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Abstract

Purpose: This study aimed to evaluate a communication skills program based on

nonviolent communication targeted on inpatient alcoholics at the alcoholics spe-

cialized ward.

Design and Methods: The sample for this mixed methods quasi‐experimental study

comprised 47 patients who were hospitalized in the alcoholic wards of two psy-

chiatric hospitals in South Korea.

Findings: The program effectively improved participants' empathy, anger expression,

communication competence, and alcohol abstinence self‐efficacy (p < .001).

Practice implications: This program could be implemented in community‐based al-

coholic care with the aim of preventing relapse and serve as the basis for developing

similar programs for family members.
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1 | INTRODUCTION

Alcoholism is a serious health problem that accounts for more than

5% of the global burden of disease and death,1 and is a mental dis-

order requiring continuous and consistent management even after

treatment because of its high relapse rate. Relapse in alcoholism

involves an alcoholic, who has been maintaining abstinence following

treatment, reverting to the previous problem behavior.2 About 50%

of treated alcoholics relapse within one month after discharge, while

more than 80% relapse within 3–4 months after discharge.3 These

results suggest that relapse mostly occurs in the early days after

discharge, which highlights the need for interventions for relapse

prevention during the predischarge hospital stay to improve treat-

ment outcomes.

Previous studies reported that the major predictive factors of al-

cohol relapse include personality characteristics (e.g., dependence and

avoidance), lack of social stability (e.g., family and friend support, em-

ployment, and financial status), and negative emotions (e.g., anger, an-

xiety, and frustration2–5). Among these, negative emotions are the most

influential and generally result from interpersonal conflicts.2–4 In other

words, while maintaining abstinence from alcohol following treatment,

alcoholics experience interpersonal conflict and its consequent negative

emotions at work and home. These conflicts and negative emotions

trigger relapse since drinking is the familiar coping strategy for alco-

holics when faced with problems. Particularly, as alcoholics have diffi-

culty expressing their emotions to others and have a reduced level of

empathy,3,6,7 they have developed alcohol dependency as an avoidance

coping strategy in interpersonal conflict situations.8 Therefore, to de-

crease negative emotional experiences, alcoholics need to learn and

train constructive coping strategies that can be applied in interpersonal

conflict situations. In particular, considering that relapse occurs early

after discharge, the hospital stay period would be the ideal time for such

training and learning.

However, most interventions for alcoholics focus on altering the

drinking behavior itself.2,9 Particularly, they deal with reasons to stop

drinking and the process of change, with a focus on alcoholics’ cognitive

changes.10 However, these interventions are limited in providing life-

style skills that enable alcoholics to carry on with their daily lives

without drinking, and do not deal with the specific coping skills required

when alcoholics experience negative emotions from interpersonal con-

flicts or ineffective communication. If alcoholics learn to maintain in-

terpersonal relationships and engage in effective communication, they
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may be less likely to experience negative emotions.11 Thus, commu-

nication training that teaches alcoholics to express themselves honestly

and listen empathically would be beneficial.

Nonviolent communication (NVC) is a form of communication

suitable for this purpose. NVC is a specific conversation model that

focuses on two components that are essential for building mature

relationships, namely honest expression and empathic listening.11,12

Communication skills can be improved through practice, and several

studies have reported that NVC programs have improved partici-

pants' empathy and communication skills.11,12 When alcoholics learn

NVC, their ability to express themselves and empathize with others

may be improved, which in turn may enable them to control their

dysfunctional anger expression even in relationship conflicts, which

can ultimately contribute to alcohol relapse.2,13 Moreover, they may

experience increased confidence to abstain from drinking as a coping

strategy in high‐risk situations (i.e., abstinence self‐efficacy).
Therefore, this study aimed to develop and assess the effec-

tiveness of a communication‐training program based on the princi-

ples of NVC for inpatient alcoholics. The specific objectives were as

follows: (1) design an NVC‐based training program focusing on the

prevention of alcohol relapse and administer the program to in-

patient alcoholics, and (2) examine the effects of the NVC‐based
training program on empathy, anger expression, communication

skills, and alcohol abstinence self‐efficacy in inpatient alcoholics.

