CHAPTER 2
LITERATURE REVIEW
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For the purpose of this study, this chapter will discuss three major sections that

2.1 Introduction

present a review of literature that is related to the study. The l?ﬂre covers relevant

theory and concepts as well as previous research. Secti that wi l)e diseuss

ed are
9

®
A
1S
(1) Transtheoretical Model of Behavio ange P

(2) Group Therapy and Behavioural C%ge \ Y},
(3) Theoretical and Conceptual%mork heStud E

\ Tt

the following:

%

2.2  Transtheoretical Model ofEehavioul;m%pge ( 'l;@;

‘S
& )
2.2.1 Overview of Transth cal Model “ <$
X

N
t ]@ich emerged from his seminal

-

According to DiClemente (200;) [
research series with James Pr xﬁﬁj&s how smokers are able to free

themselves from @oti ladd' n an Model has been primarily applied for

NS
recovery fron@ion Nh%\?!esb&é demonstrated that elements of TTM are

importan three pesjof behaviour change: (1) creating patterns of behaviour;
:
(2) modi habitual ehgvi@)attems; and (3) stopping problematic patterns

.

—

( ors et al., 2001; DiClem}[e, 2006).

The TTM brings together all divergent perspectives to understand addiction by
Ousing on how individuals change their behaviour and by identifying key change

dimensions involved in this process (DiClemente & Prochaska, 1998; Prochaska & &
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DiClemente, 1984). With regard to the drug addiction problem, addiction is seen as a
personal pathway that is not limited to person or environment, but it is best see
integration of understanding the multiple influences involved in the ac@ and
cessation of addiction (DiClemente, 2006). A

The TTM uses four dimensions of change which are able to@be a similar
path that leads an individual into and out of the habitual patt Nhaviour, called

addiction. These dimensions of change and their intera l'e simplified as

Table 2.1 shown below: .\d

"X
Table 2.1 é [ _\Q
The Four Dimensions of the TTM b 4 Y"

. N
Stages of chang \ Y'V

Pre-contemplation — Contemplation wtion —Q}cti Maintenance

Proc of change O
Cognitive/experiential i

Consciousness-raising %
Self-evaluation

Environmental reevaluati

Emotional arousal/dr: m‘e&ief

Social liberation :
b

Decisionwnce l
Areas o @oi tha c'men@omplicate change
1 nt life situati C'j

2. iefs and attitudes \Q/

Intergr n ?lation@s
§. Social sy$tem Y'

Enduring perso&ﬂy aracteristics
& DiClemente (2006). Addiction and change, p. 24.
DiClemente (2006) explains this model of four dimensions:

(a) The stages of change divide the process of change into distinct

segments, and each stage is defined by specific tasks that need to be



(b)

(©)

(d)
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accomplished to a greater or lesser degree if movement forward to the

next stage is to happen. The stages depict a person’s movement W

the process of change in terms of the motivational and tem@pects

needed to create a successfully sustained pattern of behﬂ&
The processes of change represent the internal and extgal experiences

and activities that enable a person to move fr Mage to the next.
Engaging in these processes provides the sCr tl]e individuals to
accomplish the stage “tasks”. .\d
"X
N

The markers of change are sign@at identify he“e ‘{'person
stands in two key change-relate? na% : on-@ng about
, and

the change (decisional bal thﬁ stréngth 0@3’.3 perceived

ability to manage the b@l change -eff@/temptation).
The context of chan@jounds t\ha?ge

with it. It repre%
important i@
problen% ces, and liabi "e&rithin these areas can help or

hil;@/emellt the %&éss of change.
In guiding rchabilitatio searc@"and professionals who use TMM in

research an

assump% his theory:

(b)

K ’ ' (3

M

change. Therefore, a more comprehensive model will likely emerge
from an integration across major theories;
Behaviour change is a process that unfolds over time through a

sequence of stages;



(©)

(d)

(e)

(2

2.2.1.1 The

t

DiCleﬁn

44

Stages are both stable and open to change, just as chronic behavioural
risk factors are both stable and open to change;

Without planned interventions, most populations will ren@:k in
the early stages. There is no inherent motivation to pro ough the
stages of intentional change as there seems to be the stages of
physical and psychological development; V

The majority of at-risk populations are not on] action and will

not be served by traditional action-o ed prev rograms.
®

9
Health promotion can have mucl@ impa jh’ft&‘ﬂ}m an
4
% 3

action paradigm to a stage paradigin,; \
Specific processes and priw of oﬂang eed&e- applied at
1s t@QCur. In the stages

specific stages if prog(\%gh the sta
of change, paradign%venti(mﬁrxn s be matched to each

S
individual’s stag%v\ge'ond 9 (’)

a 48:
are) usua hnder some combination of

Chronic bel% attl
biologic% 1, an ;lf}ltl'o@ge-matched interventions have
iyt

d
4

bee &gned @

0 enh self-controls.

4

(2006), an indivi s change takes place over time in five distinct

&

%%é to‘J’ ‘Ucyk and{BPiClemente (1984), Connors et al. (2001), and

S of change: pre-contemplation, contemplation, preparation, action, and

intenance. The movement through the stages of change is more cyclical and
rcuitous,

as shown in Figure 2.1.



45

Precontemplation
Awareness of need to change

A ,
Contemplation A
Increasing the pros for Change

and decreasing the cons T

Preparation
Commitment and planning

Relapse and
Recycling @
) {\Y'
Maintenance Action
Integrating change into Implementing and
lifestyle revising the plan

Y

Termination

(Source: Diclemente (2006). A

“« Q-
Figure 2.1: A cyclical représentation of ement t&%\igh the stages of change

L )
The pathway tly%s an in?x%dj to 22&/1 ge an addictive behaviour begins

N O

in the Pre-conte MStagd, w he/sh.%:as no current interest in change, and

lacks awarene whe eegl qng?,‘)@taining a belief that change is unlikely.
) ’
The 1nd1w@'

moyves through Kl(eﬂontemplation stage, where he/she becomes
aware efious nee dang@ is considering modifying his/her behaviour but

o -
ha\ slated those thoughts into actions. The hallmark of the contemplation stage
@Valence about change. The third movement stage is Preparation. The individual
00 in this stage has made some small attempts at change but has not embraced

everything necessary to make change occur. This individual’s plan is to take action in

the very near future. After some change has been initiated and then actively engaged
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in to modify his/her behaviour, the individual will progress to the Action stage. The
fifth stage, Maintenance, is characterized by energy and effort devoted to We
prevention, and maintains the change that has been made. Gains mad@ the
action stage are consolidated during this stage, and it is plausible thﬂ*udividual
will remain in this stage indefinitely as he/she continues to min¥e~his/her risk
factors and manage his/her vulnerabilities (Connors et al., OMlemente, 2006;
Reid, 2007). As mentioned before, the movement is mor

1 alld circuitous, so

1
the tendency of an individual to recycling reverse stag ove fbac e previous

@
stages) and relapse can occur. é ' _\Q}
<

4
2.2.1.2 The Processes of Change Y. \ Y.

Prochaska and DiClemente (@nnors 20%Velasquez et al.

(2001), and DiClemente (2006) deseribe the p W?) hange as the engines that

create and sustain the transition rough th ages %}d facilitate successful

completion of the stage tasks. roce also zﬁg province and responsibility
gI and” it

N
of the individual making tz chan @ modifying, or stopping the
' g
behaviour. \" (i‘/
Ten proc@ c m@e be@entiﬁed which can enable people to

\ e :
move from % tag fo :neya‘.’) These processes fall in two groups:

cognitix@*e’ntia} bo'#, nd@avioural process. The ten processes and their
4

accompanying descriptions are ‘gn in Table 2.2. According to DiClemente (2006),

t \nitive/experiential processes of change are critical ingredients for creating
%nent through the stages of change, and more importantly, in negotiating passage
rough the earlier stages of change, namely, Pre-contemplation and Contemplation,

while the behavioural processes of change are more important in the Preparation,
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Action, and Maintenance stages. All these processes operate in similar ways but in
different directions for initiating, modification and cessation of the be r
(DiClemente, 2006). %\

The first set of processes, the cognitive/experiential proceﬁ& change,
which are the main processes of change in the early stages of change (which is the
focus of this study), are used to identify the ways of thinkin Mling that create
change. The most important and fundamental proces Y

sc'rusness-raising.

Consciousness-raising 1s defined as “increasing reness w causes,

L ]
| &
consequences, and responses to a particular problem chaska, 2003). ‘“ hﬁgocess

will increase awareness of the current and the avi% e na@a change
or not. It is a prime target for most preventi treatfme rogr@f)iClemente,

ati 4ﬁqd knowledge to
O

2006), where the clients will be pro@h
gain his or her awareness about h@

,:Q re of the behaviour.

55/
S
5
o
o
3
=
gQ
=
g
B

Increasing information about

he

attention of the individual%\.e l iout” (Prochaska, DiClemente &
Jin t

Norcross, 1992). For i%
problem. He/she %fs‘[ becf \ar %pfoblem in order to address it, and the
t

process will hw ift 1 't tov&' considering change (Velasquez et al.,
¢
2001). The 10nal arousal oc,{ssc'_njvolves the emotional experiences or reaction
N
of the n€w, or%old bEhayi The=activities targeted by this process aim to either

enh@e value of the curr:;@' new behaviour or to decrease the value or need for

t%kviour (DiClemente, 2006).
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Table 2.2

Ten processes of change &
Cognitive/experiential h

1. Consciousness rising: Gaining information that increases awareness of the ‘eurr
behaviour pattern or the potential new behaviour

2. Emotional arousal: Experiencing emotional reactions to the status quv the new

behaviour

3. Self-reevaluation.: Seeing and evaluating how the status quo or thwehaviour fits
in or conflicts with personal values

4. Environmental reevaluation: Recognizing the positive an atiye effects that the

status quo or new behaviour has upon others and the enviro

support the status quo and/or change and initiating of the neWwbeh

A}
Behavioural L ' _\"}
1. Self-liberation: Making choices, taking responsibi or, an?n in ommﬁ?nents to

engage in a new behaviour or a behaviour chan

5. Social liberation: Noticing and increasing social alte and ?c\),

2. Stimulus generalization/control: Creating, altering, or avo

or encourage a particular behaviour
betwebn cues and a
1vitie§ in'response to cues

3. Conditioning/counter-conditioning: a%ew con
behaviour or substituting new, compet aviours an
for the “old” behaviours \ -9

4. Reinforcement management: 1d w and @ﬁit g é‘positive and negative
reinforcers for current or new behawiotrs. @reating rewards feg ew behaviours while

N
es/ stiéuBThat trigger

extinguishing (eliminating r ements) currenttbéhavi
5. Helping relationship: Seekim ort fromothers (family, friends,
peers) for current or new iour :\
{

Source: DiClemente (2006). A
&

Other pr@ of Jhang n t@group include self-reevaluation, a
. ,
reassessment pro whereby 0 rd—ev&lg.a«tes the current or new behaviour. Through
'
11

this proce dividual wi a e&elevaluations of his or her behaviour and then
4
make tion of how the I:Qhaviour fits with current or aspirational values,
Ad o
beliefs, goals. The process~of environmental re-evaluation will help the client to
%ate the effects of his/her current or new behaviour that could be experienced by
Oers and the environment. Lastly, the process of social liberation is that which will

make the individuals notice and increase their social alternatives and norms that help
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support the current and new behaviour. According to DiClemente (2006), this process
promotes the realization and acceptance of social norms and societal sanctlow
helps the individual to view change as possible as well as to exper \1able

alternatives.

2.2.1.3 The Markers of Change Vz

In their TTM, Prochaska and DiClemente (198 rgosed that decisional

balance, as noted in the work of Janis and Mann (19 d sel e cacyglas derived
from Bandura’s social-cognitive theory (Bandura, were the pri fa that
predicted an individual’s ability to trans1t10n thréugh Va‘vlo S ges change
DiClemente (2006) insisted that althoug the otent1 %arkers and

mechanisms that can interact with the@ hum int tlonﬁehawour change,
elf-effica \&s\?:a 3:<b;gportant markers of

pro€ess of ¢ ange@) ddiction.

TTM view decision-making and

movement through various stages 1

Decisional balance refe th Vely appraising the benefits
and costs associated thmlour odi cqtl 1C1emente 2006). Decisional
balance also refers to th o of t (&éneﬁts and costs of the targeted

behaviour, whlcl&aehe 1 uen(‘\ cisions and behaviour (Buckworth &

\ e
Wallace, 200% entifie§ t @aﬂ(oilﬁlp between the pros and cons for change,

and bec mpf bIyar er @novement through the stages of change in the
early s&f change (Pre-co plation and Contemplation) (DiClemente, 2006).

