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  ABSTRACT 

 
Background: Understanding the needs of clients seeking treatment for addiction related disorders plays a 

vital role in treatment outcomes. Alcohol Dependence Syndrome (ADS) is known to impact individuals 

along with their family members. However, there is a paucity of literature in the Indian context on the 

treatment needs of persons with ADS. The present study aimed to explore the treatment related felt needs 

of persons who presented with complicated Alcohol Withdrawal in Delirium Tremens (CAWDT). 

Methods: Semi-structured interviews were conducted with 25 males who presented with CAWDT at the 

Centre for Addiction Medicine (CAM), National Institute of Mental Health and Neuro Sciences 

(NIMHANS), a tertiary health care centre in Bangalore, Karnataka, India. The interviews were recorded, 

transcribed and analyzed using the General Inductive approach. 

Results: The mean age of the sample was 36.28 years and their total duration of dependence on alcohol 

was 12.96 years. From the qualitative data analysis, five 5 broad categories of needs emerged, which were: 

(i) managing craving and relapse, (ii) personal needs, (iii) informational needs, (iv) cognitive needs and (v) 

miscellaneous needs such as health related needs, financial help and counselling needs. 

Conclusion: Patients with CAWDT are a very vulnerable group where repeated withdrawal from alcohol 

can lead to severe complications including death, making it imperative to address their concerns 

comprehensively. Assessing and addressing these needs in treatment will help in better treatment outcomes 

as well as help in developing and personally tailoring psycho-social interventions for better and holistic 

management. 
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INTRODUCTION 

 

Alcohol Dependence is defined as ‘a cluster of behavioural, cognitive, and physiological phenomena that 

develop after repeated alcohol use and that typically include a strong desire to consume alcohol, difficulties 

in controlling its use, persisting in its use despite harmful consequences, a higher priority given to alcohol 

use than to other activities and obligations, increased tolerance, and sometimes a physiological withdrawal 

state’ [1]. Alcohol withdrawal delirium (Delirium Tremens, DT), is a severe complication which may be 

preceded or complicated by seizures [1]. Literature in India is scarce as highlighted in a review that DT is 

not given importance in teaching programmes, research protocols and therapeutic strategies [2]. 
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Pharmacological management has been extensively reported [3]. It is just the start towards abstinence and 

extends into enrolling in long term treatment programmes [4]. However, literature on non-

pharmacological interventions is lacking [5]. Patients face multiple problems apart such as depression, 

unemployment, financial and family problems, limited social support [6], psycho-social problems in the 

form of medical needs, psychological distress, legal involvement, employment problems, and/or housing 

difficulties [7]. Researchers [8] have identified several unmet needs such as financial, mental health, 

vocational and medical service needs, which are known to be closely related to alcohol use and have 

negative impacts on treatment retention and outcome [9]. 

Though treatment services have acknowledged clients’ multiple needs and improved the service diversity, 

few comprehensive programs exist [10]. This creates a growing need to match patients to specific 

treatment modalities [11]. Treatment programmes usually provide only basic services and occasionally 

supplemented with adjunct services or a mixture of different service [12]. For holistic treatment, the 

selection of appropriate treatments based on their need would facilitate a positive and lasting outcome. 

Such an exploration of needs has not been undertaken for persons with Complicated Alcohol Withdrawal 

in Delirium Tremens (CAWDT), prompting the present study at a tertiary care addiction treatment facility 

of southern India. 

 

METHODOLOGY 

 

Ethical statement 

This study is part of the initial phase of an ongoing doctoral study titled “Intensive case management for 

persons with severe alcohol dependence: a feasibility study (Clinical Trials Registry India no: 

CTRI/2015/02/005564).” The ethical approval was obtained from the institutional Human Ethics 

Committee. The patients were explained about the study and written informed consent was obtained. 

 

Design 

This qualitative explorative study used semi-structured face-to-face interviews for data collection and 

followed a general inductive approach for data analysis [13]. This approach proposes simple steps in 

qualitative data analysis, which summarizes large raw textual data into concise results, and establishes 

clear relationships with research objectives [13]. 