2 | METHODS

2.1 | Design

This study used a mixed methods research design with a concurrent

embedded strategy. Participants were recruited through convenience

sampling. A control group was first selected according to the order in

which they were hospitalized, and pre–post testing was conducted.

Subsequently, the experimental group was recruited for a pretest, and

the communication skills program was then implemented, followed by a

posttest. The quantitative part of the study had a quasi‐experimental and

non‐synchronized design with a nonequivalent control group. In the

qualitative part of the study, the participants in the experimental group

were individually interviewed, and the collected data were analyzed using

content analysis to explain the effects of this program (Figure 1).

2.2 | Participants

Patients from the alcoholic ward of two psychiatric hospitals (in C

city and S city) were recruited. The inclusion criteria were: (a) an age

of 20–75 years, (b) under inpatient care following diagnosis of alco-

hol use disorder (Diagnostic and Statistical Manual of Mental Disorders,

Fifth Edition), (c) no communication disability, and (d) provision of

informed consent to participate in this study. The exclusion criteria

were (a) less than one week of inpatient care, (b) current alcohol

withdrawal symptoms, and (c) other mental disorders. The sample

size was determined using a computer program (G*Power 3.1). Ac-

cording to Korean and foreign study findings,13,14 the minimum

sample size for an effect size of 0.85, significance level of 0.05, and

power of 0.080 for a two‐tailed test was determined to be 46, with

23 participants in each group. In the current study, a 10% withdrawal

rate was considered; thus, 25 participants were convenience‐
sampled for each group. Further, participants in the experimental

group were recruited for individual interviews for the qualitative

study; six participants agreed to participate in individual interviews.

2.3 | Procedures and data collection

After obtaining approval from the institutional review board of Seoul

National University (IRB No. 1606/003001), data were collected

from June 14 to October 14, 2016. Before the study, the researcher

met with the healthcare providers at the psychiatric hospitals in C

and D cities to explain the purpose and methodology of the study and

request cooperation. Subsequently, posters for recruitment in the

study were posted on the bulletin boards in the wards. To prevent

the diffusion effect, 25 participants for the control group were re-

cruited before the baseline survey was conducted. The control group

then completed the general program provided at the alcoholism ward

(4 weeks), and the post‐intervention survey was conducted.

The experimental group was recruited after completion of data

collection from the control group, and they completed a baseline

survey, intervention program (two sessions/week for a total of eight

sessions), and postintervention survey. The intervention program

was designed as a group program, with each group comprising 12–13

participants. Each of the two hospitals had one group. The sessions

F IGURE 1 Research design of the present study
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were held in a designated area for patient education within the ward,

and each session lasted for 60–90min.

After excluding three participants who were discharged before

the postintervention survey (one in the experimental group and two

in the control group), data from 47 participants were included in the

analysis. To prevent experimenter bias, a research assistant per-

formed the baseline and postintervention surveys and data entry,

and the investigator was only involved during data analysis. The re-

search assistant was trained on the contents and procedure of the

questionnaire before data collection. In the qualitative part of the

study, the investigator conducted individual interviews with the six

consenting participants during their outpatient visit about two weeks

after discharge; interviews took place in a consultation room in each

hospital. Each interview lasted less than 60min, and all interviews

were recorded and transcribed.

2.4 | Nonviolent communication based training
program

The intervention used in this study was an eight‐session group commu-

nication skills program based on the basic principles of NVC. Session 1

was the opening session, and sessions 2–5 were introductory sessions

during which participants learnt and practiced the basic principles of

NVC. Sessions 6–7 involved the application stage designed to help par-

ticipants practice effective expression and coping with negative emotions

triggered in high‐risk drinking situations commonly faced by alcoholics.

For practice, an example of an actual high‐risk drinking situation (e.g., at

work, at home, or in social relationships) introduced in a previous study

based on a program for alcoholics15 was used. Finally, session eight was

designed as the closing session wherein participants shared their

thoughts about the program, and the strategies for preventing relapse

were summarized. The details of each session are delineated in Table 1.

2.5 | Instruments

2.5.1 | Empathy

Empathy was measured using the empathy quotient‐short (EQ‐Short‐
K16), which is a Korean‐adapted version of the EQ‐Short developed
by Wheelwright et al.17 This instrument has 11 items rated on a

three‐point Likert scale from 0 to 2, with a total score ranging 0–22,

and a higher score indicating a higher level of empathy. The reliability

of the instrument as measured with Cronbach's α was .88 at the time

of development16 and .89 in the present study.

