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ABSTRACT 

 

Living with substance users negatively impacts upon family members in 

many ways, and distress is common. Despite these deep and wide-ranging 

impacts, supportive interventions for family members in their own right are 

rarely available. Thailand has substantial and growing problems with substance 

use, and there is very little support or family members of drug users, especially 

in community setting. The Thai Family Support (TFS) program was designed 

for implementation in primary health care units (PCUs) in Thailand. TFS was 

based on two approaches with existing empirical support in Western contexts—

the 5-step method and CRAFT—with adaptations to a Thai setting that included 

integration with Buddhist practices. Its aims were to increase well-being of 

family members, reduce mental distress, improve family relationships between 

family members, and engage substance users in behaviour change.  

A small-scale randomised controlled trial on TFS with a Delayed 

Treatment control was conducted, with assessments at 8 weeks (Post 1) and 20-

24 weeks (Post 2).  Structured interviews with participants and PCU staff and an 

examination of five case studies augmented the quantitative results. Mixed 

Model Analyses were applied to quantitative outcomes, and thematic analysis 

was used for qualitative data. Thirty-six participants (18 in each of Immediate 

and Delayed Conditions) were recruited. A significant difference at Baseline 

between the two conditions was observed on the Thai GHQ-28 and Gender, but 

it was not possible to statistically control for these effects. There was a 

significant Time by Condition interaction on the Thai GHQ-28, WHOQOL-

BREF-THAI and FAS, reflecting greater improvements in the Immediate 
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condition by Post 1, but with the Delayed condition meeting or exceeding that 

effect by Post 2. On FES Cohesion and Conflict, there were falls across 

conditions at Post 2, but only Cohesion also showed a Time by Condition 

interaction, and that effect was consistent with a delayed impact of treatment.  

Overall, TFS by PCU staff in the Delayed Condition gave similar results to TFS 

conducted by the researcher, supporting the viability of its dissemination to 

standard health services.   

Qualitative data also confirmed the quantitative results. Most 

participants reported physiological and psychological improvements even 

though their substance-using relative did not change their drug use behaviour. 

After completing TFS, participants reported increased knowledge, group 

support and sharing feeling, having positive patient-professional relationship, 

having greater knowledge of substance abuse and social support. In particular, 

they changed their behaviour towards the substance user, resulting in 

improvements to family relationships. PCU staff gave similar responses on the 

efficacy of TFS, and saw it as feasible for routine use, although some 

implementation challenges were identified. The cultural adaptation and in 

particular the religious activities, were recognised by participants and PCU staff 

as an important component of TFS to support psychological health and well-

being. 

Findings from this study showed the impact of substance use on family 

members and difficulties that they experienced when living with the substance 

users, resulting distresses and burden that may develop severe mental health 

disease. Drug use policies should be modified to support family members and 
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response to their needs effectively for early prevention. This study also gave 

preliminary support for application of the TFS program in rural primary care 

settings and identified some policies that will be required for it to be 

disseminated more broadly.  
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CHAPTER 1 

INTRODUCTION 

A high frequency of drug abuse is a global phenomenon, with the risk of 

both use and abuse being particularly common among adolescents and young 

adults. About half of the adult population, around 2 billion people, use alcohol 

with approximately 76.4 million of these suffering from alcohol use disorders. 

The current prevalence of tobacco use in many countries is also high. According 

to World Health Organisation (WHO), 23% of adults aged ≥ 15 years were 

current smokers worldwide in 2005 (2005 as cited in WHO, 2008). 

Furthermore, World drug report estimated that 185 million adults take illicit 

drugs (United Nations Office on Drug and Crime, 2005).  

Evidence of substance misuse in Thailand 

The Kingdom of Thailand is the third largest country in continental 

South-East Asia (Ministry of Public Health, 2008). The population of Thailand 

is 63 million (WHO, 2008).  Like other countries, the proportion of Thais who 

use drugs and alcohol is rising rapidly, especially among adolescents (ABAC-

KSC Internet poll, 2002; Assanangkornchai, Pattanasattayawong, Samangsri, 

Mukthong, 2007; Assanangkornchai, Aramrattana, Perngparn, Kanato, Kanika, 

Sirivongs Na Ayudhya, 2008). The most recent survey, the National Household 

Survey on Substance and Alcohol Use, was conducted in 2007 with 29 of 76 

provinces in Thailand selected for sampling. The final sample of 26,633 

respondents were aged 16-65 years, male 45% and female 55%, from 11,348 

households. Approximately 2.5 million people had used at least one kind of 
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substance in their lifetime, which comprised 5.42% of the total population aged 

12-65 years in 2007. The estimated number of people who had used any 

substances within the previous year and the previous month were nearly 

600,000 and 350,000 respectively (Assanangkornchai et al., 2008).  

In 2006, the most common illicit drug use in Thailand was Yaba            

(a mixed methamphetamine tablet). In 2007, Krathom (a traditional plant-based 

mild narcotic) had overtaken Yaba as the most common illicit drug, followed by 

cannabis, Yaba and inhalants (Assanangkornchai et al., 2008). In terms of 

alcohol consumption, approximately 17 million people had used alcohol in their 

lifetime, with 13.2 million reporting alcohol use in the past year, and 10.5 

million reporting its use in the past month. The National Household Survey on 

Substance and Alcohol Use in 2007 estimated that 6.7 million Thai people aged 

12-65 years were binge drinkers. The AUDIT identified 22.7% with hazardous 

drinking, 3.1% with harmful drinking and 1.9% with likely alcohol dependence 

(Assanangkornchai et al., 2007).  

The WHO World Health Report in 2008 stated that the prevalence of 

alcohol and tobacco consumption was higher in Thailand than elsewhere in 

South-East Asia or globally. WHO data in 2003 suggested that Thai adults 

(aged ≥ 15 years) consumed an average of 5.59 litres of alcohol per person, 

while adults across the South-East Asian region drank 0.51 litres, and adults 

worldwide drank 4.36 litres. The rate of current smokers among Thai adults 

(aged ≥ 15 years) in 2000-2007 (21.7%) was similar to that of the rates for 

adults in South-East Asia (21.9%) and for adults worldwide (23.0%). On the 

other hand, the prevalence of smokers among Thai teenagers aged 13-15 years 
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was higher than in South-East Asia generally or globally: Thailand, 15.7%; 

South-East Asia, 12.9%; and globally, 13.4% (WHO, 2008).  

Prevalence of substance use by adolescents 

The largest group of drug takers throughout the world are adolescents 

and young adults (Anderson, 2006; WHO, 2007; Pidd, Boeckmann & Morris, 

2006). Experimentation with tobacco consumption starts early. Anderson (2006) 

reported that most global smokers start smoking before the age of 25 years, 

often in adolescence. The 2008 WHO report estimates that 13.4% of teenagers 

worldwide smoked cigarettes (16.3% for males, 10% for females) (WHO, 

2008). The 2010 survey on substance use in Australia reported that only 2.5% of 

young people aged 12-17 years reported smoking daily, although this rose to 

13% of 12-19 year olds (Australian Institute of Health and Welfare: AIHW, 

2011). Alcohol consumption is now occurring early in adolescence throughout 

the world. In Europe, the average age of young people started drinking is 12.5 

years (Anderson, 2006). In the UK, 65.9% of 6,628 school students aged 11-16 

years first tried alcohol at the age of 12 years or younger (Moore, Rothwell & 

Segrott, 2010). Among 14-19 year olds, the 2010 Australian National 

Household Survey reported that the average age of initiation of smoking was 

14.9 years (up from 13.9 in 1986), while the age of first drinking was lower 

(14.8 year, down from 17.1 years in 1986).  The average age of first using 

cannabis was relatively stable (16.1 years in 1986, 16.2 years in 2010) and the 

average age of starting other illicit drugs was 18-19 years.  However, 52.9% of 

teenagers aged 14-17 had had at least one alcoholic drink in the previous 12 

months (AIHW, 2011). Rates of at least weekly alcohol consumption in 
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adolescents increased with age (age 12-17 years = 5.2%, age 18-19 years = 

38.6%). The long-term risk of alcohol-related harm increased rapidly with age, 

from 1.5% of 12-15 year olds, through 8.6% of those aged 16-17, to 20.3% of 

18-19 year olds. At least monthly, 34% of 16-17 year olds ran a significant risk 

of harm from a single drinking occasion:  this rose to 64.6% of 18-19 year olds. 

(AIHW, 2011).  

A 2007 national survey for the US found that 8.3% of the American 

population, or an estimated 20.4 million people, were current illicit drug 

consumers. The most popular illicit drug in America is marijuana, followed by 

cocaine, hallucinogens and methamphetamines (Substance Abuse and Mental 

Health Service Administration: SAMHSA, 2007). In Australia, the 2010 

National Household Survey reported that over 18.7% of young people aged 14-

17 years  had used an illicit drug in their life time, and 8.3% had done so in the 

last month (AIHW, 2011). However, the percentage of 14-17 year olds who 

reported using in the previous year (14.5%) was much lower than it was in 1986 

(23.6%).As in the USA, marijuana was the most commonly used illicit drug, 

with 12.8% of 14-17 year olds using cannabis at least once in the previous year.  

The age that Thai adolescents first use drug and alcohol appears to be 

earlier than ever before. According to WHO (2003), the median age of the onset 

of substance use in Thailand was 14.83 years for cigarettes, 15.70 years for 

wine, 16.04 years for malt beer, and 16.50 years for amphetamines. Initially, 

Thai adolescents indicated that curiosity and enjoyment were the main reasons 

for drinking beer or wine and taking amphetamines, whereas curiosity, stress 
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relief and social acceptance led to young Thais to take up smoking (WHO, 

2003). 

 Kandel (1975, cited in Bukstein, 1995) described the common 

developmental stages of adolescent drug involvement, beginning with ones that 

are legal for adults—tobacco and alcohol. The use of alcoholic beverages and 

cigarettes typically precedes the use of spirits, followed by other drugs, 

especially illicit drugs such as marijuana, opiates, cocaine and heroin. Drug 

involvement at earlier ages also serves as an important indicator of the 

heightened risk of later substance use (Skara & Sussman, 2003; Anderson, 

2006).  

Young people begin consuming drugs for a variety of reasons: to feel 

better, to reduce stress, to avoid problems, to satisfy curiosity, to take risks, to 

feel like an adult, to show independence, or to get respect from friends 

(Hamilton, King & Ritter, 2004; Ginther, Bellenir, Cooke, Barbour, Mattews & 

Nielsen, 2004). Risk factors include: a lack of life skills or social support; 

exposure to environments where drugs are readily available and accessible; poor 

family relationships; a lack of family cohesion; poor communication between 

parents and children; parent and peer influences; poor academic achievement; 

and an early age of first substance use (Velleman, Templeton & Copello, 2005; 

Kumpfer, Alvarado & White, 2003). While problematic substance use is 

affected by a wide variety of risk factors, risks associated with the family are 

crucial. Some parents now appear to have less concern about their children 

taking drugs, because they had previously used drugs themselves (Kumpfer et 

al., 2003). In addition, some families fail to take protective roles that keep their 
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children away from substance use. These protective roles include positive 

parent-child relationships, parental supervision and consistent discipline, and 

parental attitudes or values that are against substance use. Family protective 

roles need to be considered as an important dimension of the effective 

intervention.    

In summary, while the prevalence of substance use is decreasing in some 

jurisdictions, use of some substances is occurring at higher rates or at younger 

ages, and the high frequency of potentially harmful alcohol and drugs by 

adolescents is a cause for concern  (Anderson, 2006; WHO, 2004).  

Impact of substance use on individual substance users 

The high use of alcohol and other drugs represents a significant public 

health problem throughout the world (WHO, 2008). Problems resulting from 

substance misuse include communicable diseases, especially injected illicit drug 

users sharing needles (e.g. hepatitis B, hepatitis C, and HIV/AIDS); non-

communicable diseases caused by smoking (e.g. ischemic heart disease, stroke, 

chronic obstructive lung disease) and those caused by harmful drinking (e.g. 

morbidity or mortality from alcohol overdose such as liver disease, 

cardiovascular disease, and thiamine deficiency) (AIHW, 2007; Anderson, 

2006; Hamilton et al.,2004).  

In addition, mental disorders are common in people with substance use 

disorders (Tang, Kranzler, Gelernter, Farrer, Cubells, 2007; Phajuy & 

Sriburapar, 2007; Stinson, Grant, Dawson, June Ruan, Huang, Saha, 2005; 

SAMHSA, 2007). Among people with either substance use or mental health 
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problems, risks of the other type of problem are heightened, particularly when 

one of the disorders is serious. According to the WHO, The World Health 

Report (2001) predicted that proportion of the global burden of disease which is 

attributable to mental illness and substance misuse is expected to rise from 

12.3% in 2000 to 16.4% by 2020. Secondary harm related to alcohol and drug 

use commonly occurs, for instance, in traffic accidents, unsafe sexual behaviour, 

crime, intimate partner violence, self-harm, school failure, and problems in the 

workplace, and with legal issues, finances, and family relationships (Hamilton 

et al., 2004; Ellickson, McCaffrey, Ghosh-Dastidar & Longshore, 2003; Boden, 

Fergusson & Horwood, 2012). Young people who start consuming alcohol 

before the age of 15 have a significantly increased risk of developing alcohol-

related harm later in their life (Hingson, Heeren & Winter, 2006).  

Impact of substance use on families living with substance users 

It has become strongly evident that the alcohol and drug use of 

individuals can seriously affect family members who live with them, as well as 

close friends (Copello et al., 2005; Velleman, Bennett, Miller & Orford, 1993; 

Salter & Clark, 2004; Orford, Natera, Copello, Atkinson, Mora & Velleman, 

2005a; Frye, Dawe, Harnett, Kowalenko & Harlen, 2008; Dancan, 2009). The 

impact on Thai family members living with problematic substance users can be 

estimated by using some conservative assumptions (Salter & Clark, 2004; Frye 

et al., 2008). On the conservative assumption that a substance user will 

negatively affect at least two people in a close relationship with them, given the 

rate of current substance use in Thailand, there may be approximately 13.4 

million people negatively affected by binge drinking and approximately 1.2 
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million affected by illicit substance use by family members. The number of 

affected family members of problematic alcohol or drug users may even be 

greater than this (Velleman & Templeton, 2003). The tendency for the impact of 

substance use by an individual to extend widely to people beyond the family is 

illustrated in Figure 1.1. 

 

Figure 1.1 The impact of substance use on families (Macdonald et al., 2002) 

Recent research has increasingly recognised that living with substance 

users can impact upon family members in numerous ways. The initial discovery 

of substance use, particularly illicit drug use, of a young person in a family may 

result in confusion and strong negative emotions in family members, especially 

parents. Salter and Clark (2004) interviewed parents of children with 

problematic substance use, and reported that confusion emerged as a significant 

theme. Most participants reported that confusion occurred as their first reaction 

when discovering their children’s substance use. Parents were uncertain about 

the type of substance used by their children, the seriousness of their substance 

use, and their substance use methods. Confusion was affected by lack of 

knowledge and the perceived untrustworthy nature of the substance user’s 
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behaviour. Other strong emotions such as shock, anger, dismay and guilt were 

also reported when parents first discovered substance use by their child 

(Velleman et al., 1993; Oreo & Ozgul, 2007).     

Impacts on families who are living with a substance user fall into five areas: 

1. Impact on physical and mental health problems of families 

Living with individuals’ use of alcohol or other drugs can result in 

negative impacts on both the physical and psychological health of family 

members (Dorn et al., 1994; Butler & Bauld, 2005; Oreo & Ozgual, 2007; Frye 

et al., 2008; Dancan, 2009; Copello, Velleman & Templeton, 2005; Orford et 

al., 2005a; Benishek, Kirby & Dugosh, 2011). When parents discover that their 

children have been using substances, they face numerous negative emotions and 

struggle daily with the problem, resulting in short term health problems such as 

loneliness, fear, anxiety and stress (Oreo & Ozgual, 2007; Barnard, 2005; 

Davies, Hopkins & Clark, 2005). A recent government report from Australia 

indicated that Australian families reported a high level of stress and anxiety 

when living with a young person who was using illicit drugs (Parliament of 

Australia, 2007).  

Even though stress was found in family members of substance users in 

the short term, it is also often a long-lasting problem (Velleman & Orford, 1990; 

Dorn, Ribbens & South, 1994; Copello et al., 2005). Long-term effects include 

physical problems and mental distress (Orford, Templeton, Velleman & 

Copello, 2005b). The most common physical symptoms are eating and sleeping 

problems (Benishek et al., 2011). Other consequences include cardiovascular 



10 

 

problems, for example high blood pressure, angina, and stomach disorders such 

as stress ulcers and irritable bowel syndrome (Frye et al., 2008; Benishek et al., 

2011). Stigma attached to the substance use of their children, make family 

members feel isolated and embarrassed. They tend to conceal the substance use 

in their family and reduce social contacts because of concern about others’ 

reactions. More than half of participants in a study by Salter and Clark (2004) 

reported that they had used antidepressant medication because of their relative’s 

substance use. Long term health problems of families living with problematic 

substance use result in greater use of health care services by families of 

dependent substance users. Family members of individual substance users have 

twice the rate of visiting GPs, twice the number of laboratory services and four 

times the rate of visiting other health professionals, when compared with control 

participants (Sevenson, Forster, Woodhead & Platt, 1995). Many family 

members often seek help and present themselves at primary health care services 

(Lennox, Scott-Lennox & Holder, 1992; Maynard & Godfrey, 1994; Svenson et 

al., 1995). Family members of people with problematic substance use also have 

an increased use of tobacco and alcohol (Bancroft, Carty, Cunningham-Burley 

& Backett-Milburn, 2002; Benishek et al., 2011).  

2. Impact on family relationships 

Family members report that poor family relationships result from their 

relative’s substance use (Orford et al., 2005a; Benishek et al., 2011). One recent 

study reported that relationship problems were common in family members 

living with substance using relatives, as were arguments with the substance user 

and sacrificing personal activities for them (Benishek et al., 2011). The family 
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climate tends to shift from a loving relationship to suspicion and mistrust (Frye 

et al., 2008). Disruption to joint family events is a common feature, because the 

behaviour of problematic substance users is unpredictable, exhibiting sudden 

mood changes. Parents report that sometimes their substance-using child is 

absent from home without planning or telling them (Frye et al., 2008). Family 

members are often uncertain about how to react to the young person’s 

problematic substance use and related behaviours (Orford et al. 2005a; Copello 

et al., 2005).  

2.1 Impact on mothers 

The impact of a teenager’s problematic substance use varies between 

family members, depending on the intensity of their involvement. Mothers tend 

to be the most affected family members, and are more likely to become involved 

in addressing problematic substance use in the family (Bancroft et al., 2002; 

Frye et al., 2008). In addition, mothers usually take a principal role of health 

caregivers and accept more responsibility than fathers (Howells & Orford, 

2006). Mothers are positioned in the most difficult role, balancing the protection 

of the substance-using child from problems related to substance use, with the 

protection of other family members from harmful situations that are caused by 

the substance user (Frye et al., 2008).     

2.2 Impact on fathers 

When compared with mothers, fathers are more likely to be detached 

from the problematic substance use in their family. They are less likely to seek 

help regarding substance use problems in the family and are rarely engaged in 
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family support groups. Emotional withdrawal is a key coping strategy, with 

fathers often decreasing their contact with a substance-using child (Dorn et 

al.,1994; Frye et al., 2008).      

2.3 Impact on siblings 

Transmission of problematic substance use between siblings is a 

significant risk. Factors influencing substance use in siblings include 

availability of the substance at home and a positive attitude towards substance 

use by other family members (Fagan & Najman et al., 2005). McKeganey and 

colleagues (2003) found that young people aged 10-12 years, who had illicit 

drug-using siblings, were five times more likely to have initiated illicit drug use 

than were friends without a drug-using sibling.  

Siblings of substance users also report negative emotions such as shame 

and embarrassment. Barnard (2005) conducted interviews with 20 siblings of 

substance users. It was reported that shame and embarrassment were 

experienced when they saw their brother or sister under the influence of alcohol 

or drug use in public places, or they met victims of their brother or sister 

(Barnard, 2005).  

When families find their loved one has been using a substance, parents 

tend to focus on dealing with the user’s problems. This can lead to neglect or 

limited provision for the needs of other family members such as the user’s 

siblings (Frye et al., 2008; Dancan, 2009). 
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2.4 Impact on extended family members  

In western countries, substance use may not always have direct effects 

on extended family members. They tend to provide some support such as 

listening and talking to immediate family members of the substance users about 

their problems, but there is usually only limited active involvement. Salter and 

Clark (2004) showed that a possible reason for inaction was that members of the 

immediate family may conceal a substance use problem from the extended 

family as long as possible. In cases where there is limited contact between the 

immediate and extended family, members of extended families may sometimes 

have an inadequate understanding of the situation and how they can most 

effectively assist.   

In Asian countries such as Thailand, the lifestyle of extended families of 

substance users differs from families in western countries. Asian people have a 

very close relationship in both the immediate and extended family. In the past 

decade, a common feature of families in Thailand has involved married couples 

living temporarily with parents before leaving to build their own home. The new 

couple would typically establish their own house within the same area as their 

parents’ house and, if space allowed, they would construct their house on the 

same property. Accordingly, extended family members such as grandparents, 

aunts or uncles share childrearing (Office of Women’s Affairs and Family 

Development: OWAFD, 2003). Grandparents often assist if any family crisis 

such as divorce, separation, incarceration, or death of the parents occurs.   

Therefore, grandparents are often found in guardian families. The majority of 

Thai people living in rural areas are living with their extended families. Parents 
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often migrate to the city for work and leave their children at home with their 

grandparents, uncles, or aunts. All of these factors indicate that the extended 

family is typically affected by the negative impacts of the adolescents’ 

substance use. Working with extended family members to help them cope with 

substance use and empowering them to encourage reduction or cessation of 

substance use by their relative has a higher priority than in western settings. 

3. Impact on finance and employment 

Financial impacts from substance use in the family are typical. The 

major cause of financial problems for families is the theft of money or 

possessions from home (Barnard, 2005). In addition, substance users often ask 

family members for money, and family members frequently feel they have to 

pay off the substance users’ debts because of concern for the substance user’s 

safety (Benishek et al., 2011). Sometimes parents buy drugs for the substance 

user because they are worried about withdrawal symptoms; they consider this to 

be a way of keeping their drug-using child safe (Copello et al., 2002). Treatment 

for substance abuse also imposes costs on family members. The financial 

imposition of substance use on the family is compounded by its impact on 

employment (Gearon, Bellack, Rachbeisel & Dixon, 2001; Kirby, Dugosh, 

Benishek & Harrington, 2005). 

4. Impact on social life 

The social life of families suffers from problematic substance use of a 

family member. As already noted, social events and holidays are neglected as a 

result of substance use problems in the family. Parents cite fear as a key reason 
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for social disruption: fear relating to the substance user’s wellbeing if they went 

out; fear relating to general worries regarding the potential condition of their 

house after they returned, because of the unpredictability of the substance users’ 

behaviour; and the potential for theft. Other issues leading to negative impacts 

on social life are that family members lack energy to go out, cannot afford some 

activities, and experience stigma. Families feel shame that substance use 

problems exist in their own family and report a feeling of being talked about by 

others that leads to isolation and concealment from their extended family and 

friends. Moreover, families have to cope with the demands of caring for 

substance users, which limits time for their own social life (Kelly et al., 2011, 

Copello et al.,2010).  

5. Impact on families in relation to the type of substance use 

Different types of substances lead to different impacts on family 

members. Families are less concerned about licit substance use than they are 

about the illicit substance abuse of a relative. Smoking receives relatively little 

attention within families, especially if one or more of the parents smoke 

(Kalesan, Stine & Alberg, 2006). Living with a family member who has 

problematic alcohol use is seen as less serious than living with an illicit 

substance user (Frye et al., 2008). For example, illicit substance users often 

engage in illegal activities and families are aware of the potential for criminal 

involvement (Hogan, 1998).  

Families with problematic alcohol use tend to cope with these problems 

themselves, while families affected by illicit drug use are more likely to seek 

formal help from treatment services, perhaps reflecting a lower level of concern 



16 

 

over alcohol use (Hayes, Smart, Toumbourou & Sanson, 2004). The degree of 

parental acceptance of alcohol use by adolescents is evidenced by the fact that, 

among recent drinkers aged 14-19 years, 30.9% were offered their first glass of 

alcohol by their parents (AIHW, 2011).  

Different behavioural disturbances and risks are associated with specific 

substances, and these impacts also contribute to the degree of family burden and 

families’ responses to substance use. Alcohol, stimulant and benzodiazepine 

users are more likely to be violent or aggressive than are cannabis users (Wells 

& Graham, 2003). Injected substance use poses a significant risk for disease 

transmission (AIHW, 2005; Anderson, 2006), while use of cannabis, stimulants 

and hallucinogens is related to an increased risk of an early onset of mental 

health problems, inducing psychosis (Tang et al., 2007; Phajuy & Sriburapar, 

2007; Stinson et al., 2005; SAMHSA, 2007). 

Summary 

Alcohol and substance misuse has been a major social and public health 

problem throughout the world for decades, and its prevalence is steadily 

increasing in Thailand. Alcohol and substance use by individuals can seriously 

affect family members who live with them (Copello et al., 2005a; Copello et al., 

2010; Frye et al., 2008; Dancan, 2009), creating problems in their own life as 

well as affecting family functioning. Even though Thailand has substantial and 

growing problems with substance use, there is little research on the impact of 

substance use on families. In order to minimise the negative impacts from 

substance misuse, early intervention that is targeted directly to family members 

should be considered. 
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Overview of the remainder of the thesis 

This thesis therefore focuses on the support of families in dealing with 

this difficult problem. Chapter 2 reviews the empirical status of current western 

interventions, and Chapter 3 homes in on two that have empirical support and 

potential application to Thailand: the ‘5-Step Method’ to address the strain 

experienced by family members, and ‘Community Reinforcement and Family 

Training (CRAFT)’, which focuses on family-based strategies to elicit change in 

the substance user. Chapter 4 reports the results of structured interviews with 

Thai adolescents and family members attending an existing hospital-based 

program, which were conducted to identify potential locations and content for a 

new intervention.   

Chapter 5 describes the development of a distinctively Thai program 

based on the 5-Step Method and CRAFT, but which incorporates aspects of 

Thai culture and religious practices. It also describes the methodology for a 

randomised controlled trial on this program, Thai Family Support (TFS), which 

was conducted in rural primary health care units, and compared the impact of 

receiving TFS immediately or after an 8-week delay.  Chapter 6 describes the 

quantitative results of the study, together with participants’ perspectives 

obtained in structured interviews. Chapter 7 reports five case studies from the 

trial, and Chapter 8 presents a discussion.  In Chapter 9, perspectives of primary 

health care staff to TFS are described, and Chapter 10 discusses potential 

dissemination.  The thesis concludes with an overall discussion. 
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CHAPTER 2 

LITERATURE REVIEW 

Despite the deep and wide-ranging impact of substance use on other 

family members, families typically receive little or no support from treatment 

services (Orford et al., 2005a; Frye et al., 2008; Dancan, 2009; Copello et al., 

2010), which instead, tend to focus attention on helping the substance user. 

Treatments for family members in their own right are rarely available and they 

are given few options (Velleman & Templeton, 2003; Smith, Milford & Meyers 

2004; Orford et al., 2005a; Meyers, Smith & Lash, 2005; Frye et al., 2008). A 

recent study in Australia indicated that the majority of treatment services do not 

provide a direct service for families living with a young substance user (Frye et 

al., 2008). As already mentioned, family members experience significant 

distress and morbidity risks as a result of their relative’s substance use, and an 

intervention aimed at family members is required to assist them deal with the 

subsequent problems. The intervention, however, should be a comprehensive 

program, including helping their relative address their substance misuse.  

Substance users often report that they do not have any problems and they 

do not want to stop using substances or to seek help. Approximately 90–95% of 

people who misuse substances do not seek help and refuse treatment (Sobell, 

Cunningham & Sobell, 1996; Stanton, 2004; Landau, Garrett, Shea, Stanton, 

Brinkman-Sull & Baciewicz, 2000). A recent US report indicated that 94% of 

2.6 million young people with severe substance use problems received no 

treatment (The United States Department of Health and Human Services, 2002 
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cited in Waldron, Kern-Jones, Turner, Peterson & Ozechowski, 2007). In 

Thailand, nearly 7.3 million people (6.7 million illicit substance users and 

600,000 binge drinkers) misused substances in the previous year 

(Assanangkornchai et al., 2008), but only 56,000 people received hospital-based 

treatment (Office of the Narcotics Control Board, Ministry of Justice Thailand, 

2007) signifying that approximately 7.2 million affected Thais did not receive 

this treatment. Given that substance users rarely seek help, working with 

families to encourage their substance using relatives engage into treatment may 

offer an important alternative way to engage substance users in treatment. 

Treatments are often received only after a significant delay. Wang and 

colleagues (2005) found that drinkers who met the criteria of alcohol use 

disorder report delaying treatment for an average of 6-9 years after their first 

symptom occurred. Such treatment delay runs the risk of exacerbating the 

negative impacts of substance misuse. An effective strategy which encourages 

substance users to be treated may potentially reduce this delay and thereby 

ameliorate negative effects on the individuals and their immediate social 

networks.  

Preventive intervention and early intervention  

Given the high frequency of alcohol and other drug use in adolescents 

and its negative effects of problematic drug use on families, prevention or early 

intervention is indicated. Prevention is defined as “an intervention administered 

before the initial onset of disease” (SAMHSA, 2002). Primary prevention 

involves an intervention prior to the onset of early signs. Secondary prevention 

aims to prevent the transition from early difficulties to more severe or chronic 
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problems. Tertiary prevention focuses on the prevention of relapse or decline. 

Benefits of prevention not only include protecting people from the negative 

impact, but also reducing costs of treating the disorders and their related 

problems (SAMHSA, 2002; Ginther et al., 2004).  

Figure 2.1 The mental health intervention spectrum for mental disorders 

(Mrazek & Haggerty, 1994, p. 23) 

 

According to Mrazek and Haggerty (1994, pp. 24-26) preventive 

interventions are divided into three areas: universal, selective and indicated 

interventions (Ginther et al., 2004; SAMHSA, 2002; Hamilton et al., 2004; 

Cuijpers, 2003):  

• Universal interventions are precautions aimed at the general 

population which include non-specific persons or groups such as 

school students or teenagers not attending school. These 

interventions are not identified on the basis of individual risk factors 
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as school, parent and community-based programs, and mass media 

campaigns target all community residents. 

• Selective interventions are targeted at individuals or groups who 

have an increased risk of developing problems in the future. 

Examples include interventions targeting parents of a substance-

using child, or aimed at adolescents in high-risk communities where 

drugs are widespread. 

• Indicated interventions are aimed at target groups who have high risk 

behaviour as well as individuals who have been identified as having 

early stage symptoms of disorders. These targets may have some 

early, but not severe problems according to diagnosis criteria or 

clinical conditions.  

Families of substance users are a group of people who have been 

affected by problematic drug use, leading to a high risk of multiple problems. 

One challenge is how to help families manage the drug use problem within the 

family context. One approach that has the potential to decrease the negative 

impacts of the substance use in families is to identify people in distress at an 

early stage of disorder’s development, and also to provide an intervention that 

may prevent the full disorder from emerging or to prevent some of the distress 

that may otherwise be experienced by relatives. Early intervention is located 

between the preventive and treatment segments of the spectrum, occurring 

before the first onset of disorders, and focusing on people presenting with early 

signs of problems. This study focuses on early intervention for families, 

spanning indicated prevention and early treatment.  
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Engagement of people in behaviour change 

Engaging people in behaviour change needs to be considered at early 

stages of any intervention. Individuals’ concern about the need for change 

varies. If people are unaware that their behaviours lead to negative effects, they 

may never think about changing. Families suffering from problematic drug use 

of their relative often pay attention to the drug use problem and seek help for the 

substance user, but neglect their own needs. Before families initiate behaviour 

change, they need to recognise that they are experiencing problems themselves, 

or that some of their own behaviours may be contributing to their relatives’ 

problem. For example, family climate is acknowledged as a critical factor in the 

development and persistence of drug use problems (Velleman et al., 2005; 

Kumpfer et al., 2003; Rodniam, 2007). Poor family relationships, a lack of 

family cohesion, poor communication between parents and children and 

inadequate parental supervision are risk factors for drug use by adolescents 

(Velleman et al., 2005; Kumpfer et al., 2003; Rodniam, 2007). Family factors 

also seem to be important issues in Thai substance use. According to Rodniam 

(2007), family conflict is the most important variable that leads to drug and 

alcohol use by Thai adolescents. It is clear that family conflict and negative 

family climate can be harmful to adolescents and increase the possibility of drug 

use by young people.  

Families not only need to recognise current behavioural problems, but 

they also need to appreciate that alternative behaviours could have more 

positive consequences for themselves and their relatives. These challenges are 

essentially the same as those faced when trying to elicit engagement of the 
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substance user. Motivational interviewing may be a strategy that could help with 

both sets of challenges.  

Existing knowledge about Motivational Interviewing 

Over the last two decades, there has been accumulating evidence that 

Motivational Interviewing (MI) can assist with the engagement of people in 

behaviour change (Carey, Carey, Maisto & Henson, 2006; Peterson, Baer, 

Wells, Ginzler & Garrett, 2006; Felstein & Forcehimes, 2007; Rubak, Sandbak, 

Lauritzen & Christensen, 2005; Hettema, Steele & Miller, 2005; Dunn, Deroo & 

Rivara, 2001; Knight, McGowan, Dickens & Bundy, 2006; Britt, Blampied & 

Hudson, 2003). MI broadly applies to a variety of behavioural problems (Carey 

et al., 2006; Peterson et al., 2006; Felstein & Forcehimes, 2007). It has been 

used to tackle alcohol abuse, smoking cessation and illicit drug use including 

use of  cannabis, cocaine and amphetamines (Feld et al., 2001; Rubak et al., 

2005; Hettema et al., 2005; Dunn et al., 2001; Knight et al., 2006; Britt et al., 

2003). There has also been increasing interest in using MI to deal with other 

health behaviour problems, such as behavioural health risks (e.g. inactivity and 

poor diet) or for strategies to help people cope with chronic pain, cardiovascular 

diseases, diabetes mellitus and hypertension. MI been implemented in 

schizophrenia and eating disorders including anorexia nervosa and bulimia 

nervosa, in sexual offences, couples’ interactions, family conflict and gambling 

(Rubak et al., 2005; Knight et al., 2006). MI has also been used to address other 

health issues such as diabetes, asthma, hypertension, hyperlipidaemia and 

cardiovascular diseases (Feld, Woodside, Kaplan, Olsted & Carter, 2001; Rubak 

et al., 2005; Hettema et al., 2005; Dunn et al., 2001; Knight et al., 2006; Britt et 
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al., 2003). MI has been also applied to promote healthy lifestyles such as 

encouraging mammography, enhancing dietary adherence, and promoting water 

purification safety (Knight, et al., 2006, Hettema et al., 2005). However, a 

literature search did not identify a previously published application of MI as a 

key strategy in engaging families of substance users.  

Principles of MI 

Motivational Interviewing (MI) was defined by Miller (1983) as ‘ a 

directive, client-centred counselling style for eliciting behaviour change by 

helping clients explore and resolve ambivalence’ (Rollnick & Miller, 1995, p. 

326).  Readiness for change is not viewed as a client trait, but it is seen as a 

fluctuating product of interpersonal interaction, and motivation to change can be 

evoked in clients. It is a client’s task to articulate and resolve their own 

ambivalence: the therapist’s task is only to expect and recognise that 

ambivalence. Rollnick and Miller (1995) conceptualized the principles of 

Motivational Interviewing in four areas: expressing empathy, supporting self-

efficacy, rolling with resistance, and developing discrepancy.  

Interaction techniques used for MI 

MI uses effective interaction techniques in order to explore clients’ 

feelings, establish rapport, allow clients to tell their story, and communicate 

therapists’ interest in their clients. Four techniques have been employed to 

achieve these goals:      
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• Open-ended questions to explore clients’ feelings and interest in 

change 

• Affirmation to establish rapport 

• Reflective listening to allow clients to tell their story  

• Summaries to communicate therapists’ interest in their clients 

and to reflect back to the clients.  

Professional providers  

As seen in many studies, MI has been used by various professionals 

including doctors, psychologists, nurses and midwives. In the recent systematic 

review of 76 studies by Rubak et al (2005), there was a wide diversity of 

professional providers using MI, including psychologists (55%); doctors (30%); 

and other professionals (nurses, midwives and dieticians—15%). The review 

showed that the most successful professionals when using MI were 

psychologists and physicians, who obtained positive results in approximately 

80% of cases, whereas other professionals comprising nurses, midwives and 

dieticians obtained an average 46% success rate (Rubak et al., 2005). The 

review demonstrated that the effectiveness of MI was not linked to a 

background of counselling education, because there was no statistically 

significant difference between the effects of psychologists, psychiatrists or 

physicians. However, MI training and experience, and the relationship between 

clients and therapists could influence the MI effect (Rubak et al., 2005).          
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Method of delivery 

MI is delivered in a variety of modes (Rubak et al.,2005; Hettema et al., 

2005; Dunn et al., 2001; Knight et al., 2006; Britt et al., 2003). The systematic 

review of Rubak et al. (2005) found that most studies used individual interviews 

(66 of 70 studies), but another three studies used group interviews and one study 

used a telephone interview. According to this review, the duration of interviews 

varied from 10 to 120 minutes. A brief encounter of 15 minutes showed positive 

outcomes in 64% of the studies.   

MI used for adolescents 

According to Tober and Lawendowski (as cited in Mccambridge & 

Strang, 2003), MI is considered to be an attractive method to use with young 

adults, because it is non-confrontational and facilitative. Importantly, MI does 

not seek to impose specific outcomes. In particular, the attractiveness of MI to 

adolescents may emerge from its contrast with an expectation of more directive 

treatment. MI can effectively be used with adolescents at risk of various 

behaviour problems (Carey et al., 2006; Peterson et al., 2006; Felstein & 

Forcehimes, 2007; Feld et al., 2001; Rubak et al., 2005; Hettema et al., 2005; 

Dunn et al., 2001; Knight et al., 2006; Britt et al., 2003).  

In summary, MI is an effective intervention for substance misuse, with 

increasing evidence that MI is effective across a wide variety of target 

behaviours and settings. However, current MI studies do not identify the 

effective constituents of the intervention, or show whether the method needs to 

be modified for a Thai context. 
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Motivational interviewing in Thailand 

The effectiveness of MI has been attested by evidence from many RCTs 

with rigorous methodology (Carey et al., 2006; Peterson et al., 2006; Felstein & 

Forcehimes, 2007; Feld et al., 2001; Rubak et al., 2005; Hettema et al., 2005; 

Dunn et al., 2001; Knight et al., 2006; Britt et al., 2003). It has been applied in 

many regions such as the United States, the United Kingdom, Australia, the 

Netherlands and Scotland (Britt et al., 2003). Only one RCT has been conducted 

in Thailand (Srisurapanont, Sombatmai & Boripuntakul, 2007). This study 

reported the short term effect of a brief intervention (BI) based on MI in 

students aged 14-19 years who were using methamphetamine. Participants were 

assigned to receive a session of BI (n=24) or a session of psychoeducation 

(n=24). Outcomes were assessed at week 4 and week 8. The frequency and 

amount of methamphetamine use decreased equally in both groups up to week 

4, but at week 8 the frequency of methamphetamine use had decreased more in 

the BI group than in the PE group. This study suggested that a BI based on MI 

has a positive effect in the short term for Thai adolescents using 

methamphetamine.  However, the impact of MI interventions on family 

members living with adolescents’ substance use or concerned significant others 

(CSOs) in Thailand has not yet been tested.  

Evidence based approaches mainly targeting family members for alcohol and 

drug use problems 

Family-based interventions appear to be effective for drug and alcohol 

abuse victims (Bigland, Ary, Smolkowski, Duncan & Black, 2000; Schinke, 

Teoavac & Cole, 2000; Treno, Gruenewald, Lee & Remer, 2007; Gates, 



28 

 

McCambridge, Smith & Foxcroft, 2007; Kumpfer et al., 2003; Velleman et al., 

2003). In relation to adolescent drug use, one review estimated that family-

based approaches have an effect which is 2-9 times greater than interventions 

which only use individually-based approaches (Kumpfer et al., 2003; Velleman, 

Templeton & Copello, 2005). A recent review by Velleman et al. (2005) 

revealed that families play a crucial role in the prevention and intervention of 

adolescent drug and alcohol misuse. Another systematic review of longitudinal 

studies (Ryan, Jorm & Lubman, 2010) confirmed the impact of family 

interventions on the reduction of alcohol use in adolescents. The review 

indicated that parental modelling, alcohol-specific communication, a positive 

parent-child relationship and parental involvement were effective strategies in 

reducing their children’s alcohol consumption (Ryan et al., 2010). Results were 

consistent with a Delphi consensus study focusing on parenting strategies for 

reducing alcohol consumption in adolescents, which emphasised the importance 

of parents in reducing the alcohol use of adolescents (Ryan, Jorm, Kelly, Hart, 

Morgan & Lubman, 2011).        

Family-based interventions can also be cost-effective, because they deal 

with multiple risk factors and multiple potential negative outcomes (Gordon et 

al., 1998 cited in Kumpfer et al., 2003). Hence, evidence has been accumulating 

that family-based intervention can reduce drug use by adolescents and decrease 

other problems related to substance misuse. 

Family interventions for alcohol and drug problems can be broadly 

classified into three groups: (1) those focusing on family members, to promote 

engagement of substance users into treatment; (2) joint involvement of family 
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members and substance users in treatment, and (3) interventions responding to 

needs of family members in their own right. A classification of family 

interventions and examples of programs is in Table 2.1. 

Table 2.1 Types of family intervention and examples of programs 

Types of intervention Available program 
 

1. Joint involvement of family 
members and substance users 
in the treatment  
 

Drug preventing programs aimed at young 
people that integrate family sessions in the 
program such as the Matrix program  

2. Interventions responding to 
the needs of the family 
members in their own right 

1. Al-Anon-based treatment 
2. Parent coping skill training 
3. Behaviour Exchange Systems Training 
(BEST) 
4. The 5-step method intervention* 
 

3. Working with family 
members to promote the 
engagement of substance users 
into treatment services 
 

1. Johnson’s Institute Intervention 
2. A Relational Intervention Sequence for 
Engagement (ARISE) 
3. Strategic Structural-Systems Engagement 
therapy (SSSE) 
3. Community Reinforcement Approach 
(CRA) 
4. Community Reinforcement And Family 
Training (CRAFT)* 

* Refers to interventions that were used to design the purpose program examined in this study.  

1. Joint involvement of family members and substance users in the treatment  

Some universal preventive interventions have involved both parents and 

substance users (Perry, Williams, Komro, Veblen-Mortenson, Stigler,  Munson 

et al., 2002; Bigland et al., 2000; Schinke et al., 2000; Treno et al., 2007; Tang 

et al., 1997). Some studies combine the family involvement intervention with a 

school-based program, while others combine it with a community-based 

program. The family involvement activities vary across programs. Parent 

education on substance use and its negative effects is commonly provided 

(Perry et al., 2002; Bigland et al., 2000; Schinke et al., 2000; Tang et al., 1997, 
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Treno et al., 2007), often with group discussions of potential problems (Perry et 

al., 1996 & 2002; Schinke et al.,  2000; Tang et al., 1997; Treno et al., 2007). 

Sometimes, the family involvement is integrated with school-based intervention 

using homework sessions for students and their parents, where parents help their 

children complete the tasks at home (Perry et al., 2002).  

1.1 The Matrix program 

The Matrix program is a fully manualised program that originated in the 

United States of America and was developed to deal with the cocaine epidemic 

of the 1980s. The program includes relapse prevention groups, education 

groups, social support groups, individual counselling, and urine and breath-

alcohol testing that was delivered over 16 weeks (Obert, McCann, Marinelli-

Casey, Weiner, Minsky, Brethen et al., 2000).  

Elements include: 

• One individual session   

The individual session is concerned with setting and checking the 

progress of the client’s individual goals. Sometimes, extra sessions are needed 

in cases where the plan or goal is changed, or if a crisis occurs.   

• Early Recovery group (ER)   

The program component is run in a small group in order to help clients 

establish early skills to stop using drugs. The aim of this group is to teach 

clients how to use cognitive skills to reduce craving, how to manage their time, 

how to maintain the need to discontinue use of secondary substances, and to 
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engage clients in support services in their community for a successful recovery. 

Early recovery groups are run at the beginning and the end of each week 

throughout the program.    

• Relapse Prevention group (RP)  

Relapse prevention is the central component of the Matrix program. 

Therapists teach clients how to stay sober. Topics are mainly focused on 

changing clients’ behaviour and their cognitive/affective orientation, using a 12-

step support approach.  

• Family education session  

Weekly sessions are provided for clients and family members in a group 

setting where video presentations, pamphlets and group discussions are used. 

Topics included the biological bases of addiction (e.g. neurotransmitters, brain 

structure/function and drug tolerance), conditioning and addiction (conditioned 

cues, extinction and conditioned abstinence), effects of drug use on medical 

problems (e.g. heart, lungs, brain), and the impact on family relationships.  

The interventions in this group were not selected for the current study 

because the focus of all of these programs tends to be on joint sessions with the 

substance users and family members, thus it did not have a primary focus on 

support of family members.    

1.2 Strengthening Families Program 

The Strengthening Families Program (SFP) aims to improve family 

relationships and parenting skills, and to increase the social and life skills of 

young people. Family systems and cognitive behavioural approaches are used to 
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increase resilience and reduce risk factors. Recently, SFP has been evaluated by 

research teams in several different contexts, and appears to have a positive 

impact on families with young people. (Coombes, Allen, Marsh & Foxcroft, 

2009; Vasquez et al., 2010; Riesch et al., 2012). Parents and substance-using 

relatives report significant improvements in communication limit setting, 

emotional management and social behaviour and reduced substance use after 

completion of SFP. Qualitative data shows that participating families found SFP 

helped to prevent alcohol and substance use by young people, who used 

knowledge and skills from SFP to reduce high-risk behaviours. Young people 

also reported that they could use skills to deal with peer pressure relating to 

substance use (Coombes et al., 2009; Riesch, et al., 2012)   
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2. Interventions responding to the needs of the family members in their own 

right 

Table 2.2 Types of family intervention responding to the needs of the family 
members in their own right 
 

Interventions Main goals Strengths Limitations 

Al-Anon 
(12-step program) 

- Teach CSOs to 
stop compensating 
and notice positive 
changes 

- Psychological 
function 
improvement 

- Scientific 
support is limited  
- Low success 
rate  
- Low adherence 

Parent Coping 
Skills Training 

- Teach coping 
skills to parents of 
teenagers  

- Psychological 
function 
improvement 
-  Coping skills 
improvement 

- Small scale 
uncontrolled trial 
(n=22) 
- Feasibility is 
limited 

Behaviour 
Exchange System 
Training 
(BEST) 

- Support parents to 
cope with SU by 
teenagers 

- Psychological 
function 
improvement 
-  Assertiveness 
improvement 
- Maintained 
positive outcomes 

- Small scale 
uncontrolled trial  
(n=48) 
- Time-
consuming  
(16 weeks) 

The 5-step method - Support families in 
their own right 
- Designed to be 
used in primary 
health care 

- Psychological 
function 
improvement 
- Feasibility tested 
in UK, Italy 
- Brief 
intervention   
 

- Only 1 large 
RCT  
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3. Working with family members to promote the engagement of substance 

users into treatment services 

Table 2.3 Types of family intervention working with family members to 
promote the engagement of substance users into treatment services  

Interventions Main goals Strengths  Limitations 

Johnson 
Institute 
intervention (JI) 

-  Using Pressure and 
Support from CSOs to 
get SUs to treatment  
(confrontational)  

- Traditional 
program 
- Widespread use 
in USA 

- Too 
confrontational  
- Low 
engagement rate  
- Inconsistent 
outcomes, high 
relapse 

A Relationship 
Intervention 
Sequence for 
Engagement  
(ARISE) 

- Integrated JI, family 
systems, network 
therapy to help CSOs 
get SUs to treatment  

-  Less 
confrontation 
- More focus on 
families’ needs 
- Flexible 

- Adopted JI 
style 
- May not fit 
Thai culture 

Strategic 
Structural-
System 
Engagement 
therapy (SSSE) 

- Increase engagement 
of substance-using 
adolescents  

- Clinical trial 
(n=74) 
- High engagement 
rate 
- High rate of 
completed 
treatment  

- Little focus on 
families’ needs 

Community 
Reinforcement 
Approach 
(CRA) 

- Integrated a variety of 
reinforcers to assist 
SUs in recovery 
process 
- Reorganised a whole 
community around 
SUs 

- High scientific 
support 
-  High 
engagement rate 
- Popular  

- Little focus on 
families’ needs 

Community 
Reinforcement 
And Family 
Training 
(CRAFT) 

- To assist CSOs get 
SUs to treatment  
- To increase CSOs’ 
psychological 
functions 

- High scientific 
support 
- High engagement 
rate 
- Improved CSOs 

-  Mainly tested 
in USA 
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Conclusions 

Family members play an important role in influencing adolescent 

behaviour, and family strategies can be effective in reducing alcohol and 

substance use.  In fact, in some studies these strategies show greater impact than 

individual interventions (Ryan et al., 2010, Ryan et al., 2011; Treno et al., 2007; 

Gates et al., 2007).  

Initial reviews identified three types of family-based intervention. Some 

interventions were excluded from use in the current randomised controlled trial 

because the interventions involved both substance users and families, rather 

than focusing on support of family members. These interventions require the 

engagement of substance users in sessions, whereas the current study attempted 

to develop a program that only required involvement of a family member, which 

was more relevant to the situation where the substance user was refusing to 

engage in treatment or behaviour change.  

Some interventions were also excluded because they had too 

confrontational a style (JI and the ARISE program) to be used in Thailand, or 

they had a low engagement rate or limited evidence base (Al-Anon-based 

treatment).  

Some interventions, for example the parent coping skill training and the 

BEST program, were conducted in uncontrolled conditions or sometimes were 

tested only on a small scale and there was not enough evidence to support the 

effectiveness of interventions. Also, program replication of those interventions 

was limited. Therefore, those approached were excluded. In addition, SSSE was 
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eliminated from this study because it focused mainly on the engagement rate of 

substance users without responding to the needs of family members.  

From the literature, two effective approaches are receiving growing 

support: the CRAFT and the 5-step method. CRAFT studies were claimed as 

large-scale randomised controlled trials. Also, CRAFT appeared to have greater 

potential than other interventions such as JI, Al-Anon or Nar-Anon for the 

successful engagement rate by the substance user. CRAFT-trained CSOs also 

reported improved positive impacts and they were satisfied with program 

sessions. The 5-step method is more likely to deal with coping strategy of CSOs 

and respond to the needs of the CSOs in their own right. The strength of this 

program is enabling the CSOs to talk about their problems and their concerns. 

Most interventions included in this review were implemented in an outpatient 

clinic. Only the 5-step method was developed specifically for use in the primary 

health care unit and has been testing the feasibility of intervention at various 

sites. There was enough support to examine evidence more clearly in these two 

interventions.  

Most of the family programs that were reviewed above, including Al-

Anon and JI, but also CRAFT, and the 5-step method focused on adult 

substance users (age range from 18-60). Only one CRAFT study examined its 

use with families of young substance users (Waldron et al., 2007). The 

application of CRAFT and the 5-step approaches to families of young people 

therefore requires further study.  
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CHAPTER 3 

SYSTEMATIC REVIEW OF THE 5-STEP METHOD AND CRAFT 

The above review concluded that the 5-step method and CRAFT have greater 

potential as interventions for relatives of substance users in Thailand. CRAFT may 

have merit in assisting the engagement of the substance user, while the 5-step method 

appears to have potential as support for family members. Accordingly, a systematic 

search of the research evidence of these two interventions was conducted.  

Overview of the 5-step method  

The 5-step method  

The 5-step method intervention is underpinned by the stress-strain-coping-

support model of Orford and co-workers (1998). The main components of the stress-

strain-coping-support model are displayed in Figure 3.1. 

Figure 3.1 

 

The stress-strain-coping-support model Orford et al. (2005a) 
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This model proposes:  

1. Living in a family which has a substance misuser is commonly very 

stressful for both the drug-using individuals and family members. 

2. This stress leads to strain. Signs of strain (e.g. physical and psychological 

symptoms) are seen in family members who are concerned about the problematic drug 

use of their relative. 

 3. Family members try their best to cope with or respond to their problems. 

However, some ways of coping or responding are more likely to reduce strain in some 

situations while other responses seem to increase the strain. 

4. Family members have differing levels of social support. Greater and more 

helpful support can reduce strain (Orford et al., 2005a; Templeton, Zohhadi & 

Velleman, 2007; Arcidiacono, Velleman, Fioretti & Georgio, 2007). 

If better responses and greater support can positively influence strain, family 

members should receive help to improve their coping ability and increase their social 

support. Accordingly, Copello and co-workers (2005) have developed a manual 

outlining the 5-step method which is implemented in an individual format as follows 

(Orford et al., 2005; Templeton et al., 2007): 

• Listening to and learning about the family members’ problems. 

• Providing advice and relevant information 

• Exploring how the family members respond to their relatives’ drug use 

and looking at the coping strategies 
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• Exploring and enhancing the available social support network of the 

family member 

• Exploring other needs and discussing the possible sources of further 

support and onward referral.    

The 5-step method has been used in various locations, especially in primary health 

care services (e.g. Mexico, UK, Australia, and Italy), the effectiveness of which has 

been well documented. Family members receiving this intervention demonstrate a 

significant improvement in their psychological functioning (Copello et al., 2005; 

Orford et al., 2005a; Templeton et al., 2007; Arcidiacono et al., 2007). This approach 

has been increasingly recognised in terms of supporting the family members in their 

own right.  