 

Setting and participants 

The study was carried out at the Centre for Addiction Medicine, NIMHANS, Bengaluru, Karnataka, 

India.  Male patients aged ≥18 years to 50 years; diagnosed with ADS as per the International 

Classification of Diseases (ICD-10), presenting with CAWDT, able to converse in either English or 

Kannada; and not using any other substance (except nicotine were included). Persons with co-morbid or 

unstable medical or neurological conditions were excluded. Of the 41 eligible patients contacted during the 

months of June 2015 to December 2015, 25 eligible patients who consented to participate for this phase of 

the study were included. To generate a comprehensive set of needs - a heterogeneous group of respondents 

was purposively selected and included into 3 groups – first time treatment seekers for CAWDT (N=10), 

those maintaining abstinence at one month follow-up (N=7) and those re-admitted with an early relapse 

following initial treatment (N=8).  

 

Interviews and data collection 

Socio-demographic and clinical related details were collected using a standardized schedule. Once the 

patients had recovered from the episode of DT, and cognitive abilities had improved, as ascertained by a 

qualified psychiatrist, face-to-face interviews were conducted by the first author (JAJA) focusing on 

understanding their needs. Open-ended questions were asked such as, “What are your current needs and 

concerns? Or what kind of help are you expecting from the doctors?” If they could not respond 

spontaneously they were assisted with probes that were prepared in consultation with eight mental health 

professionals belonging to Psychiatric Social Work (3), Psychiatry (3), Psychology (2) and Anthropology 
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(1) disciplines. They were selected based on their experience in working in the field of addiction medicine 

or possessing the knowledge of qualitative research methods. 

 

STATISTICAL ANALYSIS 

 

The 25 audio recordings were transcribed into English text and field observation notes were added. Later 

the transcripts were imported into and coded with the assistance of QDA Miner 

Lite (http://provalisresearch.com/products/qualitative-data-analysis-software/freeware/). A single 

researcher is sufficient to carry out the analysis if they are well immersed in the process of data collection 

and analysis, [14, 15] which was carried out by the first author (JAJA). The general inductive approach 

[13] was used to a guide the qualitative data analysis.  During coding, the text segments that depicted the 

needs were critically analyzed and codes were created initially for ten transcripts. It was revised, refined 

with new insights, checked for consistency and later assigned under the meaningful themes. This was 

further discussed with two peer researchers to sort out and cross-check the consistency of the codes with 

the assigned themes. The differences were resolved after clarifications and discussion. Though saturation 

was achieved at 18 interviews the analysis for all 25 interviews was completed. 

 

RESULTS 

 

Socio-demographic data and clinical characteristics of the patients with CAWDT 

The mean age of the patients was 36 years (SD ± 6.3) and they had a mean of 7 years (SD ± 4.15) of 

education. Majority (60%) belonged to lower / upper middle class; were Hindus and married (N=21) and 

unskilled by profession (N=11). The clinical characteristics are presented in Table 1.  

 

Table 1 – Clinical Profile of patients with CAWDT 

 

 

 

 

 

 

 

 

 

 

 

Treatment related Psycho-social felt needs of the patients with CAWDT 

Five themes emerged from the qualitative data analysis. The needs are organized and presented under the 

relevant themes as per the hierarchy based on the number of times the patients emphasized on each need 

(See Table 2). The detailed description of each theme and the participants’ quotes are given below: 

1. Managing Craving and Relapse Prevention 

Patients wanted help in handling craving, managing peer pressure, time and money that posed as 

maintaining factors for relapse based on their previous experiences. Their quotes are as follows: 

“I don’t know what to do even when I know that I should not drink, I feel like drinking. Even after taking medication I 

get this feeling (craving). I try my best but I am unable to handle it….I need your [professional] help.” (Participant 1, 

32 years) 