E 1nd1v1dual in the stage of Pre-contemplation for recovery, his/her reasons for
against abstinence and in favor of continuing addictive behaviour are greater
Om the pros of stopping and the cons of continuing the behaviour. His/her decisional

balance is in favor of the status quo. In Contemplating, the decisional balance favors
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the pros for change and has greater balance between the positives and negatives. If the
individual is to continue to move forward, the pros for change and the cons e

status quo must increase (DiClemente, 2006). %\
Janis and Mann (1977) believe that four factors underlie ﬂ‘kdividual’s
decision process, the process of the anticipated gains (benefits) and losSes (costs). The
first two factors address how the decision will affect the deci '(Mer, namely, the
utilitarian gains and losses for self, and the utilitarian gai y:sef for significant
others. The two additional factors address how the decision will affect e‘ decision
maker’s moral standards and self-image (self-a@l or disa v‘ll)_\(a'g'the
valuatin deq’@gﬁ maker

of th@?n.ion that it is
er @be vulnerable to

'5§’ Prochaska, Velicer,
N

approval or disapproval of others who m

(approval or disapproval of others). Janis a (1
essential to consider these four factn@ decision
retracting his/her decision. Nevert%, stu@gingjc
Rossi, Goldstein, Marcus, Rak%iore, arlow,«Red , Rosenbloom and Rossi

(1994) to investigate the re mp t] S @ange and decisional balance

constructs in 12 typ% blematic b e‘l‘\‘iohb(inclusive of quitting cocaine)

discovered that on 0 maill es ofédsional balance, pros and cons were
found to cleaﬂ@ nt cat es for making behaviour change across

|
¢
the stages o % q?o' (Jc')
N
seeond jh }s sel%ﬁcacy, which refers to an individual’s self-

percel confidence in his o @' ability to make change occur, a degree of measure

to h individuals believe they can be successful in achieving or resisting a
ehaviour, and how confident the individual is in performing a specific behaviour
andura, 1997). According to Bandura’s concept of self-efficacy, what people know,

the skills they possess, or what they had previously accomplished are not always good
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predictors of subsequent attainments because the beliefs they hold about their
capabilities powerfully influence the ways in which they will behave (Pajaresw.
The sources of self-efficacy beliefs are derived from four aspects an%x are:
mastery experience (the interpreted result of one's purposive perfomlAvicarious
experience (felt or experienced indirectly), verbal persuasions (expc&e’o the verbal
judgments that others provide), and physiological states (% anxiety, stress,

Efficacy evaluations can represent an individual®syself-répo fidence to
@

abstain from a problematic behaviour as well 0 per ﬂei@ one
(DiClemente, 2006). DiClemente and Hughes Ound\ﬂ'la . idu.al\s‘;\:vho have
: 9

ecom k in the Pre-

arousal, fatigue, and mood states) (Pajares, 1997).

little confidence in their ability to perform abehayiour

contemplation stage, feeling hopelesswa possibility6f ch@é& It also has been

a strong, effective predictor and irr%ﬂ marke\ﬁ(g t I)GE\IOH through the stages
>9y N
. 0.

of change, and does seem to p% in earlier Stages 2(, 11. For individuals in the
early stages of change, hi N @elated to increasing use of

e11 e
experiential and behav% ange proces s“ (bi‘@nente, 2006).

$ &
2.2.1.4 The a.@wm@ %%(J
N

\1 L O .
TT™M % ts fivé€ a Jof ﬁ?ﬂbtlonmg to describe the context of change,

where a %r'n o}b ﬂu cha occurs in these areas of an individual’s life.

4

These ageas are current life sit ‘g, beliefs and attitudes, interpersonal relationships,

S stems, and enduring personal characteristics (DiClemente & Prochaska, 1998;

chaska & DiClemente, 1984). Any related issues, problems, resources, or liabilities
Qeach of these five areas can facilitate or hinder successful change of any specific

pattern of behaviour (DiClemente, 2006).
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The current life situation includes the current internal and external
environments in which the change is to take place, the emotional and mental st
the individual, and the current living situation. Addiction is typically %\as a
problem symptom in the current life situation. DiClemente (200 s that in

general, an individual who has more resources and fewer problems 1Qhe current life

situation has a better prognosis for a successful trans1t10n the stages. An
assessment of the individual’s current life situation will 1 he ';trengths and/or
problems in the life situation that can interact with mo stages of

Y'

change.

The beliefs and attitudes of an individualsi ct \n\l{t ces@'hange in

many ways. They provide the cognltlve Wh the ge is to take
place, how change should happen, l@ed for suceessful @%ge and what the
general beliefs are about self and rehglon ,Q%h‘ the change process.
Assessing how the behefs esﬂare Valve changing the specific

behaviour pattern in questiQn can s511 stan Smg why one individual may get
, 0

stuck in contemplatlot% to acti
(Prochaska & Di é‘[e, lm mente,2006).
The in ps C‘f]j\o an individual’s life involves dyadic

interactions cl d néraﬁ‘?s with significant others such as spouses,

f 1! 1 intaining the behaviour change

spemal and JI. ; he @ tionships also can foster or hinder movement
e process of chan@ many ways. Interpersonal relationships and their

mEe e are often considered important elements in decision-making since
iduals contemplate changing a particular behaviour, such as evaluation and
pproval of others, in the process of weighing the pros and cons for change

(DiClemente, 2006). In addition, DiClemente, Dolan-Mullen and Windsor (2000)
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state that interpersonal problems can play a decisive role in the decision to make a
change and often influence whether that change is sustained over time. Y'

The fourth area of functioning is the social system. Various soci@s of
which the individual is part of, such as the individual’s family system,‘f& network,
societal and work systems, can influence the process of change (Dmnte, 2006).
Social systems influence the individual by way of persuasion Mg, social norms
and social reference (Bandura, 1986), incentives or @Tge (Prochaska,
Norcross & DiClemente, 1992; DiClemente & Proc a, 1 8Wmay offer

X
support for or interfere with the change. The ﬁf‘%st areal of ct'on_’@s the
enduring personal characteristics. This encom as% ty c@::teristics
¥,

and conflicts that influence the change prow y er or @ﬂote decision-

th 4% and action to be
3

making, influence planning, and affec hementatio
taken. Some  characteristics, Gjud' ,(ébntity, self-esteem,
N
conscientiousness, extraversio cche?sm, could play a role in
contemplating or complicat%
According to % te ( des the influence of these five

areas of functionwhe prrc \«ﬂ change, the context of change also
helps us to identi ors lem r complicate the process of change. For
instance, pr @rs h e‘ se!s V(ID‘e'tﬁer these five areas of functioning influence
transiti@éh th c? of Yd.&;ge for the specific targeted behaviour. If the

issugs,imone or more of these{@é of functioning are complementing or complicating

t ess of change, they may have to be addressed, augmented, neutralized, or

G ified in order to facilitate movement. However, as individuals initiate, modify, or
t

op a behaviour (addictive behaviour), changes in other areas of functioning almost

certainly will occur (DiClemente, 2006).
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2.2.2 How the change takes place

TTM states that the processes of change are the engines that create &gtain

the transitions through the stages and facilitate successful completioah stage

tasks. These processes are also the province and responsibility of the individual
making the change and initiating, modifying, or stopping the b%Y(;rochaska &
DiClemente, 1984; Connors et al., 2001; Velasquez et al., and DiClemente,
2006). The framework of the TTM also outlines the im 'tasks activities,

eﬂstal?-the

differences between success and failure in th ement thtou the' péecess of

intentional behaviour change (DiClemente, ZWh N oretic@ﬁodel also

nge gs nding on their

experiences, and contextual influences that can help practitioners to

posits that individuals will utilize differ:

particular stage of change (Prochaskam Cleme

the clients are actively commltte;o C gl ar éfhviour the more likely

they are to use more effecti aviou r&&es thus leading to more
positive treatment outcome?&ardt'Bab & @ack, 2004).
‘ : |
Prochaska, Johnson and Le dh est various intervention techniques

that can be impl en to d‘]VG t cogn@/experlentlal processes of change, as

8
12}
5

& Fawva, 1988). The more
A

illustrated in 2 3. These eclimc&gs}that the TTM provides are matched to
'

treatment ions [base the&-l»fent s current stages of readiness to change.

Treat 1ntervent ns Igfhlcf‘siare mismatched to the client’s stage of change are

11 e unhelpful and m\(:éven be harmful. However, knowing what stage the

is in provides important clues to what will work and what will not (Washton &

Oeben 2006).
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Table 2.3
Processes of change and appropriate intervention
Processes of change Intervention techniques
1. Consciousness-raising Feedback, education, c&fro ation,
interpretation, bibliotherapy, a media
campaign
2. Emotional arousal (dramatic Psychodrama, role laying, grieving,
relief) personal testimoni d media campaign
3. Self-reevaluation Value clarific althy role models,
and image )i
4. Environmental reevaluation Empathy trai , docum es, .and
family in ntion ' q
5. Social liberation Advo empowerment rocedu—rés, and
ap i po],@{i enta@'
N Y

According to Prochaska and W\C%Nte(l
not only describes the characteristics-of the lien:wg
of interventions that are most like e efifective ithi@h stage and to promote

sta&%ﬁof—change model

stage,'it also shows the types

o
movement onto the next stag&add' 1 ntionéd y DiClemente (2006), the

\
secret to successful hu&n igntional chaytour c@w appears to be doing the right
:
thing (specific procwt' tie )g& 1ght t@“(speciﬁc stages) in the process. To

begin with all th@gles and interventio move the client to change, we have to

N\, e
state how to %e he fredtm pska} %‘D:ach stage should be stated. For the current

study, a ent?( 006) stated treatment task for the pre-contemplator is to

4

increasg,concern and hope for (&g.e, while the treatment task for the contemplator is

- N
t Me decisional balance.

To describe how the change takes place as a process in the context of the TTM
S

del, it is necessary to understand the characteristics of the individuals, the stages

they are in (especially pre-contemplation and contemplation stages as focused upon in
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this study), the processes of change they experience in each stage, the decisional

balance, and self-efficacy as markers of change. YV
2.2.2.1 Precontemplating for recovery :%

In the context of the recovery process, pre-contemplation is rst stage of

change, which is experienced by an addict. Addicts who N this stage are
considered to be unaware or ignorant of their drug usa roiem. Iiven if they are
aware of the problem, addicts usually do not seriousl of kWhamges to
@
the problem (Connors, Donovan & DiClemente, 2 . They are oft lit t]@gg;age
u

because they are uninformed or under-informed ut the cons enc?*of their

N
N, Sl Koy would be

th%o,urage to change

oid talking or thinking about

. un@ to participate in any
therapy or intervention (Prochm ohns e, 20(;l$'.Q

\
The general ceractg'stics of indi idu@lo are at the stage of pre-
contemplation (Proc@ 1 ‘; , 98"@Clemente & Hughes, 1990; Carney

& Kivlahan, 1995;"€onnor onoyan & @men‘[e, 2001; DiClemente, 2006) are
listed in Tabl% iClement 291, 50))6), and DiClemente and Velasquez (2002)
indi

behaviour. Moreover, if they had been inv%z ch

those who had felt demoralized anc&%nabl
1ly, th

(Prochaska & Velicer, 1992). Even@ y, t esﬁ?

mofivate

a

it, become noncompliant, resistan

=]
—

@,

speciﬁc@'ﬁ@aine that a;'n vi \I who is at this stage naturally prefers the status

%

4

quo, isysatisfied with his cu behaviour and is not ready to disturb it. This

%

idual perceives change a:

wn

something that is irrelevant, unwanted, unneeded, or

ossible to achieve. As long as this behaviour is considered to be functional to the

Oiividual, or no compelling reason arises to disrupt this behavioural pattern, this

individual will remain a pre-contemplator.
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Table 2.4

Common characteristics of individuals in pre-contemplation stage

1. Defensive %\

Resistant to suggestion of problems associated with their drug use
Uncommitted to or passive in treatment

Consciously or unconsciously avoids steps to change their behaviou

Lacks awareness of the problem N
Often pressured by others to seek treatment q

Feeling coerced and “put upon” by significant others v
Y.
Y

DiClemente (2006), and DiClemente and Velasquez (2002 a&cﬁéﬂed an

Vid:;{ en dgs' various
thaﬁian cause hi@ evaluate any

kind of change in his behaviour. CSM&) noticed ﬁve@‘:‘uses or strategies

are reflective of a real pre-contem % \T é
N
) )
“« Q-
(a) Reveling \ AQJ
N
A reveling pr ontezlator fers a@ict who claims that being in

1 '3
aving toé{od a time and that it is a condition

R o

excuses or strategies to neutralize any mo

P,

addiction is a Wondgm m

—— D

which does not réq any egSuch a@ation occurs because the addict has not

!
accepted or e@:ed hé'n ie eff&ts of drug abuse. If he has experienced any
&

negative 5 the* veus all)@ven mild or replaced by benefits. Moreover, a

=y

.

revelingypre-contemplator also éitx that he is able to control or change his addictive

\
gNur if he wants to.
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(b) Reluctant

Reluctant pre-contemplators are individuals who are simply unﬂ to
consider change. They do not resist change, but these addicts are ofte %ady to
change because of their own indecision or hesitancy about the pr sﬁf changes
that they will, or have promised to, go through. Situations like these are attributed to
the addictive behaviour that they are experiencing: it pro idew benefits to them

than disadvantages or problems. To reluctant pre-conte tors, change is disruptive

@

to the comfortable way of life to which they are accustome Y~
N
1S
(c) Rebellion 2
<

Rebellious pre-contemplators ar: w du
themselves as fully in control of shap1 %\r
own decisions. They are often pass ly invested 1 %e' @ty to make their own
choices and decisions, and th a l(;ne telling tké?what to do. In addition,

rebellious pre-contemplato ost]e and resistantstowards any notion that they

have changed. Their 1% about'thei rgﬁa decide on their own way of life
and to make dec&‘w usu Hy\ereason loathe admitting their physical or
psychological d% Ccy O i (idictic}jééhaviour.

¢ C,)
'

@ R(")n *
S

5 signed pre-contempl@') are individuals who feel helpless and unable to
\

They resign themselves to being dependent on the addictive behaviour,
use they feel that change is unattainable as a result of the addiction problems
hich have overwhelmed them. This could also be due to the fact that they had

previously tried to change but found it completely unachievable. Having resigned to
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their fate, these contemplators believe that change is not an option in their lives
because they have been struggling with addiction and are now fully depenwﬂh

drugs physically and psychologically. These reasons cause them to contm%\thelr

(e) Rationalizing Vz

Rationalizing pre-contemplators are individuals o%n pr ovide rationales

addictive habits even if they have to experience pain and discomfort.

for to their addictive behaviour. For instance, the c rati s g1 by them

C
are, "I am not an alcoholic since I only drink beer am stl\ly ard W}‘)E_top

later"; and "I am addicted to marijuana and n t oin”, amon themz‘k“hey are

N
always armed with answers which maw behe that dru Ygr addictive
1eve

are&able of escaping

behaviour do not affect them, and th

the negative effects of addiction. /.\.\
These strategies are comm use(i by pre Con te tors to enable them to

40

avoid seriously thinking of m mpla‘t\ﬁg the need to modify, their
addictive behaviour inee short term, 1h1c
for as long as six m ths ey

oppose any change , d ta 1met

to DiClemente (2006), can last

-‘
‘ne‘]:l\ ems l%e’s “not ready to change”, adamantly

-

gin seriously contemplating whether or

not they sho nlﬁ anﬂy plfy %Dchange their behaviour. “Why change?”

becomes h ral ?1 th}fO the @0 challenge an intervenor (DiClemente, 2006).

ntemplators are aL) haracterized by DiClemente (2006) as individuals

st111 at the stage of well-maintained addiction. They perceive and believe that

roblem that disrupts their various areas of functioning can be solved by carrying
0% any activity, which is supportive of addictive behaviour. Their belief system,

relationships, social system, and personality traits are shaped to fit their addictive
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behaviour and to minimize any problems that they face. Pre-contemplators are those
addicted individuals who manage the consequences and concerns that arise T
lives, so that they can maintain a positive decisional balance that suppo@ ued
engagement in their addiction. According to O’Brien and Abel , such a
condition causes them to perceive their addictive behaviour as pogitive, and also
shapes their denial attitude by minimizing, rationalizing, aqd/or ing resistant to

change.

