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Abstract: Motivational Enhancement Therapy (MET) is a motivational interviewing technique that 

employs a structured intervention to help problem drinkers and drug users improve their behaviour. It's now 

on the air. It is meant to produce rapid, self-motivated transformation and is based on motivational 

psychology ideas. This treatment uses motivating strategies to mobilise the client's own resources for 

change, rather than attempting to direct or train the client through the process step by step. The aim of the 

present study is to study the effect of motivational enhancement therapy for reduction of alcohol 

dependency among individuals with alcohol dependence syndrome. Results revealed that Motivational 

Enhancement Therapy plays an important role in reducing alcohol craving among individual with alcohol 

dependence syndrome. 
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INTRODUCTION  

Over the course of eight weeks, MET comprises of three planned and individually tailored treatment 

sessions. In week one, the first treatment session focuses on delivering structured feedback on the outcomes 

of the initial assessment battery. Within two weeks of the examination, this session should take place. The 

goal of the first session is to increase client motivation to start or continue changing. The second session, 

which takes place in week 2, continues the motivational improvement process with the goal of reinforcing 

the client's commitment to change. The therapist continues to boost motivation and encourage future 

improvement in the week 8 follow-up appointment. Each session should take no more than 50 minutes to 

finish. The treatment takes eight weeks to complete. Miller and Sanchez (1993) defined six FRAMES 

components that they believed were active ingredients in the relatively brief interventions that have been 

shown in studies to produce change in problem drinkers.  

 FEEDBACK ON PERSONAL RISK OR INJURY  

 Emphasis is placed on personal RESPONSIBILITY for transformation.  

 Give appropriate ADVICE to modify when prompted.  

 Therapist empathy is a MENU option.  

 Facilitation of the client's SELF-EFFICACY or optimism.  
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MET's Justification and Fundamental Principles: The MET method begins with the notion that the client 

bears responsibility and has the power to change. Our job as therapists is to establish a set of circumstances 

that will increase the client's motivation and commitment to change. MET aims to promote the client's 

intrinsic drive to change, which will lead to the client initiating, persisting with, and complying with any 

behaviour modification attempts. The ME therapist strives to convey respect for the client in general. Avoid 

communicating in a way that implies a superior/inferior relationship between the therapist and the client. 

Miller and Rollnick (1991) identified five core motivational interviewing practises that underpin this 

method: Demonstrate empathy Develop ambiguity, avoid debate, roll with opposition, and boost self-

efficacy. The MET technique is very different from confrontational therapy strategies, in which the therapist 

is in charge of breaking down the client's denial. The MET approach is the polar opposite of one in which 

the therapist labels the problem and suggests a course of action, such as "You are an alcoholic, and you must 

stop drinking." Instead of emphasising the client's helplessness or powerlessness over alcohol, heroin, or 

other drugs, the MET therapist emphasises the client's belief in their potential to change (self-efficacy). As 

previously said, arguing with the customer is avoided at all costs, and tactics for dealing with resistance are 

more contemplative than exhortation-based. As a result, the MET therapist does not quarrel with clients, 

impose a diagnostic label, tell clients what they must do, use confrontation to break down denial, or imply 

that clients are powerless. In addition, the MET approach differs significantly from cognitive-behavioral 

treatment techniques that seek to teach clients specific coping skills. In MET, there is no direct skill 

instruction. Clients are not instructed on how to perform a task. Instead, the therapy is based on the client's 

own resources and ability to change. Instead of telling clients how to change, the therapist encourages them 

to think about how they may change. Alcohol as a substance Alcohol has always occupied a prominent 

place in all societies as a crucial element of religious rites, a source of no tainted water, or else as a 

permanent presence in festivities and fraternizations, when toasts are made for everyone and everything. 

Alcohol intake is linked to a wide range of social, mental, and emotional implications, in addition to several 

chronic and acute health effects. These manifest themselves in the job and in relationships, for example, as 

absenteeism or abuse. Alcohol use disorder (AUD) Alcoholism is a significant contributor to the global 

burden of disease. Problematic alcohol consumption is linked to a high rate of illness and mortality. In all 

types of medical settings, patients with problematic alcohol consumption are common. Those seeking 

treatment in other clinical departments/specialties for medical or surgical illnesses frequently have an 

underlying alcohol addiction that complicates the medical or surgical condition. Furthermore, many cases of 

alcoholism stay undiagnosed for years due to the patient's lack of desire and the inability of treatment 

providers to test for it. After they have broken the law, such as in the instance of drunken driving, people 

with alcoholism are sometimes directed to counselling.  

