CHAPTER 3
METHODOLOGY

3.1 Introduction
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This chapter discusses the research methods an

study. Among the main topics mentioned are researc

c

bQ?T module
which encompasses its development, managen:ﬁi itial | stud ezfsl,r\ﬁﬁent
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instruments which involve their development, m ement and tniti smd@well as
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procedure for analyses. YE’
- . . =\
This research uses expen: desi n hé\Snretest-posttest control

—X

3.2  Research Design

T
O’

0 ,
group design (Campbell & 1963)_of which au@ﬁ'er level of measurement
known as follow-up test dedlont reg@eh groups. Selected research
respondents, comprisi% bjecta,

were put througl@ial telst usi theseééarch designs (Table 3.1). The first
group, the treafwn ve tre grou@GTN), was the experiment group, which
¢ : C,)
0 T

received p. p t@py. The second group, the treatment-naive

Q' catignal
controi% (CC&P—Z; t@omparison group, which did not receive

N
\ cational group the}@r. The third group was the treatment-experienced

S
tre nt group (PGTE), the experiment group that received psychoeducational group

drapy. The fourth and last group, the treatment-experienced control group (CGE),

e
ho ?e@ omly divided into four groups,

p

was the control group, which was not given psychoeducational group therapy. All four
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groups however, still received treatment as usual which was being conducted at the

As

research location. This research design is summarized in Table 3.1 below:

Table 3.1

The Pretest-posttest control group design
P group aesis A w . 4

Group Pretest Treatment Posttewl&low-up
PGTN 0, Xi UY- 03
CGN 04 - ' 05
PTGE 07 X,

Where,

PGTN = Treatment-n, 'Nn
CGN = Treatmen%%
PGTE = Treatment-experie
CGC Tre -
01,04,07,010= Pretest

X1,X2
(TAU)

- = %; as usual (T )‘.
0,,05,05,011 = PosttéSt \
03,06,00,012= Qow-u;l test 5

N
NN (O
C~ 29
Al% ere are omly\four érgups in this research (two experiment groups
and tw% grofp%-Zcill lIs the demands of this design as suggested by
CarAand Stanley (1963)@3 it has two main groups which are the experiment
an\?trol groups. The addition of another two groups (one experiment group and

Oe control group for each category) is for the purpose of studying the effects of

treatment on the two target groups, that is, the naive and experienced addicts.
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The design’s strength lies in the initial randomization process done in order to
ensure that there is similarity in terms of statistics in research groups. It also Ws
the researcher to control the pretest or all extraneous variables in order tn(%\ that
the initial differences among groups are attributed to chance. If these s are not
controlled, it could pose a threat to the internal validity (Kinnemray, 1997,
Campbell & Stanley, 1963). In addition, this design can pr idNormation to the
researcher regarding the respondents’ original situations b a rina and comparing
the results of the pretest against those of the posttest a he r pwhave been

| ‘X
given the treatment (Chua, 2011). ' _{')

Using this research design enables archer” t ly ﬂ;@ measures

repeatedly as a method to identify the effects,of the treeTme ven ooking at the

fferences in the

@

differences between the pretest andwa mean scopeS. T

posttest and follow-up tests mean%es are a\wed

effects. This method is very he ce it has th dva%
difficult to control, and thY}d j
since it uses time and more effici '[PJ (I@ear & Gray, 1967).
4 &
This methm&searcr 121, also :&:ﬂed the researcher to create research

hypotheses thatawere tested i 'dy tt]_)%’mg the same method applied by Saedah

w the time-delayed

Zs

of variant error which is

4y,

educes da Bise and 1s more economical

¢

(2004). Thr: %ﬁden varia s&vetjs died using this design. They are the stages
N\

of cha ), self: ‘gy (SEﬁnd decisional balance (DB). For each of these

thre ndent variables, t (.%‘fects of PGT treatment can be seen by using two

(1) Within-subject design that looks at the differences between pre- and

N,
$

posttests, and posttest and follow-up tests (O1pgrn — O2pGTN, O1PGTE —
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02pGTE, O2pGTN — O3pGTN, dan Ozpgre — Ospgre) for all three dependent

variables; and Y’
(2) Between-subject designs (between subjects) that looks at t@ence

between PGTN post and PGTE post (Opgn — Ozpﬁfferences

between two experiment and control groups posttestw}l'\l and CGE)
(02pGTN — 02c6n and Ozpgre — 02cGE), and diffs eMetween follow-
ups for PGTN and PGTE (0spgtn — Ospg m 'hree dependent
variables.

o \Y.

In conducting this experimental researc in lme with i€ mainsesearch

Yv

objective to examine the effects of psychoe catio o ther. \’(treatment

effects), the researcher also used the Nres arch 1gn ﬁuced by the

National Institute of Drug Abuse A) Clini Tria Network (CTN;
http//www.nida.nih. gov/CTN/lnd an ‘%a&/} Wakim and Dempsey
(2009). This was done in ord hance and rnal validity as well as to
establish the generalizabilit e eff' cto nllnten%q\uon The design mentioned is

“new intervention + %/ersus % a.‘nzg(t/ od that provides benefits to the
researcher to co trem@ffects t%he experiment group against those of

the control greup 1nt dycingya Iizw 11(t9fvent10n as research variable. Brigham et
al. (2009)@ seven benefits o&gh(s design in conducting experimental research
n ord:% uate t{ ec‘venégs*or to examine the effects of the new intervention:

the design has Qng ecological validity (not requiring the creation of

this design allows for broad generalizability of trial results. It should be

% an artificial control group that may be unrelated to current practice);
S e

able to answer the question of whether this new treatment would be
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expected to have a better outcome at any location within the scope of

sites selected; Y.

3) this design yields more information than designs that \e an

intervention to a standardized control, espec1aA clinical

understanding; q

4) the new intervention may interact with the %U prov1de a more
of

beneficial treatment, and catalyze the effec ]‘AU in addition
to whatever additive effects each may ha

(%) the design will reduce the impact of nces in T ‘V@ is the
added effectiveness of the new 1 t10 lyzeqy'gardless

of the effectiveness of TAW '@:s cancelled

effemiven of
out); )

(6) this design answers 1mple a 1/q11 stion of whether an
add-on to What ﬁy do is wort \e, and
(7) all participa ec ve d T . There is no chance that an
I |

establis% il V p for one of unknown utility,
oth ln 10ns des1gned to provide benefit to
[& sa 1 e T

c.,
L)

R
S e Tresearch responde&tv onsisted of 45 inmates of the Cure and Care

\
Nta‘uon Center (CCRC) in Jelebu, Negeri Sembilan who were categorized as
icts at an early stage of change (DiClemente, 2006; Connors, Donovan &
Qﬂemente 2001). At the early stage of the research, the chosen respondents were 46

inmates: 22 respondents categorized as naive addicts and 24 respondents who were
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categorized as experienced addicts. However, one respondent from the treatment-

naive experiment group (PGTN) withdrew from the study while the resear S
being conducted. %\
The chosen respondents were divided into two categories, ly, naive

addicts and experienced addicts. Both groups were separated duringthe process of

assigning research groups to avoid having both naive and experienéed addicts in the
same research group. Later, each category of the group w Zmly'assigned to two
research groups which were the experiment group the cwoup. The
®

distribution of the randomly assigned respondents@Mng to the aJ‘:h \ups is
featured in Table 3.2 below: T \" \,‘T

Table 3.2 \%V

Respondents’ group distribution

Group

[

Treatment-naive Treatme Q
(PGTN) \ S(/
2. Treatment-experience tment 128,
Group (PGTE)
Treatment-naive% T

(CGN)

4. Treatment-@ed C(‘ntrhup <§J 12

(b N N

(ﬁ\ Tofal ¢ ? o & s
[ %
s ctior; 0 se respondents was made by applying purposeful

ranAmpling, which indi \'s that only inmates who fulfilled the established

98]

cri of respondent selection were chosen. Two main criteria were determined for
1cipating in this research. First, any inmates who were undergoing 14 days to six
months of treatment and rehabilitation had the chance to take part in the research. The

second criterion was that any inmates who were identified as being in the early stages
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of change, namely, the pre-contemplation and contemplation stages, qualified to be

chosen for the research. All inmates who fulfilled the first criteria had ?ﬂb

participate in a pre-study assessment using the Stages of Change S@OCS)

measurement tool in order to determine the respondent’s accountabilf*e/she was

chosen to participate in the research. i
For the purpose of maintaining homogeneity among r ms to reduce data
fcts

noise, several variables, which were expected to disrupt f the treatment,

such as ethnicity, age, education level and duration ddic on,\vggmonitored
@

during the process of selecting the respondents.% responde s‘le&@“were
from among the Malay inmates who form aj ri& RC&ére aged
between 30 to 49 years with at least secw@Z and Yeen in drug
addiction between five and 10 years.\%ﬁe catego

categorized as ‘naive addicts’ we%sen froﬁn&;g -}ﬁmates who received
}y N
drug treatment and rehabilitati%ne ﬁr’s‘t time at thsiﬁfaitution and they did not

possess prior records of @on [ treatg% and rehabilitation at any

institution or drug r ilitation center. hé hbicts who were categorized as
' ¢ &

‘experienced addic&&ere chfs %ng irﬁws who had received drug treatment

m 0(J§6re or had previously received similar
e

and rehabilitatien for%the e
¢
treatment a 1mstitution or gr@bllitation center. To ensure the homogeneity
%v NN
factor % le e8peci } amo& experienced addicts, respondents were only

adc@% those who were

Yv
sele

mong addicts witK mission records to institutions or had received
tr?\nt and rehabilitation for only the second or third time.

Q The processes in the subjects’ selection and treatment, and the detailed

ollection of research respondents’ data procedures are listed below (refer to the

illustration in Figure 3.1):
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Prospect inmates (14 days — 6 months)
take SoCS test
(n=88)

\Y'

Selected respondents
SoCS score below 11

(n=46)

Randomly divide to

group

selgted
SoCS sco 1 and above

XL
|
N Finish

PGTN
(n=11)

CGN
(n=11)

Respondents take SES and D

Data analysi

Undergo PGT treatment (15
sessions) + usual treatment

(n =10, one respondents
drop in-treatment)

Treatment
as usual

N~

ts take*posttest of S@S and DBS

Data’analysi
(S
dents tak -ip test of SoCS, SES and
M mo

nth§ of delay-time

Data a@ysis
&4
S |
1) PGTE CGE
(n=10), two

NS respondents do not
$ l take follow-up test
|

05 Figure 3.1: Flow chart of sampling processes, treatment and data collecting procedures



Phase 1:

Phase 2:

Phase 3:
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A CCRC in Jelebu, Negeri Sembilan, which was identified as being
able to fulfill the researcher’s study requirements, was offere e
National Anti-Drug Agency to conduct the experiment.%\tudy
assessment was done using the measurement inst SoCS to
identify eligible respondents among 88 inmates naive addicts
and 58 experienced addicts) who had been a% for 14 days to 6

months at the time the study was cond total of 46 inmates

qualified as they fulfilled the crite et dWeﬁtled to

participate in the study as respond They tepr tc‘d _Zé%eople

who were naive addicts and ie% 1efS. Th@ablisbed
cut-off point was an 80C$ﬁ thati] 1 po@v

Letters of agreeme %untarily p

distributed to the i mateﬁ,\:nlga

. @

in the study. % 9 4(%

Random di Mion N@ all 46 inmates to determine
the roup that t 'Wo& be assigned to. A total of 22

¥
AR i
&\iﬁdlctsl domléchétrlbuted to two groups where 11 of
he

:' t'e remainin ll"re onidents were assigned to the treatment-naive

Q'con!'r p

en? trea@j%‘t-naive experiment group (PGTN) and

N

( ). A total of 24 experienced addicts were
randomly d'\ Yt.ed into two groups: 12 people were put in the
treatment-experienced experiment group (PGTE) and 12 people
went into the treatment-experienced control group (CGE). Next, all

four groups were assigned the Self-Efficacy Scale (SES), and

Decisional Balance Scale (DBS) as pretest.
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Phase 4: PGTN and PGTE groups separately underwent treatment for 15
sessions of psychoeducational group treatment. The researcw
the group sessions himself to control the extraneous V%  The
control groups (CGN and CGE) were the ‘in-waitin ps which

were not given any psychoeducational group therapy sessions. One

research respondent from the PGTN group Maliﬁed since he
had discipline problems and could not 'C1Cte in the scheduled
sessions. .\d

