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Background & objectives: Relapse is a common and distressing aspect of substance dependence mediated 
by several biological and psychosocial factors. This study examined the association between demographic 
variables, clinical parameters and certain psychosocial factors and relapse among patients with either 
alcohol or opioid dependence.
Methods: Structured assessments of clinical/demographic parameters, relapse precipitants, coping 
strategies, self-efficacy, stressful life events and perceived social support were carried out among patients 
with alcohol/opoid dependence (n=30) who had relapsed and compared with those (n=30) who had 
managed to remain abstinent. Similar comparisons were also carried out between relapsed and abstinent 
patients in the individual subgroups of alcohol and opioid dependence.    
Results: Patients who had relapsed were significantly more likely (i) to have a positive family history of 
substance use and higher number of previous relapses; (ii) to be using maladaptive coping strategies; (iii) 
to have been exposed to a higher total number of ‘high risk’ situations; and (iv) have experienced a higher 
number of undesirable life events. Those who had remained abstinent tended to use significantly more 
number of coping strategies, principally adaptive ones and scored significantly higher on all measures 
of self-efficacy.  Factors influencing relapse appeared to be largely similar among patients with alcohol 
and opioid dependence.
Interpretation & conclusions: This study provided further evidence in support of the importance of 
certain clinical/psychosocial factors in relapse in substance dependence. It extended these results to 
substances other than alcohol and provides the basis for investigating correlates of relapse in a wide 
range of behavioural and substance use problems. 
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	 Substance dependence is a major problem 
worldwide, India being no exception. Although short-
tem treatment of this condition is quite effective, 
preventing relapse often proves to be far more 
challenging. A majority of such patients relapse within 
a year of starting treatment, with the first three months 
being the most vulnerable period1. Relapse can be a 

frustrating experience and usually has several adverse 
consequences for patients, caregivers and therapists. 

	 Relapse is a complex and dynamic phenomenon 
that appears to be determined by both neurobiological 
and psychosocial processes. In the recent past, there 
has been an increasing focus on gene-environment 
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interactions in the genesis of relapse2. Studies on 
humans and animal models have also indicated the 
role of dysfunctional brain areas and circuits, changes 
in neurotransmitters such as dopamine or gamma 
aminobutyric acid, disturbances in hypothalamo-
pituitary-adrenal axis, and the enduring biological 
effects of chronic drug exposure as key mediators of 
relapse. Altered neural responsiveness is proposed to 
impair the central nervous system’s ability to mount 
an appropriate response to environmental stressors, 
heightening the probability of relapse. These theories 
thus place particular emphasis on biological changes 
and their interactions with psychosocial factors in 
perpetuating the vulnerability to relapse3-5. 

	 In one of the most influential social-cognitive-
behavioural models proposed by Marlatt6,7, relapse 
has been viewed as an unfolding process in which 
resumption of substance use is the last event in a 
long sequence of maladaptive responses to internal or 
external stressors. Like most other models, this one 
also proposes that an individual experiences a sense 
of perceived control while maintaining abstinence. 
This perception of self-control continues till the person 
encounters a ‘high risk’ situation. Three categories 
of such situations viz., negative emotional states, 
interpersonal conflicts, and social pressures have 
been proposed. If the individual is able to execute an 
effective coping response in such problem-situations, 
the probability of a relapse is considerably lessened. 
Effective coping depends on the person’s self-efficacy, 
defined as his/her expectations concerning the capacity 
to cope with several ‘high risk’ situations. An increased 
perception of self-efficacy helps in maintenance of 
abstinence. On the other hand, ineffective coping leads 
to lowering of self-efficacy and a sense of helplessness. 
This can precipitate minor slips or lapses into substance 
use, which eventually snowball into a full relapse. 

	 Despite the enormous influence of this and other 
similar models of relapse, very few studies have 
actually put these models to test. It has been reported 
that negative mood states and other high-risk situations, 
self-efficacy, coping resources, etc., are singly or jointly 
predictive of relapse7-11. This lends credence to the pre-
eminence of such factors and validity of such models 
of relapse. However, several methodological problems 
including variable definitions of relapse and differences 
among the populations studied continue to afflict this 
area12. Though it is proposed that similar mechanisms 
underlie relapse in persons with different kinds of 
substance dependence, research has mainly focused 

on alcohol dependence. Other types of substance 
dependence have been examined far less frequently. 

