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Abstract 
Brief Psychiatric Psychotherapy (PKP) for alcohol dependence covers all the important evidence-based therapeuHc 
strategies for treaHng alcoholism. It can be used in individual and group seJngs. The PKP manual is a safe guide that 
helps to master even difficult passages of treatment. The therapy consists of three pillars (modules) - symptom therapy, 
skills training and replacing the dysfuncHonal overriding rule with a new permission-giving rule of life as an elegant way of 
dealing with therapeuHc resistance in addicHon. The evaluaHon shows encouraging interim results. 
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The three pillars of PKP alcohol dependence 
 
Pillar 1: Dealing with the symptom module 
 
PKP primarily includes psychotherapeuHc strategies and assumes that detoxificaHon has already taken place. This is not 
addressed in PKP. It starts with the joint psychoeducaHonal development of basic knowledge about the paHent's alcohol 
dependence. This ensures that the paHent is not simply addicted, but that they consider and reflect on their addicHon 
(mentalise it in Fonagy's sense). He goes to a meta-level and metacogniHon takes place (thoughts about thoughts) and even 
this brief distancing is the beginning of self-control ability.  
Let's take a look at the PKP manual for the treatment of alcohol dependence, which consists of 85 therapeuHc instrucHons. 
The first (and most important) pillar is the symptom therapy module:  
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Analysing the origins of my alcohol dependence 
When did the disease begin? Pathogenic lifestyle and relaHonships. And now I analyse how exactly it happened that I 
became an alcoholic. Triggering life condiHons (S = situaHon) . Triggering life event. How the survival rule influences the 
reacHon chain to the symptom. 
 
Symptom therapy 
First we learn to deal with the symptom (craving):  
Learning to deal with my symptom: EXPOSITION  
My own reacHon chain up to the symptom  
Symptom therapy step by step: Recognising the primary emoHon. Control the primary impulse. Achieve a realisHc 
expectaHon of effecHveness. Delete the secondary emoHon. Build up masterful behaviour  
 
What maintains the symptom? Consequences of alternaHves to symptom formaHon 
 
Relapse prevenAon: Recognising relapse-triggering situaHons. Recognising early relapse reacHons. Relapse prevenHon 
through lifestyle - how, when, where? Relapse prevenHon by organising relaHonships - how, when, where? When an 
absHnence violaHon has occurred. Emergency card 
 
UAlising the Ame between conversaAons 
My project/task card  
Energising rituals (in the group) 
Final thanks at the end of a group evening 
 
Pillar 2: EmoAon exposure and skills training module 
The second pillar supports the development of skills on a cogniHve, emoHonal and behavioural level.  This module contains 
a selecHon of proven intervenHons for alcohol dependence: 
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Clarifying the moAvaAonal stage 
Where do I currently stand with my decision to abstain? MoHvaHon building: What makes it difficult for me to moHvate 
myself? MoHvaHon for and against. What are the advantages and disadvantages of drinking and absHnence? MoHvaHon 
building: helpful thoughts. What thoughts help me to moHvate myself? Building moHvaHon: Other people. What 
feedback helps me to moHvate myself? 
 
UAlising offers of help from other people 
Who can help me to stay absHnent? What sources of strength do I have? External sources of strength in your living 
environment. Inner sources of strength (qualiHes, abiliHes). How can people help me to stay absHnent? Who can help me 
HOW to stay absHnent? How can I say what help I need? How can I (re)gain friendships? How can I win (back) my 
partner? How can I regain my strength? How can I get my life in order?  
 
Determine goal orientaAon and goal alignment every 3 months (weekly in the clinic): My personal goals - goal alignment 
- What am I doing to achieve my goals? 
 