VARIABLE Mean ± SD 

Age at  initiation of first use  of alcohol 19.48 ± 4.35 (Median = 19) 

Age at first intoxication 20.28 ± 4.70 (Median = 20) 

Age at initiation of daily drinking of alcohol 23.36 ± 4.86 (Median = 25) 

Age of harmful use of alcohol 23.68 ± 4.69 (Median = 25) 

Age of onset of dependence on alcohol 23.80 ± 4.62 (Median = 25) 

Total Duration of Dependence in years 12.96 ± 7.73 (Median = 12) 

Duration of untreated dependence in years 12.24 ± 7.90 (Median = 10) 

Amount of money spent on alcohol consumption 

in a day 

272 ± 97.98 (Median = 300) 

Recovery from the DT episode in days 4.04 ± 1.02 (Median = 4) 

Number of In-patient admission days 19.12 ± 7.51 (Median = 17) 

Maximum period of Abstinence in months 4.80 ± 2.78 (Median = 4) 

http://www.sciencedirect.com/science/article/pii/S1876201815001690?np=y#tbl0010
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 “When I meet my friends, they force me to accompany them. Even though I tell them that I have stopped drinking they 

compel me. The doctors say that we should avoid meeting them but I, do not know how to manage this situation. Can 

you tell me how I can meet my friends without drinking?” (Participant 4, 28 years) 

“After completing a project, the first thing that I want to do is to go and drink... I want to know how to manage my 

money because when I have extra money, I drink to celebrate my achievement and as a way to relax.” (Participant 10, 

34 years) 

 

2. Personal Needs 

Persons with CAWDT were expressive about their personal needs. Few of them denied the problem while 

others attributed their drinking as a result of the behaviour of their family members.  

“There is a lot of misunderstanding between me and my wife for simple reasons...leading to verbal fights. My wife says 

she will leave me if I drink so I get upset…. I know my drinking is a problem but I cannot control myself…I need you 

[professionals] to help us to solve these problems.” (Participant 2, 35 years) 

“When I come home late or if I am out with friends, she criticizes me saying that I started drinking….this upsets me a 

lot. In the past I used to go and drink…. I only wish if my wife could understand what I am going through and stop 

doubting me.” (Participant 22, 31 years) 

“I face a lot of pressure both personally and professionally. I am unable to work properly or spend time with my family. 

All these things disturb me and I feel stressed so I end up drinking…I want to know how I can manage all these 

problems.” (Participant 11, 36 years) 

 

Table 2 - Hierarchy of needs of Patients with CAWDT 

 

 

Hierarchy 

 

Themes 

No. of 

participants 

 

Codes 

 

1 

 

Managing Craving 

and relapse 

prevention 

 

23 

Handling craving; handling peer pressure; 

managing high risk situations, money and 

time management; handling 

feelings/emotions. 

 

 

2 

 

 

Personal needs 

 

 

22 

Addressing marital & family problems; 

family members to be supportive and less 

critical/nagging and doubting; handling 

problems at work place. 

 

 

3 

 

 

Information needs 

 

 

19 

Information about effects and impact of 

alcohol; treatment; causes; side effects of 

medication; follow up; investigations and 

want material on the same. 

 

4 

 

Cognitive needs 

 

16 

Improvement in thinking, improvement in 

memory and concentration as well.  

 

5 

 

Miscellaneous needs 

 

 

12 

Help in providing free medication & 

treatment; help in sleep, sexual and gastric 

problems; need for home visits, same 

therapist and telephone contacts 

 

3. Informational Needs 

Persons with CAWDT asked for information about the illness such as the causes, prognosis, treatment and 

investigations, side effects of medication and follow up. 

“I do not know why this happened to me….after stopping alcohol, I started having bad visions and my wife told me 

that I also got fits [seizures] but I can’t remember anything.  Will I become alright? Will these problems come again?”  