	 Therefore in this study we attempted to examine 
the association between demographic variables, 
clinical parameters, relapse precipitants (or ‘high risk’ 
situations), coping strategies, self-efficacy, stressful life 
events and perceived social support, and relapse among 
patients with either alcohol or opioid dependence. 
Based on predictions of the models of relapse and 
previous literature in this area it was expected that these 
variables would demonstrate significant associations 
with relapse among both groups of patients. 

Material & Methods 

Patients: The sample was drawn from the population of 
patients attending the Drug De-addiction and Treatment 
Centre (DDTC) of the Department of Psychiatry, Post- 
graduate Institute of Medical Education & Research 
(PGIMER), Chandigarh. As the DDTC population 
comprises almost exclusively of males, only men were 
taken up for the study. Based on previous comparisons 
it was decided to include a minimum of 30 patients 
in each group. Power calculations suggested that this 
sample size was adequate for most of the comparisons 
attempted. Purposive sampling, over a period of about 
1 yr (July 2002 to June 2003) was carried out to induct 
the sample. the sample consisted of (i) the abstinent 
group consisting of 30 patients of alcohol/opioid 
dependence who following treatment for their condition 
had managed to remain abstinent for a minimum period 
of 6 months and (ii) the relapsed group consisting 
of 30 patients of alcohol/opioid dependence who 
following treatment for their condition had maintained 
in a remitted state for at least two weeks, but had then 
relapsed within the next 6 months. 

	 An episode of relapse was defined as the person 
meeting ICD 10 classification of mental and behaviour 
disorders diagnostic criteria for research (ICD-10-
DCR)13 for alcohol/opioid dependence for a minimum 
period of 1 month. 

	 Inclusion criteria for patients to be inducted 
included 18-65 yr of age, have fulfilled ICD-10  
DCR13 criteria for alcohol/opioid dependence and have 
received treatment for their condition. Diagnoses were 
established conjointly after detailed semi-structured 
interviews. Patients were excluded if they had co-
morbid psychiatric disorders, personality disorders, 
major physical illnesses, organic brain syndrome or 
mental retardation. Patients with multiple substance 

	 MATTOO et al: rELAPSE IN MEN WITH ALCOHOL or OPIOID DEPENDENCE	 703



abuse/dependence (e.g. those with alcohol dependence 
and co-morbid opioid dependence or vice versa) 
were excluded apart from those who were abusing or 
dependent on nicotine in addition to alcohol/opioids. 

Assessments: Demographic and clinical data were 
obtained from patients, relatives or case notes and  
recorded using structured formats. Severity of 
dependence was rated using the Severity of Alcohol 
Dependence Questionnaire (SADQ)14 and the Severity 
of Opioid Dependence Questionnaire (SODQ)15. A Hindi 
version of the original Relapse Precipitant Inventory 
(RPI) was used to assess ‘high risk’ situations16. This 
version of the RPI has been standardized to cover relapse 
in all kinds of substances including alcohol. It is reliable 
and has a factor-structure similar to the original version. 
Coping was evaluated using the Coping Behaviour 
Inventory (CBI)17, which was slightly modified to suit 
patients with opioid dependence. A Hindi translation of 
the original Self-Efficacy Scale (SES) was used to rate 
self-efficacy18. Psychometric properties of the Hindi 
version have been found to be adequate and it consists 
of two factors similar to the original scale. Stressful 
life events in the past year were determined using the 
Presumptive Stressful Life Events Scale (PSLES)19, 

which is an Indian adaptation of the original Holmes 
and Rahe’s Social Readjustment Rating Schedule20; 
the scale has adequate psychometric properties and 
local norms. Perceived social support was measured 
using the Social Support Questionnaire (SSQ)21, an 
Indian adaptation of the scale of Pollack and Harris22. 
It is a reliable and valid instrument with higher scores 
denoting greater support. 

	 Assessments were conducted when patients were 
not in an intoxicated state and were non-blind and 
cross-sectional. 

Ethical considerations: The study was approved by 
the Research and Ethics Committees of the institute. 
It conformed to the ethical guidelines of the ICMR23 
for biomedical research on human subjects. Written 
informed consent was obtained from patients 
before induction. Other ethical safeguards such as 
confidentiality, right to withhold or withdraw consent, 
etc., were also maintained during the study. Treatment 
was not altered in any manner whether the patient 
agreed or refused to participate in the study. No invasive 
investigations were carried out as a part of the study. 

Data analysis: Comparisons between relapsed and 
abstinent groups were carried out using t tests for 
continuous variables and Chi-square for discontinuous 

variables. The Mann-Whitney test was used for data 
with non-normal distributions. 

