CHAPTER 1
INTRODUCTION

1.1  Background and Context Y.

The problem of drug abuse and addiction in Malaysia seen to be a
he

continuous and never-ending issue. Statistics released b fficials indicate

that this problem appears to be associated with the natienal so iaWpe, and a
L ]
! §
-

Drug addiction was classified as a chremni apsing' i by@ National

lsiveé;gfseeking and

tru <<t and functional

complete solution has yet to be found.

Institute of Drug Abuse (NIDA), as its ch

use despite harmful consequences \Ealong-lastl

changes in the brain (NIDA, 201 h1s clas t n s,‘\%knowledged by most

countries in the world, includ The aﬂs1f" , however, has various

worrying implications whlcq ;%noI 5001 ect it also affects all aspects
th

of national interest, s e ec kforces and security sectors.
:

Indeed, this phe on lead lt clar drugs as the Number One enemy

of the country, ntri tlng reas hcare cost, government expenditure,

impairment 0 forc prod tl{ltyb heightened crime index (Wan Shahrazad,

Lukma a Murni Fﬁn nah Fauziah & Siti Fatihah, 2010; Fauziah &
g&m, and Mohd Raﬁ@om)

hlS situation becomes obviously more difficult when current addiction

ent and rehabilitation efforts produce unsatisfactory outcomes. At present,

revention of drug abuse and its treatment remains the nation’s greatest challenge.

Most addicts who had completed the treatment and rehabilitation program in drug



treatment and rehabilitation centers have returned to their old habits, a condition
known as having relapsed (Fauziah & Naresh, 2009; Mahmod, Mohd Shuib, LVM,
Muhamad Dzahid & Rusli, 1999; Mahmood, 1996). According to Sabri @here
is evidence of a high number of relapse cases, especially from inmate ave been
discharged from drug treatment and rehabilitation centers. At the samg time, this also
reflects the effectiveness of the treatment program implemen% ere is a need to

reconsider the goals of treatment programs and treatment odches fin the treatment

tuwgi, 2007).
rea n’ a@aches

and to give health workers bigger roles in ma?'pg er% ent p@lts (Abd
o

Halim, 2010). V 0\
Current treatment approaches % the govetnment’ rcotic Addiction

Rehabilitation Center (PUSPEN) s depen \l'he?st C _r%d treatment modality

N
that is being practised and apo%uhe rgspect eccen£§) a standard treatment for

all inmates. These mod 'xchl amily t@ (adapted from Daytop’s
Y,

Therapeutic Commun% k ther S}éh ial therapy and spiritual-based

therapy (Ramin% Moia
implementation%t S dim? rding('téﬁ'he classification of the center (such as

and rehabilitation centers, to make them more focuse S
The current situation also calls for a government reviewyof the

'2&.2002). However, the modality’s

¢ ' C—)
hard-core, y) motivated n€ (c-)}unteer-based center) or to the inmate’s

classificati suchd” golescu&, women and vocational). In terms of

| L

imp tation, the activities{%ﬂucted do not take into account the appropriateness
o%&odalities to the individual’s treatment and recovery needs.
In 2010, under the Government Transformation Program (GTP) which was

Qtiated by the Malaysian Premier, the National Anti-drugs Agency (NADA, also

known as AADK) took a big step in gearing itself for transformation, especially in the



field of treatment and rehabilitation efforts. In July 2010, NADA launched the first-
ever concept of “open-access services” as a new approach to encourage drug S
to get treatment and rehabilitation from PUSPEN, now known as the C@Care
1Malaysia Clinic (AADK, 2010). These clinics practice open-access s&& and only
accept people who volunteer to come forward for drug treatment, a mntrast to the
earlier compulsory detention of people who use drugs (Lewis 1). As at 2012,
there were five concepts of treatment settings and drug r ‘Kt.im]s introduced by
AADK through the transformation programs, name ure nc.l\Sagl Malaysia

"X
Clinic, Cure and Care Service Centre (CCSC), Cure are Reha er‘re_\@RC),

ing< ty }@Eé (CCH)
tha\ thi pproaé‘v:ill enhance
treatment effectiveness because it sw individu -foc@% treatment. The

niains the core element of
this concept. % 9 %
S
1.2  Drug Treatment an abiliatio i Ma@
& cadis
The trend of %t tm g abﬁ' ation in Malaysia shows a pattern and
approach that ha&cha i l singe it v@t introduced in 1975, especially in the

centers run b%g vernment (‘;(!rdﬁ@ to Raminder and Mohamad Hussin (2002)

Cure and Care Vocational Centre (CCVC),

and Scorze 09)"[ trgat en@vided by the rehabilitation center is based on
4

the comyentional approaches, ﬂJ;)h among others is characterized by various
D

Nies such as therapy work, family (based on therapeutic community or also

Ewn as TC), psychosocial therapy and psychospiritual therapy. Almost all the

dicts who had undergone treatment and rehabilitation did so because of the

enforcement of the Drug Dependants Act (Treatment and Rehabilitation), 1983.



It began with the popular ‘tough and rugged’ concept, which stresses the
application of a military-based discipline (regimented) module to treat and sz
drug addicts in the rehabilitation centers (Pusat Serenti). The use of the @key
method for detoxification (Abdul Rani, 2007), and a multi-disciplin roach as
treatment model (Vicknasingam & Mahmud, 2008) was the core apm used in the
late 80s. A number of new modalities were introduced by t Mment to handle
this problem. Among them are Psychosocial Therapy 1'§y~( odaliti Terapi
Psikososial, previously known as Integrated Therap odal Wﬂ' Terapi

@

Bersepadu), Family Based Therapy Modality

iti Terapi etel&ﬁ-r\gaan),

Vocational Therapy (Modaliti Terapi Kerja); % her: Modality
(Modaliti Terapi Keinsafan Diri) and ividual *P]esi cy T@py Modality

&
1,h:}non centers is subject

(Modaliti Terapi Waja Insan). \)

The implementation of thes alities \ﬂ'&$h

to the classification system 1n by QIAD whlc lude categories such as

high-propensity, soft and ﬁadc I a glglous centers. The Terapi
for addic

Bersepadu modality 1 ‘Bﬂacban high-propensity rehabilitation

centers which em:@the 1rl1
treatment and r% tion®

tatlon ght major components (modules) of

omp ts are the medical treatment and health

polity }recr&?’ 1on, vocational and skill training, and social
inte (NADA, 1997). T @f Kerja, Waja Insan and Keinsafan Diri modalities
t exercised in certain centers as options to Modaliti Desa Terapi Bersepadu,

retain these eight components as core modules but give a different emphasis that

uits the concept, and this becomes the center’s orientation.



The Terapi Kerja or work therapy modality emphasizes vocational and skill

training as key components to treat and recover drug addicts (NADA, 1997), W?He

Waja Insan modality stresses the discipline module as the key compon@DA,

1997). The Keinsafan Diri modality, on the other hand, gives empha n Islamic

religion education module as the key component to treat and reco?r drug addicts

(NADA, 1997). The Terapi Kekeluargaan modality is specifically practiced in
zrily

voluntary rehabilitation centers for drug addicts who com 'to get treatment

and rehabilitation. Although still based on a psychosoeial ap OM modality

"X
stresses three strands as the core of the treatment to changes in the 'adi&\)% life,

namely, role model, peer pressure, and grouw rt % . mi@?NADA,
1997). \, é\v

The government acknowledgew re 1s a room=for r@%ation in the field

of drug treatment and rehabilitatio&j\dalaysm. grd' g{o\Rusdi, Noor Zuranti,
§ N\
Muhammad and Mohamad (ZOQresu s of tieating ((QQ,CQ addiction in Malaysia is

reasons. Among these reasons is the

not promising and poor, an@ duT
medical therapeutic a%‘ hich has b enltd@ ignored by the policy despite

4 .‘<</

strong evidence t ddictiorl S 18 %Q:édical condition. The national drug

—X

substitution task, forcérwas™“th¢ up t}%view the treatment policy and provide
¢ (?
input in the %eme of a ic‘o in Malaysia, mainly to control the problem of
NN
the spr&I-VHVX ?ly ng heroin addicts. The task force suggested

intr%g the implementa@' of methadone maintenance therapy by 2000.

ever, only in 2005 did the government agree to accept and implement a drug
ubstitution therapy with the use of methadone as a new approach to dealing with drug
ddiction (Rusdi et al., 2008). This therapy was implemented together with the

needles-and-syringe exchange program and the free condom grant to drug addicts,



both of which aim to reduce the spread of HIV virus based on the concept of harm
reduction (Abdul Rani, 2007). It is still practiced throughout the counterM
Ministry of Health.