REVIEW OF LITERATURE  

For more than two decades, research has found surprisingly little difference in outcome between longer, 

more intensive treatment programmes and shorter, less intensive, ever relatively brief alternative approaches 

in the treatment of alcohol problems (Annis, 1985; Miller & Hester, 1986b; Miller & Rollnick, 1991; U.S. 

Congress, Office of Technology Assessment, 1983), drug problems (MacKay, Mclellan & Alterman, 1992), 

and mental health problems in general (MacKay, Mclellan & Alter (Kiester, 1982).  

Levenson et al investigated the effects of a large dosage of alcohol on physiological and self-report reactions 

to two stresses (1991). (shock and self-disclosure speech) They were tested against the effects of a placebo 

in three groups of non-alcoholics who were deemed to be at a higher risk for alcoholism because they (a) 

had an alcoholic parent (parental risk) or (b) fit a free alcoholic personality profile. With proper drinking 

experience controls, these high-risk groups were put to the test. For females, the menstrual cycle phase was 

also considered. In the high risk group, the positive reinforcing effect of alcohol (its potential to attenuate 

physiological stress reactivity) was more substantial than in the low risk group.  
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Kushner et al. (1992) studied whether alcohol result expectations affected the anxiety-alcohol consumption 

association. Students were invited to complete surveys on their anxiety levels, recent alcohol consumption 

patterns, and outcome expectations. As expected, men with high tension reduction alcohol outcome 

expectations had a stronger positive relationship between anxiety and drinking behaviour than men with low 

tension reduction alcohol outcome expectations. The outcomes of the study corroborated the Tension 

Reduction Hypothesis of stress-related drinking.  

In over two dozen trials, Bien et al. (1993) found that therapy interventions containing some or all of these 

motivational factors were successful in commencing treatment and reducing long-term alcohol use, alcohol-

related disorders, and drinking-related health outcomes. (It's worth noting that in a lot of these studies, the 

motivating intervention produced equivalent results when compared to lengthier, more intensive 

alternatives.) Only one randomised controlled trial has attempted to replicate the efficacy of this method, 

which has been found to be useful with problem drinkers: Stephens and Roffman (]993) claimed 

motivational interviewing to be effective with marijuana addicts.  

METHODOLOGY  

Aim of the study - To study the effect of motivational enhancement therapy for reduction of alcohol 

dependency among individuals with alcohol dependence syndrome.  

OBJECTIVES OF THE STUDY:  

1. To examine the pre-intervention level of alcohol dependency among the alcohol dependent patients.  

2. To examine the post intervention level of alcohol dependency among the alcohol dependent patients.  

3. To examine the multidimensional aspects of craving among the alcohol dependent patients.  

4. To examine the effectiveness of Motivational Enhancement Therapy among the alcohol dependent 

patients in reduction of alcohol dependency.  

5. To examine the level of alcohol dependency in controlled and experimental group.  

6. To measure social occupational functioning in controlled and experimental group.  

Hypothesis:  

 There is no significant difference between the pre-intervention and post-intervention scores of alcohol 

dependency among alcohol dependent clients.  

 There is no need to help alcohol dependent clients to maintain abstinence from alcohol consumption.  

 There is no significant difference between the multidimensional aspects of craving among the alcohol 

dependent patients in controlled and experimental group.  

 There is no motivational intervention strategies to be effective to promote abstinence.  

 There is no help through helpful counselling sessions among alcohol dependent to maintain abstinence.  

 There is no significant difference in social occupational functioning in controlled and experimental 

group.  

Venue of the study:  

The present study was conducted at outpatient and inpatient department of Motilal Nehru Divisional 

Hospital, Prayagraj, UP. India  

Research Design:  

The present study is a hospital based prospective intervention based study.  
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Sampling Technique:  

Simple Random Sampling technique was used, followed by random assignment of participants to 

experimental and control group.  

Sample Size:  

The study sample consisted of 20 patients between 20 to 40 years of age, male with diagnosis of alcohol 

dependence syndrome as per ICD-10 DCR criterion (WHO 1993). They were divided into two equal groups 

with one group receiving Motivational enhancement therapy along with the usual treatment and the other 

group receiving the treatment as usual (experimental and control group).  

SAMPLING METHOD:  

Samples were selected by using the purposive sampling technique.  

INCLUSION CRITERIA FOR PATIENTS:  

1) Patients with a diagnosis of having mental and behavioural disorder due to use of alcohol as per ICD-10 

Diagnostic Criteria for Research (WHO, 1993)  

2) Adult male in age group of 20-40 years.  

3) Education more than 5th standard.  

4) Those who will give the informed consent  

5) Who will be able to understand Hindi language  

EXCLUSION CRITERIA FOR PATIENTS:  

1) Presence of co-morbid psychiatric/neurological disorder.  