2.2.2.2 Moving the pre-contemplator

specific tasks of this stage must be completed
objective achieved. DiClemente (20,

achieved at the pre-contemplation stage, as 1ll

Table 2.5 &

] <ZJ}-
Tasks and goal for pre—contenw S é
Pre-contemplation q , ; ‘e
The state in which ther%e or no gonsi a‘io ghange of the current pattern of
able

behaviour in the fore& tur
Tasks: Increa@ ess (‘f needfor ch , increase concern about the current
pattern of bw envisi ' ility ange.
Goal: Seri ide’atiﬂn e this behaviour.
goze by

(Source: ed from DiCle n’ (200{9,/Addiction and Change, p.27)

R

cording to DiClem (2006), the major basis for moving from pre-
i

/

cé lation to a higher stage, at least to contemplation, is that the individual (pre-
coftem

Q plator) must become involved in the process. Movement from pre-
ontemplation must occur from within the individual in order to begin the process of

intentional behaviour change. In order to initiate change from within an individual,
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Simpson and Joe (1993) proposed four focused interventions which must be given to
the pre-contemplator, which are: (1) see the problem; (2) perceive the ris

experience and digest the consequences; and (4) see the potential for ch%\SAT
(2005), DiClemente (2006), Connors, Donovan and DiClemenE%Ol), and

Velasquez et al. (2001) perceived that change processes can a significant

intervention to drive individual change at the pre-contempl 'ome. According to
a

these authors, the recovery task at this stage is to disc CC"lSuneIlCGS and

concerns from the problematic pattern of addictive

consideration of change. Table 2.6 summarizes @\ge praces vﬁni‘y n be
s b &

used and the intervention focus. Y. \ Yy

Table 2.6 '1

The processes of change for intervention
Change processes at work L , ' &
\
T
t

The cognitive/experiential p sed tgpro eqlwar@s of and concern
about addictive behaviour, N 0 sp%gnt o&%@pre-contemplaﬁon,

are: N
1. Conscious, ss-rging: Focus is ﬁpdi@sons and experiences
which cha%iews th?addi bzzil our does not cause problems.
N ounter reveling in the benefits of
highlight ne@e reactions and consequences
i .

i i:g di‘eysions away from issues of independence

»

Emotional arousal:

addiw'v Whi(l’l
asw ith
3. % aluation:
d altern

of coﬁyquences (rationalizing), and onto values

ative caus
Qa con‘s}i # that @ dissonance; moving from rebellion to
: Q ’ersona re ati‘ns. Y.

Environmental reev@!ﬁtion: The person sees the environment as
\ challenging engag&!ent in the addiction; reevaluates environmental
concerns and impact of the addiction.

E 5. Social liberation: The person begins to realize shifting societal norms and
how policies and laws attempt to control behaviour or provide

alternatives.

(Source: Adapted from DiClemente (2006), Addiction and Change, p.132)



62

According to Velasquez et al. (2001) however, to enable pre-contemplators to
move forward in the cycle of change, they have to admit that their beha?‘s
problematic and become more aware of its negative effects. For these pe@ key
processes of change include consciousness-raising, dramatic relief, sClf-regvaluation,
environmental reevaluation, and tipping the decisional balance. SWsuggestlons
were presented by Connors, Donovan dan DiClemente ( ho stated that
activities in the process of change involve all cognitive/e Y nge processes
as they are most relevant in moving pre-contemplators rected by

achieved stage tasks such as raising awarenes @proble . zﬁtm&fry)f the

consequences and the impact of behaviour on

N
versus goals. 0\

rrent life

All these processes of chang s1dered t e@%s” that assist an
individual to complete the task att ge (D1 % 1 c er & Bellack, 2008).
They are needed to create the S necessa tot me e task goals of the stage,

to move through the entlr oc s of chang and i ately to achieve behaviour
change outcomes (Di% , 2006 ,%Jr;!&n 003; Prochaska, DiClemente &
Norcross, 1992). %nente f ded the processes of change which are
applied in this iaterv of c ousness raising in order to enhance the
awareness % em fecogn 01( a@}"s)elf reevaluation which involve individuals
ho makKe 4coSts-benéfi Pawot%nalysw. Any activities which aim to increase
ﬂ& and information @ﬁaviour are the critical mechanisms to propel pre-
lators to change.
In order to handle different categories of pre-contemplators (reveling,

eluctance, rebellion, resignation, and rationalizing), processes of change which are

used as intervention input (processes of change activities) are able to assist pre-



63

contemplators to picture or to admit the problems they are facing, and the potential
change that they can explore (DiClemente, 2006; CSAT, 2005; Connors, Don?&
DiClemente, 2001).

For reveling pre-contemplators, addiction has become a part of& They are
happy and elated as they enjoy that addiction. The interventioWlenge is to

increase their concern and to assist them to see that their pro Mributes to many
n

negative effects, and that change will benefit them. Forcin islling them might
cause them to retaliate. A suitable intervention is to vide Ob] normatlve
feedback about their behaviour and 1nf0rmat1¢ negative ys‘ci“éfects
highlighting real and potential negative cons 06). This is

able to provide information to enhance t re nteiﬂpla 'S awa@ess and assist

them in re-evaluating the negative aswaelr behavi O<<

In the case of reluctant p% emplatoﬁs gl e@tlon challenge is to
break through the inertia (hvéout e%ergy and Q‘;?op negative perceptions

towards addictive behavi hi then"gA the benefits of change.
Consciousness-raising% reevalLItlo :‘olcesé can be the focus of intervention
to assist the pre-c plato fo uate previous change, any possibility of
successful cha andrincréase 1ty tt./ rcome any hurdles that may be in their

way. These Ei%es c o{eaﬁ-}l e them that they can still function normally

without that&y are able to manage the urge or need to be

Q n drugs again. If th@wocesses are conducted in groups, the support given
b ther individuals who are going through the same stage or process of change
help the relationship process most effectively (DiClemente, 2006; Velasquez et

1., 2001).
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Rebellious pre-contemplators can limit or obstruct any change process they
experience if they feel that it is imposed externally. Therefore, any self- hw
change process activities that are used must focus on the change \pre
contemplator’s responsibility and choice, which means that they musfﬂkcharge of
the change. Social liberation change process activities are required to assist pre-
contemplators to recognize and understand the social b Mactlced in the
community and the choices that are available. (DiClement ?

The main challenge in intervention to spur hange gned pre-
@

contemplators is to offer hope and a vision of the ¢ s that the e‘, i@ge they
often have a high temptation for drugs and a lo t\ the.ntervention,

self-reevaluation process activities must thQ\pre- ntem@m’s addiction

history, such as questioning them on Na why the d dl@ This is to ensure

that they are able to clearly view t%narlo oXﬂ:?dd' ‘;Qe ehaviour in a wider

perspective. Using their peers%ers i91 activi (.)

as sharing experiences,

ties, 231:1

successful and unsuccessﬁ)% ts, l onm Areevaluation can offer hope
and lessons to the empl ators !)eg«b' intentional behaviour change

(DiClemente, 2006 l %
The ch n ratlo ed pre-contemplators to change is that
they have e answfrs of\ t e aviour. Change process activities such as

conscm% ising, ‘ﬁeval@)n or emotional arousal need not focus on

them that their b \'mur is wrong and non-beneficial to others. They

t es are the first persons that they have to convince. Change process activities
promote an interactive stance which respects the individual engaging in the
ddictive behaviour, and attempt to begin with the perspective of the addicted

individual. These activities promote consciousness-raising, environmental-
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reevaluation and self-reevaluation by listening, summarizing back to the individual to
ensure that he understood what he heard, looking for any amblvale
discrepancies between the individual's behaviour and his wvalues, @ and
experiences (DiClemente, 2006). Another way is to provide accura@*back an
objectives based on assessments done on the individuals anc&e} behaviour
(DiClemente, Marinilli, Singh & Bellino, 2001).

Meta-analysis studies by Hall and Rossi (2008) on c of behaviour found

that change process activities conducted with pre-contempl ow focus on
increasing the pros and cons for change, with perha ice as muc }#1@ aced

on raising the benefits (pros for changing) as cm.u;\n'e or b@érs (cons

for changing). The basis of this ﬁndlng based on\the ults @alysw which

found that pre-contemplators have &)}ns for ¢ e aOf%mpared to pros.

However, according to CSAT (199 e interv. %tr egies can be used to drive

S

change among procontemplato are 90 4(%
1.  establishra \ truI, '\A

11. explore% ntaminate' the r[efea process;

Ly’ 7

end and talk;

1. affi e chentls

4/2*

(¢]

'f eve@ﬁat brought the client to treatment;

1v. w h i
;Ilc’ the ep@;l?s of their behaviours in the larger situation;

< kt N
% ffer fa gfo ‘F&n;l about the risks of substance use;

A provide person \{1 feedback about assessment findings;

\? explore the good things and less good things about substance use; and

ix.  express concern and 'keep the door open'.
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All these intervention strategies can assist the counselor to achieve his goal of

helping clients to be involved in paying attention to the patterns and effects ow

substances that can leave effects on them. %\
2.2.2.3 Contemplating for recovery . .

In general, an individual who is at the contemplator s as successfully

completed the pre-contemplation phase, which is a “seri cgsideration of change

for addictive behaviour”. According to Connors, D and D\Wc (2001),

L ]
contemplators start to seriously think of making (%o their beha 11‘ buajx. not
. .

involved in making the move, or they have no ed toract. They af?seriously

N
considering resolving the problem (Pro% DiCle & g.gr.oss, 1992).

Prochaska and DiClemente (1982) oxh\%r hand; teriﬁcontemplators as

individuals who are beginning to admit the exf’ %ce\T p 171&&@8 and are striving to

understand or make sense of them whé) are ing p &}ned and uncomfortable

with their problems. ProchaN d Di te (\ , Connors, Donovan and
DiClemente (2001) and muezlgtj [2@ listed in detail the general
characteristics of 1 im b\% t thg‘ templation stage, as illustrated in
Table 2.7 below.& l

NS
e DL L
Table 2.7 (0 2 ©

Q- &
char terisﬁMivi@ in contemplation stage

. \; . .
eking to evaluate and ug%v&tand their behaviour

tressed N

2'\)esirous of exerting control or mastery

. Thinking about making a change

Commo

. Have not begun taking action and are not yet prepared to do so
6. Frequently have made attempts to change in the past
7. Evaluating pros and cons of their behaviour, and of making changes to it
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According to Velasquez et al. (2001), contemplators might be far from making
any commitment to taking any action to change. This is because at this stage, thl
accept and absorb all information related to their problems in the @a‘tion
program, but are not able to do anything. They know where they are (Aﬁl of their

addiction), their problems and desires. In fact, they may even knowg¢how to get the

solutions, but they are still not ready to make any co M CSAT (2005)
categorized contemplators as individuals who are in the oZam ivalence, which
means they simultaneously see reasons to change and re s notlto . They will
@
| | | | Ny
gather as much information as possible and make ¢ risons bet n‘h&ﬁggatlve

and positive aspects of both current and ne io%' en@o%), n

describing this situation, explained that aw rati@ﬁ 0 ange@;‘ﬂ; struggling
with ambivalence about leaving one Na pattern a

a result the addict enters into a peri%nstabih
0
e

ovi@&) another, and as

N

Prochaska, Johnson an 008) explained th ntemplators will remain

in this stage for a long perﬁ' 0 m]f ¢ pros andscons of changing are balanced,
bi

which causes them ivalent. es% '@' the chronic contemplators or
i

behavioural proc&ﬁon COl‘l ors, a%they will fight against or will not be
ready for any tsaditiomal acti nted Wfé?vention programs. DiClemente (2006)

)

¢
stated that ts%p of indiyidual w}(c:}are identified as contemplators are incapable

of maki% hang€ because they are not convinced of the need for change

des@ clear and present K 1 of the addiction.

% Moving the contemplator
0 The contemplator's aim in the context of change is to make a firm decision to

change through the implementation of tasks of change, such as:

/
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(a) gathering  decisional considerations (positive and negative
considerations);

(b) examining them (evaluating the considerations); and %\

(©) engaging in the comparative process that would re&lecisional

conflict to make a firm decision (DiClemente, 2006).

DiClemente (2006), in addition, suggested imple Mhange process
activities to assist the contemplator to move to a high ; chelnge, that is the
preparation stage. These processes enable the con lato tWas many

‘X
considerations as possible (of the advantages and d antages o rr}n@ new

behaviours), in order to assist them to ma
considerations). The contemplators’ abilitygto

against the positives could be the @er of su

decisions. Balancing these negaf%nd posh\%n dg@ ions becomes more
N
4 .

challenging at this stage, since tive consideratio e pros for an activity or
behaviour, or the cons fo ange) 1 1 at ﬁémplation stage. This could
temporarily prevent % hile j}t{ve@nsiderations (the cons of the

'
addictive behaviou&She prosl \Hange) ang (DiClemente, 20006).
The pr(w fc
¢

iat cc{)&’be utilized and focused upon for the
interventio summarised 1 Tﬁal@. Other than the change process activities

N
which aSsist the cofit Pr to"é?t the information (decisional considerations),

Mil@ Rollnick (1991, 2@ posited that considerations of the gains and losses

oEe nticipated change also influence the contemplator. There are many strong
oSiti

ve reasons for continuing an addictive behaviour, including the consideration of
otential losses and problems associated with stopping the addictive behaviour.