In 1998, the government experimented with the use of an anﬂ&t drug as
adjunct therapy, but the experiment failed. That pilot study sougY'dlscover the

effectiveness of the use of naltrexone as an adjunct treatment Me addicts of the
tlc

opiate (Abdul Rani, 2008). The results of the study indi t th': subjects (drug
addicts) on naltrexone only showed slightly better r rol group
(Vicknasingam & Mahmud, 2008). Then in 2001, th ernment dd @se of
the buprenorphine drug as maintenance treatm is Wag enn@; stopped

because of the problem of misuse and abuséVic a51 am ahn@g(.)OS)

In 2010, the government begNDﬂatlve to em@a more “friendly”

approach to eradicate drug addlct oblem Q@\DK Transformation
Program as part of the Govem% sformati 231- GTP) and National Key
Result Area (NKRA) initiati 201 hrough these transformation

initiatives, AADK 1is % movuy J ding more open treatment and

rehabilitation ser&(wlat clien t’ tlsfactlon needs, preferences and
A

recovery needs&
by providi %es that are“fel by 001ety and are best for its wellbeing. Among

\
these inifiativesare: J f 'é\

A To provide se@(f to all individuals who have drug dependence

atert} the organization’s vision and mission

E problems;
o (2) To give an option to drug addicts to voluntarily come for treatment;
3) To approach clients by using an outreach program,;

(4) To cooperate with smart and strategic partners;



(%) To give an awareness of the danger of drugs from the aspect of health;

(6) To detect and detain those who refuse to voluntarily come and?ﬂ

treatment; \

(7) To improve the treatment program by providing clinid&e service;

and i
\{erapy program

(8) To introduce and expand the drug substitution
(methadone maintenance therapy). &. '

(AADK, 2012, Cure & Care Modehin M ayWZa 25)
Designated as the AADK Transformau%am all A KI irpaches
have been comprehensively modified an rated$ are \cyﬁswtently
strengthened by cooperation between the g‘w

attempt to eradicate the abuse of N the con of@ treatment and
rehabilitation, the transformation %a tha\be?r ;ﬁ\f}e attention was the

o N
i @‘Rtlon of Open PUSPEN,

his g ach allowed the drug addicts

implementation of open acces

later known as 1Malaysia (,?84 are
to voluntarily come nd ap‘g
subject to the pm&rg anfl \&sses %(la’w enforcement. The addicts were

screened and a&
@

4;/
-+
=
=
o
c
aQ
=2
2
2
[y

fo 2'1‘1!: s@ices. They were also no longer

ty 1 f addiction to determine the treatment

placement heth b ncq/( npatlent) or out-patient, treatment package
perlod program{’i t10n at fit their recovery needs; introduced to the

odule through d stltutlon therapy and psychiatric treatment; and
g covery support services, such as referral and advocating, as well as a co-

& ndency consultation service (AADK, 2010).
This clinic was officially launched on 1st July 2010 as an option for drug users

and drug addicts to voluntarily come forward for treatment and rehabilitation service.



The option is also open to any family members who need treatment for their co-

dependency problems. One PUSPEN center, namely PUSPEN Sungai BesiWa

Lumpur, was chosen to pioneer this approach, and from the date of comu@m of

operations, the name ‘PUSPEN Sungai Besi’ was changed to%ik C&C
1Malaysia’, an abbreviation of Klinik Cure and Care 1Malaysia (AE(.,NIO). The
essence of this approach comprises the following aspects: V

(1) Customer or client can choose what se Y;o,;ram will meet

his/her commitment and recovery needs;

Y.

(2) Customer or client is not limited %the drug u o' a:é'iyv;'the
program is also open to every v f sociét 1 lexels, whether
family members, employer ‘Og, any "indivi
addiction problem (co- %cy);

3) No pre-requisites ar%osed ong;\xst ?\Or client who comes

[y

S
forward or appll%ne services,sand in&@tion on their particulars
will not be d%; J %Q\
(4) Custom% nt th} isb r‘l‘gl o@s get service are not subject to

lega \ding; a1] \ %(J
(%) w ices :ililab \%e(ven days a week, except for public
¢
o AR e
N
ypes of seryi ‘pffe@ applied for by the customer or client will be

list er one out of the sev, ﬁ%‘?’) client placement levels, namely:

=
o
[
Cbz;
o
-t
o
o,
on
<
=3
o

1) Residency (inpatient) — for the period of one month, three months or

QE six months
(2) Outpatient — according to client suitability

3) Detoxification with or without medication — for the period of two



weeks

4) Drug substitution therapy — according to client suitability

(%) Daycare %\

(6) Short service (on the spot) — complaint, advisory dﬂ&ervention

services i

(7) Referral and advocacy services V

b; AADK was the
Tri eWHard-core
@

PUSPEN, and One PUSPEN for addicts who have undetgo rdat‘r@‘ and

Another transformation initiative also initiat

categorization of PUSPEN into three systems, which ar

rehabilitation because of a court order (mand e % soﬁi,‘,geparates,

sifts and selects the client. The center funcw a svﬁeen and a@ssment center
for placement of the customer or cl\h\e rehabi on @%r that meets the

stated criteria for One PUSPEN o%d-core - Hard-core PUSPEN is the
=)
; d (tri

placement center for inmates aving criminal records,

are repeated cases, or wh xow @cured. One PUSPEN is the

center for inmates wh% igh-p} i
not more than tw'wave 1]0 \mi.na

physically disaw ha port family members or employer (AADK,
¢

(o ? b")
\
%ﬁainﬁ use¢m the community setting and to meet their

treaAand rehabilitation n@ AADK introduced a Cure and Care Service Center

tivation, are repeated cases but

—_
—
(¢

s, no chronic diseases or are not

2010).