Results

	 Both groups consisted mostly of married, educated 
and employed men in their 30s from urban backgrounds. 
There were no significant differences between the two 
groups on any of the demographic parameters (Table I). 

	 In the abstinent group the number of patients with 
alcohol dependence was more than those with opioid 
dependence and the opposite was true for the relapsed 
group, but these differences were not significant. 
Patients who had relapsed were significantly more 
likely to have a positive family history (P<0.05) for 
substance use and higher number of previous relapses 
(P<0.001) (Table II). 

	 The patients relapsed after about 4 months of 
treatment and remained in a relapsed state for about 45-
80 days. There were no significant differences between 
patients with alcohol or opioid dependence on any of 
the variables related to relapse (Table III). 

	 On the RPI patients who had relapsed had 
significantly higher mean total scores as well as 
significantly higher mean scores on 3 high-risk 
situations viz., negative mood states (P<0.05), external 
situations and euphoric states (P<0.05) and lessened 
cognitive vigilance (P<0.01), compared to patients who 
had remained abstinent. Comparison of the CBI scores 
revealed that the relapsed group had significantly higher 

Table I. Demographic characteristics of the study sample
Variables Abstinent group  

(N = 30)
Relapsed group  

(N = 30)
Age (yr) 35.5 ± 11.3a 30.9 (9.36)
Marital status
Married 18 17 
Not married 12 13
Years of schooling              11.3 ± 3.5a 12.8 (3.0)
Occupation
Employed 23 20
Not employed 7 10
Income (Rupees/
month)
< 3000/-  8 10
> 3000/- 22 20
Residence
Urban 24 26
Rural  6  4
a Values are mean ± SD
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a significantly higher number of undesirable life events 
(P<0.05) in the past year. There were no significant 
differences between the 2 groups on the SSQ scores 
(Table IV).

	 Comparisons were also carried out on all the 
above parameters between patients with alcohol 
dependence who were abstinent (N=17) versus those 
who had relapsed (N=12), as well as patients of opioid 
dependence who were abstinent (N =13) versus those 
who had relapsed (N=18). Though the numbers were 
rather small and the number of significant differences 
fewer, the differences were consistent with the overall 
trend. Accordingly, among patients with alcohol 
dependence significant differences between patients 
who had relapsed and those who remained abstinent 

Table II. Clinical profile of the patients in the two groups
Variables Abstinent 

group         
(N=30) 

Relapsed 
group              

(N=30) 
Alcohol dependence 17 12
Opioid  dependence 13 18
Age of onset of substance use (yr) 20.7 ± 5.3 20.2 ± 5.0
Duration of substance use (yr) 14.1 ± 10.9 10.5 ± 8.4
Time to develop dependence (yr) 8.2 ± 8.4 4.8 ± 4.8
Age of onset of dependence (yr) 28.3 ± 9.3 23.4 ± 8.3
Duration of dependence (yr) 6.1 ± 5.8 6.3 ± 6.1
No. of previous relapses** 0.5 ± 1.0 1.4 ± 0.7
No. of hospitalisations 1.7 ± 0.9 1.6 ± 0.9
Duration of last hospitalisation (days) 18.3 ± 7.1 11.9 ± 9.5
Family history of substance use*

Present   3 19
Absent 27 11
Family history of substance dependence
Present 27 27
Absent   3   3
Values are mean ± SD
P*<0.05 **<0.001  between the two groups

Table III. Relapse profile of patients with alcohol and apioid 
dependence
Relapse variables Alcohol 

dependence 
(N =12)

Opioid 
dependence 

(N = 18)
Time from treatment to lapse  

(days)
73.5 ± 35.2 127.5 ± 163

Time from treatment  to relapse 
(days)

120.8 ± 53.7 120 ± 50.8

Duration of relapse (days) 79.8 ± 78.1 44.5 ± 84.5
Time taken to seek help after relapse 

(days)
370.1 ± 640 158 ± 86.7

SADD scores 10.2 ± 3.3 -
SODQ scores - 20.2 ± 6.8
Values are mean ± SD
SADQ, Severity of alcohol dependence questionnaire  
SODQ, Severity of opioid dependence questionnaire

Table IV. Scores on the Relapse Precipitant Inventory (RPI), 
Coping Behaviour Inventory (CBI), Self-Efficacy Scale (SES), 
Presumptive Stressful Life Events Scale (PSLES) and the Social 
Support Questionnaire (SSQ)