Overview of the CRAFT program 

Community Reinforcement and Family Training: CRAFT 

Community Reinforcement and Family Training (CRAFT) is an outgrowth of 

CRA that deals with family members of individuals having problems with alcohol and 

other drug use but who adamantly refuse to engage in treatment (Meyers et al., 2005; 

Milford, Meyers & Tonigan, 2007). CRAFT collaboratively works with CSOs rather 

than with substance users (Meyers et al., 2005; Milford et al., 2007; Smith et al., 

2004). They are therefore the clients in this particular program (Smith et al., 2004), 

even though parts of the program focus on helping family members to encourage the 

substance user to enter treatment (Meyers et al., 2005; Milford et al., 2007; Smith et 

al. 2004). CRAFT is defined as ‘an empirically based therapy program for the family 

members or friends of individuals with substance abuse problems who refuse to get 
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treatment’ (Smith & Meyers, 2004, p. 1). Similar to CRA, CRAFT is based on 

operant theory and specifically on reinforcement (Smith et al., 2008; Meyers et al., 

2006; Smith et al., 2001) and it is noted that CSOs play a crucial reinforcement role. 

CRAFT has three principal goals: to influence the substance user to engage in the 

treatment, to reduce the use of substances by the individual, and to help CSOs create 

other positive changes in their lives in order to improve their own psychological 

functioning (Smith & Meyers, 2004, p. 1; Miller, 2003; Meyers et al., 2005; Milford 

et al., 2007; Smith et al., 2004). The CRAFT procedure includes eight significant 

elements: (1) building motivation and rapport, (2) functional analysis, (3) domestic 

violence precautions, (4) positive communication skills, (5) positive reinforcement of 

non-drinking behaviour, (6) the use of negative consequences for drinking behaviours, 

(7) multi-faceted enrichment of CSOs’ own lives, and (8) an invitation to the 

substance users to enter treatment (Smith & Meyers, 2004). The efficacy of the 

CRAFT program is examined more clearly in the next chapter because this program 

has been recognised as a successful program with a high engagement rate of 

substance users, which responds to the needs of affected family members. Large scale 

studies with rigorous study design also illustrate the strength of this program.  

Search protocol  

A systematic review was conducted to assess the scientific support of the 5-

step method and CRAFT programs. A similar search protocol was used for both 

studies. The Cochrane Library was searched initially because it provided a substantial 

body of RCTs and other relevant articles from citations, bibliographies and reference 

lists. The search terms that were used for the Cochrane Library are shown in Tables 

3.1 and 3.2. No systematic review article was found on CRAFT or the 5-step method, 



41 

 

but other relevant reviews were consulted. Referenced articles were obtained and the 

final set of search terms for other databases was derived (see Tables 3.1 and 3.2).  

Table 3.1 Search terms for studies on the 5-step method 

 Concept 1 Concept 2 Concept 3 Concept 4 
 Stress/strain 

coping 
model1 

Family 
intervention1 

Substance use1 Adolescence1 

Truncation Stress* strain* 
coping*  
5 step*, five 
step* 

Famil* Intervent*, 
prevent*, program* 
 

Drug* and alcohol*, 
substance* abuse*, 
substance* mis*, 
drug* abus*,  
legal* and illegal* 
drug* 

Adolescen*, 
youth*, 
young*, 
teenage*, 
child* 
underage* 

 
Wildcards 

 
5?step*, 
five?step* 

 
Famil* program?e 

 
Substan? 

 
Adolescen? 

 
Phrase 
search 

 
(stress strain 
coping model) 
(5 step 
method) 
(five step 
method) 

 
(family based 
intervention) 
“intervention” 

 
(substance misuse*) 
“drug and alcohol” 

 
(adolescent*) 
“Youth*” 

 
Boolean 

 
5 OR five 
step* 

 
famil* intervent* 
OR parent* 
program* 

 
Drug* NOT 
medicine* 

 
Young* 
adult* OR 
underage* 

 
Proximity  

 
stressn7strain* 
 

 
family*w/7interven* 

 
Drugw/5misuse 
Substance*n6misuse* 

 

 
Nesting of 
search 
terms 

  
(famil* OR parent*) 
SAME interventi*  

 
(substance OR drug) 
SAME abuse 

 
(youth* OR 
adolescent*) 
SAME drug 
use 

1 = terms used to search the Cochrane database 

 

 



42 

 

 
Table 3.2 Search terms for studies on CRAFT 

 Concept 1 Concept 2 Concept 3 Concept 4 
 Community 

reinforcement 
intervention1 

Family 
intervention1 

Substance use1 adolescence1 

Truncation Communit* 
reinforce* 
CRAFT* 

Famil* 
Intervent*, 
prevent*, 
program* 
 

Drug* and 
alcohol*, 
substance* 
abuse*, 
substance* mis*, 
drug* abus*,  
legal* and 
illegal* drug* 

Adolescen*, 
youth*, 
young*, 
teenage*, 
child* 
underage* 

 
Wildcards 

  
Famil* program?e 

 
Substan? 

 
Adolescen? 

 
Phrase 
search 

 
(community 
reinforcement and 
family training) 
“CRAFT” 

 
(family based 
intervention) 
“intervention” 
“family 
prevention 
program” 

 
(substance 
misuse*) 
“drug and 
alcohol” 

 
(adolescent*) 
“Youth*” 

 
Boolean 

 
CRAFT OR 
reinforce* 
intervent* 

 
famil* intervent* 
OR parent* 
program* 

 
Drug* NOT 
medicine* 

 
Young* adult* 
OR underage* 

 
Proximity  

 
Communit*n3rein
force* 
 

 
family*w/7interv
en* 

 
Drugw/5misuse 
Substance*n6mis
use* 

 

 
Nesting of 
search terms 

  
(famil* OR 
parent*) SAME 
interventi*  

 
(substance OR 
drug) SAME 
abuse 

 
(youth* OR 
adolescent*) 
SAME drug 
use 

1 = terms used to search the Cochrane database 
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A search of the following electronic databases was then undertaken: 

EBSCOhost (Academic Search Elite, CINAHL with Full Text, MEDLINE, 

PsycARTICLES, PsycBOOKS, PsycCRITIQUES, PsycEXTRA, and PsycINFO), 

Science Direct, Web of Science, and Google Scholar. Current contents were searched 

monthly to identify recent publications. E-mail alerts from this database were also 

used to help identify these recent published studies. Citations, reference lists, and 

bibliographies of all relevant articles were also reviewed. Forward and backward 

citation searches were also taken.   

The 5-step method studies included in systematic review 

The search strategy identified 75 studies. The titles and abstracts of these 

articles were screened and subsequently edited by relevance down to seven studies. 

The full texts of these seven studies were then retrieved. As Table 3.3 shows, the 

studies were conducted in the United Kingdom and Italy.   

Table 3.3 The 5-step method studies included in this review 
  

Study        Country 

  
Orford et al. (2007a), Orford et al. (2007b), Copello et al. (2009) 
 
Velleman et al. (2008) 
 
Copello et al. (2000) 
 
Templeton et al. (2007) 
 
Arcidiacono et al. (2007) 

UK 
 
Italy 
 
UK 
 
UK 
 
Italy 
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Table 3.4 Identified the 5-step Method Research 

Studies Substance Design Participants Intervention Results 
Recruitment Sample characteristics 

Orford et al. 
(2007a)* 
 
 

Alcohol 
and illicit 
drugs 
 

Mixed method: RCT 
and qualitative research 
design  
 
Method 
Qualitative method: 
 -semi-structured 
interview 
 
Data analysis 
Framework analysis 
and grounded theory 
analysis  
 

 Family members (n=143) 
 
 
 

Same study as Orford et al. 
(2007b) and Copello et al. 
(2009), but this study 
collected qualitative data 
from family members 
 

CSOs 
• Reduction in psychological 

and physical problems 
• Improved good relationship 

with their relatives (calming 
down, less emotional 
interaction) 

• Focused on their own need 
and assertiveness 

 
(Participants assigned to the full 
intervention reported the 
importance of discussion sessions) 

Orford et al. 
(2007b)* 
 
 

Alcohol 
and illicit 
drug 
 

Mixed method: RCT 
and qualitative research 
design  
Method 
Qualitative method: 
 -semi-structured 
interview 
Data source: 
PHCPs and recruitment 
and post-session forms 
completed by PHCPs  
Data analysis 
Framework and 
grounded theory 
analysis  

 168 primary health professionals  
 
 
 
 

Same study as Orford et al. 
(2007a) and Copello et al. 
(2009) , but this study 
collected data with primary 
health care professionals  
 

• PHCPs reported positively 
about the intervention 

• The intervention was suitable 
for primary health care 
services 

• Some difficulties were 
reported (shortage of PHCPs’ 
time, hard to identify and 
engage participants) 
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Table 3.4 Identified the 5-step Method Research (Cont.) 

Studies Substance Design Participants Intervention Results 
Recruitment Sample characteristics 

Copello et al. 
(2009) 
 

Alcohol 
and illicit 
drugs 

Mixed method: RCT 
and qualitative research 
design  
 

Recruited by primary 
health care staff 

Family members (n=143) 
Full intervention condition (n=51) 
Vs. 
Brief intervention condition (n=92) 
(90% of participants completed follow-
up at 12 wks) 

Full intervention based on 
SSCS model 
vs 
Brief intervention based on 
SSCS model 
 
Treatment format: 
Individual session 
 

Symptoms of stress (both arms) 
• Reduced in symptom of stress 
       (no significant difference  
       between both arms) 
Coping pattern (both arms) 
• Reduced engaged coping 
• Reduced tolerant coping 
• Reduced withdrawal coping  

Velleman et al. 
(2008) 
(Italy) 

Alcohol 
and illicit 
drugs 

Quasi experimental 
 
Method 
Pre-post intervention 
 

 Family member (n=52) (19.2% lost to 
follow-up at 3 mths) 
• 90% female 
• Mean age = 46 yrs (Range = 18-

80) 
• Relationship to SUs 
       40% mothers, 38% female 
       partners, 6% sisters, 6% daughters, 
       4% fathers, 2% brothers 
• Substance consumed by SUs 

(n=18): 54% illicit drug, 35% 
alcohol, 11% alcohol + illicit drugs  

5-step method 
(translated to Italian) 
 
Treatment format: 
Individual session 
 
Duration  
• 5 sessions 
 

CSOs 
• Reduced psychological 

problems (from  x= 12.1 to 
10.3)  

• Reduced physical problems 
(from  x= 20.8 to 18.5) 

• Changed coping pattern in 
expected way 

 
10/52 cases lost to follow-up (3 
mths) 

Copello et al. 
(2000) 
 
 

Alcohol 
and illicit 
drug 
 

Quasi experimental 
 
Method 
Pre-post intervention 
 
Data analysis 
Analysis of data from 
intervention reports by 
4 independent judges 
 

Experienced severe 
stress as measured by 
CQ  

CSOs (n=38)  
• Relationship to SUs: 
       65.7% partners, 18.3% mothers,  
       5% fathers, 5% sisters, 5% 
       daughters 
• Mean age = 38.8 yrs. 
SUs (n not reported) 
• Problematic drug use 
        60.5% alcohol, 31.6% illicit drugs,  
        5% alcohol and drugs 

Structured treatment 
package (5 step method)  
 
Treatment format: 
Individual  
 
Duration  
• 5 sessions 
 

• Reduced psychological and 
physical problems 

• Changing to effective coping 
strategy 
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Table 3.4 Identified the 5-step Method Research (Cont.) 

Studies Substance Design Participants Intervention Results 
Recruitment Sample characteristics 

Temple 
ton et al. 
(2007) 
 
 

Alcohol 
and illicit 
drug 
 

Qualitative research 
design  
 
Method 
Gathering data from 
interview reports from 
trained mental health 
workers, delivering 
intervention for family 
members of the drug 
user   
 
Data analysis 
Thematic analysis 

Not reported 
 

Health professionals (n=13) 
Family members (n=20) 
• 80% female 
• 70% parents, 25% spouses, 5% 

nephews 
 

5-step method 
 
Treatment format: 
Individual session 
 
Duration  
• 5 sessions 
 

Health professionals 
• Feasible to adapt the 

intervention in health care 
services 

• Possible to recruit and train 
staff 

• Reported positive aspects of 
intervention 

• Having difficulty to integrate 
into routine practice 

CSOs 
• Reduced  psychological 

problems 
• Reported positive aspects of 

intervention (increased 
confidence and strength) 

• Improved family relationship 
between CSOs and relatives 

• Improved focusing in their 
own right 

• Increased social support 
• Increased awareness of 

coping 
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Table 3.4 Identified the 5-step Method Research (Cont.) 

Studies Substance Design Participants Intervention Results 
Recruitment Sample characteristics 

Arcidiaconon 
et al. (2007) 
(Italy) 
 
 

Alcohol 
and illicit 
drugs 
 

Qualitative research 
design  
 
Method 
Open-ended questions 
and focus group 
discussion  
 
Data analysis 
Analysis of data from 
staff-completed reports 
after each intervention 
 
 

Not reported Health professionals (n=41): 
• General practitioners (n=18) and 

community addition staff (n=23) 
• Age range=28-62 
 
Family member (n=52) (19.2% lost to 
follow-up at 3 mths) (see full detail in  
Velleman et al. (2008)) 
 
 

5-step method 
(translated to Italian) 

Health professional   
• Effective and helpful (e.g. 

discussion session) 
• Some difficulties (e.g. 

avoiding judgement, dealing 
with excessive pessimism) 
were reported     

CSOs 
• Reduced psychological 

problems (37%) 
• Reported positive aspects of 

intervention (50%) increased 
social support, increased 
knowledge and awareness of 
coping, changes in family 
cohesion and conflict 

• Satisfied with received 
listening and support 
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Target audience  

The majority of participants in all studies were mothers, followed by female 

partners, with men heavily under-represented in all studies (≤ 20%).  

Setting 

The 5-step method was developed especially for primary health care services 

because a large number of family members often seek help at primary health care 

centres for problematic drug use in their family (Orford et al., 1998). In addition, 

primary health care services have extensive access to a large part of the community.      

Program providers 

Providers of the 5-step method were primary health care staff, community 

addiction staff, mental health staff, or general practitioners. Most program providers 

were trained using a 5-step method intervention manual. Details of the training 

workshops were not reported in the United Kingdom studies. Program providers in the 

Italian studies were general practitioners or local specialist addiction staff who were 

trained in two half-day training workshops. The manual and standardised 

questionnaires were translated into Italian.     

Measurements 

The main measures used in these trials were the Family Member Impact scale 

(FMI) (Orford et al., 1976); the Symptom Rating Scale (SRT) (Kellner & Sheffield, 

1973); and the Coping Questionnaire (CQ) (Orford et al., 1975). FMI, SRT, and CQ 

are used for assessing stress, strain and coping respectively (Orford et al., 2005b). The 
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Hopefulness-Hopelessness scale (HOPE) was a new measure, the psychometric 

characteristic of which had yet to be determined (Orford et al., 2005b). Qualitative 

measures were used at the end of the intervention in order to gain a deeper 

understanding of the intervention’s impact and to confirm its outcomes.   

Impact of program  

In Copello and colleagues (2000), primary health care professionals delivered 

the 5-step treatment to nine parents and 29 other family members of substance users. 

Parents and family members were recruited if they had experienced severe stress (as 

measured by the CQ; Orford et al., 1975; SRT; Kellner & Sheffield, 1973). After the 

intervention, participants reported significant decreases in both psychological and 

physical problems, as measured by the SRT (p < .005). Participants also reported an 

increase in effective coping strategies as measured by the CQ (p < .005).  

A recent qualitative study in the United Kingdom by Templeton and 

colleagues (2007) provided further uncontrolled data and evaluated the feasibility of 

dissemination of the intervention. Templeton and co-workers (2007) obtained data 

from 13 health professionals from 7 teams, and from 20 family members who 

participated in the intervention. A thematic analysis found that it was feasible to adapt 

the intervention to be used in health care services, and that it was possible to recruit 

and train staff to deliver the intervention for family members. Staff and family 

members reported that the intervention was helpful and enhanced positive change. 

However, significant challenges with the integration of routine practice were 

identified (Templeton et al., 2007). 
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The effectiveness and feasibility of the intervention was also recently tested in 

Naples, Italy, by Arcidiacono and colleagues (2007). The perspective of 41 health 

professionals was obtained, using staff-completed reports after each intervention 

session, and focus group discussions. The study found that health professionals 

viewed the 5-step method as effective and helpful, especially the session that gave 

family members an opportunity to discuss their problems. Various positive changes in 

family members were reported. However, some staff reported difficulty in using the 

method and different staff perspectives were reported in different settings. 

Community addiction services staff reported that the intervention could easily be 

incorporated into routine work, whereas Italian GPs complained that a focus on family 

members was problematic. A total of 79% of the health professionals in the study 

stated that they intended to continue utilizing this intervention and said that it would 

be feasible to implement in Italy (Arcidiacono et al., 2007). A companion paper on 

this study was published by Velleman and colleagues (2008). That study recruited 52 

family members (mean age = 46, range 18-80) of which 19.2% were lost to follow-up 

at three months. The majority of members were female (90%). Participants responded 

to a set of standardised questionnaires (SRT and CQ) at baseline and post 

intervention. Participants demonstrated significantly decreased physical and 

psychological symptoms at post intervention (p <0.05) and the coping patterns of 

participants improved, especially reflecting engaged coping and withdrawal coping 

(p< 0.01).             

The most rigorous study of the 5-step method intervention was conducted by 

Copello and co-workers (2009) and was published in three papers (Orford et al., 

2007a; Orford et al., 2007b; Copello et al., 2009). A mixed method study that 

included an RCT and qualitative research was employed. This study compared the 
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effectiveness of a brief and a full version of the 5-step method. Participants comprised 

143 family members of substance users, who were assigned to the full intervention 

(n=51) or brief intervention (n=92). Follow-up assessments were completed by 88% 

(n=45) of these in the full version and by 91% (n=84) of these in the brief version. 

Participants assigned to full intervention showed a similar improvement in both 

symptoms and coping when compared with those in the brief condition (Copello et al., 

2009). This result suggests that an abbreviated version of the 5-step method may be a 

candidate for dissemination. In the same study, qualitative data was obtained from the 

family members (Orford et al., 2007a). Framework analysis and grounded theory 

analysis were used to analyse data from post-interview reports. Participants reported 

that discussion sessions with health professionals were helpful and important, because 

there was time for listening, understanding, and demonstrating caring. They said that 

the self-help manual produced positive changes, including focusing on their own 

needs, coping strategies, and improving family relationships (Orford, et al., 2007a). 

The views of primary healthcare professionals were reported in Orford et al. (2007b). 

Primary health care staff (n=168) recruited for this study reported positive attitudes 

towards family members, and indicated that the intervention was appropriate for 

implementation in a primary health care unit. Reported challenges for implementation 

included family member engagement and the time consuming nature of the 

intervention (Orford et al., 2007b).             

Key points 

Although four studies of the 5-step method were identified, only one of these 

constituted a randomised controlled trial. Qualitative research supported that the 

intervention may be feasible for routine application, providing that challenges in 
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family recruitment was a worthwhile time investment and compatibility with GP-

based primary care was resolved. 

CRAFT studies included in systematic review 

From the search carried out on the electronic databases, 56 separate studies 

were located. The titles and abstracts of these articles were screened, then edited by 

relevance to seven studies as shown in Table 3.5.  

Table 3.5 CRAFT Studies included in this review 

       Study                    Design                                                         Country 
 
Sisson et al. (1986)                          RCT 

 
Illinois, USA 
 

Miller et al. (1999)                          RCT 
 
 
Kirby et al. (1999)                           RCT 

Albuquerque,  
New Mexico, USA 
 
Philadelphia, USA 
 

Meyers et al. (2002)                        RCT 
 

Albuquerque,  
New Mexico, USA 
 

Waldron et al. (2007)              Uncontrolled study USA 
 

Viets (2007)                            Uncontrolled study 
 
Meyers et al. (1999)                 Uncontrolled study 
 

New Mexico, USA 
 
Albuquerque,  
New Mexico, USA 

As shown in Table 3.5, the studies were conducted only in the United States, 

although one was in a Latino community in New Mexico. The full texts of the seven 

studies were then retrieved, with details outlined in Table 3.6. 
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Table 3.6 Identified CRAFT Research 
 

Citation Substance Design Participants Intervention Results 
Recruitment Sample characteristics 

Sisson et 
al. (1986) 
 
 

Alcohol 
 

Small scale RCT (n=12) 
• CRT (7 CSOs) 
vs 
• Standard treatment & 
        referral to self help 
       group 
       (5 CSOs)  
 
 

• Recruited from CSOs who had 
contacted a community Tx 
program because of their relative’s 
drinking problems 

 
• Inclusion criteria not stated 
• Exclusion criteria not stated 

• 100% women 
• Age range=28-62 
• 75% spouses,  
       17% siblings, 8% 
       children 
 
 

12 individual CRAFT 
sessions and joint 
counselling (CSOs and IPs) 
 
 

SUs’ engagement 
• 86% in the CRT condition  
• None in the 12-step program 
 
Number of sessions before SUs’ 
engagement (M = 7.2) 
 

Miller et 
al. (1999) 

Alcohol RCT (n=130) 
• CRAFT (45 CSOs) 
vs 
• Al-Anon (45 CSOs)  
vs 
• JI (40 CSOs)  

• Public media recruitment 
• Telephone screening interview 
• Inclusion criteria 
 SUs 
        : ≥ 18 years 
       : met DSM III-R of AUD 
       : refused Tx in prior 3 mths 
 CSOs 
       : ≥ 18 years 
       : living with problem drinkers or 
         close relatives 
       : living ≤ 60 miles from research  
         site 
       : in contact with drinker  ≥  40%  in 

past 90 days   
 
• Exclusion criteria 
CSOs 
       : met DSM III-R of AUD 

• 90 % women 
• M = 47 yrs. (range=21-

81) 
• 59% spouses, 30% 

parents, 8% boy/girl 
friends, 2% children, 
2% grandparents 

12 individual CRAFT 
sessions  

CSOs’ status 
• Improved CSO functioning 

(similar in 3 approaches) 
SUs’ status 
Engagement rates  
• 64% CRAFT  
• 30% JI 
• 10%  Al-Anon condition 
Number of sessions before SUs’ 
engagement (CRAFT: M= 4.7, 
Al-Anon: M=5.7, JI: M=4.7) 
 
CSO-SU relationship status 
• Improved CSO-SU 

relationship  
(similar in 3 approaches) 
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Table 3.6 Identified CRAFT Research (Cont.) 
 

Citation Substance Design Participants Intervention Results 
Recruitment Sample characteristics 

Kirby et 
al. (1999) 
 
 

Illicit 
drugs 

RCT (n=32) 
• CRT (n=not stated) 
vs 
• 12 step self- help 

group  
       (n=not stated) 

• Public media recruitment 
• Telephone screening 
• Inclusion criteria 
CSOs 
       : ≥ 18 years 
       : be concerned about SU    
       : in contact with substance user  ≥  
         3 times weekly   
• Exclusion criteria 
SUs 
        : engaged in Tx 
CSOs 
       : engaged in alcohol and drug Tx 

CSOs 
• 94% women 
• M = 39.6 yrs. 
       (range=20-70) 
• 56% spouses, 38% 

parents, 6% siblings,  
• SUs’ drug use:  
       56% cocaine, 22%  
       heroin, 22% others  

14 individual counselling 
sessions (1 hour per 
session) plus conjoint 
counselling sessions 
(family members and 
substance users) for 10 wks 
 
 
 

CSOs’ status: 
• Reduced in social emotion, 

relationship abuse and 
physical abuse 

• More positive mood 
       (not different between 2  
       groups) 
SUs’ status 
Engagement rates 
• 64% CRAFT  
• 17% 12-step c 
        Number of sessions before  
        SUs’ engagement (not  
        reported) 

Meyers et 
al. (2002) 
 
 

 Illicit 
drugs 

RCT (n=90) 
• CRAFT (29 CSOs) 
vs 
• CRAFT (30 CSOs) 
vs 
• Al-Anon&Nar-Anon  
       (31 CSOs)  
 
 

• Public media recruitment 
• Telephone screening 
• Inclusion criteria 
 SUs 
       : ≥ 18 years 
       : met DSM IV of psychoactive SU 
       : refused Tx in prior 3 mths 
 CSOs 
       : ≥ 18 years 
       : a first degree relative or spouse 
       : living ≤ 60 miles from site 
       : in contact with drinker  ≥  36     
days in past 90 days   
       : ≥ 6 grade reading level        

CSOs 
• 88% women 
• M = not stated 
• 53% parents, 30% 

spouses , 17% close 
friends, 2% children,  

        2% grandparents 
 
 
 

CRAFT 
12 Individual sessions plus 
2 additional emergency 
sessions 
 
CRAFT plus after care 
CRAFT sessions & after 
care group (open-ended 
group) up to 6 months 
 
 
 

CSOs’ status: 
• Improved CSOs’ functions 

(depression, physical 
problems, family functioning) 

• No significant difference 
between CRAFT and CRAFT 
plus aftercare  

SUs’ status 
Engagement rates  
• 59% CRAFT  
• 77% CRAFT+ after care 
• 29% Al-Anon/Nar-Anon 

Number of sessions before 
SUs’ engagement (M = 7.56) 
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Table 3.6 Identified CRAFT Research (Cont.) 
 

Citation Substance Design Participants Intervention Results 
Recruitment Sample characteristics 

Meyers et 
al. (2002) 
(Cont.) 

  • Exclusion criteria 
CSOs 
       : reported the interest in Tx of their  
         IP 
        : engaged in drug Tx prior 90 days 

  CSO-SU relationship status: 
• Increased relationship on 

happiness scale  
• Decreased family conflict 
 
 

Waldron 
et al. 
(2007) 
 
 

 Illicit 
drugs 

Uncontrolled trials (n=72) 
• CRAFT (42 CSOs) 
• CBT (30 SUs)   
 
 

• Media recruitment 
• Telephone screening interview 
• Inclusion criteria 
SUs 
       : 14 - 20 years 
       : Suspected SUD  
       : refused Tx in prior 3 mths 
 CSOs 
       : ≥ 18 years 
       : only parents 
       : living  near research site 
       : in contact with substance user  ≥  
         40% in past 90 days   
• Exclusion criteria 
SUs 
        : engaged in drug Tx prior 90 days 
        : met criteria for psychotic or   
          organic state 
CSOs 
       : engaged in drug Tx prior 90 days 
       : met criteria for psychotic or  
         organic state 

CSOs 
• 83% women 
• M = 46 yrs. 
       (SD=7.9) 
• 100% parents 
SUs 
• 79% men 
• M = 16.6 yrs.  
       (SD=1.3) 
• 39% cocaine, 29% 

stimulants, 18% 
marijuana, 9%opiate,  

       5% others  
 
 
 

Phase I  (CRAFT) 
12 Individual sessions 
 
Phase II (CBT) 
12 sessions of multi-
component individual CBT 
 
 
 

CSOs’ status: 
• Reduced negative symptoms 
• Improved emotional 

functions 
 
SUs’ status 
Engagement rate  
• 71% of engagement 
SUs’ drug use 
• Reduction in marijuana use 
• No difference in alcohol or 

tobacco use 
Number of sessions before SUs’ 
engagement (not reported) 
 
 
CSO-SU relationship status: 
• Improved family environment 
• Improved family cohesion 
• Reduced family conflict 
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Table 3.6 Identified CRAFT Research (Cont.) 
 

Citation Substance Design Participants Intervention Results 
Recruitment Sample characteristics 

Viets 
(2007) 
 
 

Alcohol Uncontrolled trials (n=45) 
• CRAFT (45 CSOs) 
 
 
 

• Media recruitment 
• Telephone screening interview 
• Inclusion criteria 
 SUs 
       : ≥ 18 years 
       : met DSM IV of psychoactive 
        substance use 
       : refused Tx in prior 3 mths 
 CSOs 
       : ≥ 18 years 
       : spouse/partner or close relative 
       : in contact with drinker  ≥ 40% in 
         past 90 days   
        
• Exclusion criteria 
SUs 
       : engaged in recent alcohol Tx 
       : met criteria for major psychotic  
         disorder 
 
CSOs 
       : met criteria for major psychotic  
         disorder 
       : met DSM III-R of AUD 
 

CSOs 
• Gender (not stated) 
• Age (not stated) 
• 100% parents 
• 56%Euro-Americans,  
        34% Latinos, 11%   
        others  
 
 
 

12 individual sessions  
(1 hour /session) for 4 mths 
 
 

CSOs’ status: 
• Reduced negative symptoms 

(depression, anger) 
 
SUs’ status 
Engagement rate  
• 67% of engagement 
 
CSO-SU relationship status: 
• Improved family cohesion 
• Reduced family conflict 
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Table 3.6 Identified CRAFT Research (Cont.) 
 

Citation Substance Design Participants Intervention Results 
Recruitment Sample characteristics 

Meyers et 
al. (1999) 
 
 

Alcohol 
& illicit 
drugs 

Uncontrolled trials (pilot) 
• CRAFT (62 CSOs) 
• MET &CRA (44 

SUs)   
 
 

• Public media recruitment 
• Telephone screening 
        interview 
• Inclusion criteria 
 SUs 
       : ≥ 18 years 
       : met DSM III-R of AUD 
       : refused Tx in prior 3 mths 
 CSOs 
       : ≥ 18 years 
       : a first degree relative or spouse 
       : living ≤ 60 miles from research 
Site 
       : in contact with drinker  ≥  36 days 
         in past 90 days   
       : ≥ 6 grade reading comprehensive  
         level 
 
• Exclusion criteria 
SUs 
       : met criteria for psychosis 
CSOs 
       : met DSM III-R of AUD 
       : met criteria for psychosis 
 

CSOs 
• 97% women 
• M = 44.7 yrs. 

(range=18-73) 
• 56% parents, 34% 

spouses, 6% siblings, 
4% children 

• 48% Hispanic, 47% 
white non-Hispanic, 
3% Native America, 
2% Africa America 

• SUs’ primary drug use 
        39% cocaine, 29% 
        stimulants, 18%  
        marijuana, 9% opiate, 
        5% others (reported by 
        CSOs) 
 
SUs 
• 77% men 
• M = 29.8 yrs  
       (range=18-51) 
• 32% cocaine, 14% 

stimulants, 43% 
marijuana, 9% opiate, 
2% tranquilizers (self-
reported)  

Phase I: CRAFT (6 mths) 
• 12 Individual session 
        plus 2 additional   
        emergency sessions 
 
Phase II: MET&CRA (6 
mths) 
• MET (2-4 sessions) 
       and CRA (8-11  
       sessions) 
       plus 2 additional  
       emergency sessions 
 
 
 

CSOs’ status: 
• Decreased all negative 

symptoms (depression, anger, 
anxiety, medical symptoms, 
and physical symptoms)  

• Significant gain benefit 
during 12 wks and maintain 
at 3, 6 mths follow-up 

 
SUs’ status 
Engagement rates  
• 74% SUs’ engagement (at 6 

mths) and after 6 mths 
increased to 77% 

 
Number of sessions before SUs’ 
engagement (M = 4.84, range 0-
12) 
 
SUs’ substance use 
• Increased abstinence from 

alcohol and drug use (only 
engaged SUs)  

 
CSO-SU relationship status: 
• Increased relationship 

happiness scale  
• Decreased family conflict 
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Design of the studies 

CRAFT was compared with a traditional counselling program (1 study), 

Al-Anon facilitation (2 studies), a Johnson Institute Intervention (1 study), and a  

12 step self-health group (1 study). To test the effects of CRAFT components, 

an uncontrolled multiple case study conducted by Meyers et al. (1999), 

separated the intervention into two phases (Phase I: CRAFT for CSOs, and 

Phase II: MET& CRA for SUs). Similarly, Waldron (2007) also using a 

multiple case study design had an initial phase of CRAFT for CSOs, followed 

by CBT for SUs. See details of identified CRAFT research in Table 3.6. 

Focus of CRAFT 

The original CRAFT program was developed to deal with alcohol 

problems in the family, but since then it has also been applied to other substance 

use. Specifically, cocaine, marijuana, stimulants, heroin, or opiates have been 

addressed in CRAFT studies. The target audience consists of people who are the 

main focus and recipients of the intervention. Common audiences across studies 

were CSOs (e.g. parents, spouses, siblings, children or grandparents). One study 

also included boyfriends or girlfriends (Miller et al., 1999). Only two out of 

seven studies included both CSOs and SUs (Meyers et al., 1999; Waldron et al., 

2007). Only one study dealt with family members of adolescents who were 

using substances (Waldron et al., 2007). Participation in the studies required 

family members to be ≥ 18 years of age, be a first degree relative or spouse, be 

in sufficient contact with the substance user (e.g. ≥ 40% of days in the past 90 

days), living nearby the research site, not meeting DSM-IV criteria for SUD or 
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AUD, and be reporting difficulties with treatment-refusing substance users. As 

noted above, Miller et al. (1999) also included boyfriends or girlfriends.    

Program providers 

Therapists delivering the programs were typically psychologists. Some 

had completed a Masters degree in an alcohol and drug field, while others were 

Bachelor’s level therapists with several years of drug and alcohol experience. 

Most studies reported that therapists had 20 hours of CRAFT training.    

Duration of the program  

Program durations varied considerably across the studies but typically 

ranged between two and a half and six months. Nearly half of the studies did not 

clearly state the program duration. Twelve individual sessions of unstated length 

were typically held weekly, and there was an opportunity to add two additional 

emergency sessions at the therapist’s discretion. The two studies that divided the 

intervention into two phases (Myers et al., 1999; Waldron et al., 2007) gave 6 

months to the initial phase for CSOs, followed by another 6 months for SUs.  

Recruiting procedure 

All studies reported that participants were recruited through public 

media advertisements offering family members help with treatment-refusing 

alcohol and substance users. All studies had newspaper advertisements, but also 

used public radio, pamphlets, or word of mouth. In one study, some participants 

were recruited through public schools and other community agencies (Waldron 
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et al., 2007). Initial telephone screening was performed after CSOs called 

responding to interest in the intervention.  

Measurement time 

Studies typically monitored outcomes every 3 months. Most continued 

to measure outcomes up to 1 year (post-baseline), but one study only presented 

pre and post-intervention measures.  

Impact of program 

According to three main CRAFT objectives, CRAFT tends to improve 

the well-being of CSOs in their own right, to encourage the substance user to 

enter treatment, and to improve family relationships between CSOs and SUs. 

The effectiveness of the CRAFT program is well acknowledged in many studies 

and is identified in five areas: engagement of CSOs in sessions, CSO status, 

CSO-SU relationships, SU status and number of sessions to obtain SU change.  

Each of these will be discussed in detail below. 

Engagement of CSOs in sessions 

 CRAFT-trained CSOs showed a high rate of attendance at sessions. In 

Meyers et al. (1999), 62% of CSOs completed all 12 CRAFT’s sessions, and the 

average number of sessions attended was 10.45. In Kirby et al. (1999), 86% of 

CRT-trained CSOs completed all 12 sessions (M= 8.6).  In Miller et al. (1999), 

89% of participants completed all sessions, and there were high follow-up rates 

(100% at 3, 6, 9 months and 98% at 12 months). In Waldron et al. (2007) 90% 

of parents completed all 18 sessions (M of sessions = 9.9. In Viets (2007), CSOs 
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participated in CRAFT for an average of four months; however, the length of 

intervention was not presented. One study indicated that CRAFT resulted in 

better retention than a control condition (Kirby et al., 1999).    

CSO status 

Participating CSOs in all CRAFT studies significantly improved their 

psychological function, and reduced their mental distress and negative physical 

symptoms. All studies reported that improvement of psychological functions in 

CSOs occurred, and did not depend upon their substance users’ engagement in 

treatment. However, when comparing CSOs in CRAFT with those in other 

active treatment conditions (e.g. Al-Anon, JI, or CRAFT plus aftercare), 

differential benefits from CRAFT were not obtained. 

CSO-SU relationships 

Solid evidence from all CRAFT studies indicated that CRAFT-trained 

CSOs showed improvement of their family environment (increased cohesion 

and decreased conflict) and increased happiness with relationships. However, 

improvements in CSO-SU relationships were not sustained over a follow-up 

period (Meyers et al., 1999). In addition, CSOs and SUs perceived their family 

relationships differently after CRAFT training. In Waldron et al. (2007), parents 

of substance users reported improvement in their family environment after 

CRAFT training, whereas their children reported no differences from Baseline.      
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SU status 

More than 64% of CRAFT-trained CSOs were able to engage their 

substance–using relatives in treatment. Substance users had a median 

engagement rate of 71% across the three randomised controlled trials (Viets, 

2007, Waldron et al., 2007, Meyers et al., 1999). While Meyers et al. (2002) 

found that the addition of aftercare to CRAFT provided 77% engagement (vs. 

59% from CRAFT alone), that apparent rise was not statistically significant. 

This suggests that CRAFT can deliver a substantial engagement rate of SUs, 

without the need for aftercare (Meyers et al., 2002).  

CRAFT showed a more successful rate of engagement than other 

approaches such as Al-Anon or JI. The substance users’ engagement rate from 

CRAFT was more than 59% in all studies, while effects from Al-Anon or 12-

step were 0% (Sisson & Azrin, 1986), 13% (Miller et al., 1999), 17% (Kirby et 

al., 1999), and 29% (Meyers et al., 2002). CRAFT was also compared well with 

JI in Miller et al. (1999), resulting in 64% SUs’ engagement in CRAFT 

compared with 30% in JI.    

Number of sessions to obtain SU change 

The average number of CSO sessions to obtain changes in SUs ranged 

from 4.7 (Miller et al., 1999) through 4.8 (Meyers et al., 1999) and 7.2 (Sisson 

& Azrin, 1986) to 7.6 sessions (Meyers et al., 2002), giving a median across all 

studies of 6.0 sessions. Viets (2007) reported that substance users were engaged 

in treatment within a mean of 55 days of CSO participation for Latino CSOs 

and in 60 days for Euro-Americans.   
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Key points 

CRAFT has gained substantial scientific supported in responding to 

CSOs for their own needs, assessing CSOs to get their SUs into treatment, and 

improving the family relationship between CSOs and SUs. However, this 

program has mainly been used in western contexts, and has only been evaluated 

in the United States. As yet, the feasibility of this program for routine 

application is unclear. Furthermore, only one study reports that the CRAFT 

program is effective for CSOs of substance-using adolescents.     

Cultural adaptation of family-based prevention interventions 

Typically, family-based interventions are designed for western cultures, 

and programs are influenced by mainstream American values (Turner, 2000). 

However, family structures, norms and beliefs vary across cultural contexts, as 

do traditional perspectives on the nature of remedial interventions. It is 

important to make the intervention relevant to the culture and circumstances of 

the participants. Cultural adaptation involved modifications to make programs 

more culturally sensitive, and to shape them to suit the culture (Kumpfer, et al., 

2002). Cultural competence among program developers and providers is 

required to achieve effective cultural adaptation (Skaff, et al., 2002). Culturally-

specific family interventions need to address the complex structures of cultural 

values and practices (Resnikow, et al., 2000). Improvements in the impact after 

cultural adaptations have been demonstrated in many studies (Aktan, Kumpfer 

& Turner, 1996, Kumpfer et al., 2002). In spite of its importance, cultural 

adaptation in family-based prevention intervention for different ethnic groups is 

very limited (Castro, Barrera & Martinez, 2004).  
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The 5-step method intervention and CRAFT demonstrate a positive 

impact for families of substance users, although in both cases the evidence base 

is limited. However, these interventions were designed within western cultures 

and they do not appear to have been implemented in Thailand. In order to create 

a cultural adaptation of these family-based interventions, the Thai substance 

user’s experience and the family’s perspective must be considered, before the 

intervention can reflect the norms and values of current Thai culture.  
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CHAPTER 4 

STRUCTURED INTERVIEWS OF THAI ADOLESCENTS ATTENDING 

TREATMENT FOR SUBSTANCE USE                                                             

AND OF THEIR FAMILY MEMBERS 

The current research program aims to develop an intervention to increase 

the well-being of family members, to increase the chance of engagement of Thai 

adolescent substance users into treatment and to improve the relationships 

between family members and young people. In order to design an appropriate 

intervention for Thais, an understanding of the nature of drug users and their 

family members in Thais’ circumstances and issues related to drug use in the 

Thai culture such as predominant risk factors, ways of coping, and perception of 

existing treatment is required. Firstly, a study was undertaken with Thai 

adolescents and their family members attending outpatient treatment for 

substance misuse. The study aimed to gain an understanding of: 

1. The characteristics of adolescents coming to an outpatient medical 

health clinic because of their alcohol and other drug use, and risk and 

protective factors relating to their substance use 

2. The nature of family involvement, and the relatives’ concerns, 

coping methods, supports and perceptions of existing treatment 

3. The nature of existing referral and treatment processes and the 

feasibility of undertaking a controlled trial in the outpatient clinic. 
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The literature review suggested that adolescent substance users may be 

difficult to engage and motivate to change their behaviour if they were targeted 

directly.  This study examined their response to a current program that 

mandated their attendance.  The literature review also noted that family 

members typically experience significant stress in trying to deal with challenges 

posed by having a substance-using child, and that they often feel unsupported 

by services.  The current study therefore examined the concerns expressed by 

Thai relatives of substance users, and the extent they were involved and 

supported in treatment.  

Accordingly, the study sought to determine the following information: 

A: Quantitative 

1) Feasibility of recruitment to a randomised controlled trial 

i) Number of young people and parents who can be recruited each 

month and who fulfil criteria and consent to research 

2) Gaining an understanding of local substance use, risk factors, major 

concerns, coping strategies of drug users and their relatives, and 

perceptions of family members about existing treatment 

3) Nature of sample 

i) Mix of family members who attended 

ii) Proportion using specific substances and with specific mental health 

problems  

iii) Time line of drug use and the links between drug use and mental 

distress 

iv) Degree of current distress and substance related problems 
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4) Existing treatment 

i) Number of sessions, locations, type of treatments 

ii) Satisfaction of young persons and family members with existing 

treatments 

B: Qualitative   

       1) Nature of sample 

i) Predominant risk situations for substance use and psychological 

distress 

ii)  Predominant concerns of clients and family members  

iii) Coping methods of clients and family members  

iv) Social supports of the young people and family members. 

Method summary 

Participants 

1. Young people attending treatment at an outpatient psychiatric clinic in 

a regional centre in Thailand because of their alcohol or other drug use 

2.  Family members who attended the hospital with the young people 

who fulfilled the above criteria 

Setting 

The setting was the tertiary hospital in Udonthani located in the north 

eastern plateau of regionalThailand. Udonthani covers an area of 11,730 square 

kilometres (2.29% of the whole country) and is the fourth largest province in the 

north eastern plateau of Thailand.  The population is 1.5 million (male 50% and 
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female 50%) with the majority of Thai nationality. The Thai language is 

officially and commonly used, but the local ‘Isan’ language is also widely used 

for communication. Most of the residents are Buddhists. Udonthani Province 

was selected to be a setting because it is located near Thailand’s border and has 

served as the major drugs storage place for further distribution to drug 

consumers or neighbouring countries (Office of the Narcotics Control Board, 

Ministry of Justice Thailand, 2007). Udonthani Hospital is the biggest public 

medical centre in the province. Regarding mental health care services, there is 

only an outpatient clinic that provides treatment for both mental health, alcohol 

and other drug care. Clients with psychosis are referred to a psychiatric hospital 

in a nearby province (Khon Kaen).  

Design 

Structured interviews were employed for this study. To participate, 

young people had to be 15–30 years of age and had to have come to the hospital 

because of their drug use. The family members were relatives of these clients 

(e.g. parent, sibling, partner or grandparent). They either lived with the young 

person or had at least an average of twice-weekly contact with them (either 

face-to-face or by telephone). The family members were ≥ 18 years of age, and 

where a young person was younger than 18 years, the family member was a 

parent or guardian.  

Recruitment procedure 

Participation was voluntary and participants were screened by staff 

working at the outpatient psychiatric clinic at Udonthani Hospital using a sheet 
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summarising inclusion and exclusion criteria. Staff informed potential 

participants about the study, and those expressing an interest in the study were 

referred. The researcher obtained informed, written consent from the participant 

and relative. A parent or guardian provided additional consent for participants 

less than 18 years of age. Committing participants were interviewed in a private 

room at the outpatient psychiatric clinic at Udonthani Hospital.  

Interview procedure 

Individual interviews were held separately in a private room at the 

psychiatric clinic at Udonthani Hospital. Interviews were conducted with 20 

young people (15-30 years) and 20 family members who were over 18 years of 

age. Each interview session was 30–45 minutes in duration and conducted 

separately to ensure that confidential information from each party was not 

communicated to the other. 

Rapport was established at the beginning of the interview session, and a 

structured interview was then conducted (see detail in Appendix 2). During the 

interview, written notes (word-for-word, as close as possible to transcripts) were 

made by the researcher. Written notes were checked for accuracy by reading 

them back to respondents as a member-checking technique (Ballinger, 2006). 

Any unclear issues that were detected were clarified with participants during or 

at the end of the interview session. Any corrections were recorded as additional 

comments or clarifications. A researcher had only one opportunity to meet 

participants, because the psychiatric clinic was an outpatient clinic and 

participants had appointments with the doctor at least one time a month. 

However, the researcher was able to obtain further information from young 
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people and family members who attended the Matrix intervention program, 

which was provided by Udonthani Hospital. Any ambiguities detected after the 

interview were clarified with respondents when they next attended the hospital. 

Besides gathering data from the interview, the researcher recorded data 

regarding existing treatments and the problem history using hospital files. 

Materials  

Quantitative data derived from the structured interviews included 

demographic information (e.g. gender, age, marital status, education, 

employment, and living status), responses to a Drug Check (Kavanagh et al., 

2011), and reports of the history of drug use and of any physical and mental 

health disorders. Open-ended questions and rating scales were employed to 

identify risk situations related to alcohol and other drug use, coping strategies 

and social support, and satisfaction with existing treatment. A family diagram 

was constructed, which showed three generations of immediate family members 

and details of any previous family members. Relatives having a history of 

alcohol or other drug use, mental health illness, or family members who had a 

close or conflictual relationship were marked in this diagram. A social support 

diagram was also devised to illustrate the significant others giving support to 

participants. Questions in the assessment booklet are displayed in Table 4.1. 

Information obtained from young people and their family members was 

checked against data from hospital files (e.g. concerning the drug use history, 

past and present illness, diagnosis and past treatment).  
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Data analysis procedure 

Analyses of quantitative data comprised descriptive statistics only. 

Frequencies, percentages, means and standard deviations were calculated. A 

thematic analysis was used to identify key themes from the qualitative 

responses. The researcher began by looking at individual answers from each 

question and reading carefully to capture key words or meanings, in order to 

derive key themes. Data were manually coded by using an initial coding 

guideline (line-by-line coding technique; Charmaz, 2006). Similar concepts 

were highlighted by using coloured markers, and coding started by using key 

words that reflected their meanings. 
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Table 4.1 Questions to young people and family members  

Questions          

Demographic data 
Gender, age, the highest education, employment position etc.     
Drug Check 
Type of drug use, frequency of drug use, quantity of drug use etc.    
Timeline 
Period of drug use, other problems related to drug use, period of hospital admission etc.  
Risk situation assessment 
1. Think about when you/your relative last used (substance)     
1.1 Who was there with you/your relative?       
1.2 Where did it take place?        
1.3 What was happening before you/your relative used it?     
2. Think about when you /your relative usually use substances 
2.1 What time do you/your relative most want to use (substances)?     
2.2 What day of the week would this usually be?      
3. Think about when you/your relative tried to stop using (substances) 
3.1 Have you/your relative ever tried to stop using (substances)?      
3.2 If you/your relative stopped using (substances), what situation would be the hardest?  
3.3 How hard was it to stop using (substances)? (Rated 0–10)     
3.4 How hard was it to think about other things? (Rated 0–10)      
3.5 What would you/your relative do to keep off (substances)?     
3.6 What happened when you/your relative tried that?      
Coping strategy and social support: 
1. Is there something that worries or upsets you (about your problems with relatives)?  
2. When you feel upset, what did you do to make yourself feel better?     
3. What happens when you try that?        
Family Diagram 
Figure of family member, relationship in family, drug use history (Diagram) 
and mental illness in family etc. 
Social support diagram 
Figure of significant persons who usually give support in various situations (Diagram)   
Existing treatment assessment 
1. What hopes do you have about your/your relative’s treatment?     
(Clients only: why do you think you need treatment?)   
2. What help are you getting for your problem/your relative’s problem     
with substance use and mental health problems? 
3. How helpful is this treatment? (Rated 0–10)  
4. How much does it help you/your relative to stop using? (Rated 0–10)  
5. How satisfied are you with this treatment? (Rated 0–10)  
6. How could the hospital help you/your relative to get better?     
  

The frequency, extensiveness and intensity of comments were 

considered when identifying significant themes (Krueger, 1998, p. 36). For 

example, some issues were discussed by many participants (extensiveness) and 

some topics were brought up more often (frequency) by each person who 

mentioned it—an index of importance or of special interest. Intensity was 

identified when participants talked about a topic with a special emphasis or 
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depth of feeling. Sometimes, participants could not describe the exact word or 

feeling; it was expressed by crying or exhibiting strong emotions. Individual 

descriptions and coding words were read repeatedly to pick out the thematic 

meaning (Pollio & Ursiak, 2006, p. 283). The trustworthiness of data analysis 

was checked by another Thai researcher who was blinded from the study’s 

objectives and existing coding. If this researcher disagreed with any themes or 

quotes that were used for supporting significant themes, both researchers 

discussed the different points of view. Researchers re-checked coding words 

before deriving themes, and checked if quotes by participants were relevant. 

Interpretations based on the quotes were consistent with the theme. After 

consensus on themes was derived, their nature and some examples were 

translated to English. The themes and related quotes were then checked by the 

supervisory team.   

Results 

1. Nature of sample 

This study was conducted from November 2008 to January 2009. Over 6 

weeks of recruitment, 37 clients attending treatment at the outpatient psychiatric 

clinic at Udonthani Hospital in Thailand were approached to participate. 

Recruitment resulted in 28 young people volunteering for the study, of which 20 

met the criteria. Three volunteers were over 30 years of age and two were under 

15 years of age. In two cases, the family members did not consent to participate 

(citing lack of time and concern about leaving their ill relative alone during the 

interview). In one case, the young person declined, reportedly because of 

discomfort over his reading and writing ability.  
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1.1) Sociodemographic participant characteristics: young people 

The demographic profile of the sample is displayed in Table 4.2. 

 

Table 4.2  Sociodemographic participant characteristics: young people (N = 20) 

Demographics        

Categorical variables               % (N) 
Gender    Male    90% (18) 
    Female    10% (2) 
 
Marital status   Single    75% (15) 
    Lived without married  20% (4) 
    Separated or divorced  5% (1) 
 
The highest education  Primary school   50% (10) 
    High school M.3  35% (7) 

High school M.6  10% (2) 
    Bachelor degree   5% (1) 
 
School status   Completed   25% (5) 
    Studying   15% (3) 
    Dropped out   60% (12) 
 

  Categorical variables                 % (N) 

Employment   Unemployed   50% (10) 
Employed   50% (10) 

 Employment position  Full time   30% (6) 
Casual    20% (4) 

Type of employment  Private person   30% (6) 
Owner    15% (3)  

                                                    Private company  5% (1) 
   

Income /month   ≤ 5,000 Baht   90% (18) 
    ≥ 20,000 Baht   10% (2) 
 
Living situation   With parent(s)   80% (16) 

Biological parent  60% (12) 
                                                      Stepmother/ stepfather  20% (4) 

    With partner   10% (2) 
    With relative   5% (1) 
    With sibling    5% (1) 
 
Continuous variables                         Mean in year (SD) 
Age                                            19.4 (4.2) 
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Young people ranged in age from 15-29 years (mean = 19.4 years,      

SD = 4.2) and were predominantly male and single. Their educational level was 

generally low, with half of the participants having only completed primary 

school, and nearly two-thirds having dropped out of school. Only half were 

currently employed (full time 30%, casual 20%). The majority were employed 

as labourers by an individual. Full time workers were working five to six days 

per week, while casual workers were working three to five times per month. 

Participants who were unemployed reported that their parent(s) and relatives 

gave them money toward their cost of living. Almost all participants had a very 

low income of ≤5,000 Baht per month (Approximately AUD 220).    

The majority were living with their parent(s), with more than half 

reporting living with their biological parent(s); nearly a quarter were living with 

their biological father or mother only, with or without a stepmother or a 

stepfather.  
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1.2) Sociodemographic participant characteristics: family members 

The demographic profile of the family members is presented in Table 4.3 

 

Table 4.3 Sociodemographic participant characteristics: family members        

(N = 20, representing 20 families) 

Demographics       

Categorical variables                 % (N) 
Gender    Male    30% (6)  
    Female    70% (14) 
 
Relationship to young people Mother    55% (11) 
    Father    20% (4) 
    Sibling    15% (3) 
    Grandparent   10% (2) 
 
Marital status   Single    5% (1) 
    Married    75% (15) 
    Lived without married  15% (3) 
    Separated or divorced  5% (1) 
 
The highest education  Primary school   55% (11) 
    High school M.3  25% (5) 
    Certificate/Diploma  10% (2) 
    Bachelor degree   10% (2) 
 
Employment   Housework/retired  20% (4) 
    Employed   80% (16) 
 Employment position  Full time   65% (13) 

Casual    15% (3) 
Type of employment Owner    40% (8) 

Private company  25% (5)  
                                                    Private person   15% (3) 
 

Income /month   ≤ 5,000 Baht   30% (6)  
    5,001-10,000 Baht  35% (7) 
    10,001–15,000 Baht  15% (3) 
    15,001–20,000 Baht  15% (3) 
    ≥ 20,000 Baht   5% (1) 
 
Living situation   With spouse   70% (14) 
    With partner   15% (3) 
    With relative   5% (1) 
    With children   5% (1) 
    With sibling    5% (1)  
 
Continuous variables                  Mean in year (SD) 
Age                                   45.8   (11.7) 
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Family members were predominantly women, most of them mothers. 