(Participant 3, 36 years) 
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“The doctor said that I should take medications for 1 year, but many people say that this will affect our body. Is it okay 

to take medication for so long? Will there be any side effects? Suppose I drink after taking the medications, will there be 

any reaction?” (Participant 6, 45 years) 

“Could you please tell me about the result of my brain scan and liver functioning….I am very worried and want to 

know if it is alright or not?” (Participant 9, 42 years) 

 

4. Cognitive needs 

During the recovery period it was evident that the patients had cognitive problems and were in denial 

blaming family members for their drinking behaviour. However, they later reported of memory problems 

and wanted help for the same. Some of their quotes are as follows; 

“Since the past few days I am having difficulties in thinking and remembering…my wife has to remind me several 

times…this problem never used to happen to me. Is there any treatment for improving my memory?” (Participant 16, 

48 years) 

“My memory is not sharp like before…my wife says that I have started to forget many simple things. I find it difficult to 

even remember what I had for breakfast when the doctor asks me. Is there any tonic or medication to improve my 

memory?” (Participant 20, 40 years) 

“I find it difficult to concentrate….due to this i feel disinterested work. There have been many accidents in my factory 

because people were not concentrating. Is there anything that I can do to improve my concentration power?” 

(Participant 18, 43 years) 

 

5. Miscellaneous Needs 

Patients wanted to meet the same therapist and expected the doctors to spend more time with them. Few 

of them wanted help in addressing their financial and health related needs.  

“The doctors should visit us regularly and spend more time with us. Some days  the doctors will be busy with other 

patients and they will spend very little time with me….Even after discharge I want to consult the same doctors” 

(Participant 24, 50 years) 

“I need your phone number Sir… I can speak to you immediately and get your help in case of any problems. I will not 

disturb you sir, just tell me when I can call you” (Participant 13, 30 years) 

 “The doctor advised me to take medications for 1 year. Each tablet costs Rupees 50 which is very costly. My family 

earns just enough to meet our daily needs and it will be difficult for me to buy these medications…could you please give 

me free medication?” (Participant 8, 34 years) 

“The doctor advised me that I should get an MRI scan…it is very costly and I do not have any money with me…before 

coming here my wife has borrowed money from my relatives for my treatment. I don’t know from where I will be able to 

arrange this money could you please do something” (Participant 6, 45 years) 

Few of the patients requested help in addressing their health related needs: 

“Ever since I got admitted I have been having difficulties in sleeping even after taking medication....sometimes even if I 

sleep, I get up very early and I am very tired during the whole day…the doctors say that I shouldn’t sleep during the 

day but I find it very difficult to follow their advice. Can you please help me in this issue?” (Participant 7, 30 years) 

 

DISCUSSION 

 

Five major needs were identified which were: (i) Managing craving and relapse prevention, (ii) Personal 

needs, (iii) Informational needs, (iv) Cognitive needs, and (v) Miscellaneous needs. The needs of clients 

might vary across cultures and across the types of substances being abused. Managing craving and 

handling relapse was their foremost important need. Pharmacological treatment is just the start towards 

abstinence [4] and enrolling patients in treatment programmes on improving self efficacy, enhancing 

motivation, teaching patients coping strategies, handling craving, peer pressure and managing high risk 

situation have shown to be beneficial [16]. Previous episodes of complicated alcohol withdrawals [17] and 

impairment of executive and deficits of inhibitory control [18, 19] have also been known to increase the 

risk of relapse after detoxification. Treatment for patients in the current study is aimed at symptom 

management than on addressing psycho-social issues.  Premature discharge from treatment, as majority of 

patients were daily wage workers and whose family depends on their income and psycho-social issues not 
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being addressed as part of routine care, are factors hindering the process of providing psycho-social 

interventions. Hence most of the patients wanted this to be addressed by the doctors. 