2) Patients with major physical problems.  

3) Age below 20 or above 40 years.  

4) Those who are not willing to give informed consent.  

Tools used –  

1. Informed Consent Form: Prior to performing the study, the participants' permission would be sought. It 

would include an Information Sheet (to share information about the research, such as the introduction, main 

purpose, procedure, duration, participant selection, voluntary participation, and study confidentiality.) and a 

Certificate of Consent (to share information about the research, such as the introduction, main purpose, 

procedure, duration, participant selection, voluntary participation, and confidentiality of the study) (for 

signatures if agree to take part).  

2. Data Sheet with Socio-Demographic and Clinical Information- A socio-demographic and clinical data 

sheet will be created specifically for this study to capture demographic and clinical factors such as age, sex, 

age of commencement of sickness, duration of illness, history of previous and current illness, and family 

history, among others. Additional information on the patient will be obtained by consulting the patient's case 

record file at the hospital.  

3. Edward & Gross's 1976 Severity of Alcohol Dependence Questionnaire (Sad-Q): It is a 20-item self-

administered questionnaire developed by Edward and Gross to assess the degree of alcohol dependence 

(1976). It has five subscales, each with four elements. Each item is scored on a four-point scale ranging 

from "almost never" to "almost usually," with a score ranging from 0 to 3. As a result, the maximum 

possible score is 60, and the lowest possible score is 0. It has a 0.85 test-retest reliability.  
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4. Alcohol Craving Questionnaire (ACQ, Singleton et al., 1995): The Alcohol Craving Questionnaire is a 

47-item questionnaire designed to examine the multidimensional elements of alcohol craving in current 

users.  

Each item is linked to one of five domains associated with alcohol cravings:  

1) the desire to drink alcohol,  

2) the intention to drink alcohol,  

3) the expectation of a favourable consequence,  

4) the expectation of withdrawal alleviation and a negative outcome, and  

5) the lack of control over usage.  

Confirmatory factor analyses (CFA) were used to validate the factor models. The ACQ's psychometric 

features were investigated using item characteristics analysis to exclude non-sensitive items, exploratory 

component analysis of the remaining questions, and calculations with good internal consistency, test-retest 

reliability, and convergent validity. All domains have an alpha score that runs from 0 to 100.  

5. The Social Occupational Functioning Scale (SOFS, Saraswat et al, 2006): This method has been used 

to assess social functioning. It's a quick, but comprehensive, test of social functioning that's simple to apply 

in a hectic clinical situation. For the Indian population, this has been standardised. Ratings should be based 

on the patient's actions throughout the previous month. There are four domains for evaluating daily 

activities. The scoring for each of the fourteen domains goes from 1 to 5.  

PROCEDURE OF THE STUDY:  

The patients fulfilling the inclusion and exclusion criteria were taken up for the study. Written informed 

consent were taken from the patients after explaining the objectives and procedure of the study in detail. 

Socio-demographic data were collected from patients who were willing to participate and fulfilling the 

inclusion and exclusion criteria. Two groups were made for the purpose of study. Following were the group:  

 Experimental Group--- Treatment as usual with Motivational Enhancement Therapy  

 Control Group --- Treatment as usual 10 patients Patients were placed in two groups through the random 

sampling method. Accordingly patients were screened for the study purpose. Following which they were 

placed in any of the two treatment groups. Group A: Patients in group A were given 12 sessions of 

motivational enhancement therapy (2 days a week) for 6 weeks. Each session was of 45 - 60 minutes 

duration. There will not be any change in other medical treatment procedure.  

Group B: Treatment was as usual. Patients from all the two groups did undergo baseline assessment of 

alcohol dependence syndrome and social functioning.  

Alcohol dependence and social functioning assessment were done through the above proposed tests. After 

baseline assessment, alcohol dependence assessment and social functioning was done after completion of 

intervention. Randomized Control Experimental Design: I I I Pre Assessment - Before intervention 

assessment of alcohol dependence, craving control and social functioning was done. Post Assessment- After 

intervention assessment of alcohol dependence, craving control and social functioning was done. A 10 

patients Motivational Enhancement Therapy+ TAU B 10 patients TAU 20 patients of alcohol dependence 

syndrome  
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STATISTICAL ANALYSIS  

Table-1: Comparison between Experimental group and Control group on Socio-Occupational 

Functioning scores at post intervention phase. 

 

Table 1: shows the comparison of the scores on the social-occupational Functioning between experimental 

and Control Group which was done by using Mann-Whitney U Test. After analysis, it was found that the 

mean value for social-occupational Functioning was 24.00±1.56 and 27.20±1.75 for experimental group and 

Control group. There was significant difference found between the two groups (Z=3.211, p <0.001). 