Scales Abstinent group        
(N = 30)           

Relapsed group              
(N = 30) 

Relapse precipitant inventory 
Negative mood states 4.63 ± 4.29 6.77 ± 3.91*

External situations/euphoric 
states

2.13 ± 2.22 3.33 ± 2.21*

Lessened cognitive 
vigilance

1.03 ± 1.03 1.77 ± 1.04**

RPI total score 9.53 ± 8.50 14.33 ± 7.19*

Coping behaviour inventory
Positive thinking 1.33 ± 0.59 0.79 ± 0.34***

Negative thinking 0.69 ± 0.42 0.98 ± 0.39**

Avoidance 1.37 ± 0.39 1.59 ± 0.49
Seeking social support 1.83 ± 0.78 1.54 ± 0.58
CBI total score 1.38 ± 0.42 1.03 ± 0.33***

Self-Efficacy Scale
General self-efficacy 53.30 ± 7.75 34.90 ± 4.58***

Social self-efficacy 15.76 ± 2.93 12.23 ± 1.79***

SES total scores 80.43 ± 8.83 57.26 ± 5.97***

Presumptive stressful life events  
scale (stressful life events for  
the past year)

Desirable events 0.87 ± 1.04 0.83 ± 0.91
Undesirable events 0.06 ± 0.25 0.77 ± 2.1*
Total events 3.67 ± 4.30 4.97 ± 3.58
Total stress score 189.13 ± 214.26 199.10 ± 166.80
Lifetime stress score 429.13 ± 189.48 376.33 ± 209.98

Social Support Questionnaire
Total SSQ scores 50.30 ± 5.28 47.43 ± 7.28

P*<0.05; ** < 0.01; *** <0.001 compared to abstinent group.
Values are mean ± SD

mean scores on maladaptive strategies such as negative 
thinking (P<0.01) and significantly lower mean scores 
on adaptive strategies such as positive thinking  
(P<0.001) than the abstinent group. Patients who had 
relapsed also had significantly lower (P<0.001) mean 
total scores on the CBI than patients who had remained 
abstinent. Scores on the SES showed that patients 
who suffered a relapse had significantly lower mean 
total scores as well significantly lower scores on the 
general- efficacy and social-efficacy factors (P<0.001) 
than patients who were abstinent. The PSLES results 
revealed that patients who had relapsed had experienced 
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significantly more likely than abstinent ones to have 
been exposed to a higher total number of high risk 
situations, including the ones described earlier. These 
results are not only consistent with proposals regarding 
the pivotal role of exposure to high risk situations 
in the onset of relapse26, but also in accordance with 
the results of a number of earlier studies27-31. Patients 
with alcohol/opioid dependence who remained 
abstinent tended to use significantly more number of 
coping strategies including adaptive strategies such 
as ‘positive thinking’, while those who had relapsed 
used maladaptive strategies such as ‘negative thinking’ 
more often. It has been reported previously that the 
number and effectiveness of coping strategies among 
patients are important in determining relapse28,31. 
Further, abstinent patients scored significantly higher 
on all measures of self-efficacy, confirming previous 
research32,33 on the importance of self-efficacy as 
a determinant of relapse. Lastly, patients who had 
relapsed in this study had experienced a significantly 
higher number of undesirable life events than those 
who were abstinent, which is in line with some30, but 
not all11, 34, of the earlier studies which have documented 
such an association. 

	 In addition, the current study extends the results 
regarding correlates of relapse further by demonstrating 
the operation of largely similar mechanisms of 
relapse among patients with both alcohol and opioid 
dependence. This is noteworthy because much of the 
earlier research on relapse has been conducted among 
patients with alcohol problems, with other substances 
such as nicotine24,25 or opiates24,30 being addressed only 
occasionally.

emerged on age (P<0.001), time to dependence 
(P<0.05), number of previous relapses (P<0.05), certain 
subscale scores on the RPI and the CBI, and on total/
subscale scores on the SES. Similarly, among patients 
with opioid dependence the relapsed and abstinent 
groups significantly differed on the number of previous 
relapses (P<0.001), subscale and total scores of the CBI 
(P<0.05) and the SES (P<0.001). There was however, no 
clear pattern to these differences. The factors influencing 
relapse appeared to be largely similar among patients 
with alcohol and opioid dependence (Table V). 