( and Caring Community House (CCH). CCSC is an institution which been
andled more openly and in a much more conducive manner so that it can play an
portant role in accelerating a client’s recovery process, and help him/her to live a

healthy life without drugs. Operated as a daily-activity center, half-way house and
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drop-in center, CCSC provides treatment and rehabilitation services to the target
group. This includes guidance and counseling, support group therapy, comw
rehabilitation program, work placement, referral and advisory service%Xdrug
substitution therapy. It is also a resource center, and contains sport ecreation

facilities. On the other hand, CCH is a facility which is run by a gr. of ex-addicts

with support from local community members, and its roles iniiude ing a temporary
i

and permanent settlement center, drop-in center, and inte ho',lse for cases or

e in@zction of

ure a&;re Model”.

ac <g<1me the basis for
'

new programs characterized by an appr

According to AADK (2012), the Cur@e Model a
all service settings offered by AA rticular\"ﬂe‘e qe;}b‘r drug treatment and
A N

rehabilitation. This model con%ee mgin eléments differentiate it from the

previous approach even w. ﬁf otli as re@ng effort especially for the
tly, od

psychosocial modalit%

service in which \lientsl dicts)%éo?ne of their own will there is no

compulsion and@con '&pose&{;ﬁ’ the clients to get the service. Moreover,

there is als %ﬁl ties. S‘ C dl{, t@?odel introduces new elements in the scope
&

N
of its s% hes¢”are: Pical ‘&tment and medication, methadone replacement
ther&eference and supp@éervices, and the basic scope of service which

%sses inpatient and outpatient treatments. Thirdly, this model classifies the
& ent components and drug rehabilitation into two main components, namely,
1

inical and psychosocial.

thii‘ “e&np@izes the concept of voluntary
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Clinical elements in this model offer treatment service through the seven main
components of the clinical and medical methods. These components are: (1) Wl
detoxification; (2) replacement therapy treatment using methadone; (3) s@ test
for human immunodeficiency virus (HIV); (4) hepatitis B and C; (5) treatment
and minor cases; (6) follow-up treatment to the hospital;v(ﬂ health
psychoeducation. The psychosocial component stresses the Mf the programs

3

that are set to change addictive behavior, provide the sk reve'nt relapse, give

knowledge about rehabilitation, and give self-confide All he lve seven
content elements listed as early recovery, rela revention 431 %port
counseling and guidance, psychoeducation htch'l family

programs (AADK, 2012). V 0\
All these transformation effod@nt a quan

sparked a phenomenon on treatmew the dru %il' @systems available in
L

Malaysia (AADK, 2011). As a%mghijemen d effects were observed,

some of which are listed b \
;@ ‘;[fle@iratlons of stakeholders and the
ity, an It 1ts of erv1ce was felt by the community;
1 'sisti@é government to reduce the rate of street
decg?lddicts;
?to the? ervice increased;

A Society is mor@én as there is a lessening of the stigma attached to
E\ drug treatment and rehabilitation, and a continuing increase in clients’
o voluntary commitment to come forward to receive treatment;

lea@AADK and they

(1)  AADK
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(%) AADK’s approach and transformation program received worldwide
recognition, especially as the best role-model in open-access S
and %\

(6) The tagline for the services — “Kami prihatin i sedia
membantu” (“We care, we serve”) — has affected rehabilitation
program provided; at the same time, AADK was able to introduce a

X

comprehensive and systematic treatme 'by combining

psychosocial and medical programs. .\d
"X

N
| N 1S
1.3 Group Treatment in Drug Treatment a habilitation
4
N
Groups which are organized around therapeutic

insight and guidance, provide positive@ssure a

social skills. They can also be used as chang t?v'

forces such as affiliation, confronE? , support tiﬁc@, and identification. In
i

" &

short, group therapy can provm e ther'a.\hutic services, comparable in

efficacy to those deceregz'n individual thprg% Center for Substance Abuse
:
Treatment, CSAT, 2005). \“ (i‘/

Yalom (1 in Co @nova %DiCIemente, 2001) stated that the use
| 1 O | |
of a group formaf ¢ @ze(sjﬁjl the operation of a number of “curative
factors’@&red yltb'g)A a%\sformat of treatment. Some features of group
4
treatment can provide and contE";g to the behavior change process (Kaufman, 1994;

ez, Maurer, Crouch & DiClemente, 2001; CSAT, 2005: Washton & Zweben,

6), including the following:
o (1) Groups provide positive peer support and pressure to the members to

abstain from the drug use.
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(2) Some important aspects of life and social skill training, such as
communication, feedback and assertive, occur more powerful?f?
group setting. Learn and relearn processes happen inclusiv \

3) Groups provide members with the opportunity to chaﬂ&elr social

networks, and to develop a meaningful support system at can enhance

,q

their recovery process.
4) A group supports and directs an individua Xl:a'commltment to
recovery, a fundamental ingredient in the change
(%) The group members’ roles and influen rough imo ng‘ ﬁgrlence

sharing and feedback, sometlm K an K%raplst A

group can serve as a mrrror th enﬂﬂers ardm@lr values and

abilities.
The history of group treat t1V1t1es %nt and rehabilitation
centers in Malaysia (PUSPE trgced r@ug 1mp1ementat10n of the

Curriculum and Procedure Impl unsehng Activities in Drug

entation o
Rehabilitation Center, % mrm];ty f9 ADK, 1998). According to this
circular, two grou &tle \]/e e 1mp nted for all inmates, namely, group
counseling, an deve ent program, which includes a didactic
and expe r1n ? tlt}"ﬁ‘ran being the means of providing more
compre and;‘ tre ent activities for the inmates, these group
also aimed to decr@fhe supervision ratio between the counselor and the
E ADK, 1998). Among the features of these two group treatments were: the
ribed curriculum and procedure for the activities of the treatment; group
embership arranged according the treatment phase without taking into consideration

the client’s readiness-to-change level and recovery needs; and the frequency of the
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activities that are not tailored to the client’s recovery needs but are conducted to
satisfy the fixed schedule, which is once a month for group counseling and a
month for the group guidance and development program (AADK, 1998). %\
AADK introduced the Cure and Care Model from 2010 to rep existing
approach at that time, through a transformation program that mairw the use of

group technique as the main delivery method of serv1i' e; B icularly in the

implementation of psychosocial components at Cure and hab'Centre (CCRO)
(AADK, 2011). The use of group technique could be in the Wntation of
@

skills and physical training module, sports and re ion, marchi

z‘ncl@l)\ysical
activities, early recovery, relapse prevention,

Y,
and family program. Differences in previ(w oachis A appa@gl the group

development method (process of gro embership selcetion) v@% was completely

dependent on the matching metho%d on sta\&h &_.\However, the content
ESEY N

in the module for all these gro%ine the same, w Q)meant that there was no

difference between those w% in
Group develog% angi' ent And! abb’ities should be subject to the

‘@ later stages of change.

' g &
client’s readiness@nge aln mery ngs/ Barrie (1991) notes that difficulties
e p s en @%ﬁqembers’ aims and needs are widely
p !

often arise in Q
divergent, a wn which oc rs’wlel} ndividual or people from different stages in
the rec@;essfa ?ed to@\er in a group. In such a case, some problems
be embers may happq@?d.these may include disagreement on the status of
problemn identification, treatment goals, and characteristics of the members such as

enfal versus acknowledgment of the addiction problem, and resistance versus

ommitment to the treatment programs. The use of separate groups for clients in the

early and later stages of change should be emphasized, which the group members
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encompass same characteristics of the clients, share common features that all
members have problems with, and more importantly, that they are in th?ﬂ
readiness-to-change level, early stages of change. \

The curriculum and module prescribed for the group should al&usly take
into consideration the client’s readiness to change, according to the Wsased group
approach proposed by Connors, Donovan and DiClemente (2001), pproach which

o

attempts to match the group interventions to the group me ag's of change. As

the majority of the inmates in PUSPEN are in the ear es 0f ¢ Wthh are
the pre-contemplation and contemplation stages ange (Ab I—’al @010
Najwa, Sabitha & Mahmood, 2008; Abdul 0% @1 2006;

1S 18 h@use most pre-
contemplators come for treatment Malt of exte in@ces and are not

'l&'ﬁ)rs are still in the

themselves committed to the tr t, and nt

ambivalent state of changmg Thus, agprima oal of the group which
handles these clients is to increas the M) (-)g@lr substance-related problem
and move them on to ﬁge }l, @egm to see a need for a change

(from pre-contemp Nto ccln n) egln to prepare to make a change
(from contempl& on Donovan & DiClemente, 2001).

stages ‘9ut by& psychoeducational alcohol or drug information

n cted to promote change for these clients’