The majority were aged ≥ 45 years (range = 23-65). Ninety percent were 

married or living with their partner. The educational level of participating 

family members was generally low, with over half only having completed 

primary school. Most were in full time employment, and nearly two-thirds of 

these had their own business (e.g. agriculture, large retail, handcraft or laundry). 

Nobody was employed by the government and only a quarter of the whole 

sample was employed by a private company. Two-thirds had an income less 

than 10,000 Baht per month (approximately AUD 440).  

Nearly half of the participants were living in a nuclear family group, the 

rest comprising extended families (e.g. grandparent, aunt or uncle of the young 

person). Drug use was commonly found in these families. Nearly half had some 

drug use in their family, with 25% reporting lifetime alcohol or illicit drug use 

in their immediate family (e.g. fathers, mothers and siblings) and the extended 

family (e.g. grandparents and uncles), and with 20% reporting current alcohol or 

drug use in both the immediate and extended family.  

Despite this high rate of substance use, only a third of participants 

reported mental health problems associated with this substance use. An 

estimated 25% of extended family members of these participants had mental 

distress related to alcohol or drug use, whereas 10% of participants reported 

their fathers had psychological problems because of alcohol or drug  use.  

Half of the young people expressed having a close relationship with their 

mother, although 30% of them did not mention having a close relationship with 

any family members and 20% reported having a close relationship only with 
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siblings and grandparents. From the family members’ point of view, 50% of 

family members described a close relationship between young people and their 

mothers while 20% reported a close relationship with grandparents. Twenty 

percent of the young people mentioned a conflictual relationship with their 

family.  However, nearly half of the family members (45%), and especially 

mothers (80%), stated that young people had a conflictual relationship with their 

fathers.       

2. Proportion using specific substances and with specific health problems  

Proportions of young people using alcohol or other drugs and health 

problems are shown in Table 4.4. 
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Table 4.4 Substance use and health problems: young people (N = 20) 

Demographics       

Categorical variables                               % (N) 
Substance use (lifetime)  
 Licit drugs   Cigarettes   95% (19) 
     Beer    70% (14) 
     Spirits    65% (13) 
     Combination of spirits  

and soft drink  65% (13) 
Illicit drugs    Amphetamines   60% (12) 

     Marijuana   60% (12) 
     Glue    40% (8) 
Substance use (last 30 days)   

Licit drugs   Cigarettes   85% (17) 
     Beer    65% (13) 
     Spirits    60% (12) 
     Combination of spirits  

and soft drink   50% (10) 
Illicit drugs    Amphetamines   30% (7) 

     Marijuana   40% (8) 
     Glue    25% (5) 
Problem related to drug use    
Physical health    No physical problem  60% (12) 

Physical problem  40% (8) 
Intoxication    20% (4) 
Headache    5% (1),  
Sleeping problem   10% (2) 
Injury    5% (1) 

 
Mental health     No mental health problem 50% (10) 

Mental health problem  50% (10) 
 Multi-psychosis symptom  25% (5)  

Visual hallucination   10% (2) 
Suicide    5% (1) 
Self harm    5% (1) 
Auditory hallucination  5% (1) 

 
DSM-IV diagnosis   None reported   70% (14) 
     Reported   30% (6) 

Schizophrenia  20% (4) 
Substance Abuse  5% (1) 
Substance-Induced Psychosis 5% (1) 

 

* glue sniffing is illegal in Thailand 
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Table 4.4 Substance use and health problems: young people (N = 20) (Cont.)   

Demographics       

Continuous variables                 Mean in year (SD) 
Started using substance 
Licit drug:  Beer     15.0 (1.9) 

Spirit     15.4 (1.7) 
Combination of spirit  

and soft drink   14.5 (1.9) 
Cigarettes    14.4 (2) 

Illicit drug: Glue     13.7 (3.5) 
Marijuana    15.7 (2.7) 
Amphetamines    19.1 (3.4) 
 

 Period of substance use    
Iicit drug: Beer     3.8 (2.2)  

Spirit     4.6 (2.7) 
Combination of spirit  

and soft drink   4.9 (3.9)  
Cigarettes    4.9 (3.6)  

Illicit drug: Glue     3.4 (3.8)  
Amphetamines    2.8 (2.1)  
Marijuana    2.7 (2.5)   

 
* glue sniffing is illegal in Thailand 

Substance use was highly prevalent in the young people participating in 

this study, with all participants reporting both a lifetime use of alcohol and other 

drugs, and the use of any substance in the past 30 days at the time of the study. 

All participants had used illicit drugs at some time, with 60% using 

amphetamines, 60% marijuana and 40% glue.  

2.1) Timeline of substance use and link between drug use and mental 

distress 

Participants, especially males, had a substantial history of alcohol and 

other drug use. Almost all participants reported the use of alcohol or tobacco 

prior to using illicit drugs, with 95% having used cigarettes and 100% having 

consumed alcohol. Young people started using alcohol or other drugs as early as 

10 years of age. They started smoking at a median of 14 years (range =10-18), 
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and their first alcoholic drink at a median age of 14 (range = 12-18). Use of 

home-made alcohol was very popular, because of its relatively low cost, as was 

mixing alcohol and soft drinks. Examples of home-made alcohol included 

mixing spirits of approximately 40% ethanol with energy drinks such as Red 

Bull or coffee and soft drinks (e.g. red Mirinda). Young people reported being 

attracted to the sweetness of these drinks and the strong image of being able to 

drink these spirits.  

The age where illicit drugs were first used varied according to the type 

of drug. Glue was typically the first illicit drug (median = 14, range 7-18), 

followed by marijuana (median = 15.5, range 10.5–21), and amphetamines 

(median = 19, range 14-25). The earliest illicit drug user had been using glue 

since he was seven years of age. Most licit drug use (alcohol and cigarettes) had 

an average of nearly five years’ duration, whereas the mean period of illicit drug 

use was less than four years.  

2.2) Substance-related and mental health problems 

Nearly half of the participants reported physical health issues resulting 

from their substance use. Four young people experienced acute intoxication 

after using a high dosage of drugs (most commonly marijuana) and had been 

admitted to an emergency room and medical ward for up to 3 days. One 

received surgical treatment after a motorcycle accident while intoxicated with 

alcohol and was admitted to a hospital ward for 2 months. The remainder had 

only minor problems with headaches or sleeping, and did not report spending 

time in hospital for physical problems.  
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Half of the participants had experienced mental disorders, with 20% 

having psychotic symptoms such as auditory or visual hallucinations, or 

paranoid ideas. Ten percent reported self-harm or suicidal ideation (5% self-

harm and 5% suicide). Only 6 young people (33%) were formally diagnosed (4 

with schizophrenia, 1 with substance-induced psychosis, 1 with substance 

abuse).  

3. Treatment 

Participants were asked about their history of treatment, current 

treatment, the satisfaction of existing treatment, their hopes relating to treatment 

and other needs. Treatment history and existing treatment are summarised in 

Table 4.5, including a summary of treatment by Udonthani Hospital (derived 

from hospital files). Satisfaction with existing treatment is summarised in Table 

4.7. Treatment needs derived from qualitative data are reported in a narrative 

summary. 
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Table 4.5 Treatment history and existing treatment: young people (N = 20) and 

family members (N = 20, representing 20 families) 

Demographics        

Categorical variables                            % (N) 
 
Referral status    OPD case   30% (6) 
     Referred from probation  70% (14) 
 

Substance involved:  Glue    35% (7) 
Amphetamines   25% (5) 
Marijuana   10% (2) 

 
Treatment history   None    55% (11) 

Religious/spiritual treatment  20% (4) 
General hospital  10% (2) 
Psychiatric hospital  10% (2) 

     Drug rehabilitation  5% (1) 
  
Current hospital-based treatment status  
     Medication only  30% (6) 
     Matrix program   60% (12) 
     Dropped out from Matrix 10% (2) 

As showed in Table 4.5, most participants were referred to the substance 

misuse program by the probation department in Udonthani Province because of 

their illicit drug use. Half had been using inhalants, over a third had been caught 

using amphetamines, and the remainder were found with marijuana. Over half 

of the participants had never been in any treatment. A fifth of the young people 

reported receiving religious or spiritual treatment, after a relative had taken 

them to a temple, fortune teller or magic man. The remainder reported engaging 

in modern treatment services (e.g. general hospital, psychiatric hospital or drug 

rehabilitation centre). Over two-thirds were currently attending the Matrix 

program at Udonthani Hospital, and another 10% had dropped out during the 

program. A third had received only pharmacotherapy.  
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3.1) Nature of current treatment (source of data: hospital files) 

3.1.1 Medication 

 Clients were screened by a staff nurse before seeing the doctor. The 

doctor gave a diagnosis and prescribed medication for any psychotic symptoms. 

Follow-up assessments were conducted by the doctor at monthly intervals for 

three months. Clients were referred to the psychiatric hospital in Khon Kaen in 

the case of serious psychotic disorders. 

3.1.2 Psychotherapy 

Individual psychotherapy was provided by a psychologist when patients 

were referred by a GP. This treatment was provided in a private room at the 

psychiatric clinic.  

3.1.3 Matrix program 

The Matrix program was adapted by the Ministry of Public Health, 

Thailand in 2002, to suit local circumstances. Illegal drug use that is detected by 

police resulted in client referrals to the probation service, which in turn referred 

them to Udonthani Hospital for mandatory treatment. Drug users have to 

complete all sessions or be referred back to the probation service (resulting in 

incarceration). This program is also available to clients coming to the hospital 

because of other negative impacts of alcohol and drug use, but few people 

volunteered, and most dropped out in early stages. The Matrix program is time-

intensive (three days a week for four months) and is run in an open group 

format. At the time of this study, four staff members ran this program. Clients 

are given a manual that included homework assignments. Urine drug screening 

is undertaken randomly throughout the program. Follow-up appointments are 
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made at 90 and 120 days after the end of the intervention. An evaluation report 

is then sent to the probation service. 

3.1.4 Alcohol clinic and smoking clinics 

These clinics were run by a training staff nurse every Tuesday and 

Thursday afternoon. A health education group and a self-help group were held 

in these clinics.  

3.1.5 Community outreach project 

A drug prevention camp had been run by professional staff over the 

previous three years. This project, HERO, was funded by a grant from the local 

government in Udonthani Province. The Hero project operated annually in three 

schools, and was aimed at prevention of alcohol and other drug use in the school 

environment.  

Table 4.6 Timetable of existing treatment at the outpatient psychiatric clinic, 

Udonthani Hospital 

Date 8.30 AM – 12.00 noon 1.00 PM – 4.00 PM 

Monday OPD case  Matrix program   
(ER/RP) 

Tuesday OPD case Individual session/ 
Alcohol clinic 

Wednesday OPD case Matrix program 
(Family education group) 

Thursday OPD case Individual session/ 
Cigarette clinic 

Friday OPD case Matrix program 
(ER/RP) 
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3.2) Satisfaction of young persons and family members with existing 

treatment 

 Satisfaction of existing treatment by young persons and family 

members is summarised in Table 4.7.  

Table 4.7 Satisfaction of existing treatment: young people (N = 20) and family 

members (N = 20, representing 20 families) 

Demographics       

Continuous variables              Mean (SD) 
Attitude of current treatment in young people 

Level of usefulness     6.5 (2.1) 
Level of helpfulness to stop using drug  5.7 (2.3) 
Level of satisfaction      6.1 (2.5) 
 

Attitude of current treatment in family members 
Level of usefulness      8.1 (2.2) 
Level of helpfulness to stop using drug  6.6 (2.2) 
Level of satisfaction      8.4 (1.7) 
 

 Young people rated the utility of existing treatment at a moderate level 

(mean =6.5, SD = 2.1 on the 0 – 10 scale). They also rated the treatment as 

moderately helpful (mean = 5.7, SD = 2.3) and were moderately satisfied with it 

(mean = 6.1, SD = 2.5). In contrast, family members rated the utility of existing 

treatment as high (mean = 8.1, SD= 2.2 score on the 0–10 scale). They 

perceived the helpfulness of existing treatment to be at a moderate level (mean 

6.6, SD =2.2, rated on the 0–10 scale). However, they expressed high 

satisfaction with this treatment (mean 8.4, SD=1.7, range from 5 – 10).  
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3.3) Hopes related to current treatment and the needs of young persons and 

family members (qualitative data)  

In terms of qualitative data regarding existing treatment, participants 

were asked what their hopes were in relation to current treatment. Comments by 

the young people suggested that they did not think that treatment helped them 

very much, and many admitted that they only continued to attend treatment 

because of their court order.  

Family members recognised that existing (modern) treatment provided 

by staff in the hospital was another treatment option. However, they also took 

their relative to undergo traditional treatment such as at a temple or magic 

man’s house because they preferred to utilise both treatments. Some hoped that 

engaging in this treatment would help improve their relative’s condition because 

the medicine helped relieve their symptoms. Some wished that drug education 

would help their relatives stop using drugs, because their relatives were taught 

about the biological effects of drug use. So, family members thought that their 

relative was concerned about its negative impact.  

Young people reported that they wanted the hospital to decrease the 

frequency of intervention sessions. Some reported that the program was boring 

and time-consuming. They also complained that they lost work, because they 

were employed as casual labourers and their employers did not hire them any 

more. Some participants identified themselves as the only ones who could stop 

their drug use and stated that the intervention could not make them change their 

drug use behaviour if they did not want to change. 
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Family members stated that a lack of knowledge about drug use and the 

associated negative impacts made them confused and unsure about how to deal 

with drug use in the family. They valued the health education group provided by 

staff in the hospital, strategies to manage drug use within their family, 

guidelines to observe the severity of harm of drug use on young people, first aid 

for acute problematic drug use at home, and knowledge of available treatment 

services for drug use problems (e.g. hotlines, emergency calls and drug 

rehabilitation centres). Some family members complained about travel and 

treatment costs, reporting that they had to travel a long distance and visit the 

hospital often. Some said they would prefer interventions provided in the 

primary health care unit near their home, because those treatments would be 

more convenient and inexpensive. On the other hand, some family members 

mentioned that they did not want to enter treatment in a primary health care unit 

because they were worried about stigma and feared that others would then know 

about the drug use problems in their family.    

4. Predominant risk situations for substance use 

Participants were asked about risk situations for the most commonly 

used or most problematic substances. Risk situation data, except the perceived 

level of difficulty to stop substance abuse, were derived from open-ended 

questions and were then categorised by thematic analysis. These risk factors 

comprised: (1) persons involving in substance use situations, (2) the place of 

substance use, (3) the situational occurrences prior to substance use, (4) the 

usual time and date of substance use and, (5) experiences of ceasing use.  
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4.1) Persons involved in drug use situations 

According to the interview with young people, most had last used 

substances with 2 to 5 friends. Only one reported that he last used 

amphetamines alone at home. ‘Friends’ in this context are people who usually 

used substances together and had a close relationship.  

Young person: “I last used glue with my close friends after finishing the 

dragon show training.” 

All participating family members also reported that their relative last 

used substances with their friends and most argued that these friends were not a 

good influence, and said they did not want their relatives in contact with them. 

Family member: “I think my son might use it with his friends. I don’t 

like them much. Most of them dropped out from school and do nothing.”  

  

4.2) Place of substance use  

All participating young people reported the place where they last used 

substances was where they felt free and safe to do so such as a friend’s house, 

hostel, in wasteland behind the train station (Nong Lek), in the bush behind a 

temple or in a rice field.  

Young person: “The last time, I used marijuana with my close friends 

was at his home. Nobody was at home. His father has gone for work and 

was always back at late night.” 

Young person: “I used glue with my friends. We had five people 

together and went to the place where youth in Udonthani sniffed glue. 

When I called my friends and said ‘see you at the same place’, it meant 

Nong Lek, a wasteland behind the train station.”  
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Young person: “My friend and I sniffed glue behind the temple (Wat 

Noon-nivate). It was dark, quiet and so scary at night, so no one wanted 

to pass there and we felt free to use it. Policemen rarely came to check 

this area.”  

Some participating family members reported that they did not know 

where their relatives took drugs. Most family members had known about their 

relative’s drug use, but some did not. 

Family member: “I heard my son has been using drugs for a long time, 

but I had no idea where it took place. When I came back from work, I 

just saw he was intoxicated by marijuana.” 

Family member: “I had no time to go along with him all the time.  I had 

to work because I was the only one looking after my children. When he 

came back, his clothing smelt, then I knew he had just sniffed glue.” 

Some family members stated that the workplace (a motorcycle repair 

shop) was the place where their relatives last used substances.  

Family member: “My son is a repairman in the motorcycle repair shop 

and he usually stays at that shop until late. Sometimes, his boss asks him 

to stay overnight because he wants someone to loos after his shop. Last 

time, he invited his friends to that shop and three of them were caught by 

the police while they were sniffing.” 

 

4.3) Situations before using substances  

Young people and family members acknowledged that there was no 

special event before they used drugs, but they initiated using mainly because 

they felt bored and had no alternative activities. Other situations preceding drug 

use were special events involving social groups or entertainment.  



91 

 

• Bored and no activities 

Young people reported commonly using substances because they felt 

bored and had nothing to do after work or school.  

Young person: “There was no special event. After finishing work, I 

didn’t want to go back home straight away. I met my friends and they 

offered me mixed drinks. When we were drunk, we started using 

marijuana.” 

Family member: “I think she might be bored because she has nothing 

to do. After having a baby, she was unemployed and she left her kid with 

me.” 

 

• Involving in group 

Young people and family members reported that the drug user had spent 

time with their drug-using friends in a gang prior to using drugs. 

Young person: “Normally, we meet our gang every day in the evening. 

Sometimes, we just rode a motorcycle around the village and stayed in 

the group at the front of my friends’ house. On that day, I met my friend 

at his house as usual. They were using marijuana in his house, then I 

came to join them.”   

Young person: “I walked past the home-made alcohol stall in the 

village. My friends were there and they offered it to me for free.”  

Family member: “Normally, young people in the community always 

stay in their group and become a gang member. They ride a motorcycle 

around the community.”  

 

• Special events 

Special situations that young people mentioned were dragon show 

training events. The dragon show is held during important festivals in 
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Udonthani. Chinese-Thai residents organise this show to celebrate festivals such 

as the King’s birthday, Chinese New Year, and the annual winter festival. Some 

participating young people that were in the dragon show club reported that they 

were paid for dragon training and used that money for alcohol or drug use, 

especially glue. Some young people reported that traditional Thai festivals (e.g. 

Songkran and rocket festivals) were special events where they used alcohol, 

especially mixed drinks.  

• Entertainment events 

Several young people reported that they last used the substance at a 

friend’s party or after leaving a pub. 

Young person: “I came to my friend’s birthday party. We just wanted to 

have more fun and my friends offered me amphetamines.” 

Young person: “My friend won lotto and arranged a party one night. 

One of our friends showed me amphetamines and said that if I needed 

long-lasting sex, I should have one. I just had a new girlfriend and 

wanted to prove myself. That was the only time I used amphetamines and 

it turned out to be true.” 

Young person: “The last time, I drank a mixer with alcohol before 

going to the pub. After closing, we went back to my friends’ hostel and 

used marijuana until early morning.” 

 

4.4) Usual time and date of substance use  

Participants reported the time that they most wanted to use illicit drugs 

was at night, usually between 7 pm and 11 pm, because it was safe from police, 

and their friends came back from school or work to join the club. However, 

most reported they usually drank in the evening from 4 pm to 8 pm, because 
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they were free from school and work. Almost all participants mentioned that the 

weekend, especially Saturday, was a usual time for alcohol or drug use. 

However, some reported that they took alcohol or drugs nearly every day. 

Therefore, they could not identify a usual day of use.   

4.5) Experiences from ceasing use 

Some young people and family members reported that they had stopped 

using alcohol or drugs at some point, although they had later started using them 

again. Reasons for stopping using alcohol or other drugs commonly identified 

by young people were:  

• Involvement in a treatment program 

Participants stated that they were involved in the Matrix program and 

were worried about the urine test so they stopped using substances during the 

intervention. 

• Committed to the rain retreat ceremony 

A common time to stop use temporarily was during the ‘rain retreat’ 

which is the traditional period in Buddhism during the rainy season (July to 

October). In order to achieve ‘merit’ in this ceremony, Buddhists often stop 

drinking or smoking for three months. Three of the twenty young people 

reported that they had stopped drinking and using amphetamines during the rain 

retreat ceremony. 

 Young person: “I used to stop drinking during the rain retreat 

ceremony. It’s a way for self-control.” 
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Young person: “I told my friends that during the rain retreat ceremony, 

I wouldn’t use it [amphetamines].” 

 

• Girlfriend or boyfriend relationship problems 

Experiencing a problem with a partner was another reason for ceasing 

use of substances. Some young people had stopped using amphetamines or glue 

because they had trouble with their girlfriends and had promised to stop. 

Young person: “My girlfriend told me to stop using amphetamines. I 

stopped for a week.”  

Young person: “My girlfriend was upset with me about glue sniffing. I 

tried to stop because she asked me. I could stop for a month because she 

stayed with me during the vacation, but I returned to my group after she 

left to go to a school in another province.”  

 

• Physical health problems 

Some reported that physical health problems made them stop using 

marijuana and glue. 

Young person: “Last time, I nearly died because I had a marijuana 

overdose. I stopped using it totally.” 

Young person: “I had a motorcycle accident and was admitted to the 

hospital, so I didn’t sniff glue for 2 months.”  

  

4.6) Perception of the hardest situation to stop using alcohol and other    

drugs  

Young people and their family members rated cessation as moderately 

difficult (Table 4.8). When young people thought about substance use, they 
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found it very hard to think about other things (rated as a high level of difficulty). 

Their family members agreed with these perceptions.   

Table 4.8. Difficulty in resisting substance use:  young people (N = 20) and 

family members (N = 20, representing 20 families) 

Demographics                   

Continuous variables              Mean, SD 
Perception of difficulty in young people 

Level of difficulty to stop using substance  6.1 (3.0) 
Level of difficulty to think about other things 7.2 (2.8) 
 

Perception of difficulty in family members 
Level of difficulty to stop using substance  6.5 (2.5) 
Level of difficulty to think about other things 6.8 (2.6) 

5. Linking predominant risk situations and psychological distress 

In relation to risk situations for substance use and psychological health 

problems, young people discussed substance-induced psychosis, while family 

members discussed supernatural powers and karma. 

Significant themes of young people 

• Health problems caused by their drug use 

Youth expressed some physical and mental problems presented as a 

result of their drug use; however, they believed they were in control and that the 

problems were not serious. 

Young person: “I remember the last time I used glue. We climbed to the 

roof of a school building to escape from our teacher. We sniffed glue a 

lot. I felt like someone from heaven called me and invited me there. I 

stood up and walked to the edge of the roof, then my friends grabbed 

and pulled me down. Anyway, I don’t think it’s a serious problem and I 

wanted to know what a hallucination felt like.” 
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Young person: “I know that sometimes inhaling marijuana makes me 

sick, but I think I can control myself. I just need to feel intoxicated by 

hashish. Last time I had it I overdosed. That was why my parent took me 

to the hospital, because I couldn’t breathe properly and felt suffocated. 

Anyway, it won’t happen to me again.”    

Participating family members reported contrasting views. Although they 

preferred their relatives to be treated by modern methods in hospital, belief in 

ghosts or a supernatural power and finding support from a traditional healer 

were also considerations.  

Significant themes of family members 

• Ghosts, spirit or supernatural powers 

Participating family members believed that ghosts, spirits or 

supernatural powers had an equal impact on mental health problems as did 

alcohol and other drugs. Belief in spirits is common among people living in 

north-eastern Thailand, especially in rural areas. Various activities in north-

eastern culture represent traditional treatment responses to spiritual disease.   

Family member: “I think that ghosts, spirits, or supernatural powers 

might be another cause of this sickness. He might havea  mental illness 

because of drug use. I myself think that it could be both (drug and 

ghosts). He might do bad things without intending to and a ghost might 

have become angry about what he did.”  

Family member: “I used to both see the doctor in hospital and go to a 

magic man or a well-respected monk who can help the bad spirit out of 

the body. The doctor can prescribe medicine, while the traditional 

healer treats spiritual illness.” 
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• Karma 

Given the centrality of Buddhism in Thailand, the Buddhist concept, 

karma, was often referred to during interviews with participating family 

members, especially senior participants. Karma is defined as intentional good or 

bad action. The law of karma holds that good acts lead to good results and bad 

acts lead to bad consequences. The underlying concept is that all actions have 

consequences, depending on the type of actions (Mills, 1999 cited in Burnard, 

Naiyapatana & Lloyd, 2006; Bhikkhu, 2008). Family members stated that the 

reason why their relative was involved in alcohol or drugs and had mental 

distress was because of karma in the past.      

Family member: “I think it must be karma in the past life leading to 

bad things in my life. It is also his karma [my son’s karma] making him 

sick. He made me upset and now he’s suffering from drug use and 

mental distress.”  

6. Predominant concerns of young people and family members 

Predominant concerns identified by young people and family members 

also differed. The major theme from young people concerned relationships with 

girlfriends or boyfriends. Most young people were more worried about these 

relationships rather than about their alcohol and drug use. A minor theme raised 

by young people related to parental feelings. One youth reported being 

concerned about the feelings of his parent. 
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Significant themes of young people 

• Girlfriend/boyfriend relationship 

Most young people had a girlfriend or boyfriend. All stated concerns 

about this relationship, because their partners were not drug users. Some were 

worried that their partners would leave them, so they used drugs with their 

friends and hid this drug use from their partner.   

Young person: “I’m afraid that my girlfriend will leave me if she knows 

I’m still using glue.” 

Young person: “My girlfriend warned me last time and I gave her a 

promise about quitting marijuana. I am concerned about her feelings a 

lot.” 

Young person: “I don’t want to break up with my boyfriend, if he knows 

about my drug use.” 

 

• Financial issues 

Some young people were concerned about financial issues because they 

were currently unemployed and had no money to buy substances. 

Young person: “My employer doesn’t want to hire me any more 

because I have to visit the hospital quiet often. When I am craving, I do 

not have enough money to buy it.” 

Young person: “My friends offer it to me for free because they know I 

am broke. I think I need to work to get money because the cost of 

amphetamines is very high [400 Baht/tablet = approx. AUD 12].”  

   

• Family conflict 

Some young people had a conflictual relationship with their father and 

expressed concern about family conflict. 
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Young person: “I had arguments with dad before using drugs. Our 

relationship became worse after he knew about my drug use. He also 

fights with mum. I think my mum gets in trouble because of me.”  

    

• Parent feeling 

Some participants mentioned concern about their parents’ feelings. 

Young person: “I was worried about how my father was feeling. I was 

really upset when I saw his face at the time I was in the jail under the 

probation service.” 

In contrast, significant themes to emerge from the interviews conducted 

with family members concerned the negative impact of the drug use on their 

relative (negative feelings, financial issues and health problems caused by their 

relative’s drug use). Relapse of their relative’s drug use, fighting, and family 

conflict were minor themes. 

Significant themes of family members 

• Negative impact of alcohol or drug use 

Most family members, especially mothers, mentioned the negative 

impact of alcohol or drug use on their relatives as a primary concern. 

Family member: “I’m worried about the negative impact of marijuana 

use. Last time, it was scary when I saw my son couldn’t breathe because 

of an overdose of marijuana.”  
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• Negative feeling 

Most family members expressed negative feelings regarding their 

relative’s drug use. Anxiety, unhappiness, anger and embarrassment were 

mentioned.   

Family member: “It’s very embarrassing; I don’t want to talk with 

neighbours or even have eye contact with them. I think they might have 

heard that my son was caught by the police.” 

Family member: “I’m really upset when I think about my son’s 

problem.” 

Family member: “I was angry any time I saw him with his gang and I 

assumed that they were going to sniff glue.” 

Family member: “When I knew from the doctor that they found 

amphetamine in his urine, I was shocked and crying. I had no idea how 

to tell his father and I thought big trouble would occur in my home.”  

 

• Financial issues 

Most family members reported financial problems because of the cost of 

drug use, treatment and travelling. 

Family member: “My son was unemployed. I have to pay for his living 

costs. I think he might use that money to buy drugs.” 

Family member: “I spent a lot of money on travelling to the hospital 

because we have to come here very often.” 

Family member: “Treatment costs me a lot, especially when I took him 

to other hospitals such as a private hospital where I can’t use a gold 

insurance card [public medical care provided by the federal government 

for low income residents]. Sometimes, I have to pay a magic man or 

fortune teller for spiritual treatment.”   
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• Health problem 

Most family members reported health problems in relation to their 

relative’s drug use (e.g. headache, loss of appetite, ulcers, sleeping problems). 

Family member: “I can’t sleep because I am always thinking about my 

son’s problem. I usually take a sleeping tablet to help me sleep well.” 

Family member: “I went to see a doctor because of tension headaches. 

He gave me medicine to relieve stress.” 

 Family member: “I am losing weight because I don’t want to eat.” 

Family member: “The GP said that I had a stress ulcer and he told me 

to eat more.”  

 

• Relapse of alcohol or drug use 

Some family members believed their relative might stop using alcohol or 

drugs after entering treatment. However, they reported relapses of alcohol or 

drug use.  

Family member: “I think he might get back to drugs again after 

discharge from this treatment. Without urine testing, I don’t think he’ll 

get on track.”  

Family member: “He never listened to me, so I think he might drink as 

usual if he did not take some medicine.” 

 

• Fighting problem 

Some family members stated concern about fighting problems. 

Family member: “I’m worried about fights, because he usually drinks 

with his friends. When he is drunk, I’m afraid that someone might hurt 

him.” 
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Family member: “Fighting is normal when young people are involved 

in a gang. I’m worried about my son. I don’t want him to join his 

friends.” 

 

• Family conflict 

Conflict in the family was reported by some family members. When 

drug use problems emerged, the mother typically took the role of carer.  

Family member: “My son can’t stop drinking because of his father. He 

is a bad model and always drunk. When my son was a little boy, his dad 

asked him to light up a cigarette. That was why my son started smoking 

when he was only twelve years old. I don’t like the way he thought about 

our children. He never ever helped me to look after them.”       

Family member: “At that time, we thought our son was very sick and 

couldn’t breathe, then we took him to the hospital. The doctor found 

marijuana in his urine. We were shocked. My son used to be a good boy 

and never made us upset. My husband blamed me. We always fight and 

he rarely talks to our son. My son also avoids contact with him.”    

7. Coping strategies of the young people and family members 

Coping strategies varied across young people and family members. 

Young people stated that they normally used withdrawal and distraction 

strategies to calm themselves down, whereas family members reported different 

coping strategies such as Buddhist activities or spiritual treatment. Withdrawal, 

distraction and other optional strategies also were reported by family members. 

Most young people reported withdrawal and distraction as major coping 

strategies.  
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Significant themes of young people 

• Withdrawal  

Most young people reported that they walked away from situations that 

made them upset in order to calm down. Keeping silent or living alone was 

identified by some participants. 

Young person: “When my mother starts shouting to me, I just walk 

away because I know she will get angrier if I stay there. She always 

thinks that I must sniff glue with friends anytime I go out.” 

 

• Distraction 

Young people stated that they use entertainment to escape from negative 

feelings, such as listening to music, watching television, seeing a movie, going 

shopping, drinking alcohol or using drugs. 

Young person: “My mom is always fussy. I stay by myself in my room 

and listen to an Ipod.”   

Young person: “Using marijuana makes me relax and feel like living in 

the fantastic place.” 

Young person: “When fighting with dad, I always go out with my 

friends and sleep overnight with them. I want to get drunk to forget 

everything.” 

Young person: “When getting in trouble with my mom, I leave her 

alone and go out with friends to see a movie or go shopping.” 

Family members reported concern that the drug use problems of their 

relative made them stressed and caused various physical problems including 

sleeping problems, weight loss, appetite suppression, headache or hypertension. 

A major feature in the coping strategies of family members related to religion 
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and spiritual issues. Some family members also reported other strategies, such 

as withdrawal and distraction.  

Significant themes of family members 

• Religious activities 

Only participating family members reported using dharma (Buddhist 

teachings) to cope with their problems. Various religious activities mentioned 

by family members included meditation, prayer, making merit, visiting a 

temple, and offering food to the monk in the morning. 

Family member: “I always do a meditation every night before sleeping. 

It helps me relax and sleep well.”  

Family member: “Every morning I usually offer food to the monk in 

front of my home. I sometimes visit a temple. I think all of these activities 

are making merit. Any time I am upset with my grandson, I use these 

activities to help me feel good.” 

Family member: “If I feel sad about my son, I often visit the temple 

nearby my home. I make merit on behalf of my son because I hope it will 

help him stop using drugs and be a good boy as he was before.” 

Family member: “I pray to the Buddha by using a Buddhist textbook 

and I ask for help. What I hope is the Buddha or a supernatural power 

can convince my son to stop using substances.”  

     

• Spiritual treatment 

Most family members reported mixing their selection of treatments 

(modern treatment and traditional spiritual treatment), especially people having 

someone in their family with mental distress. Family members asked a monk, a 

traditional healer (a person who can contact supernatural powers or ghosts), or a 

fortune teller to eradicate bad spirits. 
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Family member: “Even though the doctor told me about the impact of 

drug use nf my son, I still want to treat my son in the way that I believe 

in. It doesn’t mean I am against the modern treatment. I feel more 

comfortable if I take my son to see the monk or a magic man to be 

sprayed with the holy water.” 

Family member: “I tried both modern treatment (medication) and 

traditional treatment. My ancestors told me if  a  bad thing occurs in our 

life, it might be the effect of supernatural powers. So, I prepare the 

candle, incense and white flower to pay respect to them and apologise 

for whatever my son did to bother them.”  

 

• Withdrawal  

Most participants expressed that they walked away from situations 

making them upset to calm them down. Keeping silent or being alone was 

identified by some participants. 

Family member: “If I feel sad about my daughter, I always stay alone 

in my private room, keep quiet, and think about what has happened in 

my life to be calm.”  

Family member: “When I see my son join the club with his friend and 

start drinking, I feel angry all the time because I know what will happen 

next. I just walk away as far as I can.” 

 

•  Distraction 

Family members stated that they used various actions to escape from 

negative emotions. Some of them reported visiting a neighbour nearby, or doing 

exercise. Some people used alcohol to forget painful memories. 

Family member: “If I feel moody, I visit a neighbour nearby and talk to 

them about my problem. Theyhave  always supported me and made me 
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feel better. Even though [it’s only for] a short time, it’s really good for 

me.” 

Family member: “I use alcohol (mixed drinks) to help me any time I 

feel sad. My husband and my son drink a lot. I want them to know how I 

feel when they are drunk.”   

 

• Positive self talk and positive thinking 

Positive self talk leads to positive thinking. Some participating family 

members reported positive self talk and positive thinking helps them calm 

down. 

Family member: “I say to myself that I do my best as a parent. 

Whatever will happen, it must happen. No one can resist their 

destiny.” 

Family member: “When I feel down, I think that it’s not only me 

having this problem. As I see on TV, there are many people suffering 

from this problem. When visiting hospital, I always talk to other 

parents having the same problem and I think I’m not alone.” 

 

• Confrontation 

Some participants stated that using confrontation helped to release their 

tension, whereas others used assertiveness to confront their relatives. 

Family member: “When I saw my son with his gang, I thought they 

must be sniffing glue. I always swear to my son and tell him to get 

back home. I sometimes hit him if he doesn’t obey.” 

Family member: “I asked my son whether or not he cared about 

me. I told him how I feel and cried in front of him. I thought if he’s 

still loving and caring for me, he might stop using it.”  
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• Seeking help 

Some participants used sleeping tablets to treat sleeping problems 

caused by stress. Some reported seeking help from authorised persons such as a 

leader in the community or asking neighbours who had had experience with 

their own relative’s drug use. 

Family member: “I usually go to the primary health care unit to 

ask for sleeping tablets to help me get better sleep when I am 

worried about my son”.  

Family member: “I used to ask a leader in my community if it was 

possible to reduce glue sniffers in our area.” 

Family member: “I talked to a neighbour who had a drug user in 

her family. She gave me a lot of information and [told me about] 

available drug treatments in Khon Kaen [province], but have I 

never been there because I can’t convince my son.” 

8. Social support of young people and family members 

Social support for young people and family members was classified into 

three groups: family members, other people beyond the family, and religious or 

spiritual support.  

Significant themes of young people 

• Family members 

The main themes of social support were family members, including 

parents, siblings, and other relatives (e.g. grandparents, uncles and aunts). 
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• Other people beyond the family  

Young people indicated that their girlfriend or boyfriend was often the 

key person supporting them. Some mentioned that close friends were useful 

social support. 

Significant themes of family members 

• Family members 

The main themes of social support for family members included 

spouses, parents, siblings and other relatives (e.g. grandparents, uncles and 

aunts). Most reported that family members or other relatives could help them 

with financial issues. 

• Other people beyond the family  

Close friends, neighbours, and a leader in the community (e.g. in a small 

village) were other social supports identified by family members.  

• Religious and spiritual support 

Some family members reported that monks, fortune tellers and magic 

men were their spiritual support. Family members used religious or spiritual 

support to help them calm down and improve their psychological function. 
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Summary 

This study aimed to develop an understanding of substance use and its 

management in a rural area of north-eastern Thailand, with a particular focus on 

relatives’ perceptions and responses. It also aimed to test the feasibility of 

undertaking the main outcome trial in a hospital-based outpatient clinic. 

It found that the clinic primarily obtained clients through the legal 

system. Illicit drug users were detected by police and referred via the probation 

department to engage in mandatory treatment at the hospital. Their mean age 

was over 19 years old, and many had had extensive substance use before being 

detected and referred. Numbers were relatively small in comparison with 

probable levels of substance use in the community. Furthermore, Udonthani 

Hospital (together with most other general hospitals in Thailand) had a well-

established substance use intervention system, the Matrix program, which was 

routinely applied. This program, which was closely based on a United States 

program, required substantial time involvement (three days per week for four 

months). Little enthusiasm among staff was found for adaptations or additions 

to this program, and opportunities for testing a new intervention in the setting 

appeared very limited. It appeared that a different setting for the trial was 

needed. 

As expected, the substance-using clients at the hospital commonly 

abused alcohol, especially local home-made alcohol. The most commonly used 

illicit drugs were amphetamines, marijuana and glue. Most substance users had 

little education and were from low socio-economic backgrounds. Interestingly, 

substance users retained aspects of local religious and cultural practices, 
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reducing or stopping substance use during the rain retreat (a period when 

alcohol use is discouraged). Any intervention would need to accommodate these 

features. 

Family members attending the hospital with their substance-using 

relatives mainly comprised mothers, who were aged in their mid-forties, 

typically had little education, and were relatively poor, although most were 

currently employed. They were very concerned about their relatives’ substance 

use and used both modern and traditional treatments (e.g. religious or spiritual 

treatments). They conceptualised both the substance use and their own distress 

within their spiritual beliefs. An intervention that displayed sensitivity to the 

local beliefs would need to incorporate concepts and practices that were 

consistent with these beliefs. 

Even though family members were suffering significant distress from 

the substance use problems of their relatives, group family sessions within the 

existing hospital treatment focused exclusively on the reduction of substance 

use, rather than on the support needs of family members. An intervention that 

also addressed their own needs was required.  
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CHAPTER 5  

RESEARCH METHODOLOGY 

The literature review identified two candidate interventions for concerned 

significant others (CSOs)—the 5-step method and CRAFT—which in combination 

appeared to have potential not only to engage substance users in behaviour change, 

but also to address the support needs of family members. The structured interviews 

with substance users and their families showed a need for interventions for substance 

use that were more proactive, taking action earlier in the substance use history, being 

rooted in local communities rather than in specialist hospital clinics, and detecting 

problems before legal sanctions became activated. In addition, it became clear that an 

attempt to provide a new intervention for substance use within the general hospital 

would meet considerable resistance, and would obtain few referrals. A location of the 

5-step method in primary care offered a potential solution to these issues, although 

both it and the CRAFT components would need adaptation to the Thai cultural and 

religious context if they were to be accepted. 

While undertaking the structured interviews and over subsequent months, 

contacts were made with local communities and with primary care services, to 

evaluate the feasibility of locating a trial within primary care in communities 

surrounding Udonthani. These contacts found not only that there was an opportunity 

to develop an intervention in those contexts, but that there was significant existing 

concern about substance use in at least one community. A meeting between the local 

community leader, primary care provider, teacher, community members and the 
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researcher was enthusiastic about the prospect of developing a family-based program 

for adolescent substance use in the community. 

Accordingly, a research project was designed, to evaluate a new Thai Family 

Support program, reflecting a Thai adaptation of the 5-step method and CRAFT. The 

planned contexts for the study were small communities near Udonthani which 

displayed an interest and commitment to apply a family-based program for substance 

use in their community. The design for this initial study was a randomised controlled 

trial, comparing groups receiving additional intervention immediately or after a 12-

week delay. 

Research aims 

The objectives of the present study were:   

1. To develop the Thai Family Support (TFS) program, a culturally appropriate 

family support program for family members of substance users in Thailand;  

2.  To conduct a randomised controlled trial, comparing the outcomes over 8 

weeks, of TFS given immediately and changes in group receiving treatment as 

usual (a Delayed Treatment condition). The focal outcomes were: 

(a) Increased family members’ well-being and reduced mental distress 

(b) Improved relationships between family members and substance users     

(c) Increased rate of substance users engaging into treatment. 
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3. To partially replicate effects seen in the Immediate Condition at Week 8, by 

then having trained primary health care staff deliver TFS to the Delayed 

Treatment condition.  

4. To conduct structured interviews with participants and staff to understand their 

perspectives on the TFS program.  

Design 

This study was a small-scale randomized control trial, comparing a Waiting 

List control group (or Delayed Condition) with a group receiving the TFS program 

immediately. The study also examined the ability of TFS to be implemented by 

existing PCU staff, since the immediate intervention was provided by the researchers, 

whereas the delayed intervention was delivered by PCU staff under the supervision of 

the researcher (provided remotely by telephone). The study used mixed methods:  The 

primary outcomes were assessed quantitatively, but qualitative methods were used to 

review participant’s experiences. After recruiting, the participants were randomly 

allocated into 2 conditions (Immediate or Delayed Condition) and were assessed at 

Baseline. The TFS intervention was provided for the Immediate Condition by the 

researcher. Both conditions were assessed after participants in Immediate Condition 

completed the intervention (Post 1 at 8 weeks). Participants in Delayed Condition then 

were received the TFS program from the PCU staff and both conditions were assessed 

at Post 2 (20-24 weeks) after all participants completed TFS program (see Figure 5.1).  

To examine the effectiveness of the new intervention, TFS program, 

supplementation with qualitative assessment was required. A study was undertaken 

with family members of young substance users who completed TFS program, and 

others who withdrew from the intervention process, but had agreement for a 
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researcher to assess them either at Post Intervention point (Post 1) or at Follow-Up 

point (Post 2). Also, staff perceptions of the TFS program were assessed. PCU staff 

members who took part in the TFS program were interviewed after they completed 

the intervention.  
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Figure 5.1 study design  
 

Immediate 
Condition 

Delayed 
Condition 

 
Participants 

met inclusion 
criteria 

TFS program 
for 6 weeks 

TFS program 
for 6 weeks 

Baseline assessment 
-  structured Interview 
-  Thai GHQ-28 
-  WHOQOL-BREF 
-  FES 
-  FAS 
 

Post 1 assessment 
-  structured Interview 
-  Thai GHQ-28 
-  WHOQOL-BREF 
-  FES 
-  FAS 
-  WAI-S (Immediate Condition only) 
-  Participants’ satisfaction (Immediate 
Condition only) 
 

Post 2/Follow-up assessment 
-  structured Interview 
-  Thai GHQ-28 
-  WHOQOL-BREF 
-  FES 
-  FAS 
 

-  WAI-S (Delayed 
Condition only) 
-  Participants’ 
satisfaction (Delayed 
Condition only) 
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Setting 

The study was conducted in three primary health care units (PCUs), located in 

Amphoe Muang, Udonthani. Udonthani Province located in the north eastern plateau 

of Thailand region. Udonthani covers an area of 11,730 square kilometres (2.29% of 

the whole country; Udonthani overview, 2009). It is the fourth largest province in the 

north eastern plateau of Thailand, is located near the border of Thailand and serves as 

a major source of drug distribution to neighbouring countries (ONCB, 2007). The 

province is subdivided into 20 districts (amphoe), which are further subdivided into 

155 sub-districts (tambon). It has a population of 1.5 million (50% male). Almost all 

residents are of Thai nationality, and the Thai language is officially and commonly 

used. The local language, Isan, is also commonly used for communication. Most 

residents are Buddhists (Ministry of Public health, 2008). PCUs are located in the 

community and they have been recognised as the first health care providers and high 

accessibility. Unfortunately, in Thailand, there is no standard alcohol and drug 

treatment delivered by staff in PCUs. The principal roles in the substance area of 

health professionals in PCUs are alcohol and drug screening, referral, and mental 

health rehabilitation. 

Ethical approval 

The National Ethics approval was obtained the QUT Human Research Ethics 

Committee and a health and safety risk approval was gained from the School of 

Psychology and Counselling, Faculty of Health, QUT. A Thai ethics application was 

also submitted to the Ethics Committee in Thailand. Ethical approval was obtained 

before commencing the study.  
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The consent form and discussion with participants emphasised that 

participation in this study was entirely voluntary. Participants were advised that any 

decision regarding participation in this study had no effect on concurrent or future 

treatment at any primary health care units, and were informed that they could 

withdraw from the study at any time without penalty. Signed consent from the 

participant was needed before commencing the study. Information obtained during the 

study was stored during the research project in paper copy and in password-protected 

electronic files. The study’s data were stored separately from the identification 

information and were kept in a locked cabinet in the researcher’s office in Thailand, to 

be destroyed 5 years after publication. De-identified data is retained in password-

protected electronic files.  

Participants 

Family members or other people who had a close relationship with an alcohol 

and other substance user formed the target population. To be a participant in the 

study, a concerned significant other (CSO) had to be affected by his/her relative’s 

substance use, be concerned about the substance user and want to seek help for 

him/herself and for the affected relatives.    

Inclusion criteria 

CSOs:       -     Aged over 18 years 

- A member of the nuclear or extended family, or another person with a 

close relationship with the SU (e.g. another relative or boyfriend/girlfriend) 

- Sufficient contact with the SU (e.g. living with them or in contact with 

them on at least 40% of days in the prior 3 months, including telephone contacts) 

- Living less than 30 kilometres radius from the research site 
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- Must complete Baseline assessment 

SUs:          -    Aged 14 – 30 years 

Exclusion criteria 

CSOs:      -      A current DSM- IV AUD or SUD 

- Illicit drug use by the CSO 

- Reports at the initial interview of violent SU behaviour towards a 

family member, or of physical punishment, verbal abuse or physical 

violence by the CSO toward the SU 

- Meeting criteria for a DSM-IV psychotic disorder 

. SUs:       -    Engagement in drug or alcohol treatment in the previous 3 months 

(except for any religious interventions) 

- Meeting criteria for a DSM-IV psychotic disorder. 

The Thai Family Support Program (TFS) 

This study focused on the interventions responding to the needs of the family 

members in their own right, and attempted to work with family members to promote 

the engagement of substance users into treatment services. The prior literature review 

had identified two approaches that are receiving growing research support: the ‘5-

step’ method and Community Reinforcement and Family Training program (CRAFT). 

The 5-step method provides families of substance users with support in their own 

right, whereas CRAFT is a family intervention that shows high success rates in 

engaging substance users in treatment. The Thai family Support program (TFS) 

combined these two approaches and modified them to support families of young 

substance users in Thailand.  
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Aspects taken from the 5-step method comprised a brief intervention that was 

implemented in primary care settings and aimed at reducing the family’s distress and 

responding directly to their needs. CRAFT aspects involved assisting family members 

to engage their substance-using relatives in changing their substance use, while 

attempting to improve physiological and psychological functioning of the family and 

improve family relationships. Cultural adaptations included the incorporation of Thai 

religious activities.  

Buddhism is recognised as the state religion of Thailand (94.5% are Buddhist) 

and it has a strong influence on Thai people (Assanagkornchai, Conigrave & Saunders 

2002; Ministry of Public Health, 2008). From the family members’ interviews 

described in Chapter 4, family members conceptualised both the substance use and 

their own distress within their spiritual beliefs, and used both modern and traditional 

religious or spiritual treatments to treat their drug-using relatives and to help them 

cope with their problems. An intervention that displayed sensitivity to the local beliefs 

needed to incorporate concepts and practices that were consistent with these beliefs; 

therefore, religious healing session was integrated into the TFS program based on the 

result of pilot study. 

There were various religious activities practised by Buddhists which included 

(Assanagkornchai, et al., 2002): 

• Going to temple on a holy day or Buddhist ceremony to make merit or to listen 

to a sermon; 

• Saying a Pali prayer before going to bed; 

• Offering food or alms to monks; 
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• Morning or evening chanting at home or at the temple ; 

• Practising meditation. 

Those religious practices are common for Thai people. Buddhists practise 

religious activities to help them feel peaceful and happy. Also, Buddhists believed in 

law of Karma. As seen in results of the pilot study, family members frequently stated 

that the cause of drug use by their relative may be influenced by Karma in the part 

life. So, using religious practices to make merit would help them feel peaceful and 

keep themselves away from law of Karma. In addition, religious practices involved 

meditation and mindfulness guided people about the way to maintain the balance 

which were: witnessing individual’ experience, letting go, the removal of the censor, 

an attitude of neutrality, and being receptive.  

Mindfulness is increasingly recognised and integrated into many studies in 

Western context. It is related to spirituality based on a root of Buddhism (Borras et al., 

2010). To be mindful, people are taught to develop awareness of the way things really 

are rather than thinking about how things should be. Religious practices such as 

mindfulness were expected to assist family members to be less emotional and calmer, 

despite the presence of drug use problems in their families.   

A group format was chosen for TFS in order to maximise the potential for 

mutual peer support and positive modelling of coping strategies, and to reduce self-

stigma by the acceptance of participants by other members. In addition, group 

administration was considered more practical for later dissemination in PCU settings, 

given the limited staff resources and resultant high workloads in those settings. Closed 



121 
 

groups particularly suited a Thai context, by progressively reducing any initial 

reticence in expressing feelings with peers.   

 TFS comprised approximately 14 hours of treatment, delivered in 6 weekly 

sessions (Table 5.1). These sessions covered a variety of skills to support families and 

respond to the needs on their own right (see intervention sessions in Table 5.1). TFS 

was manualised (see Appendix 6). Each TFS session comprised a 2-3 hour workshop 

with a closed group format.  

All sessions except one were run in a private room in the PCU (see Table 5.1). 

PowerPoint presentations were used to convey TFS’s content and large group 

discussion was facilitated by the researcher. All sessions had homework tasks. Before 

starting the following week’s session, the facilitator asked members about their 

experiences on home work tasks and positive changes that they perceived from the 

previous session.   

Table 5.1 TFS sessions   
 
 Duration Setting 
Session 1: Understanding yourself and your 
relatives (workshop) 
 

2 hrs. PCU 

Session 2: Coping with problems and using 
reinforcement to shape behaviours 
(workshop) 
 

2 hrs. PCU 

Session 3: Religious healing (visiting temple) 
 

3 hrs. Village temple 

Session 4: Effective communication 
(workshop) 
 

2 hrs. PCU 

Session 5: Taking care of yourself and 
enhancing social support (workshop) 
 

2 hrs. PCU 

Session 6: Social life and network (excursion) 3 hrs. Free 
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Session 1: Understanding yourself and your relatives 

This session primarily aimed to help group members know each other and 

become more aware of substance use related issues and their impact on families. The 

facilitator started by asking group members introduce themselves and give reasons for 

their interest in TFS. Members talked about their experiences, drawing a family 

picture and using it to discuss their family members and family environments. In a 

large-group discussion, they shared perspectives on drug use in their family. This 

activity helped to build rapport and positive relationships between members.  

Information about the substance effects, dependence, treatment, risk of relapse 

and the high likelihood of recovery was provided by the facilitator, using a power 

point presentation. The group also heard a Thai song, “Namta mae” (Mother’s tear). 

The song was about a poor mother who has a drug-using son. She had to work very 

hard to earn a living for her family, while her son was using drugs and engaging in 

high-risk behaviours. She was a good mother, taking care of her son even when he 

was intoxicated. It showed the impact of substance use on family and the spirit of a 

model mother. This song was selected because it appeared similar to affected family 

members’ experiences and appropriate showed many of crises that would emerge in 

affected teenagers. After listening to the song, the group discussed their experiences 

with drug use, and excessive guilt over the relatives’ drug use was addressed.     

A behaviour analysis table was used to increase participants’ understanding of 

internal and external factors might be influencing their relative’s drug use. The 

facilitator encouraged participants to develop a more empathic understanding of their 

relative’s situation and behaviour. At the end of the session, members were asked to 
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think more about why their relative was using drugs, and how they could find out if 

their ideas were accurate. 

Session 2: Coping with problems and using reinforcement to shape behaviours  

After reviewing the homework task, the facilitator encouraged members to talk 

about any positive changes that may have occurred as a result. Potential coping 

strategies (engaged, tolerant, withdrawal) were discussed and linked to coping 

strategies within Thai culture, with the aid of PowerPoint slides. Religious practices 

and spiritual beliefs were also given as examples, and the group discussed their 

opinions of the coping styles. Coping skills integrating with religious and spiritual 

belief were added into TFS program, because it helped participants understand their 

coping styles and motivated them to change their coping strategies to the tolerance 

coping pattern that related to Buddhist teaching.  