GeLng to know my feelings - learning to deal with my feelings 
Model of emoHon regulaHon in addicHon disorders - An emoHon theory of alcohol addicHon. Feelings help people ... 43 
Feelings. My feelings of sadness. My feelings of joy. My feelings of fear. My feelings of anger. How I have dealt with my 
feelings so far. Disorders of emoHon regulaHon. Moods and their funcHon. Expressing feelings. EmoHonal communicaHon. 
When a feeling completely determines my acHons: EmoHon exposure. If a feeling is not/hardly percepHble: feeling 
discovery. FuncHonal handling of feelings 
 
Use the Ame between conversaAons 
My project/task card. Energising rituals (in the group). Final thanks at the end of a group evening 
 
Pillar 3: Module Working with the dysfuncAonal survival rule/moAve clarificaAon 
The therapy instrucHons of the 3rd pillar dissolve the paHent's moHves that stand in the way of therapy and strengthen his 
moHves for change. This involves working with the central feelings that control behaviour (fear, anger, rage, etc.), central 
needs and dysfuncHonal personality traits.  The personality trait's own survival rule (the master plan of his life internalised 



4. Psychiatric and psychological brief psychotherapy for chronic alcoholism 

European Psychotherapy EP2025 page 74-94 

77 

since childhood) is developed on the basis of the learning history. The 3rd pillar ends with the paHent's new experience of 
"living instead of surviving": by pracHsing living, the symptom loses its funcHon. 
We begin by working on the survival rule: the paHent's central needs - the paHent's central fear. His personality traits 
based on ICD-10. His learning history. Formulate his survival rule. Contract: Act against the survival rule. Living instead of 
surviving. My new rule of life. 
 

A mental model of alcohol dependence - how alcohol dependence can develop. 
The interacHon between the parents with their parental behaviour and the child with its innate characterisHcs and 
temperament leads not only to saHsfacHon but also to frustraHon and threats, which permanently bring certain needs to 
the fore, e.g. the need for security or the need for ahenHon. It also leads to a person permanently focussing on avoiding 
specific threats or fears and thus building up an individual profile of avoidance acHons. Another important result of his 
childhood is the inhibiHon of his feelings and aggressive tendencies towards members of his social community. The content 
of the anger tendencies is characterisHc of a person and is also the result of the interacHon between parents and child or 
between the child and other important ahachment figures (e.g. brother, sister, grandparents). The permanent blocking of 
the tendency to rage and ahack is an important task of self-regulaHon. Many people go so far as to become insecure and 
anxious. Psychological homeostasis (a control loop that tries to keep everything in balance) can be understood as a set of 
rules and the most important rule is the one that ensures survival. The processes are preconscious, i.e. the arbitrary 
(conscious) psyche is unaware of these connecHons.  
RelaHonships are usually only about emoHonal survival, i.e. prevenHng psychological damage. A survival rule that is 
opHmally tailored to the social environment in childhood becomes unsuitable (dysfuncHonal) in adult life if it is not 
changed. PaHents have dysfuncHonal survival rules that ensure that their experiences and behaviour do not lead to the 
desired results, i.e. are detrimental to the person concerned. They also prevent the relaHonships of their adult life from 
remaining supporHve and saHsfying for both sides. In our observaHons, we are therefore iniHally concerned with the 
personality traits that prevent success. The survival rule and the sub-opHmal experience and behavioural stereotypes 
defined by the personality restrict a person's acHve behavioural repertoire considerably in some cases. As a result, they 
are less able or unable to cope with difficult problems. The triggering life situaHon, for example, can only be responded to 
by the development of symptoms. Experiences and behaviours that would have led to mastering the problem are 
forbidden. They would violate the survival rule and jeopardise emoHonal survival. Which life situaHon leads to the 
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formaHon of symptoms is therefore also determined by the personality of the person affected. TherapeuHc change of 
these personality traits and behaviours is therefore of great importance in the definiHon of psychotherapeuHc goals and 
treatment planning 

How to use the PKP manual - A look into pracAce: PracAcal work with the PKP modules 
Symptoms of alcohol dependence 
Which of these symptoms do I have? 
( ) I drank too much alcohol or too oien 
( ) I could not suppress my craving 
( ) I drank more and more over Hme 
( ) My life was significantly affected  
 (job, relaHonships) 
( ) My physical health was significantly affected (liver values etc.) 
( ) My mental health deteriorated 
( ) Withdrawal symptoms appeared 