Considerations involving issues of approval and disapproval from self and significant
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others are also taken into account, and these can influence the decision made (Janis &

Mann, 1977).

N
' 0

The processes of change for intervention

Change processes at work 2

Cognitive/experiential processes which promote decision-makinngement
into Preparation (particularly those promoting awareness and r
negative consequences and positives for change)

1. Consciousness-raising: Discovering negatives ofit
behaviour and positive reasons and expect

2. Emotional arousal: Getting in touch with some ¢@re values thatswould Y,
promote change, realizing the negative reaétions created by t “}
addiction. ' _\

3. Self-reevaluation: views and valuing of ddictif hayiour toY"
emphasize consequences and of the ial bw@a e change.
4, Environmental reevaluation: The person begins‘te realize th@'act of
1“ #

his addiction on others and the-r continuin addi in
contrast to the benefits of ch : k
5. Social liberation: The perso ns to see howothers @)ciety support

and encourage the behtiour. \\\
@ ’

7}
In order to assist the \ plator«in making a&&sion to change based on
considerations gained fro angel proees
|
(especially those in g s)jcan emphasize balanced ledger activities, such as that
proposed by Di N (2(*)6), med(%lsional Balance Worksheet (DBW).
g

Through this tN the, contemplator i(]_,be asked to list down all considerations on

a piece o@' rovided. These derations will be categorized according to

theme:%cribed n 1€ 2.9x$rough this activity, the importance and current

sign\ e of all of these ‘c%;?\s;derations feed into the decisional balance about
éng the contemplator’s behaviour.

o Having gone through the first stage, contemplators have to be assisted in

making an evaluation of their considerations and must be engaged in the comparative

process to make a firm decision. This evaluation is called tipping of the decisional
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balance and decision making. An accurate evaluation of what role behaviour plays in
the life of the individual’s addiction appears to be an important element in fw
serious consideration of change. Evaluation focus must be given d@tion,
particularly on the aspects of both negative and positive behaviours, 1‘9& to avoid
or overcome the problem of ambivalence. DiClemente (ZOOWicated that
contemplators who fail to gather enough data about both_bencfits and negative

Ko their addictive

consequences do not have a complete picture of the pros

behaviour (process of evaluation of considerations), a il 1 te.r\wldmake the

right decisions. é

Table 2.9

Decisional balance worksheet

No change
(considerations against change)

Pros (Druggin
Lists of the positives of the b )
Cons (Change)

Lists of the negatives

(Source: Adapted from D

St

CSAT (lMopos ou rateg'K hich can be used to help clients tip the

decisional baﬁa)\ ¢ ‘.' C-g"

O

C&'citil}g nd 2e' hi@ne pros and cons of continuing substance use,
A\ :

versus discontinufu;ggr changing use patterns;
S
\b) examining the client’s personal values in relation to change;
e (©) imagining the future; and
(d) emphasizing the client’s free choice, responsibility, and self-efficacy

for change.
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As a result, the client will be able to view changes in a wider context (bigger
picture), learn about the differences between their current behaviour and thelvm
goals, and consider making changes to parts of their lives.

Janis and Mann (1977, in Yahne & Miller, 1999) explained tlﬂ&e are four

main questions which must be focused upon when assisting contemp?ors to produce

concrete decisions to change, in order to make them (conterqem feel safer after

(a) What are the potential gains and losses fo in this w
®

(b) What are the gains and losses for othe his chqice? ' _\Q

that. These questions are:

() What are aspects of my self-app self-dis al in this choice?

y Ot}&thls choice
S @‘I’ as being praised

(d) What are aspects of appr

(including criticism or

or obtaining prestige ratlon a spec 2\
S
DiClemente (2006), etoal 1), 42/@ Connors, Donovan &
DiClemente (2001) hsted S wh an be used by therapists to
assist contemplators t 1510ns '
' -‘
(a) pr &feedbaik ther tlme and in an atmosphere that
motes opemme flhst?’-}&é

¢
%ynstr e uc{ 0 J‘e‘c%lwty as possible, be direct and concrete in

%
.
"7/

&
A provide feedba\cgﬁ‘rthe context of concern. Genuine expressions of
E\ concern for the well-being of addicted individuals enhance and
0 encourage an exploration of their own concerns; and
find effective and doable consequences that reinforce your expressions

of concern.
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2.3  Group Therapy and Behavioural Change

2.3.1 Overview of group therapy \2
Group therapy, a shortened or colloquial version of group.%h;therapy

(Gazda, 1982), is a popular form of treatment across many clinic iplines, and
across a wide range of clinical problems. It is a most commow and is popular

because of (1) the provision of social support to clientsfyand (2) the ability to treat

multiple clients concurrently and at a lower cost th vidual WSobell &
@
Sobell, 2011). ' Q}
The use of groups as therapy in any kind, of trgatme inclugi-ng drug
k.. NV

treatment and rehabilitation, is not new. It % natu ve in é&)s and to be

influenced by the group. Group mem@help : fﬁcgm hard times, but

groups can also lead members into deviant and 1 hawiour. It all depends on
A

p. A gro 0

ilt @inciple and therapeutic
-intd.ﬁgence and guidance, assist

o

the aims and objectives held by the

goals may provide its menN

members who are in ﬁtresg provide posti
ach &

s
soc@kills. In short, group therapy is able

self-expression, and& ari
to provide therzéserv' more extenSiyely than individual therapy, even most

¢ @inforcement and a forum for

| (O |
common fom%e ment f nﬁiﬁhers (Stinchfield, Owen & Winters, 1994).
m&&orjﬁ #c ei(@er (2000), in some cases, therapy in groups is
4
more quu an individual thegj while Kaufman (1994) said it is thought to be an

e M component of an integrated, individualized approach to the treatment of

tance use disorders. This was supported by Washton and Zweben (2006), who
Qere convinced that the healing power of the group experience can be especially

powerful for people with alcohol and drug problems, considering the pervasive social
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stigma and the intense feelings of shame, guilt, and self-recrimination often associated
with these problems. Knowing that all members “have been there” helps mvﬂl
optimism and hope that a successful recovery is attainable. %\

The studies by Project MATCH (1997) and the Center for ce Abuse
Treatment (CSAT, 2005) revealed that group therapy and addictionftreatment have
natural connections and relationships (natural allies). One reason 18 that individuals
who engage in substance abuse are more likely to remain ma d committed to

recovery when the treatment provided is in the form rou ,Wthere are

‘X
elements of reward and therapeutic energy such as tation, confr at'or@)port,
gratification and identification. Furthermore, Y: % in.Conn Rbonovan

& DiClemente, 2001) stated that the
operation of a number of “curative
treatment. These curative factors in

(a) Many of the pr

¢

%ehn rehe al’an{t;e dback, occurs more powerfully in a group
\
%tettinj f 'é\
A A number of f@és of group approaches, including the instillation of
E\ hope, the imparting of information, the realization that others share
o similar problems, helping others with their problems, the development
of socializing techniques, the modelling of appropriate behaviours, and

the development and enhancement of interpersonal learning and trust,



74

appear to produce cognitive, affective, and behavioural changes.

(d) Peer feedback in the context of a therapy group provi?'!h

opportunity to observe and confront others’ and one’s % enial

system” either directly or indirectly through id tion and
modelling. Y.

(e) A client model whose skill level is only some Mter than that of
the observer is likely to have more impact %;u

serving as a model. Rehearsal with and ack or.n\pe#s likely to
®

be more realistic than in individual treatment and eﬂs@ve to

produce generalizability of the v r c% \,‘T
ortunit

) Groups provide clients the ow ity e thei@glgl networks,

resulting in the develo&% a meanin su@ system that will
further enhance the ry proce\zﬂs T A

(2) The group supp% direcQs an indi idkgs“?wards a commitment to
recovery. Thi m‘nit efit 1s
of beha%}Yn.ge, ‘]d in

a he
P . ¥ o
an &g and e 1ifesté&J

Sobell S W thEJ lowing conclusions about the role and
o !

utility of gr apy: ’ C‘)

&

rouppr ? play% important role through the efficacy of groups;

A because of thei{;ﬁherent structure, group therapy offers important

1 than a therapist

a fund‘@tal ingredient in the process

lpmb’ss of achieving and maintaining

E advantages that do not exist in an individual therapy setting;
0 3) groups that incorporate group processes have reported comparable
outcomes to individual therapy; and

4) multiple patients can be treated in groups at one time, thereby reducing
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the financial burden on the payer.

In addition, according to Connors, Donovan and DiClemente (2001), (Yﬂe
course of the group therapy, clients or members of the group found that t%\e not
alone in dealing with their problems, but that other group mem d similar
experiences. They were able to talk openly about their addiction{in a safe and
supportive environment without experiencing feelings of sh mmneliness. The
closeness and camaraderie (friendship and mutual trust) %Velc,ped among the
clients were particularly important for them. In terms era u‘:R\ng‘e, Yalom
in ich_i d'vi&ﬁa}vcan
f% ggle% ecognize

oneﬂi\dile a aé‘rt. of human
dilemma. Group therapy is also an wang experi W@S group members

serve as change agents and ind%ls give\oge ?&r, offering support,

N
encouragement, reassurance, A%ht th&)ugh edbafégd interpretations, which
facilitates growth for all of orc ldfr§005).
BN
2.3.2 Types of group therapy

ol
In the ﬁM su m@use @ment, a variety of group treatment
approaches a%-\oy

Accord@AT }2 05)there g@ive models of group therapy currently used in

(1985) insisted that group therapy provides a co

similarities, and reframe elements of th€ir p

!
QSSioﬁa'B to meet the needs of clients in recovery.

o

X

4

substa use treatment, n%g(g psychoeducational groups, skills development

N
\cognitive-behavioural groups, support groups, and interpersonal process group
é'sterpersonal process therapy.
o Psychoeducation is one of the motivational techniques or approaches of the

that implemented didactically to give and provide information to the client (Veldsquez
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et al., 2001) related to a problem, especially in relation to substance abuse. While the
psychoeducational group is designed to educate clients about the problem, e
context of substance abuse treatment and rehabilitation, it is to educate %\bout
substance abuse and its related behaviour and consequences. This gr vides the
necessary information for the client to inculcate self-awareness, suggests options to
grow and change, identifies community resources that can hel overing clients,
develops an understanding of the process of recovery, a ?;s

rl desire to take

immediate action to overcome the client's addiction pro SO thw‘f (CSAT,
2005). A detailed explanation about psychoeducati%;&roups s ﬁl @St'udy
s \,‘Z*

Skills development groups typicaw rgevirom cogni behavioural

theoretical approach which assumesw ple with tan@?sorders lack the

needed life skills, a coping skills %T, 2005): gw a‘@ﬁcit in skills to cope

N
re Q&Be a major contributor to

the development and maint %f ar 1ve eha\‘/'éoqr Miller & Hester, 1989), this

group attempts to cul%t skillsfan 1 dit‘id‘ﬂbneeds to achieve and maintain

will be provided in the next section.

with the consequences of drinka use 1s co

' ¢ &
abstinence (CSAT, w A@ Kadg.(ZOOZ), skills training can be used to
teach coping behaviotirs no 'y in §fient’s repertoire, to refresh or enhance
¢

deficient b iours, and elﬁif{;?d reduce inhibiting factors. In all cases,

NN
adequa% e of Skills issen ial, both during sessions and as homework, so that

Yv

clie&ome ‘fluent’ in the@fs and are able to apply them fairly easily when the
@a‘te circumstances arise, without having to do a lot of thinking about the

3 us steps involved or figuring out how to apply them.
In general, group therapy with a cognitive-behavioural approach (cognitive-

behavioural groups) perceives that drug dependence is a learned behaviour that is
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acquired through repeated actions on the same occasion in order to gain the desired
results. Consistent with this view, drug addicts’ coping skills are important to?ﬂe
them to cope with high-risk situations. Even though the behaviours and @kills
of drug addicts are emphasized within the treatment, their cognitions, ghts, and
emotions are taken into account to precipitate and maintain their abstinent behaviour,
whereby constructive behaviours are utilized to modify cognitive¥and emotions of
drug addicts as a consequence of the behaviour change. %:g

ritive behaviour

group therapy (CBGT) is more frequently used in drug ent sett d has been
@

ikawa,2010)} | _\0}
in% ami%g?ld peers.

an .@brtant role in

claimed to be a cost-efficient method (Courbasson &

Support groups are used in post-treat

Previous studies have revealed that peer

determining treatment outcomes. Pee\%arery often have si@ﬁ’ experiences that

in from r %n k@'behaviour (Ramirez,
N
Hinman, Sterling, Weisner, ell, 2012; asset(té}@odley, & White, 2008;
Xz-st

Maxwell, 2002). Participation i rograms @her types of support groups
can potentially enable %l?o'rm re]ove nét\@s, which are an important source
' ¢ &

of support for absti e (Chi, \'bes, Sterggl Campbell & Wiesner, 2009).
Group i@al 'erap{,§’ interpersonal process groups, serves as
a phasic pr %at fo us‘ i&ere-e}?onal precipitant in relapse. The groups use
psycho@f orf’ eflge o*&\he way people function psychologically, to
pro hange and healing.\cgrzr.e are three variations of how such groups are
@m individual-, interpersonal-, and group-as-a-whole-focused groups. The
rificiples of these groups is delve into major developmental issues, searching for

atterns that contribute to addiction or interfere with recovery (CSAT, 2005).

enable them to assist each other to

On the other hand, the Association of Specialists in Group Work (ASGW) has
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categorized four types of groups which play a significant role in substance abuse
treatment, including drugs (Fisher & Roget, 2009). They are: Y’
(a) Psychoeducational group is a group that provides 1nfo%\ and
training using new knowledge. It is often short-termefkreated as
an educational group at the early stage of the addicts’Went;
(b) Counseling group is a group that concentrates Ml problems and
?T

is less focused on education compared ntiractlve process

between the members and group resoluti s group is
‘ ‘Z'
also usually short-termed; ' _\

() Psychotherapy group is a grou cu% on ﬂg\‘;;lembers
issues with the aim of chan them, d it oftenéﬁacted over a
t <<

long time and in a con nner; an

(d) Task or work gro ers to a\Ou_\_g_gt p\s non-therapeutic and

focuses on spec SUCﬁ

as c letpéé assigned task or work.