\n&nnors Donovan & emente, 2001). The objectives of this group are to
h tlfy problems related to the addiction, to maintain/enhance a commitment to
hange addictive behavior, and to teach methods of resolving addiction problems.
esides providing information, this approach offers clients an opportunity to reassess

their situation and consider the extent to which substance use or abuse plays a part in



16

their difficulties in a variety of life areas. A goal is to increase the individual’s

motivation for change by demonstrating the link between these difficulties or r@e

consequences and their alcohol or drug use (Barrie, 1991). %\

1.4 Statement of the Problem

The question raised now is why addiction behavior is fficult to treat.
Various approaches and modalities have been introduce tg government, but the
problem still remains unsatisfactorily resolved. Most show Waj ority of

®
addicts (50% to 90%) who have completed treatmentprograms will re ni to 853: old
| | = -\
habits (relapse) after discharge from drug rehabilitatign centers®(Abdul erm, 2010;

\,
Scorzelli, 2009; Sabri, 2007; Abdul Rani 200zReid eeba &é{ggeeta, 2007;

Mohd Rafidi, 2003; Mohamad Huss@loha
itatio

That the drug treatment and rehabil on thé, rise is supported by

=

o |

Agency.for 200@ 2009 which shows that
average 53.65% (out of 98,1%N ct Mcted\ir‘e’ relapse cases. The details

statistics issued by the National An

0Q

New Tef “ Relapse cases

No. %

2 b 4 @91 17,419 53.09
A 10,381 \(_}' 45.51 12,430 54.49
w 6,679 46.10 7,810 53.90

8 5,939 48.08 6,413 51.92
2009 7,123 45.27 8,613 54.73
Average 9,102 46.35 10,537 53.65

(Source: AADK (2010), Maklumat Dadah 2009, p.10)
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According to Prochaska, DiClemente and Norcross (1992), Connors, Donovan
and DiClemente (2001), and DiClemente (2006), most addicts fail to mainta VM
recovery after completing the rehabilitation program. This is due to the f@rn
of the existing treatment programs practiced were action-oriented ra n carried
out in accordance with and to fulfill the requirements of an addicf or an addict’s

therapist should develop treatment programs and system

recovery needs. The three studies mentioned above proposﬁ e counselor or
e risponsive to the

process of change. Thus, the techniques and strategies engage s processes
@

of change should be matched to the current stage of c e and the nfic @esses

“

and markers of that stage. Shifts in stage s t@ urmgﬁe actual
treatment session, outside the session, or T thsxtrea ent h ded. In order

to make shifts, the client and the therwaounselor onsi 4<('0 promote stage-

appropriate tasks and must perfo ask for th @mon possible. There
is a critical need to review tl%l\ approaches z%lc?ed in the treatment and
rehabilitation of drug depe thaIn 10n.

Malaysia still % moc'i' ities il‘e!t hb' so-called action-oriented-based

approaches, wher: Kates muft 0 the&ubtured programs/activities scheduled
for them, and also i

!
p"treet:r;gnt. There is no module that matched the

m

to ‘St‘l)%‘[ certain targeted sessions of activities,

whether in 'V u y or as

NN
addicts’ nt and ?itati(m&eeds. In general, all addicts are required to go

ay

t experiences even though they have previously been in the treatment, such as

andard act1v1t1es/p@ms which is the usual routine in their previous

e case of readmissions. A comparative study on best practices in treatment and
ehabilitation conducted by Abdul Halim et al. (2010) asserted that the orientation of

treatment and rehabilitation adopted by the centers neglect the critical component of
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readiness to change amongst the inmates. For that reason, most studies show that the
majority of addicts who underwent treatment and rehabilitation in PUSPEN ?‘h
the early stages of change and remained status quo after they werec% d or
discharged (Abdul Halim, 2010; Najwa, Sabitha & Mahmood, 2008,’%\1 Halim,
Mohd Rafidi & Jailani, 2006; Mohd Rafidi, 2003). They were no@d in a way
they should have been. Treatment and rehabilitation of addi Nt be conducted
based on the principles of treatment proposed by the dYl-ln'tltutes of Drug
Addiction (NIDA). According to NIDA (2006), hing tr settmgs
interventions, and services to an individual’s particu oblem§ an eehs _kﬁ'}ltlcal

to his or her ultimate success in returning to t t1V g m\}; family,

workplace, and society. 0\

Although AADK 1ntroduced\a changes oug@% transformation

program, including 1ntroducmg an tlcmg t\C/\Lg a are Model as the core
A S

oy

service through five types of ettln gs, th nd&t?n only managed to fulfill
half of the total rehabilitat@lre efits. fac “they were not treated in a
way they should be” %t o be TIQJ 1& iced. The researcher’s analysis
found that this m&tlll IT1 e c&@bt of ‘action-oriented’, especially in
the pre- prepare% chhta’j&fal component. By implementing this

" S

component ts g he process and program (which have the same
\

content ct of, 10n @e treatment and rehabilitation) without needing

he rehabilitation ne@rogram content) to on the clients stages of change.

'c orientation for all of these psychosocial components also do not differentiate

etween the clients’ status of whether they were new or relapsed addicts, the level of
r addiction severity and the clients’ personal rehabilitation requirements.

Since the majority of addicts who undergo treatment related to drug addiction
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appear to be in the pre-contemplation and contemplation stages (Abdul Halim, 2010;
Najwa, Sabitha & Mahmood, 2008; Abdul Halim, Mohd Rafidi & Jailaniw;
Mohd Rafidi, 2003), it is important to understand the nature of pre-conte@ and
contemplators, and what therapeutic processes might enable clie ove on
through the processes of change into the preparation, action and maifitenance stages

(the later stages). Pre-contemplators are the individuals wthre satisfied with, or at

least unwilling to disrupt, a current behavior pattern, the s inwhich there is a little
or no consideration of change of the current pattern off¥behavir Mreseeable

‘X
future (DiClemente, 2006). While contemplators are rized to h h'gh_\fe}els of

ambivalence, and some have postulated tha 1nd% ck @ecessary
xagiines N

motivation to change (Reid, 2007), ongoi W‘w ctsrent p of behavior

(instability) and the potential for changéin a gisk-rewar
It is necessary to insist thﬁj of the\l"s?u a,nz}ﬁtal principles of the
helping profession is to begi% theﬂlient iS¢ an@%?s approach necessitates
exploring the client’s readi x) chafige as part %e‘éthe assessment process and
throughout the treat& coun1elor or lthb%ist gets ahead of a client by
' ¢ &
administering intws imlJ \b&matchéﬁwith the client’s readiness to change,
treatment mayK ma | ina@’or high levels of resistance may be
encountere ing therapy, or‘at lgas(t-l}e client resists against change. To begin with
NN

where t 1s, tﬁaﬁ%t be s&e idea or space of efforts to create and generate

sorr&rvention program t@p drug addicts. One of the promising theoretical
0

tons that could be used and has been proven practical is the Transtheoretical

ysis@1 lemente, 2006).

o

el of Behavior Change (TTM). Prochaska and DiClemente (1984) proposed the
TM to advance their belief that individuals move through several stages of change

when attempting to alter specific target behaviors (Reid, 2007). According to Noar,
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Benac and Harris (2007), the TTM suggests that because individuals’ attitudes,
strategies, and skills differ at varying stages of the change process, interv S
should be uniquely tailored to those stages, sensitive to where individu@ the
change process, and interventions tailored to those stages are likel the most
effective in moving individuals forward through the stages. Y'

With the popular concept of TTM of “doing the righ!% the right time”,
d‘that

Velasquez, Maurer, Crouch and DiClemente (2001) sug 'ny intervention

development should consider three key factors to be included to nc.:}nquuccessful

@
transition through the stages of change as prop@ Prochaska d'D@wnte
e

(1984). The processes of change, decisionaY@ ,% ﬁcaqzz;vere the
ilit

yaTo sition@g);gh various

stages of change. The processes o ana (POC) a e @al and external
experiences and activities that ena%dividua\om @stage to stage. They