®

Phase 5: Right after the PGTN and PG

treatment, posttests using t

: % S nggurement
ur-aTear grou ex
o)

@were again given the

instruments were given t, the data

analyses were cond&)
Phase 6: After a period of %mont%

S
follow-up te CS %ES cDB&%"Rvo respondents from the

CGE gro@ot SI t OStS nce they were transferred to
diffe% Cs d ;; dibcipliftary problems. Next, the data

£

£

N
3.4 Instr M 3 | @)
“% ¥ C‘)
T &?e t\}O nstpum nt@d in this research and they were the PGT and
b 4
questionnaires for SoCS, SES a&’&és.
\

3.4 nstrument PGT

0 This instrument contained two sets of questionnaires: one of them was the

Module Content Validity Scale which was assigned to the module experts and the
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other was the Module Reliability Scale that was assigned to the addicts who were the

target group of the module. YV
1) Module Content Validity Scale :%

The Module Content Validity Scale (SKKM) was develope researcher
based on the Module Content Validity Questionnaire created W‘naludin Ahmad
(2002). This questionnaire contains six items which are 'tho two parts. The
first part contains five items which use the Likert sc h five choicesdof level of
agreement to each statement. All of these items refet'tg all the condition hi‘g!'_ﬂ)gﬁted

g

by Russel (1974) that it has to fulfill the target population, saisfacto impl?nentation
N

of module, sufficient time to conduct % ul

students’ achievement performance f% o the

essful in %ancing the
successful in changing the studen av1o% t ;a.\.b,gtter one (Jamaludin,
2007). In contrast to Jamaludin’s ionfiaire 2), @esearcher changed two

(¢

o
items which fulfill Russel’s (1

of this module is ablee enhzce the addic
t

of this module could{sis di h’f&

The seco of thé-questi nnair@ open invitation to the respondents to

con‘{ﬁiﬁ)’ns. These are: “the content

!
write their c \s, sp‘on ,.feedﬁﬁbk and suggestions in the space provided,

about th %n’t of’t enfire’ mo . These views, after having been thoroughly

exarm

( Ndin, 2007). The researcher used the original questionnaire items by Jamaludin

(02) for this part.
The calculation method for the measurement instrument was based on the

following formula, as suggested by Jamaludin (2007):

e experts, will &s)é.the material or basis for establishing the module
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Total of Experts’ Score (X)
Maximum Score (25)

x 100% = Content Validity Performance

The total score given by the experts through the Likert scale is %Xas X
value, and this score is divided by the scale’s maximum score, that is, A The total
amount is then multiplied by 100%. If the percentage obtained is mot€ than 70%, the

module has good content validity. In contrast, if the perce talned is lesser

than 70%, the module does not have good content validit pe entages can be

put in the form of decimal points that resemble the coeffiei Jn amaludln

2007), which has the same meaning in describin @\t vali

instance 70% to 0.70.

c X S‘
(2)  Module Reliability Scale V W A
The Module Reliability Sc (S}) t?t t Ks&efﬁcient value of the

e’ce&@&ge for

module’s reliability was develope thel\researc fer b on the guidelines and
suggestions by Jamaludin a idek 2005.g%he researcher applied an
approach in creating est items 486(1 ph@iule activity steps since it has
systematic activity steps in rd “ the“ odule’s objectives. This approach was

identified as the&ppr an ould@%utilized as a method to determine the

reliability of %\n dufe
% 001?':11 ed 5 1 en@lated to the activity steps in the module in the
S Likert scale, with ﬁVf{f)&~ ces that were (5) strongly agree, (4) agree, (3) not

dlsagree and (1) strongly disagree. Items were divided into five sets and

i gt'& fﬁ%éludin, 2005).
@,

es to be conducted. In summary, the number of items for each session and theme
Qdescrlbed in Table 3.3.
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Table 3.3

Total items based on sessions and themes/activities Y'
Session Themes / Activities Total Iteﬁ\
. Assessment and icebreaking 7 s
Introduction to PGT 7

Where am 1? T

[

Expectations

Drugs in my life 6
Physiology & psychological effects of drugs E
Expression of concern !\d
. What most value? 5 Y Y..
N

. Pros and cons ' _{—)
10. Relationships g 5 Y..
11. Your responsibilities T \ 5 N
12. Yes, you can! N u\ g
13. Problem solving %

© ® N L A WD

14. Identifying needs and resch

LU

Py

N %’ <
The construction of n ite'ns fonthis sc@as stated above, was based on
ﬁj

BN

steps of activity, whic% the steps.or wit{g available in each module activity.

N O

For instance, forgthe sionl nam “Whe@ham 177, there were seven steps or

activities carr in this sessiqn. As ?rq&}ample, one of the activities carried out in
this sessio s explanation an disg&s{on of the behavior of addicts who are at the
pre-co wion ség e st ent constructed was “I could understand the
N
beK characteristics of addicts who at the stage of pre-contemplation”.
% Distribution of questionnaires to the respondents was done in stages at the end
che session, for each session. The SKM measurement tool was divided into 15 sets

according to the number of sessions, which was 15 in total. Each set contained

different question items according to steps in the activity or related session theme
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only. The number of question items for each session is listed in Table 3.3. For
instance, for the first session entitled “Assessment and icebreaking”, a set of thw
measurement instrument that contained seven items related to the session @em to
each respondent to be answered at the end of the session. A simi cess was
repeated for each respondent in the following session until the lasm session. In
all, each respondent would undergo 15 sessions of answering‘ the measurement

The calculation method for the coefficient va f m dl}fe\@)ility was
"aX

based on the method suggested by Jamaludin (M)%ﬁnich
alpha. Y' \" N
3.4.2 Stages of Change, Self-Efficacy eNisi n?li B ce izzﬁments

instrument, with the total number of questions at 85 items.

st sd C@ach’s
Y-v

This measurement instru% N &
respondents’ demographic informa?, stages o cnq nge @e (SoCS), self-efficacy
scale (SES) and decisional bala&sc:ﬂ[

%
(1)  Demography %Y. \‘, J ‘.l 400'

This sect@ins JJestio s rela en}o the background information of the
respondents sch their identi c?‘io bers, age category, education level and

treatment ience.

:
?2) S&of Change ScalqﬁS&S)
N

? he Stages of Change Scale (SoCS) is a Malaysian version (Skala Tahap-
chp Perubahan in Bahasa Melayu) of the original scale entitled The University of
ode Island Change Assessment Scale (URICA), which was translated into Bahasa

Melayu by using back translation by Abdul Halim (2010) and Mohd Rafidi (2003).

A
Ko
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This scale was created by McConnaughy, DiClemente, Prochaska and Velicer
(Connors, Donovan & DiClemente, 2001) to measure the readiness to changw
among substance users, including drug addicts (DiClemente & Hu%\%o,
Connors, Donovan & DiClemente, 2001; DiClemente, 2006). A

This scale has 32 items which are divided into four differeRsubscales, also

known as measured stages of change subscales, Wthh -contemplatlon
contemplation, action and maintenance. Each subscale has ems'ln the form of a
five-choice Likert scale which comprises (1) strongly ree, 2) e (3) not

sure, (4) agree, and (5) strongly agree. For the purposeef calculati e're@ss to

change score, four items are omitted or not T% ; q@ér 31 for

pre-contemplation subscale, item number ntemﬁﬂatl subs@ltem number

20 for action subscale, and item num\% maintena
Hughes, 1990). In detail, the divisi items for b qtgl listed in Table 3.4.
?, ) 7 ")

sub (DiClemente &

Table 3.4

Distribution of items accor@ subseale lyt e S@
'
z\l}ﬂﬁ)ers

1. Pre-contemiplation Ci 1,5(117 13,23, 26, 29 and 31*
2. Conterr& ) *,8,12,15,19, 21 and 24
3. Act (} .10, 14, 17, 20*, 25 and 30

* omitted i alysis (omi s

s%core calculation (ﬂ%eg:od for this scale uses the calculation method

d by McConnaughy, Prochaska and Velicer (1983) and DiClemente and
&

s (1990), which is similar to the score calculation of URICA. The steps
involved in the scale’s score calculation are listed below:

Subscale
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Step One

The first step is to obtain the total marks for each subscale. This Qz by

adding all the scores provided by the respondents for each item ac %to the
subscale (each subscale has seven items which are counted). Next, thE total score must
be divided by the total number of items, which is seven (7). Tw iption of total

score calculation for each subscale is listed below: Y'

a. Average score of PC =X of PC divided by vg) .\d
g
b. Average score of C =X of C divided by 7%= (Avg) ' C}
. A\
c. Average score of A =X of A divided = (Ayg) Y'-
S r N
d. Average score of M =X of M divided'by 7

Step Two \)

oy

The second step is to ObE ta re% S r@core. This is done by
7}
adding the average scores of \ d MM Su@ng the PC average score,
as described in the formula:
Z I 'O
RTC = (Avg L + Avg' vg‘l\Q/— Avg PC

For instar@ re@ obtai C average score (Avg PC) of 1.8, the
N
average scor@ C) 1544.0, v score A (Avg A) is 3.7, and the average

score M 1s 3.7 thusjthe'res ent’s score of stage of change is:
: RTC = (4.0 +%.7+ 7H-18=11.4-1.8=9.6
\ refore, readiness to}hange score of the respondent is 9.6.

Qi

This step is to determine the readiness to change or stage of change which is

(¢]

| »g
Ay
“

experienced by the respondents. The procedure is that when the readiness to change
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score is obtained, it is compared with the set group means table, or “cut-off score”,

that was prepared by The HABITS Lab, University of Maryland for the %1

population (Abdul Halim, 2010), as listed in the following Table 3.5. %\
Based on the above table, respondents who scored RTC = 9. tep Two

would be categorized as being at the Contemplation stage of change. i

Table 3.5

Group means or cut-off scores for each stage of change in the CSL '
Stage p Average ¢ o~
. N
1. Pre-contemplation 8 or 1T~er ' _{a)

. Contemplation } -1 Y.,
Participation (Action) Y' & Yy
Maintenance o‘%‘d abox@

oY 7

The reliability coefficient m O&j is _%)od. As reported in
;a ]

B

A

g@d reliability coefficient

“« Q-
values, among them being a N ient val 70 ( d Rafidi & Abdul Halim,
N
2012), coefficient valugs of QS and 0'77 ( 1@1, 2010), a coefficient value of
0.79 (Najwa, Sabitha %hm d," , 4 coefficient value of 0.72 (Mohd

Rafidi, 2003). S@ sm@ucte@oad reported the scale at coefficient
.
values of 0.6( Ng 5 (Blanc

}/]or ern, Morgan, Labouvie & Bux, 2003), a

coefﬁcien%&@ antalon, Nich, Frankforter & Caroll, 2002), and coefficient
:

Valueﬁf 83 to 0.88 ( ollar'l'd, Q/&'faerson & Jan, 1998).