The group vﬂ%mpr t af@e goals of the tasks or work

are aChl% \: "é}c/o

2.3.3 Psychoed ati an(@duca@l groups
‘Psyc t10 ?thﬁﬁ)was first introduced by Anderson, Gerard,
Hogarty ndiReiss (}9 0) der \xplam the behavioural therapeutic concept to

the pa Th1s concept of four elements, namely, (1) briefing on the

(2) training in problem solving, (3) communication training, and (4) self-

rtive training. These processes involve the patient’s family members (Bauml,

O)bose, Kraemer, Rentrop & Pitschel-Walz, 2006). However, psychoeducation is

believed to have been first introduced and used since the era of Freud, Adler, Erikson,
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Aichorn and Lewin, and was later popularized by Fritz Redl who is also known as the

father of modern education (White-McMahon, 2009). Psychoeducation is also?!ﬁ

as re-education, educational approach, psychological education and ps@cally

informed education (Richards, 2012). A

In addition, according to Bhattacharjee, Rai, Singh, Kumar,iunda and Das

(2011), this approach was pioneered in the 18" century arq carly/ 19" century by

Johann Heinrich Pestalozzi and Samuel Gridley Howe plied the educative

method in psychiatric services to the people who wer feri wsical and
@

psychological problems. However, the method was rformed i st'uc_@d and

arranged manner. The psychoeducation fie n to % idely \{}x;:pted in

N

led “Psych apy and re-

psychiatry after an article by John E. nley enti

education” was produced in 1911. Ps@ation con
Brian E. Tomlinson published his@j“Thepﬁ\;e%u t,it-{l\clinic” in 1941. The
%- D i @)resent day is the result

n

d t(@%stablished when

popularity and development o psychoeducatio

of relentless efforts by a %er, g o founded psychoeducation

intervention in 1980 a% tive supporting t'rea@nt for schizophrenia.

4 &
A psychoe tional F \ priméJor main focus is to educate on
ce i

an Glad@';& (1995) emphasized skill training and

psychological
Ny ¢ J {?
Brown (20 %sed ore_ofy th siél-qji icance of educational goals and prevention,

NN
such asfteaching any individual I‘l& to face a potential threat or to cope with a
dev ent life event, as well{%’feaching a person to have the will to act when he or

s s an immediate life crisis (ASGW, 1991). It contains main educational
omponents as an addition to psychological components that include support and

erapy-related groups (Brown, 2011).
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Compared to other therapy groups, these psychoeducational groups possess
special characteristics, including group counseling, based on several main L
First, they focus on educational content and on member learning related tr%\ntent
(Brown, 1997) because content is the pulse or the most importantf&quo non)
aspect in psychoeducational groups (Champe & Rubel, 2012). Seco@oup process
concentrates more on helping group members to acquire kno lmeam new skills,
and engage in activities (DeLucia-Waack, 2006), or to %ﬁ about attitudes

and personal as well as interpersonal skills that can be%ased t swhological
@

| N
problems today and in the future (Guerney, Stollak uerney, 1971). '1“ ll{d) these
groups are less dependent on relationships m% the\eﬁ.'ments of

: 9

andéﬁjective of the
, th@%tent and process

of psychoeducational groups are u resente\H%St m{e nd a manual is used
N
he

(Champe & Rubel, 2012; B%Dl o

. T ifth is that they perceive
individuals who join the groups a paI< antsy and @ers who teach are perceived

group process since members have clearl d tood\the

psychoeducational group (Sheim & anny 2006). Fo

—

as therapists (Anderso%’ & Kl; ham, ‘gb()ﬂauwalda, Bouman & van Duijn,

2006). &\ 0
2.3.3.1 Psyc@ati mo :l C—)(J

T %me?a on )f the @'noeducation model either as an approach or as

an intégvention strategy, specifically in the treatment field, is based on several
Nogical theories or mogs. One of them, psychoeducation is part of a crucial
%nent of Dialetical Behavioural Therapy (DBT; Brown, 2011; Linehan,
rmstrong, Suarez, Allmon & Heard, 1991), as the core component of cognitive

therapy (Beck & Coffey, 2007; O’Neil et al., 2005), as a significant component of
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Cognitive-Behavioural Therapy (CBT; Brown, 2011; Lang, 2004), and as a separate
model which embraces various clinical practice theories and models such e
ecological system theory, cognitive-behavioural theory, learning th%\roup
practice models, stress and coping models, social support modeli,‘& narrative
approaches (Lukens & McFarlane, 2004; McFarlane, Dixon, Lukens Lucksted,

2003). \,

DBT was created by Marsha M. Linehan in 1993 tKapy' method to treat

borderline personality disorders which combines seugral pw such as
X

humanistic, cognitive-behavioural techniques and ist mind s‘ @ation

(Brown, 2011). This therapy applies individu ro% t me@ﬁs which

are inclusive of individual therapy sessionsipsy oeduﬁatio grou%ﬂbmework and

ain @4‘-,})onents, namely,

individual and group. Psychoeduc%is th@;g%s gn%cant approach and it

aims to teach new skills to the%uch s int wso@motional regulation and

distress tolerance skills (Br XII; M@ehm et al., 1991). It is also

perceived as part of th%?r:ponel:s offa dognitive model which is used to teach
' ¢ &

professional consultant groups that a lViad into tw

o

clients about new p s of ﬂ]i i d behé' g. The main goal of this approach is

to solve interpw @}%ﬁems faced by the clients and prevent

them from %g in | u(e (Beck & Coffey, 2007; O’Neil et al., 2005).
%)1 1) i at psychoeducation is part of the CBT approach

% ods in the treatment approach which use the psychoeducational method in
a

re systematic problem technique, assertion training, relaxation training,
ehavioural rehearsal, social skills training, and stress management training. Lang

(2004), on the other hand, perceived psychoeducation as a leading component of the
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CBT therapy process which is able to function therapeutically to improve the client’s
treatment success through reassurance, destigmatization, motivational enham?ﬂt
and treatment adherence. The same opinion was shared by March and \998)
who stated that psychoeducation is part of the CBT component Whl(*ed as the
first step in the therapy process. Y'

Luken and McFarlane (2004) claimed that psychoeduca is one of the
evidence-based treatment models that are effectivel &\;d'ly applied by
professionals in the treatment of mental health, health and cwes across
system levels and various contexts. This model is an'i rationjan e“g&a‘g\fween
psychotherapeutic and educational interventio on h\lfrc delmﬁl’ as:

(a) Ecological system theow prs\nde the @mework to

psychoeducational pr r assessi andé:ﬁping people to

}

understand their 111 T expe r a}q\ to other systems in

\
0 ")

their lives.
% &

(b) Cognitive-b 10 al I ry CB‘g\ chniques such as problem

solving play eu lm*b model to increase delivery of
g 4‘/

dl(ﬁaterlals € tec ﬁubs enable the clients to rehearse and

I yi

arnigg ‘prt aﬂ&ooperation development, group affirmation for

4«»
A positive chang@d network building. All these methods can reduce
E\ isolation and act as a forum for recognizing and normalizing
0 experience and response patterns among group members.
Narrative models — applies the recount method, which is to encourage

the group members to tell in detail their stories about circumstances
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that they face in order to enable them to identify their strengths and

sources as well as move any capability available for an action. YV

For the purpose of this study, the psychoeducational approach use@to an
integrated approach, or an approach that is open to various tions of
psychotherapy theories and techniques, in order to enhance “efficiency and
applicability (Norcross & Beutler, 2008) in a supportive rel im. The notion of
this integrated approach is “the outcome will be riche mef theory alone”
(Corey, 2009). Through this type of approach, Norcross Beu erk@%.'da‘dded that
a therapy service should be flexibly tailored to the e needs a oﬁta@vf'the

individual client, not universally applied as “ow- its_all. roce.sglg“ therapy

is improved if the counselor is able to tatler the'theory an techn@to match the

client’s unique needs as compared t cing the clien mat@% to the theory’s

requirement (Corey, 2009). Integr%pproac \psgch e@itional group will be
ﬁy N

further explained in detail in t ctio& theotetical @mcepmal framework of

the study. \ N
{ BN

2.3.3.2 Definitions and concept * ’ o &

Richards stated.thatthe ter@sychoeducation’ has a wide variety of
| (O

definitions an%\ SO et%?bmﬁﬁng since it is dependent on the researcher’s

own ori wnd }1 iplifie. In @ral, the definition of psychoeducation depends
% b4

on the Erp

e of its use: it is either as a model or approach in counseling and
herapy, or as a strateg

/

or tool by the counselor in handling a session. In terms

<

oncept, Wood, Brendtro, Fecser and Nichols (1999) defined psychoeducation as
Qy term which is coined from the combination of two basic previously used terms:

‘psychology’ and ‘education’. To them, the word ‘psycho’ refers to the variation of
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psychological theories which are the anchor for approaches, issues, program goals,
contents and psychoeducational practices. As for ‘education’, the word is dir?!t
the theories and pedagogy which determine the teaching and learning c@sﬁcs
applied. A
Psychoeducation as an approach is used in many settinngmr.instance, in
medicine and psychiatry, Rummel-Kluge, Pitschel-Walz, Bayml and Kissling (2006)
defined psychoeducation as a systematic and structured &:prroach which is

used to provide information on diseases and their tments We aim of
@

their families ‘o@s the

e% odality with the

ondidésl.ts goal is to
anc@%heir capability to

enhancing the coping mechanism in the patients

disease. Psychoeducation is also defined as
objective of offering information to the pa

educate the patients on the stage of th@ as wel
produce written decisions about su%treatme\Mglo u\q& 008; O’Neil, Cather,

Fishel & Kafka, 2005; Howar%litz,'&OM On @her hand, Brendtro and

Long (2005) referred to %du]t asj an g%ach that combines various
strategies: it is “a we%1 db 3 ing “rhe@s designed for meeting growth

len
&

needs of children wth”ﬁ %
For so rofeéssion esear@}%’s, psychoeducation is a tool or strategy

'\ ¢ | C,)
that is use&( the intervention %f @unseling and psychotherapy. For example,

NN
Sriniva% en afl (20@ classified psychoeducation as a nontreatment

too serves as a starter,\ﬁ%rfle foundation to provide patients and practitioners

\he same process, either in psychotherapy intervention or in
syehopharmacotherapy. Psychoeducation is defined as a reflective training with a
re-treatment structure to provide information, skill training and support, and the main

objective is to assist the patients in identifying their problems and choosing the one
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which will be discussed in the therapy (Banerjee, Duggan, Huband & Watson, 2006).
An almost similar definition is presented by Fallot and Harris (2002) who sta?ﬂﬂt
psychoeducation is a main component in many treatment approaches that @}s the
patients or clients with information on symptoms and managing isease; the
effects of drug and alcohol abuse; possible existing relationships between trauma and
psychological and emotional symptoms; and other main topi sNoften used as a
way to explain to the patients about their illness and 1 me' motivation to
comply with the treatment processes (Han, Chen, H & GW Colom &

X
cation refi td a _{c}ment

Lam, 2005). In the psychotherapy framework, psyc
component that emphasizes activities such as 1

information among the parties involved, anw Bau 1., 2006).

Although there are various dewavailable
well as the practitioner’s or rese%’s orien\m_’ta_,gl a Ck&) ssed above, for the
% \

difi % perspectives, as
O

purpose of this research, the S co‘r\lcurs th Veé€lasquez et al. (2001) who

defined psychoeducation Xprol stra‘@hat is used to educate and
b

disseminate informati(% client; oufl théi lems and to help them learn to

overcome them (ski

and Lopez-Pilw (1
9 o

therapeutic G
awarenw%gderﬁ

gro ussions, role-plays

’ &
\.kls als%{n)line with Aguilar, DiNitto, Franklin

y w{')g( stressed that psychoeducation is a

)

tig a@experiential which aims to increase clients’

N

f thestliness’ symptoms through didactic presentations,

,{@&ured trainings and tasks. Similarly, this definition
supports Authier’s (1977) which emphasized psychoeducation as a therapeutic
oach that requires the therapists to play the role of a “teacher” who teach

students” about ambition, goal-setting, skill-teaching, and satisfaction or goal

achievement. Moreover, the researcher also agrees with the opinion of Guerney,
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Stollak and Guerney (1971) that psychoeducation is a practice conducted by
psychologists who believe in the educational model as not only being able t(v!’
neurosis, eliminate symptoms (or complaints) and develop the patient’s. i ctual
directly or indirectly, it could also teach them skills and personal a rpersonal
attitude. This is to enable the individuals to use them to solve tmychological

problems now and in future so that they can increase their enj %me f life.

