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CHAPTER I1l: METHODOLOGY

\Y'

This chapter introduces the study methodology. The stquslgn, study
e

population, location, sample size, study inclusion and exclusw ria, sampling

3.1 Introduction

procedure, data collection techniques, study instruments a dat%na ysis are all clearly

l

described in this chapter. \\d
AR

3.2 Study Design I _\‘—}

&

This study utilizes quantitative research de3|gns by applyl % d\ata to make

statistical inferences about the populatlon of mterest In thls study, data collection

survey of a population will be |mple ato{% _t{@or cross-sectional
i i ibi e'rel

tmnshlp among variables

design. It is useful for describingsa p ulﬁl

within a sample (Miller et al.ﬂ In Memdes measuring the participant’s
1 & o

outcome and exposure at the same time, the investigator can also investigate the

N T 'O
association between dependent and indeBendent variables and estimate the prevalence
A 1 \ \U
of the outcome |n the surve@a 201§L Moreover, a cross sectional study is

Ay = A
significant to assess thejrevalence of a disease in a population (Munnangi & Boktor,

2021) and and ;ﬁglr@!ctor of health and describe the features of a
popul o‘&ﬂang &C

ozo)q'

E he scope and objectlves in this study is appropriate with cross sectional study

In addition, Vicknasingam et al. (2009) concluded that findings from cross-

Qtlonal study is usually be able to provide brief and reliable base information about a

specific emerging problem among population of illegal drug use. Contrast with other
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types of observational studies, cross-sectional studies do not need to follow up
individuals over time and usually inexpensive and easy to conduct in the studyw
(Setia, 2016). In advance, cross sectional study is very useful in establishmc@%hnary

evidence in planning a future more advanced study (Wang & Chen, 2065\

4

3.3 Study Population

All the respondents in this study were former op u S W o0 are currently
active involve in Methadone Maintenance Treatmen T) preg ordlng to
Ministry of Health Malaysia (MOH), about 49,502 le have regis re’d f \&~MT
program until 2019 (Pharmacy Programme Stati ort, . Qut of{)ﬁ{“number,
only 16,914 people were actively |nvolve in Tﬂro throu t Malaysia.

Meanwhile, Unit Kawalan Penyaklt D Jaba mhz@QNegerl Kelantan

or E&program in Kelantan

N
until October 2021. Out of re, Shly , ClieatS were actively received

(JKNK) reported that about 3,145 p Ie haver

-&

methadone treatment in Kelanta

ACQ
% I 3
3.4 Study Location JI$

O

The study’ wi be c n goK ent MMT facilities in Kelantan state.

O

Kelantan i |s I ifi the ndrth tp* Pél‘l'owsular Malaysia and bounded with Thailand
in the nort jor fi r ide %re involved in the agricultural and business
sectors. zs%)tal of MMT faerg@-.m Kelantan that provide medical assisted therapy

t oplate users is 53 MMT facHities at primary care setting and 8 MMT facilities
0 ospitals. All MMT facilities scattered throughout 10 districts in Kelantan. Each

MT facility conducted by dedicated healthcare team among medical practitioners,



30

pharmacists and medical assistants. Table 3.1 showed the lists of healthcare and hospital

that involved in the study: Yv
Table 3.1 List of MMT Facilities Involved in the Study:co

DISTRICTS HEALTH FACILITIT
KLINIK KESIHATAN (
Kota Bharu Hospital Raja Perempuan Zai
KK Bandar Kota Bharu

KK Pengkalan Chepa

KK Wakaf Che Yeh
KK Badang
' g X
Y" e
Tumpat KK Wakaf Bhar % e é\‘
KK Tum -
‘%' g A
\
S
.2

KK Pengkalan Kubor
g \K X

K han > e
d
~

|
£
W

gai Pinan
| 17 S
Pasir Mas Yﬂ( Batdar ?slr :‘/ge
KK Tf do "%

|
(1)) &

Bacho& } 4 ~'D./.p K@z;chok

: K< Beris Kubor Besar
TN
;§ KK Gunong
6 ir Puteh Hospital Tengku Anis
KK Selising

KK Cherang Ruku




Kuala Krai KKB Kuala Krai

KK Manek Urai % z

Gua Musang KKB Gua Musang
KK Chiku 3
Jeli KK Jeli

KK Ayer Lanas

Machang KK Labok
KK Batu 30

KK = Klinik Kesihatan

3.5 Sample Size

A

The sample size for the act dy is ca gd ased on the table for

n )
determining sample size from opulation reﬁme&%wlorgan 1970). Unit
A

Kawalan Penyakit AIDS/ tln sihatan gegerl Kelantan (JKNK)
|

reported that about 3,% e hav 'g eqgi F@AMT program in Kelantan
\ only

clients were actively received

until October 203&:&01‘ th'
en

methadone tre n The(ﬁxple size determination table is

L4 ' G)
derivative t sample siz cgrcu@t)on which expressed as below equation
N
(Krejci rgarv,' .:The jcie and Morgan's sample size calculation
wa on p = 0.05 where @obability of committing type error is less than