TABLE 1 Contents of the communication skills training program based on nonviolent communication

Stage Session/length Theme Contents

Introduction 1 (60–90min) • Therapeutic alliance

• Understanding the objectives and the

program

• Introduction of researcher and participants

• General overview of the program and each session

Under‐standing
of NVC principle

2 (60–90min) • Understanding the four components of

the NVC

• Finding obstacles in communication

• Finding frequently used languages, behaviors, and facial

expressions

3 (60–90min) • Awareness of my feelings and needs

• Expressing honestly

• Awareness of own feelings and needs

• Connecting feelings and desires

• Staying in the energy of the needs

• Request others while respecting each ones' feelings and

needs

4 (60–90min) • Understanding of feelings and needs of

others

• Listening empathically

• Awareness of others' feelings and needs

• Listening empathically

• Exploring obstacles to empathy

5 (60–90min) • 4 Ears

• 4 Responses for hard to hear

• Inside of Jackal's ears

• Outside of Jackal's ears

• Inside of Giraffe's ears

• Outside of Giraffe's ears

Application of NVC 6 (60–90min) • Complete anger expression

• Stage of anger expression

• Understanding anger

• Self‐reflection of current anger expression

• Practice anger expression stages

7 (60–90min) • Response in high‐risk drinking situation • Role play: high‐risk drinking situation

• Refusal in drinking situation

• Exploring various refusal methods

Closing 8 (60–90min) • Expressing gratitude

• Summary of relapse prevention for

alcoholism

• Expressing gratitude

• Summary of relapse prevention strategies for alcoholism

• Sharing impressions and commitments

Abbreviation: NVC, nonviolent communication.
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2.5.2 | Anger expression

Anger expression was measured using the Korean state‐trait anger

expression inventory, which is a Korean standardized version of

Spielberger's instrument (1988) developed by Chon et al.14 This

24‐item instrument measures anger‐in, anger‐out, and anger control

using a four‐point Likert scale. The anger expression score is calcu-

lated as follows: ([anger‐in score + anger‐out score] – anger control

score + 16). The total score range is 0–72, with a lower score in-

dicating lower anger expression. Cronbach's α was .74 for anger‐
in, .73 for anger‐out, and .81 for anger control in the STAXI‐K study,

and .81, .76, and .84, respectively, in the present study.

2.5.3 | Interpersonal communication competence

Communication competence was measured using the global inter-

personal communication competency scale 15 developed by Hur.18

This instrument has 15 items rated on a five‐point Likert scale and

comprises three subscales (relationship, language, and interpersonal

competency). The total score is calculated as a mean, with a range of

0–5, where a higher mean score indicates higher communication

competence. The reliability of the instrument was 0.72 at the time of

development by Hur18 and 0.92 in this study.

2.5.4 | Alcohol abstinence self‐efficacy

Alcohol abstinence self‐efficacy was measured using the Korean

Abstinence Self‐Efficacy Scale, adapted by Kim19 from the original

instrument developed by DiClemente et al.20 This scale comprises

20 items rated on a four‐point Likert scale across four subscales

(negative affect, social pressure, physical pain, and abstinence and

thoughts about using alcohol). The total score ranges from 0 to 80,

and a higher score indicates greater confidence regarding abstinence.

Cronbach's α was .92 in the study by DiClemente et al.20 .92 in the

study by Kim,19 and .95 in this study.

2.5.5 | Interview guide

A nonstructured interview guide was used to collect qualitative data,

and the main interview questions were as follows:

(1) “Did anything change after you participated in the program?”

(2) “If yes, please explain the changes using specific examples.”

2.5.6 | Data analysis

Participants demographic characteristics were analyzed using fre-

quency, percentage, mean, and standard deviation. The normality of

the baseline scores of the experimental and control groups was

tested using the Kolmogorov–Smirnov test, and baseline homo-

geneity between the two groups was tested with χ2, Fisher's exact

test, and t test. Changes in empathy, anger expression, communica-

tion competence, and alcohol abstinence self‐efficacy over time

within each group were assessed with repeated‐measures two‐way

analysis of variance. The analyses were performed using SPSS 21.0

and the significance level was set at 0.05.

