported to
understand uncontrolied craving was a major problem. Taught about alcohol craving
as follow;

Cravings are stron.g,:nlljncontrollable urges to consume alcohol
that drive the dependency, to ence again ‘can‘Uming alcohol. To get an idea of what
alcohol cravings are like, think of a time '\(\‘/.he;:r_l you went for a long time without
eating a meal and you were really hungry. Hunger is @ mental and physical sensation
that is triggered when the body needs food fgr hﬂtrients and energy. The craving for
food, driven at a physical level stimulates me'h]eries of eating food, which is followed
by a strong desire_or_compulsion to consume food. Usuatly-wiien a person is very
hungry, they will-think about their favorite foods; If they get-hungry enough, they can
sometimes even smell and taste certain foods. If a person goes long enough without
food, compelling thoughts of eating plus-a growling stomach and.shakiness due to not
having eaten will become so great, making the person'so uncomfortable, that they will
drop.whatever it is they are doing and arrange to get food and eat_ it. AS soon as the
food 1Is consumed, the hunger 'pangs ‘stop and the person feels.good about satisfying
their hunger. Alcohol craving is similar, but the desire to consume alcohol is much
stronger and more intense. An alcohol dependence who is craving alcohol will feel

like life itself is dependent on getting and taking their preferred alcohol. They will do
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and say almost anything to consume alcohol to handle their intense cravings. Once

they satisfy the craving, they feel relief until the alcohol wears off and the craving

u/y ce related to alcohol craving and
to&ing. Guided to know about
‘__

ated to improve self-care ability

returns.

as craving control. After tha \ s appointment with samples to start

decision to engage to

r that cause the patients to
e knowledge that could improved
their craving control age i,.:sdﬁb’ﬂﬁe anc otivated to plan for cue management
—% @ about cue that could

|| , .
evoke alcohol cr;ng, guided the samples to investigated specific cue that effect on

23101120 XLV e
bt Rkt b igio gl i
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Session 2 Negative affect of decrease consumption; Alcohol

withdrawal management

Objectives: Pravide knowledge and understanding about the
negative affect that could occurred while .they had decreased their alcohol
consumption as withdrawal symptoms.

Discussion about-Jthe past withdrawal symptoms and their old
self-care experience«Provigding the knowledge about the withdrawal symptoms and
taught how to prevent and first aid forvl‘ that symptoms related to their experience.
Encourage the samples to decisioh‘ and \./vdr'.(gte down their plan into the booklet and
then gave them a reinforcement to work orrilltheir self-care plan In the real situation.

Sessigh 3 N_egative'_ét_feqt__‘ of decrease consumption; Refusal

skilland stress manégﬁegnent

Objectives: Provide kﬁé\ﬂdgdge and understanding of refusal
and stress management skills-that the alcdh'él..;dependence could work with the
appropriate situaion.

Taught, guided, and supported the samples to improve refusal
and stress management skills which provided role-play and practiced these skills. For
stress management, jprovided-the; samples-to inyestigate~their-stress by the Stress
Questionnaire and motivated themto use this instrument in real life"as they needed.
Then supported and motivated to decision which self-care plan should be appropriate

to act in their real situation’ and encouraged ‘them té-write' down their.plan-into the

booklet.
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Session 4 Positive affect of alcohol consumption; Emotional

control and trip to stay sober

Objectives: Ta provide knowledge and understanding of
emotional control and had the alternative activities to work instead of consume
alcohol and also guide the trip to stay sober in real life,

)

Discussed about the emotional.control problems that lead them
to crave and consumes@lcohel. Teaching ‘and practiced emetional control and provided
information of trip o stay sober for thg! samples. Guiding, and supporting them to
decision and plan tgfmanage theirémotit‘);n'.;that can lead him to crave and consume.
The researcher encouragedithe samples to ”‘g‘vrité down their plan into the booklet.

Sessigh 5 Repeat sejf—gagg plan;

Objectives: 'l the fiﬁg@- session that arranged at the discharge
day. To discussed and repeated all-plans to co_ntift'.}i alcohol craving and to ready each
self and sheer up willpower to-continue selfica'né aetion as their plan in the booklet
and also make-appointment for 6 phone calls, J

Phase 11 Performance of productive craving cbir‘wtrol agency;

Teléphone calls included week 1, 2, 3, 4, 6, and 8 after discharge.
Supporty=mativation; continue; education a~warsrant followed-their-alcohol craving
control’in the Alcohol Craving Control Booklet by the“individual situations and also
motivated to _decision which self-care_action_should continued and_should developed

or discontinued in real life were the'aiins of this phase.

The summarization of the program showed in the table 2.
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Table 2 The summarization of the Alcohol Craving Control Program process

Session/ Objective Contents Helping Method  Session & Time

Preparation session;

Obj; Trust building, 1 - Individual - 60 minutes
investigate alcohol / sharing

consumption problems, 'ﬂeaching,

motivation to improve sg @g and

care action

Phase I. Investigatio

reflection for decision tc

control agency

1. Cue management

Obj; = investigate alcoh - 2 days after the
craving cue & CONSLimption-——craving-Dy-investigate— guiding-and preparation

= Inform enviroriments ; K session
management 1 - Enco L‘ Je to - 60 minutes

= provide decision making ~ them to consume alcohol  complete cue

" T B
AN TN 4

decrease consumption;

Alcohol withdrawal
management
Obj; = inform alcohol - Alcohol knowledge & - Teaching, - 2 days after
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Table 2 The summarization of the Alcohol Craving Control Program process (con’t)