Recognising that it is a disease 
Both the paHent and those around him are convinced that his alcohol dependence is a weakness of character for which 
he himself is responsible. 
It is therefore necessary to declare that it is an illness. Illness is not something you can cause yourself and is therefore not 
your fault. Illness can be treated and must be treated. However, treatment is only successful if the paHent acHvely co-
operates. 
Dependence means that you can't get away from it without outside help. You have to seek help. It is therefore your own 
responsibility to acHvely seek help. 
 
Clarifying the moAvaAonal stage: from unintenAonal absAnence to resolute absAnence 
It is not a waste of Hme to precisely analyse the paHent's current stage of moHvaHon for therapy. 
This is not about paying lip service, which we are quick to do ourselves. 
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Rather, it is about the emoHonal aJtude, the quesHon of whether there are already tangible energies that want to move 
away from the current state. 
Although the paHent has already arrived at our therapy centre, their innermost being is oien not yet ready for change. 
Therapist and paHent need to realise this and accept it first. Only then can they work together to create willingness. 

AnA-moAvaAons 
Some paHents are not yet aware of their own addicHve behaviour. There is no reason for them to change it. 
Others cogniHvely recognise that things can't go on like this, but this doesn't get through to their feelings. They do not 
feel affected. 
SHll others are aware of the problem and are emoHonally affected, but there is no moHvaHonal force, no willingness to 
change. 
A final group is aware of the problem, is affected and willing to change, but is so hopeless that any iniHal energy 
immediately dries up. 
We follow the concept of the "moHvaHonal interview" by Miller and Rollnick (1991, 2009)*, 
by working out which thoughts help to build up moHvaHon to change: 
A thought that builds awareness of the problem 
A thought that helps to feel affected  
A thought that expresses willingness to change 
A thought that promotes confidence and self-confidence. 
It is important that these are the paHent's own words, even if the therapist helps to develop ideas: "How would you say 
it?" 
 
Who can help me stay absAnent? 
Once detox has taken place, it is important to  
- Maintain absHnence, 
- and to do everything that contributes to this; 
- First and foremost, mobilise helpers. 
First and foremost, the specialised addicHon therapist is responsible, 
and the addicHon therapy group, 
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then the self-help group 
and finally the natural ahachment figures (family, circle of friends, profession) - even if the relaHonships have become 
highly ambivalent in the meanHme. 
 
External sources of strength in your living environment 
What opportuniHes do you find in your living environment to do something that gives you strength, joy, self-confidence, 
relaxaHon, variety or recreaHon? 
What do you sHll do? 
What did you do unHl recently? 
What did you do in the past and could you do it again? 
What is on offer that you could easily try out? 
What would you really like to do? 
 
In general: Who can help me HOW to stay absAnent? 

( ) By not drinking alcohol themselves 
( ) By confirming my absHnence 
( ) By being present 
( ) By listening to me 
( ) By showing me understanding 
( ) By supporHng me in my endeavours 
( ) By appreciaHng me 
( ) By showing me that he/she likes me 
( ) By being honest and open with me 

How can I get my life in order? 
If many areas of life are in a desolate state, there is no good basis for therapy. Therefore, they must be put in order - the 
problem must be turned into a resource. What needs to be done,  

- so that the professional situaHon becomes stable? 
- so that the marriage becomes supporHve again? 
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- so that the family gives more strength than it takes? 
- so that the body is healthy and feels good? 
- so that you feel a sense of belonging to your circle of friends? 
- so that nice leisure acHviHes can be reported?  

 
The S-O-R-C behavioural model 
SituaHon S: How drinking occurs. 
Organism O: Which person this happens to. 
ReacHons R: The (ineffecHve) reacHons that preceded the symptom. 
Symptom: The whole behaviour around the drinking. 
Consequence C: what keeps the drinking going - why it doesn't stop. 
 