Qualitative data collected through individual interviews were

analyzed via content analysis. While repeatedly reading the tran-

scripts, contents that specifically explained the effects of the

program were marked, while similar contents were clustered to

develop abstract themes. We strived to ensure the quality of the

qualitative data analysis according to qualitative research appraisal

criteria.21 Accordingly, we set aside sufficient time for the inter-

views so that the participants could adequately describe their

experiences. The researcher transcribed the interview data to

prevent omission or distortion of data. The entire process of data

collection and analysis was recorded, and the raw data were

inserted as quotes to ensure auditability of the results. In addition,

data were collected until saturation, and fittingness was ensured

through consultation with a qualitative research expert. The results

of the analysis were presented to the six participants to check

whether their experiences were reflected as much as possible,

thereby ensuring conformability.

3 | RESULTS

3.1 | Demographic characteristics and homogeneity

The sample included 42 men and five women, with a mean age of 50.5

years. The mean age of the experimental group at drinking initiation was

19.7 years, and the mean length of drinking was 35.9 years. There were

no significant differences in demographic characteristics between the

experimental and control groups at baseline. Table 2 shows participants'

demographic characteristics and the results of the homogeneity test.

3.2 | Effectiveness of intervention

The results showed significant changes in empathy, anger expression,

communication competence, and alcohol abstinence self‐efficacy scores

in the experimental group compared with the control group (Table 3). In

the normality test, the p value for empathy was less than .05; thus, a

nonparametric statistical test was used for this variable. The normality of

the other three variables, namely anger expression, communication skills,

and abstinence self‐efficacy, was confirmed.

First, there was a significant main effect of the treatment or

group and time on participants' change in empathy scores (F [degrees

of freedom = 1] = 79.175; p < .001).

Regarding this result, “understand and respect others through em-

pathy and listening” emerged as a theme in the qualitative analysis. One

participant described how he was able to understand his family by
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empathizing with and listening to them, which led to more frequent

conversations within the family.

“I live with my parents, but I barely spoke with my father.

(I thought) Why does he talk like that? … But when I put

myself in my father's shoes, I was able to understand him,

and when I ask him ‘How are you, dad?’ (First), it was so

cool to see our conversation continue from there.”

(Participant C)

Second, there was a significant main effect of the treatment

or group and length of treatment on participants' change in

TABLE 2 Homogeneity of participant
general characteristics (N = 47)

Characteristics

n (%) or mean ± SD

χ2 or t pExp. (n = 24) Cont. (n = 23)

Gender Male 21 (87.5) 21 (91.3) 0.179 .672

Female 3 (12.5) 2 (8.7)

Marital status Married 10 (41.7) 11 (47.8) 1.343 .836

Single 14 (58.3) 12 (25.2)

Living with Nuclear family 9 (37.5) 13 (56.5) 4.965 .589

Extended family 12 (50.0) 6 (26.1)

Coworker 1 (4.2) 1 (4.3)

Alone 2 (8.3) 3 (13.0)

Employment White collar 3 (12.5) 3 (13.0) 2.953 .855

Blue collar 8 (33.3) 10 (43.5)

Unemployed 13(54.2) 10 (43.5)

Income (per month) <1 million won 4 (16.7) 5 (21.7) 0.970 .905

1–3 million won 9 (37.5) 10 (43.5)

3–5 million won 3 (12.5) 3 (13.0)

>5 million won 8 (33.3) 5 (21.7)

Age (years) 49.4 ± 10.3 51.8 ± 7.1 −0.928 .358

Education (years) 11.7 ± 3.7 10.7 ± 3.0 0.950 .347

Age of drinking initiation (years) 19.8 ± 5.9 19.6 ± 3.2 0.193 .848

Age of problem drinking (years) 36.0 ± 10.0 35.8 ± 11.7 0.068 .946

Duration of drinking (years) 29.5 ± 9.4 32.2 ± 7.4 −1.084 .284

Number of hospitalizations 3.9 ± 3.5 3.4 ± 3.4 0.575 .569

Abbreviations: Cont, control group; Exp, experiment group.