Session/ Objective Contents Method Session & Time
knowledge & effect of effect of alcohol guiding and session 1
alcohol consumption ’ supporting - 60 minutes
= Inform alcohol : - Encourage to
withdrawal management ﬁm lete alcohol
= Provide decision making @wal

for withdrawal carin ng  management plan

3. Negative affect
decrease consumption, |
Refusal skill and stress
management
Obj; = Inform refusal - - --'-i*--‘ | | aching, - 2 days after
- guiding and session 2

skills & stress managemen , -
eI TR . supporting - 90 minutes
e R 7

= Provide decision making
for refusal skill a‘ ress

- -

management

practlce that

F;UEII’JV]HWWENWW

complete stress
‘ estionnaire &
~
VA1 AN wﬁwqa t
q Positive affect of
alcohol consumption;

Emotional control and
trip to stay sober

Obj; = Inform emotional = Emotional control & - Teaching, - 2 days after
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Table 2 The summarization of the Alcohol Craving Control Program process (con’t)

Session/ Objective Contents Method Session & Time

control technique trips to stay sober guiding and session 3

supporting - 60 minutes
// - Encourage to
: —/Amplete the

~ematienal control

= Inform trips to stay sober
= Provide decision making
for emotional control and
technique to stay sober ... —
= Motivate continue M
in the real situation. '
5. Repeat self-care pla

Obj; = Discussion - the discharge

all action plan to contr day

» To ready each se | : - 60 minutes

reality and sheer up v A 5N olrage to

willpower to continu ' : e table

care action ; L . 7 ~ for 6 phone calls

= Make appointment for 6 ' -

phone calls.

Phase 1. Performance of

productive cravingcon '

agency in real life by

telephone il § 4 =

Obj; = investigate t@ - Supp%nd - 6 telephone

difficulty to control cray'nlgal activities | motivation calls with 10

= Supporti ( ivate.—, ohol , ‘ minutes per call

to practiﬁlaﬁrym mﬁcﬂgw 8 ,] ﬂ ‘j -Inweek 1, 2, 3,

control skm in real | 4, 6, and 8 after

ituati | ¢ | — s

TRAGARIBI N TN Bl

Qtion should be continue and should be program

develop or discontinue
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The samples in control group were received usual care as the nursing activity
included two individual and one family counseling by nurses at alcohol detoxification
ward in Thanyarak Institute on Drug Abuse. Session one in individual counseling was
investigated cause of alcohol eonsumption and problems with decreased consumption.
Session two was taught to deerease alcohol €onstimption which included knowledge
of alcohol consumption efieet and relat;ed to Improve self awareness to change their
consumption. One family ceunseling at the discharge date was to support the family

and to motivate themto help the patient to decrease alcohol consumption.

2. Instruments for data collectioriﬂ |

Two questionnaires were used in tﬁis sat‘-udy. Details of the instrument as
follow: |

1. The demographic data sheets inclei'aed age, marital status, education level,
occupation, and income by the researcher. & 4

2. The._Alcohel ConSumption Assé;sfh'éﬁt (ACA) was developed by the
researcher used t@-measure-the-number-of standard-drink-forthe alcohol consumption
in a week. Persons with alcohol dependence were asked 2 questions, type and quantity

of alcohol consumption each day during the pass 7 days, and the total number of

standard-drink was'then calculated.

3."Instrument of additional.analysis

To investigate® alcohol rcraving control agency “at pretest and -posttest after
completed the program in the intervention group was the Obsessive Compulsive
Drinking Scale (OCDS) (Anton, Moak, and Latham, 1995) and the detail as follow;

OCDS was developed to reflect obsessionality and compulsivity related to

craving and alcohol consumption behavior. This instrument has been show to be



76

sensitive to, and specific for the obsessive and compulsive characteristics of drinking-
related thought, urges to drink, and the ability to resist those thought and urges in
alcohol abusing and alcohol dependent populations. In this study, craving was taken
to be ‘the conscious experience of a desireé or urge.to consume alcohol’ that can be
measured by the OCDS. The OCDS had very-~acceptable test-retest reliability and
good internal consistency.(Anton et al., 7‘1995). This-instrument is a global measure in
which patients are asked tosrate their craving over a period of 1 or 2 weeks (but no
less than 1 day)#The A4 jitems of “OCDS contains with 3 items measured,
resistance/control impairment describes t.h(neﬂnllack of success in the control of alcohol
consumption, obsession dgscribes the dist[ess' of anxiety caused by a preoccupation
with alcohol-associated ideas or impuises, "gnd__{_interference describes the degree of
interference with soCial ‘or wark functioning. Studied on 60 alcohol dependent
patients’ test-retest correlation for the OCi;)S"tbtal score was 0.96. The internal
consistency of the items in the OCDS Wasf"higlnl-(O.SG). It is useful in monitoring
individuals in-treatment, and increasing scores may predici-the increasing rate of
alcohol consumption and relapse after treatment. OCDS for-this study was modified
with cut off 2 question related to measure quantity and frequency of alcohol
consumptionsinithe resistanee/control-impairment subscale-that-the:same as measure
in Alcohel. Consumption Test. The total number of the'modified scale’is 12.
Back-translation was _used _in_ this study. “for LOCDS._This“is highly
recommended by experts of cross-culiural research because it'is.the key to estimating
semantic equivalent (Maneesriwongul and Dixon, 2004). This method requires a
minimum of two independent translators. The first translator produces the target

language version from the original. The second translator uses the target language
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version to produce the instrument in the original language. Each translator works
independently and no consultation among them is allowed. Processed of this method
included the following steps: (1) Forward translation (English language into Thai
language, first translator); (2) The OCDS Thai version was translated back to English
by the second translator; (3) The researcher consulted with both translators to identify
reasons for any discrepancies and incc;-ﬁsistencies can be adjusted. (4) The modify
OCDS Thai version.was consulted the three experts in alcohol consumption area for
content validity. ltems content validity ir;dex (I-CV1) of scales was 0.8-1. A pilot-test
was subsequently eonducted with “a ;:’q;i.venience sample of 30 male alcohol

dependence patients t@ testreliability. Croﬁbach’s alpha coefficient was .76.