How the survival rule influences the reacAon chain to the symptom 
The symptom-triggering situaHon usually involves a severe frustraHon/hurt that leads to anger (primary emoHon) and the 
impulse to fight back (primary impulse). 
However, the survival rule developed in childhood, which has become dysfuncHonal in adult life, prohibits this feeling and 
this impulse, so that an anHcipaHon of negaHve consequences of defensive acHon arises, which triggers fear or a feeling 
of guilt etc. (secondary feeling), which leads to compliant or capitulaHng behaviour. The dangerous residual anger is 
neutralised by the symptom so that the relaHonship with the person involved is spared. 
Only a new rule of life that gives permission opens the door to the necessary resilience and social competence. 
 
My own reacAon chain up to the symptom 
A typical observable situaHon (which is extremely frustraHng, for example):  
The primary emoHon in response to this situaHon (e.g. anger):  
The primary impulse to act that results from this emoHon (e.g. ahack):  
The thought: Considering the consequences of my acHons 
(e.g. Then I will be rejected):  
A counteracHng secondary feeling (e.g. guilt, powerlessness):  
My observable behaviour (e.g. doing what my counterpart wants):  
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Symptom formaHon (e.g. dejecHon : depressive syndrome):  
 
Perceiving the primary emoAon 
The therapist allows the paHent to experience the situaHon so that they can feel the emoHon as intensely as possible 
during the therapy session (if necessary, the situaHon and the other person's behaviour are exaggerated so that the 
emoHon becomes more tangible, e.g. "If the other person reacts even more inconsiderately and selfishly, what emoHon 
do you feel? How strong is the feeling now?"). If this is successful, you can ask whether the feeling is jusHfied. Is it 
permissible, is it right to feel this way at this moment? And: Am I already causing harm just by feeling it? The aim is for 
the paHent to give themselves permission to have this feeling. 
He should also be able to recognise and appreciate the important funcHon of this feeling. This feeling helps them to stand 
up for their interests. 
 
Controlling the primary impulse 
The primary impulse can be coping appropriate to the situaHon or an uncivilised impulse that really should not be acted 
out. Great anger can lead to the impulse to want to slap the other person or push them away or even kill them. It is 
absolutely necessary to allow these uncivilised impulses to become conscious, as they are there anyway and have a very 
strong effect on the paHent's psychological process. Only if I become aware of them can I learn to deal with them 
consciously. It is important for the paHent to realise that he is not the only one who has such impulses, but almost 
everyone. Then the sentence "I'd love to smack him against the wall!" is liberaHng for him. In the therapy session, trust 
should be built up that allowing the impulse does not automaHcally lead to it being carried out. The paHent experiences 
that they are a controlling enHty that can decide freely and responsibly which impulse to follow and which not. 
 
Achieving a realisAc expectaAon of effecAveness 
If, on the other hand, the primary impulse is appropriate to the situaHon and is only held back by irraHonal fears, the way 
must be cleared for the corresponding acHon. The unrealisHc anHcipaHons can be corrected through SocraHc quesHoning, 
so that in the paHent's new assessment the posiHve effects of his acHon outweigh the negaHve ones. He should also be 
able to realise that the posiHve consequences of his acHons are so important to him that he is prepared to accept the 
resulHng disadvantages. 
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As it is not enough to take this anHcipaHon ad absurdum just once, the paHent should regularly imagine their primary 
acHon and the overall favourable, saHsfying outcome of the situaHon - in the sense of mental training. 
 
Delete the secondary feeling 
The secondary counteracHng feeling wants to prevent the primary acHon (e.g. defensively asserHng a central concern) 
from being carried out. Even if this acHon is already being pracHsed, it sHll occurs, e.g. a feeling of guilt or shame. There is 
a high risk that the paHent will abandon their defensive behaviour as a result. Dealing with this secondary feeling should 
therefore be pracHsed separately. The moho - limited to the agreed situaHon - could be: "Do what makes you feel guilty 
unHl it no longer makes you feel guilty!" This includes refraining from behaviour that this secondary feeling would like me 
to do, e.g. giving in, apologising, hiding, making amends, etc. 
The paHent exposes himself to the feeling unHl he has learned to let it go without showing the behaviour that ends the 
feeling. 
 