TABLE 3 Effects of nonviolent communication based program (N = 47)

Sources SS df MS F p

Empathy Within‐subjects Time 188.809 1 188.809 84.265

79.175

<.001

Time * group 177.404 1 177.404

Error 100.830 45 7.351

Anger expression Within‐subjects Time 4.789 1 4.789 30.829

11.654

<.001

.001Time * group 1.810 1 1.810

Error 6.991 45 0.115

Communication competence Within‐subjects Time 3.220 1 3.220 83.845

24.276

<.001

Time * group .932 1 0.932

Error 1.728 45 0.038

Alcohol abstinence self‐efficacy Within‐subjects Time 3111.364 1 3111.364 62.429

30.726

<.001

Time * group 1531.364 1 1531.364

Error 2242.743 45 49.839

Abbreviations: df, degree of freedom; MS, mean of square; SS, sum of squares.
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anger expression scores (F [degrees of freedom = 1] = 11.654;

p < .001).

The theme “becoming able to control anger and expressing with

words” emerged in the qualitative analysis and shed light on the

relevant effect in detail. One participant who was able to learn how

to express his complaints using nonviolent language described how

others accepted his needs.

“When I was with friends, I sometimes shouted ‘Hey!’

when I was frustrated; (and when I do) then, the mood

suddenly freezes up. But now I express my frustration

like ‘I don't like this and that. I'm upset.’ Then the

other person seems to be careful too.”

(Participant B)

Third, there was a significant main effect of the treatment or group

and length of treatment on participants' change in communication com-

petence scores (F [degrees of freedom=1] = 24.276; p< .001).

The theme “effective communication in a conflict situation” that

emerged in the qualitative analysis supports this quantitative result.

One participant described the change in communication competence

as follows.

“Even when I was upset with my coworkers or junior

colleagues, I didn't say anything. When I did say some-

thing, I used to patronize them, saying things like ‘You

need to do it like this’… Now I say, ‘How can I help?”

(Participant A)

Fourth, there was a significant main effect of the treatment or

group and length of treatment on participants' change in abstinence

self‐efficacy scores (F [degrees of freedom = 1] = 30.726; p < .001).

The theme “confidence in alcohol abstinence” that emerged in

the qualitative study is related to this effect. One participant de-

scribed situations where he was able to frankly and confidently re-

fuse drinking as follows:

“(Before,) My work life was horrible. All because of

drinking…When I went out drinking with my team and

met with people from other companies, I would be

either late to work next morning or miss work… Now, I

proudly say ‘I can't drink’ when people invite me for a

drink after work.”

(Participant A)

3.3 | Feasibility

Of 110 alcoholics admitted to the alcoholic ward in two psychiatric

hospitals, 50 patients who showed interest in this study were en-

rolled. During the study period, one patient from the experimental

group and two patients from the control group were discharged and

thus were withdrawn from the study; 23 out of the remaining 24

patients in the experimental group (92%) completed all eight ses-

sions. In addition, the interviewees reported that they found the

communication intervention program useful.

4 | DISCUSSION

The effects of an NVC‐based training program on interpersonal re-

lationships, communication, and relapse prevention in alcoholics

were analyzed. The experimental group showed a significantly

greater increase in empathy compared with the control group, which

is consistent with previous findings that NVC‐based training pro-

grams enhanced understanding of others and empathy.21,22 This re-

sult confirms that communication based on the principles of NVC

enables a respectful conversation based on objective facts without

judging or criticizing the other person's words or actions.12,23

Moreover, the theme “understand and respect others through em-

pathy and listening” identified in the qualitative analysis showed that

empathy facilitated conversations within the family and improved the

quality of alcoholics' family relationships. This is speculated as being

able to identify others' needs after NVC training.22,24–26 Further,

considering that negative emotions arising from conflict with family

members are a major factor of relapse,3,4 this result confirms that an

NVC‐based training that enhances alcoholics' empathy may be a

useful intervention for decreasing the risk of relapse.