(.)
Based on the belief th}the coefficient value for this scale can be increased,

previous studies conducted in , w scale’h

searcher made some changes to this scale by taking into consideration

Q@gestions provided by Connors, Donovan and DiClemente (2001) for the purpose of

increasing the value of its reliability. A pilot study was also carried out to improve the
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internal validity of research instrument as recommended by Chua (2011). According
to Connors, Donovan and DiClemente (2001), each item in this scale is dew
with the purpose of explaining attitudes, intentions and behaviors which @ed to
changing a target’s behavior, and other specific problems that need t&luated as
determined by the researcher himself. To be more precise, each item that has the term
“problem” or “problems” can be changed to the specific d Nne, behavior or
drug problems which become the researcher’s target (sp &Thi specific drugs,

specific behavior or specific problem substance in actual (Connors,

X
Donovan & Diclemente, 2001). % | _\0}
According to Chua (2011), instrumentyi | validi be (Iﬁgnced by

conducting a pilot test. Based on the stJf ende@ﬁve: researcher
carried out an instrument validity pilwausing the ept 4Sview method on

the focus group, in order to obtain@ack abhnx c
;N’y N
items after they had finished ar% all tﬁe sca sagiv@is pilot test involved 10

undergoi eatment at CCRC in Jelebu,

respondents among drug aﬁ'\zts ho l/
Negeri Sembilan. Th step taken t‘ne\aearcher was to adapt and omit
' ¢ &
confusing items or was pllo \ed\by Cc&#s, Donovan and DiClemente (2001)
%

above. Respo fee d thb daptation of terms were taken into

$ l
considerati the researche ncf'o new SoCS scale was created.
et

NN
archef prove&n the SoCS which was based on the pilot study
(Ch&ll) and suggestion@Connors, Donovan and DiClemente (2001) where

t Xlrcher provided a definition or meaning for the term ‘problem’ for specific
& viors which were the researcher’s target. The respondents’ feedback in the
strument validity pilot study had stated that they were confused by the term

‘problem’. This could be related to various assumptions and definitions according to
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the situations that they faced, which differed from one another. Some of these
problems could be defined as family problems, jobs, social rejection and
However, the definition of this term is supposed to be specific and co@ and
should refer to only one issue or problem.

The respondents' feedback was addressed in the improvedW where the
term ‘problem’ was given a definition or specific meaning, wtently based on
specific behaviors as a target of the assessment, which w %

addiction problem’.

The researcher defined the term by writing the definitio the iWnd typing
@

it out permanently in the instructions on the% sheet. | Th isbl@ the
whiteboard was clearly and precisely writ -y i
problem” using a marker pen. In the 151: er th%g:le part, the

sentence “the word problem or any W, ch has th is @%s word (such as

problematic, problems) in any stateme\bt%s 0&-2%111‘ “drug addiction
jﬁy N
problem” was typed or prmted@hted in boldrand \@ined.
e

With all these meth? h T @tomaﬁcally read each scale
item that had the te em s ‘dru &d@n problem’. For instance, item
number 1 would ad by f € ndent (ad “To me, I do not have any drug

addiction probl nge researcher did not substitute the term
‘problem’ ' d1 ti lﬂJm directly in the item scale given to the
. This waS

?1 orde&) maintain the originality of the term ‘problem’

wn

—

in SA hich was translate@m the original term ‘problem’ as used in URICA,

creasing respondents’ alertness to each item and the commitment of the
G ionship between the researcher and the respondent.
Secondly, the researcher changed the display of the term ‘problem’ in each

item by highlighting it in bold and underlining the term. For instance, item number 1
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stated that “To me, I don’t have any problems that require changes” was changed to
“To me, I do not have any problem that requires changes”. There were 24 ite

the root word ‘problem’ available in the scale, which meant that there wa Xt one
term in each item, while it could also be found in another eight items@red 2,8,

13, 14, 22, 24, 25, and 31. For all items that had this term, the teg’s display was

changed as stated. V
sCon1 pilot test on 50

ient v lu.e.\ths showed

®
0.832, whi hhe@etter
10n{ of@ internal

consistency in each subscale, results shouw ient Wébgt-ween 0.710

and 0.735, as illustrated in Table 3.6: %n this da 1S S@’seale has a high

reliability value and can be used fo urpose chhsg'gtu

\; o S
Table 3.6 \ ! %

The SoCS version that had been adapted was use

respondents in order to obtain the new reliability coe

that the coefficient value of Cronbach’s Alpha scal

and higher reliability rate than the previo

Subscale . y N Cronbach’s Alpha
1. Pre-conxpition l (_)/ 0.710
2. COHMi <$ 0.780
3, ipati o) O 0.775
¢ C‘)
. <, 0.735

tengyvalue 0.832

Z,q/

X v
NS
( Self-efficacy Scale (Sl%)
Q Self-efficacy Scale (SES) is a measurement instrument adapted from
onfidence Inventory (CI) which was developed by Velicer, DiClemente, Rossi and

Prochaska (1990) for the purpose of determining self-efficacy construct, which was
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consistent with the self-efficacy concept that was introduced by Bandura (1977, 1982
and 1986) in determining the subjects’ confidence when faced with situatio Wt
created the urge to return to drug addiction. They found that the subsca%:\ruct,
which was developed, and the items that represented the three constfﬂ‘&ubscales)
were consistent with previous studies. Although the instrument wmally created
for smoking addiction, it is still suitable to be used for the Mf studying any
field of other addictive behavior by using constructs and ?tlnf (Velicer et al.,

1990). '\d‘

The SES tool was used to measure how fa eone felt ﬁlie@at he

a% as theylevels of
ve a& t/addictive,

01ce@ rt scale, namely,

would not take drugs again when faced with c

confidence subscales, which are positive/soeial,

and which contain a total of 18 items @m of a fiv

(1) strongly not confident, (2) not ent, (3 %e,

4 'E%nﬁdent, and (5) very

confident. The items for each sulg’scale re liséch‘i?l detail in Table 3.7.

Table 3.7 .é\
wwr e x| S

I;@}.ﬁumbers
,7,10,13 and 16
C—)Qf 5,8,11, 14,17 and 18

\(_/ 3,6,9,12 and 15

S" g

e construct or first s ngcme was positive/social situations and contained six

h1s subscale involved both aspects of positive effects (such as happy and
ed) and social aspects (such as friends and partners), or performing social
ctivities (such as talking and being in the addiction area). Some of these items were

“being with friends at a party or celebration” and “when being with friends or partners
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who continue to be addicted". The second subscale was negative/affective situations

and had seven items. These items measured an individual’s level of conﬁdencw

faced with negative situations or effects such as a challenging day%x and

depression, as well as loneliness. Examples of these items were “ m faced

with confrontations and conflicts in family” and “when I am too longly and begin to

feel depressed”. The third subscale was habit/addictive situ 'OM contained five
hc

items. It was a subscale used to measure level of confide faied with craving

of drugs physically and psychologically. Some of thes s were lthink of
drugs” and “when I miss everything that I have rough/duri dy ction
period”. ' \/‘T

een ed from the

For the purpose of using the SES% hi
original version CI, the researcher us %k tran metnd made several
adaptations of terms and change%ne state $T ,{éﬁptation of the term
N
0

‘smoking’” in CI version (tr as ‘merokok’« thr back translation) was

changed to ‘menagih’ (addicted)¥for :é
version (translated as ‘% rougl} g&}lglaﬁa’) was changed to ‘dadah’ (drug)

for SES version. T item sta]e

coffee and chatw relaxd

chatting wi iends’’;

r version, and the term ‘cigarette’ in CI

(CI tra ion) wasf' F to Y‘:&ile passing or stopping by at addiction joint
(poaA <’

ccording to Velicer et al. (1990), the score calculation method for SES is
ole in two different ways, depending on the purpose of the research being
onducted. The first method is where, if employed as a general screening device to

determine ‘readiness’ to change, a single global score would be appropriate. If it is
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used to determine the course of treatment to clients, three separate scores (each
subscale) should be used to determine where intervention programs should be u?&ﬂ
for maximum effectiveness. For the purpose of this study, the resear«%\)
single global score, which was obtained by totaling all scores by the
respondents and later, getting the mean score by dividing the totalf'score with the
number of items. A mean score determiner was used as a Nor respondents’
level of confidence. A mean score higher than the th y:c#e mean of 3.0
indicates a high level of confidence, while a mean sco les thWndlcates a
low level of confidence (Velicer et al., 1990).

The original scale (CI) has a high reliabi
et al. (1990), which is between 0.924 and

the highest coefficient alpha at 0. 9@«

0.933, and the habit/addictive s ub%at 0.9 Vhe @se of using the SES

scale in this research, the res nducted pllOt y to obtain the internal
reliability coefficient Value n1st of the SES scale test among
50 respondents found% Cron h’s })&1 ablllty coefficient value for the
whole scale was a 49, an nt value. In terms of subscale, the

value of coefficie as ; 1 (positive/social subscale), 0.900

!
(negative/a Eﬁ%subs le) a (’846c?ablt/addlctlve subscale). This indicated that
les

the sub a 1d b€ ?thls 1‘@ arch.
N
(4 1s10nal Balance SSI? (DBS)

nslated from the original scale, Alcohol (and Illegal Drug) Decisional Balance

Qe Decisional Balance Scale (DBS) is a measurement instrument which was back

Scale, which was developed by DiClemente (1999). This instrument was constructed
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to identify the positive and negative aspects of a certain behavior, especially in
alcoholic and drug addictive behavior, in helping an individual to buil
decision-making skills. It is an instrument that was used as part of the two%\e
decisional balance exercise, which was introduced by Sobell, Cun , Sobell,
Agrawal, Gavin, Leo and Singh (1996b), to assist an individual to identify the benefits

and costs of using materials as part of the cognitive appraisa in making self-
ue

directed change. The first activity in the exercise wa T an individual
involved to list down as many as possible benefits an: sts t and not to

change, in the form provided. This exercise activ discussed, i ‘e@l the

psychoeducational group therapy module Wth ed.d 1n thi aI'Ch\/Y.

The DBS instrument has two subs s that coﬂTa ms@ e form of a
five-choice Likert scale, which are \% not impo t@%o (5) extremely
important. Each item requlres the ndents %m far a statement is
important in making the decisi an e alco alg‘a'ug addiction behaviors.
The first subscale was “p Xmg co te%ed ten items. This subscale
contained statements ing the 11

be.tj ?&o&b‘f drug use, such as assisting to
solve problems, as glvnll re. Sc@f{amples of this subscale’s items are
“drug use help & &d bt_b}c 1ve" and “without drugs, my life would
be empty ew g”. The sec d{ube-} ale was “cons of drug use” and had ten items.

This S nts S&ut the contras in drug use, such as creating

and problems with @y/friends. Examples of these statements were “my
@ge causes problems to other people” and “friends/family was (sic) frustrated
me because of my drug addiction problem”. The items for each of the DBS

ubscale are listed in detail in Table 3.8.
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The DBS scale scoring calculation method is as recommended by CSAT
(1999). First, the researcher obtained the total score of each subscale by ad 1
scores provided by the respondents. Secondly, the researcher calculatﬁ%\nean
score for each subscale by dividing the total score of each subscale umber of
items from that subscale. Based on the value of the mean scoré obtained, the
weightage method was used to determine the stage of d 'Wbalance of the
respondents, whether or not it leaned towards pros of dru e?:m'; of drug use. If
the value of the mean score for pros of drug use was hig han the ‘the mean

score for cons of drug use, respondents would be“eategorized l’ei \t the

decisional balance stage of pros of drug use L{ thes_hand, if the

value of the mean score of cons of drug uw igher, th

decisional balance stage of cons of drl&ategory 2).

Table 3.8

Distribution of items accordir&

Subscale
1. Pros of drug \%

3. Cons of drug use

In ord %bl the
¢ 2 C,)
conducted Q’lot dy to obtainjthe @nal reliability coefficient and the construct of
this scawminis a of the$s scale test instrument among 50 respondents
N
res in a Cronbach’s A&Ba reliability coefficient value of 0.783, a good

u

coefficient value. In terms of subscale, the coefficient value obtained was 0.857 for

0 pros of drug uses subscale and 0.763 for cons of drug use subscale. This indicated

that the DBS scale could be used in the research.
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3.5 Reliability and validity of the instruments in the current study

There were three measurement tools used in this study to mﬂ the
research’s dependent variables, namely, the Stages of Change Scale %, Self-
efficacy Scale (SES), and Decisional Balance Scale (DBS). SoCS was used to

QXS.ES was used

measure dependent variables of the addicts’ stages of change (S%

to measure dependent variables known as stages of addicts’ wﬁcacy (SE) while

DBS was used to measure dependent variables of the ic sté?decisional

balance. ¢ Y~
é | S
3.5.1 Reliability 2
\/‘?’

o

1n a test taken

(Kerlinger, 1973). According to C%Z
ability of a measurement tool %n i
are repeated. A high value 1abili

thus making the meas%t re }Iura ‘gngz)aéble. This is usually observed at
the value rate of mQan 0.6? 1n\}nbach’ a scale (Kerlinger, 1973).
0

For the & of t f thr@%’vels of tests (other than the pilot tests)
¢ C,)
were cond %achi e tel iﬁ'ty @ue at the pretest, posttest and the follow-up
z &, a
test levéls gR. abili& pvas Yﬂé}itored for all main instruments and subscales.