N
are the engines that create and%t f § the stages and facilitate
_—

6) while decisional balance

successful completion of tk% :
refers to the process r%l ely appraisi §lth®neﬁts and costs associated with

behavior modif&s Self]e refe@
i e ch@_%e’ occur (Reid, 2007).

primary factors that predicted an individtial’s

o an individual’s self-perceived

confidence in h\
o)

@ELe stages of change transition provide a

NN
i g’:&e interactions of important factors in addiction

and ery, especially in @'dimension of change. According to DiClemente
( by incorporating the process and its dimension, for this study — the stages of

d ge, self-efficacy and decisional balance (markers of change), will lead to address
0

ur main deficits in many current studies. First, many studies fail to make critical

distinctions among change dimensions in the questions addressed and types of
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populations studied. Most studies (such as Fauziah et al., 2010; Wan Shahrazad et al.,
2010; Najwa et al., 2008; Callaghan et al., 2008; Duvall et al., 2008; O’Connor,

recruited their samples to represent the entire population in all stage%\nge,
instead of representing one or two stages. It can affect the relevancy t dy of the
phenomenon of interest among participants who present different s&es.'The second

deficit is that studies often examine inappropriate or unlikely end ts that may have

f the studies to find

roups. wrd deficit
W

\
focus on , hot,whether,
fot,wh

r% t of@%easures

men‘ of popu@&. through the
stages of addiction or recovery. Acco@.ongabau W@%Ol), treatment

research often fails to measure imp% critica \ke$ a d@cesses of change that
N
could explain how a treatment %d notﬂ operate as ezéé?ed.

The fourth deficityis_the” lac € ern@l research to evaluate the
effectiveness of stageqtnterfgrjkg ﬁn‘@avior change, especially in the
field of drug trK&and fe i
be divided _i
differen%iﬁ);' e
trar%; and experimental{gﬁes of matched and mismatched interventions. His

@e review found that there was no published study on alcohol and drug use that
sed any of the last three types of research designs.

6 The same goes for the literature review by Riemsma, Pattenden, Bridle,

Sowden, Mather, Watt dan Walker (2002) which systematically reviewed researches

little variance in some populations, seriously limiting the

predictors or differences among treatment and cont

involves the lack of process research and measures
this or that result was found (DiClemente, 20

only prevalence of use and not stage status

re-‘;?oss-sectional study (comparing people in

e sequences; longitudinal prediction of stages
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which studied the effectiveness of interventions based on a stages-of-change approach

to promote individual behavior change. They found that there was no stag

approach studies conducted that focused on the effectiveness of matchmg@ntlon

on drug addicts. A similar concluding remark was made by Lua, Taﬂ& Selamat

(2011) who stated that they could not find any concrete eviden prort their

finding on the low readiness for change and recovery among Mcts in Malaysia
ol

due to the lack of behavioral studies, particularly amon icitrdrug abusers in our

country. \d‘ -
interventio ra‘egﬁr the
% on) .1 ; through

g ps.ﬁl‘ he™main é&tlve of this
intervention is to increase the addlctﬂaess of the ddic@pmblem and the

drug-related problems which they @erlenm % 1 oien ble them to move to

N
a higher stage of change, and %ne ne%d for: ngﬁ educate them about the

negative effects of addlct% to [ orejthe Sﬁms and conflicts that arise
\% n additio

between drug use and alue's' “ n@ addict should be provided with

information which iSwelated t\ﬁn addicti roblem and the potential problems
that might arise e asquez 1) (SQ

This_appro h h :‘e%&e to be effective and is widely applied (Griffith,

TTM recommended that the most appropri

groups of these stages (pre-contemplati

psychoeducation, either individually or

NN
2006) 1 any fields < S hea& behavior and cognitive, including substance

abu& treatment of dm@se (Richards, 2012; Elliot & Walters, 1997; La

z%x 1993, Aguilar, DiNitto, Franklin & Lopez-Pilkinton, 1991). Nevertheless,
d d on the researcher’s observation, the psychoeducational therapy approach in
eatment and rehabilitation programs has not been given due attention. There is also

no research conducted to test the psychoeducation matching strategies based on early
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stages of change according to the TTM model. This study on the effectiveness of
psychoeducational group therapy that emphasizes the element of processes onﬂge
through its stages, self-efficacy and decisional balance, will be able to @ and

identify the core treatment approach in addiction. *

1.5  Objectives of the Study \,z

This study has several main objectives. The first 'egve is to examine the

effects of psychoeducational group therapy to moti ange a%g addicts
e

@
who are participating in treatment and rehabilitationsprograms fand rlas&) d as
- . ~\
being in the early stages of change. One specific ule based on''the "PQM theory
Y- N
(guided by stages of change construct, c}% OCeSse\émaﬂ%&i change in

TTM) was developed by the research\ odule elo@by using “Model
Pembinaan Modul Sidek” (MPMS) and it has \fN;e{tT

reliability and validity in

the Malaysian context. It carries t?zncq:t of ?rq p t@y by applying specific

psychoeducational interventio asiis anci& motivation and promoting

N

changes in addicts whofare at%e early yatpr @w of change.
E ? s

there < evide

In Malaysia\ S \Q n Vléée that shows the application of
psychoeducationMp t zmlbroac@he intervention method used to treat
and rehabilita%\ru ad}%%'a c%gl-;arison for examining the effectiveness of

) O

psycho@ﬁl gap th
m

od that includes @etest-posttest control group designs (Campbell &

t}@%earcher will use an experimental design as a

Aty

researc

y

1963; Chua 2011). T

=

is will be done by establishing a control group which is

oup that will not receive any psychoeducational group therapy treatment. The
fferences between the two groups, the experimental group (received treatment) and
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the control group (did not receive treatment), would determine the effects of the
treatment studied.

The second main objective of this research is to compare th@ls of

psychoeducational group therapy on drug addicts who are at the early %of change

b

with different treatment experiences. The two categories of drug addicts’ treatment
experiences for Malaysian drug addicts who are partici tN treatment and
rehabilitation programs are the naive addicts and the exp Z achts. The results
of the study show that there was a huge difference 1 sc es\n@n the two
@
| | | . N
categories of drug addicts for all types of indepe t variable ee’su&&b Both
ec

categories also show the differences in the tre % pari@' between

rienc st be carried

the effects of treatment on the two categori€s,of treat

out in order to determine whether t@nts ar

addicts who are at the early sta f chang\ﬂx?)o
[ q)

experiences, or it could be effeeti only one ¢ egory(o
The third main obj }th' tify how long the effects of
psychoeducational gro%{y ont

' ¢ &
All addicts woulc&%n p@aﬁonﬁdup therapy, which is inclusive of 15

structured sessiens. e fi the éé-{rch prove that the treatment has a time-
¢

ive ®<§ssisting the drug

,@fegories of treatment
N\

eatment experience.