Data Analysis ;
r

The Statistical Package for Social §'§i§n??s (SPSS) version 13 was used to
analyze the data. The assigned Sttidy numberTﬁf Félach subject was used for data entry
to ensure the anenymity ofrsrub‘jects. Data Wéé doudble check to identify errors.

Frequency' distribution and percentages were conducted to describe
demographic of the subjects in both groups. Independent t-test was used to compare
the difference between. the dependent variable between the intervention and the

control group. Pairt-test was used to compare the score of the investigation craving

control agency in the intervention group. The Alpha was set at .05.
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samples

Part2: T € with cription of the dependent

variables.

Part 1: The descrip ‘ is .- : , ¢ aphic aracteristics of the
samples |

The demographic harac es in the intervention and control
group are prese -a ------- e 61 alcohol dependence rangec h om 20 to 59 years,
45.8% alcohol dépendence w 34.72.°S.D. = 7.785). 45.9%

* | el

were married, 59:0% were completed secondary school edue

had co s ELW]QU e an ent't erences of all
these characterlstlcs were not foGFld between thesintervention and control g

bl mmmummm 1

ation, 45.9% worked as



Table 3 Demographic characteristics of the intervention and control groups

79

Control group Intervention Total
Characteristics group szv af p
N=29 N=61
er ( Number (%)
Education .69 2 41
Elementary school - 15(24.6)
Secondary school 3(59.0)
Vocational -10(16.4)
education '
Marital Status 111 3 .29
Single
Married
Divorced
Separated
Occupation .92 4 34
Unemployed - 15(24.6)
Day laborer 28(45.9)
Merchant 13(21.3)
Farmer ) 69y - 4(6.6)
Government g e S g
employer & 4. g A ‘
Alcohol ﬂ 17 3 68
White-spirit 21(72.4) 25(78.1) 75.4)
Red-Spirit ¢ .3(10.3) a@.1) 4(6.6)
=AU EN NS
Beer (9.9)
Income Bath) .32

Lh:q AN IARIINENAY

>5 000-10,000 15(51.7) 18(56.3) 33(54.1)
>10,000 2(6.9) 6(18.8) 8(13.1)
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Table 3 Demographic characteristics of the intervention and control groups (con’t)

Control group Intervention Total

Characteristics group x_z, df p

N=61

dabes(%)  Number (%)

Age Group # > .89 59 .19
20-29 aﬂa’ﬂ 18(29.5)
—
30-39 5 28(45.8)
40-49 (15 11(17.9)
50-59 6.5)
Average age ¢ Megdn #3566 ~ *Mean \ . Mean =34.72
. 475~ sP.=8079.  S.D.=7.785
Af e 8o
Part 2: The results of hy s1st «' - ith th stion of the dependent
variables. %LI' \
1'1.-1 " i ‘
.r". X

Hypothesis: AI ol,- ere completed an ACC Program

q_,.d ..;',J

would have S|gn|f|cantly dem@@g 7

psumption than those received usual

care over the | of the

To answer Hypoth ’ " Independent t-test is
used to test betwg -groups differences, when the samples @er with respect to other
extraneous varlable s and distributiong underlying the independent t-test:

ol el ko o A o o o

dependerﬁ‘k/arlable should be conthuous The mdepﬂdent variable in trwtudy was

VAR IS it e

ontrol group.
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(2) The distribution of the dependent variable is normal. The student t-test
indicated that the distribution was normal on alcohol consumption that included

alcohol consumption scores for the intervention group and control group (p = .44).

The three aé ol un ing indeper ‘ -test were not violated.

-% ption between the intervention

\ evealed that the mean

group and control and"

: MY \\\ \ :
score of alcohol censumpti etween™ 2 gro ~\ N St was not significant
difference at pretest and at p« “w_é* , istical

e at the level of .05.

1 be g‘_.‘, intervention and control

Fr oo
group at pretest and pOSt Jﬂé‘
iy E’; ". -l': J:'. 4

Prete: =

ey,

ACA scores t df  p-value

Ry 9
Control group Vf_"“‘— """" i ‘ : 59 A4
(n=29) |
Intervention 171.09 69.83 19.52 60.42 | 4.98 59 .00

group (F— 3

Y

AMIAN TN INAE
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Part 3: Additional analysis

In this study, the additional analysis was to observe the improvement of
alcohol consumption and craving control agency. Alcohol consumption was measured
at week 2, 4, and 8 after discharge. The table 5 presented the alcohol consumption

scores in both group at pretest, week 2, week; 4.and week 8 after discharge.
2

Table 5 The comparisen of ACA scores between intervention and control group

ACA scores ControllGroup Inte«rvention Group t df p-value
Mean D} , Mean.,l. S.D.
Pretest 17383 M ofled 1700 169.83% 14 59 44
2 weeks 32688 fasgr” 15.5@ Y320 68 59 04
4 weeks 69.40 4 38.76 . 16.3%5:;1__. 01802 '« 486 59 00
8 weeks 11460  187.46,0, " 19,52 [, 6042 498 59 00
ee s 4

From table 5, the-deseriptive statié;fic—ﬁf— the alcohol consumption in the
intervention group_between the telephone stupportin-phase-2 bresented mean rates at
pretest before intefvention were 171.09 (S.D. = 69.83), had decréééed after discharge at
2 weeks to 15.13(S.D. = 33.29), had slightly increased at 4 weeks to 16.36 (S.D =
18.02), and had inereased:at 8 weekst0:19.51+(S.D s = 60.42)-after-diseharge.