This session also discussed reinforcement techniques that could be used to 

shape their relative’s behaviours. This content was included because it promoted 

behaviour change and helped participants understand how behaviour could be 

changed by using reinforcement. A Shaping Behaviour table was used to demonstrate 

and give an idea of shaping behaviours. Butchers’ paper and marker pens or 

whiteboard and whiteboard pens were used by group members to summarise their 

problems, expected behaviours, and rewards in the table. Members were asked to 

monitor their own behaviours for a week, to see if they could change one of their own 

behaviours (e.g. getting up late, buying illegal lotto tickets).   

Once it was clear that participants understood the key concepts, they used the 

same table headings to consider their relative’s behaviour, starting with non-risky 
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behaviours and moving to behaviours relating to drug use. The facilitator asked 

members before the next session, to talk to their relatives. They were also asked to 

listen without blaming them, and to think about how they could reward positive 

behavioural changes. At the end of the session, the facilitator suggested that members 

prepare food or goods to make merit at the temple in their village during the next 

session.    

Session 3: Religious healing 

In this session, the facilitator took members to the temple in their village, 

where they offered food or goods to the monk, listened to a Buddhist prayer, and were 

sprayed with holy water. The time of day for session was determined by the group 

beforehand (i.e. either in early morning (6.30 AM.), late morning (11.00 AM.), or 

afternoon). After the religious activities, the facilitator conducted the remainder of the 

session in a private zone in the temple, and encouraged members to talk about their 

feelings and other positive changes they perceived. A Buddhist prayer book was 

provided for use at home, and members were encouraged to undertake other religious 

practices such as going to the temple, offering food to the monk, praying or 

meditation, to help them cope with the drug use in their family. These religious 

practices were incorporated as part of the cultural adaptation, whereby participants 

could release their suffering from Karma by making merit. This session also 

responded to their belief that if people believed in the effect of the practice, they 

would benefit from the treatment program.     
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Session 4: Effective communication 

Session 4 aimed to improve communication skills and enhance family 

relationships. The facilitator asked group members bring a positive photograph of 

their relative to the group and share it to other members. Group members talked about 

positive feelings toward their drug-using relatives while showing the picture. This 

activity was used because it reminded participants about the positive attributes of their 

relative and of their own positive feelings towards them. The facilitator asked group 

members to close their eyes and create imagery about positive relationships in their 

family and share these with other members. Links between good family relationships 

and effective communication skills were discussed.  

Effective communication skills were described a Power point presentation. 

Group members were asked to sit in pairs and practise communication skills, using 

role play. Homework involved practising positive communication skills with their 

relative. Communication skills were included in TFS, because most participants 

reported problems with existing communication patterns in their families.  

Session 5: Taking care of yourself and enhancing social support 

The main objectives of Session 5 were to address their own needs and enhance 

social support. The facilitator asked members to list things that they were doing to 

maintain positive mood, using a whiteboard or butchers’ paper. The fact that their 

happiness did not depend on the behaviour of their substance-using relative was 

emphasized. Members listened to the Thai song “Kon hin kon none” (stone). This 

song was about giving support when people feel down and encouraging people to love 

themselves and not hurt themselves. If people were strong enough and did not allow 
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others let them down, no one could hurt them. They should see a problem like a small 

stone in their hands, and throw it away to save themselves. This song was selected to 

give participants support and motivate them to love and take care of themselves. 

Members were invited to sing along. They then discussed the song.  

The facilitator explored existing social supports in health care services and the 

community. Other sources of support such as an emergency phone number related to 

drug use and harm were provided.       

Session 6: Social life and network building 

The final session was an excursion to a venue of the group’s choosing, such as 

a PCU, picnic area, public park, or member’s house. This session took 2-3 hours and 

was scheduled at a convenient time for members. Group members prepared food to 

eat during the informal session. The aims of this session were to respond to the needs 

of group members, to encourage each other to retain their social life, and to 

consolidate the group as a social network. After the meal, the facilitator encouraged 

members to talk about positive changes in their family and to discuss perceived 

benefits of their participation in the program. The facilitator suggested that members 

continue meeting and building relationships that allowed mutual support and 

enjoyable social contact.   

Measures  

Quantitative measures  

Quantitative measures included ones testing the CSOs’ psychological status 

and those assessing the CSOs-SUs relationship (see Table 5.2).   
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Table 5.2 Details of measures 
 

Type      Measures 
CSOs’ status     Demographic questionnaire  

General Health Questionnaire (Thai GHQ-28)   
(Nilchaigovit et al., 1995) 

WHO Quality Of Life (WHOQOL-BREF-THAI)    
(Mahutnirankul et al., 1998)   

  
 
CSOs-SUs relationship The Family Environment Scale (Cohesive and conflict)  

(Moos & Moos, 1986)    
The Family Attitude Scale (Kavanagh et al., 1997) 

 

 

Measures for assessing CSO’s status 

Demographic Questionnaire  

The socio-demographic questionnaire was developed especially for this study. 

It assessed age, gender, marital status, the highest education level achieved, 

employment status, socioeconomic status, relationship to the substance user, family 

history of substance use, and problems related to substance use.    

General Health Questionnaire (Thai GHQ-28; Nilchaigovit, Sukying & Silpakit, 
1995) 
 

The Thai GHQ-28 is a translation of the well known GHQ-28 questionnaire. 

This measure is used to assess anxiety, depression, somatic symptoms, insomnia and 

social dysfunction. Items are scored in a binary manner (with alternatives scored 0-0-

1-1), and are then summed to form subscale scores or a total score from 0 to 28. 

Lower scores indicate less severe problems. The Thai GHQ-28 has strong internal 

consistency, with Cronbrach’s alpha coefficients ranging from 0.84 – 0.94 

(Nilchaigovit, Sukying & Silpakit, 1995). Sensitivity in detecting disorder ranges 

from 78.1% – 85.3% and specificity ranges from 84.4% - 89.7%. A further study 

examined the psychometric properties of the Thai GHQ-28 in 300 Thai adults 
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(Piyavhatkul et al., 1998). The scale showed 84% sensitivity and 76% specificity in 

detection of disorder, at a threshold score of 5/6. Internal consistency for the full scale 

was .91 (Piyavhatkul et al., 1998).  

The GHQ-28 was selected for this current study because it was available in 

Thai version, had sound psychometric characteristics and was able to examine 

physiological, psychological and social problems.  

WHO Quality Of Life (WHOQOL-BREF-THAI;  Mahutnirankul, Tuntipivatanaskul 
& Pumpisanchai, 1998)  

The World Health Organisation Quality of Life Assessment-Brief 

(WHOQOL-BREF) is a general measure designed for use with a wide range of 

physical and psychological disorders. It is a multi-dimensional, multi-lingual profile 

for subjective assessment (Skevington & Wright, 2001). The 26 items of the 

WHOQOL-BREF have 5-point Likert responses. This measure shows excellent 

internal consistency, reliability and construct validity (WHOQOL Group, 1995) 

Mahutnirankul and co-workers translated WHOQOL-BREF to be used in Thailand. It 

examines two types of quality of life (objective and subjective) and has four domains 

(physical, psychological, social and environmental). Each item is scored 1-5, and 

scores are totalled across the 26 items, deriving a score from 26 to 130. Levels of 

quality of life can be classified according to Table 5.3. 

Table 5.3 The level of quality of life classified by the WHOQOL-BREF-THAI 
 
Domain* Item Poor 

QOL 
Neutral Good 

QOL 
Physical domain 2,3,4,10,11,12,24 7-16 17-26 27-35 
Psychological domain 5,6,7,8,9,23 6-14 15-22 23-30 
Social domain 13,14,25 3-7 8-11 12-15 
Environment domain 15,16,17,18,19,20,21,22 8-18 19-29 30-40 
Total*  26-60 61-95 96-130 

Items 1 and 26 are not included in the domains, because they provide an overview of 
quality of life and health status. 
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The WHOQOL-BREF-THAI was recently tested in 120 Thai patients with 

HIV/AIDS (Sakthong, Schommer, Gross, Sakulbumrungsil & Prasithsirikul, 2007). 

Cronbach’s alpha coefficient ranged from .61–.68 in the four domains, and domain 

scores correlated significantly with other health status measures (general health, 

quality of life, frequency of HIV symptoms, and severity of HIV symptoms). The 

scale was also recently tested in 407 Thai college students (Li, Kay & Nokkaew, 

2009). It had acceptable internal consistency (α = 0.73–0.83 across four domains), and 

item-total correlations were high (r = 0.53–0.80). All domain scores except the social 

relationship domain were significantly correlated with overall quality of life and 

general health (Li et al., 2009). The WHOQOL-BREF-Thai version was selected for 

the current study to provide a measure of wellbeing.   

Measures for assessing CSO-SU relationship  

The Family Attitude Scale (FAS; Kavanagh, et al., 1997) 

The Family Attitude Scale was developed to measure the emotional climate of 

families. It contains 30 items rating frequencies of behaviours, emotions or attitudes, 

ten of which are reverse scored. It gives a total from 0 – 120, where higher scores 

denote more negative attitudes or behaviours. The FAS is a reliable and valid measure 

of burden and criticism, with very high internal consistency (> .90 across studies) and 

positive associations with critical comments and hostility ratings from the 

Camberwell Family Interview (Kavanagh, et al., 1997). Higher scores significantly 

predict relapse in psychosis (Kavanagh et al., 2008). The FAS was used in the current 

study to determine whether the intervention reduced negative attitudes and behaviours 

towards the substance-using relative.  
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The Family Environment Scale (FES) Form R Cohesion and Conflict subscales 
(Moos & Moos, 1986) 

The FES was developed to measure the social environment of families. It has 

three forms: Form R (Real), Form I (Ideal), and Form E (Expectation). This study 

used Form R only. The FES has 3 dimensions (Relationship, Personal Growth, 

System Maintenance), and has 10 subscales. This current study focused on family 

relationships: therefore, only the relationship dimension was considered. That 

dimension has Cohesion, Expressiveness, and Conflict subscales. The Cohesion 

subscale measures the degree of commitment, help, and support that family members 

provide one another. The Conflict subscale assesses expressed anger, aggression and 

conflict between family members. Each of these subscales has 9 statements that are 

rated true or false. Total subscale scores are then converted to standard scores.  

The psychometric properties of Form R were tested in 591 individuals from 

varied families (both normal and distressed; Moos & Moos, 1986). Internal 

consistencies of the 10 subscales ranged from 0.61 – 0.78. As expected, Cohesion 

correlated negatively with Conflict. The internal consistency by coefficient alpha for 

Cohesion was  0.78 and for Conflict was  0.76.  Test-retest reliability was acceptable 

at 1 week, 2 months, and 4 months: for the Cohesion and Conflict subscales, 

coefficients ranged from 0.76 to 0,89 (Moos & Moos, 1986; Vu, 2006). 

This study selected FES as another main outcome measure because it has been 

using in the previous CRAFT studies to examine the family environment: only a 

selection of subscales were used in order to minimise test fatigue, and Cohesion and 

Conflict were selected because those subscales examined key foci of the study. There 

was no published Thai version of the FES, so it was translated and back-translated to 

check translation accuracy (Appendix 2).  
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Working Alliance Inventory (WAI-S; Tracey & Kokotovic, 1989) 
 

The WAI-S is a 12-item version of WAI, which was used to describe the 

extent that Goals, Tasks, and Bond were shared between clients and therapists. The 

Goals subscale measures the extent to which a client and therapist agree on the goals 

of intervention. The Tasks subscale measures the extent a client and therapist agree on 

the counselling tasks. The Bond subscale measures the extent a client and therapist 

have  mutual trust, acceptance, and confidence. There are two versions of WAI-S: a 

client and therapist version.  This study used only the WAI-S client version. Internal 

consistency estimates for the three client subscales ranged from .90 to .92, and the 

total score had an internal consistency of .98. Each WAI-S item is scored on a Likert 

scale from 1 (never) to 7 (always). Subscale scores can range from 12 to 84. Higher 

total scores reflect more positive working alliance. 

Qualitative measures 

Structured interview with participants 

Questions for participants at Post-intervention (Post 1) 

• What benefits did you gain from Thai Family Support program? 

• What positive changes in your behaviour did you notice after this program? 

• What did you like most about the program?  

• What did you like the least? 

• Were there important things that were not covered in the program?  

• Why did you come to the group?  

• Any other comments?  
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Questions for participants at Follow-up (Post 2) 

• What do you remember about the Thai Family Support program? 

• Has it had any lasting effect on you or your family?     

Structured interview with primary health care staff  

Staff were asked the following questions. 

• How did you feel about the Thai family Support program? 

• What were the advantages and disadvantages of the TFS program? 

• What was the most impression that you experienced from the TFS 

program?  

• What were the obstacles in using this program? How did you overcome 

them? 

• In what ways could the Thai Family Support Program be improved? 

• Is it possible to implement the TFS program in Primary Care Units in 

Thailand? Please discuss. 

• Any other comments?  

Quantitative Data analysis 

The Statistical Package for the Social Sciences (SPSS) version 18.0 was used 

for data analyses. Frequency distributions were used to collate descriptive data. All 

relevant data were tested for validation of parametric statistical assumptions and to 

check for equivalence of Baseline data between treatment conditions.  Linear Mixed 

Models were employed to examine treatment outcomes, with a design of 2 conditions 

(Immediate vs. Delayed) x 3 occasions (Baseline, Post 1, Post 2).  



133 
 

Qualitative data analysis  

Qualitative data was obtained from family members of young substance users’ 

interview and PCU staff. The researcher was involved in all aspects of the study (e.g. 

design of interview questions, interview conduction, analysis, interpretation, and 

translation of data). A research assistant who was a local Thai (Isan) speaker helped 

with transcription. After transcription, the researcher checked the accuracy of 

information. If anything in the transcript was unclear, the researcher discussed it with 

the assistant. Once the transcription was finalised, the read it carefully to capture key 

words or meanings, so that principal themes eventually emerged. Data were recorded 

by using NVivo software (Bazeley, 2007). Thematic analysis was used to identify key 

themes.  

Frequencies, extensiveness and intensity of comments were considered when 

deriving significant themes (Krueger, 1998, p. 36). Some issues were discussed by 

many participants (extensiveness), and some were brought up more often by each 

person who mentioned it (frequency)—an index of its perceived importance or special 

interest. Intensity was identified when participants talked about a topic with a special 

intensity or depth of feeling. Sometimes, participants could not describe the exact 

word or feeling: it was expressed by strong emotion (e.g. crying). The description or 

sentences were coded and were created as free nodes and tree nodes in NVivo. If 

some coding was unique and could not fit into any themes, it was coded in free node. 

Some similar codes that could be grouped into set or subset were coded into tree node, 

by using key words that reflected meaning of those words. Individual descriptions and 

coding words were read repeatedly to pick out the thematic meaning (Pollio & Ursiak, 
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2006, p. 283). After capturing themes, the researcher created links between themes to 

finalise major themes, using the model tool in NVivo software to create the map.  

Trustworthiness of the data analysis was checked by another Thai researcher 

who was blinded from the current study and unaware of the study’s purpose and the 

coding scheme.  If that researcher disagreed with any themes or quotes that were used 

for supporting significant themes, both researchers discussed the different points of 

view. After significant themes emerged and were translated, their associated 

justification (such as quotes) was checked by the supervisory team to ensure accuracy.   

Procedures  

PCU recruitment 

Purposive sampling was used to select participating PCUs based on the 

following criteria: well networked in the community; a similar socio-economic level; 

and located near the research site. Basic information about PCU environments was 

gained from nursing lecturers from the Department of Community Nursing, 

Boromarajonnai College of Nursing Udonthani, Thailand. These lecturers had 

participated with PCU staff throughout Udonthani and were well acknowledged in 

their working environment. As a result, the researcher targeted three PCUs for the 

intervention. The researcher then made informal contact with these PCUs to inform 

them about the research project.      

PCU staff recruitment 

The process of seeking permission to begin recruitment and engage potential 

participants involved three levels of health administration, as well as staff and 

community leaders. The researcher began by meeting with the Director of the 
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Udonthani Provincial Public Health Centre to introduce the research project and to 

ask permission to conduct the project. After obtaining permission and gaining ethics 

approval from the Provincial Health Centre, she then met the Director of the 

Udonthani District Health Centre, which governed primary health care units in Muang 

District, and informed him about the research project. After receiving permission to 

proceed, she went to each targeted PCU (hereafter referred to as PCU-A, B and C), to 

meet its head and introduce the project. The heads and staff were enthusiastic about 

the project. Staff working in substance use or mental health areas were assigned to 

work with the researcher. Five PCU staff took part: the head of PCU-A and one public 

health technician officer from PCU-A, two registered nurses from PCU-B, and one 

registered nurse from PCU-C. All expressed their willingness to be trained and 

provide the TFS intervention.   

The researcher arranged a meeting with the assigned staff, at which she 

described the project in detail. She facilitated a discussion on how to engage 

participants into the intervention. The staff recommended that even though the three 

PCUs were located in the same Province, their community contexts differed, and each 

PCU needed to use a different approach to obtain potential participants. The staff 

meeting also identified key people in the community to facilitate the project. These 

included the local government committee, community leaders, and village health 

volunteers. These contacts were then used to assist with recruitment.   

Participant recruitment   

Three different recruitment processes were used to engage potential 

participants. 
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From PCU-A 

The recruitment process in PCU-A ran from 12 October to 8 November 2009 

(4 weeks). At the beginning, PCU staff arranged a meeting between the researcher and 

the local government committee (Minister, Deputy Minister, and Deputy Sub-District 

Officer) at the Local Government Administrative Institute to introduce research 

project.  The committee presented an overview of substance use problems in their 

community. They also raised concerns about stigma and security when approaching 

participants at home. Potential participants had the right to conceal substance use 

problems in their families. The committee suggested that the researcher should 

approach participants carefully: community leaders would not be able to accompany 

the researcher when approaching participants, because of concern about their personal 

safety and impacts on their relationship with the families.  

The researcher arranged meetings with the Head of PCU-A to find an effective 

strategy to engage participants. The Head suggested that she work with community 

leaders and village health volunteers (VHVs) and ask them to find potential 

participants in their villages. She set up a meeting with two community leaders and 

VHVs from 8 villages (n=24), where substance use problems were reported. She 

asked VHVs to find cases and approach them for permission for the researcher to talk 

to them. The Head and researcher developed a schedule to meet VHVs and potential 

cases in each village.  

Initially, VHVs misunderstood the objective of the research and the required 

characteristics of participants. They reported many cases with SUs aged over 30 years 

and told families that the researcher would work with drug users and take them to the 

hospital for treatment. The researcher had to correct this misinformation with each 



137 
 

VHV. There were many VHVs working together in one area, so there was case where 

people were approached on multiple occasions in some cases, leading to a perception 

that their privacy was violated.  

Accordingly, the researcher assigned 1-2 VHVs to be in charge of recruitment 

in each village, and worked with them throughout the project. These assigned VHVs 

were responsible for helping the researcher find possible participants, make initial 

contact, and help them attend the intervention.    

During recruitment, VHVs reported difficulties in approaching people. They 

reported that family members refused to join the intervention because of stigma. 

Family members did not want their relative’s substance use problems to be discussed, 

and were less concerned about alcohol abuse than about other drug use. Several said 

they had no problem with substance use or associated violence, even though VHVs 

confirmed drug use in their families. For example, one mother said that even though 

her son drank every day, she did not think that he was addicted to alcohol, because he 

never became aggressive when intoxicated (although VHVs and neighbors reported 

violent behavior by this SU towards his family). VHVs reported that some families 

became angry when they tried to convince them to participate in the intervention. In 

some cases, families wanted to try the intervention, but were casual workers or 

farmers and since it was the harvest season at that time, they were unable to attend 

sessions. Others complained that the intervention was time-consuming.  

Stigma was most evident in PCU-A. The researcher solved the problem by 

asking VHVs not to talk about drug use in the family, but instead to describe the 

project as being about adolescent behaviors. The number of potential participants then 

increased.  



138 
 

From PCU-B 

The researcher used a different strategy to introduce the research project in 

PCU-B. The Head of PCU-B arranged for the researcher to be invited to join her 

monthly meeting with the community leader. The researcher described the research 

project and asked for cooperation in finding possible cases in the village. At the next 

community meeting, PCU staff provided additional information about the project. A 

week after the community meeting, local government members gave PCU staff lists of 

families with an SU (n= 34).  

The researcher and PCU staff scanned the list to identify potential participants. 

VHVs of PCU-B were not further involved in the recruitment process. Two assigned 

PCU staff and a casual worker from the PCU who had a close relationship with 

residents in the community assisted the researcher with recruitment over the next 6 

weeks. Some stigma was reported during this process, but was less common than in 

PCU-A. Harvest season again affected recruitment process, because potential 

participants had to work in their rice field or were employed to work as casual 

harvesters. Most potential participants were not at home during recruitment or were 

unable to join the intervention because of work.   

From PCU-C 

In PCU-C, staff set up a meeting between the researcher and community 

leaders including VHVs. Only 2 of 12 villages were selected for recruitment, based on 

the PCU staff’s recommendation (related to the presence of existing concerns about 

substance use in those villages). The researcher informed the meeting about the 

research project and asked members to identify possible participants. Community 

leaders and VHVs used a village map when discussing the location of affected 



139 
 

families. During the meeting, there were two people who were interested in the 

intervention and who volunteered to join the program. At the end of meeting, VHVs 

decided to provide a list of affected families at a later date, and said they would call 

PCU staff after approaching potential participants. The researcher and PCU staff 

waited 2 weeks and then called a representative VHV from each village.  

Once again, difficulties in approaching potential participants were reported. 

The researcher and PCU staff went to the villages to identify problems and search for 

potential solutions. A community leader and a representative VHV met the researcher 

and PCU staff. Concerns about relationships and personal safety were raised. They 

said that potential participants asked for money in return for participating in the TFS 

program. They said that most potential participants were casual workers, and they did 

not want to take day off to join the research project.  

An unrelated federal government project was being implemented during the 

same period. Some residents preferred to participate in the government project, 

because it would teach work skills, and participants would be paid after each session. 

In two affected villages, the two people who volunteered to join the TFS program at 

the community meeting session cancelled attendance, because they decided to join the 

federal government program. The community leaders asked the researcher to come to 

the village at night (8.00 p.m.) to meet with potential cases after they finished the 

government program each day, however, the researcher declined to do so because of 

concerns about safety and a need to preserve consistency of program delivery. The 

researcher was therefore forced to cancel recruitment from these two villages.  

Because of limited numbers agreeing to participate, the recruitment plan was 

changed. PCU staff added two more villages and searched for effective VHVs who 



140 
 

were keen to work with them. Two VHVs were selected because they had a good 

relationship with residents in the village. The researcher asked them to approach 

affected families. Issues of stigma, safety and relationship impacts once again 

emerged. A similar initial approach strategy was needed as in PCU-A. VHVs took the 

researcher to potential participants’ houses after they agreed to meet with the 

researcher. More than half the potential cases reported that they did not have 

problematic substance use in their families, but agreed to talk to the researcher if 

needed. They would join the intervention if the VHVs and researcher asked them to 

come. The researcher assessed them and explored problems relating to substance use 

of their relative. If they acknowledged that drug use by their relative affected their 

well-being, the researcher recommended that they undertake the intervention.    

Summary of participants’ recruitment  

Family members who were approached as potential participants had been 

known to the PCU staff or village health volunteers, because the PCU staff had been 

working in the community for more than 6 months and village health volunteers were 

living in the same village. Some had been seen by PCU staff in relation to substance 

use problems: in fact, some participants had previously taken their relative to meet 

PCU staff and had asked for referral of their relative to hospital-based treatment. Staff 

also knew about the potential participants from reports that they had to submit about 

substance use in their area. Other affected people had been known by village health 

volunteers because a family member had disclosed substance use problems in their 

family to village health volunteers. Only PCU-B worked with the sub-district 

administrative organisation to find possible participants. The sub-district 
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administrative committee consulted their own report about substance users in their 

community, and provided names.  

Baseline assessment 

After obtaining name lists from both village health volunteers and the sub-

district administrative committee, PCU staff initially screened potential participants 

and informed them about the study. Those who expressed an interest in the study were 

referred to the researcher, who then obtained informed, written consent. Committing 

participants were given the Baseline assessment (Demographic questionnaire, 

Substance use history, Thai GHQ-28, WHOQOL-BREF-THAI, FES, FAS) and were 

interviewed in a private zone at their home.  

Intervention and Post 1 assessment procedure 

After establishing eligibility, consenting participants were randomly assigned 

to the two conditions: Immediate or Delayed TFS.  Randomisation was stratified by 

PCU.  It was undertaken by the principal investigator using tables of random 

permutations, to ensure approximate equivalence of numbers within each condition.  

The ransom allocation was only available to the researcher after establishment of 

eligibility.  

For the Immediate Condition, six group sessions of the TFS program were 

provided weekly by the researcher at the primary health care unit, temple, and other 

excursion place over the 6 weeks after the Baseline assessment. After the Immediate 

Condition had completed the intervention, the Post 1 assessment was conducted. The 

Thai GHQ-28, WHOQOL-BREF-THAI, FES, and FAS were given to all participants, 

and face-to-face individual interviews were held. Each interview session was 15 – 30 
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minutes in duration, and was held in a private room at the PCU where the TFS 

program had been implemented, to ensure confidentiality.  In addition, those in the 

Immediate Condition were administered the Satisfaction questionnaire and WAI. In 

the Delayed Condition, PCU staff invited participants to the Post 1 assessment within 

2 weeks after those in the Immediate Condition had finished the intervention.         

After Post 1 assessment was completed, the intervention for Delayed 

participants commenced. Six group sessions of the TFS program were provided 

weekly by PCU staff, who were trained by the researcher during the delivery of the 

immediate intervention. It comprised the same treatment as given to participants in the 

Immediate Condition, and it was implemented at the primary health care unit, temple, 

and other excursion venues over 6 weeks. After the intervention was finished, 

participants in the Delayed Condition were asked to answer WAI and Satisfaction 

questionnaires. The difference in the administration times of the WAI and Satisfaction 

measures in the two conditions was necessitated by their linkage to receipt of 

treatment. 

Post 2 assessment procedure 

The Post 2 assessment was planned to be conducted 12 weeks after Post 1. At 

Post 2, telephone interviews were administered to all participants by the researcher, 

who was then in Australia. After establishing rapport, a structured interview was 

conducted using the questions described earlier in this chapter. The interview was 

audiotaped, and written notes were made by the researcher. Any unclear issues were 

clarified with participants during the interview and at the end of the interview session. 

Corrections were noted as additional comments or clarifications. 
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Procedures to obtain staff’s perspectives toward TFS program 

Data were gained from 3 sources: evaluation group meetings, telephone 

interviews and evaluation reports after completion of the program. After completion 

of the intervention for the Immediate Condition in all PCUs, the researcher conducted 

a project evaluation meeting at PCU-A with PCU heads, trained staff and research 

coordinators of participating PCUs.  Staff shared their experiences and provided 

feedback. The meeting was audiotaped. In addition, overseas telephone interviews 

were made when staff completed their own implementation in the Delayed Condition 

and the researcher was in Australia. These also were audiotaped. The structured 

interviews used the questions described above. Finally, written reports were obtained 

from staff who had provided TFS to family members, in which they described their 

experiences, impressions and comments.  

Statistical power 

Initially, it was expected that approximately 30 people in each condition 

would be recruited. That sample size would have allowed detection of a difference at 

Post 1 and Post 2, of  0.74 SD in continuous measures (assuming equality at Baseline) 

with power = 0.80 and α = 0.05 (using GPower 3.1) (Faul, Erdfelder, Buchner & 

Lang, 2009).  
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CHAPTER 6 

RESULTS 

Participants 

Initially, 57 potential participants across three PCUs were approached (Figure 

6.1). Eight people did not meet inclusion criteria (6 reported their substance users 

were over 30 years of age, one reported non non-sufficient contact with the substance 

user, and another reported no drug use problem in her family). Another seven people 

denied having a substance use problem in their family or reported that they could 

solve problems by themselves, and six were interested in the study, but reported a lack 

of time to participate in a family meeting (3 joined another project provided by the 

government, 3 reported that the intervention schedule did not suit their working time). 

A total of 36 family members met all inclusion criteria and consented to participate. 

They received the Baseline assessments and were randomly assigned to the Immediate 

(n=18) or Delayed Conditions (n=18). All allocated participants were included in the 

intention-to treat analysis.  This sample size allowed detection of .97 SD in 

continuous measures at Post, assuming equality at Baseline, power = 0.80 and α = 

0.05. 

Baseline comparisons of conditions 

Shapiro Wilks tests were employed to test normality and Levene tests were 

used to assess homogeneity of variance. There was no violation of assumptions. To 

test equivalence of data at Baseline, Chi-Square tests were used where data were 

categorical, and F-tests were applied to continuous data. The demographic profile of 

the sample is displayed in Table 6.1. 
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Table 6.1 Sociodemographic participant characteristics (N = 36) 
 
Variable  Entire    Immediate Delayed 

  Sample  Condition Condition 
   (n=36)  (n=18)  (n=18)    
   % (N)   % (N)              % (N) 
Categorical variables 
                                χ2 df         P 
Gender  
Male   13.9 (5)  0 (0)  27.8 (5)   

5.81 1       0.016
    

Female   86.1 (31) 100 (18) 72.2 (13) 
 
Marital status 

Marriage  97.2 (35) 100 (18) 94.4 (17) 
1.03 1         0.310 

Unmarried  2.8 (1)  0 (0)  5.6 (1)  
 
Relationship to young people   

 Nuclear family 83.3 (30) 88.9 (16)  77.8 (14) 
          0.80 1         0.371 
Extended family 13.9 (5)  11.1 (2)   22.2 (4) 

 
Education level    

Low level  83.3 (30) 77.8 (14)  88.9 (16) 
         0.80 1         0.371 
High level  6.7 (6)   22.2 (4)  11.1 (2) 

 
Employment status     

Employed full time 43.8 (14) 58.8 (10)  26.7 (4) 
Employed part time 56.3 (18) 41.2 (7)  73.3 (11)  1.13 2         0.289 
Unemployed  11.1 (4)  5.6 (1)   16.7 (3) 

 
 
Employed by (n = 32) 

Government  3.1 (1)  5.9 (1)   0 (0) 
Private company 21.9 (7)  29.4 (5)  13.3 (2)  2.34 2         0.311 
Own business  75 (24)  64.7 (11)  86.7 (13) 
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Table 6.1 Sociodemographic participant characteristics (N = 36) (Cont.) 
 
Variable  Entire    Immediate Delayed 

  Sample  Condition Condition 
   (n=36)  (n=18)  (n=18)    
   Mean (SD) Mean (SD) Mean (SD)   
 
Categorical variables 
                                χ2 df         P 
Income /month  
Low income  86.1 (31) 88.9 (16)  833 (15) 
(≤ 10,000 Baht)        0.23 1         0.630 
High income  13.9 (5)  11.1 (2)  16.7 (3) 
(≥ 10,000 Baht)   
 
Continuous variables        
         F  df P 
 
Age                                44.5 (9.29)  43.2 (8.08)  45.8 (10.42) 0.736 1,34    0.397 
 

As shown in Table 6.1, only Gender showed a significant difference between 

conditions at Baseline. Because of the low number of men, it was not possible to 

include Gender as a design variable in the analyses. However, the primary analyses 

below were undertaken without men, and essentially the same results were obtained. 

Across the whole sample, participants ranged in age from 30 to 70 years and 

their median age was 41.5. They were predominantly mothers. Their educational level 

was generally low, with more than two-thirds having only completed primary school. 

Most were currently employed, and majority were farmers, labourers, or retailers. 

More than half had a low to middle income (≤ 10,000 Baht/month = approximately ≤ 

AUD 310 as at July 2011).  
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Table 6.2 Baseline measures of primary outcome variables (N = 36) 
 
Variable   Immediate Delayed 
    Condition Condition   F test   P 
    (n=18)  (n=18)     
     M (SD)   M (SD) 

 
THAI GHQ-28   9.72 (1.44) 5.39 (1.44) 8.60      0.006 
 
WHOQOL-BRIEF-THAI 79.22 (2.92) 82.78 (2.92) 1.21           0.280 
 
FAS    72.89 (3.48) 71.06 (3.48) 0.00      0.990 
 
FES (cohesion)    4.33 (0.29) 4.22 (0.29) 0.07      0.799 
 
FES (conflict)   5.50 (0.39) 5.83 (0.39) 0.351      0.558 

 
 

Participants in the Immediate Condition had a higher average THAI GHQ-28 

score than did the Delayed Condition (see Table 6.2). That was the only variable to 

differ between the two conditions (F(1, 34) = 8.60, p= .006, η2 = .202). It was not 

possible to include the THAI GHQ-28 as a covariate in the primary analyses of 

outcomes, since the analyses failed to converge when it was included in the mixed 

models analytic design, despite using 100,000 iterations.  

Session completion 

 The proportions of participants attending each session are shown in Table 6.3. 

Approximately 72% of those in the Immediate Condition and 61% in the Delayed 

Condition completed all sessions. More than two-thirds from both groups completed 

more than 3 sessions.  

Many reasons were given for missing sessions, including  physically illness, 

misunderstanding of the session schedule, business or work demands, and taking their 

substance using relative to the hospital.  
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  Table 6.3 Number of participants, completing the intervention in each session 
 
       Group 
Intervention session  Immediate Condition (N) Delayed (N) Condition 

Session 1    17    12  

Session 2    16    11  

Session 3    13    12  

Session 4    13    12 

Session 5    17    11 

Session 6    17    12 

Retention 

All but one participant in the Immediate Condition received the full 

intervention (this person was also lost at the post assessment). Only 12 people in the 

Delayed Condition received the intervention, after rescheduling by PCU staff because 

of other duties and because of a communication breakdown, where Village Health 

Volunteers (VHVs) passed an incorrect time for the session to participants and they 

then withdrew from the further participation. In the Immediate Condition, all 

participants at Post 1 were also retained at Post 2. One participant in the Delayed 

Condition who received the intervention was lost to the Post 2 assessment after 

moving out of the village. Two who did not receive the intervention were assessed, 

giving 13 participants in the Delayed Condition at Post 2 (see Figure 6.1)   
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Figure 6.1

 

 CONSORT diagram showing the flow of participants through the trial  
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  :  Refused to participate (n = 7) 
  :  Lack of time and joined other program (n = 6) 
 

Randomized (n = 36) 

Allocated to Immediate Condition 
and Baseline assessment (n = 18) 
PCU A= 7, PCU B= 6, PCU C= 5 

 (Post 1) (n= 17) 
PCU A= 7, PCU B= 5, PCU C= 5 
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Treatment satisfaction 

After participants completed the intervention, participants were asked to 

answer the treatment satisfaction questionnaire. Data were obtained from 29 people 

(80.55%) because only participants who engaged in treatment provided feedback. 

However, the number of retrieved questionnaires was sufficient for data analysis. As 

seen in Table 6.4, most participants reported that activities in TFS were only mildly 

difficult. Most reported extremely high satisfaction with TFS in terms of helping them 

deal with their problems effectively. Most also reported TFS was very interesting. 

Finally, most participants reported high satisfaction with the extent that TF was 

culturally appropriate. 

Table 6.4 Perceptions of treatment (N = 29) 
 
Items        N (%) 
 
1. How difficult were the activities you were asked to do? 

Mildly difficult      19 (65.5%) 

Not at all difficult      6 (20.7%) 

Moderate difficult      3 (10.2%) 

2. How satisfied are you with the extent the treatment helped you to deal more effectively 

with your problems? 

Extremely satisfied      14 (48.3%) 

Very satisfied      13 (44.8%) 

Moderate satisfied      2 (6.8%) 

3. How interesting was the treatment? 

Very interesting      15 (51.6%) 

Extremely interesting     14 (48.3%) 

4. How satisfied were you with the extent TFS was culturally appropriate? 

Extremely satisfied      18 (62.1%) 

Very satisfied      11 (37.9%) 
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Working Alliance Inventory (WAI-S) 

Data from 29 (80.55%) participants were obtained. One-way ANOVA was 

used to test the difference between conditions. As shown in Table 6.5, there was no 

significant difference in the level of working alliance between the two conditions.   

Table 6.5 Comparison of WAI-S between conditions (N = 29) 
 
        Immediate Condition Delayed Condition   F(1, 27)    p
    Mean (SD)         Mean (SD)   

 

Working Alliance Inventory 68.47 (2.55)      66.25 (4.09)            3.25    .083 
 

Treatment effects  

Results for the primary outcomes relating to family members were analysed 

using Mixed Models analyses, with two conditions and 3 time points (Baseline, Post 

1, Post 2), using SPSS Version 19, with 100,000 iterations. Estimated means are 

displayed in Table 6.6. 

Table 6.6 Estimated means for all outcomes     

Measures Baseline Post 1 Post 2 
 Immediate Delayed Immediate Delayed Immediate Delayed 
 (N=36) 

M (SD) 
(N=29) 
M (SD) 

(N=30) 
M (SD) 

 
THAI 
GHQ-28 

 
  9.72  
(1.44) 

 
  5.39  
(1.44) 

 
  1.95  
(0.80) 

 
 3.54  
(0.88) 

 
  2.75  
(0.89) 

 
  1.00  
(0.96) 

 
WHOQOL-
BRIEF-
THAI 

 
79.22 
(2.92) 

 
82.78 
(2.92) 

 
95.15 
(2.42) 

 
85.89 
(2.70)      

 
99.76 
(2.76)     

 
103.70 
(2.97) 
 

 
FAS 

 
72.89 
(3.48) 

 
71.06 
(3.48) 

 
43.89  
(3.5)  

 
71.21 
(3.94)  

 
40.85 
(5.28) 

 
35.56 
(5.74) 
 

FES 
(cohesion) 
  

4.33  
(0.29) 

4.22  
(0.29) 

4.24  
(0.24) 

4.63  
(0.28) 

6.60  
(0.27) 

4.86  
(0.30) 
 

FES 
(conflict)
  

5.50  
(0.39) 

5.83  
(0.39) 

5.19  
(0.23)  

5.61 
(0.26) 

2.88  
(0.34) 

3.10  
(0.37) 
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Thai General Health Questionaire-28  

The overall effect of Time was significant (F(2, 26.18) = 18.25, p  < .001), as was 

the effect of Condition by Time (F(2, 26.18) = 12.13, p  < .001). As shown in Figure 6.2, 

the significant interaction between Condition and Time was predominantly because of 

a greater fall in total GHQ score from Baseline to Post 1 in the Immediate Condition 

(F(1, 33.32) = 38.88, p  < .001) than in the Delayed Condition (F(1, 38.35) = 2.02, p  = 

.163). However, these effects primarily reflected the higher Baseline mean for the 

Immediate group: There was no significant difference between the means for the two 

groups at Post 1 (F(1, 33.82) = 1.78, p = .191) or Post 2 (F(1, 42.57) = 1.77, p = .191).  

Figure 6.2 Estimated means on the Thai GHQ-28  
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Quality Of Life (WHOQOL-BREF-THAI) 

The overall effect of Time was again significant (F(2, 23.04) = 51.08, p  < .001), 

as was Condition by Time (F(2, 23.04) = 9.64, p  = .001). As shown in Figure 6.3, the 

interaction between Condition and Time was mainly due to a greater improvement in 

QOL from Baseline to Post 1 in the Immediate (F(1, 38.43) = 41.03, p  < .001) than the 

Delayed Condition (F(1, 45.08) = 1.27, p  = .266). After the whole sample received TFS, 

there was no significant difference between groups (F(1, 47.61) = 0.95, p = .336).   

  Figure 6.3   Estimated means on the Quality Of  Life 
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Family Attitude Scale (FAS) 

A similar outcome was also found for the FAS. Once more, Time was 

significant (F(2, 35.91) = 46.60, p  < .001), as was Condition by Time (F(2, 35.91) = 20.74, 

p < .001). As shown in Figure 6.4, the Immediate Condition had a highly significant 

improvement in FAS score from Baseline to Post 1 (F(1, 32.71) = 83.44, p < .001), but 

the Delayed Condition did not (F(1, 33.55) = 0.002, p  = .966). By Post 2, there was no 

significant difference in FAS between conditions (F(1, 37.48) = 0.46, p  = .502).    

Figure 6.4  Estimated means on the Family Attitude Scale 
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Family Environment Scale (FES) 

In this study, only the Cohesion and Conflict subscales were used. Therefore, a 

total score could not be presented.  

COHESION SUBSCALE (FES-CS) 

The Time effect was significant (F(2, 38.13) = 17.91, p <.001), as was Condition 

by Time (F(2, 38.13) = 9.25, p = .001). However, as shown in Figure 6.5, the difference 

between conditions was only significant at Post 2 (F(1, 17.21) = 18.08, p  = .001).    

Figure 6.5   Estimated means on the FES Cohesion  
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CONFLICT SUBSCALE (FES-CF) 

Time was significant (F(2, 35.38) = 69.43, p <.001), but there was no significant 

of Condition by Time effect (F(2, 35.38) = .014, p = .873). Both conditions had a 

substantial reduction in Conflict from Baseline to Post 2 (Figure 6.6).  

Figure 6.6   Estimated means on the FES Conflict  
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WHOQOL-BREF-THAI and FAS. Participants showed greater improvement in the 

Immediate Condition from Baseline to Post 1. By Post 2, when everyone had received 

TFS, both conditions had similar improvement from Baseline. The FES showed 

different results. On Cohesion, the Immediate Condition showed a significant 

improvement from Baseline to Post 2 and delayed treatment effect seemed present at 

Post 2. There was a significant treatment effect of Time for the Family Conflict 

subscale. Both conditions decreased family conflict when compared from Baseline to 

Post 2. Those results illustrated that TFS program showed treatment effects across 

time.  

Despite the success of TFS in producing improved outcomes for family 

members, there was no impact on their substance using relatives’ engagement in 

treatment. After participating in TFS program, only one family member reported a 

substance user, admitting in psychiatric hospital because of drug use intoxication.     

Qualitative results: Experiences of family members of young substance users  

Five primary themes emerged from the analysis of post-intervention 

interviews with family member participants: (1) positive transformations in their life 

and family relationships, (2) the value of having a group network and of sharing 

experiences with other families, (3) positive patient-professional relationships, (4) the 

value of having greater knowledge of substance abuse and social support, and (5) a 

lack of reduction in substance use by their relative. Sub–themes related to these 

principal themes were also identified (see Table 6.7).    
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Table 6.7 Existing themes from structured interview with participants 
 
Existing principal themes Sub–themes 
1. Positive transformations in their life 
and family relationships  
 

1.1 Calming down 
1.2 Focus on own life and needs 
1.3 Positive communication and good 
family relationship 
1.4 Increased positive attitude toward 
their substance use relative 
1.5 Improved mental health functions by 
using religious activities  

2. The value of having a group network 
and of sharing experiences with other 
families  
 

2.1 Feeling expression  
2.2 Experienced the similar problems 
2.3 Group cohesion  

3. Positive patient-professional 
relationships  
 

3.1 Trust  
3.2 Good impression 
3.3 Feeling worthwhile  
 

4. The value of having greater knowledge 
of substance abuse and social support  
 

4.1 Greater understanding their relative’s 
drug use and behavior  
4.2 Enhancing social support (referral 
system and family / friend support)  
 

5. A lack of reduction in substance use by 
their relative.  
 

5.1 Not enough power to change 
substance use by their relative 
5.2 Lack of strategies to deal with  
psychiatric symptoms associated with 
drug use 
5.3 This intervention should be available 
in early stages  
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1. Positive transformations in their life and family relationships 

 

 
Figure 6.7   Positive transformations in their life and family relationships 
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“……he made me crazy and very angry. If I did not participate in the 
intervention, I would probably have punished him severely, as I always 
did……” Participant B1 

 
“..I have learnt from you how to make myself calm down…….” Participant C2 
 

When participants were asked how they changed after engaged into treatment. 

Most of participants reported that they found themselves calming down. 

“…..I think after I joined your group, I felt calmed down. It doesn’t mean I’m 
not angry with my son, but I choose to walk away to make me calm down 
rather than against him directly…..”  Participant A3 

 
“…..My husband said that I am more relaxed and calm since I joined this 
project and I thought so too……..” Participant A1 

 

1.2 Focus on own life and needs 

Another frequently emerging theme was an increased focus by participants on 

their own needs.  

“….now, it’s time to love myself and take care of myself…..” Participant C3 
 

“…..Last weekend, I called our group members A and B and invited them to 
see the concert. It was great and we enjoyed it a lot. This was the first time 
that I felt happy since I became worried about my son’s drug use……” 
Participant A1  

 

A good illustration was provided by the grandmother of a young drinker. She 

reported that before she engaged in the intervention, she was very upset and did not 

take care of herself. After session 5, she realized that she should try to focus on other 

things, especially looking after herself. She decided to ask a Thai massage service to 

help her relax. She also reported that she went out for dinner with her grandchildren 

and that they had a good time together.  
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“…I would like to say thank you for teaching me to love and think about 
myself. I went to Thai massage shop yesterday and gave myself a reward for 
working hard in my grandson’s problems…..” Participant C2 
 
“…..It was long time since we had been out for dinner. I asked my 
grandchildren to take me to a restaurant in the city….” Participant C2  

 

Another grandmother of young glue sniffer said that she was thinking more 

about herself since she had received support from the intervention. She said that her 

grandson’s drug use affected her physical and mental health, resulting in her 

admission to hospital.  

“…..I have been worried a lot about my grandson’s drug use. I had to be 
admitted in the hospital because of this worry and it was terrible. I also had 
high blood pressure and severe headache…..” Participant C3 

 
“……I think I should change my way of thinking and turn to focus on my own 
needs. This was probably good for my health and helped me live longer to 
look after my grandson…….” Participant C3  

 

1.3 Positive communication and good family relationship 

Positive communication and good family relationships were frequently 

reported by the participants. When they were asked what they gained from TFS 

program, most of them spoke about their communication becoming more positive, 

leading to a better family relationship. Most reported that they now communicated 

more directly and positively with their drug using relative than previously, and 

expressed their love for their relatives. 

“…..most of the time I always said something sarcastic when he returned 
home after hang out with friends. Sometimes I told him I wanted him to die 
because he just was too much for me…. After having practice last session, I 
told him how much I was worried when I heard the siren sound from 
emergency car and I couldn’t sleep until he returned home….” Participant B1  

 
“…….I tried to avoid thinking negatively as you told me. Last weekend I 
talked to my son nicely and told him to turn on his mobile phone when he went 
out with friends and also told that I just wanted to know he was safe. 
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Surprisingly, when he stayed with his friends he called me and let me know 
where he was and that he would go back home before midnight…..” 
Participant A1 

  
“…..I think the positive communication is working for me. I never told my 
grandson how much I love him. One day, I and my grandson watched TV 
together and I touched his head and said to him that I always think of him as if 
he were a little boy and told him how much I love him. You know what....he 
stayed at home that night and refused to go out with friends even his friends 
came to pick him up.…” Participants C2 

 
“……I realised that when I changed to speak to my son positively, he could 
feel that and I felt close to him……” Participant B2 

 
“……He said he liked me when I talked to him nicely. He said that when I was 
sarcastic to him he just wanted to ignore it and do something that I asked him 
not to do….” Participant A4 

 
“…..After I changed the way of communication, I think my boy trusted me 
because he talked to me more often and told me about his relationship with his 
girlfriend relationship and discussed other problems…..” Participant A1  

 

1.4 Increased positive attitude toward their substance use relative 

Participants spoke of having a more positive attitude toward their drug using 

relatives. Most mentioned about the session when they brought their relative’s 

pictures.  

“…..before joining this group, I thought I couldn’t forgive my son because he 
had destroyed my soul. I didn’t want to work or do anything for him, but now I 
think I can forgive him and have some power to do something good for 
him……” Participant B2 
  

Some mentioned that when they changed their behavior and talked to their 

relatives positively they noticed that their relative also gradually changed their 

behaviors, leading to more positive attitudes toward their relatives.  

“….since I discovered his substance use, I never talked to him kindly. When I 
started talking to him positively, I think he perceived that and he also talked to 
me nicely…..” Participant A1 
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“…When you first asked me to look for the positive side of my son, I rarely 
found his positive behavior, but in that session I brought my son’s picture and 
showed it to other friends, I felt very good about him and it reminded me about 
when he was young…” Participant A5  

1.5 Improved mental health functions by using religious activities  

Participants were very positive about the visit to the temple, and about using 

other religious activities. They spoke about their experiences when they joined the 

session at the temples and explained how they used religious activities to help them 

cope with their problems, resulting in improved psychological functions. Examples of 

improving mental health functions by using religious activities were given by most of 

the participants. 

 “…..going to the temple made me feel peaceful. It was like I had stepped out 
from my problems and took time to look at my problems carefully…..” 
Participant C4 

 
“….I have no time to go to the temple, so I just offer food to the monk in front 
of my house every morning, and I feel good…….” Participant A1 

 
“……When PCU staff took me to the temple where they could treat alcohol 
users, I had a hope and wished to take my son to that temple someday….” 
Participant….” Participant C5 

 
“….I prayed to the Lord Buddha every night by using a book that you gave us. 
I think it could help. Who knows…maybe my son might stop using it because 
Lord Buddha help me…like when we say if you don’t believe, do not 
disparage…..” Participant A5  
 

“….Sometime, I did meditation before going to bed and it helped me relax and 
release my tension. Then I could sleep easily…..” Participant C2 

 
“…..What I liked most about this program was going to the temple because we 
can make a merit and offering food to the monk. When a monk sprayed a holy 
water, it was such a good feeling of peaceful and happiness…..” Participant 
B5 

 
“…I also took my son to the temple in that session, but he was too shy to meet 
other group members. After the session, he helped me clean up and wash 
dishes at the temple. I was very proud of him. I think it was like reuniting the 
family…” Participant B6   
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2. The value of having a group network and of sharing experiences with other 

families 

 

 
 
Figure 6.8   The value of  having a group network and of sharing experiences 

                                with other families  
 

2.1 Feeling expression  

The majority of participants reported expressing feelings when they discussed 

their problems with other group members. 

“....initially, I was too shy to talk about my story, but when I heard others and 
sometimes they cried, it made me brave to share my story.....” Participant C3 

 
“..talking to other friends in our group was just like my feeling around away.”  
Participant A3  

 
“…expressing my bad feelings helped me release tension.....” Participant B2 

 
“......It was good to have others listen to our story, especially people who are 
in the same situation......” Participant B7 
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“....what I liked was when you asked us to share our story with friends........” 
Participant A1 

 

2.2 Experienced the similar problems 

Another positive attitude toward the TFS program reported by participants was 

their discovery that others had experienced similar problems. Participants said that 

having group network helped them realise that they were not alone.  

“…..When I came to our group, I thought I wasn’t the only person, facing this 
terrible situation…” Participant A1 

 
“…..I felt like I had other friends I could talk to…..” participant B2 

 
“………I also thought that only my family had this problem, but now I know 
there are other families having the same problems…” participant C2 

 
“…..Before I came here I didn’t want to talk to other people because I felt 
embarrassed about drug use in my family, now I know that it isn’t only me 
who has this problem…” Participant C3 

  

Some participants intimated that they never known that other people living in 

the same village faced the same problems, also had difficulty dealing with their 

relatives.  

“… I would like to say thank you to you that you asked me to join this group, 
otherwise I might not know that there are other friends in my village who have 
the similar problems…..” Participant C9  
 
“…..I never knew that (person’s name) had this problem like me. We are 
living nearby, but we never talked about this…..” Participant A1 

 

Some said when they listened to others’ problem, they felt better because their 

problems were not worse than those of the other group members.    

“….I used to think that everything was on top of me and my problem was the 
most terrible. When I listened to other friends, I realised that their problems 
are more serious than mine……” Participant A5 
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“……….my son is using only glue while other children are using both glue 
and marijuana and are drinking. When I listened to other friends’ stories, I 
thought that I am lucky and may have a chance to help my son quit it……” 
Participant B7   
 

2.3 Group cohesion 

A group cohesion theme also emerged.  

“……I called other friends in our group to see a concert. It was good to spend 
time together……” Participant A1 

 
“…….We are pleased to help you if you want us to share our experiences with 
other people……..” Participant C7 

 
“…….it is just like we are in the same boat………” Participant B5 

 
“…….I think one time a week is not enough. I would like to meet other friends 
more often. …I look forward to joining other friends in the next session…..” 
Participant B8 
 
“…..Sometimes after group sessions, I called other friends to ask them about 
their kids or just want to talk to them…..” Participant A1 
 
“…..before we met in this group, we never talked to each other. When we 
joined this, sometimes we met at the market, then we greeted each other and 
talked about our kids…..” Participant A5 
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 3 Positive patient-professional relationships 

The participant reported better relationships with health professionals after 

they engaged in treatment.  

 
 
Figure 6.9  Positive patient-professional relationship 
 

3.1 Trust  

Many participants talked about trust in the program facilitator and PCU staff 

who provided the TFS program.  

“....I think I can trust you and talk to someone who cares....” Participant A1 
 
“....It wasn’t easy to find someone whom I can talk to, but I can talk to you 
and PCU staff.....” Participant C4 
 
“....I am confident that you will keep my secret and won’t speak out....” 
Participant B7 
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3.2 Good impression 

Participants said that staff were sincere in helping them even staff who had not 

met them primarily. Some said that they still had a good relationship with staff even 

after the TFS program had finished. 