Th&ethod used was inta@’ consistency, that is, a test done by searching for the
co\?aon value between each item’s scores in the test with the number of test scores
df 1l items in the test. If all these items are found to have a high value of correlation
ith the total score of all items, then the measurement tool is considered as possessing

a high reliability value (Chua, 2012).
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Table 3.9 shows the reliability values for all measurement tools and their

subscales by using the internal consistency test method.

NI

The Cronbach’s alpha reliability value for the instruments and their%gﬂes
F

Scale and subscale Pretest Posttest ollow-up test
SoCS 0.846 0.835 0.894
Precontemplation 0.716 0.7 0.762
Contemplation 0.793 0.83 ' 0.918
Action 0.788 : w
Maintenance 0.749 : N
SES 0.859
Positive/Social 0.636
Negative/Affective 0.751
Habit/Addictive 0.51
DBS 0.
Pros of drug use .860

Cons of drug use E 0.7275
An analysis of th S s,oﬁg
consistency reliability% dis q}i e sa
value of consisten Wbility \ was een 0.0835 and 0.894 in three stages
of tests, Which&&y g0 e' Ea@ oCS instrument subscale also has good
¢ C,)

consistenc 1ability where, there w@n increase from the pre to follow-up stages.

In additi th&consist r‘pliabi value obtained for the SES instrument was also

hig&tween 0.859 and 0@ and this could be seen to be increasing in each test
fr%ﬁ pre to the follow-up stages. The value for consistency reliability for each

cale was very good except for the “habit/addictive” subscale, which was not
atisfactory at the pretest stage. However, the value increased to a better score at the

post and follow-up tests stages. The third instrument, DBS also possessed good
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reliability consistency value, at between 0.674 and 0.848 for all three levels of tests.

Similarly, two of its subscales had high and satisfactory values of conw

reliability. (ﬁ\
3.5.2 Validity . .

Validity refers to the correlational value between measur and the actual

value of a variable, and the value of an instrument’s Sidlq obtz'tined is able to

measure the actual value of the concepts referred t e hy W alidity is

®
considered high if the instrument developed accu measures t ialu@_\)&' the
o . . ~\
concept mentioned in the hypothesis (Chua, 2011). stasi (1986) on the Q‘her hand,

N
nd t Y;ta obtained

nd g characteristic of

from a valid test is able to show tl@nenon w\

accuracy must be present. Two methods used \d% n gh\instruments’ validity
value were by making each item’%}ela& wit qch (@ and the correlation of
each item with item-total (Ma 1, al it is.&%e through the method of

N
construct validity, thatfi§ b amining the
avior{(Ja

validity is an instrument measure what tl%sh 1d me

rrelation between instruments that have
:
related or relevant b . &
l@; Each item with item-total score is
| | 1O . |
presented in ndix for ns(tﬁmlent. The minimum to maximum range for

correlat@e’ of j;e byl anékeen in Table 3.10. The second analysis is of
i

4
conﬂ

dity. This is d&éﬁ)y looking at the correlation values between
1 ents (SoCS, SES and DBS). The results are shown in Table 3.11 and Table

5

The first SiS
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Table 3.10
The instruments item-total correlation value at pre-, post-, and follow-up-test

Pre Post Follow-
Instruments ;
Min Max Min Max i ax
0.85

1. SoCS -0.48 0.78 -0.57 -0.53 0.84

2. SES 0.33 0.77 0.42 0.81 §.60 0.82
3. DBS 0.11 0.61 0.13 0.6N.28 0.68

\y
A

Table 3.11

Construct validity — inter-correlation of SoCS, SES aud DBS at p

Instruments SoCS ES m

1. SoCS i 023 0.40*
Y

2. SES -0.23

3. DBS o.z@ i Q\YTO._OZ

Results obtained showed th@ SoCS a\D%Zr_g I @ents have significant

correlation at the post test lev%%, 1?< 0.01)4 Th@h’ows that any increase in
i \e S score,

ich is also known as a positive

the SoCS score would alsov thl gs
correlation. There was%‘ icant correl 1}1% b@een other instruments at the post

4
test level. \ ® %
Table 3.12 & é"

] B S
Construct validitys intek-correlation @OCS, SES and DBS at follow-up-test
[ N

N
' .
Instru% J'.l /! __g SoCS SES DBS
1& \‘f ] 0.20 0.33%*
\ S \c.) 0.20 _ -0.06
DBS 0.33%* -0.06 _

0 Results obtained showed that at the level of follow-up test, only SoCS and

DBS had significant correlation (r = 0.33, k < 0.05). This means that any increase in




144

the SoCS score would also increase the DBS score, which is also a positive

correlation. There was no significant correlation between other instruments?ﬂe

follow-up tests level. %\

3.6 Translations of instruments

Two scales in the research instrument, the SES and D]Mes, were found

not to have been used in Malaysia. Thus, both of these s€ales Rust b'e translated into
b

Bahasa Melayu to enable them to be used. This was d. usin tWranslation

L ]
method as suggested by Brislin, Lonner dan Thorn (1973). Trans ti?n v@)s.‘.one
-,
m

by a committee which comprised lecturers fro e Fagulty o Lead?ship and
N

Management, the Asean Center for Researh%wu%\ \eand I@Ege, and the
Language Center, Universiti Sains Islx%rsi Q
was ¢

) O
The back translation methot ITi \N.t\l? ways. First, the original
version of the scale in English wa slated to th Al &e}ion in Bahasa Melayu,

<

and secondly, the new VersioN asa was 'n\&ranslated into English. Both

processes involved th omm andiﬂiffe nf le@rs. Finally, the Bahasa Melayu
s s . :

the oney’closest to the original version, was

version, which cont%s' ila ‘fs.n{
accepted. & l 5

\ ¢ ' C—)L}
37 PG odule 4 (_/
»
bl .
ychoeducatiorial Qﬁip therapy (PGT) module was used as the main
re% strument in order to(')xamine its effects on the variables studied, namely,
ges of change, self-efficacy and decisional balance. This research was also used

Qa platform to determine the effectiveness of PGT module as a whole, particularly in

studying determiners of the module’s effectiveness.
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3.7.1 Module development

PGT module development was carried out by the researcher using X’d:k
Module Development Model (MPMS), which was introduced in 2 ek &
Jamaludin, 2005). The model was based on Russel’s Model (19 4%ough this
model, module development was completed in two different phases, Which were the
f

stage of preparing a draft for the module and the stage nd evaluating the

q

module. Nine steps were involved in the preparation of

with the development of goals and culminating with th mojule’ ft‘(l{?ﬁ to

was‘l}seded to

Yv
W part Q}fhoroughly

ﬁmodule were

whicQ briefly described

Figure 3.2). For the second stage, the implemen: of a pilot s

determine the module’s validity and reliabw.rh
discussed in the next section. The procesemve
based on Sidek Module Developmenm (first

in Figure 3.2:

Developing goal 4 Need Analysis
Sele Determining
St Objectives
. . . . Putting together the
Logistic selection Media Selection —’ module’s draft

o Figure 3.2: Module development process based on Sidek’s Module

Development Model (2005)
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The next sections detail the processes in developing the PGT module based on

the Sidek Module Development Model.

(1)  The Goals of PGT Module :(ﬁ

The first process started with the development of the mo objectives,
which refers to the purpose for which it was developed. Acwg to Sidek and
Jamaludin (2005), the goals of a module are often cl Wd to the module
developer’s interest and values, and the goals which a%ope \l}{kvermine in
general, the content of the module and the target gro idek & Jama di"l, _5\@)3-

The goals of the PGT module which were lopeds were asical’lrinitiated

N
\b)ut th@agement of

e tageée{ Change Model.

from the implications of the researcher’s "nitiazesearc

drug treatment and rehabilitation pr(@ased 0

Mohd Rafidi (2003) in his research findings su }&th

Tat erk is a need to construct

a system that is more systematic a ructlired qrdin@he rehabilitation needs
and requirements of an a(m e &%}on ‘u\gl%’us existing rehabilitation

modalities, which haﬁeen@evelop[d without g into consideration addicts’
ch a

$
personal needs and K 1ct’ M‘fkb

tatio s not able to overcome or increase
treatment and r@aﬁo rviees’ le\@ effectiveness in Malaysia. Further
3
n

| | (O o |
studies by th% Cher aric e}gu(ei‘os/lohd Rafidi & Jailani, 2006; Mohd Rafidi
& Abd %.’ 2012), fi

rehabilitation program in insa_’m;:)ns in Malaysia using the same model were

thatsaddicts who were undergoing treatment and
inantly at the early stages of change, namely, the pre-contemplation and

templation stages. This urged the researcher to develop a module to fulfill the
Qeds and requirements of rehabilitation for addicts who are at this stage.
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The demands and requirements of addicts who are at the early stages of change
are to have: an awareness of the dangers and effects of drugs; motivation to p e
changes (DiClemente, 2006; Connors, Donovan & DiClemente, 2001); tion
regarding addiction and rehabilitation; support and reinforcement ﬂ* changes
initiated through feedback on stage of uncertainty and motivation (Miller & Rollnick,

1991); skills in making decisions caused by ambivalence (UQEM’ over pros and

cons of changes); and solutions to obstacles in makin | Suse of rehabilitation

sources (DiClemente, 2006; Connors, Donovan & DiCle te, 2 Ob\d

‘X
Based on the demands and requirements (@ who are e'ea_{%tages
) D{ of @cing the

of change, this PGT module was developed gener

awareness of addicts (hereinafter referredw liemﬁ) 0 ddict&e.havior, and

improving their motivation to move ara rehabilitatien, thé to start making

changes, to abstain and to live pro%ely. It \Iﬂgav @be better if the PGT

N
module could assist clients in%nsitl‘(\m from ¢the 53‘-@ stages of change (pre-
contemplation and conten@ tol 1 leveh of stage of change, such as
preparation, action an mtenance. This oa[ mﬁi be achieved when the module
' ¢ &
\Hents to e situations (specific goals):

t thei(‘é%ﬁavior (drug usage) is a problem based

contents constructed'is, able to
(a) mitand r
ésu@ from that behavior (objective 1);
NN
valudt ders‘& problems that come into their lives as a result

RN 5

of their addictix{#‘havior. (objective 2);

\c) Able to list, understand and think of the advantages and disadvantages

QE of addictive behaviors from the aspect of pro (supporting) and contra

(against) a decision that is made (objective 3);



148

(d) Evaluate and understand problems which others (people who are
important to them) such as parents, partners and children have e
as a result of addictive behavior (goal 4); %\

(e) Feel that the ability (confidence) to change could solve*ms about
their addictive behavior (objective 5); and Y'

® Identify the needs for change and determine ewrces that could

support changes that the addicts want t on|their addiction

problems (objective 6). .\d‘
4
| S
s \)‘T
des@ to promote

tagé{o a later stage of

change, or at least to the preparationrstage of %vr f{b\achieve this goal, the
suitable theoretical ground to be is @he Tra sthe@al Model of Behavior

2) Theoretical Basis

[7)

Change (TTM). This model pM of s@%c change processes (POC)

which take place in boc earig stages of cha qis@to promote the clients’ change
sta 4

:
processes to the late\g f , as suggested by DiClemente (2006), Connors,

o

Donovan &DiCl&e (2001, an roch{l@, Norcross & DiClemente (1994), who

O

stated that “t ching of'sta ay(! pl%@:ss is a key to change”.