Building masterful behaviour 
If the primary impulse to act was appropriate to the situaHon, we already know what the mastering behaviour is in this 
situaHon. Role-playing can help to shape this behaviour and increase the likelihood that it will occur next Hme. 
If, on the other hand, the primary impulse to act was inadequate, an adequate coping behaviour must first be sought and 
developed. When selecHng a behaviour that the paHent has found, the therapist makes sure that the behaviour is not sHll 
half an avoidance behaviour. On the other hand, a coping behaviour may be the most appropriate for the situaHon, but 
the paHent is not the kind of person who can manage to behave in this way in the long term. 
In addiHon to the possibility of building up the paHent's situaHonal competence through skills training, consideraHon 
should be given to iniHally selecHng a behaviour from the paHent's current repertoire so that there is an immediate 
possibility of mastering the symptom-triggering situaHon. 
 
What changes have occurred since the onset of symptoms? 
What changes have occurred in the relaHonship to the various areas of life since the onset of symptoms? At work, e.g. an 
end to exploitaHon, with superiors. 
Z. e.g. consideraHon, with colleagues e.g. a new willingness to help, in public e.g. complete withdrawal with avoidance of 
frightening encounters, with friends e.g. deeper friendship with those who have been through something similar, with 
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hobbies e.g. more Hme, with friends e.g. loving care, with relaHves e.g. end of recriminaHons, with family e.g. release 
from sins. e.g. leJng go of the scapegoat role, in marriage e.g. an end to the cold marital war, with children e.g. greater 
closeness, with yourself e.g. less self-criHcism, with your body e.g. less exhausHng performance, with the future e.g. 
leJng go of a goal that you have long since stopped longing for but thought you had to achieve. 
 
My personal goals - what do I do to achieve them? 
You can't achieve a goal without movement/change 
We are on our way and we are moving on. 
Which steps are next for which goal? 
A step - albeit a small one - is determined for each goal. 
Easier to achieve goals create a quicker sense of achievement, which is urgently needed. 
This provides strength for more difficult goals that require more persistence. 
Once the steps and acHviHes have been idenHfied, a contract is made with the paHent and the therapist about what is to 
be done when, how and in which situaHon with which people. This strengthens the will and promotes willingness. 
 
Recognising typical relapse situaAons 
InformaHon about dangerous external and internal situaHons should be collected throughout the therapy: Birthday 
parHes, company ouHngs, New Year's Eve, Christmas, weekends alone, contact with certain friends, holidays, the cigarehe 
machine right next to the former favourite pub, the host's home bar, failures, rejecHons, injusHce, feelings of guilt). 
These are reacHon-triggering sHmuli in the sense of behavioural theory and they are dealt with through sHmulus control. 
If the sHmulus can be prevented or minimised, the risk of relapse is reduced. An agreement should be reached on how to 
deal with each situaHon. However, this is only the second step aier recognising the situaHon in the current field of vision 
(i.e. it is coming towards me and I may be unprepared). 
 
If an absAnence violaAon has occurred 
According to Marlah and Gordon (1980), the experienced absHnence violaHon effect leads to 
1. the cogniHve dissonance between the self-image of having "managed to stay sober" and the relapse behaviour leads to 
an affecHve tension that is alleviated by conHnuing to drink. 
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2. in contrast to the "wet self-lie", the relapse is ahributed internally and evaluated as one's own inability to ever make it. 
This ends in a standard feeling of hopelessness that can only be endured under alcohol. 
 