“...I felt good with staff member because she always took care of us....” 
Participant C7 

 
“....I appreciated what you have done for us. You never knew us, but you 
intended to help and really take care of us.....” Participant A1 
 
“....I’m very impressed by her. Even we had already finished our group, she 
still looked after me and assisted me when I came to PCU for other 
services....” Participant B3 

 

3.3 Feeling worthwhile  

Participants reported that they felt more worthwhile, because staff offered help 

for them. 

“…..I felt worthwhile when I joined the group. There were so many families in 
my village, having such terrible problems, but I had a chance to receive this 
opportunity…..” Participant B7 
 
“….I am just a poor person who didn’t have many choices to help my son, but 
you gave me a chance to come to this group…..” Participant B3  
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4. The value of having greater knowledge of substance abuse and social support 

 
Figure 6.10   The value of having greater knowledge of substance abuse and          
social support     

4.1 Greater understanding of their relative’s drug use and behaviour  

Participants reported gaining an understanding about their relative’s substance 

use from the behavior analysis in session one. They also reported becoming aware of 

the link between external and internal factors leading to substance use problems. This 

understanding helped them to develop a more positive attitude toward their drug using 

relatives. This was well illustrated by a father who used to punish his son severely.  

“….I understood that my son may have a conflict with my new wife and he had 
not lived with his own mother since I divorced. This may have led him to 
substance use involvement…..” Participant A9 
 
“……previously, I accepted that I always hit him without asking because I 
couldn’t control myself and didn’t understand why he didn’t obey me……now 
I understand that the current environment has changed. It doesn’t look like 
when I was a teenager. I’m trying to understand my son’s world and stop 
punishing him severely……” Participant A9 
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Another example was given by mother who discovered her son’s glue sniffing. 

“…When I saw the links with how my son start using glue, I think it was not 
fair to blame him…..” Participant A1     
 
“…..I gained more knowledge about glue sniffing and I will talk to my son….” 
Participant A1 

 

4.2 Enhancing social support (referral system and family/friend support)  

One mother experienced her son having psychotic symptoms. She also asked 

the researcher to visit her son at home and help her obtain a referral. At the evaluation 

(Post 1), she spoke positively about her experience. 

“….Thank you so much for your help in referring my son to the psychiatric 
hospital. I never knew that I could ask PCU staff for a referral letter because 
no one told me……” Participant A3 
 
“….I never knew that our community can provide transportation for clients to 
the hospital…” Participant A3 
 
“..It was good to know people I could ask for help in case of emergency…..” 
Participant A3 
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5. A lack of reduction in substance use by their relative.  

 

 
 
Figure 6.11   A lack of reduction in substance use by their relative 
 

5.1 Not enough power to change substance use by their relative 

A number of family members simply stated that the intervention did not affect 

their relative’s drug taking. For example, participants said that they expected that after 

this intervention, their drug-using relatives would stop using drugs, but then did not 

occur.  

“…my son didn’t get better and I think it was worse. He sniffed glue a lot and 
now he also has visual hallucinations…..” Participant B3 
 
“….I don’t know why it’s more serious. I joined this group and hoped to help 
my son stop using it, but he didn’t stop…(crying)…I have no idea how to deal 
with this…..” Participant B2   
 
“….I expected that if I came to this group, my son would quit marijuana, but 
he’s still using it….” Participant C4 
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Another mother said that the intervention should include her son in the group 

intervention because the researcher could teach him to stop, but she could not.  

“….I think you should have invited my son to join this group. I can’t teach 
him, but you can. He’d probably listen to you rather than me..” Participant A4 

  

5.2 Lack of strategies to deal with psychiatric symptoms associated with drug use 

Some participants complained that the TFS program did not give them 

directions on dealing with psychiatric symptoms associated with drug use. Most of 

them experienced psychiatric symptoms by their drug-using relative, such as visual or 

auditory hallucination, paranoia, and aggression. They said they had no idea about 

how to deal with these problems in the case of an emergency.  

“….I had no idea how to help him. He was very drunk and aggressive when he 
went back home and I think he must have just sniffed glue with friends. I asked 
my cousins living nearby to help me, and they tied him to the chair because he 
tried to hurt everyone…..” Participant B2 
 
“…..I called you because I didn’t know what to do and I was so scared 
because my son wasn’t like my son anymore…..” Participant B2 
 
“…..You didn’t teach us how to deal with these problems. When my son did 
something strange, I just left him alone in his room and told other family 
members to stay away from him……” Participant A3  

 
 

5.3 This intervention should be available in early stages  

Some participants reported that the TFS program had come too late to help 

their drug-using relatives. They also argued that they might have gained more benefits 

from this program, if the TFS program had been available earlier.  

“…this was quite late to talk about my son’s drug use because he couldn’t 
change and I think he was seriously addicted to it….” Participant A2 
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“…….I think we can’t change him because he had been using drug for long 
time and he had been admitted to the psychiatric hospital several times……” 
Participant B9 
 
“….Why didn’t you come earlier when I first discovered this problem…” 
Participant B1 
 
“….You should have come to our village early. If I knew you before, I maybe 
could have saved my son from addiction…” Participant B2  
 

Summary of qualitative results 

To understand the views of the affected family members who took part in the 

TFS, participating family members were interviewed by the researcher at Post 1 and 

Post 2. The findings from the interviews supported the quantitative results and also 

showed other perspectives beyond the objectives of the current study. Participants 

positively transformed knowledge and skills to their own life and family relationships. 

They often reported improvements in functioning, consistent with results from the 

Thai-GHQ 28. Religious activities were acknowledged as good strategies for 

reduction of mental distress and were seen as suiting Thai coping styles. 

Participants reported focusing on their own life and needs, consistent with 

results on the WHOQOL-BREF-THAI. They also reported improved relationships 

between substance users and other between family members, consistent with the FAS 

results. A further theme related to participants feeling less emotional and calmer when 

dealing with their substance-using relatives.  

One participant reported their drug-using relative’s engagement into treatment 

in the context of inpatient treatment for psychosis. Other participants often reported 

improved behaviour by the substance user in interactions with them. Some also said 

that they had tried to convince their loved one to enter a drug rehabilitation treatment 

centre, which resulted in their relatives expressing interest, but being afraid to enter 
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into treatment. However, some participants reported that their relatives were still 

using substances and some had experienced visual hallucinations and were aggressive.  

A positive patient-professional relationship was commonly acknowledged. 

This result also supported findings from the Working alliance questionnaire. In 

addition, participants also commonly identified the value of the group network and of 

sharing experiences and discussions with other group members. Limitations of the 

TFS program included a perceived lack of knowledge and skills to deal with 

substance users when they experienced psychotic symptoms, and the lack of 

availability of the TFS program at an earlier stage.  
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CHAPTER 7 

CASE STUDIES 

This chapter describes five case studies from three primary health care units (2 

from PCU-A, 2 from PCU-B, and 1 from PCU-C). The selected cases illustrate the 

background situations, support needed, and details about some of the complex 

problems that needed to be addressed. In addition, this chapter focuses on what 

happened to the participants and how they changed their behaviours throughout the 

TFS program.   

Case study reports were derived from audiotapes recorded during intervention 

sessions, from Baseline, Post and Follow-up interviews and from written notes during 

home visiting or telephone counselling. Fictitious names are used in the report to 

ensure confidentiality. After obtaining data from all available sources, the researcher 

translated information from Thai to English. Another Thai speaker checked the 

accuracy of these translations.   

Case study one from PCU-A 

Background information 

Nid was a 34-year-old female who was born locally. She was married and had 

2 male children (13, and 18 years old). Her highest level of education was primary 

school, and she had her own business as a shopkeeper in a small village where she 

worked every day. Her husband was a casual handyman. The family income was low 

(5,001-10,000 Baht/month = AUD 155 – AUD 310), but the family owned their 

house. They had positive relationships before the onset of substance use. Nid reported 
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that her eldest son (Noy) had graduated from middle high school (M3) and, not 

wanting to continue his studies, he was working with his father. Each evening, he 

went out with friends and returned home late. He had a girlfriend who was several 

years older. Nid reported that Noy’s girlfriend used to complain to her that Noy was 

immature and sometimes they fought because of his hot temper. Nid did not regard 

the relationship as serious because of the difference in their age. She was happy that 

his girlfriend tried to warn Noy not to engage in high-risk behaviours such as sniffing 

glue and drinking.  

 Nid heard that her son was a glue sniffer, but she did not believe it until she 

smelt glue when he returned home one evening. Ten days before the assessment, Nid 

saw Noy sniffing glue as well. She reported that she was shocked and upset. She said 

she really wanted to meet the researcher, because she did not know how to deal with 

this situation, and needed someone to help her.  

Baseline assessment 

At the Baseline assessment, Nid reported mood problems. She had been bad 

tempered and felt everything was getting on top of her. Negative feelings such as a 

blue mood, despair, anxiety and depression were reported. She was unable to enjoy 

herself as much as usual, and said she could not do anything because she felt too 

nervous. She also felt embarrassed about her son’s drug use and was disappointed in 

him. 

Physiological problems were also reported by Nid. She was not satisfied with 

her health and her sleeping pattern. She stated that she felt weak and had lost her 

appetite. She also reported problems with her concentrate. Nid said she did not want 
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to talk to her neighbours because she thought it was unhelpful. She was worried that 

her friends may gossip about her son’s drug use. After she found out about her son’s 

substance use, she said she tried to solve the problem on her own. She did not talk to 

him and cut off his money supply. When she met him at home she pretended that he 

was not there and did not interact with him. The relationship between Nid and her son 

became worse because her son ignored her behaviour, and still socialised with his 

friends until late at night. Nid realised that her solution was not working, and 

therefore decided to change strategy. She realised that she could not abandon her son 

and that she should encourage him to interact with the family. Nid started talking 

warmly with her son and asked him to stop sniffing glue, which he promised her to 

do, but she remained worried that he would not stop because he continued to go out 

every night with his gang.   

Nid was not only troubled by her son’s drug use behaviour, she also reported 

relationship problems with her husband. As an example she stated that she was not 

interested in her sex life because she was too worried about her son’s problems.     

During the intervention 

Nid came early to the first session and readily shared her experiences with 

other group members, saying that joining this program made her feel better because 

she realised that she was not alone. Some other participants reported similar problems 

and agreed that they understood her feelings. Others reported more severe difficulties 

than Nid, and said they were still dealing with them. Nid stated:  “...Coming to the 

group was better than sitting alone at home, because when I was at home I could not 

stop thinking in negative ways...”  When the researcher asked Nid to draw a family 

picture, the picture she drew was a happy one and she told other group members that 
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she used to have a lovely family, but it was ruined once her son became involved in 

his gang and started using glue. 

In Session 3, Nid was the first to attend and brought utensils for the monk, in 

order to make merit at the village temple. She said she had no time to go to the temple 

because of her work, so this was a good time to make merit. She also mentioned she 

prayed to the Lord Buddha to help her with her son’s substance use problem. In the 

evening after this session, Nid called the researcher and said that her son had sniffed 

glue again and that she had no idea how to deal with him. The researcher suggested 

she talk with her son when he was in a good mood and asked her to be a good listener 

and to avoid blaming him. 

 Two days later, Nid reported that her son had an argument with his girlfriend. 

He said that his girlfriend was pregnant, but he was not sure that he was the father, 

because his girlfriend also had sexual relationships with other men.  He also said that 

his girlfriend previously had an illegal abortion because of an unwanted pregnancy. 

Her son said he was confused, and sniffed glue to release his tension. Nid became 

upset again and called the researcher several times saying she needed someone to talk 

to.  Nid stated that after these calls she felt better. She said she did not want to tell her 

story to anyone else, especially to her neighbours, because she was worried that they 

would talk behind her back. The researcher replied that she needed to learn how to 

trust others and she could start with establishing a relationship with other group 

members she felt comfortable to talk with.  

In Session 4, Nid volunteered to take part in a role play about talking to her 

son when he came home late. In this she repeatedly asked him why he was late and 

whether he had sniffed glue. In the subsequent discussion by the group, some other 
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members suggested that talking about this when her son was intoxicated was not a 

good idea. Another said she was talking too much and this interaction was likely to 

lead to an argument. Other group members saw a great deal of similarity to their own 

situation.  

Nid called the researcher again after the 4th session. She reported that her 

family relationship had become worse, after her husband had an argument with her 

son. She had been trying to deal with her son’s problem using communication 

techniques gained from the TFS intervention, and her son had promised to talk to her 

after dinner. However, during dinner, her husband asked her son why he could not 

stop using glue, and lost his temper. Following this her son walked out and stayed 

overnight with his friends. Nid was angry with her husband, and told him not to be 

involved in the problem anymore. She said that she was trying to talk to her son nicely 

until he trusted her and became willing to solve his problem together with her. She 

stated she felt her husband had destroyed her plan and made the problem worse. The 

researcher helped her to calm down and expressed empathy.  

Session 5 aimed to help members take care of themselves and enhance their 

social support. The researcher discussed an inspirational song about giving support to 

someone who needed it. Nid cried while singing it, and said she wanted to remember 

this song to help her stay strong. After Session 5, Nid rang the researcher to get the 

phone numbers of other group members (members had consented to sharing of 

numbers). She said she would invite them to see a free concert in the city, and said 

that she needed to love and look after herself more.  

In Session 6, a farewell party was conducted at the PCU. Nid brought food to 

share with other members. Group members said they wanted her to lead the group, 



 180 

and she was keen to help them deal with drug use problems in their families. At the 

end of the session, the group gave a surprise gift to the researcher, and Nid gave a 

speech on their behalf. She thanked the researcher for providing the intervention. She 

also said: “…you had never met us, but took care of us. We never thought that other 

people like you and PCU staff would care about drug use problem in our families, but 

you guys did a great job to help people like us…” 

Post intervention assessment 

Nid reported that her behaviour changed after she had become involved in the 

intervention group. She said she could control her temper, calm herself down, and 

speak to her son nicely. When she nearly lost her temper she remembered these skills 

she had learned, and modified her reaction. She also revealed that it had been helpful 

to let her son know how she was feeling, and that after the intervention she felt 

comfortable doing this. She reported that before she joined the intervention, she had 

never told her son about her feelings because she had thought that it was useless. 

After the intervention, she realised that expressing her feelings, especially her love 

and concern, helped her son to understand her emotions and helped them both to 

establish a better relationship with each other. She stated that they had a closer 

relationship once she started talking honestly to him, adding that even though her son 

had gone back to glue sniffing, and he was not ready to talk to her at the moment, she 

could cope and she would wait until he wanted to talk. Also she mentioned that when 

her husband and son had had the argument she had needed to talk to someone to 

release her tension, phoning the researcher had been was very helpful. By talking to 

people and realising that someone understood her, she stated, she felt better. However, 
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she reported that she still had physical problems, such as tension headaches and 

trouble sleeping.        

Follow up assessment 

Nid called a PCU staff member to ask the researcher to call her back because 

she needed an additional consultation, to which the researcher responded by calling 

her from overseas and providing her with a counselling session. During the session 

she relayed that she had “a terrible argument” with her son because he had been glue 

sniffing more often and he had become aggressive. She said her son sniffed glue more 

than 4 times a week and he could not control himself.   The argument began when he 

returned home late and started shouting.  When she asked him to keep his voice down, 

her son ignored the request and scolded her. She reported that she was being more 

harshly treated by her son than ever before and added that he had asked her: “Do you 

want to die?” while looking at her threateningly. She was very angry, so she argued 

with him and slapped his face harshly at which her son cried and said to her that he 

would not stay home anymore.  

After that argument, Nid and her son did not talk, ignoring each other. Two 

days later her son went to another province to work with his friends. For 2 weeks, Nid 

worried about him as she did not know where he was, but she refused to call him. She 

resolved to wait until he called her first because she believed that since he was her 

child, it was up to him to apologise. Nid also said that she felt guilty that she had 

slapped his face; however, she was also insistent that he should not have threatened 

her. She claimed that what her son had done was a sin and that he should realise it. 

Nid also reported she felt lonely because her husband had gone to another country to 

work and had left her alone with their children. She really needed someone to talk to 
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and help her think through the situation. She said her husband called her 3 or 4 times a 

week and asked her to try to calm herself down.  

Nid reported a severe headache and trouble sleeping and had visited the PCU 

to get some sedatives to help her sleep. She also mentioned that she had a friend who 

experienced a similar situation, but in her friend’s case the situation was at an earlier, 

less extreme phase. She said her friend was very worried because her son had started 

using glue. Nid stated she had been giving her friend support and had suggested some 

skills to her that had been gained from the TFS program.  

Additional telephone counselling was provided by the researcher after 

completing the Follow-up assessment. The researcher reminded Nid that she could 

also use the skills that she suggested to her friend. She suggested that when Nid lost 

her temper, she forgot the most effective reaction, and that was a very understandable 

response. However, later when she calmed down and could think more clearly she 

could tell herself similar things as she had told her friend. The researcher also 

suggested that Nid should call her son and express her love to him.  

Key learning from this case 

• Physical, psychological and relationship problems occurred after 

discovering her son’s substance use.   

• TFS assisted with improving conversations and positive relationships, 

but did not change the substance use behaviour of her son.  

• Additional calls during crisis situations were needed.  
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• Romantic relationship issues may have influenced the substance abuse 

of the user. 

• Referral to primary health care staff and booster sessions may be 

needed to consolidate treatment gains. 

• This participant appeared able to pass useful information on to others. 

• Improvement of client-professional relationship and sense of caring by 

the health care professional team were evidenced. 

Case study two from PCU-A 

Background information 

Lek was a 42-year-old female and mother of a young substance user (21 years 

old).  Her highest education level was primary school. Lek divorced when her eldest 

son was very young after which her ex-husband became a monk.  She later remarried 

and then had another son (12 years old). Her elder son was still living with her and her 

new family together with Lek’s mother. Lek’s family worked in their rice field in a 

small village. Her husband also worked as a carpenter, and was employed by an 

individual. They had a low income (less than 5,000 Baht/month, less than AUD 155). 

Lek reported her son was a young binge drinker and she was very worried about his 

risky behaviour. hen her son was young, Lek said, he had been a Buddhist novice at 

the same temple as his father. He had studied and graduated from primary school at 

the temple. After that, he decided to stop studying and sometimes worked with his 

step-father. Lek reported that her son went out every night with his friends, returning 

very late, and drunk. Her son had had a motorcycle accident because of drinking, 

resulting in a hospital admission for 2 days when he was 17. He had also received 
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treatment at an outpatient psychiatric clinic for 1 year when he was 19. Lek stated her 

son had not completed the related course of pharmacotherapy because he refused to 

attend the hospital, and he had said to her that he could not cope with the side effects 

of antipsychotic drugs.     

Baseline assessment 

Lek reported psychological problems due to the alcohol use of her son. She 

admitted being bad tempered and having disagreements with him. She had been 

nervous and stressed whenever she thought about her son’s behaviour. Also, Lek 

mentioned frequently having a tightness in her head, which she ascribed to stress. She 

said she was diagnosed with migraine headaches but had not sought treatment in the 

hospital. She only used analgesic purchased over the counter from a pharmacy.      

Lek reported poor family relationships and that her son blamed her for his 

drug use, saying he was a binge drinker because she had married a new husband. She 

stated that her new husband had never punished him even though he was drunk all the 

time. Her son and her new husband rarely talked to each other, because both were 

quiet and concealed their feelings. Her younger son did not have a close relationship 

with his brother, and they had rarely played together when they were young. She said 

her elder son never saw himself as being part of the new family.   

During the intervention 

During the intervention (Session 1), when the researcher asked Lek to share 

her experiences about her family, she reported that she tried to care for them as best 

she could. However, her son kept accusing her of bias in favour of her new family and 

tried to separate himself, spending time with friends rather than with his family. She 
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said she could not explain how he was good because he always brought her problems. 

She discussed her son’s binge drinking and glue sniffing (the latter had not been 

mentioned when she had first met the researcher). A recently emerging problem was  

that he had become very aggressive and tried to hurt his stepfather. Although Lek 

tried to take her son to the hospital, he had refused to go.  

Lek asked the researcher to visit her son at the end of the session. At that 

meeting, the researcher found that her son had visual hallucinations, mental 

withdrawal, irritability and sleep disturbance. He had poverty of speech and only a 

short attention span. His hands shook continuously and he complained that he had a 

terrible headache, could not sleep, and therefore did not want to talk to people. The 

researcher tried to convince him to enter treatment. He agreed to go to the hospital, 

but he did not want to go back to the previous one because he said he had a bad 

impression of it. The researcher recommended that Lek contact PCU staff and 

reported back to the head of PCU, asking about the PCU referral system.       

One day before Session 2, Lek called the researcher early in the morning and 

asked for help because her son had become more aggressive and had refused to go to 

the hospital. She also reported that he had sniffed glue again and it seemed to be an 

overdose because he could not control himself. The researcher was away from the 

research site at that time and as it was too early in the day to call PCU staff, the 

researcher suggested that Lek keep calm and talk to her son affectionately. The 

researcher asked her to give him a soft drink and keep any potential weapons away 

from him. The researcher phoned Lek later that morning to check if that strategy was 

working, at which time Lek reported that her son had calmed down and was actually 
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sleeping. The researcher asked her to call PCU staff during their work time and ask 

for a referral letter to take him to the hospital.  

In Session 2, Lek came to the PCU early to collect the referral letter and attend 

the intervention. She said she did not take her son to the hospital the day before 

because she had no time and no one could take her there (the psychiatric hospital was 

in another province that was approximately 120 kilometres away). The researcher 

contacted staff at the drug rehabilitation centre in Khon Kean Province to seek help. 

The drug rehabilitation centre could not admit clients with psychotic symptoms and 

clients could not use their gold medical insurance card, if they were admitted. This 

meant that clients had to pay full treatment costs, although they could ask for a 

discount if they had a reference letter from a community leader or from the local 

government committee. Because Lek’s son had psychotic symptoms, he would be 

referred to the psychiatric hospital, and needed only a referral letter from the PCU.    

During the session, Lek could not concentrate on group activities and seemed 

to be worried. After the session, the researcher asked her to stay longer and provided 

her with an individual counselling session. She said that she was very worried about 

the psychotic symptoms of her son. She was also concerned about the security of 

other family members. Lek’s family was living with her mother and she said her 

mother was very old and mentally weak. She reported that her mother still loved her 

grandson, but wanted to send him away from her house when he was aggressive 

because she was so scared. Lek was also afraid that her son might hurt her mother at 

same time, if he could not control himself. Because her son did not sleep, Lek stated 

she also was unable to do so, as he was roaming around the town all night. At the end 
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of the counselling session, she felt better and resolved that she would take her son to 

the psychiatric hospital.  

At Session 3, Lek said she had not visited the temple for a long time although 

when there she was very happy and felt relaxed. In Session 4, when group members 

showed their loved one’s picture and expressed their feelings about them, Lek showed 

a picture of her son as a young boy, and cried while she talked to the other group 

members. She explained that she wanted her son to be a little boy again because he 

had not had any problems then. She told the others that her son had called her two 

days ago and asked her to take him home as he did not want to stay in the psychiatric 

hospital anymore. He said he was homesick and promised he would be good if he 

could come home. Lek stated she was upset to hear that and felt guilty, and also 

concerned that other people might blame her and say that she had abandoned him and 

did not care. The researcher encouraged other group members to discuss this issue. 

They all gave Lek support and shared strategies to deal with guilt. One mother said 

she had experienced a similar situation when she first took her son to hospital. She 

had been very upset at that time, but she realised that it was the best thing to do, since 

other family members would be safe and her son would be treated by health 

professionals. Another group member said Lek should use this time as a break after 

experiencing such a difficult time. Many of the group members gave her similar 

feedback, emphasising that she really needed a rest.                  

Lek missed Session 5 because she had collected her son from the hospital. The 

last session was conducted at PCU, and the group decided to have a farewell party. 

Like some other group members, Lek brought some food to share. She reported that 

she felt better because she had less guilt now that her son was back home, however 
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she was worried about her son’s rehabilitation. This was because her son had stopped 

taking his medicine and had thrown away some injection medicines provided by the 

psychiatric hospital. Her son maintained he was not ill and that the medicine made 

him worse, while Lek blamed herself for not keeping these medicines safely stored.    

Post intervention assessment 

Lek reported that she had a severe headache. She was diagnosed with a 

migraine by a GP and given medicine, but she said she did not feel better. It had 

occurred to her that she might have a brain tumour, about which she worried greatly. 

The researcher could not find any high risk symptoms related to brain tumours, but 

suggested she see a specialist. She advised that the migraine may be related to stress 

and asked her about stress arousal. Lek said she had a headache 1-2 times a week and 

it happened when she thought about her son. She reported being bad tempered over 

the previous 2 weeks and had been panicking at times for no reason (GHQ = 4, QOL= 

91). However, she did state she felt slightly better as her son had been treated in a 

psychiatric hospital and she now knew how to deal with this problem if it ever 

happened again. Lek felt sympathy for her son and understood why he avoided taking 

the medicine, stating that she thought her son had thrown it away because he could 

not deal with the antipsychotic side effects.  

Lek reported that her son felt tired and weak all the time. When she asked him 

to help her with housework, he did it very slowly and he frequently could not 

remember tasks that she had requested him to do. However, after her son was 

discharged, he was not aggressive anymore and did not hurt anyone, she said. Lek 

relayed that her son had promised that he would try to stop using drugs and obey her 

because he did not want to be admitted to the psychiatric hospital again. She said she 
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tried to hide her son at home and told his friends that he was not home because she 

wanted to reduce his risk of returning to drugs. She also reported an improvement in 

their relationship, and said she tried to calm herself down and talk to him nicely, and 

that they no longer fought and her son obeyed her. Although Lek knew that she could 

not guarantee what would happen in the future, she said that she would try to keep the 

relationship continuing in this way and would practise what she had learned from the 

program. Her mother was also glad to have her grandson back home, Lek reported.  

The grandmother had told him how much she had missed him and had given him a 

holy thread to invite the protecting spirit to return to his body (this ritual is common 

for Thais in north-eastern Thailand, it reflects part of their spiritual beliefs and allows 

people to express their kind feelings towards their loved one).       

Follow up assessment 

Lek reported that after her son was discharged from the psychiatric hospital, 

he had not had hallucinations, and went out with his friends sometimes, but not as 

often as before. Two months before the Follow-up session he was conscripted to join 

a military camp in another province. Conscription is the expectation of every young 

Thai man.  At the beginning he had been fine, but 2 weeks before the Follow-up 

session she had received a telephone call from the Military Department stating that 

her son had psychiatric symptoms and she was then asked about his psychiatric 

history. Lek also reported that her son had been referred to the psychiatric department 

at the military hospital. She did not talk to him the whole time when he was in the 

hospital. Lek stated she was worried about him, but was glad that he was in a safe 

place, although she reported having a severe headache and had again been diagnosed 

with migraine. She said her headaches had become worse and she also had severe 



 190 

vomiting. Lek asked that a health professional visit her at home, at which time she 

was administered a saline solution. She told the health worker that her physical health 

problems did not relate to her mental health status and that she had a headache 

because she had been working in the sun for a long time.  

At the Follow-up session, Lek reported that she was getting better and that she 

had nothing to worry about because her son had been treated in the military hospital. 

She also believed that joining the military would help her son stop his substance 

abuse, stating that she thought about her son often and confirming that she continued 

to maintain a close relationship with him.  

Key learning from this case 

• Consistent with previous studies, physical and psychological problems 

were reported. 

• The referral system was complicated and unresponsive to the needs of 

people with both substance use and other mental health problems. 

• There was a lack of effective cooperation between health care services, 

community leaders and local government organisations in delivering 

supportive and appropriate health care. 

• Home visiting was needed in emergency situations.  

• Additional individual counselling may sometimes be needed during the 

intervention.   

• Spiritual beliefs in relation to health recovery and family reunion may 

be of particular benefit. 



 191 

• A lack of power to change substance use behaviours was sometimes 

expressed. 

• Health care services in primary health care after a client has been 

discharged from the psychiatric hospital were inadequate. 

Case study three from PCU-B 

Background information 

Ma was a 38-year-old female and a mother of a young glue sniffer.  She had 

been born in a rural area in Udonthani Province. Her highest education was middle 

high school. When Ma was a teenager she had sniffed glue for some years. After 

stopping using glue, she continued to drink alcohol 2-3 times a week.  Ma also liked 

to play poker with friends, even though poker is illegal in Thailand. Now married and 

had 2 sons (10 and 14), she worked as a retailer, making and selling Thai desserts, and 

her husband was a casual worker. Ma’s family had a low income of 5,001-10,000 

Baht/month which is approximately AUD 155 – AUD 310. Initially, Ma did not agree 

to meet with the researcher to discuss her story. She told her older sister, who was 

working at the primary health care service, that the program would be too time-

consuming, to which her sister responded that there was nothing to lose, suggesting 

that Ma may find other ways to help her glue-sniffing son. She agreed to meet the 

researcher, and subsequently consented to join the study. 

Baseline assessment 

Ma denied having physical or psychological problems at the initial interview.  

However she did acknowledge that she had been feeling run-down and had a tightness 

in her head which she ascribed to stress. She reported being bad tempered and having 
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disagreements with both her son and her husband, also being anxious about the 

family’s level of debt. She admitted that she had not been able to enjoy herself as 

much as usual and had difficulty concentrating.  

Ma stated that her eldest son had been using glue since he was 12. She said 

that when she had discovered that he sniffed glue she was angry and severely 

punished him physically and verbally. However, her husband was gentler, and had 

told her to control herself when she was angry. Ma and her husband had significant 

disagreements about the best way to look after their children. 

During the intervention 

During the intervention (Session 2), Ma said gossip about her family’s drug 

use had upset her. She had heard her neighbours talking about their problem and she 

believed that others were blaming her son’s inhalant use on her own glue sniffing 

when she had been young. She also reported that she tried to avoid meeting with 

people, because she did not want to hear about how well their children were 

progressing. Ma cried and revealed that she was very unhappy about her son’s 

behaviour, and thought that her son never made her happy. The researcher encouraged 

other group members to discuss this issue. Other group members reported similar 

experiences and feelings. However, one member argued that a focus on negative 

communication made it hard to find happiness. The group member said: “We cannot 

ban people gossiping, so just let it go and turn a deaf ear”. 

Ma missed Session 3 (Religious healing) because she had to take her mother to 

hospital. During Session 5, Ma said that her son had cut himself while breaking a 

mirror in anger, because he wanted a new motorcycle. She stated that she had been 
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very angry, but had realised that she should calm down and change her behaviour to 

deal with the problem. So, she had kept quiet and tried to control her temper. She had 

asked her son how he had felt and had taken him to the primary health care service to 

get treatment. Ma said she was glad that she had not made the situation worse. She 

added that if she had not participated in the intervention, she would probably have 

punished him severely, as she had always done before. If she continued to react 

aggressively she thought that he might run away from home. Ambivalent about 

buying a new motorcycle for her son, because she was very worried about his safety, 

she was also worried that if she denied it to him, he would become angry again. After 

discussing this with other group members during the intervention session, she came 

up with a way to deal with this issue, deciding to discuss the issue with her son. She 

would tell him that if she was to buy a motorcycle, it would only be after he helped 

her with housework, so she could earn the money to buy one.  

At the end of Session 5, the researcher asked participants to share their 

experiences about how they took care of themselves when dealing with stress. Ma 

reported that previously she rarely spent time with friends and avoided socialising, 

playing poker to help her release stress. She said now she had some friends in this 

group and she was happy to share her feeling with. She also said: “… I was not alone 

anymore. Previously I did not know that there were other mothers in this village who 

had the same problem as me. Now I knew people whom I could talk to…”   

In the final session, Ma volunteered to cook for the group members when they 

went on the group excursion. During the excursion, she realised that she had some 

friends who were in a similar situation to her, and that having a party with friends was 



 194 

a way to enhance her social life. She said she realised she was not alone, and that 

many other people had problems with substance abuse in their family.  

Post intervention assessment 

At the post assessment, Ma reported that she had had further discussions with 

her son about the motorcycle. She told him she loved him and was concerned about 

his safety if she gave him a new motorcycle and that she was ready to change her own 

behaviour, including her poker playing.  She asked him to stop using glue and to enter 

treatment at a drug rehabilitation centre in Khon Kaen Province to which her son 

replied that he would try his best, but he was not ready to enter treatment.  Unable to 

stop immediately, he would try to gradually cut down.  

Ma hoped that her son would possibly stop using glue in the future. She 

understood that he was still young and might gradually change his substance use 

behaviour, recalling her own similar experience with this problem in the past. After 

talking to him Ma was satisfied with his behaviour, even though he was only changing 

gradually. She reported that he was no longer staying out late with friends and, 

instead, came home early. Her son still smoked, but she did not smell glue anymore. 

However, she did not believe that he would definitely stop using altogether. 

Participating in the intervention gave her options on how to deal with him and helped 

her change in positive ways, she stated. She promised that she would use the 

strategies gained during the intervention when dealing with her son, also reporting 

that what she had learned from the program was still very new to her. When she 

talked to him about substance use, she sometimes unintentionally blamed him. 

However, once she remembered the recommended ways to communicate with him, 

she tried to calm herself down and change the way she spoke to him. Her son had also 
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noticed that she had changed after her participation in the intervention, she said.   She 

also reported that her physical and psychological functions were better than before 

(GHQ score at Baseline = 6, at Post 1 = 0). The relationship Ma had with her son had 

become closer. He felt more comfortable talking with her and she thought he was now 

more truthful.  He also volunteered to help her with the housework.  

Follow up assessment 

At the follow up assessment, Ma reported that her son was going out with his 

friends as usual. However, she said she felt much stronger mentally and reported that 

she was less stressed by his behaviour.  She said she still complained when he went 

out, but it was not as serious a problem as before. 

Ma stated that she had changed the way she communicated with her son since 

completing the TFS, not blaming him as much, and being more rational and less 

emotional. She said that before joining TFS, she had felt confused by her son’s 

behaviour. Regarding his drug use, she said he was still smoking, but she believed that 

he had stopped using glue because she did not see and smell glue on him. There had 

been no violence in her family, she reported, since the day that her son cut himself by 

breaking a mirror. She also said that she had begun to understand her son better and 

saw him as going through a teenage phase. Reporting that they were now enjoying a 

festival period, even though her son went out with friends quite often, he returned 

back home at a reasonable time, so that she and her son did not argue about his being 

late. Ma said a PCU staff member had provided them with information about a quit 

smoking camp, but that her son had refused to join this camp because he was afraid 

that it would be too tough for him and he felt he could not quit smoking immediately. 

Accepting and understanding her son’s feelings, she asked him to join the camp when 
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he was ready. She said she had new hope now, because her son promised her that he 

would improve his behaviour and because he paid more attention to his studies.  

Regarding the TFS program, Ma reported that she was glad that she had 

participated in it, because her problems had gradually lessened. She said that if she 

had not joined everything would have become worse and she would have continued to 

harm her son. She recognised that calming down, using effective communication and 

giving positive reinforcement were good strategies, and she was still using these 

skills. She reported that she had not bought a new motorcycle for her son, having 

explained to him that he was very young and could not look after such a valuable 

thing. She had promised that if he graduated from high school and was mature 

enough, she would buy him a motorcycle, a decision which he understood and 

accepted.           

Key learning from this case 

• Drug use and gambling behaviour by the mother appeared to influence 

the drug use of her son. 

• The TFS program appeared to assist in reducing punishment, calming 

participants down, and encouraging effective communication. 

• Positive thinking and maintaining well-being were reported even 

though her son’s substance use continued. 
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Case study four from PCU-B 

Background information 

Nee was a 35-year-old female and mother of a young glue sniffer.  She was 

born in a rural area in Udonthani Province. Her highest education was primary school. 

Nee was married and had a daughter aged 17 and a son aged 14. The family lived off 

the agricultural production of their own farm, far from the village with her children 

staying with their grandparents in the village because they had to go to school. Nee 

was selling her agricultural products in the market every evening. The family had a 

low income of 5,001-10,000 Baht/month (AUD 155 – AUD 310).   

Nee reported her son had been a good boy when he was young, cheerful and 

joining in school activities. He had also been good at art and had received many 

certificates. After finishing M1 (Grade 4 in Australia) her son had wanted to move to 

another school in the city because his sister had been studying there. After moving to 

that school, his behaviour gradually changed. He spent more time with his friends and 

started using glue when he was only 12. Nee said that her son went out every night 

and she was very worried. When she discovered that he was a glue sniffer, she 

punished him and told him to stay with her at the farmhouse so that she could look 

after him. However, her son did not obey her and still spent time with friends. 

Truancy was common and his performance at school decreased. After graduating 

from primary school, he asked Nee if he could move to a high school in the village. 

Nee reported that her son tried to improve his behaviour and went to school every 

day, but said she did not believe that her son could quit sniffing glue. She stated she 

became angry when her son disobeyed her and that she punished him because she 

loved him and did not want him to miss out on life’s opportunities.            



 198 

Baseline assessment 

Nee reported both physical and psychological problems (GHQ score = 8).  She 

had been feeling run-down and had a tightness in her head because of stress. She was 

not satisfied with her sleep patterns because she could not sleep when her son did not 

return home. Reporting being bad tempered and having disagreements with both her 

sons, she was also anxious, and panicked when she heard ambulance sirens because 

she thought her son may have had an accident. She stated that she had not been able to 

enjoy herself and that she had difficulty concentrating and was not satisfied with her 

sexual relationship because she was worried about her son.  

Her family had good relationships until the drug use problems started, Nee 

reported. Her husband always gave her emotional support, saying that it was common 

for boys to spend time with friends and suggesting that when her son matured, he 

would get back on track. Nee said that her husband was steady and calm, unlike her, 

describing herself as hot tempered. She claimed to be very proud of her daughter 

because she was a good girl and never made her upset, also stating her family had a 

close relationship with her relatives, and her parents looked after her children when 

she was very busy, although her relatives spoiled her son because they loved him a 

lot. Nee had an older sister who also had a young substance-using son and this sister 

gave her a lot of support and invited her to make merit at the temple any time she was 

very upset.     

During the intervention 

When discussing positive reinforcement in Session 2, Nee said that she had 

not shown her appreciation when her son offered help. She also explained that she did 
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not admire her son because she thought it was common for sons to help with 

housework. She was reluctant to admire or praise him openly, she stated. After 

learning the importance of reinforcement skills, she thought she would try to express 

her positive feelings to her son when he did something good.  

Before Session 3, the researcher received a call from Nee’s son, saying that 

she could not come to the session (Religious healing) because she had to do 

something urgently. At Session 4, Nee reported that the previous session had been too 

early and she had been unable to finish her work. During that session, Nee revealed to 

other group members that she was annoyed when her son did something wrong and 

that  her son complained that she talked too much and avoided her. She said she 

would attempt to talk less, when communicating with her son.     

When discussing the good things that still remained, Nee told the group that 

on the previous weekend her family members, including her son, had helped with the 

farm work and that this had been done happily. The researcher said how good this 

was, and asked her to maintain the feeling, by using effective communication and 

focusing on positive aspects. She stated she was very happy when she focused on 

positive aspects of the family and that she would try to express her positive feelings to 

her son and avoid blaming him for what he had done in the past.  

In the discussion of well-being in Session 5, Nee reported she was not very 

concerned about her own well-being. She realised that she should take care of herself, 

or she would have no power to love and take care of her children. At the end of the 

session, the researcher informed the group members about services for drug use 

problems, announcing news of a useful service, where the local government of this 

community would support funding for families of substance users who needed to be 
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referred to the hospital or drug use rehabilitation centre. Group members were given 

telephone numbers for services within their community. When discussing the drug 

rehabilitation centre, Nee said her son had asked what would happen if he entered the 

centre and stated she would convince him to enter treatment during the school 

holidays. At the end of the session, she said she had hope that her son would stop 

using glue.    

Nee missed Session 6, so the researcher called Nee later and asked her to come 

to the PCU for an extra session because there was another person who also had not 

been able to attend.  She came to the PCU and reported that she was not in a good 

mood. She had been in trouble because her son had been caught by the police. She 

reported that he had ridden a modified motorcycle with his gang at night and they had 

annoyed other residents. Nee was very angry when she met him at the police station, 

scolding him. After that, her son ran away from home and had not come back yet, 

though a week had passed, during which period Nee had been very worried and had 

not known where he was. She had assumed that he might have been staying with 

friends and sniffing glue again, crying while telling this story. She blamed herself as 

she had not controlled her temper, and stated that she should have remembered the 

things that she had learned from the intervention. She said: “…if I had behaved in the 

way we discussed in our group, none of this would have happened”. She added: “..if I 

had calmed down and not scolded him, he might not have run away from home”. The 

researcher helped her deal with her guilt, reassuring her that it was common for this 

kind of experience to occur, because what she was learning from the intervention was 

very new for her and that when she faced the situations outside the session, it would 

take time to learn how to apply her new strategies. Nee resolved to ask her cousins to 

find her son. Understanding that her son was afraid to meet her, she would ask her 
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cousins to tell him that she forgave him and wanted to meet him. She also said she 

would ask her older sister to take her to the temple as she thought making merit might 

help her release her tension. The researcher offered her an additional call if needed, 

and reminded her about the list of telephone numbers in case of an emergency. Nee 

said that she was glad she had entered the intervention because she had learned a lot 

and she had also made friends with similar experiences. She now felt like she had 

supporters such as the researcher, PCU staff and other group members.  

Post intervention assessment 

At the post intervention assessment, Nee said that she would keep in mind that 

calming down would be a good way to deal with her son, especially when facing a 

crisis situation. She expressed she was glad she had joined the group because she had 

learned how to talk with her son. The most important learning focused on the positive 

aspects of her son. Before attending the intervention, she did not have a positive view 

of her son, thinking of him as a drug user, which made her unhappy. She also said 

before joining the intervention, she had no hope and lacked motivation to work or 

save money for him. After learning about focusing on positive aspects, she was 

reminded that her son used to be a good boy and help her with housework. He was 

lovely when he did not sniff glue, so she resolved to forgive him and forget what he 

had done so far. She stated she now had hope and was motivated to deal with her son 

more positively, however, she was still worried about him, because she had argued 

with him over the last two days over a motorcycle accident. He had not been seriously 

injured, but had run away from home after having the argument with her and had not 

come back home yet.  She also reported she had been unable to find him. Her 

physiological and psychological problems had increased (GHQ score = 13). 
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One week after the post intervention assessment, her son returned home, but 

was still using glue. Nee called the PCU staff at night (10.00 PM) because her son had 

been sniffing glue and had become very aggressive, although Nee and her cousins had 

restrained him. Nee wanted to take her son to the hospital and had called PCU staff 

for help. The PCU staff member called the researcher to phone Nee. The researcher 

asked Nee to give her son a cold drink and to talk to him affectionately, also 

suggesting that she make sure that the restraining equipment was safe and not too 

tight, that she maintain a quiet environment and keep dangerous items away. Nee was 

told to call the emergency hotline (1669) and take him to the hospital nearby. Later 

the next day, the researcher called Nee again. At this time she reported that she had 

not been able to take her son to the hospital as she had waited for an ambulance until 

late at night, but none had come. She stated that her son calmed down and was 

sleeping deeply, so she had decided to let him stay at home. She would take care of 

him, she said, and would call the PCU staff if she needed further assistance.  

Follow up assessment 

Nee reported she was very worried about her son’s drug use behaviour. He 

was still sniffing glue and was smoking 4-5 rolls each day and did not want to stop. 

She said her son went out with his friends almost every night and also complained that 

her son disobeyed her advice and was more mischievous than usual, was getting 

closer to his friends and had been absent from school.  She found this out when the 

school informed her that her son was ineligible to take any exams and that he had to 

drop out from school. Poor family relationships were reported by Nee at this time, 

since the night of her son’s visual hallucinations and aggression due to the drug 

overdose, their relationship had become worse, she said. Her son refused to stay 
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overnight with her at the rice farm and she described him as sarcastic, refusing to go 

to school, and that he was destroying their relationship. She also stated that on the 

night of the overdose, when her son had finally calmed down, he had begged her not 

to take him to the hospital and had promised he would improve his behaviour, a 

promise which he had not fulfilled. She said he lied to her and she was very upset and 

very disappointed with him. The situation was perplexing her because when she had 

talked kindly to him during in the TFS program, he had seemed to understand and 

accept that he would need to engage in treatment in order to stop drug use.  

When the researcher asked about the benefits gained from the TFS program, 

she said she still remembered what she had learned, particularly the communication 

skills. However, she stated that even though she had new knowledge, it was difficult 

to use it properly because it was hard to talk to him nicely while he was still using 

glue. She wanted him to stop sniffing immediately and to continue school. Her family 

had not had any problems and also had support from extended family members, she 

said, adding that she had never punished him seriously. She described her son as 

being very selfish, caring only for his friends rather than family members, and being 

unable to control himself. 

Nee stated she knew if she thought about the problem too much, it may affect 

her health status, but she could not stop thinking about it. She reported headaches  and 

sleeping problems because of stress. She also lost her appetite and also 2-3 kilograms 

in weight. She declared that she felt the debt and drug problems were all her 

responsibility.  She was very worried about her son’s psychosis and afraid that it may 

get worse if he continued to use drugs. 
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Nee reported her daughter was the only person giving her inspiration and 

support. She never had suicidal ideas, she said, because she used her daughter to 

remind her about the good parts of her life, although claiming that her karma from a 

past life may be a cause of her problem and may have made her son behave badly. 

Mentioning that she went to the temple with her sister and to print Buddhist 

educational pamphlets, she donated her time, believing that making merit in this way 

might help her. 

The researcher assured Nee that she could make it through this time because 

she could deal with this problem when she was in the TFS program. She indicated that 

relapses were usual in drug dependence. Other effective strategies from the TFS 

program were discussed, including using effective communication, responding to her 

own needs, taking care of herself, and religious healing. The researcher suggested that 

Nee focus on her son’s positive behaviour and talk to him when she was in a good 

mood and when her son was ready to talk. Nee said she would try her best and would 

restart her efforts, trying to involve her son in family activities, and also trying to 

focus on being positive.   

Key learning from this case 

• Physical and psychological health problems can relapse when the 

substance abuse does not stop. 

• Religious beliefs and practices may release tension.    

• Participants may require further support after the TFS program.  
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• New knowledge may not change habitual behaviour patterns when 

serious problems occur.  

Case study five from PCU-C 

Background information 

Aoy was a 54-year old grandmother of a young glue sniffer. Born in a rural 

area in Udonthani Province, she was married and had 3 children. The eldest girl had 

passed away 16 years before when giving birth. Aoy had been looking after her 

grandchild as if he was her own son since her death. Having graduated only from 

primary school before becoming a seamstress, Aoy was employed by a private 

company and could work from home part time. Her husband was a casual worker. She 

had an income of 5,001-10,000 Baht each month (approximately AUD 155 – AUD 

310). Aoy was living with her husband, her second child (35 years old, female) and 

her grandson.  For the purpose of this research the grandson is called Aek.  He was 16 

years old. All family members were living together in their own house.  

Aoy and Aek had a close relationship in which Aek never thought of her as his 

grandmother. He called her “mother” and behaved as if he were her son. Aek had 

been a well behaved good boy, having received high scores in school in his younger 

years and never having had any problems until he became a teenager. After starting 

high school, he had made more friends, and had recently been staying with them in 

the evening until late. Aoy had been recently informed that Aek was frequently 

truanting over the past 3 months and had started using glue, which shocked her to the 

point where she did not believe the teacher.  She went to the school and met the 

school director to discuss the issue, wanting Aek to quit that school immediately to 

cut off his friends and change his environment as she thought that he used glue 
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because of his friends. She maintained that Aek was a good boy when he was at home 

and had never caused any problems. The school director advised Aoy to let Aek 

continue his study because he had nearly graduated to high school (M.3 = Australian 

Grade 6). However, Aek continued to be absent, pretending to go to school, but going 

elsewhere with friends and staying with them until very late each night. Aoy was very 

worried about this behaviour and asked her husband to find him, arguing with him 

about finding Aek, and saying that he was less concerned about the situation than she 

was.    

Baseline assessment 

At Baseline assessment, Aoy was very distressed (GHQ score = 22), and 

thought her health was worse than usual. She reported sleep disturbance because of 

worry and said she had difficulty going back to sleep once she woke up and had been 

bad tempered, feeling that everything was getting on top of her. She also stated that 

she had not been able to enjoy herself, thinking of herself as worthless and that she 

had suicidal ideas and did not want to live any more. She hoped that if she was dead, 

he might think that he was a cause of the suicide and quit the substance use. Her 

grandson’s substance use made her sadder than the death of her eldest girl, she 

claimed, reasoning that death was usual and everyone had to die some day, but that 

substance use was not necessary. Aoy was recently admitted to hospital for 2 weeks, 

diagnosed with severe stress and hypertension.        

Aoy claimed that she never had trouble with her husband until her grandson 

sniffed glue and that now she sometimes fought with him because she could not 

control her temper and they had disagreements about how to deal with the problem.  
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During the intervention 

In each session, Aoy came to the intervention group quite late. In the first 

session, she was quiet and shy and said she felt uncomfortable about sharing her 

experiences with other members. When she was asked to tell a story about her 

grandson, she said he used to be a good boy, but changed after he went to school and 

met an older friend, “Tom”. Tom was a leader in the gang and controlled everyone. 

He demanded that they sniff glue if they wanted to join the gang. When she referred 

to Tom, another group member “Tan” recognised that Tom was her relative. Tan was 

very surprised because she had never known that her relative was a gang leader and 

said he behaved well with his family and other relatives. Aoy and Tan started arguing. 

Aoy said she had tried to meet Tom’s parents to discuss the drug use situation, but 

thought they were avoiding her. Tan told Aoy that Tom’s mother had passed away a 

long time ago, and Tom’s father was very busy and always came home late because 

he worked in the city. Tan said Tom’s father might not know that Aoy had come to 

see him. The researcher pointed out that it was good that Aoy had met Tan, because 

Tan maybe able to help Aoy meet Tom’s father. Tan agreed to help Aoy and said she 

would talk to Tom’s father before letting Aoy meet him.   

Aoy missed Sessions 3 and 4. As she did not have a telephone number, the 

researcher asked a village health volunteer to visit her at home. The volunteer 

reported that Aoy was sick and a doctor had suggested that she rest. PCU staff 

undertook a follow-up visit and reported that Aoy had experienced vaginal bleeding 

for the previous two weeks, but was gradually recovering and that Aoy had agreed to 

re-join the intervention.  
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In PCU-C, Sessions 5 and 6 were provided on the same day, a change in 

response to the group’s preference. When group members were asked to talk about 

how they took care of themselves, Aoy said she never thought about herself, but 

focused on taking care of her grandson. Saying her grandson had no parents, she 

stated she would be his parent and care for him as much as she could. The researcher 

asked other group members to discuss this issue. Some said they had similar feelings, 

and that they could not be happy if their children were using drugs and could not quit.  

Aoy shared her experience of suicidal thoughts. Group members agreed that 

they had been forgetting to love themselves and made happiness dependent on others, 

especially their children. The researcher told group members that they could find a 

variety of activities to take care of themselves and make themselves happy. One 

member volunteered to lead a self-massage session, and the group undertook self-

massage for 10 minutes. Group members had lunch together at the PCU as a part of 

Session 6, and some brought food to share.            

Post intervention assessment 

Aoy reported that the most important thing that she learned from the 

intervention was taking care of herself, and calming down. She also said that she 

could now control her temper and tried to use effective communication with her 

grandson, telling him that she had to go to PCU every week because of him. She told 

her grandson that staff from PCU sought parents or guardians who had drug-using 

relatives, thinking her son might be afraid to sniff glue if she told him this. Her 

grandson was better, she also reported, after she told him about the group and the 

regularly attended sessions, as he spent less time with friends than usual and came 

back home earlier. Because he did not want to be involved in the glue sniffing gang, 
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her grandson wanted to drop out from school, she reported. Aek had said he could not 

control himself if he went to school and met his friends and in addition, he suspected a 

gang leader might lead him to sniff glue again because he could not stand up to him. 

Aoy believed that her grandson could stop using glue if he stayed at home, because 

she could take care of him closely. Therefore, she tried to remove her grandson from 

the high risk environment by allowing him to drop out of school. Aoy said her 

grandson gradually changed his behaviour after this and had not spent time with his 

friends for three weeks. She did not convey her suicidal ideas to her grandson because 

she was satisfied with his behaviour and understood that if she died, nobody could 

take care of him. If her grandson could stop using glue and behaved well, she said she 

would take him back to school because she wanted him to finish high school and 

continue his studies, although she might look for other schools because she thought 

his previous one was not safe.  

Follow up assessment 

The researcher could not contact Aoy, and PCU staff member visited her at 

home. However, Aoy had moved from her village and that they had lost contact with 

her.   

Key learning from this case 

• The school environment was recognised as a risky one.   

• Substance misuse problems in families may lead to suicidal ideas.  

• A participant may try to eliminate risk factors by moving from an 

environment.    
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Summary 

The first case study addressed the situation of a mother who was the first to 

discover her son's drug use. The second case presented the story of a mother facing 

the psychosis of her son, while also addressing problems with the mother–son 

relationship. The third described a glue-sniffer’s mother who also used to sniff glue 

when she was young. The fourth reported on a mother's young glue-sniffing son who 

required support from a primary health care unit because of his relapse and psychosis. 

The last case study described a grandmother who acted in the role of mother for her 

glue-sniffing grandson. It demonstrated that care givers sometimes struggle with 

physical health problems, and suicidal ideation, and showed that the school 

environment can be a risky environment for substance use.   

Each of the stories reported benefits at the post-intervention assessment and 

follow-up assessment, but also showed that same problems tended to continue. 

Potential solutions to address each person’s issues were identified. Additional issues 

such as limitation in the referral and treatment system were identified.  

At Baseline, all 5 participants reported the impact of their young relative’s 

substance use on both their own physiological and psychological health. Sleep 

disturbance and decreased concentration were commonly experienced, and were 

attributed to anxiety or stress. One person reported severe depression with suicidal 

ideation.  All 5 people also reported increased arguments or other evidence of a 

disturbed relationship in the family. In each case, the substance-using son was 

repeatedly absent from home, and spent time with their friends without telling them. 