As_ for “control group,”there were also at before ‘intervention the alcohol
consumption were 173.53 (S.D. = 61.69), had decreased after discharge at2 weeks to
32.68°(S.D. =/45.87), ‘and had ‘increased-at 4 weeks t0 69.40 (S.D. = 58.76), and also
still increased at 8 weeks to 114.69 (S.D. = 87.46) after discharge. The mean scores of

alcohol consumption at pretest between 2 groups was not significant difference at the
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level .05. While at week 2, week 4 and week 8 after discharge the mean scores had
significantly difference at .05 level.

The plots of the comparison of alcohol consumption, ACA scores, between
pretest, 2 weeks, 4 weeks, and 8 weeks, after diseharge in the intervention and control

groups presented in Figure 4.

200
150 F
100 \ - =—&—|ntervention
<1 = = = Control
i v
50 il
0 i

Pre-test 2 weeks 4'weeks 8 weeks
o,
Graph 1 Plots of the comparison ofalcohol consumption between pretest, 2 weeks, 4 weeks,

4
=¥

and 8 weeks after discharge in 2'groups —

After discharged till follow-up at 2 \'/v"('a’éléj ACA scores had decreased in both
groups, at 4 weeks—toHow-up—in—the—conirol-group=had_increased but in the
intervention group had decreased. At 8 weeks In the intervention group had slightly
increased while in the control group ACA scores presented very high increased.

To observe the'improvement of aleohol craviing control agency measured by
the OCDS at pretest and posttest after completed the ACC Program in the intervention
groups Pair .dependentst-test was used.; Fhis test was sused swhensthe=samples are
dependent; that is, when there is‘only one sample that has beentested twice or when
there are two samples that have been matched or “paired”. The pair was either one

person’s pretest or posttest scores or between pairs of persons matched into
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meaningful groups (Munro, 2000). OCDS was included 3 items, resistance/control
impairment, obsession, and interference.

Table 6 The comparison of alcohol craving control agency at pretest and posttest in

intervention group

OCDS scores t df  p-value

Intervention 31 .00

group (n = 32)

From Tables6 revealéd/that"OCDS scores in e intervention group had

statistical difference in‘all i e

AULININTNEINS
ARIANTAUNM TN



CHAPTER V
DISCUSSION, IMPLICATION AND RECOMMENDATION

This chapter presents the summary of the study, a discussion of the research
finding. It explores the effect of the Alcohol.@raving Control Program between
control and intervention group on alcéhol consumption in alcohol dependents. In
addition, the implieations™ §or ‘nursing practice, nursing education, and

recommendations forfuture research are described.

Summary of the study -

The Alcohal Craving Control Pr!ogrém aims to Improve craving control
agency that can effected on decredsed alcohdl‘;cé‘-nsumption in alcohol dependents was
constructed by applying the Orem’s Self—cé_rilc_-e-Dﬁn_‘_icit Nursing Theory. The program
was including 2 phases with 5 sessions and afsb 6n-phone calls after discharge. Phase |
with 5 sessions were an investigation and re;‘lé;;[-ic;n for decision to improve craving
control agency. Details included 1) cue management; 2) negative affect of decrease
consumption included alcohol withdrawal management, refusal skill and stress
management; 3) positive, affect of alcohol gonsumption included emotional control
and also' trip to stay sober had “provided with teaching, guiding, and supporting
techniques. Typically 60-90 minutes per session and 10 minutes per call were done.
Phase Il was*performance of praductive craving control agency included supportive
alcohol craving control in real life by telephone. The phone calls were proactive, once

a week in 1% month and 2 weeks for 1 call in 2" month, and focused on assignment

in the “Alcohol Craving Control Booklet”.
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The results of the study demonstrated by an evaluation of the outcome that
quantified alcohol consumption at 8 weeks after discharge, alcohol dependents who

completed ACC Program had signifi

antly decreased mean scores of alcohol
consumption better than one did not | articipated in the program (p < .05).
Furthermore, the analys E ed that after participation in

\\ N
N

x. Program had significant

vhich measured by OCDS
tion in the program (p <
( D 8) It can be concluded
that the alcohol depénder ""“'. -- \ the AC

‘ | \\ se -care action than ones

decrease alcohol consl

who did not participated

D\ d| g discussion is presents.

ﬂUEI’J'VlEWliWEI']ﬂ‘i
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Discussion

The effect of Alcohol Craving Control Program

The research hypothesis, ‘alcohol dependence patients who were completed an
ACC Program would have significantly deergased alcohol consumption than those
received usual care’ was supported.