@ < 0.05.
N
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s=X2 NP(1-P) + d2 (N—])+X2 P(1—P)

where, T
s = required sample size. (q\

X? = the table value of chi-square for 1 degree of freedom at

confidence level (0.05 = 3.841). Q

N = the population size.

P = the population proportion (assumed to be 0.50 s h: Wo'lld provide

the maximum sample size. ‘\d
X

According to Krejcie and Morgan's sx eterm n t@ the sample

size representative for this study is iﬁ%ﬂ

sample size is n=300.

3.6 Study Inclusion and E n Criteri %
N
eri i

The inclusio% ) 18 years and above, 2) currently

fci M %
involve as activ&é& in d Maiej&aance Treatment (MMT) program and 3)
!

being in Mm%ram f?no han EJrGTthhs. Those who had severe psychological

problem@ohrgnibybi ol@sorder) and reluctant to give written-informed
e

.

conm re excluded from thqg:fzd:/.
\

\
‘édy Sampling
S

A stratified random sampling design will be adopted in this study. Currently,

there are only 60 MMT clinics in 10 districts of Kelantan. Majority clients register
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MMT programme at local facilities and nearby with their home. The population

mobility of MMT clients is low and the population is concentrated, so the cumulative

AN
number of clients in MMT clinic can reflect the prevalence of ATS misuse in tf; clinic.
\'
Therefore, first of all, we divided 300 samples according to geographical location of
h
districts. All districts should obtain 20-30 samples and then random{y selected 2-5
a
MMT clinics as our research sites for each district. Finally, in each selected MMT

A
clinics, we invited patients who met the inclusion criteria to join the study.

<V |
3.8 Data Collection Procedure \d- V("

The study data will be collected from Qeril June 2022 t ugh\f)&é-to-face
interviews. The survey of semi-structured question r\m be%&.nistered by
investigator. The surveys will be held\% clinics

and convenient. Respondents will r@)nse sole

ndu in quiet, privacy

'{%elf-report. Self-report

N,
is regarded as acceptable despite,its-li itaffons se e practical difficulty in
using a more accurate measure to'detec se an@g MMT clients (Miller et al.,

2010). Self-report is o%c most
4
regarding individua]{ealt si \ng tilisg)_p of healthcare services (Short et al.,

2009). A study

\ per
!
approach that%e use to@rﬁne@ alence of ATS use.

LA 1))

A f%-part questlonn_aire will be used to perform the investigation. The first part

_ - _
covered socio-demographic characteristics, second part is concurrent drug use

a
information, third part is Multidimensional Scale of Perceived Social Support (MSPSS)

Nt isst part is BRIEF COPE-M.

J
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3.9 Study Instrument

The Multidimensional Scale of Perceived Social Support (MSPSS) wi bgsed
to measure the perceived social support received by the participants. It 5 a self-rating
instrument which contains 12 items that measure the subjective pe%tion of social

support from family, friends, and significant others. Each subscal% ems, and each

item is rated on a 7-point Likert-type scale ranging from ver‘ sw disagree (1 point)
1

to very strongly agree (7 points). A total score of 50 or more represents good perceived

N~ '\ A

social support. Published data have shown that the MSPSS has high internal consistency

™

S
reliability (Cronbach’s a: 0.92) and excellent factorial validity ‘Lk A!I’Yk%w 1995).
4

V’egQ intern@onsistency

4

Similarly, the Malay version of the MSPSS has Wo

and validity with Cronbach o of 0.89 (Gu%\,, 20

Coping strategies used by patients attendi V\T 'g@will be assessed using
) N,
the Brief COPE. This questionq%vsist!‘of questions @ 4-point Likert scale (“I
&
haven’t been doing this at all,%re bI i is a{me bit,” “I’ve been doing this

a medium amount,” and “ ’V;@ﬁn doing thiis a l@nd assesses 14 dimensions of
: : s d 4% :
coping strategies. EE;Qt e 1|42\ales\ congge of 2 items and total scores on each

scale ranges from'a mipimu maziﬁum of 8. Higher scores indicate increased

!