Social problems led to social withdrawal because of shame and stigma. 
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While engaged in TFS, most of these participants reported gains in skills and 

knowledge, which they used when dealing with their relatives. All reported gradual 

change in their behaviours, including improved communication, greater focus on the 

positive aspects of their loved one, acting more calmly, avoiding severe punishment, 

focusing on their own needs, enhancing social support, and taking greater care of 

themselves. 

During the intervention, the researcher provided some additional telephone 

calls for counselling to deal with crisis, and offered home visits to address psychotic 

symptoms.   

At the Post-intervention assessment, most reported satisfaction with the TFS 

program, improved physical function, and reduced mental distress. However, physical 

and mental distress remained in one case, where the participant's son had severe 

psychotic symptoms that affected other family members, causing the mother to worry. 

Two reported relapses to drug use, physical problems or mental distress, but these 

symptoms were not as severe as in the past. 

More than half of these people noted that as their children gradually changed 

their behaviours, the family climate improved significantly. They also reported a 

positive attitude toward loved ones. One person said she believed she could convince 

her son to check into a drug rehabilitation treatment centre. 

At Follow-up, 2 people reported continued physical and mental distress 

because of their child’s drug use. Others reported that their children still went out with 

friends, but that they themselves felt mentally stronger. Even when participants 

complained about their children's behaviour, the behaviour was not as serious as 
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before. Since the last person could not be contacted at the follow-up assessment, her 

status at that time was unclear.      

These case studies suggested that the TFS program may help family members 

cope with problems related to drug use. Aspects that appeared to contribute to the 

effect included the degree of support that the researcher gave family members while 

they attempted to change their behaviour and deal with crisis. In addition, the 

opportunity to share and discuss problems with fellow group members seemed to help 

them cope with their problems more effectively. However, their physical and 

psychological improvement still depended to some extent on the status of their drug-

using relatives, especially in severe cases. 
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CHAPTER 8 

DISCUSSION 

The literature review found that living with a substance user can result in 

negative impacts on both the physical and psychological health of family members 

(Velleman & Orford, 1990; Dorn et al., 1994; Fry et al., 2008; Dancan, 2009; Copello 

et al., 2005; Orford et al., 2005a; Orford et al., 2010). When parents first discover 

drug use by their loved one, they often experience negative emotions and struggle on 

a day-to-day basis with the problem (Oreo & Ozgual, 2007; Barnard, 2005; Davies et 

al. 2005; Benishek et al., 2011). As illustrated in Chapter 7 by Case 1 and Case 4, 

participants in the current study had similar reactions. The relationship with their child 

deteriorated, with responses including punishment, limitation of freedom, cutting of 

funding, and avoiding conversation. Also, most case studies reported social problems 

because of shame and stigma, resulting in social withdrawal. Consistent with the 

observation of Macdonald et al. (2002), family members were ashamed of the 

substance use problems in their family, leading to concealment of the problem from 

their extended family and friends, and to social isolation.  

Family relationship problems commonly existed in families living with 

substance users. Similarly, all case studies identified in Chapter 7 illustrated these 

problems in their family. Participants reported various relationship problems, such as 

the substance user spending time with friends and not taking part in family life, 

isolation or lack of communication with family members, and increased family 

tension. This story echoed findings from prior studies. Increased arguments, 

breakdown in communication, increased tensions within the family, family life 

disruption and isolation were reported in many studies (Benishek et al., 2011; Orford 
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et al., 2010; Oreo & Ozgual, 2007). Most participants in the cases in Chapter 7 said 

that they always suspected that their children used drugs when they were with friends. 

Even though their loved one assured them that they spent time together without using 

drugs, the respondents did not believe them. Therefore, the family atmosphere shifted 

from a loving relationship to one marked by suspicion and mistrust (Oreo & Ozgual, 

2007; Fry et al., 2008; Benishek et al., 2011).  

Irritability, verbal or physical abuse, self-harm or harming others was also 

seen (Orford et al., 2010), including one substance user breaking a mirror during an 

argument. Aggression by their loved one was often associated with intoxication. 

These factors clearly illustrated negative impacts of substance use on family, resulting 

in distress and burden.  

This study developed and evaluated the Thai Family Support (TFS) program, 

an innovative support program for families of young substance users, to support 

affected family members. This program was based on a combination of the 5-step 

method and CRAFT program, with cultural adaptation. A small randomised 

controlled trial examined the treatment effect, and structured interviews with 

participants and PCU staff supplemented the qualitative data.  

  Results from the study demonstrated the efficacy of the TFS program on 

affected family members of young substance users. On the Thai GHQ-28, and 

WHOQOL-BREF-THAI at Baseline, participants showed significant distress and 

impaired quality of life. Both aspects showed improvement after participants received 

the TFS program, although in the case of the Thai GHQ-28, the differential effect of 

the TFS from Baseline to Post 1 was primarily to bring the Immediate group to a 

similar level as the Delayed one. Reduction in family members’ distress in the current 
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study was highly consistent with previous research using the 5-step method and 

CRAFT program in other countries. In previous the 5-step studies, participants 

reported significant improvement of physiological functions and mental distress 

reduction after receiving the intervention (Copello et al. 2000, Velleman et al. 2008; 

Copello et al. 2009). Similarly, participating family members in all of the previous 

CRAFT studies also reported significant improvement of their psychological function 

(Sisson et al. 1986; Miller et al. 1999; Kirby et al. 1999; Meyers et al. 1999; Meyers et 

al. 2002; Waldron et al. 2007; Viets 2007; Dutcher et al. 2009).  

TFS also showed the effect on improvement of family relationships. More 

positive attitudes were expressed toward drug-using relatives on the FAS, after 

completion of the intervention. FES scales also showed improvements over time, but 

only FES Cohesion showed a differential effect for condition, with the Immediate 

Condition appearing to show a delayed benefit at Post 2. Improvements in family 

relationships were also reported in prior studies of the 5-step method (Templeton et al. 

2007; Velleman et al. 2008).  Results were also partially consistent with previous 

CRAFT studies, which found significantly increased family cohesion and decreased 

family conflict on the FES after engagement in the CRAFT program (Miller et al. 

1999; Kirby et al, 1999; Meyers et al. 1999; Meyers et al. 2002; Waldron et al. 2007; 

Viets, 2007). Limited impacts of TFS on the FES measures in the current study may 

have been due to difficulties participants reported with understanding items. 

TFS did not show any effect on substance users’ engagement in treatment. At 

the end of the TFS intervention, only one participant reported that their substance-

using relative had started treatment in a psychiatric hospital, but that person did not 

decide to engage in treatment by himself, and the treatment was focused on his 
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psychotic symptoms. This finding was not consistent with studies on CRAFT, which 

found a high engagement rate of substance users (Miller et al. 1999; Kirby et al, 1999; 

Meyers et al. 1999; Meyers et al. 2002; Waldron et al. 2007; Viets, 2007). Despite the 

absence of effects on substance users, most participants still improved their 

physiological and psychological health, indicating that their improvement was 

independent of the engagement of their drug-using relatives.  An improvement in the 

psychological functions of participating family members that did not depend upon 

changes in substance users was also seen in CRAFT studies (e.g. Miller et al. 1999). 

So, Miller et al. (1999) controlled for the substance user’s engagement in effects on 

relatives’ improvements in distress, and found no impact of that engagement on those 

improvements. 

Results from the randomised controlled trial may have been affected by 

differences between the conditions on the Thai GHQ-28 and Gender at Baseline.  

Secondary analyses omitting men from the sample produced substantially the same 

results as presented above, suggesting that the gender difference was not responsible 

for the observed results. However, results may be different if the number of males 

were increased in this study. From the literature review, mothers are the most affected 

family members (Bancroft et al., 2002; Fry et al., 2008) and mothers tend to take the 

principal role in health care, giving in family (Howells & Orford, 2006). Fathers may 

report different impacts from TFS than mothers.         

The higher GHQ-28 scores for the Immediate Condition at Baseline may have 

resulted in a greater regression to the mean in that condition from Baseline to Post 1.  

On the other hand, the crossover in Thai GHQ-28 results from Post 1 to Post 2 is 

consistent with the Delayed Condition also having some benefit from TFS, lending 
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credence to the argument that an initial treatment effect was also obtained in the 

Immediate Condition. In terms of the potential effects on other results from greater 

Baseline distress in the Immediate Condition, any influence of that kind might be 

expected to reduce the observed effects rather than accentuate them. A more 

depressed sample would not be expected to show greater improvements in quality of 

life or family attitudes, unless it was argued that the improvement in distress at Post 1 

had a halo effect on other assessments.  

While the WHO-QOL significantly improved, it remained below optimal 

levels (96-130). Participants were still coping with very challenging problems, and a 

relatively brief intervention could not perhaps hope to address all of these challenges. 

A more optimal quality of life may require that the substance misuse of their relative 

would be resolved.    The structured interviews in the current study confirmed the 

quantitative results. After participating in the TFS program, participants reported 

transformations in their own life, including reductions in distress and conflict. Even 

though the effectiveness of the TFS program to improve family relationships was not 

clearly demonstrated on the FES scales, positive results were seen on the FAS. 

Structured interviews also showed an impact of TFS on improving positive attitudes 

toward the drug-using relative, a greater focus on the relative’s own life and needs, 

and changes in their behaviours, and especially their communication style. Less 

emotional reactions when dealing with their drug-using relative in daily life or even in 

crisis were illustrated in all case studies and frequently reported by participants. 

Consistent with findings from the current qualitative measures, family members after 

the 5-step method reported positive changes including a greater focus on their own 

needs (Orford et al., 2007a), more assertion, more direct communication with their 

relatives, and being less emotional, including calming down (Orford et al. 2007b). 



 218 

Both the qualitative results in Chapter 6 and case study reports in Chapter 7 

suggested that participants made significant behavioural changes. As mentioned in 

Chapter 7, some said that they stopped punishing their relative severely and reported 

being less emotional when dealing with crises. While the behavioural changes from 

the qualitative results and FAS were less clear on the FES, both conditions showed 

improvements over time, and several participants reported difficulties understanding 

FES questions. The extent of change on the FES may also have been underestimated 

by Thai culture, where it is not usual for negative emotions to be expressed directly.  

This may have restricted the degree of conflict reported at Baseline. 

Even though the TFS program did not show effects on substance users’ 

engagement, some participants reported greater satisfaction with their relative’s 

behaviour. From the interviews, participants reported that their relative interacted with 

them more positively. Some also reported that their relatives asked about TFS and 

they tried to convince their loved one to enter a drug rehabilitation treatment centre. 

As illustrated in the case study, substance users sometimes expressed their interest, 

but said they were afraid to enter treatment and postponed engaging in treatment. 

However, participants stated that they were happy to hear about their relatives’ 

interest.  

Qualitative results from the structured interviews showed effects of TFS 

beyond the scope of research objectives. Better client-professional relationships 

emerged as a theme. Participants reported that participating with PCU staff was 

helpful because they demonstrated caring, understanding and empathy. They saw 

PCU staff as being sincere when working with them. Some participants also reported 

feeling worthwhile because staff offered TFS when they did not expect that they 
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would receive this opportunity. This finding was consistent with observations by 

Orford and colleagues (2007a). Participants perceived the value of discussion sessions 

with health professionals in primary health care. They indicated that it was helpful 

and important, because the health professionals had time for listening, understanding, 

and demonstrating caring (Orford, et al., 2007a). 

One of the other important themes was that participants recognised the value 

of TFS in terms of establishing a group network and sharing their feeling and 

experiences with fellow group members. TFS adopted the early session from the 5-

step method that gave an opportunity for participants to discuss and share their stories. 

Most participants perceived that this session helped them release their tension. Also, 

they stated that listening to others’ stories helped them feel better because they 

experienced similar problems and did not feel alone any more. In addition, discussion 

with other group members appeared to enhance group cohesion.   

TFS attempted to enhance social support, especially in relation to the referral 

system. PCUs in Thailand normally worked only for screening and post-treatment 

support for substance users. Clients rarely received treatment or referral because only 

one staff member worked in substance use and services were insufficient. When 

working on TFS, the researcher observed that clients did not know about referral 

systems in cases of emergency because PCUs did not provide any facilities or 

guidelines for referral. When relatives needed help, they had to take their relatives to a 

hospital or psychiatric unit in another province. The referral system needs reform, so 

as to be more responsive to the needs of substance users and their families.  
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Limitations of TFS  

TFS targeted primarily the support of family members, and did not cover 

strategies to deal with substance users when they experienced psychotic symptoms. 

Some participants complained that they did not get sufficient help when they faced 

emergency situations due to the intoxication of their relatives. The researcher added 

extra intervention in cases of emergency by providing additional counselling via a 

telephone call and giving a home visit.  

As TSF is a brief intervention and family members were experiencing a wide 

range of complex problems, additional supports were sometimes needed. 

Manualization and training of PCU staff in relation to any additional interventions 

may be required if TFS is to be applied routinely by these staff. Also, TFS itself may 

also need to be conducted over more than 6 sessions to obtain a stronger sustained 

impact.    

Furthermore, TFS only had one session specifically on the CRAFT program 

(reinforcement), emphasising the substance users’ engagement. More sessions on 

CRAFT strategies or repeated sessions over time may be needed to influence this 

outcome. TFS might also be improved by providing some intervention sessions for 

substance users directly.  

Some participants reported that the TFS program would have been more useful 

for them if it had been implemented some years earlier. Similar responses by relatives 

were obtained by Orford et al. (2007b). It had originally been planned to implement 

the current TFS study in families dealing with earlier stages of substance use; the 

pragmatics of obtaining a sufficient sample required a more inclusive approach. 

However, implementing TFS in the early stages of problematic drug use would be 
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difficult, because potential participants may lack concern about drug use at early 

stages, when it may appear insufficiently serious to seek help.  
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CHAPTER 9  

PRIMARY HEALTH CARE PROFESSIONALS’ PERSPECTIVES ON THAI 

FAMILY SUPPORT PROGRAM 

The results of the RCT study and structured interviews by participants confirmed the 

effectiveness of the Thai Family Support program. Both these results were gained from the 

participants’ perspective. To understand the effectiveness of TFS when implementing the 

program within the real world context, primary health care workers who engaged in this 

study were also interviewed.    

This chapter reports the results of structured interviews with primary health care staff 

implementing the Thai Family Support program for affected family members in a primary 

health care setting. As mentioned in Chapter 5, four staff members were assigned by the head 

of each primary health care unit (3 primary health care units) to assist the researcher and to be 

trained to be program leaders in the TFS program. Initially 5 staff members were assigned   

(2 from PCU-A, 2 from PCU-B, and 1 from PCU-C). Only 4 staff members completed the 

entire intervention process. One staff member from PCU-A assisted in the research in the 

Immediate Condition and withdrew during Delayed Condition because of time management 

problems.  

Qualitative data was obtained from audio tape recorded during the interviews with 

PCU staff, evaluation meeting, and staff’s reports. After all transcriptions were obtained, the 

researcher used NVivo software to assist with the process of analysis. A thematic analysis 

was used, because it was an inductive methodology that aims to build up concepts or themes 

from data through a careful reading (see details in Chapter 5 for the interview questions and 

the process of data analysis).  



 223 

Emerging themes derived from PCU staff’s perspective 

1. Participants’ feelings about the TFS program 

The first question was a broad opening question about what the PCU staff felt about 

the TFS program. Major themes reported by staff were divided into 2 groups which were 

positive feelings, and program practicality. See details in Figure 9.1.
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Figure 9.1 Participants’ feelings about the TFS program 
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1.1 Positive feelings 

All staff reported positive feelings about the TFS program (Figure 9.2). 
 

 

 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
Figure 9.2 Positive feelings of PCU staff toward TFS program 
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PCU staff said their colleagues also had positive attitudes toward TFS.  

“…Importantly, everybody in my PCU thought positively about this project……..” Staff D 
 

The temple visit was most frequently mentioned as what they liked best about TFS. 

“……I liked the session when we went to the temple for making merit [to do good 
deeds]……” Staff A 
 
“……After making merit[offered food or goods to the monk, prayed and listened to 
sermon]on that day, they said they felt full of merit, felt better. It meant something 
good was happening in their life. It was very close to them……” Staff A 
 
“…They had faith and they also offered dedicated items to Buddhist monks and 
donated some money. We took a photo with an abbot…..” Staff B  
 
“…….I think the counselling session in clinic or the other[counselling] session that 
we provided when doing home visit didn’t give a feeling of letting something go like 
when we went to the temple…….” Staff D 

 
“…….It wasn’t only making merit, but we also listening to a Buddhist teaching from a 
respectful monk. When a monk taught about good and bad things and these came 
from a monk who is respected by Thais……” Staff D 

 
“…..I think a monk was the best counsellor……” Staff D 

 
“…..When I took group members to the temple, I could see that they calmed 
down…..” Staff D 

 
“……In addition, they didn’t come alone, but they took other family members 
together. It was like we could use the temple to link to other members in their 
families……..” Staff D 

 
“……case B told me that she was so glad to go to the temple to make merit. She said 
her husband had an accident after that day. His leg broke because he fell down and a 
huge piece of iron was on top of his leg. She said it was like she made merit, so his 
injury was not very serious. She said religious activity helped her think in a positive 
way…….” Staff C 

 
“…..One activity was when we took them to the temple to help them release their 
tension and establish faith [trust, peace] in their mind by using religious 
activities…….” Staff B 
 
“……I also had another impressive story to share. We had an excursion to the 
“Sommanus Temple” at the final session. I think it was very good and it would be an 
additional option for our project. Knowledge gained from this temple could be used 
for ourselves and suggest target groups to others ……..” Staff D 
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“…..The day that we went to the temple, we made merit and had lunch together at the 
temple……” Staff C 

 

Staff also reported on other activities that they liked and felt good about. 

“……I think the content about positive reinforcement and giving reward was good 
because it could change to good behaviour……” Staff A 
 
“…I also liked communication skills used when talking to their relatives…” Staff A 
 
“….I liked the knowledge that we gave them and making them see the way to improve 
or fix their family problems……” Staff B 
 
“……I also liked role-playing activities because they showed what they have been 
doing in their real life and let us know. Then we understood their problems and 
helped them solve them…..” Staff B 
 
“…..Another thing that I liked was homework. When we assigned them homework, 
they practised at home. After returned to the group, they explained their feelings and 
let us know about their progress and the effectiveness in their family….” Staff B 
 
“…..I liked when he reported back to me about how he changed his behaviour….” 
Staff D. 
 
“……What I like most is the communication skills session. Sometimes, we know these 
techniques, but we forget to use them. When you (the researcher) talked about these 
things, it stroked my mind and I thought it was very true of such a brief conversation 
or expressed feeling……” Staff C 
 
“…….when we had lunch together at the end of program…..” Staff C 
 

• Successful program 

Staff viewed TFS as a successful program because they could assist affected family 

members in their own right and evaluate the success from participants’ reactions. 

“….in my opinion, even though we couldn’t help their relatives to stop using drug, it’s 
still a successful program because we could help family members and assisted them 
cope with their problems…..” Staff B 
 
“….when I saw my group member’s eyes, I could say that this program was 
successful…” Staff C 
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“….participants in my group continued coming to this program until finished. This 
means they were happy to come and our goal was achieved…..” Staff D   
 
 

• Participants’ satisfaction 

Staff spoke positively about the satisfaction they observed from non-verbal and verbal 

language of their participants.   

“…..The obvious thing was the participants’ physical appearance. They smiled and 
they were glad to be involved in this program……..” Staff D 
 
“….They had more smiling and more happiness…..” Staff D 
 
“……Some also said something very positive such as D. D said he was very glad to 
help out with this program. If we had something that he could do, just let him 
know……”  Staff D 
 
“…………….All participants gained benefits from this program, so they pushed all of 
their power into this project because they realised that it was good and they received 
benefits from it……” Staff D 
 

Another staff reported that enthusiasm to come to the group was found in her group members. 
   
“………….One participant also said that “I wanted to come and looked forward to 
going to the next session…….” Staff C 
 
“…………She also told me that “I was very keen to come. Taking shower in early 
morning and then I came to PCU……..” Staff C 

 
 

• Staff’s impressions  

The staff were also asked what they thought was good about the program. Most staff 

members responded that they were impressed with participant stories and how they changed 

their behaviours after gaining effective skills from the intervention. Some staff reported that 

they were very impressed when they helped their participants and received positive feedback. 

“…..I think this was my achievement and I was very proud of what I have done so 
far…..” Staff D 
 
“….I think…(her tone changed and started crying) It's like I get into their mind. When 
they talked to me, they behaved like I was their relative. They were people having 
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various problems and I was the person who helped them. It was like they nearly 
drowned and I tried to save their life. They felt that I loved them like they were my 
relatives. I was a part of their life rather than health care staff. They treated me like I 
was one of their cousins. It made me feel really good when I was working…..” Staff B 
 
“….The more I’ve heard about these things, the more tiredness was gone…” Staff B 
 
“…..When they told me, it was a good thing. Their words supported me….” Staff B 
 
“…..What impressed me was I could help family members understand each other and 
have effective communication between substance users and caregivers. They disclosed 
what they were thinking……” Staff B 
 
“…..What the impressed me most was when this program was completed, then I could 
see the development of participants’ physical and mental health…..” Staff D 

 
 

1.2 Program practicality 

Most staff strongly stated that the TFS program was able to be practically applied in 

PCUs in Thailand. Sub-themes related to this were identified (Figure 9.3) 

 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
Figure 9.3   Program practicality 
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“….all contents are simple and generally occurred in family in everyday life, such as 
stress, communication, expressing love….” Staff A 

 
“….I think that this program was simple and family members could use it for their 
real life…..” Staff B 

 
“…..This was not hard to follow from the manual, especially after I attended your 
sessions……” Staff C  

 
“……I think it wasn’t too difficult for PCU staff because all have been trained in the 
counselling course both in additional job and home visiting job..” Staff D 
 

• Cultural adaptation 

Some staff talked about the appropriateness of the cultural adaptation.  

“……it was simple and suited Thai culture…..” Staff D 
 
“….I think this program was suited for Thai lifestyle, especially for people in rural 
areas….” Staff B 
 
“…..I liked the idea that you mixed religious activities with this intervention and it 
matched with people in a village…..” Staff D 
 

 
• Useful program 

Staff frequently talked about usefulness of TFS program from their point of view.   

“….Taking care of family members of substance users was the issue that most people 
overlooked, and they didn’t give value or any importance to this group. It was a very 
good and useful project”…….Staff B 

 
“…It helped me understand that, at that time, they might oversee or forget to do these 
skills. After I talked about the things that they probably forgot, it was very 
useful”….Staff D 

 
“……I think that this program was good and useful…..” Staff B 
 
“……all of these were useful, but I don’t know why we didn’t do it……” Staff A 
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• Suitable time frame 

Staff reported that a 6-week intervention was a suitable time frame and would be 

practical to work in the real world. However, one staff member stated that it depended on 

whether the staff believed that they could manage their time to work on the TFS program.   

“….Timing wasn’t too long. In my opinion, it was OK and not too tough because it 
was only 2-3 hours/session. I could manage my time for 6 sessions. I think the timing 
was suitable…..” Staff B 
 
“….It’s individual difference. If they intend to do it, they can manage their time 
because it is only 6 weeks. …..” Staff C 
 

2. Benefit of TFS 

The staff were asked about the benefits or advantages of TFS from their perspective. 

The benefits of TFS intervention were divided into 3 perspectives: participant, staff, and 

substance use field. See details in Figure 9.4. 
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Figure 9.4 Benefits of TFS program 
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2.1 Benefits for participants 

Regarding the benefits of the TFS program, the majority of staff reported that TFS 

was beneficial mainly for participating family members. Existing sub-themes were identified 

in Figure 9.5. 

 
 Figure 9.5 Benefits for participants 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

 

 

 

• Gained effective skills 

Staff said that their participants gained effective skills from the intervention such as 

communication skills and the ability to positively express their feelings.  

 “…….He also expressed his love for his son and understood that his son didn’t have 
his mother (because of separation)”…….Staff A 
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“….he also improved his behaviour by using good conversation gained from our 
program……” Staff B 
 
“………It was beneficial in the terms of communication skills between substance users and 
their families”……..Staff C 
 

One staff member said that all skills gained from the intervention were skills that 

participants knew previously but probably forgot and that this intervention helped them recall 

those skills.    

“……..and gained skills that they probably had forgotten”…..staff A 
 
 

• Mental health support 

Staff also reported that they supported participants’ mental health by using TFS 

intervention.  

“…They only needed mental support from me and I let them know that I understood 
what they did and how they felt….” Staff D 
 
“….I just stayed by them and gave them mental support, and I never ever blamed 
them. That was all they needed to handle their problems….” Staff D 
 
“…..Another thing was mental support between family members ……” Staff C 

 
• Response to their needs 

From the staff’s view, the program’s responsiveness to the needs of participants was 

another benefit of TFS. 

“…..and responding to their own life……” Staff C 
 
“…….When they came to join this program, they realised that this program could 
respond to their own needs.…….” Staff D 

 
 

• Understanding themselves and their relatives 

It was often stated by staff that, after engaging in TFS, participants showed a greater 

understanding of themselves.  
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“…They gained more insight into their problems and their life. They also accepted 
their problems…..….” Staff D 
 
“…I also asked him to look back when he was young and see what he had done 
before…….” Staff A 

 
“.......They gained more insight into their problems and their life…..” Staff C  
 
“…..This made them understand each other......”  Staff D 
 

In addition, staff reported that during discussion in each session, they observed that 

group members talked positively about increased understanding of their relatives. 

 “…..He realised that other environments and transitional development in the 
adolescent period made him behave like this….” Staff A 

 
“…He now understood why his son behaved like that (high risky behaviour)..” Staff B 
 

• Transferring knowledge and skill 

Good examples were reported by two staff members from different PCUs about 

transferring knowledge and skills to other family members. One staff member talked about a 

father who brought another family member to join the intervention session. The staff member 

emphasized that he asked other group members for permission before bringing his wife and 

confidentiality was addressed and assured.   

“……In addition, they didn’t come alone, but they brought other family members 
together. It was like we could use temple to link to other members in their 
families……” Staff D 

 
“….I think they didn’t care only about themselves, but they extended it to other family 
members. They perceived that they gained happiness from here, then they took other 
family members with them to receive the happiness…..” Staff D 

 
“….It was work. For example, D took his wife to the temple. This lady was his current 
wife. They both had their ex-family. Going to temple made them happy. He told his 
wife when he came to the temple that he understood that his wife worked very hard 
and had no time to relax. When we decided to go to make merit at the temple, he 
offered this to his wife and closed their shop to be there”….Staff D 
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Another staff member reported that her participants also shared knowledge gained 

from the intervention with their family members, particularly with their husbands.  

“…….Her husband didn’t join our group, but when she went back home, she talked to 
her husband and communicated in a positive way because she got good things from 
the group. She transferred good stuff to her husband and he said ‘It was good. Staff in 
PCU saw we were important, then they selected our family. We also had merit 
because there were ten thousands of people in here, but we were one of ten lucky 
families, joining this program…..” Staff C 
 
“….She said to me that she also told her husband about what she had leaned from our 
group and she thought her husband could learn from her how to deal with her 
son……” Staff C 

 
• Improved family relationship 

Another benefit for participants communicated by PCU staff was family relationship 

improvement. 

“…I think this program gave group members a chance to understand others.” Staff A 
 
“…I felt that I could help 2 people (father and son) understand each other..” Staff A 
 
“…Mr. D also talked about hugging. He said he was too shy, so he didn’t hug his son. 
But he rubbed his son’s head and he said it was a good feeling. He said his son was 
crying when he touched him and he also cried…..” Staff D 
 
 

• Sharing feelings 
 

It was often stated that this program gave an opportunity to affected family members 

to express and share their feelings. The staff also said that it was a good strategy to enter the 

world of the participants and to help group members grow closer.   

“……to share their sorrow, and to express their grief”…..Staff A 
 

“….When they expressed their feelings, they felt better. It was like we gave them an 
opportunity to express their feelings”….Staff A 

 
“….She said others had more serious problems than her (when she listened to other 
member’s story) and it made her felt better….” Staff C 
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“….When he joined this group, I asked him to share his story in the large group. All 
participants were allowed to discuss it and he realised that he did wrong….” Staff A 

 
“….He opened his mind and told us how he looked after his son…..” Staff A 
 
“…….and were glad to share and accepted our help……” Staff D 
 
“…they expressed how they were frustrated about their drug-using relatives…….”  
Staff C 
 
“….It was really work and needed because it made them drained. ….” Staff C 
 

 
• Behaviour change 

The most frequent statement of staff when they talked about advantages of TFS for 

participants was their behaviour change. The staff provided good examples of these changes, 

such participants who used to physically abuse their relatives but had gradually changed their 

behaviour.    

“He said he tied his son’s hands together and whipped him with a belt…….He 
understood, and stopped punishing his son…...” Staff A 

 
 “……I went to his village and asked a village health volunteer about him and she 
said she did not see him punish his son like before”…….Staff A 
 
“……..Mr. B told me that he used to hit his son because of anger when his son was 
drunk. The next day, he came to our group and told me that he changed the way he 
talked to his son. He said ‘I tried to do as you suggested’….” Staff D 
 

Other behaviours changed as results of participants calming themselves down and 

improving their communication skills.  

“……….For example, talking with children after they returned home drunk made 
them angry, and they scolded their children. Now, they changed their behaviour, 
calming down before talking to their children……” Staff A 
 
“……family members understand each other and have effective communication 
between substance users and caregivers. They disclosed what they were thinking…” 
Staff B 
 
“…..He told me that he didn’t talk to his son or scolded him when he returned home 
last night. He was very drunk and he let him slept…….” Staff D 
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The staff thought that participants changed their behaviour after joining the group. 

“…….Mr. B I think. He was a very quiet person. He was eldest in this group. 
Sometimes when I talked, he was only smiling and it looked like he already knew what 
I just said. Anyway, after I asked participants to do homework, he did that at home 
and told me what he’s been trying. He spoke about what he did and how it worked. 
His change was quite obvious…..” Staff D 
 
“……….In some cases, initially they were very quiet. After joining TFS group, they 
expressed something positive and showed their happiness…...” Staff D 

 
“ ……. I liked when he reported back to me about how he changed his behaviour…..” 
Staff D 
 

One staff member said her participants reported back about changes in their relatives. 

“…….Some said their children didn’t stay out late as usual and helped them with 
housework. Some said her son was getting better……” Staff C 
 
 

• Enhanced social network 

PCU staff viewed TFS as an intervention to assist affected family members in 

building a social network.  

“I felt that they (participants) have been in trouble and they looked like mentally 
distressed patients. When we conducted this group, it gave them a chance to meet as a 
group........Staff A 
 
“….she knew that it was not only her problem (substance use problem in family). 
Others also faced similar problems….” Staff C 

 

2.2 Benefits for staff 

The staff member reported that TFS was beneficial for them as well as participants. 

Existing sub-themes related to benefits for staff were identified in Figure 9.6.   
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Figure 9.6 Benefits for staff 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

• Gained professional skills 

Staff reported that, during training and in the course of providing the TFS program, 

they gained knowledge on how to deal with and help affected families in the primary health 

care setting. 

“……I myself think that I gained more skills to deal with substance use problems in 
family……..” Staff C 
 
“….It helped me understand that at that time they might oversee or forget to do these 
skills. After I talked about the things that they probably forgot, it was very useful….” 
Staff D 

 
• Sense of caring 

An enhanced sense of caring was strongly noted by staff when dealing with their 

participants. 

“…….Anytime I conducted a group session, I felt happy and I looked forward to 
meeting them in the next session…..” Staff C 
 
“….It wasn’t a waste of time even though I couldn’t solve all their problems. At least, 
I could help others and gave them support to face their problems…..” Staff D 
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“….They were people, having various problems, and I was the person who helped 
them. It was like they nearly drowned and I tried to save their life……” Staff C  
 
“….I just wanted to give her support ….” Staff C 

 
• Increased inspiration 

Staff stated that participants reported feeling inspired, and this made them feel good 

when working with affected family members.  

“….They felt that I loved them like they were my relatives. I was a part of their life 
rather than just health care staff. They treated me like I was their cousin. It made me 
feel really good when I was working…….” Staff C 
 
“…..I felt deeply satisfied and delighted. Even though what I did was very little, I 
could give them support and inspiration………”Staff C 
 

• Spiritual value 

Most staff reported a sense of making merit when implementing TFS program. 

“…we can help others experience a feeling similar to the way of making 
merit”…….Staff C 
 
“……I think the substance use was the individual problem that made all family 
members upset. They never thought that outsiders would offer help. I think this is the 
way to make merits. It was necessary to make merit only in the temple. Making merit 
with people is the best…...” Staff C  
 

 
• Transformed skill and knowledge 

One staff member reported that she gained skills and knowledge from the TFS 

program that could be used in her own life. 

“…….Like in my case, if I have no one whom I can talk to, I might be alone and 
stressed. At least if only one person listens to me and understands my feelings, it 
would be great and it is the way to release tension…….” Staff C 
 
“…….I liked everything because it could be used for myself and my family, not only 
for participants….” Staff C 
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• Improved client-professional relationships 

All staff claimed that they received more respect and trust from their clients. They 

also formed closer than usual relationships with their clients.   

“…….The thing that made me so proud was trustworthiness. Previously, they didn’t 
trust staff and never dared to speak out or to consult with us. After we had this group, 
they knew at least we sincerely expressed that we would like to help them….” Staff D 
 
“…….This program was a mental health support between staff and group members. 
For example, this morning one of the ex-members came to PCU to receive health care 
service and I greeted her and asked about her life like we were relatives. She was 
glad that I didn’t forget her and gave her greetings…..” Staff C 
 
“….group members loved me even though the reduction of substance use won’t occur 
at this moment….” Staff C 
 
“…..we had a close relationship between staff and group members….” Staff C 
 
“….They said they didn’t care whether or not I could help them with drug addiction 
in their family; however, good things  happened in their life”……Staff C 
 
“….When group members told me about their feelings and their stories, it meant they 
trusted me….” Staff D 

 
 

2.3 Benefits for substance use field 

The TFS program was beneficial for substance use field, as reported by PCU staff 

(see Figure 9.7). 

Figure 9.7 Benefits for substance use field 
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• Extension of substance use services 

PCU staff said that TFS could assist them to extend their work in the substance use 

area. They also reported that they normally worked only in a rehabilitation role. When 

patients were discharged from the hospital, staff members only visited them at home for 

follow-up and then reported back to the hospital. They stated that TFS was a new prevention 

program that directly targeted the high at-risk group in their community.  

“….It hit the target groups and problems in both reaching out to people and helping 
the clinic attention rate in our area”…….Staff B 

 
“….These families rarely received health care services from us. When we had them, it 
meant we established service with trust…….” Staff B 
 
“….This program also gave us a direction to establish and increase warm family 
environments in our community…….” Staff B 

 

Some staff members talked about the opportunity to reach drug users by working with 

affected family members. 

“….In my opinion, this program worked with families of substance users and that 
helped us access substance users easily……” Staff D  
 
“….working with affected family members was a good strategy to link to drug 
users….” Staff B 

 

• Improved accessibility  

The staff stated that TFS could improve the service accessibility in the substance use 

field and said that PCU was a good setting to implement the program in order to improve 

clients’ accessibility. 

“…Implementing this program in PCU was a good idea because affected people can 
access our service easily…..” Staff D 
 
“….I think if you run this program in a hospital setting, it might be not work because 
it’s hard for clients to go to the hospital…..” Staff B 
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“…one participant told me that she felt comfortable joining this group in PCU rather 
than in hospital because coming to PCU was common. If she went to the hospital, her 
neighbours might ask why she went to the hospital and she didn’t want to talk about 
it…….” Staff B  

 

3. Challenges 

Several challenges were commonly reported (see Figure 9.8). 
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Figure 9.8 Challenges of program implementation 
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3.1 Recruitment process 

During the recruitment process, the PCU staff reported various problems, which can 

be sorted into three main categories: stigma, unsuitable initial approach, and time 

commitment (see Figure 9.9).  

Figure 9.9   Recruitment process 
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“…they thought other residents saw them in a different way”…...Staff B 
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“…….I think it was difficult in the period of finding cases that related to shame and 
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Staff spoke negatively about unsuitable approaches when potential participants were 

first met, resulting in a difficulty to get participants into the intervention.  

“….When we first presented ourselves to them at their houses, it made others focus on 
them. It was very hard to approach potential cases because they didn’t want to 
participate. It seemed like we pointed out their weakness or their pitfalls. This made 
them feel like others kept an eye on them”…….Staff B 
 
“…….The main issue was it was very hard to get them to the group because they 
didn’t understand us at the beginning. We approached them without their acceptance. 
Also, the village health volunteers were the people who first contacted them and we 
didn’t know what they said. It might be positive or negative. This led them to feel that 
they had some problems and were inferior. Therefore, it was quite hard…….” Staff B 
 
“….It was about finding participants’ data. I tried to uncover their information 
because I wasn’t with you when you first assessed cases. I knew only information that 
you referred to me. Sometimes, I needed more information that I thought I should 
know from the beginning…..” Staff D  
 
 “…..When we first presented ourselves to them at their houses, it made others focus 
on them……” Staff B 
 

• Time Commitment 

The lengthy time commitment was another obstacle reported by staff during the 

recruitment process.  

“…..It was difficult to find cases in the beginning and it was time consuming……..”  
Staff C  
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3.2 Resources 

Staff often talked about problems related to resources including financial issues, 

information technology, and manual and content of TFS program (see Figure 9.10). 

Figure 9.10 Resources 
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“….I think the budget for each participant should be 100 Bath per day. It was worth 
every bit. The participants didn’t say anything about budget, but it was my own 
thinking……” Staff C 

 

• Information technology 

Using information technology was another main concern highlighted by staff when 

talking about obstacles. Only one PCU had a good multimedia resource and that staff 

member stated that using PowerPoint posed no difficulties. 

  “……..our setting was OK and had good multimedia and we had no problem about 
the Power point presentation…..” Staff A 

 

However, other PCUs experienced information technology and multimedia problems. 

PCU staff raised the issue about the difficulty of using multimedia and advanced technology 

in the PCU setting. Staff from one PCU reported that her PCU did not have a video projector. 

It was not convenient because she needed to borrow one from another PCU. Sometimes she 

could not organise this, so she used only her own laptop to present PowerPoint slides during 

the intervention session.  

“….I also had a problem about slide projector. If we didn’t use PowerPoint 
presentations, it would be good. How can we adapt this without a high technology 
presentation?.......” Staff C 
 
“……I think PowerPoint presentation is good, but my PCU hasn’t got a projector. My 
boss had to borrow one from another PCU and it was inconvenient………”  Staff C 
 

Some staff reported that using a PowerPoint presentation was not appropriate for the 

PCU setting because it was hard to prepare media before implementing the intervention in 

each session. Also, some said that the media version provided by the researcher did not match 

their computer. For instance, the researcher gave them a PowerPoint presentation in the 2007 

version but they only had a lower version of the software.  
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“……It was only when you copied your presentation files (PowerPoint presentation). 
You used the higher version than mine, so it was changed and I had to fix it and it was 
waste of time…..” Staff D 
 

Some said that the PowerPoint presentation style was not suited for participants. The 

majority of them graduated primary school. Using a PowerPoint presentation made make 

them feel like they were sitting in the classroom. Therefore, other presentation options were 

discussed.    

“…..I think PowerPoint presentation may not be suited for family members. I could 
see them become sleepy when I used the presentation. I think it was just like sitting in 
the classroom and they may feel bored…….” Staff D 
 
“…..As you know, most of our participants had a low educational level. They were 
not familiar with the classroom atmosphere. So, I think we had to think about this and 
change to other methods in order to transfer knowledge….” Staff D  
 

• TFS manual and content 

When talking about the TFS manual, most staff agreed that it was quite clear and easy 

to follow. However, one staff member offered contrary feedback. 

“…..I think if other staff read your program manual, they could implement this 
program. However, some parts were not quite clear…..” Staff C 
 

Staff members also commented on TFS content that they felt uncomfortable talking to 

the participants about. The staff reported that the negative effect of substance use made 

participants feel bad, resulting in embarrassment and an unwillingness to talk. 

“…I think when I turned on the video about substance use, that I felt that people felt 
uncomfortable because they already perceived that their relatives were addicted to a 
substance and they knew it wasn’t good. When they watched the video, it addressed 
their bad feelings and made them upset..” staff A 

 
“…….When we talked something generally, they were normal and smiled a little, but 
when we talked about drug addiction they touched in their chins and looked 
somewhere else….” staff A 
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“………they didn’t want someone to point out that their relatives were using them. It 
seemed like they tried to defend themselves and didn’t want me to ask them about 
their relative’s drug use. It looked like their relative wasn’t a good person…..” staff 
A.  

 
“…….I told her to try touching or hugging her son and asked her how she felt when 
her son did it to her. She said it was good. Then I gave her feedback and asked her to 
try. She immediately said NO…” staff A 

 
“…….Another issue was hugging and touching. I think this made some people avoid 
the group meeting because it was quite weird…..” staff A 
 
“….One person told me, when I asked her to hug her son, she said that she wouldn’t 
do that. In the next session, she didn’t come and I wasn’t sure if it was too controlling 
or not……” staff A     

 

Another staff member suggested adding content about family relationship assessment 

and family interaction. 

 “….I think the family relationship wasn’t clear yet. It was individual, different.. And 
we never assessed the sub-group in the family. For example, D used to have his ex-
family and he was a new person for his new family. I don’t know whether or not his 
new family members accepted him. I also don’t know his family relationship. I think 
we should rearrange a boundary system in the family……..” Staff D 
 

3.3 Participants’ difficulties 

PCU staff indicated that participants’ difficulties made up one of the largest categories 

of major difficulties (see Figure 9.11).   
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Figure 9.11 Participants’ difficulties  
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“…..Participants came very late and sometimes I had to cancel the session because 
they didn’t come to our group at the same time…..” Staff D 
 
“…..Coming late was common for Thai style and it made other group members feel 
that they could come in late and it was too late to start the session sometimes…..” 
Staff B 

 
 

• Travelling problems 

Another issue raised by the participants were travelling problems. Some participants 

who experienced these problems often missed the intervention session whereas others could 

ask people to give them a lift to go to the PCU. The staff said that they have heard their 

participants complain about this issue.  

“…..participants in this group lived quite far from the PCU and had no public 
transportation…..Staff A 
 
“I asked how they got here (PCU A) and they said their neighbours gave them a lift 
because sometimes their neighbours had to go to downtown which was the same way 
to go to PCU”……Staff A 
 
“….One obvious case was a lady living very far from PCU. She had only one son who 
could take her to PCU. Sometimes, if he was very busy, he couldn’t give her a lift…..” 
Staff D 

 
“….It was a limitation on individuals. For example, one of the group members had 
free time only on Wednesday afternoon. Otherwise she would have a problem with 
travelling because her house was very far and no one gave her a lift……” Staff D 

 
“……Of course, it was quite good that in this project we recruited participants in the 
villages near the PCU. If we got people from distance village, it would be hard to 
follow up and visit them. If we visited them at home and nobody was there, we 
couldn’t leave the message with their neighbours because of confidentiality…..” Staff 
C 
 

• Blaming 

During the intervention, the staff said some group members blamed others when they 

listened to their stories. 
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“……Yes, it was when participants shared their experiences. Some talked about their 
stories and others said why his/her son behaved like that and also said his/her never 
did that. This made persons sharing their stories feel badly…..” Staff D 

 
 

• Bias from their relatives 

Some staff talked about how negative attitudes towards TFS held by substance using 

relatives made affected family members feel uncomfortable about joining the intervention.  

“……We recruited only family members, but substance users still had bias about our 
program and they didn’t understand why their parent joined our program….” Staff B  
 
 

• Busy and/or physical problems 

Many staff members said that their participants were busy with work or their daily 

life. Some experienced physical problems. These issues made them miss sessions.     

“…….group members themselves had some problems about working and daily 
life……” Staff A 

 
“……..Once I met them at home, I understood that they didn’t come because one was 
busy and one was sick. It didn’t mean they were unwilling to come……” Staff D 

 
“…….I assumed that he was very busy, but it wasn’t true. There was a funeral 
ceremony near his house. He helped out in that ceremony and was also drunk. He 
couldn’t get up in the morning, then he missed the group at that time……..” Staff D 

 
“…….Another reason why they couldn’t come to the group was they were busy with 
their work……” Staff A  
 

3.4 Staff’s difficulties 

One of the largest themes related to difficulty of the TFS program were the staff’s 

problems. Some of these problems stemmed from working with other staff members (see 

Figure 9.12).  
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 Figure 9.12  Staff’s difficulties 
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Staff indicated a lack of confidence when they approached potential cases. 
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couldn’t let it go. If they didn’t come, we had to follow up and check what happened. 
If they agreed to come, it meant they would come, but he said he told them to come 
already. However, sometimes we needed to confirm them a lot and more often…….” 
Staff B 

 

• Lack of motivation  

The project staff also said that they lacked motivation and that working with 

substance use was hard. Staff seldom worked in this problem area because it was not 

sufficiently rewarding.  

“…..They might think about the effectiveness and value. If they worked in another 
area they might get a valuable reward, but it was not for people working in substance 
use like me. So, staff lacked motivation to work in drug use area….” Staff B 
 
“….working on drug use service wasn’t an important job. If you work only by 
yourself, it’s like applying gold leaf to the back of Buddha image (doing good by 
stealth)……” Staff C  
 

One staff member said that when she ran the TFS program on her own. Other staff did 

not understand and did not think that this task belonged to a PCU role. Their comments let 

her down and sometimes caused a lack of motivation. 

“…..I’ve done something for others, for the community, for PCU, but I was looked at 
as a person who works only for individual business …….” Staff D 
 
“….For example, I would take participants to the temple and I needed a PCU’s car. I 
told my boss already, but she asked me why it needed to be that temple (it was too far 
and a car was needed). These kinds of words made me upset…..” Staff D 

 

Another PCU staff member thought that because of lack of motivation, there was not 

much staff working in substance use area. 

“…I think people who intended to work in this area are rare……” Staff C 
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• Workload 

Workload was another issued raised by staff. They stated that staffs in a PCU were 

responsible for performing more than one job at a time. This might affect the quality of their 

jobs as well as their workload.  

“…..It was like they were overloaded with work….” Staff C 
 
“…..In the PCU, each staff member has more than one job. Sometimes, they work five 
to six jobs at the same time…..” Staff C 

 
“……as I said one staff member didn’t have only one job. For example, in my case 
I’m working in maternal and child field, so I have to join the meeting quite often. I’m 
also studying Nursing Practitioner (short course). If I have to conduct another TFS 
program in this time, I can’t do that because I have no time…..” Staff C 

  

• Job priority 

Many staff members stated that TFS was not a first priority. They had to complete 

other jobs first, and they were ordered to finish them urgently. Sometimes, staff had to cancel 

the intervention session because they were working on routine jobs or other priority jobs.   

“….Sometimes, we had to complete other jobs because they were high priority and we 
needed to complete them rapidly”…….Staff A” 
 
“……some weeks we had to miss a session because of working other jobs.....” Staff A 
 
 “…..For me, it was the sudden orders from my PCU. It was at the same time as when 
I made appointment with my participants…..” Staff D  
 

 
“….I felt guilty when I called them because I had to do other job. ….” Staff D 
 
“…….Drug use service is the last priority job. If we want to take action for drug use 
service, it’s enough just to  join the drug camp with others or work as a co-worker. 
…..” Staff C 

  
• Time management 

All staff talked about issues with their time management. This was a major problem 

both when working alone and with other staff members.  
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“….Another one was lack of time and our time schedules didn’t match…..” Staff A 
 

“One other issue related to our job was lack of time. I think we had the ability to 
provide this program, but the main problem was our time schedule. There were two 
staff members working together on this program that didn’t match. When we had an 
agreement on time and decided to do the group session, we found that some 
participants weren’t ready and didn’t come. It occurred quite often. When 
participants were ready, we weren’t, because we had to complete other jobs. So, it 
was really about lack of time”…..Staff A  
 

One staff member reported that time management problems sometimes resulted in 

postponement of sessions. 

“……When we had an agreement on time and decided to do the group session, we 
found that some participants weren’t ready and didn’t come. It occurred quite often. 
When participants were ready, we weren’t, because we had to complete other jobs. 
So, it was really about lack of time………” Staff A  

One staff member complained about the time management problems of her colleague, 

which was caused by personal problems. 

“….the main problem was the staff. This person (assigned staff) couldn’t manage and 
finish his plan. It was that individual. If this job was assigned to another staff 
member, it would finish shortly…..” Staff B 
 
“….I think only a problem with the staff member. He had a good sense of 
responsibility, but had a time management problem. Every job assigned to him was 
under supervision. He couldn’t do several jobs at one time…” Staff B  
 
“….maybe he couldn’t manage his time. It was his life problems. Everything was on 
top of him and he faced really tough problems. I didn’t expect too much of him. He 
had so many problems, such as the accidental burning of his house, dealing with a 
lawyer, and caring for sick family members (his mother, father, and wife). His wife 
needed to be treated by physical rehabilitation. His mother had surgery because of 
cervical cancer. Therefore, he had to travel between the hospital and workplace. This 
happened when he was running your program……..” Staff B 

 
• Working cooperation 

Staff working with other colleagues reported difficulty with cooperation. Some staff 

indicated that they put more energy to work into the job than the other staff did.   
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“….I wasn’t tired with the job, but I felt tired with staff, especially about their time 
management. I think it was his individual behaviour that he couldn’t come across….” 
Staff B 
 
“….Anyway, he was a person whom I had to work with. So, when working with him I 
felt tired because I had to put more energy on this job on several occasions..” Staff B 
 
“….his ability wasn’t 100%, so I had to work very hard and was also tired….” Staff B 
 
 “…..When a leader doesn’t work hard, then the members can’t do anything..” Staff B 
 
“…..Sometimes, I needed him to show more responsibility and improve his working 
behaviour, but it was impossible. Therefore, it made me very tired…….” Staff B 
  
“……I think if we do have two staff, it would be hassle. I worked only on my own and 
another staff didn’t help me…..” Staff C 

 
“….I told her that I had a group session, but she didn’t come to help me. So in the 
later session, I didn’t tell her. I think only one staff would be more flexible.” Staff C 

However, some staff stated that the TFS program should be assigned to a team and 

should have more than one staff responsible for the work. She also said that staff should 

labour as a good team. 

“….I think this job should be assigned to work as a team, so we will have more people 
who pay attention and help to complete this job…..” Staff D 

 
“…Certainly, but it would occur only in a team that can’t work together…..” Staff D 

 
“…………I think it should be assigned to more than one staff member, but it should be 
people who are keen to work and have a high level of psychological skill including 
talent…..” Staff B 

 
• Village health volunteers’ difficulties 

Even though village health volunteers were recognised by many staff as key people to 

assist with recruitment, staff also stated that some problems occurred because of the 

volunteers (see Figure 9.13). 
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Figure 9.13 Village health volunteers’ difficulties 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

• Communication breakdown 

Some staff reported hearing from participants that village health volunteers gave them 

the wrong message when they first approached them at home. This made them feel 

uncomfortable about engaging in the intervention.  

“…..Some village health volunteers transferred the wrong messages. Family members 
reported to me that initially they didn’t want to join because village health volunteers 
told them that PCU staff will take their relatives to the hospital….” Staff B  
 
“……….It would be the problem about communication when village health volunteers 
talked to potential cases….” Staff C 
 
“……….Sometimes, village health volunteers got a wrong message and they 
communicated incorrectly because they misunderstood. This affected other potential 
cases. They received the wrong information, wrong interpretation, so they refused to 
join the program…………..” Staff C 

 
 

• Lack of concern for confidentiality 

Lack of concern for confidentiality was another problem with village health 

volunteers. Staff criticised that some village health volunteers did not keep a secret. This 

sometimes exposed cases, leading to stigma issues.   

“…..some village health volunteers didn’t keep confidentiality. They pointed out that 
these families had some problems”…..Staff B 
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“…They (village health volunteers) pointed out that these families had some 
problems….. They (village health volunteers) talked negatively”…….Staff B 
 

4. Potential solutions 

After talking about challenges during the implementation of the TFS program, staff 

were also asked about how they overcame the obstacles. Potential solutions are identified in 

Figure 9.14. 
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Figure 9.14 Potential solutions 
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4.1 Strategy modification 

Staff reported that they had to modify some strategies while implementing the TFS 

program (see Figure 9.15).   

Figure 9.15 Strategy modification 
 
 
 
 
 
 
 
 
 
 
 
 

 
• Changed information technology methods 

One staff member reported that her PCU had no multimedia facilitation, so she solved 

this problem by using her own laptop.  

“……Sometimes I just used my own laptop for the presentation because we couldn’t 
get VDO projector from other places……..”  Staff C 
 
 

• Changed recruitment strategy 

Another solution given by staff was to modify the recruitment strategy. All PCU staff 

faced problems during the recruitment process, resulting in a low rate of participant 

enrolment in treatment. Therefore, each PCU changed its recruitment strategy to secure more 

participants. 

“…..I didn’t work with all the volunteers that you met last time. I selected only one 
who was best known by the residents in the community. He was great and he helped 
me approach people before I met them….” Staff D 
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“…..As you know, village health volunteers were asked to change the communication 
message and to inform potential cases that we will work with families having teenage 
children and not to talk about substance use in their families…” Staff C 
    
 

• Modified sessions 

PCU staff modified intervention sessions to help them deal with time management. 