Based on Oiem’s Seli=Care Deficit Nursing Theory (2001) indicated to
provide the samplesto undersiand their problem and their self-care requisites. In this

|

case, persons with™ alcohol /dependence k!qd new self-care requisites required to
decrease alcohol censumption and a new;albility required is alcohol craving control
agency. The finding that alcohol craying éont?ol agency increased in the intervention
group suggested that the effect of the nursir;g.aotion was partly related to its influence
on self-care agency. This @ccurred-in spite (:)f‘:the fact that the intervention focused on
only one specific aspect of self-care agency%l:-uﬂr{hermore, Orem had recommended
nursing strategy to help the patients to engédé‘fﬁ self-care in-which the patient’ s
requirements foihelp—are confined to decision making, -behavior control, and
acquiring knowledge and skills as supportive-educative system. Supportive-educative
system was the nursing intervention that guided in ACC Program. Follow the phase of
deliberate ' action,’ selfcare™operation; the™participants started- with,. phase 1 in the
program‘as estimative type included investigated internal and external factors that
caused themyta craverandsconsume alcohel.sAsking patients to deseribevpast relapse
(as presented in the result all patients had experience with intended to stop
consumption) provided important clues. Motivated to be aware and improved ability

to manage all factors with similar situation in the future developed and practiced new

self-care responses that can get more effective (Marlatt, 1985).
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Follow the transitional type including reflecting, judging, and deciding to
manage factors related alcohol craving to improve craving control agency and then
affected on decreased alcohol consumption was confirmed in this studied. Worked on
cue management, the result of the study presented investigated and planed to manage
cue in real situation can reduee alcohol craving-and consumption (see Appendix B).
These were congruent with-Rohsenow ;nd others.(2001) who proposed that alcohol
consumption was reduced by use of cue management strategies.

Increased knowledge about the e]ﬁ‘fect of alcohol consumption by investigated
knowledge and also.nformed more in th.edlii't.ems that they lack such as presented the
participants to know about effect of alcohél consumption en their individuals such as
central nervous system withdrawal symptdh_]_s, graving process and feedback them to
understand the relation of their problem{ yyith other” was caused by alcohol
consumption for instance, told them aboutijé";étudied by Litt and others (2000)
presented persons with alcehol dependence'hadrgrater mood disturbance (i.e., anger,
anxiety) and thensif can bring about the conflict with other ana#lead them to crave and
get more consumgption. In Cooney and others (1997) offered- the relation of cue and
emotional were aroused the craving to consume alcohol.

Witherawal symptomswere experiencedwith allyparticipants-in this study (see
Appendix B). Drummond and others (2000) presented 1o alleviate negative symptoms
of withdrawal that increased alcohql craving.and consumption. Teaching and guiding
to prevent and care' for withdrawal. symptoms ‘weie the' significant. strategies as
presented in the results of the study.

Stress management was the choice that provided for the participants because

stress is one of external factor that influenced the initiation and continuation of



89

craving and consumption (De Wit, 1996, Kushner et al., 1990). Skills for managing
stress that the participants were used include clam-down, deep-breathing, and count
the number. For positive self-talk, .the researcher provide the words to use as
‘anything happened it must be good” for remindsthe participants and they responds it
worked when they felt bad and stress.

Emotional control.was effectivei-\when the alcohol dependence faced with the
destructive effects_oitheirsalcohol ‘consumption on their life. All cases accepted
consumption made them gelax and felt éood. Finding other activity that made them
felt the same was the'choice. Some partiéiggnts selected tree planting, house work, or
artificial. Motivated them 10 confidence th"a}t they can felt happy by themselves though
non alcohol. Emotion cantrolled with consc:i'qysq_ess and used number count technique
was done (see Appendix B). ¥/

Practice skills to say “NO™ with offef;tio-: consume alcohol is provided in this
study as presented in Heater & Stockwell in QOM training to refusal without giving a
double message «iQ suggest an alternative activity that does noi iavolve substance use,
to change the subject to a different topic of conversation-and if the other person
persists, to ask him not to offer alcohol any more. Patients should be able to respond
quickly-andconvincingly when thesessituationsyarises In this study;-participants had
responded role-playing helped them to'easy to refuse offer to'consume.

Trip to stay sober in the detail of balance biood. sugar, early dinner and get
more ‘carbohydrates, these techniques-had accepted. ‘All ‘participants presented when
they got full they did not craved. As presented in the online alcohol & addiction

counseling (Bright eye, 2010: online), one things that can easily induce a craving for
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alcohol is low blood sugar. They suggested next time when get a craving for alcohol,
eat something instead that can leaded to feel how quickly that craving disappears.

Reminder cards were presented effective in Heater and Stockwell (2004)
studied. They used the reminder cards as.the automate the patient’s emergency
response to a lapse, reminder cards are designed to _help patients deal with intense
cravings at a time when they-may have ';rouble generating adaptive thoughts and self-
care actions. Results,@f this.study confirmed this concept.

Interesting im Tmproved alcohot l:raving control agency to get new self-care
action that decreased alcohol consumpt.io;rli. was supported self-care action in real
situation by telephones The phone calls wé!re proactive, once a week in 1% month and
2 weeks for 1 call‘in 20¢ month, and focuséq.oq_ assignment in the “Alcohol Craving
Control Manual for Patients” booklet. The results of this study agreed that patients
need booster self-care and mativation to selfé:?fé."faction. The continued vulnerability
to relapse still exhibited:~ Vulnerability to _'reiapse remains relatively high for
significant periods_of fime after standard treatment protocols; started with 2 weeks
later with slip and relapse within 8-24 weeks have ended-(McLellan et al., 2000;
Dennis, Scott, and Funk, 2003). McLellan and others (2005) suggested better
manageméntsrequires longer jperiods ofycontinued coantraet with the patients. Most
intervention and also telephone cotnseling programs ‘documents increased efficiency,
decreased readmissions and emergency room visits. Key component of the telephone
counseling are'to educate and support patient' and the number.one goal.is to.generate
good, quality outcomes. Educate and support patients to participate in monitoring
their health state and make lifestyle modifications to get better health. (Britton et al.,