2.3.3.3 Characteristics and types of psychoeducatiom@ps '
Nd,
As there are various definitions for psycho ation, the cha crrisggs of a
| K A
psychoeducational group also depend on the researchegs” andpractit ners"znentatlon
aside from the purpose of its application. %Cralb‘ \n(201 %}.&Ed 12 basic
characteristics of psychoeducational u%l they are. O‘(
(a) Emphasis on didacticgand instru \G\Y
(b)

(©)
(d)

Self-disclosure a&l’gt.ed but not mandated,;

@
(%r'oupf b-ly):e 1@3}(e.g., 50);
&Q/

\j) Privacy and confidentiality not primary concerns or emphasis;

Qe (k) Sessions may be limited to one; and

) Task functions emphasized.
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However, according to Brown (2011) these characteristics can be adapted or
changed based on purposes, structure and categories of the psychoeducationalv.
In terms of the psychoeducational group’s purposes, Brown (2011) pre@three

types, namely: A

(a) Education groups: These are groups which focus onI€arning of new

things via cognitive mode through the use of methods’such as lectures,
ez

ination of materials

rior ywroup. Itis
L ]
often carried out almost entirely b@itators T p’le@.
(b) Skills training groups: These ar w% sizes@'ning and
practice of new or requi skills. Qihes roup, Y\:e a strong
e

experiential componen\%tors or gr adé%lay an important
role in teaching req%skills armm?tu @riences to assist the
members in can%m 019. Feedback '@\oups is the main priority
e S

for each traiYg ht racticed.

(c) Self-un g/self-kno edée‘@'ups: The main purpose of these
' &

gro is to erlh \eknowlgﬁ and understanding of the focused

ics theﬁ? ' oth(géﬁwledge and understanding enable the

¢ C,)
embers ffo fee ea{su@, obtain feedback from others on the impact
N

discussions, and observation/participation.

like ideas, concepts and new facts are gi

4

% theif lpur ofsm‘lers, and develop self-confidence. The focus of

A the group has @ similarities with counseling/therapy groups, but it

E\ is different in terms of the knowledge acquisition stage and there is
o more superficial understanding since there is unnecessary self-
exposure, any resistance is not identified or worked through, and past

relationships are not explored.
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From the perspective of group structures, there are several types of

psychoeducational groups that have different group structures. Brown w

indicated that five common group structures for this group are:

(2)

(b)

Size: All psychoeducational groups have group sizes ﬁ'&veen five

and 50 people, whereas psychoeducational groupmle form of
workshops or seminars can afford to have gr Mthat exceed 50
people. Groups that are based on counselli U?Ier'py have five to
ten members as well as eight to 12 pe (Ve SMI 2001)

Groups with les than five members @:e difficulti 11‘ c@?}pmg

cohesion T
Management of content: Alw ed grou@ﬁve their own
contents based on ea&a’s objectives ent of content

refers to the mode 0%

mode, it can b

cessing. In terms of

I§’play and demonstration.

Initiators of: ; colc ills, @rocess can be done by the
facihta$ facilitator, :)“1j leaders are usually responsible

annl l almn ormation/input to determine goals

w turi 1es. essmg and reflection are the depth and

l
%ﬂ to h1 ge ‘?terlal is talked about in the group.

< :r N
% roup’’] :’md d‘@ion: Psychoeducational groups can be carried
A out from one t@ral series, long-term or continuous. However, they

can usually be done in short sessions over a brief time period (one to
two hours). Educational groups normally have more sessions compared

to skills training or self-help groups.
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Group leader responsibilities; A group leader or facilitator plays a
major role in determining the group’s aim and objective, fo?ﬂe
groups, choose the activities, and monitor the group%\tion.
Depending on the type of group, facilitators or group may get
external experts to assist in outlining the aim and cmf activities.

These experts can offer their opinions or identify the requirements of
tthe

the group members. Ivey (1974) stress '"acilitators’ role

cannot be separated from the role the tlw and in

L ]
psychoeducational groups, therapist. known e#iu&ﬁt}s or

teachers. The same views are v y Kﬁt nd B&( (2001)
who proposed that cliniciaw act'ﬂs tedehers t&el.lts who are

considered as studentsw k

transitions when

them to t to@

faced with challeng §§S? AN

Severity of the oups focus on problems

(such as an X{]

ntion) which determine the

aﬁc @Wledge and a huge part of the skills required
N

Gy . be)
ty tha‘c%gzng group leader or group therapy. The difference is that

a psychoeduca@ group leader requires knowledge and skills to help
him to understand the members and their needs. Among the requisite
knowledge and skills about group dynamics are basic counseling;
group leadership communication and skills; knowledge of human

development and related issues; specific knowledge and skills such as
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substance abuse and career development (according to group focus);
training; and experience in field work. Y'
In terms of psychoeducational group, Brown (2011) stated th%\n be
categorized into several methods, which are: structural versus unstmﬂ& personal
versus abstract; developmental versus remedial; and open versus clm structured
psychoeducational group’s purpose is normally to ease the rNsessions and to
achieve the goals. The group will be fully managed by T;ci'itator who is in
charge of the group for choice of activities, determining the obje iv.éwj:dc‘h activity
and facilitating group discussion, such as usingt% ﬁe@ The
members are often not involved or contribute le objective
and activity. Non-structured groups, on w T
leader/facilitator to starting the grou hormin

i imiz@g. role of the
they have to achieve. After that, the%bers dec\thgﬂ

abo@%’e objectives that

oy :
A personal group is m%sed 9 warez{@f.?, personal issues or any

issue that concerns the f%. P[ :

emphasized and leade ilitators have to/be

' ¢ &
In addition, abstr Wups @n topi%(ﬂdat may hold personal interest for
participants, b‘édo 'for @%éame level of self-disclosure or self-
¢

involveme %pics an_bé'tal ede}%?ut with only mild emotional involvement or

Q- S

’ L 9

4@ third category, th@élopmental group, focuses on developing members’

'pmhed to deal with personal issues.

with no

.

S \, while the remedial group centers on ways to overcome weaknesses or

& its. A developmental group is more preventive in nature whereby it capitalizes on
X

isting strengths since that is easier compared to fixing or improving weaknesses and

shortcomings. A remedial group is more difficult to handle since the leader/facilitator
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must face members who join involuntarily, who are in denial of their weaknesses and
who resent having to attend the group. Y’

The open category in the psychoeducational group usually invol@bers
who keep on changing, that is, some members leave and new ones a ived. The
duration of time taken for the group’s sessions is quite long and Ep.ends on the
ecific members

members’ presence. As for the closed group, it is limited to_onl

and when there is a member who leaves or drops out fro up.'N o replacement

rt.\d’ N

Center for Substance Abuse Treatment (CS 2005) land lz‘sc@et al.

is usually required. The time spent with this group is als

(2001) view a psychoeducational group as a hi% d t(\&})are and
provide information to the client, and edu clients mr\the roble_&. also has 13

specific characteristics, as listed belov\) O<<
(a)  itisahighly structun%)up; \ &k
S
(b) it contains an opti f betﬂween ight tczzg- embers in each group;
(©) group me%} caj ave hoﬁneous or heterogeneous
i epending o helne% or aims of the lessons;
' &
\a,n pga&e can determine the type of

(d) gr;@embells
w ucatt oup é‘ed, such as relapse prevention, early

‘
ecavery,land e caﬁor(ig aubstance abuse;

\
%:e tig ?ch %;@p session depends on the members’ (clients’)

A learning requirK t; however, it is often conducted between 60 to 90

E\ minutes;
0 ) the ideal frequency of sessions is between once to twice per week,

depending on the members’ needs and it is not burdensome to them;

-9

charact

3
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(2) implementation of activities in groups is based on the provided content

but other activities or pre-planned curriculum is also Welcomed;Y.

(h) activities and the content are often more specific and relat@used

on group-specific content requirement; A

(1) group activity is not limited to lectures alone, as ‘there are many
instances where the lecture is combined with tvities in skill
cn

development. In certain circumstances, g br used to assist

members to reflect on their behaviours, the thet new ways
® X
) . N
to face their problems and increase th f-esteem; ' :C')

() each group member must be acti Vo@ dis@;ion held
in the group and bring himself to lateo?rha er th Ye:lrned to the
problems faced; O<<

(k) instructor (facilitato%oup lea \%ll p@s a very active role in

S
with1'1’1 the group; (')
&

anoﬁh% For instance, group format

the ongoing dis

) group form@
for sitti% gements m

t
'3 ' 2

&
gro a learj:?ﬂp; and O
(m) uiet¥and pri ace r&é/ be taken into account to maximize the

ions on characteristics and types of

=

&k@to consideration the aim of the

Qcational groups pr@d above have guided the researcher to form the

S X and the concept of psychoeducational group therapy for the purpose of this

. In short, the characteristics of a psychoeducational group, for the purpose of

is research, are as follows:



(2)

(b)

(d)
(e)

®

R\
S
S
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Time-limited group with fixed membership, which is a small group
with fixed and stable membership (the same members, and n e

than 12 individuals), and a pre-determined number of @ (15

sessions); A

Group members are represented by the same target group:
(1)  Early stage of change (pre-contemplat Mntemplator);
(1) Early stage of rehabilitation (with (iod f 14 days to 6

months); and

.\d, <
(i11) Rehabilitation experience: erienced k)@ nced
(enrolled in rehabilitati 1S o{ e thaQ:g.I'lce )

All selected group membenw go throu intalséitreening and
assessment using a prep@:ation tes 1 b the formation of
the group is achieved.%he p@%is q@ch, several tests will
be done simultan%ith th'é initial tests <</ \Hect the data required;
All group activities will b ytlg ual available;
Group sitqtp.ace ;Lm ‘.ént\b'l be based on learning classroom
meth hich islc ered on %G.}a,cilitator (in a circle or horseshoe
sh&;&l the \ﬁ'theiréib{(s facing each other;
order to aV"d rcﬁp ef;?-out, the facilitator will take the following
N
s: & f $
(1) Uset e(%fst slot of the first session to explain to the group
members on the significance of group therapy, establish the

sessions/groups’ aim which is agreed upon together as well as

being achievable, explain expected behaviours from the
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(i)

(iii)

(iv)

94

members, and determine the norms and group rules that are
collectively concurred and adhered to; Y.
Choose clients who are really interested to _]01%\1’011})
therapy. They have to sign an agreement to pﬁ*ate in the

group sessions until completion and adRe to all the

established norms and regulations;

Facilitators use a variety of meth Zand]'ng the sessions

and interesting activities such a ay, so that

they are not limited to lec@ discussio lolle

Use of appointment gro@embers
: an&\

Provide rewa\'\%s presents“and 1n@‘$ves to attract the

members’ 1 t to stay % %tr g@i the group.

attendance for each

1tial iéénmg and evaluation will
s

(1) %?1 le (‘).u'p \@ned Psychoeducational Group

wera \*h 1ve Cli (PGTN) which contains members

&who e pre templatlon and contemplation stages of

h@h Ve No previous experience in treatment;

?2 1s roup named Psychoeducational Group Therapy
for Ex@ nced Clients (PGTE) which has members who are
at the stage of pre-contemplation and contemplation, and they
have gone through treatment before (once or more times);
Group 3 is a control group which is named Group for Naive

Clients (CGN) that contains members who are at the pre-
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contemplation and contemplation stages of change, and they

have not been treated before; and Y’
(iv) Group 4 is a control group which is called Contr%\p for

Experience Clients (CGE) which comprise m* who are

at the pre-contemplation and contemplation Qges of change,

and they have experienced treatme beW(once or more
times). z '
yC

(h) The duration of time taken for the ps duca 'OM sessions
®

o
8 weeks 'seﬁ'}s per

ons, fof GTN_ dnd PGTE
N

any'as 1 ssion@t each group.
Each session will t abalt 60 to m@% There 1s no

psychoeducational w condu\fM nd CGE during the

@

S
study; and 9 &
(1) Progress an %em]n evelh of thg%‘labilitation objective for all

group ?will be ev. t!:d\b'the end of the 15th session by
' 4 (;Q

usin t tools ]v ve be% veloped, and a follow-up evaluation

1b rrie? (ie mﬁ/& after the group session ends.
¢

for the purpose of this research is s
week), and the total number

groups is 30 sessions, that

o

2.9
2334 P ucational group 'l&lv{e treatment of addiction
‘vt

Ap choeducational gliel)qp‘rin the context of treatment and rehabilitation for

ion is not an entirely new\approach. In fact, it is considered as an approach used

nhance the effectiveness of treatment for addiction (La Salivia, 1993), and it is
Qw)ven as one of the most effective types of treatments that exists in clinical treatment

and a community setting, since it is a treatment modality which is handled by
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professionals who are integrated and synergized with psychotherapeutic and
educational interventions (Lukens & McFarlane, 2004). This treatment is also?ﬂe
holistic, competence-based approach, and gives more emphasis %\alth,
collaboration, coping and empowerment (Lukens & McFarlane, 2004; Dixon, 1999;

Marsh, 1992). i

La Salivia (1993) asserted that clients with addiction problems generally suffer

from deficit issues in self-care, which is proven by their inabalitysto f;fe or solve day-

edugati ne of the
W

to-day problems. With psychoeducation group that m

process in shaping and developing individual’s abi

therapy’s objective, it is able to provide me

, €
X
oV

nurture behaviour change, erase misund e clients’

cognitive disorder about their bewa put the pto®<<(addiction) into

perspective, reduce the feeling of b%emom&% e p(ée\clients to therapeutic

@

situations or functions in the g% 9 &
A pyschoeducation N CI: mong 0@ act as “a synthesis of the

problem-solving skillsitraimi g’ (Liberman iﬂg,\a‘Risi & McCann, 1975); conduct
' g &
goal setting and leievelr \m skill éﬂhing (Authier, 1977); re-establish a
ver

sense of contro& If al?' ife (:a')%%nan & Wills, 1985); promote cognitive
Smund 10935 o

anding, %identify and .i

antt, 19 C—)

mastery (H onet}e awareness and understanding of conditions
\

and symipt ;logyf iction"(Aguilar et al, 1991); coping and empowerment

(Lu@ McFarlane, 2004)@& gain or regain greater control over the members’

%Ng (Phoenix, 2007). These are the things needed by a drug addict to achieve

& ecovery aim, or at least to begin the process of addictive behaviour change. This

ituation, according to La Salivia (1993), makes the psychoeducational group an

accurate medium to empower addicts to solve their problems by using intervention
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strategies which are taught to them, and to assist them to adopt new behaviours and

systematically leaving the old ones. Y'

Using the psychoeducational approach as an intervention in in@ the
effectiveness of a treatment program has not gained a lot of respermpirical
research, especially for drug addicts who are going through residerR?eatment and
rehabilitation programs. Nevertheless, this is not indicative Mffectiveness of
the psychoeducational approach as an intervention in a t tp

' Spas, Ramsey,

Paiva and Stein (2012) in their research review analysis co cht (1) the
@

corrgctignal }e@S(Z)

ub% n ad@ood, and

(3) psychoeducation appears to be especi helpful i residential l@‘:ent settings

and correctional facilities. \) O<<
Several previous researcher% focuse\a?i e -s\fh‘-g dimension of this
ﬁy N

approach as an intervention m% the geatm tiof @tion, such as the effects

ess addietion g%ment (Knight, Simpson &

of intervention on the ef?f\g
Dansereau, 1994; Ke 0; Kh ﬁafd,@’lo; Battjes, Gordon, O’Grady,

' ¢ &
Kinlock, Katz & &20041 omeng.iller, Knight, Nucatola & Simpson,

2000), effects predictio follﬂ\}- p treatment (Katz, Brown, Schwartz,
:E

psychoeducational approach can and does work

psychoeducation in residential treatment can

!