“….we needed to make the time shorter by conducting sessions more often, such as 
running two group sessions in the same week”….staff A 
 
“…..this program was a bit long. It should probably be cut down to four sessions and 
add more homework instead………” Staff B 
  

4.2 Home visits 

Staff tried to retain their participants in the intervention. Most PCU staff reported that 

they faced problems in relation to drop-outs and missed intervention sessions. Staff members 

were asked how they dealt with drop outs in between intervention sessions. All staff solved 

these problems by visiting participants at home to reinform, answer questions, and find out 

the reason for missing the sessions. In addition, they also tried to convince participants to 

return to their groups.    

“…..I followed up at her home and informed her more about this project, then she 
said OK and returned to our group…….” Staff A 
 
“…They lacked confidence while we met them at home and answered their questions. 
Eventually, they returned to our group…..Staff A 
 
“…I followed up at her home and explored the reasons why she didn’t come….staff A 
 
“…..We followed up this case at home because he didn’t come to the group after we 
called. So we went there to visit and to find out why he couldn’t come……” Staff B 
 
“I needed to follow up at their homes and re-establish rapport and mutual 
respect”…..Staff A  

 
“…..Sometimes, I called them (the participants) and they didn’t answer the phone, so 
I have to visit them at home. I went to their home 2-3 times in some cases…” Staff C 
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Some staff reported that village health volunteers helped them get their participants 

back into the treatment. 

“I also asked village health volunteers to help me. If I came to their houses by myself, 
they might not listen to me or may just listen without concentrating. I came with a 
village health volunteer and she helped me establish trust and supported 
me”……..Staff A  

 

4.3 Provided extra facilities 

PCU staff reported that participants also complained about their travelling problems. 

Staff solved these problems by picking them up at home or some asked village health 

volunteers to give them a lift. 

 “……So, I have to pick her up at home if we run a group in the different time…..”  
Staff D  

 
 “……….I consulted village health volunteers and asked them if they could help. They 
(village health volunteers) asked their relatives to pick up some participants at 
home………” Staff A 

 
“...I asked khun Lek (a village health volunteer) to take my participants to PCU and 
when we finished group, khun Lek also offered them a lift....” Staff D 
 

5. Suggestions 

After the intervention was completed, staff offered suggestions to improve the TFS 

program (see Figure 9.16). 
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Figure 9.16 Suggestions 

 

 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

• TFS Manual 

PCU staff commented that the TFS manual was very useful. Instructions were clear 

and easy to follow. Some suggested that the researcher should add examples to the manual.   

“…..I think an analysis table (in session 1) would have made it clear and give more 
examples……” Staff B 
 
“………..Anyway, I could add some suggestions and experiences that I gained to be 
published in the manual……” Staff D 
 
“……yes, because sometimes participants asked me about the negative effects, so I 
think it would be a good idea to add more details…..” Staff C  
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• Modify TFS 

PCU staff suggested that the TFS program should include substance users at the end 

of the intervention. In addition, cultural activity such as an apologising ceremony should be 

added.    

 “…..When parents’ behaviour has changed, finally the substance users should get 
involved. At the end, we should provide a session for family members and drug users 
to summarise what they have been learned…” Staff B 
 
“….If substance users joined this program with their parents, you could provide an 
apology ceremony. It would be OK if they (substance users) expressed their feeling 
and apologised to their parents who took care of them. I think it would be extremely 
perfect that they could change into good behaviours. We would recruit substance 
users to influence their expression of feeling and their concern for their parents’ 
feeling……..” Staff B 
 

• Booster program 

Staff stated that a booster program should be launched after the intervention is 

complete. 

“…..I think we should have a booster program after participants complete the 
intervention. Otherwise they might forget…” Staff B 
 
“….They participated in this program for six sessions. Do they need any booster? 
One month or two months later after they completed program, or not?” Staff A 

 
“….I think it would offer consistency and that there should be a booster program…” 
Staff B 

 
“….normally, most of drug use intervention in Thailand is not consistent. When the 
intervention finished, everything was also finished, including funding. I think we 
should have a long-term plan to keep this program. So, a booster program should be 
considered….” Staff D   

 

• Information technology 

Some PCU staff complained that using a PowerPoint presentation was not suited for 

the primary health care setting. One PCU did not have their own projector, so the head of that 

PCU had to borrow one from another PCU, which was not convenient. Some staff members 
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reported that almost no participants were familiar with the workshop session using a 

PowerPoint presentation, and that it was too similar to sitting in the classroom. They 

suggested that reducing the use of high technology may be better suited for the primary 

health care service’s environment, making participants feel more comfortable. Some also 

suggested that the use of more simple media, such as pamphlets and paper charts, may be 

more convenient when presenting TFS content in writing.    

“….It would be more interesting to teach them by telling the story by word of mouth. 
After they gained understanding, I think I can tell them and would have a good 
communication. I will try to reduce using IT except using music or VDO….” Staff D 
 
“….we should provide this program by using paperwork and ask participants to 
complete paperwork as part of the activities, and they can learn from that like we did 
in drug camp. We can design some learning exercises without a PowerPoint 
presentation. For example, in drug camp we used only learning exercises in printed 
paper format and asked them to write about their feelings and then presented in the 
large group…..” Staff D 
 
“……we can use pamphlets including pictures and adapt to a health education 
pattern……” Staff B 
 
“…I think only the program manual as I mentioned and multimedia because my PCU 
wasn’t ready to use a multimedia presentation…..” Staff B 

 
• Revised recruitment strategy 

Staff often talked about recruitment problems, prompting a researcher to ask them 

about how to improve this issue if the program is offered in the future. Staff reported many 

strategies to revise the recruitment process. The major suggestion was changing participants’ 

attitudes before they joined the intervention. 

“…..we needed to improve this process and fix how to make it positive to make people 
feel good and not have an inferiority complex. In addition, we should make them 
proud to join our program”…..staff B 

 
“…..I think we should have another strategy when we first approach potential cases 
in the community…..” Staff B 
 
“….the invitation phase should build up their concern and establish the process that 
makes them initially satisfied…..” Staff B 
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“……We should change their attitude so that joining in this program is good. We 
probably should make an appointment with potential cases at PCU and contact them 
only over the telephone. We should talk to them individually when they agree it would 
be easy. In the beginning, we won’t meet them at home……Staff B 
 
“……We can ask a village health volunteer to invite them to meet us at PCU, so we 
can talk to them individually and with privacy…..” Staff B 
 
“……We should make them understand that we will help them with this problem 
(substance use problem in family). When they accept, we will visit them at home……” 
Staff B 
 
“…..We should change this process and make them satisfied and feel good. Then we 
can visit them at home to assess their family environment in order to know 
problematic persons and caregivers……” Staff B 
 
“……They mightn’t understand our objective at the beginning. We should change 
their understanding in the private place to make them feel safe to avoid other 
residents looking down on them. When they understand well, we could visit them at 
home……” Staff B 

 

 Some staff said that a key contact is still important and we need to identify the right 

person to work with and to assist during the recruitment process.  

“……You should have a network. I Knew Khun Lek (a village health volunteer) 
because I used to work with him. So you needed to find someone in PCU who could 
help you access a valuable person in community…” Staff D 
 
“……You should only find a key man in PCU who could help and find some strategy 
to access people……” Staff D  

 
 

• Staff Training 

Staff advised that training for staff was needed, especially psychological techniques. 

It should be an intensive course.  

“……….I think training on motivation techniques, based on psychology was very 
important…..” Staff B 
 
“……I think they should be provided with the guidelines and they would get a pattern 
for motivation……” Staff B 
 
“……….Exactly right, intensive training only for staff…….” Staff B 
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6. Using TFS in the real world 

All staff also talked about using TFS in the real world. Most staff members reported 

that it was possible to use this program in their PCU and wish to implement it in the 

workplace. Some staff said that TFS was suited for a small group format and should be 

implemented at the beginning of the year when it was not as busy.  

“….Anyway, it should work only in a small group format, because we can’t do with 
the large group. If we do it, I think we can link our activities easily….” Staff C 
 
“..I think it would be good to run TFS program at the beginning the year….” Staff C 
 
“…………….I wish this program could be used in the real community-based jobs and 
I hope to have staff who are keen to work in this area in order to create the project in 
our community by using substance use funding to support this program…………” 
Staff B 

 

Some staff talked about how to find the right staff to work for the TFS program in the 

real world. 

“…..Initially, you should announce that you need to work with a staff member that 
has basic knowledge in additional area……” Staff D 

 
“……In the Province level, they had criteria that staff in PCU, especially PCU that 
acts as general hospital in community. These PCUs should include head of each 
department, called Tiger in primary care. These staff include five positions (policy 
maker, practitioners, infection control, research development, and counselling). The 
policy specified that all of them must be trained basic counselling in order to pass 
criteria. So, this track will direct you to meet staff, working on counselling area……” 
Staff D 

 

Some staff also saw that she could adapt a simple counselling session from the TFS 

program for her clients’ daily visits. 

“…..We could add a counselling clinic in PCU, providing for families of substance 
users and developing simple manuals for staff when dealing with families. I think we 
should create a simple and handy manual with pictures to be used in PCU and 
developed from your program……” Staff D 
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“…………Nowadays, people rarely talk to others. I think we should allow your 
concept to be a guideline for behaviour adaptation in order to help people calm 
themselves down. They could use it (guideline) to talk with their family to make them 
understand each other…..” Staff B 
 

Staff also talked about other methods to improve quality of the TFS program and how 

to achieve cooperation from other organisations in the community setting.  

“……….To reduce substance use problems in our community and increase 
accessibility, we should have the community leaders working together with us. This 
could also include other professionals such as police to create professional 
networking. We earned trust from the residents, but if we cooperated with other 
professionals and added other aspects such as law, it would make our residents more 
alert and concerned about substance use in community……” Staff B 
 
“……I think it should start from a little step-by-step. We might invite them to come to 
the training and cooperatively assign jobs and decide the scope of their duty. I think 
this is their main role……” Staff B 
 
“….We might go out to the village and invite them to join our project, it would be 
more successful…..” Staff B 

 

To further the work, staff declared that they could help promote the TFS program by 

using their own experiences and volunteering to help train new staff who wanted to learn 

about the program.  

“……Anyway, if this program was used in Udonthani Province, I think we would have 
an advantage over others because we had the mainstay. I mean, three of us are from 3 
PCUs. We quite clearly understood this project, including objectives and 
implementation. We could learn from others and could share our experiences with 
fellow health care professionals, working in PCU throughout Udonthani 
Province……” Staff D 
 
“………We could help them understand this program and find potential cases 
easier……” Staff D 
 
“…..If we have to implement this program, at least three of us could share and talk 
about our experiences, including problems and potential solutions. I think this 
program could be done widely if you had the mainstay to help with public 
communication……..” Staff D 
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Summary and discussion 

The results from this chapter were used as to supplement and ensure the effects of the 

TFS program. PCU staff who took part in the TFS program were interviewed about their 

perspectives on its success after implementing it in their PCU. At the evaluation process, 

PCU staff reported an overwhelmingly positive attitude toward the TFS program and viewed 

it as a practical program that can be implemented in PCUs throughout Thailand. They viewed 

the visiting temple session as a good strategy that suits for Thais and they also appreciated the 

idea of integrating religious activities into TFS program. They also stated that participants 

gained benefits when making merit at the temple. This could reflect the effectiveness of the 

cultural adaptation of the intervention.    

Staff also made statements about participants’ satisfaction after enrolment in the 

treatment. They reported benefits of TFS for participants, the staff, and the substance use 

field. Benefits for participants were commonly recognised by staff:  for instance, they gained 

useful skills, transferred knowledge to others, shared feelings, improved family relationships, 

received mental health support, had direct response to their needs, increased understanding of 

themselves and their relatives, and changed their behaviours. Staff said that their participants 

gave positive feedback. After participants gained knowledge and skills, they tried to improve 

their behaviour, leading to decreased tension and good relationships with their substance-

using relatives. It is particularly important to note that staff mentioned that severe punishment 

did not occur after family members engaged in TFS.  

These important findings are consistent with the results from the participant’s 

interviews in Chapter 6. They also confirm results from previous studies using the 5-step 

method (Orford et al., 2007a; Arcidiacono et al., 2007) and the CRAFT program (Meyers et 

al., 2002; Waldron et al., 2007; Viets, 2007).  
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However, significant challenges remained. The main difficulty was recruitment 

because of stigma, unsuitable approaches to potential participants and the time-consuming 

nature of the program. Staff shared solutions that they used to overcome these problems. In 

order to get more participants into treatment, they tried changing communication massages 

and working with only VHVs who had close relationship with residents in community. Even 

though these strategies helped reach more potential participants, the number of affected 

family members who voluntary joined the intervention remained low. This was perhaps  

because TFS was a new program in Thailand’s PCU setting. Most affected family members 

also expected that health care providers to look after their drug-using relatives and they 

lacked concern about their own problems and needs.  

Resource problems were raised by staff when implementing TFS. Staff also 

complained about problems with information technology (PowerPoint presentation) while 

providing the intervention at their PCU.  Issues with the TFS manual and content were also 

mentioned. Staff said that parts of TFS manual were unclear and the needed more examples 

to help them understand the content.  

Some of the most common difficulties were those of participants. Staff frequently 

noted difficulties in maintaining participants’ attendance at sessions. This problems was 

consistent with the observations of Arcidiacono and colleagues (2007). Staff tried to retain 

participants and searched for causes. They found that the participants were also very busy 

with their daily life and their job. As shown in Chapter 6, the majority of participants were 

from low economic levels. Most of them were employed by private individuals as labourers 

though some worked in their rice field. Normally, they had to work every day to earn enough 

income to get by. If they joined the intervention, it meant they had to take a day off of work 

and lose that income.  
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Staff also mentioned difficulties related to their professional role. Most staff members 

reported that they had a full workload while working at the PCU and said that TFS was not a 

priority. They needed to complete the high priority jobs first and sometimes had to postpone 

the intervention session as a result. Lack of skills, confidence, and motivation were also 

mentioned by staff. They suggested an intensive course for staff training before operating the 

TFS program. These findings confirmed previous findings by Orford and co-workers (2007). 

Primary health care professionals were asked about the 5-step family intervention when 

implemented in primary care, and they reported time restraints, lack of skills to deal with 

affected family members, and the need for staff training. 

  Working cooperation was another difficulty raised by staff providing the TFS 

program. This problem was related to staff relationships as implied from the interview 

statements. Some reported that they only worked alone and did not receive assistance from 

other assigned staff members. However, some PCU staff observed that the TFS program 

should be performed as a collaborative effort with a team that has a good working 

relationship and an intention to work in the substance use field.   

The staff spoke positively about incorporating the TFS program into routine practice 

at a PCU. Even though they encountered some difficulties with their role and workload, they 

still intended to disseminate the TFS program widely throughout the Udonthani province. 

Staff volunteered to share their experiences with others and help with coaching. Some staff 

members talked about collaborating with other organisations, such as the community leader 

and the local government, to extend areas of substance use services and to improve the 

quality of the TFS program.  
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CHAPTER 10  

THE CHALLENGES OF IMPLEMENTING A SUPPORTIVE FAMILY 

INTERVENTION IN THAILAND: ISSUES AND POTENTIAL SOLUTIONS 

Support for families of young substance users is very limited in Thailand, especially 

from primary health care units (PCUs) in the community. The preliminary study in Chapter 4 

found that families needed further assistance and suggested that it should be implemented in a 

community setting rather than in the hospital. However, interventions such as TFS for 

families in their own community were a very new idea for residents in a rural area of 

Thailand. Valuable themes emerged during the implementation of the Thai Family Support 

program and solutions throughout program were identified. In the discussion below, 

challenges of implementing the TFS program are separated into three processes: recruitment, 

intervention, and evaluation. Potential solutions in each process are discussed.    

Summary of challenging issues and potential solutions  

Challenging issues and potential solutions during the recruitment process 

Stigma and shame 

Initially, 57 potential participants across 3 PCUs were identified. However, only 36 

met inclusion criteria and volunteered to be in the study. Some parents refused to join the 

Thai Family Support program because of their embarrassment and made attempts to conceal 

problems, some refused because of financial or time issues, or a low level of concern about 

drug use in the family. In addition, village health volunteers (VHVs) felt uncomfortable 

identifying families involved with substance use, citing concerns about their relationship with 
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those families as well as about their own security (VHVs were living in the same village as 

potential participants). 

To address stigma issues and help VHVs identify potential participants safely, the 

researcher asked VHVs to notify possible participants for a project on adolescence rather than 

on substance abuse. If a family member agreed to meet the researcher, VHVs arranged an 

appointment. Typically, the researcher met them in their home.  

Harvest season affecting the number of potential participants  

Launching the TFS program during the harvest season affected the number of 

potential participants. Most had to work in their rice field or were employed casually by 

others to work in agriculture. Family members often were not at home when the researcher 

attempted to visit. To solve those issues, the most effective way to avoid missing potential 

participants appeared to be for VHVs to make the initial appointment and visit them at home.   

Time-consuming nature of assessments 

 Time management during recruitment was demanding. Typically, the researcher 

spent 30-45 minutes on obtaining Baseline data, including establishing rapport. At each PCU, 

the researcher had to meet possible participants in many different villages. The time required 

for recruitment, screening and Baseline assessment was challenging.  To deal with this issue, 

setting a schedule of potential appointment times with VHVs beforehand may reduce the time 

required. VHVs or PCU staff accompanied the researcher only for the initial introductions. 

While the researcher assessed potential participants, VHVs went to other houses to prepare 

further people to meet the researcher. VHVs took the researcher to potential participants’ 

houses in the same village in order to save travelling time, but in some cases, the person did 
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not wait at home for the researcher. It was then necessary for VHVs to call them and find 

another appointment time.       

Competition from another project  

During the recruitment period, Thailand's federal government launched a project to 

teach people skills to attain a career in agriculture or producing hand-made products. 

Participation in that project was given weekly pay. Some families with substance use 

problems therefore chose to participate in the federal government project in preference. The 

TFS project then needed to be extended to other villages.       

Challenging issues and potential solutions during the intervention process 

Additional support needed 

Participants needed support to help them cope with their situation. Two participants 

from PCU-A and one from PCU-B called the researcher for support and assistance during an 

emergency. These additional calls required an extra time investment. In response to a stated 

need, the researcher also visited a participant’s son who was suffering from inhalant 

intoxication. The researcher encouraged him to seek help and the boy agreed to enter into 

treatment, but refused to go to the previous hospital. He said it was crowded and that he did 

not want to take the medicine prescribed previously. This evidence demonstrated the 

potential benefit of such a visit for both support of the relative and engagement of the 

substance users.   

Tardiness of participants  

It was common for participants to arrive 30-45 minutes late for group meetings, 

claiming that they had to finish their housework, other work duties, and take their children to 
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school. The researcher called late participants to remind them about the session, and started 

the intervention when 50% of participants had arrived. After the session finished, the 

researcher asked participants who came late to stay longer and gave them information they 

had missed.  

Missing sessions 

Missed sessions were common. In PCU-A, a participant missed the intervention 

because she had to take her son to the psychiatric hospital due to substance-induced 

psychosis. Another reported that she had to look after her nephew at home and was physically 

ill. In PCU-B, a participant said that she was confused about the date and time due to the 

schedule changing. Another reported that she had to take her mother to the hospital for 

surgery. In PCU-C, two participants missed the intervention twice. One claimed that she had 

to work as the shopkeeper in the primary school and that nobody could substitute for her. 

Another reported that she had physical problems (vaginal bleeding), so she needed to rest at 

home. To deal with this difficulty, home visiting was used to explore causes of absenteeism 

and this re-established rapport to get participants to return to the group. Also, some modified 

intervention sessions were required. For example, in PCU-C's Session 5, only one participant 

attended. The staff called other participants and asked VHVs to meet them at their homes. 

However, the participants could not come to the session. Accordingly, the session was 

postponed and staff visited participants at home to see what had happened. Some reported 

that they had to attend to their own business and some complained the intervention was too 

time-consuming. As already noted above, Sessions 5 and 6 were therefore scheduled on one 

day.  
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Difficulties with PCU staff participation in the TFS delivery  

Staff sometimes had difficulty contributing to the TFS delivery. One staff member 

reported he could not provide the Delayed intervention on time because he had experienced a 

house fire, and the intervention for this group was therefore delayed. Some sessions were 

delayed in PCU-B and PCU-C because staff had to complete their other assigned tasks and 

the TFS program was not their first priority. To solve this issue, some modified intervention 

sessions were required. 

Lack of support for additional care 

Two out of three communities had no facility or community network to support the 

referral for additional care. In case of emergency, participants received a referral document 

and were responsible for taking their drug-using relative to a psychiatric hospital in another 

province. Some clients could not afford the cost of treatment and travelling, which led to an 

inability to obtain continued treatment. Only one of three communities had a community 

support network that included a PCU and a local government administrator. In that case, the 

local government administrator provided funding to support travel costs if families had to 

refer their relatives to the hospital. As that policy had just been implemented, most clients did 

not know about it. A community network for helping people with severe symptoms of 

substance abuse and psychiatric problems appeared needed. Therefore, the researcher 

promoted available supports to participants and assist them for the referral.  

In addition, the gold insurance card, giving free health insurance provided by the 

federal government to low-income families, was not accepted by the drug rehabilitation 

centre. However, clients could receive a discount if they obtained a reference letter from the 

community leader or from PCU staff. Accordingly, the researcher informed potential 



 279 

participants about the procedure to get a reference letter before referring their relative to the 

hospital. 

Challenging issues and potential solutions during the evaluation process 

Participants declining assessment 

At Post 1, some participants in Delayed Conditions did not come to the PCU for the 

assessment. This was a result of them losing contact and the length of time since they had met 

the researcher.  It was reported that this situation left some unsure whether the researcher was 

still running the intervention. The researcher therefore called participants in the Delayed 

Condition individually and asked them to come to the PCU for assessment, stating that they 

would receive the same intervention initially provided by PCU staff. The researcher also 

asked VHVs to visit participants at home. In this way the VHVs asked participants to come to 

the PCU to meet the researcher and sometimes VHVs provided them transportation to the 

PCU. In some cases, the PCU staff and village health volunteers together visited participants 

at home. One staff member reported that it was a good way to get participants back into the 

program because participants trusted VHVs more than they did the PCU staff. 

Dropout from the follow-up assessment 

Some participants refused to be assessed because they changed their mind about 

participating in the treatment. Some gave the reason that they were too busy to come to the 

PCU and that they had to work every day.  

Lost contact 

Contact was lost with some participants because they had changed their mobile phone 

numbers or moved out of the village. In cases of lost contact, PCU staff or VHVs visited 
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participants at home to ask for new contact details. PCU staff also conducted home visits to 

remind participants about the research project. Some staff members had to provide 

participants with transportation to the PCU.  

Some participants no longer used a mobile phone and had no home phone. In these 

instances, the researcher called a VHV who lived close to the participant’s house, asking the 

volunteer to tell the participant in person to stay at home or close to the house. The researcher 

then called the VHV’s mobile phone to interview the participant. The interview started only 

when the participant felt comfortable and had privacy.    

Delays in completion 

Ideally, after completing all intervention sessions, participants were asked to come to 

PCU for the post-intervention assessment one week after the final session. However, 

participants in the Immediate Condition were asked to complete their post-intervention 

assessment at the end of the last session rather than coming back later. In the Delayed 

Condition, Post 1 was assessed 1-4 weeks after the Immediate Condition completed the entire 

intervention, depending upon participants’ availability.      

At Post 2, the evaluation was conducted via telephone interview, because the 

researcher had returned to Australia. The time difference between Australia and Thailand 

presented difficulties (Australia being 3 hours ahead of Thailand). When the researcher called 

participants, they were often busy at work and/or did not answer the phone. Post 2 was 

intended to be 12 weeks after Post 1, and was expected to be completed within 2-3 weeks. 

However, delays in completion of the Delayed Condition meant that Post 2 took 7 weeks to 

be completed.   
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CHAPTER 11  

OVERALL SUMMARY AND CONCLUSIONS 

To design the intervention for affected family members, a systematic review was 

conducted. Two approaches were found to be receiving growing research support: the 5-step 

method and CRAFT. The 5-step method provides families of substance users with support in 

their own right, whereas CRAFT is a family intervention that shows high success rates in 

engaging substance users in treatment.  While a combination of interventions like 5-step and 

CRAFT appeared applicable to Thailand, some cultural adaptations were required.  In order 

to undertake this adaptation, a detailed understanding of substance use and of existing 

treatments in Thailand was needed.   

Therefore, a study to assess the feasibility of the proposed approach was initially 

conducted. Young substance users (n=20) and their family members (n=20) were interviewed 

in the outpatient psychiatric clinic in the general Hospital of Udonthani, Thailand. The aim 

was to gain an understanding of experiences of Thai substance users and their families in 

northeast Thailand, and examined the feasibility of conducting a randomised controlled trial 

in a general hospital inpatient clinic. Substance-using clients commonly abused home-made 

alcohol, or used amphetamine, marihuana, or glue. The hospital primarily obtained clients 

through the legal system. Numbers were relatively small, in comparison with probable levels 

of substance use in the community. Udonthani Hospital had a well-established substance use 

intervention, the Matrix program, which was routinely applied. Little enthusiasm among staff 

was found for adaptations or additions to this program, and opportunities for testing a new 

intervention in the setting appeared very limited. It appeared that a different setting for the 

trial was needed. 
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Family members attending the hospital with their substance-using relatives mainly 

comprised mothers, who had little education, and were relatively poor. They conceptualised 

both the substance use and their own distress within their spiritual beliefs. Even though 

family members were suffering significant distress from the substance use problems of their 

relatives, group family sessions within the existing hospital treatment focused exclusively on 

the reduction of substance use, rather than on the support needs of family members.  

While undertaking the structured interviews, contacts with local communities and 

with primary care services were made to evaluate the feasibility of locating a trial within 

primary care in communities surrounding Udonthani. In this way significant opportunities 

were found to develop and apply a family intervention in those contexts.  

Based on the research literature and the data from the pilot study, a supportive 

program for affected family members was designed, using the 5-step method and CRAFT 

program, and integrating them with traditional religious activities. The Thai Family Support 

(TFS) program was an innovative intervention conducted in primary health care settings in 

rural northeast Thailand. Effects of the intervention were examined by a small-scale RCT and 

by structured interviews with participants. In addition, structured interviews with PCU staff 

who took part in the TFS program were conducted to determine the effectiveness of TFS and 

the feasibility of further dissemination.  

Summary of key research findings 

1. The TFS program had a greater impact on symptoms, quality of life, and burden of 

relatives than treatment as usual.  

2. There was no different outcome between TFS provided by the researcher and that 

provided by the PCU staff. 
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3.  Qualitative data confirmed the quantitative results. Even though the substance-

using relatives did not change their drug use behaviour, affected family members 

reported physiological and psychological improvement.  

4.  The cultural adaptation and in particular the religious activities, were recognised as 

important features of TFS which reportedly reduced participants’ distress. 

5.  PCU staff gave similar data on the efficacy of TFS as participants did, and saw it 

as feasible for routine use, although some barriers were identified. 

Limitations of the research 

1. There was no formal test of fidelity for TFS. Activity checklists and details of the 

group discussions in each session were not available. The researcher asked staff members to 

write reports to describe the group activities after finishing sessions, but only short reports 

were provided by staff because they saw them as too time-consuming and said TFS was not 

their first priority. 

2. The researcher was unable to provide close supervision while PCU staff conducted 

TFS with participants in the Delayed Condition. She was only able to monitor and guide TFS 

activities by staff via emails and telephone calls.   

3. There were a small number of males recruited to this study, and all were randomly 

allocated to the Delayed Condition. Future studies should counterbalance for gender to avoid 

this problem.      

4. Limited financial support for the study meant that the researcher had to undertake 

outcome assessments, making it impossible for those assessments to be blind. While the 

quantitative assessments offered little opportunity for assessor bias to affect results, it is 
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possible that participants’ responses were affected by the lack of an independent assessor. In 

addition, Post 2 assessments and interviews were conducted by phone.  This appeared to 

work satisfactorily, and there was no evidence that the telephone-based mode affected the 

accuracy of the results.  In fact, the interpersonal distance produced by telephone-based 

assessment may have decreased the chance that respondents perceived a need to please the 

researcher in their responses. However, it is possible that a face-to-face assessment may have 

detected subtle nonverbal cues that were missed in the telephone call. 

5. This study was insufficiently powered to provide a strong test of the equivalence of 

treatment effects from TFS delivery by primary health care staff and the researcher, although 

the obtained mean results from immediate and delayed treatment were very similar. 

Recommendations about TFS program implementation 

1. Confidentiality and sensitivity are required when first approaching the affected 

family member. Stigma and shame appeared to affect the recruitment. Similar difficulties in 

recruiting affected family members recruitment were also reported in some previous studies 

(Templeton et al., 2007; Orford et al., 2007b). When first approaching potential participants, 

VHVs or PCU staff should avoid discussing drug use in their families, and instead inform 

them about support at the PCU for families with teenage children.  

2. Community preparation is needed before finding potential participants in the 

village. Working with the local government committee and PCU staff seemed to be a good 

starting point because all professionals involved in TFS then received the same information.          

3. It may be better not to provide the TFS program during the harvest season if 

possible. In the current project, when the researcher attempted to contact potential 

participants, she frequently found no one at home, because they were in their rice fields from 
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early morning until late afternoon. If they were employed by others as casual workers to 

harvest the rice, they were reluctant to join the intervention because they did not want to lose 

money.    

4. PCUs offered advantages over other settings for the TFS program.  

(a). TFS can build on the existing relationships of primary health care staff.  

PCU staff are valuable professionals who have close relationships with community 

residents, who respect and trust them and feel comfortable talking to them. Families with 

substance use problems were typically already known to the PCU staff, according to their 

reports. Therefore, it is useful to work with PCU staff to engage family members in 

treatment. In addition, participants reported good patient-professional relationships, 

characterised by trust and their feeling worthwhile, when working with PCU staff in the TFS 

program (Chapter 6). Staff also reported improved relationships between them and their 

participants (Chapter 9), with greater respect and trust. They also felt closer to their clients 

than usual.   

(b). Health care accessibility can be increased by TFS in PCUs. 

TFS was the pioneer family support program provided in PCUs. For the first time, 

treatment for affected family members was available locally in villages and family members 

could access services easily. This saved time and reduced costs of treatment because family 

members did not need to seek help from more distant services.    

(c). Village health volunteers (VHVs) should be involved, but should be selected, 

trained and funded. 
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VHVs in Thailand were selected by the residents in the community. Most of them 

were female (69.66%). VHVs play an active role in disseminating health information to the 

residents in their community, assisting in health surveys, acting as health leaders, helping in 

service provision, referring patients to health care centres, conducting disease surveillance, 

and helping to protect patients’ rights (Ministry of Public Health, 2008). According to studies 

by the Ministry of Public Health (2008), VHVs were highly accepted and the program was 

seen as a worthwhile strategy that should be continued. VHVs were cooperating effectively 

with health care professionals and had been working together for a long time in many 

projects. Therefore, VHVs are valuable assistants for TFS program providers when 

approaching affected family members, because most residents were known to VHVs and 

VHVs were accepted by the villagers. In addition, it was common practice for VHVs to take 

health care professionals to the village, because they routinely acted as health care assistants.      

Other advantages of working with VHVs included their assistance in taking 

participants to the PCU when they had transportation problems, or in helping to re-engage 

participants and convince them to return to the intervention.     

However, some pitfalls were reported, especially during recruitment. As seen in 

Chapter 9, staff reported that VHVs misunderstood the research objectives and transferred 

incorrect messages to potential participants, resulting in low rates of recruitment. Some 

VHVs were not sufficiently sensitive to confidentiality issues and exposed families to 

potential stigma from other residents, and some VHVs were afraid to find participants in the 

community because of personal safety and relationship concerns.  

TFS program providers should select participating VHVs carefully. To be effective, 

VHVs should be respected members of the community and have close relationships with 

residents. Before approaching potential participants at their homes VHVs should be trained. 
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Two or three VHVs in each community are sufficient to reach out to affected family 

members. Funding support for VHVs is also important, because they should be able to assist 

TFS program providers throughout the program and sometimes may have to take time off 

from other work.     

(d). PCUs could offer a venue for inter-service collaboration to enhance the quality of 

health care.  

Staff from PCU and the local government committee from the Office of Subdistrict 

Administrative Organization (SAO) are responsible for the solution of substance use 

problems in the community. Previously, these two organisations worked separately, even 

though they created similar projects, with a similar goal, while they have different roles in 

drug use issues. Drug use problems in the family should be addressed by holistic care. For 

instance, while affected family members receive help to respond to their own needs and learn 

effective skills to deal with their drug-using relatives, drug users should also receive 

interventions to reduce their drug use. If these two organisations worked together, it would be 

a great opportunity to enhance the quality of health care services and achieve holistic care. 

They also could share facilities, health professional staff, knowledge and funding to improve 

effectiveness.  

5. A group format is suitable for TFS. 

 Participants could share their experiences, and they said that no longer felt alone, and 

had other friends who had similar experiences (Chapter 6). Group discussion allowed them to 

discuss their problems and to learn from others’ experiences. Communication skills could be 

gained in realistic role play, because of this shared experience.  
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The closed group format further helped participants feel free to tell their stories and 

enhanced group cohesion. However, there were difficulties in people starting the intervention 

at the same time, with some participants needing to wait.   

Recently, Foote and Manuel (2009) reported on adapting the CRAFT approach to 

group therapy, identifying the same issues as in the current study, including the ability to use 

role play, and the ability of a closed group to enhance cohesion, provide more structure and a 

predictable delivery of topics. As noted above, it was more time consuming to recruit people 

as a group to start at the same time, and a loss of motivation by some participants who were 

unable to start a group in a timely manner was found. An open group allowed flexibility, so 

members could attend at any stage and engage when they had high motivation. Existing 

members could assist newcomers, sharing their experiences, successes, and positive 

perspectives. However in an open group, topics were not necessarily given in an ideal 

order—an issue that may be especially important for key concepts such as functional analysis 

and positive reinforcement. When new members join an open group, program providers 

either needed to review foundational concepts, which may not be necessary for other 

members, or delay their introduction, which was not ideal for the new members.    

6.  Afternoon sessions were more practicable than morning ones, and a predictable 

time each week was better than a flexible time and date.  

In PCU-A, the intervention was implemented every Wednesday at 2.00 PM. The 

participants reported that it was easy to remember and the time (2.00 PM) was suitable 

because they had finished their jobs and were not very busy. On the other hand, scheduling in 

PCU-B was flexible due to the needs of participants and staff. Sometimes, it was in the 

afternoon (2.00 PM), sometimes in the morning (9.30 AM). Dates were also changed because 
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of the New Year holiday. As a result, participants in PCU-B complained that they were 

confused, and two forgot to come to a session.   

7. Religious activities were critical to the cultural applicability of TFS.  

Religious activities allowed family members to reduce their mental distress in a 

traditional Thai style. When implementing Session 3 of the TFS program, the researcher 

noted that going to the temple at the usual time of 6.30 AM was too early for some 

participants, who said they had to look after their children and do some housework. A late 

morning time (e.g.11.00 AM) was more convenient, but still was not suitable for someone 

who had to work during the daytime. Going to the temple later (in the afternoon) was more 

successful, because it was more convenient for participants, and monks could spend time 

with them. However, group discussion could not occur during the temple visit because of 

privacy concerns, since other residents in the village were also making merit at the temple.  

Unsurprisingly, TFS participants stated that religious activities helped them reduce 

their mental distress and that it suited a Thai style. Buddhism is the state religion of Thailand 

and has a strong influence, especially in rural areas. All participants in this study were 

Buddhist and they valued their religion highly.  

As mentioned above, TFS participants attended the temple in their village to make 

merit, listen to a sermon, be sprayed with holy water and receive a holy thread (holy cotton 

that is for religious or spiritual ceremonies). People believed that when the monks gave them 

a holy thread, they would pray for them and it would bring good to their lives.   

8. The non-confrontational style that was emphasised in TFS was also highly 

consistent with a Thai style.  
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After TFS, participants changed their behaviour towards the substance user, resulting 

in less conflict between them and their relative. Reductions in distress and improved family 

relationships were reported.  

9.  Brief intervention such as face-to-face or telephone counselling for individuals was 

sometimes needed during crises.  

Sometimes, telephone counselling was also requested when they attempted homework 

or tried to talk to their relatives about drug use problems. Participants reported the benefits of 

these extra and highly personalised interventions as bringing them reassurance and support 

when they needed it most. 

10.  Home visiting was required for emergencies and to investigate problems related 

to missed sessions (see Chapters 7 and 9).  

Most staff undertook home visits alone, but some asked VHVs to company them. The 

most common reasons for missed sessions were travelling difficulties, work demands and 

physical illness. Attempted solutions (transportation, changing the session schedule, offering 

health services) typically resulted in re-engagement in the intervention.  

11.  An improved system for emergency referral was required, allowing timely access 

throughout 24 hours.  

In two cases, participants called the researcher in the early morning and late at night 

because their relatives had become aggressive after drug use, illustrating the importance of 

after-hours services.    
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12. Incentives for VHVs and participants should be considered.  

The researcher found that financial issues affected all stages of program. During 

recruitment, some VHVs asked for money if they found participants in their community. 

Most VHVs in Thailand had little income, and like other residents, most were farmers or 

casual workers (Ministry of Public Health, 2008). Some potential participants also chose to 

join another project provided by the government because they would receive payment, and 

some had to take time off work to attend TFS sessions. PCU staff were concerned about 

participants’ cost of travelling and their loss of earnings when they came to PCU.  

13. Differences between the problems of particular substance users may alter the 

impact on families, and TFS may need to change accordingly.  

While further research with a larger sample is needed to test this hypothesis, the 

current version of TFS may need some revision for different substance-using contexts (e.g. in 

terms of the intensity of support and the degree of attention to withdrawal or aggression). 

14. As yet, it is not known whether TFS is suitable for urban communities.  

Significant challenges for its dissemination in urban settings may be posed by a less 

frequent use of PCU facilities by urban residents, but this issue remains to be tested 

empirically. TFS was specifically designed for rural communities because of the perceived 

readiness of community and religious agencies in these settings, to work together to address 

substance use, and because of the core healthcare delivery role that PCUs have in these 

communities. 
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Recommendations for dissemination of the TFS program 

Participants in the Immediate Condition and Delayed Condition reported very similar 

results after receipt of treatment, indicating that TFS by the researcher and by PCU staff had 

an equivalent impact. PCU staff who took part in TFS reported that it was appropriate for use 

in PCUs and could be integrated into their routine practice. This result was highly consistent 

with previous research on the use of the 5-step method in UK primary health care units 

(Orford et al., 2007b), and with other research on the feasibility of recruiting and training 

health service staff to deliver the intervention (Templeton et al., 2007).  

Integrating TFS into routine practice in PCUs would be challenging. For example, it 

would require intensive training for PCU staff, which ideally should include not only the TFS 

program, but also advanced counselling skills. However, PCU staff members were 

enthusiastic about continuing to provide the TFS program in their PCU if they had funding 

support, acknowledging the need for family support and reporting satisfaction in being able to 

give it. Similarly, approximately 80% of the health professionals in Arcidiacono et al. (2007) 

stated that they intended to continue utilizing the 5-step method and said that it would be 

feasible to implement in Italy (Arcidiacono et al., 2007). 

To further develop the effectiveness of the TFS program, additional phases may be 

needed. As seen in Chapter 7, participants dealing with the crises of their relative remained 

highly distressed. Additional phases should be added to respond to the needs of family 

members experiencing crises. Since psychotic symptoms were common in drug-using 

relatives, additional knowledge about dealing with this problem should be included in the 

program (and program leaders should be highly skilled in addressing them). 

To enhance impacts on substance use, TFS should be integrated into existing drug use 

campaigns or interventions. For example, when substance users or adolescents with high risk 
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behaviours are recruited to attend camps or other substance use interventions, family 

members should be approached and recruited to TFS, allowing synergies between the 

programs to accentuate the benefits from both.     

As already discussed above, collaboration between PCUs and the Office of Sub-

district Administrative Organization (SAO) is required to support the TFS program’s 

implementation in PCUs. The local government committee at the SAO reported that they had 

funding to support projects related to drug use in the community and in mental health care. 

Both PCUs and the SAO had a duty to provide facilities to prevent substance abuse and treat 

people who suffered from drug use in their community, and these organisations should work 

collaboratively, sharing facilities, funding, and other resources and eliminating duplication.        

Funding for interventions targeted at affected family members is rarely available in 

Thailand, and the dominant policy initiatives focus on interventions for substance users. 

Results from the present study support the importance of this work.   

Recommendations for further research  

1. To identify the full impact of substance use on families, nationwide surveys on the 

challenges and costs associated with being an affected family member of a substance user are 

required. Results from those studies would inform future policy development on this issue 

and allow more effective responses to the needs of affected family members. 

2. The current study was a small-scale RCT, and further randomised controlled trials 

should be conducted with a larger sample size, controlling for gender and problem severity. 

This research could further increase confidence in the efficacy and effectiveness of TFS and 

identify ways to optimise its impact.  Effects of TFS on a wider range of family members 

such as fathers, partners, and grandparents should also be examined. 
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3. Comparisons of the TFS program with other types of standard treatment are needed 

to control for therapist contact and program type.  Examination of the benefits of a booster 

program is also required. 

4.  As part of an ongoing program of research, studies should examine which aspects 

of TFS appear most responsible for its effects, by use of dismantling designs.  Such studies 

would identify whether a revised program should emphasise some segments more than 

others. 

5. A longer term follow up period is required for further research. The maximum 

follow-up period in the current study was 3 months after the end of treatment. A follow-up of 

at least 12 months should be conducted to examine the maintenance of treatment gains.  

6. Development of further measures is needed to examine the potential influence of 

TFS on drug users’ behaviours and on other members of the family (e.g. the participant’s 

partner or the siblings of the substance user).  

7. Further studies might also examine whether TFS is differentially effective when the 

substance use is or is not associated with other mental health problems.  

8. Strategies to more effectively engage family members in TFS should be explored.  

If some groups (e.g. families of people with high comorbidity) are under-represented, this 

issue should be addressed.  

9. Finally, TFS should be modified and tested in other primary care settings 

throughout Thailand (e.g. north, northeast, east, central, south), since each has a distinctive 

linguistic and cultural context. Testing in multiple contexts is needed, if TFS is to be used 

nationwide. 
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In conclusion, findings from this study reported the impact of substance use on family 

members and difficulties that they experienced when living with the substance users, and the 

resulting distresses and burden that may contribute to developing severe mental health 

disease. Drug use policies in Thailand should be modified to support family members and 

respond to their needs effectively for early prevention. Furthermore, results from this study 

have given preliminary support for application of the TFS program in rural primary care 

settings and have identified some policies that will require implementation for it to be 

disseminated more broadly.  
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Appendix 1: Ethics approvals  
 
 

Appendix 1 includes: 

Study one: 

1. ethics approval (NEAF)  

2. ethics approval from Thailand (Udonthani Hospital, Thailand) 

                                    

Study two: 

3. ethics approval (NEAF)  

4. ethics approval from Thailand (Udonthani Provincial Health Ofiice, 

Thailand) 
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Appendix 2: Scale use consent forms 
 
  

Appendix 2 contains scale use consent forms for all measures, used for this 

study 
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Appendix 3: Back translation 
 
  

Appendix 3 contains a letter to the back translator in Thailand and translation 

process explanation  
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Translation method 
 
The Family Environment Scale was translated to Thai language by Mrs. Adchara 

Khamchiangta who is a Thai Ph.D candidate in school of psychology and counselling 

from Queensland University of Technology, Australia and she checked accuracy with 

other 2 Thai Ph.D students. After translation, Family Environment Scale (Thai 

version) sent to Dr. Hunsa Payomyong Sethabouppha from the Department of Mental 

Health and Psychiatric Nursing, Faculty of Nursing, Chiangmai University, Thailand 

for a back translation because she is an expert in mental health, has strong English 

language skills and also has experience in back translation. Dr. Sethaboupph 

translated Family Environment Scale (Thai version) back to English version. After 

back translation, Family Environment Scale (back translation) sent to Professor David 

J. Kavanagh from Queensland University of Technology who currently has over 150 

publications in the field of clinical psychology and holds positions on a number of 

editorial and advisory boards. He checked accuracy in English version. 
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Appendix 4: Instruments (study1) 
 
  

Appendix 4 contains the assessment booklet for young people and for family 

members 
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Demographic data: Client 
 
Client Characteristics: 

Number of previous attendance at the unit for this problem……………………….. 
 
Referred case 
 No 
 Yes      from  ……Court order 

        ……..Tertiary hospital (psychiatric hospital) 
        ……..Secondary hospital (general hospital) 
        ……..Primary health care unit 
                          

 
Personal details: 
 
1. Gender 
   Male                                 Female 
 

2. Age: ………………………………….. 
 
3. Current Relationship Status:   
 Married                                              live-in without married         
 Separated or Divorced                    Widowed     
 Single (never married)  
  

4. Education: 
  Never been to school 
  Primary School …………………….years 
 High School      M.3 (grade……)     M.6 (grade…..) 
  College certificate or diploma ………………….years  
 Bachelor Degree………………………years 
 Postgraduate Study…………………….years 
 Temple……………………years 
  Other _______________________________________ 
 

 

Date: ______________  ID: ________________ 
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5. Are you currently employed?: 
 
5.1  Employment status 
  Employed   (if yes, go to 5.2)                        Unemployed 
 Home Duties or Retired             Monk 
 Other………………………….. 

5.2  Employed by: 
  Government official         Private company   
 Own business     

  Agriculture 
  Merchant 
   Other……………………. 

5.3  Type of employment: 
  Full time         Part time 
  Casual   

 
6. Salary per month: 
 Less than 5,000 Baht  
 5,001 – 10,000 Baht 
 10,001 – 15,000 Baht 
 15,001 – 20,000 Baht 
 More than 20,001  Baht 

 
7. Living arrangement: 
 Living with parent…………………………………………………. 
 Living with relative…………………………………………………. 
 Living with spouse………………………………………………….. 
 Living with friend………………………………………………………… 
 Living alone………………………………………………………… 
 Homeless 
 Other……………………………………………………………… 
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Drug check/mental health problems 
Please fill this table associated with The ASSIST screening and Timeline sheet 
 

No. Substance 
(Type of substance used) 

Frequency 
(How often did you have….. 

over the last month?) 

Quantity 
(How much did you have…  
each time you needed it?)  

Time line 
(How long have you been using… 

at this amount?) 
1   

 
  

2   
 

  

3   
 

  

4   
 

  

 
Use the following questions to assess quantity and frequency of drug use (please ask more than 1 question to ensure the reliability of 
data) 

 How often have you had (substance) during the last week/month/ year? 
 How much money did you spend on (substance) in the last week/month/ year?  
 How often do you buy (substance)? 
 How much of (substance) do you usually buy? 
 How much of (substance) do you use each time? 
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LIFETIME SUBSTANCE USE AND PSYCHIATRIC HISTORY 
 
Use the timeline below to map a detailed substance use and psychiatric history. Use the checklist to make sure you have included everything. 
 
 
 
 
 
 
 
 
 
 
   

 
 
 
 
 
 First started each substance                                    First time had problems from substance                        

First time experienced distress or mental problems        Periods of time/Occasions when did not use it/used less  
☐ Relapses * (see note below)                      ☐ Periods spent in hospital (because of mental health) 

 ☐ Length of episodes and hospital stays                     ☐ Diagnosis given by doctor at each episode and hospital stay 
 ☐ Sources of mental health treatment (e.g. GP, private psychiatrist, community mental health service, spiritual treatment etc.) 
 * A relapse is defined as an occasion during which symptoms got worse and required treatment such as an increase or change in medication or going to hospital, 

regardless of whether the client actually sought treatment. 
 

         1995        1996        1997        1998        1999        2000        2001        2002        2003        2004        2005        2006        2007         2008       2009 
 

    S……    P…… 

     M……..        NU…… 
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12 MONTH SUBSTANCE USE AND PSYCHIATRIC HISTORY 
 

Use the timeline below to map a detailed psychiatric history of the last 12 months.  Start by indicating the next month and the year (e.g. if it is November 2008 now, you would write 
December 2008) on the right-most vertical line on the timeline.  Then fill in the rest of the months, working backwards until you reach the left-most line.  Now use the checklist to 
make sure you have recorded everything 
 

 
 
 
 
 
 
 
 
  
 
 
 
 
 
 
 

☐ First use of each substance             ☐ First time had problems from substance     ☐ Duration of substance use      ☐  Psychiatric problems      ☐ Duration of psychiatric problems           
☐ Periods spent in hospital (because of mental health)     ☐  Length of episodes and hospital stays          ☐ Diagnosis given by doctor at each episode and hospital stay           
☐ Periods on medication ☐ Type and quantity of medication    ☐ Sources of mental health treatment (e.g. GP, private psychiatrist, community mental health service, spiritual treatment etc.)
   
Please also record the number of days in the last 12 months that the client was: 
 
Employed: ________ days   In hospital: ________ days   Out of role (i.e. unable to perform your usual duties): ________ days     

______         ______        ______        ______        ______        ______        ______        ______        ______        ______        ______         ______        ______ 
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RISK SITUATION ASSESSMENT 

  
 
Pick the most commonly used or most problematic substances 
 
1. Think about when you last used (substance) 
1.1 Who was there with you? 
……………………………………………………………………………………… 
1.2 Where did it take place? 
……………………………………………………………………………………… 
1.3 What was happening before you used it? 
………………………………………………………………………………………… 
 
………………………………………………………………………………………… 
 
2. Think about when your relative usually use substances 
2.1 When was time you most want to use (substances)? (eg. Morning, afternoon, 
evening, night time) 
………………………………………………………………………………………… 
2.2 What day of the week would this usually be? 
………………………………………………………………………………………… 
 
 
3. Think about when you tried to stop using (substances) 
3.1 Have you ever tried to stop using (substances)?   
………………………………………………………………………………………… 
 
3.2 If you stopped using (substance), what situation would be the hardest? 
………………………………………………………………………………………… 
 
………………………………………………………………………………………… 
 
3.3 How hard was it to stop using (substance)? 

0 1 2 3 4 5 6 7 8 9 10 
            Not at all                                                                                                                                                           Extremely hard 
3.4 How hard was it to think about other things? 

0 1 2 3 4 5 6 7 8 9 10 
            Not at all                                                                                                                                                           Extremely hard 
3.5 What would you do to keep off (substances)? 
………………………………………………………………………………………… 
 
………………………………………………………………………………………… 
 
3.6 What happened when you tried that? 
………………………………………………………………………………………… 
 
………………………………………………………………………………………… 
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Qualitative questions  

 
 
Coping strategy and social support: 
 
1. Is there something that worried or upset you? 

……………………………………………………………………………………

……………………………………………………………………………………

……………………………………………………………………………………

…………………………………………………………………………………… 

…………………………………………………………………………………… 

 
2. When you feel upset, what did you do to make yourself feel better?  

……………………………………………………………………………………

……………………………………………………………………………………

……………………………………………………………………………………

…………………………………………………………………………………… 

…………………………………………………………………………………… 

 
3. What happens when you try that?  

……………………………………………………………………………………

……………………………………………………………………………………

……………………………………………………………………………………

…………………………………………………………………………………… 

…………………………………………………………………………………… 
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Family history 
 

Draw a family diagram (3 generations)  
and provide information about family relationship  

 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

Check: 
 

-  Have any family members ever used /or currently use any substances?  
-  Have any family members ever had mental health problems /or currently have problems?  

        -  Do your family members have any mental health problems related to drug use? Please identify 
        -  Who lives together? 
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 Who are the people you go to talk to when you need help?   
 (Fill in the diagram and tell the reason why) 

 
 

 
 
Check: 
-  Who usually takes you to the hospital?   
 
 
 
 

……………
……………
……………
……………
…………… 

……………
……………
……………
……………
…………… 

……………
……………
……………
……………
…………… 

……………
……………
……………
……………
…………… 

……………
……………
……………
……………
……………

 

 
 

YOU 

Someone to help me when I have financial problems 

Someone to talk when I feel upset 

Someone to help me with getting thing done 

Someone to help me solve problems 

Someone to help me when I get sick 
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Existing treatment assessment 

 
 
1. What hopes do you have about your treatment? Why do you think you need 
treatment? 
 

……………………………………………………………………………………… 

……………………………………………………………………………………… 

……………………………………………………………………………………… 

 
2. What help are you getting for your problem with substance use and mental health 
problems? 

Other health care services In hospital Other sources 
 Physiological treatment e.g. medicine 

 
 
 
 

 

Psychological treatment e.g. psycho-
education group, self-help group 
 
 
 
 
Other, please identify 
 
 
 
 
 

 
3. How helpful is this treatment? (circle score / rate by circling score) 
 

0 1 2 3 4 5 6 7 8 9 10 
 
 
4. How much does it help you to stop using (substances)? (circle score / rate by 
circling score) 
 

0 1 2 3 4 5 6 7 8 9 10 
 
 
5. How satisfied are you with your treatment? (circle score / rate by circling score) 
 

0 1 2 3 4 5 6 7 8 9 10 
 
 
6. How could the hospital help your relative to get better? 

……………………………………………………………………………………… 

……………………………………………………………………………………… 

……………………………………………………………………………………… 

Not at all Very helpful 

  Not at all Very helpful 

Less satisfied Most satisfied 
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Questionnaire Evaluation 

 

 

After survey, the research asks participants to discuss about the difficulties that they 

found from the questionnaires.  

What questions are difficult for you to understand?  

 

...................................................................................................

...................................................................................................

................................................................................................... 

...................................................................................................

...................................................................................................

................................................................................................... 

...................................................................................................

...................................................................................................

................................................................................................... 

...................................................................................................

...................................................................................................

................................................................................................... 

...................................................................................................

...................................................................................................

................................................................................................... 

...................................................................................................

...................................................................................................