&é to }D le;:en e ('2@6), Miller and Rollnick (2002), and Velasquez

et al. (2001); at the early stage change (pre-contemplation and contemplation) an

AQ

idual in his/her effort to change his/her behavior, change processes that took
e could be used to facilitate changes were the cognitive/experiential process of
ange, namely consciousness raising, dramatic relief, self-reevaluation,

environmental reevaluation, and social liberation. Important indication to the change
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process that happened was decisional balance and self-efficacy. A brief overview of

the right change process at the right time can be found in Table 3.13. Y‘

Table 3.13 (ﬂ

The stages and processes of change

A w 4
Stages of change PC— C C— % ‘
The most relevant processes ~ Consciousness raising Sel ation

of change

Dramatic relief entrl reevaluation

Self-reevaluation cisionalibalanc

Environmental reevaluation f-efficacy ® Y.
Decisional balance Social begﬁn ' ,q
(Source: adapted from Velasquez et al. 2001, p.10) |
\" \‘3~

11 s@ of change.

The pre-contemplation stage is%;arli
Individuals who are at this stage of M re-contem

addiction problems or not ready t

when there is an attempt t@\'
negative aspect which % edb
behaviors with I;(@%pecfs
immediate futu\
¢
In order to assist this.gr p{o
D

the co ion sfa ‘,cha

pro@c and that they ne@ be aware of or be exposed to negative aspects of

théi avior. The key to change that can be made into an intervention, is a change
& ess to increase awareness, experience dramatic relief, carry out a self- and
nvironmental evaluation, and make balanced decisions (Velasquez et al., 2001). This

process of increasing awareness can help clients to realize and to rationalize problems
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caused by their behaviors, which could eventually lead them to make better or more
informed decisions. The decision to change can be achieved by exposing client?ﬂe
pros and cons of their behaviors. Clients are assisted to evaluate the g bad
things about their addiction, for instance by getting a clear overviewﬂ&r reasons
for taking drugs, and what would happen if it were the opposite. Wgh the self-
reevaluation process, clients are assisted in evaluating the eff tMir behaviors on
their lives. They begin to realize and see how their beh 'mt conflicts with

their personal values, and to think of a different life t oul lewz were to
ion, it i§ able/to ﬁss_'\&}lients
peQ{ thellQ.‘/Z~

X

agev'T th roces@f changing an
individual's behavior that happens a hoves to exté%e from the pre-

E\Jdmit and accept the

change their behavior. As for the environmental reev

to realize and understand that their behavior afl

The contemplation stage is the s

contemplation stage of change. W d1V1 g1

\
fact that he has a problem and % serlously thin. ab olving or overcoming it,

this stage comes into plac l usually -é@gle to comprehend their real
and attain

problem and to think leg n. This situation causes them to

take a long time che @ nt to <<§ge Other than having to go through
change process the @ ontemplation stage, such as increase in
awareness e and enyi néntel-} evaluation, another crucial change process
that is p confe ?s is s@l liberation. It is a process that helps clients to
real d understand how K y and surrounding sources support their behavior
c pr0V1de alternative surroundings and promote healthy behavior.

The final key to the clients’ success in making change is self-efficacy, an

portant element to assist them in overcoming the issue of ambivalence suffered by

the contemplators (Connors, Donovan & DiClemente, 2001). If the clients view the
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changes as unattainable or hopeless, contemplators will not work towards planning
and making changes (Miller & Rollnick, 2002). Processes convince clients th

are responsible for their own decisions and that they have to determine th@ path
to change which is similar to the assumption that the clients are ableﬂ*t. Clients
must be made aware that only they are able and responsible to make it happen for
themselves. These processes must be carried out in the be \M the counselor
(referring to the facilitator in the module) in sessions whic ine Tange processes

that match the stages of change in the module. .\d
®

rcher matched 'th&ct}odule

mmende inta@ﬁons to

jecﬁiﬁes, ed o@r:ge process,
are listed in the following Table 3.14. ) O‘<

Table 3.14 N
o ¥ a2
The module’s goals based on K C

Q
&
No Objectives Y' han\@ocesses

1. Objective % "!oj lzli?%usness raising
2. Objec \ l \
3. Obj &

Based on this theoretical foundation, the
objectives with change processes, which a

achieve/fulfill the goals. In short, the mo ’S

9

éﬁ-reevaluation
&Decisional Balance

e D, K

&@ .59

4, ive 4 0 Environmental reevaluation
5. &Eectiv?S $ Self-efficacy

QA. s o
6. bjective 6 L}' Social liberation

S N

TTM 1is not limited to individualizing and personalizing interventions to

oymote and ease transitions of change among addicts. In fact, according to Velaquez

et al. (2001), the development of group therapy module is a new resource in providing
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drug intervention treatment and rehabilitation based on stages and change processes,
other than providing a new dimension in implementing motivational st?’!
(CSAT, 1999), providing guidance to rehabilitation professionals (B1%\001,
Connors, Donovan & DiClemente, 2001), and providing curative fac treatment
format (Velasquez et al., 2001; Flores, 1997; Yalom, 1995). The??arch projects
MATCH (1997) and CSAT (CSAT, 2005) revealed that m Np therapies and

% ince individuals

addiction treatments are related and that they are all na

who abused drugs were more likely to remain inent awmltted to

@
rehabilitation when treatment is provided in grou . Groups n'p@e the
elements of reward and therapeutic energy su 1Ii% ontax'koy,~ support,

é\‘?

gratification and identification.
che@l}the development

In order to achieve the goals hﬂ by the re
of this module, this concept (an @ew of \Iﬂgl _\entatlon in an actual
ESY \
4}

situation) is more suitable for in _group mpy ordlng to CSAT (2005),

there are five common and ct e group therapy '@s used in the context of drug
treatment and rehabili e of t mo 1 kh its the objective and basis of the
theoretical module e psycl‘l 1onal éﬂ , which is also a group created to

educate chents out“subst
¢

se. P oeducatlon is one of the techniques or

motivational approaches whichiis (m@mented and didactically executed in order to
give an %m% to ch§s (Velasquez et al., 2001) about the problems
thatﬂ&ace especially in S@Xe abuse. On the other hand, a psychoeducational
g a group that is created to educate clients about their problems in the context

eatment and rehabilitation, as well as to teach clients about substance abuse and
elevant attitudes and their effects (CSAT, 2005). This group provides information

that is needed and possesses direct application with the clients’ lives in order to
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nurture self-awareness, suggest choices to develop and change, identify community
resources that could assist clients’ rehabilitation, build understanding in the prc?!f

rehabilitation, and arouse the urge to act promptly to overcome clients’ addi

The psychoeducational group’s main goal or aim is to ﬁ&e clients’

awareness about behaviors, and psychological and health effects of substance abuse. It

also aims at providing motivation to the clients to mov t(m change (from

addiction to recovery-ready stages). This group also n torbe ireated to assist
clients to obtain information that can help in starting a ain in‘}tg#inence, as
L ]

well as to guide them to a more productive life. By

in the gro clien@n use

s% eir d@ninaﬁon
cessﬁ chanhge Wro@ehavior, and

support favorable behavior towards VCD. In sho e gr@is able to assist

clients in achieving their recovery @w y: \Y ,'\'\

b
N
(a) Assisting clients%ve n% desite to czi'@m (pre-contemplative) or

COT plative) toreview the effects of drug usage

the to cha@ é‘j
(b) isting cli are t:?ﬂé early stage of recovery to learn more

it to fight or reduce the denial of their addictio

-+

to participate in or commit to a rehabili

E\c) Assisting clients to understand the behavior of an addict so that they
o can provide support if the individual wishes to change and view their

own requirement to change; and
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(d) Assisting clients to obtain exposure to other useful resources that are

beneficial for their rehabilitation. Y.
(€)) Objectives of PGT Module :%

The module’s objectives are identified as a result of recogni e goals that
need to be achieved through the development of tthule and the
recommendations of TTM theory which is the main 'd&?n completing the
module. There are six major goals which have bee ined ea "er. h goal is

®
obtained based on the theoretical analysis of a theo t is the yor ord'))gfs of
-

this module, which are the processes of change adeerdinggto ‘the tages?f change

\,
(refer to Table 3.9 and Table 3.10). To de elopce ob e% the é&mteristics of

major goals (objectives 1 to 6) were n%and de to 6¢re that they are
visible and can be measured at the me &T /n.\.hf module (Jamaludin,
2008; Sidek & Jamaludin, 2005). % é % »

The objectives whichN cr Nhe {g%a/lcteristics of the module’s

goals are:

9
7

(a) The first ch cteu%ﬁ;{( al I{édmit and realize that their behavior

quantity, ﬁé:lency, time, place and addiction cost (Objective
$

from drug usage (Objective 2);

\ 1):
Qe (11) Clients are able to identify possible outcomes that they will get



(b)

(©)
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(i11))  Clients receive knowledge about the effects of drugs on them in

the aspects of physiology and psychology (Objective 3);?‘

(iv)  Clients receive knowledge about their current po%\n the

context of behavior change (Objective 4).

The second characteristic (Goal 2): Evaluate and%nzerstand the
problems that they face due to their addictive bqem
The objectives created are:

(1) Clients are able to identify their nal posi ues which
X

are conflicting (deviation) @eir addicti (dbj&@e 5);
4
and \ \’T

Yv

(11) Clients realize thoséw re Gﬁnce d wi eir addiction

problems (Obje\% é

The third characteri%Goal 3): Tco s'\'}fown, understand and

N
have an insigh%e advanta sqaniz?c?advantages of addictive

behavior fro e intLo ros \(supp g) and cons (opposing) of a

decision% oingt'(‘) e (i.e' 0
TheQ*ctives Cfezme: é)
(\ lien enti dvantages and disadvantages of their

10 O‘je@"\gﬂ; and

¢
ic

an d%de on priority, pros and cons in the process of

making@ision (Objective 8).

The fourth characteristic (Goal 4): Evaluate and understand problems

o

faced by others (people who are important to them) such as parents,
spouses and children because of their addiction.

The objectives created are:
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(1) Clients received knowledge about the effects of addiction and

their relation to relationships with others (Objective 9);

(11) Clients are able to decide (plan) what needs to be%\o fix
the relationship (Objective 10); and A

(i11))  Clients are able to identify the responsibilitie§ that must be
carried out to recover and nurture their%tl. ships with other

people (Objective 11).

(e) The fifth characteristic (Goal 5): To ha e abilit 1:1ence) to

change and be able to make dec@xoble solvi g, a@ their
4

addiction behavior. T \ \,‘T

The objectives created are: V w\ {\Y'

(1) Clients can ide %‘tions tha 1d t?@f:'g them to go back
to using drug@ective \ é

(11) Clients %Aate ﬁleir 02(/ \ﬁdence to abstain from

using% b_]' e 13); an \A
(111) % obtain kil iln \bving problems systematically

ijecti'te
® @h chara 'ic ((&38’ 6): Identify the need for change and
¢
%e on re 1‘?6:!' th{t-‘;?m support the changes that are needed to
N

:erc ?tion lem.

The objecti @3‘3
co _]eCtheSK cd are:

E\ (1) Clients can identify personal requirements to change (Objective

-9

®

s
%

15);
(11) Clients can identify resources that can fulfill their requirements

to change (Objective 16); and
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(i11))  Clients can identify the location where these resources can be

obtained (Objective 17). T
(4)  PGT Module Content ! %

The module content was selected to meet the above esta objectives
(Sidek & Jamaludin, 2005). At least 17 topics were drafted at M y stages based
on 17 objectives which were established, and each topic r esged the number of the

session that was to be conducted. Some of the conte ch wer afted are
Y

listed
in Table 3.15. ' _\C}v
s 2 X

Table 3.15 T \
The module’s objectives and content titles °'\ é
No Objective Content K ('*
S i i

1. Objective 1 Types of drug

2. Objective 2 Predictions

3. Objective 3 E

4, Objective 4 M f chan

5. Objective 5 Tnal pt iti

6. Objective 6 % dividual ar!: (@ 6)

7. Objective \ M{{ c{sﬁﬁ'jﬁnrages of addiction (Title 7)
8. Objective 8 ons p@ (Title 8)

9.