-7

F—d

=

!
delay effect, it would show th th€tr atment must be continued or the addicts given
NN
follow-x@vent. y investigation must be done to complete the follow-up

inte ion treatment to th, (%Ydicts which is suitable to the requirements for

tr? t and rehabilitation services for the rest of their lives.
Q In conclusion, the objective of this study is to evaluate (effectiveness) the use
f Psychoeducational Group Therapy plus the usual treatment (PGT) and compare the

results with the usual treatment-only group (CG) among addicts in the early stages of
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change (pre-contemplation and contemplation), and with the inclusion criterion
(treatment experiences) in a drug treatment and rehabilitation center.
The dependent variables for this research are the stages of change@self—
efficacy (SE), and decisional balance (DB). In detail, the objectives of dy are:
(1) To measure the treatment effect of PGT and compar&i?with CG on

the addict’s SOC, SE, and DB among treatmen‘g'-saiv ddicts;

(2) To measure the treatment effect of PGT a are this with CG on
the addict’s SOC, SE, and DB among treatment-e erdicts;
®

3) To compare the treatment effect of P

etween tre ellt-&ﬁi}e and
treatment-experienced addicts o dict’s g , and DB;

(4) To measure the time-delayetyeffect of RG atme@n the addict’s

SOC, SE, and DB a trament-nal d @ent-experienced

addicts. é) . >\VT . §

7}
1.6  Hypotheses \ ﬁ
N
To answer resech %;ective 1), m@ses were developed, three of
which were to afﬁws pti ';‘ atme@ffect of PGT on treatment-naive

(PGTN) addict@threq er poth@%served to reveal the comparison of

treatment eff% ﬁ!e Qti&tment group (PGTN) and the comparison
group ( &' N
‘v’s
Sip esis la: Ther 'Y.no significant difference in SOC between pre-
\

\ PGTN and post-PGTN addicts.

Qe Hypothesis 1b: ~ There is no significant difference in SOC between post-

PGTN and post-CGN addicts.
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Hypothesis 2b:  There is no significant difference in SE between pre-PGTN

and post-PGTN addicts.

Hypothesis 2b:  There is no significant difference in SE be%n\post-
PGTN and post-CGN addicts. A

Hypothesis 3a: There is no significant difference in DB between pre-PGTN

and post-PGTN addicts. N

Hypothesis 3b: ~ There is no significant differ 1‘ DB between post-

PGTN and post-CGN addicts. .\d
.y

In a nutshell, the illustration of hypotheses usedyto answer alf:h _@ctive

(1) is related to the research design (explai?'p d% pte@. and are

presented in the following Figure 2.3. V W\ g
- hypo’le la)
A

Orpgrn — 0 (
S \
% b GN( hesis lb)
[

it
\ GTN — % (hypothesis 2a)
E N
OfPGb‘%CGN (hypothesis 2b)
4 b 2 &
\ ™ — O2pgrn (hypothesis 3a)
B
‘E{%mm — 05c6x (hypothesis 3b)
‘ o
2 9

1@; : The assqciation c&.b’ypotheses and research design for
% 4 res@l objective (1)

A &Y
\o answer research oﬁbctive (2), six hypotheses were developed, three of

Effect of XPGT
1.  to Treatment -
naive addicts

2]

=)

% functioned to examine the treatment effect of PGT on treatment-experienced

@TE) addicts, and three other hypotheses to determine the comparison of treatment

effect of PGT between the treatment group (PGTE) and the comparison group (CGE).



Hypothesis 4a:

Hypothesis 4b:

Hypothesis Sa:

Hypothesis 5b:

Hypothesis 6a:

Hypothesis 6b:

In a nutshell, the illustratio%ypothe

(2) is related to the research de%plainoed in

the following Figure 1.2:

27

There is no significant difference in SOC between pre-
PGTE and post-PGTE addicts.

There is no significant difference in SOC b@post-
PGTE and post-CGE addicts. A

There is no significant difference in SE between pre-PGTE

and post-PGTE addicts. V

There is no significant differen Zbet\"een post-PGTE

and post-CGE addicts.

'Y
There is no significant @e in b eeb @GTE
and post-PGTE addi?~ \" \’T
C di in D@‘:ween post-

There is no sighi
PGTE and -C 1

c,;(" '§

2
’ 01@‘ 02pgE (hypothesis 4a)

T lso
1€ — 02cgE (hypothesis 4b)
O
¢ ',' (,)

OlPGTE — 02PGTE (hypothesis 53)

77 e 3 |
: Y. 02PGTE — OZCGE (hypothesm 5b)

N

\ OlPGTE — 02PGTE (hypothesis 63)

L
02PGTE — OZCGE (hypothesis 6b)

Figure 1.2: The association of hypotheses and research design for

research objective (2)
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To answer research research (3), three hypotheses were developed to a

the difference in effect of PGT between two treatment groups (PGTN ar%x) on
addicts’ SOC, SE, and DB. A
Hypothesis 7: There is no significant difference in SO@ between post-
PGTN and post-PGTE addicts. V
Hypothesis 8: There is no significant differ Y.SE' between post-
PGTN and post-PGTE .

Hypothesis 9: There is no significant nce in D be#w&&}post-

PGTN and post-PGTY. \-' <
In a nutshell, the illustration of hy eses us wer (@j‘r:h objective

(3) is related to the research design (w in detail 1 ha@%) is presented in
=\

the following Figure 1.3: % \T A
N
S
C

4
—, Oopdrn — O@ypothesis 7

Between %\
3. Group Effect SE | — Ofp(;% patE (hypothesis 8)
of Xpgr

\ X\ = ™ — 02pGTE (hypothesis 9)
& {Q

Figure 1.3*"¥Thefassoci Of'of ﬁy%({theses and research design for

% ; T 63\ jective (3)
4
R

wer research o jg{ﬁ; (4), nine hypotheses were developed. Three of

b
| N |
t Notheses functioned at asserting the time-delayed effect of PGT on treatment-
ive (PGTN) addicts; three hypotheses were to identify the differences in the

eatment effect of PGT on treatment-experienced (PGTE) addicts; and three other
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hypotheses to identify the difference in the time-delayed effect of PGT among
treatment-naive and treatment-experienced addicts on the addicts’ SOC, SE an -
Hypothesis 10:  There is no significant difference in SOC b@pos‘[-
PGTN and follow-up-PGTN addicts. A

Hypothesis 11:  There is no significant difference in SRFetween post-
PGTN and follow-up-PGTN addic \/
Hypothesis 12:  There is no significant differ 1{ D]i between post-

icts. \d
L 4

nce in SO bdtw@ypz)st-
Y-

. VN
Hypothesis 14:  There is no significant 1ffem‘we E be.@en post-PGTE

and follow-& :'Gai addicts.
Hypothesis 15:  There is%igniﬁca\ﬂ%re cﬁ'\'}ﬁ DB between post-
S
-P ;

PG llow-up ad,

PGTN and follow-up-PGTN

Hypothesis 13:  There is no significant d

[
o,
=
Pe

PGTE and follow-u

'3 L g

gnific ifference in SE between follow-up-

fou@{p PGTE addicts.

e

Hypothesisil8: | The E%mﬁcant difference in DB between follow-up-

N
% b 4 N a:‘n.&ollow-up PGTE addicts.

Ashort, the illustratig hypotheses to answer these research objective (4)

t?\elated to the study (explained in detail in Chapter 3) are listed in Figure 1.4.

Hypothesis 16: % no 'Ll ificant difference in SOC between follow-
%» TN a v.fo}w'-u TE addicts.
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—— SOC —  Oupgrn — Ozpgrn (hypothesis 10)

Treatment-

naive —T— SE — OZPGTN_OSPGTN(hVDOtEN
— DB — OZPGTN—03PGTN(|)%iS 12)

— SOC — OZPGTE — OSPGTE ( othesis 13)
Time-delayed T
4. Effect to e reatrpent— e m— SE — OZPGTE ypothesis 14)
XpGTN and experience
XpGTE

- - PGT@?S 15)
— ¢
SOC 03pgTn — O3pGTE (h¥Ppothesis @'
Treatment- ' i—)
naive
Vs —r S Ospand Qapc ypOthm 17)
treatment \ Y
experience Y.
3PG 031>GT‘E< pothesis 18)
re e@h design for
S

(
This research I%y in%&% identify the effectiveness of the

@,

psychoeducation@ thelllpy t enha@'the addict’s stages of change, self-

N
efficacy, and tNal lance; 1sls so intends to present a model of recovery

managem@

m
s . . : .
based g/concept stées-ﬂ?tched intervention. This model that fits with the
c!;

™
0Q
=
a
—
S
—
=
(@]
2
w2
)
Q.
=4
5 ‘o/
=
E J¢
e
‘& —eg

ote fodused $€h€ treatment and recovery needs of an addict,

N

ges of readiness to\cc?lange will be able to move client change towards a

ad&
%ositive attitude, and shy away from again being trapped by addiction or relapse.