Similarly, the mean value for social appropriateness was 6.00±0.66 and 7.30±1.49 for the Experimental and 

Control group respectively. The difference between the two groups on this domain was also found 

significant (Z=2.04, p<0.05). This finding also indicates that there was significant difference between 

Experimental and Control group in respect to this domain of social appropriateness. The mean value for 

interpersonal skill was 5.70±0.94 of the Experimental group and 6.50±0.97 of the control group. There was 

significant difference found between both the groups (Z=1.97, p<0.05) which suggests that there was 

significant difference between the two groups in respect to this domain of interpersonal skills. Pointing 

towards the fact that high score on the SOFS indicate poor functioning, hence, Experimental group was 

better in comparison to Control group on social- Occupational Functioning. 
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Table-2: Comparison between baseline and post scores on Alcohol Craving Questionnaire within 

TAU±MET group and TAU group. 

 

Table 2 shows comparison between baseline and post intervention scores on alcohol craving questionnaire 

across both the groups. Results of this table show that both the groups improved in a statistically significant 

way on the measures of severity of alcohol but this improvement was more remarkable in GT+TAU group 

in comparison to TAU group. Intervention group showed improvement on all the domains of ACQ i.e. ACQ 

Total scores (Z=02.80, P<0.01), Urges and Desires to Use Alcohol (Z= 2.80, P<0.01), Intent to Use Alcohol 

(Z= 2.81, P<0.01), Anticipation of Positive Outcome (Z= 2.52, P<0.05), Anticipation of Relief from 

Withdrawal and Negative Outcome (Z= 2.80, P<0.01) and Lack of Control (Z= 2.82, P<0.01) but treatment 

as usual group showed improvement on ACQ Total (Z=02.80, P<0.01), Urges and Desires to Use Alcohol 

(Z=2.80, P<0.01), Intent to Use Alcohol (Z= 2.82, P<0.01), Anticipation of Positive Outcome (Z= 2.71, 

P<0.01), Anticipation of Relief from Withdrawal and Negative Outcome (Z= 2.81, P<0.01) and Lack of 

Control Over Use (Z= 2.81, P<0.01) domains only with comparatively less significant difference. 

DISCUSSION 

On pre intervention phase both groups were comparable on all the outcome variables and there was no 

significant difference between both the groups in terms of severity of alcohol dependence questionnaire, 



EUROPEAN JOURNAL OF MODERN MEDICINE AND PRACTICE 

Vol. 4 No. 1 (Jan - 2024) ISSN: 2795-921X 

83  

 

locus of control, alcohol craving questionnaire, WHO quality of life and brief cope inventory. These 

findings suggest that above mentioned issues are very pertinent in this population and requires clinical 

attention in order to improve the life of patients with alcohol dependence syndrome. In term of locus of 

control similar result were reported by Marchiori et. al. [167] yielded that alcohol addicted individuals had 

more inclination to internal locus of control than the non-addicted individuals. In USA, Similar results were 

reported by Thurman et. al. [168] could not find significant differences between the alcohol dependent and 

non-dependent persons in relation to locus of control. 

These findings suggest that locus of control may be a potentially useful clinical construct in the 

development of treatment plans and therapeutic issues for American Indian patients who are alcoholics. 

Similar finding of the present study reported by Naqvi et. al. [175] conducted a study on Cognitive 

Regulation of Craving in Alcohol Dependent and Social Drinkers. The results of this study did not show any 

significant differences between the two groups in test scores for Alcohol craving at base line assessment. 

On post intervention when both groups were compared on outcome variables significant difference was 

found between both groups on several measures. At this stage significant difference was found between 

MET+TAU group and TAU group on SADQ total score (U= 13.00, Z=2.81, p<0.01). These findings 

suggest that group therapy was effective in reducing severity of alcohol dependence Similar findings were 

reported by Naqvi et. al. [175] 

There was significant difference between these two groups (Z=2.99, p>0.01) pointing towards the fact that 

lower score suggests reducing craving of alcohol; hence, TAU+MET group was better in comparison to 

TAU group on the domains of alcohol craving questionnaire (Table-8). 

These findings explains the effectivity of Motivational Enhancement Therapy. 

CONCLUSION  

The study can thus be concluded by stating that Motivational Enhancement Therapy plays an important role 

in reducing alcohol craving among individual with alcohol dependence syndrome. Significant difference 

was found between the two groups pertaining to socio-occupational functioning at post intervention phase 

which positively adds on to the effectiveness of the therapy.  
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