Obj w ’ cts pf ®0n on relationships with other people
(Tatle 9)

10. %e 10 fi IT%\&m/prove relationships (Title 10)
v

11. ctive 11 esp&ﬁbility to recover and nurture relationships

K 11)

M Objective 12 Situations that compel repeated addiction (Title 12)
% Objective 13 Self-confidence (Title 13)
0 14. Objective 14 Problem solving (Title 14)

15.

Objective 15 Personal requirements to change (Title 15)
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No Objective Content titles

16. Objective 16 Resources for requirements (Title 16) T

17. Objective 17 Places to obtain resources (Title 17) ‘\
4

These topics were later explained in the form of more detail tent. Drafts
of the module’s contents, which were based on these topics,w presented in a
special workshop for module development that was cond c&e-lected field experts
(discussed in the pilot test). All the contents were syn: zed wit processes
which are central to the module contents (deve&nt of goals ai pr. V&Jsly
explained. To summarize, synchronization of conte nd prec bseﬁ chagge (POC)

can be found in the following Table 3.16.

44

Table 3.16

The titles based on the POC
No Processes of change Co ent tlt&%
1. Consciousness raisi oplc 1
2. Self-reevaluati(%“v L} and 6
3. Decisional Balance \" '@f: 7 and 8

4, Environ -recvaluation opic9to 11
Y

:' (,)o Topic 12 to 14

‘é/ Topic 15 to 17

;\

Ae outcome from th@@))dule development committee’s discussion was that

the contents overlapped and could be combined into one topic. In addition,

cs could be renamed to portray the process and flow of the module. The

committee eventually decided on 12 topics and their contents, which synchronized
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with the module’s goals and objectives. Five of the original topics and contents were

combined into the chosen 12 topics. The 12 topics are listed in brief below: Y’

(a) Title 1: Where am I? (POC: Consciousness-raising) :%

Content description: Provide exposure and know?v to clients
regarding stages of change and change processewrienced by the

addicts in the process of shaping, formi ang;reventing addiction

€O

behavior. The main focus of the sessi n the s ange and

®
change processes which are related to ‘€lients’ experiences. ' _{’)\Y'

Activities: Step-by-step activities 2 Y-
\ N
(1) Distribute handouts % “St uﬁ hanl%’gﬁd draw the
: . 4

pla%ﬁp idactically on

sketch on the VK . Give
these stages of change a \&Q /e&dbers’ current stage of
S

change. Enc 1Scussi in group (ask them to

react an ss,t of th.aé‘éurrent stage of change).

N
(11) Estribge and 41( ‘pe@ complete the “My behavioral
chec

\ 1St ‘bege\ on tﬁ(l-) urrent stage of change. Ask the

&.em a@re th@periences based on the check list, and
SN 1 O

% the relatignship bé@een the behavior and stage of their change.

%%H) stribut ha@ut on the “Processes of change” to the group.
2l 4

Explain ﬁ§:ically the change processes and how they happen
to the members of the group. Encourage discussion and
opinions from the group members.

(iv)  Summarize the session and provide room for members to make

some comments or ask questions.
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Title 2: Expectations (POC: Consciousness raising)

Content description: This session gives an opportunity forﬁgs to
identify and talk about the outcomes (positive and nega!'\%t they
expect to gain by using drugs. Information on these positive and

negative expectations is shown to the clients to previde them with some

awareness. Y‘

Activities: Step-by-step activities

(1) Distribute a simple inventory gn “My*expectati t dzu»gs”
| &
and ask the members to co it. A
4 X
(i1) Discuss within the group?%( m of the ome from
drugs. Encourage ew to_s
Trigger the merh tho%

a
or stateme :su’1 as: Tvai) last time you took
drugs?”& t was

the e ion met? t, \»@"; and “Are there other ways
' S
that could pro\ sﬁn%esultsfgn

(111 Xmmarlze thé&sessio d allocate time for members to give

\ any com }slor &s%}uestions.

itle 3: dr’g n ﬁ-ﬁfe (POC: Consciousness-raising and self-
a on)t

reevalu Y*
S

Content description: Provide awareness to clients on the history of their

mora d experiences.

iscu@ns with questions

>

7}
pecg tcome of the drugs? Was

addiction through a structured narrative technique; with clients honestly
sharing about their daily lives and the activities related to drugs that

affect them.
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Activities: Step-by-step activities

(1) Distribute a simple inventory on “Drugs and my life”. wm
this activity clearly and ask members to complete the i tory
within 15 to 30 minutes. Facilitators have t‘*e among
groups and offer help in case members need if. Request each

member to read out their answer to ea@on according to

their turn.

(11) Discuss experiences in group
questions such as “You kno amount o tS@ in a

day, how about for a T y% w much time is

given to drug usagw a moTth a ye@ “How much

money has bee d a drugs?”; W r@ time is spent for

'%d to drug activity?”;
24

and “Ho

time 1s wasted an do you want to regain

beneficial ac%s (positi Yco
i 2

s%al aids (such as a pie chart)
(V@O&I‘d to provide an overview of

&u&amm'n tme and &dey used for drug activity.

sesﬁ;&/ and give members the opportunity to

m e
? !
¢
% make an oﬁlntl(l/? or ask questions.
- <

:
Title 4: hfsioldgy and psychology effects of drugs (POC:
N
Consciousness}‘asing)

Qe Content description: Expose clients to information and knowledge

about effects of drugs in terms of physiology and psychology. Clients
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are encouraged to give feedback and share experiences about the

effects that they have experienced. Y'

Activities: Step-by-step activities %\

(1) Distribute the instrument entitled “Drug screeni&ntory” to
group members and explain the instructions. Ws in groups

the stages of addiction experienced ‘Eéw members, and
a

explain didactically the definition o ge l)f drug usage.
(11) Show the video clip entitled “E of dru amily and
®
health” (2:27 minutes — by N 1 Anti dsn@After

the viewing, discuss in e % nte(@t'he video

clip. w\ g
(i11))  Educate group wa with fac out@“effects of drugs.

Distribute h%!t entit fe s@" drugs”. Discuss in
% ‘ X

me s to share experiences

@eriemced.

rovide opportunities for any

(e) N: Exp s of celgui!rn (POC: Self-reevaluation)
D, 9
on:

ovide awareness to clients on how drugs

become a problem.int their lives, particularly problems that they face for

&

;\ themselves and others, as well as their strengths and weaknesses with

and without drugs.

Activities: Step-by-step activities
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(1) Facilitators ask each member to name an individual who is

important and concerned about them. Write the m%’

responses on the whiteboard (possible answers @ther,

father, wife, children, brother or friends). Discﬁ* issue by

focusing on “Why do they choose these indivim

(i1) Distribute an inventory entitled “W M’. Explain the

instructions to complete the inve sk re members to

focus on “the individual stated” 1 on 'n.g\\'anentory.

Upon completion, discuss the%ers’ answ ' _\Q
(ii1)  Ask group members to di el rél ions' to ex&ésions of
S yo@bva-ction when
entOﬁg expresses their

} .2'31')0 you think that this
S

re any incidents (caused

cus on your problems?”

rovide opportunities for any

% ‘Ue's%ti n: ~@is‘t clients to identify positive values which are
4
5 in them and how ﬁk@, are conflicted with their addiction behavior.

S

\ Activities: Step-by-step activities
e (1) Explain didactically about the values in a human’s life,
Q differences in values among humans and their significance. Use

presentation slides to facilitate the teaching process.



(@

164

(i1) Distribute the instrument activity called “The most important

thing is my life” in order to assist members to identi

4

personal values and how their addiction destroys lues.

3

Explain the instructions to complete the instru se these

questions to generate thinking among group@ers: “What

do you want all this while?”; “What him done to obtain

them”; and “Do you get what you w

(i11)  Ask members to discuss their an S an swr ehngs
®

and experiences about the ac , and how, ell % s are

hy?),

compromised by their a 1o, l \?~

(iv)  Summarize the ses d plYVl oppo@?i.es for any

comments or ql.\ é

: A
Title 7: Pros and b@e)
&
Content descrlm ' the profit (pros) and loss
(contras)of thz addlculy to e a balance (weightage) of this
nces

’
s1tuat n ba \OKK

2.

T nythlng that is being experienced

behavior, \3.
S
(i1) Distribute the instrument activity called “My profit and loss in

drugs — Part I”. [Explain the instructions to complete the

instrument. Ask members to complete the instrument according
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to their own views and experiences. Upon completion of this
task, ask members to discuss their answers. T

(i11)  Conduct the activity of profit-loss rating. D1%\ the

instrument activity named “My profit and loss%gs

IT”. Ask clients to list down the profit-loss whigh was obtained
in the previous activity according ity. Assist the
members by prompting their action Z sta ment “How far
is it important to you, when you wemsmn to
\
use drugs?”. { | _{')
(iv)  Assist clients to make y cq@a'mng the

lists that have been$ ETpla dldat@; about this

balance, and I‘Na and conSyean c@%e in their daily

llfestyle discus %n A'%nng of experiences

S
Q—
v) Sum }th I sion and 0 1de opportunities for any
S orq stio '
ol "&
(h) Ti& latiol@JOC : E%Vlronmental reevaluation and Social
N
Mio 3 | @)
e

O

onte? pt on&smt clients to reevaluate the effects of their

among

%addlctlon on op§. and surroundings that are important to them,
B
\ especially when it involves their relationships with families, careers
0% and social lives.

Activities: Step-by-step activities
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Distribute the inventory entitled “My social relationship” to
members and explain the instructions to complete Yﬂk
members to list down as many people who are @;o or
associated with them (for instance: family s, peers,
colleagues) by writing their names or nickn&?ln order to

help the members, facilitators could gisera thinking among
(13 0 d

them by asking about issues such (] you remember

most and wish to be with?” or t happe them as a
®

X

| &

g
to .ddentify the

S th%'}osest person

tot 4‘ast close. Use the

result of your addiction behavi

Generat rs’ discussions ab ow this relationship has
chan }a. Ti the&’%hssion, facilitators can break
mbers into ah ps. After they are done, ask one

' &
@ese@m eaggimm to present the outcome of their

)

scussi ovidtiqﬂfr review on the discussions.

!
¢
Stfn 1 {heb::gsion and provide opportunities for any

|

%t b { ?ns oﬂﬁ\estions.

Y-v

N
Title 9: Your r*e;onsibilities (POC: Environmental reevaluation)

Qe Content description: Provide an opportunity for clients to identify

responsibilities that they have to carry and how addiction causes

neglect in all them.
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Activities: Step-by-step activities

(1) Explain didactically about the concept of responsibility?'

relationship to members who have responsibilities@d:

husband or employees.

S
en,

(11) Discuss in groups their responsibilities as children, husband,

father and employee (separately) and Qow gs affect these
ofis an

responsibilities. Ask for members’ write them on
members to rewrite them.

(i11)  Discuss in groups thei

ir% cam&ut their

mmeé\z:titled “My
plaé%e instructions to

i i@hat, ask members to

S
@ing the matter.

vide opportunity for any

%situations, clienta’@ 1 evaluate their levels of confidence to face them.