’

O’Grady, Ki han 1, iouefl?n & Saxon, 2007), predicting the retention
% NN

rate in % t progr. artiﬂ%iannandrea, Rogers & Johnson, 1996; Reimer,

SchASchulte, Gansefort\(@z, Gerken, Scherbaum, Verthein & Backmund,

i;\&_\n ‘,d co-dependency (Nilsen, Frich, Friis & Rosberg, 2014; Platter, 2009).
Q Knight, Simpson and Dansereau (1994) in their study introduced the mapping
nowledge as a psychoeducational tool to examine the effectiveness of relapse

prevention training (RPT), a part of an outpatient-drug education program, on
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preventing relapse among probationers. This study involved 83 drug addicted
probationers. They found that the patients who successfully completed RPT &?ﬂs
had lower rates of drug use after RPT and higher test scores on lesson ma% also
found that program participation by probationers improved during th RPT, as
indicated by higher completion rates compared to a usual prograanulum used
the previous year. V

Kelley (2010) conducted an experimental resear Y:r’spondents who

were actively participating in inpatient treatment for dru dal OMder to test
@

| . &: 9, Y
the effectiveness of two psychoeducational interve methods edhe&@mg the
treatment’s efficiency. Treatment efficiency ur% Var@s, which
were the rate of repeated addiction, tio :l r , an.@gr.npliance to
treatment. Two methods of psyc ucational inte

tioné&oduced by the
fohat involves reading

)

informative journals about i and re ﬂlta?% and later writing the

A
+

researcher were: (1) interactive j , whi

information again in the% 01 rsonal expetience and relating it to the
of t

experimental group’s addictio an!l @bilitation; and (2) read only, a
' ¢ &
method of readin'g'gwyative '] \'}s abou@d{ction and rehabilitation or rewriting
con

the content (th 1 gr easur@%f{t was carried out during the onset of
¢
treatment ng), at the en of' th(:t:gatment (30 days after onset), and 60 days

after tre% threg” }after‘&,et). The results of the study showed that both

gro id not show any sign@t changes statistically, nor also in terms of change
og se in addiction rate and emotional regulation. Comparisons between the
roups on the effectiveness of the psychoeducational approach in this research was
ot empirically conclusive due to the fact that both interventions used were

psychoeducational.
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On the other hand, researches conducted by Khodayarifard (2010), Battjes et
al. (2004), and Bartholomew et al. (2000) conclusively showed ?‘a
psychoeducational intervention strategy was effective in treating d \licts.
Khodayarifard’s (2010) study conducted 57 therapy sessions (once aﬂ&using the
abstinence-oriented cognitive-behavioural therapy approach on a comusband and

Mch as anxiety,

ap')lied cognitive-

inf Mout drugs
@
and its effects), teaching and exercising of cop@(, problem- Vi')g _é;fhods,
f-monitor;

communication skills, relaxation, positive thinki n\ elf—@;gement,
and contingencies control and cognitive@fi . Reésults o@e.d after the
therapy showed that the treatmenw used ffet{%S in treating the
respondents for their dependency c%gs, whe\ﬂ’re?e

wife drug addicts who also suffered from drug-related di

depression, and sexual malfunction. This approach in

behavioural techniques such as psychoeducation (providi

@ts reported that they

N
had stopped using drugs (drug%s degease tor zez%&gvere more satisfied with
their marriage and social r %ips no ong@ed problems related to drug

use such as anxiety, %1 or aggression. Ifb'follow-up interview which was

' g &
conducted a year the t e reﬁuﬂents reported that they were still
successful at a@ drinks

relationship S
\
a jeJ:t al. X itudieﬁ&e effects of group-based treatment methods on

194@ers who were invol@n alcohol and marijuana abuse as well as crimes, by

u%\ manual-guided module named Group-based Treatment for Adolescent
ubstance Abuse (GBT). The GBT module comprised 20 main program sessions
conducted in the course of 20 weeks) and seven supporting sessions. The 20 main

program sessions involved one introduction session, four drug education sessions, and
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15 sessions for skills training and prevention of relapse in addiction. In addition, the
supporting treatment sessions involved three individual counselling sessions (u?ﬂt
the respondent in providing a rehabilitation plan), and four family ther@ions
(drug education and improving the respondent's relationship with par: aLhe results
of this research showed that the therapy method which used the module was
effective in assisting teenagers to reduce the use of marijuana aftér six months of
treatment (reducing by half the mean days of use), and t lZ‘tion was maintained
after 12 months. Furthermore, for the use of alcoho inv IVM‘ criminal

activities, the GBT treatment did not show any si@ decling or di fe'ellé) ter it

Lt
in sﬂ@ng the effects

er:
of the psychoeducational approach b %g on a gro f m@%ddicts who were

going through a substance abuse t ent progk\;g to ]@‘122 individuals who
N

arch respondents. They

was completed. T
Bartholomew et al. (2000), howevew or:

were involved in alcohol and

3
g

were divided into two groups: 64 s::/I ts ih an ?gq

treatment in groups usi ;TOF N, or "fima)ut! For Men module), and 58
' ¢ &

respondents in a w grour\E&eatme%(liut TOFMEN was offered after the

study). Respon% 0 ¢ in/the e %fnental group received eight TOFMEN

¢
sessions (tw, % eac s:’!% £ O‘Bs that were divided into two main sections:
% oki "

NN
g, ars&tive, express feeling, and conflict resolution),

and@nship skills (sexual\@froductive health, gender roles, and socialization).

xal psychoeducational treatment involved homework assignments that
equired each respondent to discuss with their spouses or significant others any issues
hich surfaced after each group session that they attended. Results from the study

showed that the experimental group which experienced the TOFMEN module was
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successful in significantly increasing their knowledge level on communicative and
relationship skills. They reported that they had benefitted a lot from the m?ﬂs
provided, increased in psychosocial functioning (specifically in social @ity),
showed stronger endorsement of social norms (eg., honesty), and ed more
egalitarian attitudes about gender roles and sexual beliefs, than the Rﬂ group. The

research results provided support for the utilization of male-tqiwietprogramming in

The psychoeducational group approach in addic treat ewerves as a

X
ice to addicts, ‘s@ly in

substance abuse treatment.

method of determining the viability of a treatment

terms of providing them with the next treatm ice{ nd @e future.
Katz et al. (2011) found that addicts who icipated i\ psy oedur@;‘z;l therapy in

tme@‘égime (treatment

detoxification programs adhered to w
protocol), succeeded in completin%prograﬁ,\;d 1;3{1 d their status in the
treatment system by partici;%n foﬂow- cproﬁ\s (long-term treatment
programs) after the compl N th ﬁ;@gram, compared to addicts
who did not paﬂicipaﬁ%?psychjduc

m-

ioﬂa@rapy. This finding was obtained

' ¢ &
from an experi%esear‘: mucted \§U them to study the effect of the
psychoeducational method 1 asing(téé’ transition rate of opioid addicts who
\ ¢ ' ?1
participated % ificati ér(@}a by using buprenorphine in long-term
% NN
treatme% tal of ?spond&s were involved in this research. They were
ranQdiVided into three t@ﬁs: experimental group 1 (intensive role induction,
I% erimental group 2 (IRI and case management, IRI+CM), and a control group
dard treatment, ST). All respondents received five individual treatment sessions

S
one hour/five weeks of sessions) in the course of 30 days of the detoxification
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program, and experiment group 2 received one additional session about case
management.

In this study, the IRI treatment conducted was based on a m@ided
treatment which consisted of five individual treatment sessions. %eral, IRI
focuses on psychoeducation in relation to detoxification, addressing{misperceptions
about detoxification and treatment, addressing concerns anq Ms to continued
involvement in treatment, and emphasizing the value 0 inuillg in treatment
beyond detoxification to fortify treatment gains. CM, on othet hahd, i§/a treatment

‘X
session that focuses on helping respondents to obtain ide respurc irf or: o aid

their rehabilitation in terms of referral and acti ca% counselor. As for

standard treatment, it is a treatment methodsthat gises 'ﬂ\diVl 1 cou@‘h'ng regarding

addiction models and problem-solvin&hs well mer@ blems which are

brought out by respondents during%essions. \ﬁ?di B*’the research showed
Ey N

that the IRI group respondents% the r?lost ive omes from the treatment
S

D}) ed @r levels of attendance for

compared to the control %\E Ti[
counseling sessions d\%@ xification, bl@ the program with flying colors,

m
' ¢ &
rated counselors favora‘) h}d rem&d in treatment for a longer period
following detoxafication. C ing IRI , the results from the research showed
¢ C—)

that for thi up, there was sén@ant effect on their attendance in counseling

session ingrdetoxification,when<Compared to the control group.
Aughton and Saxon ({(@7) in their research tried to evaluate the acceptability
0 Xpsychoeducational intervention to clients and the clinical effectiveness of the
syehoeducational intervention within the service. It was delivered to help clients to
tep up to higher intensity treatments, such as to individual treatments provided by

specialists. By applying the brief CBT psychoeducational course approach, patients
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were given large group treatment (24 patients in each group) for two months by
participating in psychoeducational sessions for 90 minutes each week. Results w
that the majority of the patients reported that psychoeducational interventi@ment
was very helpful, acceptable by the majority of the patients, and efft in treating
their psychological distress symptoms. Upon completion of the treatmient, 92 patients
(48.2%) applied to enrol in higher intensity treatment, 97 M (50.8%) were
discharged from treatment, and another two continued wit Ye:m nt. From the 97

patients who completed the treatment, 23 patients (23%%) re or.kd\td they had

oy
recovered, and 68 patients (70.1%) did not shov@terest g d a@rther
treatment (no further contact with the service). \‘. \/‘T
Psychoeducational therapy group @: uﬁed an ad@reatment to

reduce the negative outcomes of a cCftain a ease (Cha OOS@%rder to increase

retention in the main treatment pr%n. This \p$v ,bz\Martin et al. (1996),
whose studied two treatmen%nt' ‘ ichv is 42@ psychoeducational and
recovery oriented, for pati \

recovery” means the p% activ" dri in‘g bbsing drugs, does not recognize a

' g &
problem, and h& intentio \o&changﬁJ The found that the patients in
| group

a

psychoeducatio S,

¢

greater dur. b treatme {grﬁ;gnt with the first three steps of the Twelve
Qv N
Steps. b 4 f ‘é\

imer et al. (201{;}& a study aimed at testing the effects of

p% ducational group sessions on retention rate in hepatitis C virus (HCV) therapy
essio

Q ns among opiate addicts who used needles (people who inject drugs, PWID) and
ho were diagnosed with hepatitis C. Respondents were divided into four research

groups, which were experimental group 1 (48 weeks antiviral treatment +
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psychoeducational group session), experiment group 2 (24 weeks antiviral treatment +
psychoeducational group session), control group 1 (48 weeks antiviral tr?ﬂlt
only), and control group 2 (24 weeks antiviral treatment only). The psych%\ional
group session treatment comprised three educational modules (exam opics are
HCV infection, symptoms, episodes, interactions and risk factors), HCV treatment,
coping skills, sources of support including self-help and healt cMwell as the role
of a healthy lifestyle and nutrition. Respondents who lY-exl'eriment groups
attended at least nine psychoeducational group sessions.“khe res ltwd showed

@

that psychoeducational group treatment (PE) had a 81

ificant imp, a‘d _'Kﬁ&eased

ly % me@mpletion

ng fecﬁl{or patients @Ya.ttended five

or more PE sessions. \% O<<
In the context of treatment -depe@;\&ii

d@s or significant others
who are affected from the%on sf addicted (Se le), psychoeducational

the retention rate in treatment (patients had si

rates when receiving PE), and revealed a

o

in @ng co-dependents to achieve

intervention was found to mp t ro
recovery, and also ind lped\thJI}M(fdiob‘ehabilitation because of support
from co-depende@ﬁer (2,0 1S reéwh attempted to study the change in
coping skills 5% and ‘enabling beh ers among the addicts’ family members
¢ C—)
who partici 11 the psycho uc{iti(ee}ll group and adjunct groups in the community
% NN
(The Fuiends and F grarﬂf With six treatment sessions (per week), this

pro%pplied a psychoe ﬁ%ﬁonal approach which aimed to educate family

mE about addiction, enabling behaviours and ways to cope. Results of the study
h

%

ed that this program appeared to be helpful in reducing behavioural enabling

mong co-dependents (participants reported significantly less enabling behaviour),
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and improving three adaptive coping strategies (positive reframing, instrumental

support, and behavioural disengagement). Y'
In another study, Nilsen et al. (2014) tried to explore patients’ mily
members’ experiences of different elements of psychoeducational fa rvention,

found most of the patients and family members felt that the intervemtion gave them
elements of alliance, support, and knowledge and learning. qhe patients and family
members also reported that meeting with others in the s itmation like them was

reduced the feeling of shame and increased hope for the re. \d
@

| S
2.3.4 The TTM and psychoeducational grou apy =
s \/‘Z”

\sudies@&l aspects of
intervention development and impl@n across. a roab‘&nge of problem
0

behaviours as well as a wide Vari@ populatt Nﬁ?su h behaviours (Prochaska,
Velicer, Rossi, Goldstein, Marc? Rakow 'q 19@including drug abuse
(DiClemente, 2006; VelasqueN , 20015 1S, D&gvan & DiClemente, 2001).