Ocomparative study was also done to identify the effectiveness of the model on an
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addict’s treatment history, which included the treatment-naive and treatment-

experienced addicts. Y'

Based on this model, addicts who are identified as staying in the e@es of

change can be helped to progress to the later stages of change a intain the
recovery processes, further maintaining the behavioral change and -free lifestyle.
To achieve this purpose, this model stresses the use of in strategies that
match the stages and change processes, which were expe ‘;%t;t e addicts using

the psychoeducational group therapy approach. This del 1 w from the
@

present approach implemented by AADK, which str the standardi e(‘ a@tion-

oriented treatment and rehabilitation progra aw ithout J d to the

addict’s stages of readiness to change. V g
The findings of the research \athat AA as @%ading and focal

agency in managing the drug addlc roblem 1 t ou @ expected to provide
treatment and rehabilitation [% activities t @re more pragmatic and
systematic, based on the cli \adl o chang tages of change. In terms of
identification and ﬁxir% emenI:rlte lth odel also recommends a method
that is more cong arrangls ompr 1ve Based on the suggestions and
proposals in th ater part ofsthi 'dy, t?}%l( can decide on the placement criteria

)

for the rehaE centers_or‘€o m@ty with reference to the addict’s readiness-to-

change Jevels sta@%nge.’ﬁs model recommends that the placement of an

add&uld fulfill his or he& tment needs according to his/her current stages of
c and support and help should then be given as needed by the addict.

The study’s findings can also increase the awareness of rehabilitation officers

at psychoeducational group therapy needs to be carried out to significantly enhance

the effectiveness of the treatment and rehabilitation efforts to help addicts. This is
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because counseling techniques that used to be practiced are not necessarily effective
in moving an addict to change. The psychoeducational technique will prov e
knowledge and skills to the addict, especially on the effects and causes @ﬁon.
Using this model, rehabilitation officers will be able to identify an out their
responsibility and role to help push an addict to change, based the proposed
intervention strategy and assignments and according to the r M to change level
of the addict. The officer can also adapt accordingly to a ?’s.u]:atment history,

whether he/she is a treatment-naive or treatment-experie add t\d

@
| | | N
The main construct of this psychoeducational p therapy e' 1s_{a;ed on
afe

the processes of change experienced by the v Wh\' e ea% stages of
eo

change, as proposed by TTM that highlighw gep s as the basis

for stages of change and is the ‘k 0 addicts

Connors, Donovan & DiClemente, ; Procha\,l\%rc
N
Drug addicts individually go different Stages @f:%rocesses of change. In

other words, each stage of. }haI own cha@oces& The results from this

study could inspire %0 ide i:l' s t }e'ha‘abtation professionals to use the
0cess af \haln c

constructs of chan N oﬁw in their intervention programs. It is
not limited to o@p th

¢
groups. The e i

nge@%lemente, 2006;

ss:& DIClemente, 1994).

'e me&‘%’ can be applied to individuals and larger
imilar impl

tgn@r change processes construct for other stages

NN
of chach, as préparati ?, actiG? and maintenance (later stages of change) and it

can Qessence of intewen@ﬁrograms for the groups.

Assumptions

0 The primary assumption of this research is that psychoeducational therapy,

which uses the processes of change as the main module, can play an important role in
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promoting motivation and change among addicts who are in the early stages of
change. The truth behind the concept “do the right thing at the right time” YH
matching of stage and process is a key to change” is the essence of this ﬂ%\rhlch
is based on the construct of The Stages of Change (SOC) and T@kcesses of
Change (POC) in The Transtheoretical Model of Behavior Cha&BiCIemente,
2006; Velasquez et al., 2001) to promote motivation and chan V
&

In order to support the findings of these researc Stl'lct in the same

theoretical framework was used to explain how a situation happe ch as The
@

Markers of Change (MOC). These theoretical opi state Q@rs of

change (self-efficacy and decisional balance 1ﬁ S a\ﬁarkers of

development in the early stages of change

b ga echan@rto explain an
individual’s self-confidence in carry\a certain ior@‘}d predictors are

crucial to every stage of action an%-term S Y . le:rﬁnte, 2006). In short,
N

the increase in motivation an happens Wwhen t ecisional balance of the

clients become pros to cha n elf

I Iso i g ses.
Lastly, this res del is bs.e} 'th@ee main TTM constructs (SOC,

F &

POC and MOC) wi grou ‘h ppro d psychoeducational strategy. This
approach is w1 u rn Q}}%’ and may be used in the local setting for

drug treat d n ha ili tl&l (_} ecially in preparing and implementing
e i %

alternat entign ill as1$ e complement to group of addicts who are at the

earl s of change. NV
S

% Limitations and Delimitations of Study

The making and implementation of the therapy module for the

psychoeducational group in testing its effectiveness on the drug addicts is limited to
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the target group which was represented by drug addicts who were participating in

institutional treatment and rehabilitation programs and they were all at the earlw

s
of change known as the pre-contemplation and contemplation stages. Co@ns of

the effects of the treatments which were highlighted were limit he usual
treatment or Cure and Care for CCRC (CCRC Model) conductedWRC Jelebu,
Negeri Sembilan. Since the researcher did not have the authori Nit the access of
the addicts in the experiment group to the treatment pr &;el'/ by him, these

addicts also received the treatment as usual, which was tion eWhe addicts
@
\z

in the control group received only the usual treatmen ' _{')

In order to view the effects of tr as< i thg}gsearcher
particularized the target research group on twc}:\gro of a&; who were
receiving treatment and rehabilitationwawo group re r@%ented by addicts

who enrolled and received the reh@'jtion service Vt @time (naive addicts)

N
and the addicts who joined an%ed the tre nt Q—c‘aw second time or more

(experienced addicts). Th xncy I olnifg an v\%eiving rehabilitation in this
c

research refers to the t experience. [
' ¢ &
(11 \m\t 1S s ere selected based on several pre-

Addicts w@ inv

determined crit&b re t i:h wﬁonducted. They were addicts who were
¢

at the early es of change a léd e‘gg in the treatment for at least 14 days to six

NN
montthy, ere als yS ag&etween 30 to 49 years old with a minimum of

edu&at secondary schoo@él and the period of addiction was between five to
e

t %&s These criteria were established in order to maintain the homogeneity factor
n

to control the extraneous variables which could influence the research results if

ey were not managed.
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For the researcher to view the effects of the treatment, three main variables,
namely, the stages of change, processes of change and markers of changv-
efficacy and decisional balance) in the TTM construct were used as the b@tk of
increase in motivation and changes that occur. The fourth construct OF& which is
the context of change, was not taken into account since all respw were in a
controlled situation and were not directly influenced (no dire@ion) by outside

elements, as intended by this construct (DiClemente, 2006

1.10 Operational Definitions of Terms .\d' Y~
N
1S
The terms used 1n this research are defined as follo 2 T
¥

1.10.1 Stages of change

The ‘stages of change’, also knkas ‘s%s@@g&@to change’, is the
term used to mark an individual’ aa in An%yl eh@s%al change. The stages
“« Q-

depict a person’s movement, threugh t rgcess i&/change in terms of the

\
motivational and temporal aspects needed to€reate a@ccessfully sustained pattern of
(5 -
0

behavior (DiClemente, . The roé loﬁdss(i}adividuals to change an established

O

behavior pattern 4§, divided irlo fiv stag@ change, namely, pre-contemplation,
.

contemplatio Mrat' ng action hntbgadintenance. In this study, only the pre-
contempla@ contemplatio s@‘(vvill be considered.

fﬁ b
1.10.2 Processes of change Y.