Emergency card 
The use of the emergency card must be pracHsed, like first aid on a first aid course or a fire drill.  
Regularly. Aier all, this emergency is much more likely to occur than an accident or a fire. 
The emergency is simulated and the emergency behaviour is automated as much as possible. 
The problem with this is that the simulaHon is performed by a sober brain and in an emergency the brain is alcoholised. 
It is also very important here to take into account the shame and distress of not wanHng/being able to show oneself 
drunk under any circumstances. 
This requires self-instrucHons such as: "Showing my weakness is my greatest strength" or "I stand by my weakness, which 
ulHmately makes me strong." 
 

EmoAon regulaAon 
Recognising and expressing feelings 
One of the most important steps towards drinking is escaping from unbearable feelings. 
That's why we have to learn to endure even very bad feelings 
This works beher if I allow, feel and express them 
It doesn't get beher straight away, but gradually. 
This is so important that every therapy session must be used to recognise and express feelings. 
With every thought that I express, I can menHon the feeling that I am currently experiencing. 
This is why the therapist will very oien ask me: 
"What feeling do you have at the moment?" 
 
Feelings help people ... 
Feelings help people 
- recognise the meaning of situaHons for them and 
- mobilise them to find and show the behaviour that is right for them.  
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Every person has different feelings that belong to them. We recognise a person by their preferred emoHonal reacHons, 
among other things.  
And you only really get to know yourself when you get to know your feelings: 
What feelings do I have frequently or intensely? What feelings do I have frequently or intensely, so that they are my 
companions and belong to me, even if they are unpleasant? 
Which feelings do I only have weakly or rarely?  
 
EmoAonal communicaAon 
Talk about your feelings by saying which aspect of the other person's behaviour triggered which feeling in you. 
Talk about your feelings/thoughts by saying which aspect of the other person's behaviour has triggered which thoughts in 
you. 
Talk about your hopes/wishes for the other person by saying what you want from your relaHonship with them, what you 
want from them now in this situaHon. 
Talk about your fears by saying that it is not easy for you to express your feelings openly, what fear/worry makes it 
difficult for you to express your feelings openly. 
Talking about feelings should be disHnguished from expressing stronger feelings. 
With the former, the other person should understand me; with the laher, my feelings should have an effect on them. 
 
Using the Ame between conversaAons 
Overcoming alcoholism does not happen in the therapy sessions, but between them. 
In other words, when the therapist is not present. 
So you have to do all the therapy work yourself. 
Only what you do between therapy sessions will move you forward. 
This is why your "interval work" or your "project" - some also call it "homework" - is discussed well in advance during the 
therapy sessions. This also includes compleHng a project card. 
 
My project/task card 
Even if it is annoying to keep the project card, it helps you to stay on the ball. 
It reminds you of your goal. And every Hme you read this line, you can say to yourself: Yes, that's what I want. 



4. Psychiatric and psychological brief psychotherapy for chronic alcoholism 

European Psychotherapy EP2025 page 74-94 

87 

It defines the situaHon, so it's not so easy to let opportuniHes pass you by. 
And you focus on the person, usually the problem person, with or on whom you want to try out the new behaviour. 
Then there is the recording of the implementaHon of the acHvity, experiment or task. 
Your signature at the end creates a commitment that has a supporHve effect. 
 
Energising rituals (in the group) 

It may seem surprising that this topic has a place in such a raHonal therapy programme. 
However, we know that irraHonality has power and we are pragmaHc enough to uHlise this power, which we ourselves 
experience Hme and again. 
Therapists should therefore overcome their inhibiHons and do what they and some paHents may find embarrassing. 
Stand in a circle in the group, shake hands and say these words in chorus, the thanks and the absHnence affirmaHon:  

I thank you 
- for coming together 
- for listening 
- for the feedback 
- for our common goal 
- for the strength I take with me today 

I am and will remain abs8nent! 
We are and will remain abs8nent! 

For more informaAon see Sulz S. (2021c). Kurz-Psychotherapie mit Sprechstundenkarten. Wirksame IntervenHonen bei 
Depression, Angst- und Zwangskrankheiten, Alkoholabhängigkeit und chronischem Schmerz. Gießen: Psychosozial-
Verlag 
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