'& - N -
\ Activities: Step-by-step activities
Qe (1) Introduce the topic by providing information didactically about

highly risky situations, temptation and self-confidence, and

their relation to self-efficacy. Information regarding the two
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rehabilitation activities that will be conducted is given in order

to enable members to get a more accurate overview s
concept. %\
Distribute the inventory entitled “High risk ions check

list” to members and explain the instructions to%mplete it. Ask

members to answer the questions and‘ iMem with other
Cc

group members once they are don ragi discussion and
sharing of experiences among me s ab utWtions.
®
» | | .
Distribute the inventory entit y level oﬁﬁi@ryse” to

members and explain i ru\ com@t'e it. In

ve toéhmd members
situ@%s that they have

completing the inve

to refer to the ist of high-fi

attempted ea%ince it MS%
Having %nhe iQ/ento ,
expeti Xn gt S. ‘%\A
membe nllah& personal evaluation of these
' &
\e& o ch

;@5 activity’s inventory.
N

sk members to share their

-

WVitiei = 1st of high-risk situations and their
&wn 1 confi e. Provide opportunities for members to

\ ¢ ' Co
obtai lﬁ'na{o}q and share views on their own self-
NS

b ¢ ?me. *&)mote support and encouragement among

Summarize the session and provide opportunities for any

comments or questions.
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Title 11: Problem solving (POC: Self-efficacy and Decisional

balance) Y.
Content description: Provide information and training sc%nts on

systematic and correct problem solving steps. Clients are encouraged to

use the pros and cons technique to assist the

decisions, using the steps, which they have eeWt.

Activities: Step-by-step activities

king the best

(1) Educate members about decigions and about 1 1®al;zwho

instincts, without thinkiw ing the e@“tive steps.
Provide examples ((M and impligati Qs
le 1

(i1) Introduce effectiv\
=\
members. ne, i ’teggé\by giving an example
6 -
g

which 1\ nt to ber.ﬁ@ example of a problem is:

e issug of e

& ps Q f@le solutions to problems.

NS
tM Provide s ?&io&g‘a‘ining for problem solving — divide group

Q, mbers to smaller groups. Each group receives one
:
% p e&atic‘zﬁuation and they have to solve it according to the

B
steps thas,have been learned. Examples of situations are: (1)

"When I am bored, I will take drugs"; (2) "I love entertainment,
eventually I will take drugs"; (3) "I am ashamed to face the

public"; and (4) "I am not confident I will get a job". Distribute
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notes on “Ways to overcome problems” as references, and the
inventory on “Brainstorming ideas form/Pro-contra” VMS
simulation practice. %\

(iv)  Encourage all members to share their experi bout this

activity, particularly the experiences and knowl?ge gained.

) Summarize the session and provide Nnities for any
comments or questions. g i
Title 12: Identifying needs and resources C

Content description: Assist clients toidentify person requwcments to

promote and maintain channg \ SY.
Activities: Step-by-ste[x%s
ally t

(i)  Explain didacc;:' y the M

ncaurage stio@d opinions by members

&a.n’tiresources, especially

for drug addi c

in@%} understanding.

jon “Needs analysis” to all members

-+
o
o
»n
w2
2.
7]
?
. =
(¢

’
{d pl \m"kt tions IBVComplete it. Ask them to identify

&eeds ichgre rel @o them, and whether or not they are

\ & I e
% under co yog@ure improvement. Help the group members

Q’ :t bu'lyrs nd \clrly each of these needs.
b4

(i11)  Distribut e instrument on “Information and location of
resource” and explain how to complete it. Ask the group
members to fill in the space for needs which must be improved
with the list of requirements identified in the previous activities.

Provide time for the members to do this. Monitored discussion
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among members is encouraged. Facilitators can assist members
by giving them accurate information about a relevantvw
agency if required. %\

(iv)  Open the session to discussion and sharing of e&ces about

requirements and resources in groups. Fac111 ors must offer

encouragement and support to all be to fulfill these
requirements and how they can s51s nce from the
identified resources.

) Summarize the session an vide nlty _{b the
members to make some ts ra{k ns\y'

The committee also suggested d de t addsthree § sessions to

&

enable the psychoeducational group the%no le to the l@uements of group

s Py
therapy sessions, which are listed w 0 Q}

(a) One 1ntroduct on w fotuses @e main content about the
AN
processes in ng gr sessioh; known as assessment and
'S

icebreaking sessions; s 40

(b) O ctc@n tha{w uses on the processes in introducing

h sychoeduc onlxl therapy concept, also known as
oduction t? gl-dcatlonal Group Therapy; and
:&One closing sésmﬂiw ich focuses on content that deals with the group

\ ending process‘??own as Review and Group Ending.

Qe PGT sessions are held for 90 minutes, twice a week and conducted in an

tirely structured manner according to the manual provided. Each session has the

same four activities in its content, which are:
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(a) The opening session activity in the psychoeducation group which
begins with greetings and a motivational speech to all group m S
who are present. Supporting and encouraging speeches are @nt to
provide motivation to members to maintain their nce and
complete the PGT program with flying colors. An ex@mple of such a

speech is “your presence here today is a posi iNn and the right
bzut

commitment to support the change that you tojmake”.

(b) A brief flashback activity on prev ses iowre more
®

opportunities are provided for mem

0 give co ellts _{r)\views
is_ cfuci r tbe;lembers’

about the past sessions. This A
learning process, while si nwg: tﬁTre 1 con@;on between
each session. é O

(©) An activity that i%s in@_}\%\ n @?aining the learning

S
objectives that e aaliev m eakﬁé?ession. Such an activity

can help the%ors I ocusjon @ies which will be conducted
so that suitable for elleabhg objectives. It will also assist
'3 &
T \o un

the me (%Idnd the objective of the session

&

ducted. N
c\ p i C‘)(J
%)stpo emen c‘vi%which will provide information on the next

(d)

\
%:ssiof i s of topic, date and time. This activity is important in
A helping the fac@dr and group members to make early preparations.

Strategy and technique used

0 The right strategy and technique is very important in promoting the clients’

behavior change processes, especially for those who are at the pre-contemplation and
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contemplation stages of change. In this module, the whole sessions apply strategies or
motivational approaches as suggested by Miller & Rollnick (1991, 2002). S?Uf

them are: %\

(a) Use of open-ended questions — facilitators ask cli en-ended

questions which require them to elaborate on thg answers, for

instance, “What are the negative things that w*'l happen to you if you

continue to take drugs?”

(b) Listen reflectively — facilitators provide ecti ws to glve
meaning to clients’ statements, w@normg he focu o& sald
statement. Y},

(©) Affirming — facilitators gi ffigmati sor@ng good and
complimentary to suppwaents' c

(d) Summarizing — fa%rs to hrdg a sn'g%’nary and relate all
S
discussed matte clie nps change ob&@e.

In terms of techmw '1 da @everal techniques which are
S
@py to ieh

normally used in p \ tw develop or progress through pre-

contemplation Qmpla‘lon stages oxa?ange and which are suitable to the

change proc z gtal (]1) éﬁde of these techniques are:
(a@hoe cation !dgellc sessions to provide information related to

addlctlo nd rugstzas well as the effects.

e,

$ Clarification of@lues — ask clients to give values to their behaviors
% and what they treasure in their lives, in the hope that they will realize

and admit that addiction problems are the opposite of their values.
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(d)

(e)

®

(2

(h)
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Problem solving — clients are exposed to brainstorming methods to
generate alternatives and to make the best choice to SOIVYM
problem. This technique is able to increase clients’ self-efﬁ%\

Assessment and feedback — to give opportunities to chs‘&new their

problems realistically, as well as their effects on other Rople.
Decision making — expose clients to skills 1 Mg decisions by
taking into account various aspects of p 'llc s/efpectations, and

weighing the pros and cons. .\d
.y

Cognitive recognition — educate clie ident d‘lt&%’[ can
lead them to substance abuse, repTa se T@éhts with
positive thinking. w\

Clarification of roles —& nts to s@%l roles that they
play (such as father mploye e how their addiction
affects the impl on oﬁthe oles Q/_QQ addiction affects their
function in t ir sg dlngs.

Clarific Ye.eds:;:j n flashback to several aspects of

1 ic

their, S and 1fe

@e avai

c 1!:
h %@’ can help them, especially resources

the es and their environment which could

»
&! techniquies &fhlclvare used according to the change processes and
1

K
N

tles in this manual h‘:alsted in Table 3.17.
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Table 3.17
The techniques, session’s title and processes of change &
Change processes Sessions’ titles Techniques a(%
Consciousness arising, Where am 1? Psychoeducati
Self-reevaluation Expected results Cogniti ition
Drugs in my life Eval ationzd feedback
Effects of drugs Ps c&ation
Self-reevaluation Concern othive Ilcognition
What is valuable larificati
Decisional balance Profit and loss
Environmental reevaluation, Relationship
Social liberation Your responsibili

sessmen Yd-feedback

—X

Self-efficacy, You can! N
Decisional Balance Proble %

ble Lvi
sx 0 ;-\I({O ving
of ften
Social liberation Identificati f Clarification of requirement
requirement and re % yéﬁychoeducation

% o )
“ &

&

(6)  Module draft \ Aj \A

<

Having detailem prepare dﬁe%ntent, one draft of the module was

produced for the @ of alpilot tudy fi odule assessment. Each module title
. @ .

and content was ared ip a ciureé) at which was easy to comprehend and

4
implemen ribedibelow: L/

N
Poly =
Session numbers aﬂQ‘htles
N
Introductory sg?on — features brief introduction of each session

% according to the titles provided.
N

4

Learning Objectives— are the objectives that the group members hope

to achieve through the implementation of these sessions.



N

(d)

(e)

®

(2

(h)

()
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Material requirement — is a list of items or supporting materials which

are needed to make it easier for the activities to be carried ou

sessions. The list comes with handouts which are needed 1@1%3

to assist teaching and learning/discussion. A
Presentation method — is a method applied in condu%g activities in
groups.

Time — duration of time used, which is esti c bebetween 60 and

90 minutes for each group session. .\d
®

ovided by, the fac_’@or n

isc% topi hether or

men\bers ask tlons as the

Question and answer — 1s the guidan

order to engage group membersi

not an opportunity is provw
sessions are being con%)

Feedback — is a gul estabh the dacilitators to determine

"?
the group me el g} acc tanceQr- earning progress for a
o e

k is Q’}amed using written or verbal

certain title ssuT :
tests. b} l Q

‘o

'
Impl, tation '— \fhe sessli contents that will be conveyed or

cus ac ng to the titles which have been

¢ i C‘)
: tablished. e];byts,}ep method is used. To ease the content
\

Q

esenfa d drscussion, facilitators are encouraged to provide
content summa@l the form of a computer display and screen using
“Microsoft Powerpoint” software.
Session review — 1s a list of content summaries which can be used by
the facilitators to help them do a review at the end of the session, and to

ensure that no important issue is left uncovered.
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3.7.2 Pilot Study for Module Assessment

A module assessment pilot study was carried out by the researche ogt;n
information on module quality in general, especially in terms of cont %bility,
activities available in the module, appropriate language and its leyel, as well as the
possibility of language errors, as suggested by Sidek dan J%;gn. (2005) and

Jamaludin (2007). Much of the information obtained fro thVUVstudy became the

A module assessment committee was elected by the re a:c\g ssswthe
| | | &
module from the aspect of its development; ch included “the 1nféﬂnat10n,
s X

M of con@(), strategy

tee z\fgrepresented by

(Q conducting drug

platform for the making of the module.

theoretical basis, objective determiners, moduléy€onten

selection, media logistics and the modulﬁw Thi

three senior officers from AADK who e V%x

treatment and rehabilitation, and %ergi%
7}
treatment and rehabilitation& omehﬁs}ureg&@ tools, and an expert in
training and drug rehabilitat dul N
' QO
The researcher accepted arQ u%gestions, comments, statements and

experiences as in@)provl the thodule. a&?information received was put into the

module, as w Nsse i, detail il th ious section. One draft of the completed

module w, red and w’ll e icd into the pilot study by involving the real

ofs er',Eg t up this matter in the validity and reliability
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3.7.3 Module Validity and Reliability