1999). In this study, between the supportive self-care actions phase by telephone some
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participant had problems with got some sip. The researcher aware about the patients
should be reassured that nurses or their relative will not censure or blame him for the
mistake (Marlatt, 1985). Gave them compassion and understanding, along with
encouragement to learn everything possible about how to deal with similar situations
in the future and motivated them to think about negative outcome, past experience
while admitted and remind-their goal ca-;1 took them.decreased consumption. Confirm
the significant of ACE Program that can effect on decrease alcohol consumption and
can maintain long term self-care actior;l‘ (Figure 4). Related data recommended by
Caetano and Cunradif(2002) about ‘fhe ris.kdc'.)'.f alcohol dependence begins at low levels
of consumption and' ingreases: Iinearl;)-ll with " alcehol consumption. Suggestion
agreeable with the previous studied long ';E_nrr_.mjollow-up and motivate for self-care

between follow-up phases with repeated skilj"t_[aining will be improved positive self-

care (Cebeci and Celik, 2007)/="* A

Numerous studies eerroborated that-t”eaélﬁng and supporting self-care action
improves selfscare_scores and behavior (Hanucharurnkut-et-al .4997; Cutler, 2001).
A study by Stromerg and others (2003) determined that supportive training
interventions increase patients’ self-care behaviors while reducing their symptoms. In
this study, the researcher, alsodetermined that the ppatients=in.the gontrol group who
had higher alcohol” consumption™“means suffered” more problems “after they were

discharged compared with the patients.in the intervention group.
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Implications and recommendations

The findings of this study have provided significant information for nursing

. iveness of the Alcohol Craving
" ale endents. Add this program

is program may be adopted

practice and nursing research.

into the usual care sh

in another health ¢

Future studies

Conclusion

The hypomsis of the study was support. Alcohol aving Control Program

"cﬁ r‘;ﬁaﬁoﬁ) p{( in. alcoh lﬂfﬁe The results of
Iquxt eﬁd rifie Fﬁ’s' Iﬁrﬁfic usﬁTheory in used

to develop the intervention. This nﬁ*rsing interventiofi'should be available'for patients
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Standard Drink

A standard drink contains about 14% g of pure alcohol. Standard drink equivalents

include:

* One bottle of beer (£ ) as 5 dii  ; ' ign of beer as 1 drink.

* One bottle of : y.----j’ -_ spirit (3 '--nn-;-_i,-_iL 00 ml.) as 24 drinks.

« One bottle of whiie' ,» 01 Te "“-..H‘!. ml.) as 22 drinks.

Percent above is ethago! cantent by volu a Thaikla, Apinan Aramrat, and

F’TUEJ’JVIEWI?WEﬂﬂ‘i
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The OCDS score by individual in the intervention group were presented in
table 7.

Table 7 OCDS score at pretest and posttest in the intervention group

No. of case Pre OCDS Post OCDS scores

1
2
3
4
5
6
7
8
9
10
11
12
13
14
15
16
17
18
19
20
21
22
23
24
25
26
27
28
29
30

o~v~wo~NnNuSowvvoowuvNovowovwwoNwaNBovw~vwoo©

U
QQhM\:rLj; ntro ai]cy ad- impr c leted the'p gr h case
had increased the OCDS scores after completed the program. In case No. 6 when

looked at the detail between working on the performance of productive craving

control agency in the real situation. He had the crisis event after discharge that
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effected on his plan because he lost his job. The company had the plan to lay off some
of the employee. When contracted by the telephone to encourage and support, he

could not worked on his plan and g

) T e sip. The researcher continued to motive

self-care followed his plan..

Investigate i 3 factor influence “alcohol craving and
consumption by ‘ cf P aeon 32 samples.
.60 consumed for relax and
enjoyable, 31.03% (9 fo p ': ,s, and 10.84% (3 cases) because of

friends.

4. Past mtentﬁdn.stop consumption;jall cases had experience intended to stop

&m ek o 1 55 e Vot st

health care center no more than 2 times.

) VMGG B B kb B b o

%lnlmum was no more than 1 week.
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6. Confidence of success on control consumption after discharge; total score
was 10 as most confidence, 68.96% (20 cases) rated between 7-10, 31.03% (9 cases)
rated between 4-6.

7. All cases had experienced with withdrawal symptoms such as headache,
insomnia, nausea and vomiting, weakness, exeessive sweating (i.e., diaphoresis),
memory decline, depress,-irritable, shz;lking (i.e.tremor), sticky saliva, and rapid
heartbeat (i.e., tachycardia).

8. Problemssrelated consumptic;n; 24.13% (7cases) had experienced with

accident, all cases had problems with work, family relationship and reduce income.

Session 1 Cue management )

1. Investigate alcohol cues: that inﬂdence them to crave and consume alcohol
by cue assessment questionnaire: dnternal cUéiiﬂcIuded negative felling such as anger,
fear, anxiety, despond, grief"and-loss, sadneés, “sljnt'-fess, or shame and positive felling
such as satisfied, happiness, glad, hope fulufinll'é‘d',' Jjoyful, or love. Results presented
negative felling hiad-rated-to-craving-for-aicohol:morethan-posiiive felling.

External cue included things, time, place and person. Data presented times and
person had rated to craving for alcohol more than others.

2+ Cue management planning

Alll cases had planed to remove accessories that related to alcohol
consumptionssuchyas glassibottle, icefbottle er elamp-thatican provekedthemsta crave
alcohol when they go back home. Some patients had problem with alcohol Store that
they always pass along the way. Planning to find a new way or make a detour. With

family member consumption, assertive to tell those to stop consumption in the house

or searched for separate out when they consumed were made. Special occasions, the
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participants had planed to decide which one need to go and which one could refuse.
Planning to deal with persuasion of their friends and practiced to refuse were made.
About money, some of the participants presented if they had much money that could
evoke them to buy alcohol. Managed daily /money. and carried to fit were made to

manage this cue.