 

Patients reported that they wanted their family members to be supportive, less critical and not to doubt 

them. Several studies have reported of the impact of alcohol on a person’s life leading to family problems 

[20], marital conflict and domestic violence [21]. In India majority of the care givers are family members 

[22] who play an active role in care giving. Expressed Emotion (EE) is usually associated with 

Schizophrenia but studies reveal that it is known to be a significant predictor for relapse in substance use 

disorders also [23]. High EE was seen to have a positive correlation on the frequency of relapse and shorter 

abstinence periods [24], which was similar to the views expressed by the patients in the current study. 

Early discharge from hospital following recovery from the episode of DT leaves no time to psycho-educate 

patients and care givers. Patients who received an individual exposure of a videotape of their own DT, 

along with information about the illness showed lower relapse rate and consumed lesser alcohol [25]. 

Educating patients on illness related matters will help them in seeking treatment earlier [26] which was 

why the patients in the current study wanted information related to their problems. The fourth most 

important need as mentioned by the patients was in the form of experiencing cognitive difficulties such as 

problems with comprehension of simple tasks, poor attention and concentration, and memory difficulties. 

Initially the patients showed signs of cognitive impairment, as they could not comprehend nor understand 

the interviews. But following recovery of the episode of DT few of the patients specifically wanted help in 

the form of improvement in their thinking (i.e. ability to understand day to day activities), memory and 

being able to concentrate better. These results are in tune with individuals who experience alcohol 

withdrawal delirium. Chronic alcohol use is known to be associated with cognitive impairment [27]. 

Though prolonged use of substance is associated with greater cognitive deficits [28], few studies have 

demonstrated that repeated withdrawal leads to reduced brain plasticity [29] which is associated with an 

impairment of cognitive abilities [30] and delay in recovery from impairment in attention and executive 

functions [31]. 

Under the Miscellaneous section, patients wanted help in addressing their counselling needs, requiring 

financial assistance and health related needs. Alcohol use is known to be a primary cause of impairments 

in general health, mental and physical health [32]. Patient’s with substance use disorders report of diverse 

needs including that of medical (physical and psychological) and financial needs, [8, 21] which is similar 

results of the present study. Chronic and persistent alcohol use is known to induce sexual dysfunction. The 

amount of alcohol consumed appeared to be the most significant predictor of developing sexual 

dysfunction [33] explaining why few patients perceived this need. Other findings included counselling 

needs where patients did not want a change in their primary therapist. Several studies have identified that 

therapeutic alliance between a client and therapist have shown to be significantly associated with positive 

treatment outcomes [34]. 

Patients want to participate in managing their health and stay connected with the doctor [35]. They 

expressed that it was difficult to come for frequent follow-ups and instead telephonic contacts would be 

beneficial in offering immediate respite during a crisis. Telephonic based care is known to remove such 

barriers [36] and provide continuity of care [37] in the form of monitoring, feedback, and counselling 

which have shown better results than traditional continuing care [38] which could be the reason as to why 

the patients requested for this. 

 

CONCLUSIONS 

 

The current study has some limitations where patients predominantly belonged to lower socio-economic 

strata of society. Time taken to recover, early discharge from treatment following recovery and cognitive 

abilities served as a challenge in exploring their needs. Rigorous methods in qualitative research such as 

multiple coders, member checks and data triangulation through FGDs could have enriched the study 

results further. Despite these limitations, the study has its strengths. To the best of our knowledge this is 

the first qualitative study that has explored the needs of persons with CAWDT from India by including 

participants from heterogeneous socio-demographic and clinical backgrounds. The in-depth interviews 
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have added a considerable amount of strength to the study where the patients listed and ranked their needs 

by themselves. 

Understanding patient’s needs and treatment expectations can serve as a bridge in addressing their 

immediate concerns at the earliest resulting in better treatment outcomes’. Future implications include 

comparing needs of Persons with CAWDT with those of other substance use disorders and their 

caregivers. Further systematic qualitative studies and mixed methods can foster better understanding on 

this crucial aspect in the psycho-social management of persons with CAWDT. Finally, developing a 

programme specifically for Indian patients with CAWDT based on the needs assessment and testing them 

in controlled conditions is the need of the hour. 
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