¢

utilization of ecific copi sfr'ataé)pBrief COPE categorizes the 14 dimensions
of copingti tive g0 lanning, positive reframing, acceptance, humor, religion,

% 5

using ehoti nal support, and L@;@ instrumental support whereas maladaptive coping
N

i self-distraction, denial, venting negative emotion, substance use, behavioral

gagement, and self-blame. Yusoff et al. (2010) found the Malay Version of brief
0]

PE to be reliable and valid.



35

There is currently a lack of consensus about the theoretical or empirical
foundations for grouping the multiple coping strategies into more overreaching
categories of coping (Nahlen et al., 2015). As the Brief COPE does not yield an overall
score, researchers often use Exploratory Factor Analysis with principles component to
create higher order factors based on their own data as suggested by Carver et al. (1989).
There is a variation in latent factor structures among published literature using the Brief
COPE (Krageloh, 2011). Some practical, as well as conceptual, issues such as several
analyses, fragmentation of results and overlapping coping strategies, in the use of data

from Brief COPE may arise due to the large number of subscales in this instrument.

To address such issues and in order to facilitate analysis of coping strategies,
some studies have attempted to arrive at higher factors encompassing aggregates of
several coping strategies. Based on either exploratory factor analysis, or principal
component analysis, Brief COPE has been suggested to consist of two (Bean et al.,
2019) and three factors (Paukert et al., 2009). Higher order factors have also been
proposed, based on the structure of the COPE where Brief COPE has been suggested to

consist of four second order factors (Nahlen & Sobbonchi, 2010).

3.10 Data Analysis

Alib,fh:'e studypdata will “bew_énaiS/sed with the Statistical Package for Social
Scie,nces__(.SPlSS) softwal.rﬂe vérsi_Qr_]_ﬁ'.Z%. Two different data analysis techniques will be
apﬁl_ied in.this study. First, deécriptive statistics are used to describe the study data.
‘ 'Descriptive statistics are used to summarize characteristics of the study respondents by

expressing the results as mean + standard deviation (SD) or percentage. The prevalence
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of concurrent drug use among MMT clients, as well as their respective 95% confidence

intervals (CI) will be presented. Yv
Second, quantitative analysis is also computed to further S%we the
h

relationship between the dependent and independent variables. The r%searc bjectives

and data analysis were shown in Table 3.2. \)

Table 3.2 Research Objectives and Data,Analysis

No Research Objectives ’ Malysis
* X

\v
What is the prevalence of concurrent dr MMT estri,g@e

clients at Kelantan? b 4 Statigtic
v ol i,
T~ N AY
) What is the level of social supp MLMMT c:ients at &criptive
Kelantan? % & Statistic
\—VD ‘D
Y

- >
What is the level of copi%ills of MMT clients at Descriptive

i L
Kelantan? 0 ‘q @ Statistic
&

Is there any significant mean difference of social
7V 1 91

t-test and one

4 | support based on emJ)onment and marital status and
T v ~/ way ANOVA

among MMT clients at Kelantz‘ivn? "C/Q
A S
Is there any significant mean difference coping skills
a v h N & N One way
5 | based on education level and accommodation status
a1 I "J ANOVA
among MMT clients at Kelantan?
A J7 N
A 4 o &a ~
Is there any significant mean difference between social
= ~) t-test

support and MMT cliegts with and without concurrent

drug use at Kelantan?

Is there any significant mean difference between coping
7 | strategies and MMT clients with and without concurrent t-test

drug use at Kelantan?
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Is there any significant correlation between social .
earso

8 | support and coping skills among MMT clients at Y
i0

Corre
Kelantan?
4

Cny

Is there any significant association between social *
Logistic

9 | support, coping skills and concurrent drug use among

MMT clients at Kelantan? N
3.11 Ethics ‘\d
Ih

|
X
The study protocol has been reviewed a roved by the tic’na-medical
L. 4

Research Register (NMRR) and Medical Reseé?c{and Ethic%ommitte\e( (MREC). A
copy of the ethics approval certificate, Nhe Smdy orm{a{g and Subjects
Consent form, as well as study qmaire ar ched@ APPENDIX A,

egression

\x Y

APPENDIX B and APPENDIX res int gmdy gave their written-
0

informed consent. Letter of | Appreval | erqfro@abatan Kesihatan Negeri

X
Kelantan (JKNK) is attache PENDIXE. ‘%\
N
3.12 Conclusi ‘v’ ‘&
.12 Conclusion \ | \ O
The stu %ods hQ th@%’hly described in this chapter. The next
6&{ i p & .

chapter willsdisclose the stu dlar:g\L/
AT S