Session 2 Aleehol'withdrawal management plan
From that.mentioned, all cases had experienced with withdrawal symptoms.
|

Talking from experience thatearly self-careﬂ yvhen had some symptom that can reduce
their craving suchgas when they felt exi:glssive sweating (i.e., diaphoresis), sticky
saliva and rapid heartbeat (i.e., tachycarc"{ia)innd other open spaces, drinking cool
water, and took relaxation were the best. Prziblem with insomnia they took relaxation,
don’t exercise nearly bedtime, or drank sor:né warm beverages can made them sleep.

A4

When they got headache took medicine and rest

Session 3, Refusal ékiil‘ and Stress rﬁéﬁéa:e’rhent plan

Between the interventions participants had evaluated their stress and score
between 18-35 that mean the stress were a little bit more than the normal to high
stress. When talked about cause of stress, problem with relationships and finance were
presented. Example problems included the individual-starts to distance himself from
the people he loves and becomes more and more detached. He may lose his job or
start experienicing ‘serious health problems. Ordinarily, the alcohol dependence loses
everything they care about: their homes, their families, cars, possessions, jobs and
friends. Alcohol dependence is destroying their life. No one would be happy about

this happening.
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When provided relaxation technique; imagination with audio, muscle
relaxation, deep breathing, 70% of the participants chosen to use deep breathing and
no one chosen imagination because of the convenience. Positive self-talk was
provided for negative thinking habits that maysoccur when they got the problems.
Researcher provided the words to use as ‘anyihing happened it must be good’ for
reminded the participants.step thinking ;nd relieved.stress.

Refusal skillysparticipants presented about problems with their friends who
usually drunk together. Decision to aw;lly from them was the first choice that they

planed and also prepared the reason to refuse such as told them about health problem

or illness and doctor’siorder to stop consurﬁpti‘bn were used.

Session 4 Emotional control & tripé;,.t0astay sober

All cases accepted consumption maééimem relax and felt good. Finding other
activity that made them felt the séme was the?;c,t%().‘”;ce. Some participants selected tree
planting, house. work, or artificial. Motivaté'(gj"'fnhérh'to confidence that they can felt
happy by themselves-though-non-aicohol:Emotion-controtied.with consciousness and
used number coﬁnt technique was done.

Trips to sfay sober, participants presented thinking about make this day
successtul and' stop drinking this day were ‘very ‘useful 't~ remnd. In addition,
techniqué to control consumption was very useful when they got to sip for instance
ateymore~foodybeforeseonsumption, mixed alcehol-withy other bewverageyforsthin, or
change to consume other beverage alcohol free were effective. Gave them the

reminder cards that were used to automate the patients’ emergency response to a

lapse.
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Performance of productive craving control agency by 6 telephone calls

At first call talked about cue management planning, remind every planning
and confirmed it’s worked or not. The second till the sixth motivated adjust action
which action should be continued and should:be.develop or discontinue. For instance,
planning to eat dinner too early at the time«they used to consume alcohol can
decreased their craving. Lhis-action muis)t be continuing in all cases. Other participant
had planed with cug.management when discharged his mother took him to live with
grandmother. He had relecation and séme planning must be changed. The other
participant had lay off the'jol after dischérééd. He had high stress. Supportive to use
relaxation technique and sheer ug to be stipng' were done. Remind to use the positive
self-talk “anythinghappened it must be goo‘a{_.haJd the effective when used.

Another negative emotion that preseﬁtpg rin many cases was guilt. The samples
expressed feel guilty because. he has committ.tii -d’ié'honest deeds against the people he
cares about. This is an integral-part of the life ‘C¥¢|e of alcohol dependence. A person
who becomes«dependence to alcohol doesn’t just wake tp-ore-day and say, “Gee, |
think I’ll start usiag drugs until | destroy my family, my relationships and my life in
general.” Alcohol dependence starts with a problem. Alcohol is chosen as a solution
to relievethe, discamfortione is experiencing-byynot being-able-to selve the problem.
Physical and"mental complications then follow. It all"adds upto"a serious decline in
the person’s health and well-being.

To be successful, a.rehabilitation program must help ‘an alcohel ‘dependence
face his transgressions (violations of rules, laws or agreements) and enable him to
clean up the wreckage of his current life that has resulted from the dependence and

dishonesty.
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Before dependence, most people are basically good people with a sense of
right and wrong and with no intention or desire to hurt others. As the cycle of alcohol
dependence progresses and the cravings and other mechanics of dependence begin to
dissolve the individual’s self-control, they getinio situations where they are doing and
saying things they know deep down aren’t irue or right. All these dishonest or
damaging things are done.ie-eover up ar:d continue their alcohol consumption.

If the patterarof aleohol consumption continues, the alcohol dependence
eventually becomesirapped in‘a vicious éyc|e of alcohol consumption, hiding the fact,
lying about consumption and even stealir.\gdln{o support more alcohol consumption. At
each turn, the alcoholddependence is com"rulnitting more dishonest acts and, with each
act, is creating more damage in his life and:'r_gIaJtionships. None of these acts are truly
overlooked by the aleohol dependence; evehy,-misdeed Is committed to memory.

The memory of each.misdeed includéfaﬂ the surrounding circumstances in
place the moment the deed-was-tone: who was: ihSi/oIved, the time, the place and what
the end result of the dishonest deed was. The alcohol depeadence knows these
misdeeds are wrong and because the basic person himself is-good, he will feel bad or
guilty after the dishonest act is committed. Over time, these memories of guilt
accumulate. /\When. the~alcohel dependence-sees peaplesor places-involved in his
transgressions, these sights can trigger the guilt surrounding the misdeeds.