Discussion

	 The results of the present study showed that certain 
clinical and psychosocial variables were reliably and 
consistently associated with relapse among patients 
with alcohol/opioid dependence. Thus, it adds to the 
previous research in this area which has demonstrated 
that similar clinical/social variables are important 
correlates of relapse. Consequently, clinical parameters 
such as the number of previous relapses and positive 
family history of substance use emerged as significant 
determinants of relapse among patients with alcohol 
as well as opioid dependence, while a shorter time 
to dependence was significantly associated with 
relapse among patients of alcohol dependence. These 
observations are in line with previous suggestions 
that severity/outcome of substance dependence could 
be important correlates of relapse24,25. At the same 
time, psychosocial factors such as relapse precipitants 
(or high risk situations), coping, self-efficacy and 
stressful life events appeared to be of greater import in 
determining relapse. Patients who had relapsed were 

Table V. Subgroup comparisons between alcohol and opioid dependencea

Variables Alcohol dependence (n =29) Opioid dependence (N =31)
Abstinent group  

(N = 17) 
Relapsed group 

(N = 12)
Abstinent group  

(N = 13)
Relapsed group 

(N = 18) 
Age (yr) 43.7 ± 5.3 32.2 ± 8.9** 24.8 ± 7.2 28.1 ± 8.8
Time to develop dependence (yr) 13.4 ± 7.6 8.1 ± 4.9* 1.4 ± 2.4 2.5 ± 3.2
No. of previous relapses 0.6 ± 0.9 1.1 ± 0.9* 0.5 ± 1.1 1.3 ± 0.5***

RPI  scores Lessened cognitive vigilance 1.05 ± 1.14 2.08 ± 0.79* 8.69 ± 6.21 14.22 ± 7.74*

CBI positive thinking 4.50 ± 6.61 0.79 ± 0.29* 1.4 ± 0.56 0.78 ± 0.42*

CBI Negative thinking 0.75 ± 0.37 0.90 ± 0.39* 0.60 ± 0.50 1.03 ± 0.40*

CBI total score 1.32 ± 0.50 1.02 ± 0.34* 1.41 ± 0.38 1.05 ± 0.37*

SES-general self-efficacy 55.53 ± 8.29 34.50 ± 4.58*** 50.38 ± 6.10 35.16 ± 4.31***

SES-social self-efficacy 16.23 ± 3.30 13.50 ± 1.73*** 15.15 ± 2.34 11.39 ± 1.28***

SES total scores 82.82 ± 9.32 59.16 ± 5.40*** 77.30 ± 7.34 56.00 ± 6.12***

P *< 0.05; ** < 0.01; *** <0.001 compared to respective abstinent group. a – Only significant results are depicted here.
RPI, Relapse Precipitant Inventory; CBI, Coping Behaviour Inventory; SES, Self-Efficacy Scale; PSLES, Presumptive Stressful Life Events 
Scale; SSQ, Social Support Questionnaire
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	 Finally, the models of relapse referred to earlier 
have been developed in the West and much of the 
research evidence also originated from the western 
countries. Thus, the present findings are useful in 
illustrating the universal nature of relapse in substance 
dependence and its proposed mechanisms. 

	 If the variables identified in the current and earlier 
studies are indeed important correlates of relapse in 
substance dependence, these could be of considerable 
help not only in predicting relapse, but also in identifying 
key areas to be targeted in order to prevent this common 
and distressing occurrence. If similar mechanisms of 
relapse operate across several categories, the findings 
could also be applicable to a wide-range of substance 
abuse disorders35, as well as problem behaviours 
such as impulse control disorders (e.g. pathological 
gambling, pyromania, kleptomania, etc.), eating 
disorders, obesity, etc., currently conceptualised as 
behavioural addictions36. Since relapses also constitute 
a significant aspect of such behaviours, extending the 
findings from the field of substance dependence could 
help in understanding and preventing relapses in these 
conditions as well.

	 This study has several methodological limitations 
and this evidence can only be regarded as preliminary. 
The sample size of the current study was small and the 
sample was restricted to men with substance dependence 
attending a specialized unit of a general hospital. The 
findings thus can not be generalized to other patient-
populations with substance dependence. Biases could 
have arisen from the fact that the assessments were non-
blind. One time cross-sectional evaluations employed 
may have failed to capture the dynamic nature of the 
process of relapse. The study was exclusively limited 
to exploration of psychosocial correlates of relapse, 
and biological factors were not considered. Moreover, 
the significant associations between psychosocial 
parameters and relapse demonstrated do not prove that 
these were causal connections.
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