This study also confirmed that NVC‐based training altered par-

ticipants' anger expression patterns. Before the intervention, the

experimental group demonstrated poor anger expression character-

ized by immediate or violent language; however, by being trained to

first understand others' needs, the participants were able to control

their anger better. This result is in line with previous findings,12 and

shows that NVC training facilitates conversations by helping in-

dividuals express their anger using appropriate communication skills

instead of suppressing it or lashing out at the other person. In par-

ticular, a study on the characteristics of alcoholics reported that al-

coholics who are vulnerable to quarrels and conflicts have a high

tendency to drink when angry27 to mitigate their anger.5,28 Our re-

sults may serve as evidence that NVC training can be utilized for the

regulation of such negative emotions among alcoholics.

After the intervention, the experimental group showed improved

communication competence compared with the control group. Moreover,

qualitative results revealed that, after the intervention, participants were

able to try to listen to the other person in a conversation and attempted

to initiate a conversation. This suggests that communication competence

encompasses the ability to listen and the attitude of trying to interact

with others.6,22,26,29 Further, the improvement in the quantity and quality

of communication at home and work is believed to be due to the NVC

training, as it taught participants to sufficiently observe the other person,

express relevant feelings, and communicate without judging the other

person.12,26,30 Therefore, the findings of this study confirm that NVC

training is a useful intervention that can enhance communication com-

petence in a relatively short period of time.
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One of the important predictors of relapse in alcoholism con-

firmed in a previous study was alcohol abstinence self‐efficacy.27 The

ability to refuse drinking amid social pressure has an impact on alco-

holics' relapse.31 This study showed that in NVC training, participants

practiced expressing their current emotions and refusing drinking,

which increased their confidence. We designed the program for par-

ticipants to repeatedly practice refusing alcohol using real‐world high‐
risk drinking situations, and the outcomes of this study are thus at-

tributable to the actual practice of saying “no” as reported in previous

studies.32 Furthermore, the conversational skills that enabled the

participants to turn down drinking invitations nonviolently may have

further bolstered their confidence regarding alcohol abstinence.

In conclusion, the communication skills training program based on

NVC developed in this study positively altered communication compe-

tence, including empathy and understanding others, among inpatient al-

coholics. Moreover, by training participants to control their anger and

express it appropriately, interpersonal conflicts are lowered, thus redu-

cing the risk of drinking by boosting self‐efficacy for alcohol abstinence.

The results of this study showed that the hospital stay period,

particularly once the physical withdrawal symptoms subdue, is the

most suitable time for communication training for alcoholics. This is

because physical stability is required to engage in self‐reflection.2 In

the present study, communication skills training was administered at

a period in which alcohol‐induced physical and emotional problems

were alleviated, and this gave the patients an opportunity to antici-

pate and prepare for conflict situations that they may face in real life

after discharge, as confirmed by the qualitative findings.

Communication skills can be improved through repeated practice

and training,13 which requires communication in both directions and

rather than one‐way.12 In other words, training them to become both

speakers and listeners can result in a positive communication effect.

Therefore, implementing this program as a routine in the alcoholic

ward would lead to long‐term achievements.

4.1 | Limitations

This study has the following limitations. First, participants were

convenience‐sampled from inpatients in the alcoholic wards of psy-

chiatric hospitals in specific regions; thus, the findings have limited

generalizability to other healthcare environments. Second, the ef-

fectiveness of the program was assessed immediately after the in-

tervention, and only a short follow‐up period elapsed before the

collection of qualitative data, which limits the prediction of the

longer‐term effects of the program based on the qualitative findings.

4.2 | Implications for nursing practice

The results of this study demonstrated that NVC‐based communication

training is effective for hospitalized persons with a diagnosis of alcohol

abuse. The NVC‐based communication training can be applied in mental

health nursing practice. While hospitalized, these clients are abstaining

from alcohol and therefore have an opportunity for self‐reflection. The
effect is substantial because they practice NVC while they are sober.

The NVC‐communication training can be applied to community‐
based programs that focus on relapse prevention. Because alcoholism

affects not only individuals but also their families, their workplaces,

and the communities in which they belong, it is important to continue

practicing healthy communication techniques in community care

settings such as self‐help groups, group homes, and community

centers. Community mental health nurses can help the client identify

and address trigger events that lead to relapse. This program can also

serve as basis for the development of various programs for spouses,

children, and parents. This nursing intervention program will help to

provide regular practice in NVCs during the recovery process.
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