1) Module validity studies \2
Module wvalidity studies were done to evaluate A& :of the

psychoeducational group therapy module which the researcher had Wed. To be
an excellent module, it must have good validity in order to givwitive answer to
the main question of this study, which is “Do t}mdule known as
psychoeducational group therapy have good validity? mphas ed idek and
Jamaludin (2005) and Jamaludin (2008). ' “‘)Y'
This study uses the descriptive de51gn as ested‘ob Mghd Matrd (2004)
since it is able to explain a certain phenom on 1ch is 1ng, %&Y)lore a field
which has not yet been revealed or r% . Sidek~2000) st that this method

can be used to provide a systematic and a nakon of the facts and

characteristics of a population or a

ed field. met@s suitable for use when

conducting a specific research al as een previously studied (or

lacks earlier studies), gtich agln this ;rﬁ @ in order to answer the issues
E ’ ' g

brought up in the s
The rese €spo @ ted 1ndividuals who are related to the

.
development 0 ul and ! "lq‘m:e of them are experts in counseling and
drugs, n rofe}s b} r@ja}n Adilliah binti Ahmad Ibrahim from Islamic
Scie nc Un ersity of Malay espondent 1), Dr. Haslee Sharil Lim Abdullah
( 31ty of Malaya — respondent 2), and Dr. Mohd Muzafar Shah bin Mohd Razali

tan Idris Education University — respondent 3). The other two experts were from
Qltlonal Anti-Drugs Agency, Ministry of Home Affairs, namely, Dr. Sabri bin

Zainudin Zainul (respondent 4) and Nor Azri bin Ahmad (respondent 5). Although
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only two respondents would have been sufficient (Mohd Majid, 2004), the researcher
chose to add more respondents in order to obtain a better validity rate. Y'

All respondents were given a copy of the psychoeducational g%\rapy
module and told to thoroughly read and study the module. Later, the respond
to a questionnaire related to the module content validity, known as%§kala Keesahan
Kandungan Modul (SKKM) or Module Content Validati me. SKKM was
founded by the researcher, who was guided by the Modul %V lidity designed
by Jamaludin Ahmad (2002). The questionnaire had six s which \;ided into
two parts. The first part contained five items whic lied the -cﬁo@iker‘c
Scale. Compared to the original questionnaire udin é e rgie?;cher had

nditio@ﬁ-;ﬂ) to this
to @%ase the addicts’

changed two items that fulfilled Russel’sw andvﬁfth
module content, which are “module% can be
change performance” and “this mo ontent c\ss%t t ead icts to move towards

N
higher stage of change”. Sec *the seﬂcond 1t Wfé@n open statement to the

responses, @back and suggestions in the

respondents to provide wri %meIt %
space provided. Thes%, hich" ee ‘gllts@ evaluated, reinforced the ideas
a

and established th odules
questionnaire dw by
¢

The wion etho

followi la sug ?y Ja@ldin (2007):
Yv

_—

n, 2%’9’ The researcher used the original

n (20@& this part.

l ?
f(f ﬂEfj easurement instrument was based on the
Y

N
éotal Experts Scoreb@ X 100%
0

Maximum Score (25)

0 The score provided by the experts through the Likert scale is totaled to

represent X, and divided by the maximum scale score of 25. The number obtained is

= Content Validity Performance
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then multiplied by 100%. If the percentage obtained is more than 70%, it means that
this module has good content reliability. In contrast, if the percentage obtaine(Ws
than 70%, this module does not have good content reliability. H@ the
percentage can be changed into the decimal form which resemble rrelation
coefficient (Jamaludin, 2007), and which has the same meaningWrtraying the
content validity, for instance 70% equals 0.70. V

\Y

. .\d,
Results of content module validity analyses ’ \Y-
|9

Table 3.18

Respondent Percentage score Validi fficient
R1 100.0 Ymo N g
R2 92.0 \, 0.92'1 é\
R3 84.0 \) 0.84 é
R4 %0 , \9@1 /\'\
RS 88.0 % ) A
' Q-

Average 92.N JW;SO

' -
{ '
The research results’ show th c 4‘11((}@16 content validity obtained was
between 84% to @ in @@f con@validity coefficient, between 0.84 and
N

1.00. Detaile M arg featured 1 IT .18. The results indicate that the average
of modul validity oPta ed g (92% or 0.92. This shows that the PGT module

4
has gswtent validity. :CO@EIltS received from the respondents were very
ive. o

po& hey stated that the content of the module is satisfactory and it focuses more

tment of clients.

N
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2) Module reliability testing

Research on the module reliability was conducted to eme
psychoeducational group therapy module reliability coefficient valu h was
developed by the researcher. Sidek & Jamaludin (2005) stated that $ﬁility ofa
module means that the module is consistent and is able to prod@s?stent results.

A module that has high reliability has to be consistent, a wve able to provide

erentitime.

This research used posttest experiment design, in which e&%&nt{v&vere

given treatment through psychoeducational Q therapyje’ tg;%ndent

variables were only measured once using th&cﬁte t\{@ e rel{%}i:y is the
erap {

dependent variable and the psychoe@ca al ra,\p

independent variable. According to (2011),

impact to the target of the same module when conducted

odule is the

meth@is a true simple

=t

experimental research design but Eas ’ngl’l‘ i Vgi
%d

7}
used by Jamaludin (2008), w. that™it_ wa uitz&& determine the reliability
N

value of a newly developed e.
'S
The research respo ents\ afeqi}} of 24 drug addicts who were

O

undergoing drug ea%ﬂ anll reha ilitati@ CCRC Jelebu. Purposeful sampling

N
was used in s Nthe e%nﬂ, a&()mlly addicts who were at the early stages of

L{Q‘t was the same design

changes sen. The ’es on g&&s’ were divided into two experiment groups
0

b g
which to" subscrib {5 p oeducational group therapy sessions that were
N
condu by the researcher eﬁ':aresearch assistants. Each group was limited to only

bers since this would be more efficient when conducting the module which is

Oed on the concept of group therapy (Velasquez et al., 2001). At the end of each
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session, respondents were required to complete the module reliability survey, or
Module Reliability Survey (SKM) developed by the researcher. YV

SKM, which is used to test the module reliability coefﬁcient@ was
developed by the researcher based on guidance and recommendatio amaludin

and Sidek (2001 & 2005). The researcher applied the approach of ¢feating question

items based on the steps of module activities, since it hQEN,Z matic steps for
activities to achieve the goal. Moreover, this approach is the' best and can be

used as one of the methods in determining a module’s réliability ((S1 amaludin,

@
2005). There are 85 items related to the steps in th vities in t ‘d esyin the

form of a five-choice Likert scale, namely, (5 y % ree@ not sure,
itéms e divjéh?i.nto 15 sets

according to the number of sessions a%ame applie O<<

as@ement is based on

Cronbach’s Alpha method as%ed bg) Jamaludin 7). Results which were

gathered showed that the }s reliability oeft@ value is 0.97, an excellent

reliability coefficient %

specifically develo achiev

researchers, bow nd
¢
3 D tion
S e T
11 data was collected CRC Jelebu, Negeri Sembilan and involved 46

N

r ents at three stages, known as pretest, posttest and follow-up-test. (One
Q ondent was disqualified when the test was administered, and two respondents did

@at the module, which had been
liability level as suggested by the

udin, 2007).

t turn up during the follow-up test.) Since the respondents involved in this study

were drug addicts who were going through the treatment and rehabilitation program
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(inmates), one written application enclosed with the research proposal was submitted
to the Chief Director, National Anti-Drug Agency. Y’
After approval was received, the researcher conducted a scree@t by

using the SoCS instrument on 88 inmates who met the initial criteria, h was to

have been in treatment and rehabilitation for more than 14 days and up to six months

(14 days to 6 months). From this test, 46 inmates qualified t Mte in the study.
Cd

Later, they were randomly divided into four groups who tl‘f SES and DBS
instruments as a pretest. The procedure in completing SoC iwt was not

®
| N4

repeated to the respondents to prevent error in the m ment inst er'c. %&y from

osttest onducted after all

the SoCS screening test was used as the prete?‘
15 group therapy sessions had been carriedwut thebﬁame spon@gg:mups using
SoCS, SES and DBS instruments. M r follow- est @given after three

months from the date that the postt s admini ,(\

S

All pretest, posttest anz%up- ests w ecgiv2§2 the respondents in their
own groups (separately ac%o tI sear grﬁThe method to complete the
instrument was a self- general, thi dalca @ection process ran smoothly and

' &
went well during t wnonthf, \ %(J
N
39 Data Ns 3 | @)
? (J"v

T e%arch j}a was anal using the program known as Special Package
4
Social Sei

ence (SPSS) Vers'eq,‘gl. Two parts of the data analysis was carried out

i:Nudy, as follows:

-
75
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3.9.1 Descriptive analysis

This section is for reports on information and research respondents’ &gtive

data regarding demography, stages of change, self-efficacy and deci:’o%alance

level. The statistic method used was frequency, mean and standard diviation.
3.9.2 Effects of treatment analysis V

This section reported the effects of treatmen ;searish groups and
hypotheses testing. Data analysis was done at two sta cco iM‘research

A
designs used, which were the within-group and b roup desi dat&ﬁtained

from these tests were tested with suitable abl% efly ﬁgl'ains the

hypotheses developed based on reseafw CtiVEY’ va 'ables@olved, tests,

instruments and techniques conducted.

The within-group design ﬂ'% was us\fb§$ra @ effects of treatment

among pre and posttests for e%pe dent variable, @ording to the experiment
P

group which was studied.%.; atis,c od § was one-way ANOVA for
repeated measure, fo% y p? ho }elst ng Bonferroni multiple-paired

comparison (Kin%Gray,‘ S sug d by Chua (2009), Saedah (2004),

Bonate (2000),& en, d A@Q (2000). The hypotheses involved in the
¢ C,)

statistical test,were'1a, 2a, 3 §;, (@,/10, 11,12, 13, 14 and 15.

A%.-,é*
N
S

>

Vs
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The between-group design was used to view the effects of treatment for each
variable among the research groups at the post and follow-up tests. The st?ﬂl
method used was covariant analysis test (ANCOVA), followed by post @ough
the use of Bonferroni’s multiple-paired comparison tests. ANCOVA d since it
could statistically control extraneous variable, which is known asWiate (Chua,
2009) for all independent variables. The hypotheses in t 'Mﬁcal test were
hypotheses 1b, 2b, 3b, 4b, 5b, 6b, 7, 8,9, 16, 17 and 18. &‘

Since the number of respondents in this expe ntal rewas rather
@

to al‘ hl@heses
du% \/T

as
nt @ﬁfec the g effect size

siz@ can be measured
by subtracting the means (differen%[weerﬂa S, "SM2) and divided by
% )

standard deviation (SD) of eit p. This m enzzQ,-"%alled Cohen’s d. Effect

.5”,§large, d = .8” (Cohen, 1988,
(

25).
p.25) % y 2

oy O
3.10 Chapter s& y l %

-
O

This C%\Aaiis % . 'd(ef‘l) the research design, subjects, PGT module
which e &%s’ses j;l ulefde elc@}ent, managing the module and early research,
Zﬁ/ 4
e

instruments whic&g&sists of its development, management and initial

small, for both ANOVA and ANCOVA tests that we d

in this study, one test of statistical power woul

To measure of the magnitude ofw

calculation has been used. According oha (1988), e

5

size is defined as “small, d £.2” e1

measu

N
r M for measurement instruments, and analysis procedures.
The research design for this study is made up of pre, post and follow-up tests
Qith four types of research groups, consisting of two psychoeducational group therapy

research groups and two control groups, and involving 45 respondents. The effects of
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treatment on respondents studied were viewed from the aspects of stages of changes,
self-efficacy and decisional balance. There were two main types of instrumelw
in this research. The first was the PGT instrument that covered the P@dule,
module content validity scale (SKKM) and module reliability sc M). The

second instrument was used to measure the effects of treatment, asq covered three

different types of scale, namely, Stages of Change Scale (SO{ESE: f-efficacy Scale
efit on fhree dependent
u .

(SES), and Decisional Balance Scale (DBS). Effects of t

variables could be viewed by applying the research de st W’bje t and
: . . N

between-subject designs, through 24 hypotheses whi re develop, ' _\:')

%y

\,Y' N7