\
As noted by DiCleme (2&)7 the yoye@ as predictors to explain three
n

S

types of behaviour change,

behaviour patte stop T emat@ems.
Meta- \ st y%cﬁr, ¢ and Harris (2007) on a broad range of
behavio s% tha}tj/l
&4 4
0

suitablg this theoretical co ct to prepare tailored intervention that matched the

C 'Nnd this involved 35 out of 57 studies. Their analysis showed that the

%

onﬁs}Ct was mainly used in researches to identify the

aration of interventions based on the TTM construct (stages of change, pros and
Qns of changing, self-efficacy, and processes of change) showed significant results in

the effects of treatment measured (that is, in terms of effectiveness, significantly
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greater effects were produced when tailored inteventions included each of the TTM
constructs). In contrast, interventions that have no TTM construct’s pew
susceptibility had significantly worse outcomes, and tailoring on non-TTM cts
like social norms and behavioural intentions produced no significant d es.

In the context of using psychoeducational intervention in thm theoretical
framework, specifically when it involved stage- W intervention,
psychoeducational intervention approach in groups attra y:t tion of several

researchers. However, none had focused on the ts Mucational
@

intervention in improving the addict’s stage of change. j I‘m@gura,
Foote, Handelsman and Stimmel (1995), in 1 iew@gearch to
obtain an overview of change processes coc@ addicts who

participated in treatment using Relwar i né‘odel, found that
session (such as video Viewim%

awareness of the effects ?’ ts addition, one or two skills
which were taught (% toppin gement, avoidance skills, and

positive/alternative N&ties) l

Results showedathat this m eede ‘T‘ié{educing cocaine use for at least 50% at
¢

8% o{}}gg respondents. It also increased participants’
NN

the end of tE eatment am
motivat% ke pdrt.i ?atmeﬂ&also 88%) compared to 64.7% previously who
rep@at they were resista@’ highly ambivalent.

artin et al. (1996) attempted to observe the effects of psychoeducation

& gh different contexts in the treatment of drug and alcohol addicts who were at

arying pre-recovery stages (or pre-treatment). They also had similar characteristics

with addicts who were at the stages of pre-contemplation, contemplation and
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preparation (TTM), which meant that they were actively involved in alcohol and
drugs, did not see these as problems, and had no intention to w
Psychoeducational intervention with passive role and recovery-oriented @htion
through active roles were compared in terms of effects on severity ind€X, dsug attitude
and treatment evaluation. These two groups possessed the ments of the
psychoeducational approach (education and didactic) that provided¥eight sessions of

YTW hours. Results

treatment for four weeks and the duration for each sess

obtained from this research showed that both metho inte ewssive and

@
active roles) indicated the same effects. There wa%

e r#y ‘@Iness,

sa ase in
decrease in urine drug screen results, and an 1 n %’ rova.ko,?drug use
(drug attitude). As for the differences in trm;lit ecov@gr.iented (RG)
e

ive @Sreport evaluation

=
wn
=t

group showed an increased in duratio %ment and

group (PG). On the other han

of treatment, and was less threateni%‘n

respondents in treatment, xas ll 5% (RQG) at the end of the

treatment session, an(% G) compar “t!) @A) (RG) three months after the
treatment. l N8 @)

Guajard@) als t'zspor@s who were at the pre-treatment stage.
¢
However, %d to stub?e

educatighal, intervengi ?t applied the psychoeducational approach on client’s

exp%ns and fears abo@ychotherapy, working alliance, and therapeutic

0 s (client’s engagement in psychotherapy) among new clients (pre-treatment or
irSt=time clients). Clients who were in the experiment group watched a multimedia
rogram (interactive CD-ROM) for 15 to 30 minutes for six times (once a week)

before they participated in individual or group counseling sessions. This multimedia
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program provided information interactively (that is, clients were given notes
according to the syllabus in the multimedia program) about therapy or counsel?lld
what happens in the therapy sessions or counseling. Results from this rese%\)wed
that the multimedia program had little effect on reducing fears aﬂ&yectations
associated with therapy, and did not account for any improvemenmmptoms or
increase in the therapeutic alliance. Findings pointed out_that this program was
ineffective and it was caused by new clients in trea RZS

'prior treatment

experience) who had high expectations of their involv t. A prerienced

"X
clients (more prior treatment experience), the@expec g hi h}r _évp s of
s b 4§

efficient therapeutic environment. T \ N
James, Preston, Koh, Spencer, Kiw Castle’s (2004) s@}va.imed to see
to @%t dual-diagnosis

the effects of psychoeducational 1 ena n in gro
W:}sing the experimental

patients to reduce their drug use. T earch w\mrged
. # >N .
method where respondents w ed mto cgroz%- namely, the experiment
ﬁ et

group (n = 29, each group%' do h@espondents) and the control
group (n = 29). The i t group wa exbosa'to six psychoeducational group
4 ¢ &
at w

ég.téilored to each participant’s stage of

=]

<

sessions based on reparedl u

change and mow) for as vti&ﬁs to standard community mental health
¢
stﬁe i C—)

service. Th earchers/did

—

detail the status of the respondents’ stages of

NN
change g&n uping ing heir stages, although it was stated that the

treaAmodule was devel@l’ based on the respondents’ stage of change and
mE'V ion. The control group went through its treatment as usual. Results of the study
howed that psychoeducational intervention in groups provided significant effects to
reater improvement in psychopatholgy, reduction in drug use (cannabis, poly

substance and alcohol), and reduction in severity of dependence, when compared to
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the control group. This research showed that psychoeducational intervention can be
employed in group-based interventions which are conducted within routine VMI
service settings. \
Burleson and Kaminer (2005), on the other hand, soughtf&d out the
change in the self-efficacy stage of addicts who participated in an outpéatient substance
abuse treatment program based on two intervention methods@ere CBT group

therapy and psychoeducation. In this research, all respo ceiyed treatment in

either CBT groups or psychoeducational groups for eig ssio iw (75 to 90
@

minutes for each session) according to the manual ided. Result ol’ve:é!b t the
self-efficacy stage became the significant predi thed\ér \'@;e during

treatment, but not of the after- treatment heoiesu also @Ned that both

groups (CBT and psychoeducation) d\aeal signi t di ces in effects of
treatment on the increase in el acy gar e({\:oncluded that both
ﬁy N

treatment methods used were% enhance qsel£Q cacy stage which could

contribute to positive result me :éé
Research revie Yb.y K en dlLi‘rDZOl 1) regarding the role of self-
efficacy in the e veness nce ﬁ&! treatment found that self-efficacy
served as an &mt \bt; tment results and psychoeducational
intervention_c enh ce t sgf-éj‘t?acy stage. They referred to the study by
Qz

Dolan, d R6 (200'$7vhlch found that high self-efficacy was able to

malAhe addicts in the a@nt state or reduced drug intake within three to six
after the treatment. As for the aspect of intervention, studies by Ilgen,
ellar and Moos (2007) indicated that a client with greater participation in skill-

uilding activities (such as coping skills and stress management) during treatment was
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associated with greater self-efficacy, and that self-efficacy was closely related to

treatment outcome. Y'
2.4  Theoretical and conceptual framework of the study :%

Before it becomes permanent, any type of behaviour will go h a process
or stages, which TTM names the stages of change. According towemente (2006),
these stages provide an overview of the huge motivation t$d the dynamics of
stages of change according to the time. In order to sh the ehaV1our
change in an individual, the process must begin wi e pre-contem ailonéga e, a
situation where an individual does not have an intctest or 1ge ionfto chane Later,

it would move to the situation (of thinki g) c ange g&. emplation),

making preparation to change, taking \%1 to cha mé(ammg change.

A

PROCESSES, CONTEXT AND |
MARKERS OF CHANGE

) § L\

M >
\ Sustained
ependenc % Cessation

RECOVERY

ce Ad yi nte (2006), Addiction and Change)

4

.\.% Figure 2.2: &;c'esearch theoretical framework
N ™~

Based on the Figure 2.2, the process of recovery begins from the pre-

Ontemplatlon stage and progresses to the maintenance stage, and this is characterized

by change processes, change context and several markers of change according to the
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stage of change experienced. In this study, the movement of the two stages of change
(the pre-contemplation (PC) and contemplation (C) stages) to a higher stage wa?!’!h
the focus. In order to achieve it, TTM proposed the use of specific chan%\esses
(POC) and when they occurred at both stages of change, they could e clients’

change process to a higher level, as suggested by DiClemente 06), Connors,

nqe”.
According to DiClemente (2006), Miller and Rollmick ( Owelasquez

et al. (2001), at the early process of change (pre-con i d tebp_@n) an

Donovan and DiClemente (2001), and Prochaska, Norcross anemente (1994)
Ca

who believed that “the matching of stage and process is a

individual strives to change his behaviour, a ry\ est Yﬁappened

111tat&ange is the
al a@%ness which are

could be used to ease the process of facili

processes of changing which invol alve/experl

consciousness-raising, dramatic re%elf-reev b G \;(Q) mental reevaluation,

and social liberation. The mai 10&}0&5@ change that took place

was the existence of decisi mnc afid self-effic A very brief overview of the

most relevant stages a cesse fc n‘g!i 1 strated in Table 2.10.
' &

Table 2.10 &\ @ <§J

C—=PR

: 1 Self-reevaluation
of Chj Dramatic relief Environmental reevaluation

-reevaluation Decisional balance

Environmental reevaluation Self-efficacy
Decisional balance Social liberation

o ource: Adapted from Velasquez et al. 2001, p.10)

The rehabilitation demands and needs of addicts at this stage of change are the

awareness about the danger and effects of drug use as well as having the motivation to
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spur the change (DiClemente, 2006; Connors, Donovan & DiClemente, 2001);
information on addiction and recovery; and support and reinforcement of the ¢ S
which were initiated through feedback on motivation and ambivalenc@er &
Rollnick, 1991). This also involved skills in decision-making as It of the
problem of ambivalence (ambivalent about the pros and cons of change) and barriers
to utilization of sources of rehabilitation (DiClemente, 2006; Mrs, Donovan &
DiClemente, 2001). Hence, the best approach to attain the y:eids and demands
for rehabilitation at this stage is psychoeducation squ WOOI) that

@

functions, among all, as an approach that focuses onjeducation and n‘ﬁn@own,

1997; Brown, 2011), skills training (Brown, 20gsl; erj% O6;@§squez et
(Milko .5

al., 2001), helping clients to make decisi vw'niz, 8; O’ et al., 2005;

Howard & Goelitz, 2004), and it is Nat ic, efficie
emphasize on health, collaboration%ng and M}g
% %

2004). q QS

For the purpose xtu ,ﬁe}gr@nodel based on the TTM
theoretical framework% choe(}llgty ‘%I'e h& and formed as the conceptual
framework. The 1 use@choedéégf)nal approach as an intervention
strategy and to& e th 'in a@%{s who are at the early stage of recovery
and it is t '(%o meet ‘?rghahi;l%tion needs and demands. It is a planned

NN
intervenfio ith th€ ; spe@ processes and principles of change, and is

Yv

mat@o each individual’s{%és of change (stage-matched intervention for early

s%s The model’s main assumption is that addicts who receive treatment that
h

Re2

& es their rehabilitation needs and demands at the early stages of change will
ove towards the later stages of change, as characterized by better markers of change

such as improvement in self-efficacy, and decisional balance.
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The research conceptual framework is briefly illustrated in Figure 2.3. Based
on the model (Figure 2.3), the psychoeducational model which was de
(manualised-intervention) by applying five processes of change will be us%\nild a
PGT intervention as strategies to move addicts through from one another
according to the present stages of pre-contemplation and contemplatign. It will move
the drug addict’s stages of change from (1) Pre-contemplation stage™o the next stage,
at least at Contemplation stage, and from (2) Contemplati Xi t]‘-e next stage, at
least at Preparation stage. To evaluate the change (beha cha ge.\{dg;e higher)

9
f. ff@ and

module will be

to determine whether it occurred, two variables wi used, fi.e.

decisional balance (markers of change). T o%

described in detail in the next chapter. V w\
7/
3\1 ]G:}'ERMINER

BEHAVIOUR c """""" ":
CHANGE -
( A Stage Higher) & (’?
ue S@ fficacy
. inﬁcisional Balance
N
S

/

CHANGE PROCESSES

Increase in awareness
Decisional balance
Self-Efficiacy
Reevaluation of
surroundings

¢ Social liberation

OF CHANGE (W
(Pre-contemplation}@
Contemplation)

0 Figure 2.3: The conceptual framework of the study

/
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2.5  Chapter summary

This chapter discussed the behavioural change process base\i the

perspective of TTM theory (DiClemente, 2006) which categorizes th a e process

into four main dimensions. Three main dimensions — the stages of e change
processes, and the markers of change which are considered minant in the
theory — were the focus of the literature review. Two of change, pre-
contemplation and contemplation which are processes thlit took place at

these stages, as well as the markers of change for self-efficacy and de nal bata-nce

which are variables in this research, were thorou p alned in th chapteﬁ

Y'

t1 of p%fectives in

In addition, this chapter also presente

intervention strategies based on group, s N e

ecti X‘S‘(\up therapy in

mos
the drug addiction treatment and rMaﬂo pro gested by CSAT

(2005) and ASGW (Fisher & Ro %) g Zy @‘the psychoeducational

approach as an intervention was d 1 11 in the context of drug
addiction treatment and reh?ﬂilon astl et tlcal and conceptual research
l

framework was create on the ba513' M ngry and psychoeducation, with its

main ground esta \thro@evelo t of the psychoeducational treatment
N
model in gro pr ;}lpeﬁg)nﬁal/cogmtlve change process activities) as

variables ' uenjv &fages of change) and markers of change.
& v
\'
S