N
\(.)

The ‘processes of change’ represent the internal and external experiences and

Olvities that enable an individual to move from one stage to the next stage.

According to DiClemente (2006), when an individual engages in these processes, they

—

provide the means for the individual to accomplish the stage ‘tasks’, and the processes
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create and sustain movement through the stages. Ten processes of change are
identified in TTM, and these are divided into two categories: cognitive/expe 1
process, and behavioral process. The ten processes are conscious@sing,
emotional arousal, self-reevaluation, environmental reevaluation and ﬂ*iberation
(cognitive/experiential process), self-liberation, stimulus generalim or control,
conditioning or counter-conditioning, reinforcement ma m, and helping
relationship (behavioral process). In this study, these proc Z ch

arge will be used

to generate an input (strategies and tasks) for the psy ducation p session,

9

®
in the early. g}s & ange

,2% uezeet al., 2001),
, sd\f-ree luati&ironmental
reevaluation and social liberation. ) O<<

N

and are limited to five processes of change which o
(DiClemente, 2006; Connors, Donovan & Di

namely, consciousness raising, emotionalw

1.10.3 Self-efficacy

=\
A
o S
‘&

‘Self-efficacy’ is thM use ribeé individual’s confidence in
performing a specifigf"behavior. It l»j\igu@ﬂght into describing efficacy
expectations (Can IQL , a \t-bé e 0{ @&wy self-evaluations in predicting
performance of &/ior duray 1997)S¢lf-efficacy seems a stronger and more

important pre% ncd thé i pu%i!@ms to engage in behavior change and as a

predictory 0 1ntel?n e of that @ge (DiClemente, 2006). Self-efficacy in this
4

study ﬁil refer to the self-beli the inmates in their ability to make or engage in

; N
gr change.
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1.10.4 Decisional balance

‘Decisional balance’ is the term used by the TTM to describe the% s of
decision-making based on the decision-making model by Janis and Maqn 7), on
how an individual weighs the pros and cons of change in making a decisionto take an
action. Decisional balance is one of the markers of change, a si nxat identifies
where a person stands in making change (DiClemente, 2006)?ﬂecisional balance

process, which influences the addicts to come to a_deciSion ‘epen s on the

weightage, whether or not the pros to behaviors (or gons to ‘€hange ‘,o\dm d@nge
| &
(or cons to behaviors) are identified. =
4
v/ &
1.10.5 Psychoeducational group therapyV q\ SZ'

Psychoeducational groups ar&as designed¥to c@ne interpersonal
interaction and didactic informati(%ten tophﬁi% I\A_y\ﬁich means that they

0

: ; @ .
present and process informati particularyisSue. <(%7st group counselors this
researcher has worked wit%? thal groups sized between 8 and 12 members can
remain therapeutic, wl% r grmip are ‘gl!engly to resemble a class (Ingersoll,
Wagner & Ghari WOZ). lPs duca@J is a didactic style of teaching

psychologically®televant 1 ?n (é&gquez et al., 2001). The Center for
¢

Substance Abuse Treatmen A{“, Q(_)}) ) states that psychoeducational groups are
égr N
designe% ucaté eli 'y abc‘)zﬂ?substance abuse, and related behaviors and

co ces. The major p e of psychoeducational groups is to expand the

c 1Xawareness and to motivate him/her to enter the recovery-ready stage. In this

dl , the technique of psychoeducation will be applied to the group as a therapy.
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1.10.6 PGT Module

The psychoeducational group therapy (PGT) module in this study iw ule
that consists of structured group therapy sessions or 15 sessions deveéloped by the
researcher based on the TTM model, particularly the process of_change construct

which is matched with the rehabilitation requirements of th%g group in the

research, which comprised the addicts who were at the early s?ﬂf change, namely,

1S i&(gwn as the

stage-match intervention approach (DiClemente y Connor 'onz;\ur &

DiClemente, 2001; & Velasquez et al., 2001).%esponde s i the eﬂseriment

groups (PGTN and PGTE) underwent the IW a W e, aco@‘fyl:g to the

arrangement of the sessions, without N exceptio ra @e session. A
\e)

detailed explanation of the PGT module

1.10.7 Treatment as usual ?: & Z
‘Treatment as uqu\his ‘Irﬁjmf to the treatment input and

rehabilitation (progral\% comg Egr fz/b'ddicts (known as ‘clients’) who
are participating i Ning tllro g t%aﬂent and rehabilitation in CCRC. In
)}p

the pre-contemplation and contemplation stages. This

)

this scope of tl\ ‘trfﬁ% ;is us@ refers to the CCRC Model (Cure and
(aa : “

-

Care Modelgfor CCRC) whi ncor@_)}sses ten main programs that include health
N
treatme arly reco 'aessioﬁ relapse prevention (18 sessions), religion and

spiri (48 sessions), so@‘/ support group (9 sessions), family program (2

, guidance and counseling (at least 4 sessions), skills and vocational training

se?
G ssions), sports and recreational and physical activities (72 sessions) for 6 months.
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1.10.8 Treatment experience

‘Treatment experience’ in this study is the term used to refer to the %%r of
times that an inmate enters the drug addiction treatment facilit wPEN).
According to Neale, Robertson & Bloor (2007), treatment expeq'ence 1S the time

frame for which previous treatment is measured (e.g. “ever had previous treatment” or

“had previous treatment a certain number of years”). I th?wy, two groups of

inmates will be classified according to their treatment experiece. T'le first group is

the treatment-naive group which consists of the inmates w

first time and do not have any previous treatmen rience. The ségond gré'ap is the

4

treatment-experienced group which consists o@n N
undergo treatment for the second time or GM u\ Qs

$ S
1.10.9 Inmates % \Y \/.\.\

enter facility to

0
‘Inmates’ in this stud o the indiygduals <§3 undergo treatment and
rehabilitation at CCRC. Whi K in Hali (20§Wﬁnes inmates as individuals
e
1

who are in the process% ent and re ]:il zaz/a at the centers as ordered by the
V\ﬁarily

court or who enterw’@ente oyl s study, inmates refer to those in the
orientation stagéy(after’14 d

¢
treatment and rehabilitation

'ﬁrst @se (first six months in the CCRC) of the

rul?
1.12 : r Summary X
\'his chapter explained the background to drug addiction issues in Malaysia
ich require attention and careful action in order to prevent them from becoming

orse and unmanageable. Various initiatives and efforts delivered by many

authorities, particularly the government through AADK, were discussed but the
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expected results remain elusive. One of the problems highlighted by the researcher is
the absence of a management system for rehabilitation requirements that is b

the recovery of addicts who are going through a treatment and rehablhta@gram

and the rehabilitation service orientation which is more action- orlem® inspired

the researcher to pursue this study. i

As a result, four main research objectives were stateq bf the researcher to be
de

achieved through this study. These objectives will be exp ]'th later through
the development of the four specific research objectivestand fo M questions.
@

ased on f‘ur Qearch

fo% eseaJauestlon
er the th reseaéh;uestlon and

the last six hypotheses to answer the bestlon dln@‘f this research are

The researcher produced 24 hypotheses to be tes
questions. Of these 24 hypotheses, six were a

six for the second research question, thr an

],Q%e of practitioners in
N

rehabilitation centers, partlcu DK and ptofessi Ql-rehablhtatlon centers in

envisaged to contribute 51gn1ﬁca t e cu gno

J‘

Malaysia.