More and more transgressions are committed,”And more and more,“people and
things related" to" the 'transgressions “become triggers that..remind. the..alcohol
dependence of the dishonest acts. For example, perhaps a man steals cash from his
mother’s wallet and uses the money for alcohol consumption. Thereafter, whenever

he sees his mother, it triggers the memory of that stolen money. It can be enough just
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to see a person or an object to trigger the guilt! Sometimes no words even need to be
said.

Guilt is an uncomfortable feeling and so can prompt the alcohol dependence to
consume more alcohol to temporarily relieve this unwanted sensation. In this way,
guilt helps maintain the trap of alcohol dependenee.

The alcohol dependence will ai-éo begin te.withdraw more and more from
friends and family as«he transgressions committed. He will eventually pull away from
the family, secludeshimself, and even t;ecome antagonistic towards those he loves.
Remember, the basi¢ personality of an .aqjéllict IS good and the reason they end up
withdrawing from thgse they love is bedquse’ they know they are doing the wrong
things.

By the phone call some participant“si,-te_sponded used the reminder cards was
worked. In this study, the "sticker remindeicé‘ﬁds were given and motivated the
participants to apply it inie the place that tﬁeyzban read it every day. Many cased
responded whenthey read if, it can remind them to stop-consumption.

Some participants had some sip motivated them o think about negative
outcome, past experience while admitted and remind their goal can took them
decreased/consumntion~Discussions about.causes of the slip were from interpersonal
temptation, situations, the patients™experiences explicit or implicit pressure by other
people to consume. For example: the patients were €aten at a good restaurant on a
special occasion with same.friends: The waitress ‘comes over'and said “*Drink-before
dinner?” Everyone else orders one. All eyes seem to the patient so the slip occurred.
Other cause of slip was intrapersonal temptation situation such as three patients

presented when they have been out of the hospital for a month and haven’t taken a
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single drink. However, they have wondering how well the treatment really worked,
and they got a feeling like taking consumption to test it out.

One case that got a sip, after that in the morning he got some withdrawal
symptoms such as sweating (i.e., diaphoresis), sticky saliva and rapid heartbeat (i.e.,
tachycardia). He took action with find other open spaces, drinking cool water, and
took a deep breathing for. L0-minutes and he got betier. He responded all that can help
him. In the next phone'call he toldthat he can stop consumption.

The nursinggntervention was plaﬁned following guidelines from Orem’s Self-
Care Deficit Nursing Theowy for desig.;n;".a supportive-educative nursing system,
Alcohol Craving Conirol Rrogram. The gu!idel'ine indicating a need for individuals to
understand the level of their self-care reqtjis,itt__as seemed particularly appropriate in
this study. The nursing approach appeared to be highly acceptable to patients and to
contribute to their motivation-regarding alcéhdf:-'bonsumption self-care. This study
supports the utility of Orem’s theory of self_'-ca"re in_nursing practice and clinical
nursing researeh.

The use 6f Orem’s conceptual framework for the study was appropriate in
meeting the aim Of the study. Self-care agency was found to be influenced by the
nursingsntervention and-to bepositively-related;to alceholeraving control and alcohol
consumption”1n persons with alcohol dependence. The results of this study agreed
with__ many _previous researches _(Cebeci and = Celik, 2006; Culter, 2001;
Hanucharurnkul etial); 1997, Kumiarn, 2004).

In evaluating the utility of guidelines for supportive-educative nursing care,
consideration may be give to patient satisfaction with the approach, to patient

motivation regarding self-care, and to self-care outcomes. In this study, there were no
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measures of satisfaction or motivation. However, patients expressed positive reactions
to the nursing intervention based on Orem’s guidelines. Patients were very

cooperative in arranging self-care planning in the manual of Alcohol Craving Control

and high cooperative at folloy
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The example of the Alcohol Craving Control Program
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The Alcohol Consumption Assessment (ACA)
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The Obsessive Compulsive Drinking Scale (OCDYS)
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Informed consent form

1. Title: The effect of alcohol craving control program on alcohol consumption
in alcohol dependents
Code number: Population or participant... .. 4. ccoovvvienennn.

I was informed by the nurse researcher-namely Sunisa Suktrakul, address 70/2
M. 2, T. Pailing, Ayutthaya, Thailand, 13000.

I am willing to take part in a research study, which help me to manage some
factors that effect my alcohol.eonsumption. This study should help to prevent my
health problems and problems related to others. Results of this study should benefit
on other health problems andon nursing knowledge.

| know that I willibe one out of 60 persons who asks to answer some
questionnaire and also participate in the éweeks program which one hour in each
session. | have been toldthat | will continue contact with the researcher after
discharge by telephone and follow-up-in 'Fhanyarak institute on drug abuse at week 2,
4, and 8 after discharge. —

I know that | strictly voluntary in the study, or | can dropout of the study at
any time without penalty \\WWhether Lam ln'the study or not, there will be no affected
on health, or usual‘care.

| have been told about the reason for study and about my part in it, and | have
been able to ask question. I'will be assrgned umber and name will not be connected
with the study in any way when the resulis are reported The nurse researcher will
make every effort to keep my.identity confidential.'Only the nurse researcher will
have assessed to any my information. —

I understand that during.the study | can cogtact the researcher by calling
Sunisa Suktrakul, atthe Faculty of Nursing, Chulalongkorn University by calling 02-
2189825, at home by calling 035- 242-965, and via call phone by calling 08-1804-
0459. v

I have read the information above. | am willing to be in fhls study and
participation is voluntary. After I sign on this from | understand I will receive a copy
of this consent form. -

Place/Date (ceee e )
Witness signature
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