................................................................................................... 
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Demographic data:  Family member 

 
Personal detail: 
Gender 
   Male                                 Female 
 

Age: ………………………………….. 
 
Current Relationship Status: 
 Married                                              live-in without married          
 Separated or Divorced                     Widowed     
 Single (never married) 

 
Education: 
  Never been to school   
  Primary School …………………….years  
 High School      M.3 (grade……)     M.6 (grade…..) 
  College certificate or diploma ………………….years  
 Bachelor Degree………………………years 
 Postgraduate Study…………………….years 
 Temple……………………years 
  Other _______________________________________ 
 

Are you currently employed?: 
5.1  Employment status 
  Employed   (if yes, go to 5.2)                        Unemployed 
 Home Duties or Retired             Monk 
 Other………………………….. 

5.2  Employed by 
  Government official         Private company   
 Own business     

  Agriculture 
  Merchant 
   Other……………………. 

5.3  Type of employment 
  Full time         Part time 
  Casual   

 
Salary per month: 
 Less than 5,000 Baht  
 5,001 – 10,000 Baht 
 10,001 – 15,000 Baht 
 15,001 – 20,000 Baht 
 More than 20,001  Baht 

 
Living arrangement: 
 Living with spouse                           
 Living with relative 
 Living with your children               
  Living alone                      
 Other.................................... 

 

 

Date: ______________  ID: ________________ 
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Drug check/mental health problems 
Please fill in this table associated with the Timeline sheet. Ask family member to give the best estimate of substance use from their 
observation. 
 

No. Substance 
 

(Type of substance you have seen 
your relative ever using) 

Frequency 
(How many days in the last week 
have you observed your relative 

using (substances)?) 

Quantity 
(How many (substance) would you 
estimate your relative would use on 

a usual day?)  

Time line 
 

(How long have you seen your 
relative using (substance)?) 

1   
 
 

  

2   
 
 

  

3   
 
 

  

4   
 
 

  

 
Use the following questions to assess quantity and frequency of drug use (please ask more than 1 question to ensure the reliability of 
data) 

 How often have you seen your relative have (substance) during a day/week/month? 
 How often do you see your relative buy (substance)? 
 How much substance do you see your relative use each time? 
 How differently do you use this substance?   
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LIFETIME SUBSTANCE USE AND PSYCHIATRIC HISTORY 
 
Use the timeline below to map a detailed substance use and psychiatric history of your relative. Use the checklist to make sure you have included everything. 
 
 
 
 
 
 
 
 
 
 
   

 
 
 
 
 
 
 
 
 
 First started each substance                                    First time had problems from substance                        

First time experienced distress or mental problems        Periods of time/Occasions when did not use it/used less  
☐ Relapses * (see note below)                      ☐ Periods spent in hospital (because of mental health) 

 ☐ Length of episodes and hospital stays                     ☐ Diagnosis given by doctor at each episode and hospital stay 
 ☐ Sources of mental health treatment (e.g. GP, private psychiatrist, community mental health service, spiritual treatment etc.) 
 * A relapse is defined as an occasion during which symptoms got worse and required treatment such as an increase or change in medication or going to hospital, 

regardless of whether the client actually sought treatment. 
 

         1995        1996        1997        1998        1999        2000        2001        2002        2003        2004        2005        2006        2007         2008       2009 
 

    S……    P…… 

     M……..        NU…… 
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12 MONTH SUBSTANCE USE AND PSYCHIATRIC HISTORY 
 
Use the timeline below to map a detailed substance use and psychiatric history of your relative of the last 12 months.  Start by indicating the next month and the year (e.g. if it is 
November 2008 now, you would write December 2008) on the right-most vertical line on the timeline.  Then fill in the rest of the months, working backwards until you reach the left-
most line.  Now use the checklist to make sure you have recorded everything 
 

 
 
 
 
 
 
 
 
  
 
 
  
 
 
 
 
 
 

☐ First use of each substance             ☐ First time had problems from substance     ☐ Duration of substance use      ☐  Psychiatric problems      ☐ Duration of psychiatric problems           
☐ Periods spent in hospital (because of mental health)     ☐  Length of episodes and hospital stays      ☐ Diagnosis given by doctor at each episode and hospital stay           
☐ Periods on medication ☐ Type and quantity of medication    ☐ Sources of mental health treatment (e.g. GP, private psychiatrist, community mental health service, spiritual treatment etc.)
   
Please also record the number of days in the last 12 months that the client was: 
 
Employed: ________ days   In hospital: ________ days   Out of role (i.e. unable to perform your usual duties): ________ days     

______         ______        ______        ______        ______        ______        ______        ______        ______        ______        ______         ______        ______ 
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RISK SITUATION ASSESSMENT 

  
 

Pick the most commonly used or most problematic substances 
 

1. Think about when you last saw your relative use (substances). 

1.1 Who was there with your relative? 

…………………………………………………………………………………… 

1.2. Where did it take place? 

…………………………………………………………………………………… 

1.3. What was happening before he/she used (substances)? 

…………………………………………………………………………………… 

…………………………………………………………………………………… 

 

2. Think about when your relative usually use substances 

2.1 When does your relative most want to use (substances)? (eg. Morning, afternoon, 

evening, night time) 

…………………………………………………………………………………… 

2.2 What day of the week would this usually be? 

…………………………………………………………………………………… 

 

3. Think about when your relative tried to stop using (substances) 

3.1 Have you ever seen your relative try to stop using (substances)?  If yes, what did 

he/she do? 

…………………………………………………………………………………… 

…………………………………………………………………………………… 

…………………………………………………………………………………… 

…………………………………………………………………………………… 

3.2 How does it work? 

…………………………………………………………………………………… 

…………………………………………………………………………………… 

…………………………………………………………………………………… 
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Qualitative questions  

 
 

 

Coping strategy and social support: 

 

1. What is the thing that upsets you about your relative’s problem? 

…………………………………………………………………………………… 

…………………………………………………………………………………… 

…………………………………………………………………………………… 

…………………………………………………………………………………… 

…………………………………………………………………………………… 

 

2. When you feel upset, what do you do to make yourself feel better?  

…………………………………………………………………………………… 

…………………………………………………………………………………… 

…………………………………………………………………………………… 

…………………………………………………………………………………… 

…………………………………………………………………………………… 

3. What happens when you try that?  

…………………………………………………………………………………… 

…………………………………………………………………………………… 

…………………………………………………………………………………… 

…………………………………………………………………………………… 
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Family history 
 

Draw a family diagram (3 generations) and provide information about family 
relationship  (from family member’s perspective) 

 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

Check: 
 

-  Have any family members ever used /or currently use any substances?  
-  Have any family members ever had mental health problems /or currently have problems?  

        -  Do your family members have any mental health problems related to drug use? Please identify 
        -  Who’s living together? 
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 Who are the people you go to talk to when you need help?   

(Fill in the diagram and tell the reason why) 
 
 

 
 
 

……………
……………
……………
……………
…………… 

……………
……………
……………
……………
…………… 

……………
……………
……………
……………
…………… 

……………
……………
……………
……………
…………… 

……………
……………
……………
……………
……………

 

 
 

YOU 

Someone to help me when I have financial problems 

Someone to talk when I feel upset 

Someone to help me when I get sick 

Someone to help me solve problems 

Someone to help me with getting thing done 
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Existing treatment assessment 
 
 
1. What hopes to you have about your relative’s problem?  

…………………………………………………………………………………… 

…………………………………………………………………………………… 

2. What help are you getting for your relative’s problem with substance use and 

mental health problems? 

Other health 

care services 

In hospital Other sources 

 Physiological treatment e.g. medicine 

 

 

 

Psychological treatment e.g. psycho-

education group, self help group 

 

 

Other, please identify 

 

 

 

3. How helpful is this treatment? (circle score / rate by circling score) 
 

0 1 2 3 4 5 6 7 8 9 10 
 
 
4. How much does it help your relative to stop using (substances)? (circle score / rate 
by circling score) 

0 1 2 3 4 5 6 7 8 9 10 
 
 

 
5. How satisfied are you with this treatment? (circle score / rate by circling score) 

 
0 1 2 3 4 5 6 7 8 9 10 

 
 

 
 
6. How could the hospital help your relative to get better? 
…………………………………………………………………………………… 

…………………………………………………………………………………… 

Not at all Very helpful 

  Not at all Very helpful 

Less satisfied Most satisfied 
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Questionnaire Evaluation 

 

 

After survey, the research asks participants to discuss about the difficulties that they 

found from the questionnaires.  

What questions are difficult for you to understand?  

 

...................................................................................................

...................................................................................................

................................................................................................... 

...................................................................................................

...................................................................................................

................................................................................................... 

...................................................................................................

...................................................................................................

................................................................................................... 

...................................................................................................

...................................................................................................

................................................................................................... 

...................................................................................................

...................................................................................................

................................................................................................... 

...................................................................................................

...................................................................................................

................................................................................................... 
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Measurements in Thai version 
(Study 1) 
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ข้อมูลทัว่ไป  : สําหรับผู้ป่วย 

 

ลกัษณะทัว่ไปของผูป่้วย: 

จาํนวนคร้ังของการมารับการรักษาท่ีคลีนิค  (จากปัญหาน้ี) ……………………….. 

 

การส่งต่อเพ่ือการรักษา 

 ไม่มีการส่งต่อ 

  มีการส่งต่อ      จาก     .……คาํสัง่ศาล 

                  ……..โรงพยาบาลตติยภูมิ  (โรงพยาบาลจิตเวช) 

                   ……..โรงพยาบาลทติุยภูมิ (โรงพยาบาลทัว่ไป) 

                   ……..สถานีอนามยั 

       

ขอ้มูลส่วนบุคคล: 

เพศ 

   ชาย                                 หญิง 

อาย:ุ ………………………………….. 

สถานภาพปัจจุบนั:   

 สมรส                                              อยูร่่วมกนัโดยไม่แต่งงาน         

 แยกกนัอยู ่ หรือ หยา่ร้าง                 เป็นหมา้ย     

 โสด (ไม่เคยแต่งงาน)  

  

ประวติัการศึกษา: 

  ไม่เคยเขา้รับการศึกษา 

  ระดบัปฐมศึกษา …………………….ปี 

 ระดบัมธัยมศึกษา      ม.3                  ม.6 

  ระดบัอนุปริญญา  ………………….ปี 

 ระดบัปริญญาตรี………………………ปี 

 ระดบัสูงกวา่ปริญญาตรี…………………….ปี 

 วดั……………………ปี 

  อ่ืน ๆ _______________________________________ 

 

Date: ______________  ID: ________________ 
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ปัจจุบนัคุณทาํงานหรือไม่?: 

5.1  สถานภาพการทาํงาน  
  ทาํงาน   (ถา้ใช่, ขา้มไปขอ้ 5.2)                        ไม่ไดท้าํงาน 

 ทาํงานบา้น  หรือ เกษียณอาย ุ          พระ 

 อ่ืนๆ………………………….. 

5.2  จา้งงานโดย: 

  รัฐบาล         บริษทัเอกชน   

 เจา้ของธุรกิจ     

  เกษตรกร 

  พอ่คา้ 

   อ่ืนๆ……………………. 

5.3  ประเภทของการทาํงาน: 

  ทาํงานเตม็เวลา         ทาํงานไม่เตม็เวลา 

 ทาํงานชัว่คราว   

 

เงินรายไดต่้อเดือน: 

 นอ้ยกวา่ 5,000 บาท  

 5,001 – 10,000 บาท 

 10,001 – 15,000 บาท 

 15,001 – 20,000 บาท 

 มากกวา่ 20,001  บาท 

ท่ีพกัอาศยั: 

 อาศยัอยูก่บัพอ่แม่ 

 อาศยัอยูก่บัญาติ 

 อาศยัอยูก่บัคู่สมรส 

 อาศยัอยูก่บัเพือ่น 

 อาศยัเพียงลาํพงั 

 ไม่มีทีอ่ยูอ่าศยั 

 อ่ืนๆ………………………………………………………………
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การตรวจสอบการใช้สารเสพติด/ปัญหาทางจิต 

กรุณากรอกขอ้มูลร่วมกบัการใชแ้บบสอบถาม The ASSIST และ Timeline sheet 

 

จาํนวน สารเสพติด 

(ชนิดของสารเสพติดท่ีเคยใช)้ 

ความถ่ี 

(ในรอบ 1 เดือนท่ีผา่นมาคุณใช้

..................... 
บ่อยคร้ังแค่ไหน?) 

ปริมาณ 

(ทุกคร้ังท่ีใช.้.......คุณใชป้ริมาณมากแค่

ไหน?)  

ระยะเวลา 

(คุณใช.้.......ในปริมาณน้ีมานานแค่ไหน?) 

1   

 

  

2   

 

  

3   

 

  

4   

 

  

ใชค้าํถามต่อไปน้ีเพ่ือประเมินปริมาณและความถ่ีในการใชส้ารเสพติด   (กรุณาถามคาํถามมากกวา่ 1 คาํถามเพ่ือประเมินความเท่ียงตรงของขอ้มูล) 

 คุณใชส้ารเสพติดบ่อยแค่ไหน ใน สปัดาห์ / เดือน ท่ีผา่นมา 

 คุณใชเ้งินมากแค่ไหนในการซ้ือสารเสพติด ในสปัดาห์/ เดือน / ปี ท่ีผา่นมา  
 คุณซ้ือสารเสพติดบ่อยแค่ไหน? 

 โดยปกติแลว้คุณใชเ้งินในการซ้ือสารเสพติดแต่ละคร้ังมากเท่าไหร่? 

 ในแต่ละคร้ังท่ีใชส้ารเสพติดคุณใชป้ริมาณมากเท่าไหร่? 
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ระยะการใช้สารเสพตดิ  และประวตักิารเจ็บป่วยทางจิต 

ใช ้timeline ต่อไปน้ีเขียนรายละเอียดของระยะเวลาการใชส้ารเสพติดและประวติัการเจบ็ป่วยทางจิต โดยใชร้ายการขา้งล่างน้ีประกอบการถาม  
 

 

 

 

 

 

 

 

   

 

 

 

 

 

 การเร่ิมใชส้ารเสพติดคร้ังแรก (ระบุ แต่ละสารเสพติด)                                    คร้ังแรกท่ีพบปัญหาจากการใชส้ารเสพติด                               คร้ังแรกท่ีเร่ิมมีการเจบ็ป่วยทางจิต                              
ระยะเวลาท่ีใชส้ารเสพติดนอ้ยท่ีสุด / ไม่ใชเ้ลย                                   ☐  การกลบัเป็นซํ้ า                        ☐ ระยะเวลาท่ีพกัในโรงพยาบาล (เน่ืองจากปัญหาทางสุขภาพจิต) 

☐ ระยะเวลาการเจบ็ป่วย และระยะเวลาท่ีพกัในโรงพยาบาล                    ☐ การวนิิจฉยัโดยแพทยใ์นแแต่ละคร้ังท่ีเขา้รับการรักษา 

 ☐ แหล่งรับบริการดา้นสุขภาพจิต  (เช่น พบแพทยท์ัว่ไป  พบจิตแพทย ์ การรับบริการสุขภาพจิตในชุมชน  การบาํบดัรักษาดา้นจิตวญิญาณ)  

 * การกลบัเป็นซํ้า หมายถึงช่วงเวลาท่ีมีอาการแยล่งและตอ้งการการรักษา เช่น เพ่ิม หรือเปล่ียนแปลงปริมาณการรับยา  การมารับบริการท่ีโรงพยาบาล (โดยอาจเป็นไดท้ั้งในกรณีท่ีผูป่้วยแสวงหา หรือ ไม่แสวงหาการรักษา) 

            2538          2539           2540          2541          2542          2543          2544          2545          2546           2547          2548          2549          2550          
551         552 

 

    S……    P……      M…….. 

       NU…… 
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การใช้สารเสพตดิ  และประวตักิารเจ็บป่วยทางจิตในระยะ  12  เดือนที่ผ่านมา 

ใช ้timeline ต่อไปน้ีเขียนรายละเอียดของระยะเวลาการใชส้ารเสพติดและประวติัการเจบ็ป่วยทางจิตในรอบ 12 เดือนท่ีผา่นมา โดยเร่ิมจากเดือนต่อไปและนบัยอ้นกลบัจนครบ  1 ปี  
( เช่น ถา้เดือนน้ีคือ พฤศจิกายน ใหเ้ขียนเดือนธนัวาคมในช่องขวาสุด แลว้เขียนเดือนยอ้นกลบัจนครบ 1 ปี)  

 

 

 

 

 

 

 

 

  

 

 

 ☐  การเร่ิมใชส้ารเสพติดคร้ังแรก (ระบุ แต่ละสารเสพติด) ☐ คร้ังแรกท่ีพบปัญหาจากการใชส้ารเสพติด                                ☐  ระยะเวลาท่ีใชส้ารเสพติด                           
☐ ระยะเวลาท่ีเจ็บป่วยทางจิต                         ☐ ระยะเวลาท่ีพกัในโรงพยาบาล (เน่ืองจากปัญหาทางสุขภาพจิต)    ☐ ระยะเวลาการเจบ็ป่วย และระยะเวลาท่ีพกัในโรงพยาบาล                           
☐ การวนิิจฉยัโดยแพทยใ์นแแต่ละคร้ังท่ีเขา้รับการรักษา    ☐ ระยะเวลาท่ีไดรั้บยา                                                ☐ ชนิดและปริมาณการรับยา    

 ☐ แหล่งรับบริการดา้นสุขภาพจิต  (เช่น พบแพทยท์ัว่ไป  พบจิตแพทย ์ การรับบริการสุขภาพจิตในชุมชน  การบาํบดัรักษาดา้นจิตวญิญาณ)  

ให้ระบุจาํนวนวนัในรอบ 1 ปีที่ ผู้ป่วย: 

ทาํงาน: ________ วนั   อยูโ่รงพยาบาล: ________ วนั   ไม่สามารถทาํหนา้ท่ีตามบทบาทปกติได:้ ________ วนั     

______         ______        ______        ______        ______        ______        ______        ______        ______        ______        ______         ______        ______ 
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การประเมินสถานการณ์เส่ียง 

  

เลือกถามถึงสารเสพติดท่ีใชบ่้อยท่ีสุดและก่อใหเ้กิดปัญหามากท่ีสุด  
1. ใหนึ้กถึงคร้ังสุดทา้ยท่ีคุณใชส้ารเสพติด  
1.1 มีใครอยูก่บัคุณบา้ง 

…………………………………………………………………………………………………........................... 
1.2 เหตุการณ์น้ีเกิดข้ึนท่ีไหน 

…………………………………………………………………………………………………........................... 
1.3 มีอะไรเกิดข้ึนก่อนท่ีคุณจะใชส้ารเสพติด 

…………………………………………………………………………………………………........................... 
…………………………………………………………………………………………………........................... 
2. ใหนึ้กถึงเม่ือคุณใชส้ารเสพติด 

2.1 เม่ือใดท่ีคุณตอ้งการใช ้(................) มากท่ีสุด? (เช่น ตอนเชา้  ตอนบ่าย  ตอนเยน็  ตอนกลางคืน) 

…………………………………………………………………………………………………........................... 
2.2โดยปกติคุณใช.้............วนัใดในรอบสปัดาห์ 

…………………………………………………………………………………………………........................... 
3. ใหนึ้กถึงเม่ือคร้ังท่ีคุณพยายามหยดุใชส้ารเสพติด  
3.1 คุณเคยพยายามหยดุใชส้ารเสพติดไหม ?   

…………………………………………………………………………………………………........................... 
3.2  ถา้คุณเคยหยดุ มีสถานการณ์ใดบา้งท่ีคุณพบวา่ยากท่ีสุด? 

…………………………………………………………………………………………………........................... 
…………………………………………………………………………………………………........................... 
3.3  ความยากในการหยดุใชส้ารเสพติด อยูใ่นระดบัใด ?  (วงกลมลอ้มรอบตวัเลข) 

0 1 2 3 4 5 6 7 8 9 10 

 ไม่ยากเลย                                                                                                                                                             ยากมากท่ีสุด 

3.3  มนัยากมากแค่ไหนท่ีพยายามคิดถึงส่ิงอ่ืนนอกเหนือจากสารเสพติด ?  (วงกลมลอ้มรอบตวัเลข) 

0 1 2 3 4 5 6 7 8 9 10 

 ไม่ยากเลย                                                                                                                                                             ยากมากท่ีสุด 

3.5 คุณทาํอะไรบา้งเพ่ือท่ีจะหยดุการใชส้ารเสพติด? 

…………………………………………………………………………………………………........................... 
…………………………………………………………………………………………………........................... 
3.6 เกิดอะไรข้ึนบา้งเม่ือคุณลองทาํส่ิงเหล่านั้น (จากขอ้มูลขอ้ 3.5) ? 

…………………………………………………………………………………………………........................... 
…………………………………………………………………………………………………........................... 
…………………………………………………………………………………………………........................... 
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                                                               คําถามเชิงคุณภาพ 

กลยทุธ์ในการเผชิญปัญหา และการสนบัสนุนทางสงัคม: 

1. มีอะไรบา้งท่ีทาํใหคุ้ณเป็นกงัวล หรือทาํใหคุ้ณรู้สึกเสียใจ? 

…………………………………………………………………………………………………...... 
…………………………………………………………………………………………………...... 
…………………………………………………………………………………………………...... 
…………………………………………………………………………………………………...... 
…………………………………………………………………………………………………...... 
…………………………………………………………………………………………………...... 
…………………………………………………………………………………………………...... 
…………………………………………………………………………………………………...... 
 

2. เม่ือคุณรู้สึกเสียใจ คุณทาํอยา่งไรเพ่ือใหต้วัเองรู้สึกดีข้ึน?  

…………………………………………………………………………………………………...... 
…………………………………………………………………………………………………...... 
…………………………………………………………………………………………………...... 
…………………………………………………………………………………………………...... 
…………………………………………………………………………………………………...... 
…………………………………………………………………………………………………...... 
…………………………………………………………………………………………………...... 
…………………………………………………………………………………………………...... 
 

3. เกิดอะไรข้ึนเม่ือคุณลองทาํส่ิงนั้น ? (จากขอ้มูลขอ้ 2) 

…………………………………………………………………………………………………...... 
…………………………………………………………………………………………………...... 
…………………………………………………………………………………………………...... 
…………………………………………………………………………………………………...... 
…………………………………………………………………………………………………...... 
…………………………………………………………………………………………………...... 
…………………………………………………………………………………………………...... 
…………………………………………………………………………………………………...... 
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ประวตัิครอบครัว 

เขียน แผนภูมิรูปภาพของครอบครัว  (3 generations)  

และช้ีแจงรายละเอียดของความสัมพนัธ์ในครอบครัว 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 
 

 

 

 

 

ตรวจสอบ: 

-  มีสมาชิกในครอบครัวท่ีเคยใช ้หรือกาํลงัใชส้ารเสพติดหรือไม่ ?  

-  มีสมาชิกในครอบครัวท่ีเคยมีประวติั หรือกาํลงัมีการเจบ็ป่วยทางจิตหรือไม่ ?  

        -  สมาชิกในครอบครัวมีปัญหาทางจิตท่ีเก่ียวขอ้งกบัการใชส้ารเสพติดหรือไม่?  (ระบุรายละเอียด) 

        -  มีใครบา้งท่ีอาศยัในครอบครัวเดียวกนั? 
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                        ใครคือคนทีคุ่ณคุยด้วยเมื่คุณต้องการการช่วยเหลอื?   

                         (กรอกรายละเอยีดในรูปภาพและช้ีแจงเหตุผล) 

 

 

 

 
 

 

ตรวจสอบ:   

 

-  โดยปกติแลว้  ใครเป็นคนนาํคุณส่งโรงพยาบาล?   

 

 

..........................

..........................

..........................

..........................

..........................

 

..........................

..........................

..........................

..........................

..........................

 

..........................

..........................

..........................

..........................

..........................

 

..........................

..........................

..........................

..........................

..........................

 

..........................

..........................

..........................

..........................

..........................

 

 
 

ตวัคุณ 

         คนท่ีคอยช่วยเหลือเม่ือฉนัมีปัญหา

 

                             คนทีค่อยช่วยฉนั

ปั้ ่  

คนท่ีคอยช่วยเหลือเม่ือฉนัเศร้า  เสียใจ 

คนท่ีคอยช่วยเหลือฉนัเพื่อทาํส่ิงต่างๆใหส้าํเร็จ 

คนท่ีคอยช่วยเหลือเม่ือฉนัเจบ็ป่วย 
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การประเมินการบําบัดรักษาในปัจจุบัน 

1. คุณมีความหวงัอยา่งไรบา้งเก่ียวกบัการบาํบดัรักษาของคุณ? เพราะอะไรคุณจึงคิดวา่คุณตอ้งการการบาํบดั? 

…………………………………………………………………………………………………...............
.................................................................................................................
.................................................................................................................
................................................................................................................. 

2. คุณไดรั้บการช่วยอยา่งไรบา้งเม่ือมีปัญหาเก่ียวกบัการใชส้ารเสพติดและการเจบ็ป่วยทางจิต? 

หน่วยงานบริการทางสุขภาพจากแหล่งอ่ืนๆ ในโรงพยาบาล แหล่งอ่ืนๆ 

 การบาํบดัรักษาทางดา้นร่างกาย เช่น ยา 

 

 

 

 

การบาํบดัรักษาทางดา้นจิตใจ เช่น กลุ่มสุขศึกษาทางจิต  กลุ่ม

ช่วยเหลือตนเอง 

 

 

 

อ่ืนๆ  (ระบ)ุ 

 

 

 

3. การบาํบดัท่ีไดรั้บมีประโยชนม์ากแค่ไหน ? (วงกลมรอบคะแนนท่ีตรงกบัความรู้สึก) 

0 1 2 3 4 5 6 7 8 9 10 

 

4. การบาํบดัท่ีไดรั้บช่วยใหคุ้ณหยดุการใชส้ารเสพติดไดม้ากแค่ไหน? (วงกลมรอบคะแนนท่ีตรงกบัความรู้สึก) 

0 1 2 3 4 5 6 7 8 9 10 

 

5. คุณพึงพอใจการบาํบดัรักษาท่ีคุณไดรั้บมากแค่ไหน? (วงกลมรอบคะแนนท่ีตรงกบัความรู้สึก) 

0 1 2 3 4 5 6 7 8 9 10 

 

6. โรงพยาบาลจะสามารถช่วยเหลือใหอ้าการของคุณดีข้ึนไดอ้ยา่งไร? 

...................................................................................................

...................................................................................................

................................................................................................... 
 

ไม่มีประโยชน์เลย มีประโยชน์อยา่งมาก 

พอใจนอ้ยท่ีสุด พอใจมากท่ีสุด 

ไม่มีประโยชน์เลย มีประโยชน์อยา่งมาก 
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การประเมนิแบบวดั 

 

 

หลงัจากใชแ้บบวดัในการสาํรวจ  นกัวจิยัถามผูเ้ขา้ร่วมวจิยัเพ่ือแสดงความคิดเห็นเก่ียวกบัความยากของแบบวดั 

มีคาํถามใดบา้งท่ีคุณคิดวา่ขอ้คาํถามเขา้ใจไดย้าก? 

 

...................................................................................................

...................................................................................................

................................................................................................... 

...................................................................................................

...................................................................................................

................................................................................................... 

...................................................................................................

...................................................................................................

................................................................................................... 

...................................................................................................

...................................................................................................

................................................................................................... 

...................................................................................................

...................................................................................................

................................................................................................... 

...................................................................................................

...................................................................................................

................................................................................................... 
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ข้อมูลทัว่ไป  : สําหรับสมาชิกในครอบครัวของผู้ป่วย 

 

ขอ้มูลส่วนบุคคล: 

เพศ 

   ชาย                                 หญิง 

อาย:ุ ………………………………….. 

สถานภาพปัจจุบนั:   

 สมรส                                              อยูร่่วมกนัโดยไม่แต่งงาน         

 แยกกนัอยู ่ หรือ หยา่ร้าง                 เป็นหมา้ย     

 โสด (ไม่เคยแต่งงาน)  

  

ประวติัการศึกษา: 

  ไม่เคยเขา้รับการศึกษา 

  ระดบัปฐมศึกษา …………………….ปี 

 ระดบัมธัยมศึกษา      ม.3                  ม.6 

  ระดบัอนุปริญญา  ………………….ปี 

 ระดบัปริญญาตรี………………………ปี 

 ระดบัสูงกวา่ปริญญาตรี…………………….ปี 

 วดั……………………ปี 

  อ่ืน ๆ _______________________________________ 

 

Date: ______________  ID: ________________ 
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ปัจจุบนัคุณทาํงานหรือไม่?: 

5.1  สถานภาพการทาํงาน  
  ทาํงาน   (ถา้ใช่, ขา้มไปขอ้ 5.2)                        ไม่ไดท้าํงาน 

 ทาํงานบา้น  หรือ เกษียณอาย ุ          พระ 

 อ่ืนๆ………………………….. 

5.2  จา้งงานโดย: 

  รัฐบาล         บริษทัเอกชน   

 เจา้ของธุรกิจ     

  เกษตรกร 

  พอ่คา้ 

   อ่ืนๆ……………………. 

5.3  ประเภทของการทาํงาน: 

  ทาํงานเตม็เวลา         ทาํงานไม่เตม็เวลา 

 ทาํงานชัว่คราว   

 

เงินรายไดต่้อเดือน: 

 นอ้ยกวา่ 5,000 บาท  

 5,001 – 10,000 บาท 

 10,001 – 15,000 บาท 

 15,001 – 20,000 บาท 

 มากกวา่ 20,001  บาท 

ท่ีพกัอาศยั: 

 อาศยัอยูก่บัพอ่แม่ 

 อาศยัอยูก่บัญาติ 

 อาศยัอยูก่บัคู่สมรส 

 อาศยัอยูก่บัเพือ่น 

 อาศยัเพียงลาํพงั 

 ไม่มีทีอ่ยูอ่าศยั 

 อ่ืนๆ………………………………………………………………
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การตรวจสอบการใช้สารเสพติด/ปัญหาทางจิต 

กรุณากรอกขอ้มูลร่วมกบัการใชแ้บบสอบถาม The ASSIST และ Timeline sheet  ใหญ้าติผูป่้วยประมาณการใชส้ารเสพติดตามท่ีสงัเกตไุด ้

 

จาํนวน สารเสพติด 

(ชนิดของสารเสพติดท่ีญาติคุณเคยใช)้ 

ความถ่ี 

(ในรอบ 1 เดือนท่ีผา่นมาคุณพบวา่ญาติคุณ

ใช.้....................บ่อยคร้ังแค่ไหน?) 

ปริมาณ 

(ทุกคร้ังท่ีใช.้.............ญาติคุณใชป้ริมาณ

มากแค่ไหน?)  

ระยะเวลา 

(ญาติคุณใช.้.......ในปริมาณน้ีมานานแค่ไหน?) 

1   

 

  

2   

 

  

3   

 

  

4   

 

  

ใชค้าํถามต่อไปน้ีเพ่ือประเมินปริมาณและความถ่ีในการใชส้ารเสพติด   (กรุณาถามคาํถามมากกวา่ 1 คาํถามเพ่ือประเมินความเท่ียงตรงของขอ้มูล) 

 ญาติของคุณใชส้ารเสพติดบ่อยแค่ไหน ใน สปัดาห์ / เดือน ท่ีผา่นมา 

 ญาติของคุณใชเ้งินมากแค่ไหนในการซ้ือสารเสพติด ในสปัดาห์/ เดือน / ปี ท่ีผา่นมา  
 ญาติคุณซ้ือสารเสพติดบ่อยแค่ไหน? 

 โดยปกติแลว้ญาติคุณใชเ้งินในการซ้ือสารเสพติดแต่ละคร้ังมากเท่าไหร่? 

 ในแต่ละคร้ังท่ีใชส้ารเสพติดญาติคุณใชป้ริมาณมากเท่าไหร่? 
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ระยะการใช้สารเสพตดิ  และประวตักิารเจ็บป่วยทางจิต 

ใช ้timeline ต่อไปน้ีเขียนรายละเอียดของระยะเวลาการใชส้ารเสพติดและประวติัการเจบ็ป่วยทางจิตของญาติคุณ โดยใชร้ายการขา้งล่างน้ีประกอบการถาม  
 

 

 

 

 

 

 

 

   

 

 

 

 

 

 การเร่ิมใชส้ารเสพติดคร้ังแรก (ระบุ แต่ละสารเสพติด)                                    คร้ังแรกท่ีพบปัญหาจากการใชส้ารเสพติด                               คร้ังแรกท่ีเร่ิมมีการเจ็บป่วยทางจิต                              
ระยะเวลาท่ีใชส้ารเสพติดนอ้ยท่ีสุด / ไม่ใชเ้ลย                                    ☐  การกลบัเป็นซํ้ า                        ☐ ระยะเวลาท่ีพกัในโรงพยาบาล (เน่ืองจากปัญหาทางสุขภาพจิต) 

☐ ระยะเวลาการเจบ็ป่วย และระยะเวลาท่ีพกัในโรงพยาบาล                          ☐ การวนิิจฉยัโดยแพทยใ์นแแต่ละคร้ังท่ีเขา้รับการรักษา 

 ☐ แหล่งรับบริการดา้นสุขภาพจิต  (เช่น พบแพทยท์ัว่ไป  พบจิตแพทย ์ การรับบริการสุขภาพจิตในชุมชน  การบาํบดัรักษาดา้นจิตวญิญาณ)  

 * การกลบัเป็นซํ้า หมายถึงช่วงเวลาท่ีมีอาการแยล่งและตอ้งการการรักษา เช่น เพ่ิม หรือเปล่ียนแปลงปริมาณการรับยา  การมารับบริการท่ีโรงพยาบาล (โดยอาจเป็นไดท้ั้งในกรณีท่ีผูป่้วยแสวงหา หรือ ไม่แสวงหาการรักษา) 

            2538          2539           2540          2541          2542          2543          2544          2545          2546           2547          2548          2549          2550          
551         552 

 

    S……    P…… 
     M…….. 

       NU…… 
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การใช้สารเสพตดิ  และประวตักิารเจ็บป่วยทางจิตในระยะ  12  เดือนที่ผ่านมา 

ใช ้timeline ต่อไปน้ีเขียนรายละเอียดของระยะเวลาการใชส้ารเสพติดและประวติัการเจบ็ป่วยทางจิตของญาติคุณในรอบ 12 เดือนที่ผา่นมา โดยเร่ิมจากเดือนต่อไปและนบัยอ้นกลบัจนครบ  1 ปี  
(เช่น ถา้เดือนน้ีคือ พฤศจิกายน ใหเ้ขียนเดือนธนัวาคมในช่องขวาสุด แลว้เขียนเดือนยอ้นกลบัจนครบ 1 ปี)  

 

 

 

 

 

 

 

 

  

 
 

 ☐  การเร่ิมใชส้ารเสพติดคร้ังแรก (ระบุ แต่ละสารเสพติด) ☐ คร้ังแรกท่ีพบปัญหาจากการใชส้ารเสพติด                               ☐  ระยะเวลาท่ีใชส้ารเสพติด                           
☐ ระยะเวลาท่ีเจ็บป่วยทางจิต                        ☐ ระยะเวลาท่ีพกัในโรงพยาบาล (เน่ืองจากปัญหาทางสุขภาพจิต)    ☐ ระยะเวลาการเจบ็ป่วย และระยะเวลาท่ีพกัในโรงพยาบาล                           
☐ การวนิิจฉยัโดยแพทยใ์นแแต่ละคร้ังท่ีเขา้รับการรักษา    ☐ ระยะเวลาท่ีไดรั้บยา                                               ☐ ชนิดและปริมาณการรับยา    

 ☐ แหล่งรับบริการดา้นสุขภาพจิต  (เช่น พบแพทยท์ัว่ไป  พบจิตแพทย ์ การรับบริการสุขภาพจิตในชุมชน  การบาํบดัรักษาดา้นจิตวญิญาณ)  

ให้ระบุจาํนวนวนัในรอบ 1 ปีที่ ผู้ป่วย: 

ทาํงาน: ________ วนั   อยูโ่รงพยาบาล: ________ วนั   ไม่สามารถทาํหนา้ท่ีตามบทบาทปกติได:้ ________ วนั     

______         ______        ______        ______        ______        ______        ______        ______        ______        ______        ______         ______        ______ 
 



 363 

การประเมินสถานการณ์เส่ียง 

  

เลือกถามถึงสารเสพติดท่ีใชบ่้อยท่ีสุดและก่อใหเ้กิดปัญหามากท่ีสุด  
1. ใหนึ้กถึงคร้ังสุดทา้ยท่ีคุณเห็นญาติของคุณใชส้ารเสพติด  
1.1 มีใครอยูก่บัญาติคุณบา้ง 

…………………………………………………………………………………………………............................... 

1.2  เหตุการณ์น้ีเกิดข้ึนท่ีไหน 

…………………………………………………………………………………………………............................... 

1.3  มีอะไรเกิดข้ึนก่อนท่ีญาติคุณจะใชส้ารเสพติด 

…………………………………………………………………………………………………............................... 
…………………………………………………………………………………………………............................... 
2. ใหนึ้กถึงเม่ือญาติคุณใชส้ารเสพติด 

2.1 เม่ือใดท่ีญาติคุณตอ้งการใช ้(................) มากท่ีสุด? (เช่น ตอนเชา้  ตอนบ่าย  ตอนเยน็  ตอนกลางคืน) 

…………………………………………………………………………………………………............................... 
2.2โดยปกติญาติคุณใช.้............วนัใดในรอบสปัดาห์ 

…………………………………………………………………………………………………............................... 
3. ใหนึ้กถึงเม่ือคร้ังท่ีญาติคุณพยายามหยดุใชส้ารเสพติด  
3.1 ญาติคุณเคยพยายามหยดุใชส้ารเสพติดไหม ?   

…………………………………………………………………………………………………............................... 
3.2  ถา้ญาติคุณเคยหยดุ มีสถานการณ์ใดบา้งท่ีคุณพบวา่ยากท่ีสุด? 

…………………………………………………………………………………………………............................... 
…………………………………………………………………………………………………............................... 
3.3  ความยากในการหยดุใชส้ารเสพติด อยูใ่นระดบัใด ?  (วงกลมลอ้มรอบตวัเลข) 

0 1 2 3 4 5 6 7 8 9 10 

     ไม่ยากเลย                                                                                                                                                             ยากมากท่ีสุด 

3.4  มนัยากมากแค่ไหนท่ีพยายามคิดถึงส่ิงอ่ืนนอกเหนือจากสารเสพติด ?  (วงกลมลอ้มรอบตวัเลข) 

0 1 2 3 4 5 6 7 8 9 10 

     ไม่ยากเลย                                                                                                                                                             ยากมากท่ีสุด 

3.5 ญาติคุณทาํอะไรบา้งเพ่ือท่ีจะหยดุการใชส้ารเสพติด? 

…………………………………………………………………………………………………............................... 
…………………………………………………………………………………………………............................... 
3.6 เกิดอะไรข้ึนบา้งเม่ือญาติคุณลองทาํส่ิงเหล่านั้น (จากขอ้มูลขอ้ 3.5) ? 

…………………………………………………………………………………………………............................... 
…………………………………………………………………………………………………............................... 
…………………………………………………………………………………………………............................... 
…………………………………………………………………………………………………............................... 
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                                                               คําถามเชิงคุณภาพ 

กลยทุธ์ในการเผชิญปัญหา และการสนบัสนุนทางสงัคม: 

1. มีอะไรบา้งท่ีทาํใหคุ้ณเป็นกงัวล หรือทาํใหคุ้ณรู้สึกเสียใจ? 

…………………………………………………………………………………………………......... 
…………………………………………………………………………………………………......... 
…………………………………………………………………………………………………......... 
…………………………………………………………………………………………………......... 
…………………………………………………………………………………………………......... 
…………………………………………………………………………………………………......... 
…………………………………………………………………………………………………......... 
…………………………………………………………………………………………………......... 
 

2. เม่ือคุณรู้สึกเสียใจ คุณทาํอยา่งไรเพ่ือใหต้วัเองรู้สึกดีข้ึน?  

…………………………………………………………………………………………………......... 
…………………………………………………………………………………………………......... 
…………………………………………………………………………………………………......... 
…………………………………………………………………………………………………......... 
…………………………………………………………………………………………………......... 
…………………………………………………………………………………………………......... 
…………………………………………………………………………………………………......... 
…………………………………………………………………………………………………......... 
 

3. เกิดอะไรข้ึนเม่ือคุณลองทาํส่ิงนั้น ? (จากขอ้มูลขอ้ 2) 

…………………………………………………………………………………………………......... 
…………………………………………………………………………………………………......... 
…………………………………………………………………………………………………......... 
…………………………………………………………………………………………………......... 
…………………………………………………………………………………………………......... 
…………………………………………………………………………………………………......... 
…………………………………………………………………………………………………......... 
…………………………………………………………………………………………………......... 
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ประวตัิครอบครัว 

เขียน แผนภูมิรูปภาพของครอบครัว  (3 generations)  

และช้ีแจงรายละเอียดของความสัมพนัธ์ในครอบครัว 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

ตรวจสอบ: 

-  มีสมาชิกในครอบครัวท่ีเคยใช ้หรือกาํลงัใชส้ารเสพติดหรือไม่ ?  

-  มีสมาชิกในครอบครัวท่ีเคยมีประวติั หรือกาํลงัมีการเจบ็ป่วยทางจิตหรือไม่ ?  

        -  สมาชิกในครอบครัวมีปัญหาทางจิตท่ีเก่ียวขอ้งกบัการใชส้ารเสพติดหรือไม่?  (ระบุรายละเอียด) 

        -  มีใครบา้งท่ีอาศยัในครอบครัวเดียวกนั? 
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ใครคือคนทีคุ่ณคุยด้วยเมื่คุณต้องการการช่วยเหลอื? 

(กรอกรายละเอยีดในรูปภาพและช้ีแจงเหตุผล) 

 

 

 

 
 

 

 

 

.........................

.........................

.........................

.........................

.........................

 

.........................

.........................

.........................

.........................

.........................

 

.........................

.........................

.........................

.........................

.........................

 

.........................

.........................

.........................

.........................

.........................

 

.........................

.........................

.........................

.........................

.........................

 

 
 

ตวัคุณ 

         คนท่ีคอยช่วยเหลือเม่ือฉนัมี

 

คนท่ีคอยช่วยเหลือเม่ือฉนัเจบ็ป่วย 

        คนท่ีคอยช่วยฉนัแกปั้ญหาต่างๆ 

คนท่ีคอยช่วยเหลือเม่ือฉนัเศร้า  เสียใจ 

คนท่ีคอยช่วยเหลือฉนัเพื่อทาํส่ิงต่างๆใหส้าํเร็จ 
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การประเมินการบําบัดรักษาในปัจจุบัน 

1. คุณมีความหวงัอยา่งไรเก่ียวกบัการบาํบดัรักษาของญาติคุณ?เพราะอะไรคุณจึงคิดวา่ญาติคุณตอ้งการการบาํบดั? 

………………………………………………………………………………………………….....................................
.......................................................................................................................................
.................................................................................................................................. 
2.ญาติคุณไดรั้บการช่วยอยา่งไรบา้งเม่ือมีปัญหาเก่ียวกบัการใชส้ารเสพติดและการเจบ็ป่วยทางจิต? 

หน่วยงานบริการทางสุขภาพจากแหล่ง

อ่ืนๆ 

ในโรงพยาบาล แหล่งอ่ืนๆ 

 การบาํบดัรักษาทางดา้นร่างกาย เช่น ยา 

 

 

 

 

การบาํบดัรักษาทางดา้นจิตใจ เช่น กลุ่มสุขศึกษาทางจิต  กลุ่ม

ช่วยเหลือตนเอง 

 

 

 

อ่ืนๆ  (ระบุ) 

 

 

 

3. การบาํบดัท่ีไดรั้บมีประโยชนม์ากแค่ไหน ? (วงกลมรอบคะแนนท่ีตรงกบัความรู้สึก) 

0 1 2 3 4 5 6 7 8 9 10 

 

4. การบาํบดัท่ีไดรั้บช่วยใหญ้าติคุณหยดุการใชส้ารเสพติดไดม้ากแค่ไหน? (วงกลมรอบคะแนน) 

0 1 2 3 4 5 6 7 8 9 10 

 

5. คุณพึงพอใจการบาํบดัรักษาท่ีญาติคุณไดรั้บมากแค่ไหน? (วงกลมรอบคะแนน) 

0 1 2 3 4 5 6 7 8 9 10 

 

6. โรงพยาบาลจะสามารถช่วยเหลือใหอ้าการของญาติคุณดีข้ึนไดอ้ยา่งไร? 

...........................................................................................................................

........................................................................................................................... 

........................................................................................................................... 

........................................................................................................................... 
 

ไม่มีประโยชน์เลย มีประโยชน์อยา่งมาก 

พอใจนอ้ยท่ีสุด พอใจมากท่ีสุด 

ไม่มีประโยชน์เลย มีประโยชน์อยา่งมาก 
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การประเมนิแบบวดั 

 

 

หลงัจากใชแ้บบวดัในการสาํรวจ  นกัวจิยัถามผูเ้ขา้ร่วมวจิยัเพ่ือแสดงความคิดเห็นเก่ียวกบัความยากของแบบวดั 

มีคาํถามใดบา้งท่ีคุณคิดวา่ขอ้คาํถามเขา้ใจไดย้าก? 

 

................................................................................................................

................................................................................................................ 

................................................................................................................

................................................................................................................ 

................................................................................................................

................................................................................................................ 

................................................................................................................

................................................................................................................ 

................................................................................................................

................................................................................................................ 

................................................................................................................

................................................................................................................ 
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Appendix 5: Instruments (study2) 
 
  

Appendix 5 contains measurements that were used for study 2. Measurements are divided into 2 

types: quantitative and qualitative measures.  

Quantitative measures: 

Quantitative measures were used to determine CSO’s status and CSOs-SUs relationship 

1. CSOs’ status     

• Demographic questionnaire  

• General Health Questionnaire (Thai GHQ-28)   

• WHO Quality Of Life (WHOQOL-BREF-THAI)  

2. CSOs-SUs relationship    

• The Family Environment Scale (Cohesive and conflict)  

• The Family Attitude Scale  

Qualitative measures: 

Qualitative measures included: 

• Individual structured interview with participants at Baseline 

• Individual structured interview with participants at Post 1 

• Individual structured interview with participants at Post 2 

• Individual structured interview with primary health care staff 

    

All measures, including structured interview questions were translated into Thai version and were 

presented in this Appendix 
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Measurements 

Quantitative measures in this study are identified in Table 1. 

Table 1 

Assessment procedure 

Assessment Baseline 
assessment 

Post-
intervention 
assessment 
(6 weeks) 

Follow-up 
assessment 
(12 weeks 
after Post-

intervention) 
1. Demographic 
questionnaire 

   

2. Motivation for change 
ladder 

   

3. Motivation for change 
ladder (SU’s changes) 

   

4. General Health 
Questionnaire (Thai GHQ-
28) 

   

5. WHO Quality Of Life 
(WHOQOL-BREF-THAI)  

   

6. Substance use history    
7. The Family Environment 
Scale (Cohesion and 
conflict) 

   

8. The Family Attitude 
Scale  

   

9. Satisfaction 
questionnaire 

   

10. Working Alliance 
Inventory 

   

11. Individual structured 
interview with participants  
(Baseline assessment) 

   

12. Individual structured 
interview with participants  
(Post 1 assessment) 

   

11. Individual structured 
interview with participants  
(Post 2 assessment) 

   

11. Individual structured 
interview with staff  
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1. Demographic questionnaire 
           CODE…………………… 

Personal detail: 
Gender 
   Male                                 Female 
 

Age: ………………………………….. 
 
Current Relationship Status: 
 Married                                              live-in without married          
 Separated or Divorced                     Widowed     
 Single (never married) 

 
Education: 
  Never been to school   
  Primary School …………………….years  
 High School      M.3 (grade……)     M.6 (grade…..) 
  College certificate or diploma ………………….years  
 Bachelor Degree………………………years 
 Postgraduate Study…………………….years 
 Temple……………………years 
  Other _______________________________________ 
 

Employment status 
  Employed   (if yes, go to 5.2)                        Unemployed 
 Home Duties or Retired             Others……………. 

Employed by 
  Government official         Private company   
 Own business     

  Agriculture 
  Merchant 
   Other……………………. 

Type of employment 
  Full time       Part time    Casual   

Salary per month: 
 Less than 5,000 Baht      5,001 – 10,000 Baht 
 10,001 – 15,000 Baht     15,001 – 20,000 Baht 
 More than 20,001  Baht 

 
Relationship with the substance user 
 Parents     mother  /  father (please circle) 
 Sibling 
 Grandparent ………………………………(please identify) 
 Other relatives…………………………….(please identify) 
 Other……………………………………… 

 

Substance use problems of your relatives (can select more than one) 
 Alcohol     glue     Other………….. 
 Marihuana    amphetamine 
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CODE…………………… 
 

2. Motivation for Change Ladder (for family members) 
 

Please clearly mark on this ladder how you feel about the way you cope with substance use 
in your family 

 
 
 
 
 
       A. I’m, ready to change how I am coping 
 
 
 
        
 
     
 
 
 
 
 
 
 
        
       B. I’m in two minds about changing 
 
 
 
 
 
 

 
 
 

        
 
 
 

E. I don’t need to change how I cope with substance use 
in my family 

 
 
 
 

 
 
 
 
 

1 

2 

3 

4 

5 

6 

7 

8 

9 

10 
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CODE…………………… 

 
3. Motivation for Change Ladder (SU’s changes from family members’ view)  

 
Please clearly mark on this ladder where you believe you are at right now. 

 
 
 
 
 
       A. I’, ready to change now 
 
 
 
       B. I’m thinking more about changing 
 
     
 
 
 
 
 
 
 
        
       C. I’m in two minds about changing 
 
 
 
 
 
 

 
 
 

       D. I’m happy, even if there are reasons for me to change 
 
 
 

       E. I’m nit even thinking about changing at all. 
 
 
 
 

 
 
                                                                                                            (resource: Phukao, 2006) 
 

 

1 

2 

3 

4 

5 

6 

7 

8 

9 

10 
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                                                                                    CODE…………………… 
 

4. THE THAI GENERAL HEALTH QUESTIONNAIRE 
(THAI GHQ-28) 

Please read this carefully. 
 
We should like to know if you have had any medical complaints and how your health has been in general, over 
the past few weeks. Please answer ALL the questions on the following pages simply by underlining the answer 
which you think most nearly applies to you. Remember that we want to know about present and recent 
complaints, not those that you had in the past. 
It is important that you try to answer ALL the questions. Thank you very much for your co-operation. 
 
 
In the past few weeks, have you recently 
 
1) been feeling perfectly well and in Better Same Worse Much worse 
     good health? than usual as usual than usual than usual 
*  
2) been feeling in need of a good tonic? Not No more Rather more  Much more 
   at all than usual than usual    than usual 
* 
3) been feeling run down and out of sorts? Not No more Rather more  Much more 
      at all than usual than usual    than usual 
* 
4) felt that you are ill? Not No more Rather more  Much more 
  at all than usual than usual    than usual 
* 
5) been getting any pains in your head? Not No more Rather more  Much more 
   at all than usual   than usual    than usual 
* 
6) been getting a feeling of tightness Not No more Rather more  Much more 
 or pressure in your head? at all than usual    than usual    than usual 
* 
7) been having hot or cold spells? Not No more Rather more  Much more 
  at all than usual than usual    than usual 
* 
8) lost much sleep over worry? Not No more Rather more  Much more 
  at all than usual than usual    than usual 
* 
9) had difficulty in staying asleep Not No more Rather more  Much more 
 once you are off? at all than usual    than usual    than usual 
* 
10) felt constantly under strain? Not No more Rather more  Much more 
  at all than usual than usual    than usual 
 
11) been getting edgy and bad-tempered? Not No more Rather more  Much more 
   at all than usual    than usual    than usual 
* 
12) been getting scared or panicky Not No more Rather more  Much more 
 for no good reason? at all than usual    than usual    than usual 
 
13) found everything getting on top of you? Not No more Rather more  Much more 
   at all than usual    than usual    than usual 
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4. THE THAI GENERAL HEALTH QUESTIONNAIRE 
(THAI GHQ-28) 

 
* 
14) been feeling nervous and Not No more Rather more  Much more strung-
up all the time? at all than usual than usual    than usual 
     
15) been managing to keep yourself More so Same Rather less Much less 
     busy and occupied? than usual as usual than usual than usual 
* 
16) been taking longer over the things Quicker Same Longer Much longer 
     you do? than usual as usual than usual than usual 
* 
17) felt on the whole you were doing Better About Less well Much 
     things well? than usual the same than usual less well 
* 
18) been satisfied with the way More About same  Less satisfied  Much less 
 you've carried out your task? satisfied as usual than usual satisfied 
* 
19) felt that you are playing a useful More so Same Less useful Much less 
     part in things? than usual as usual than usual useful 
* 
20) felt capable of making decisions More so Same Less so Much less 
     about things? than usual as usual than usual capable 
* 
21) been able to enjoy your normal More so Same Less so Much less 
 day-to-day activities? than usual    as usual than usual    than usual 
 
22) been thinking of yourself as a Not No more Rather more  Much more 
 worthless person? at all than usual    than usual    than usual 
* 
23) felt that life is entirely hopeless? Not No more Rather more  Much more 
  atall than usual than usual    than usual 
* 
24) felt that life isn't worth living? Not No more Rather more  Much more 
  at all than usual than usual    than usual 
* 
25) thought of the possibility that you Definitely I don't Has crossed  Definitely 
 might make away with yourself? not think so my mind have 
* 
26) found at times you couldn't do  Not No more Rather more  Much more 
 anything because your nerves  at all than usual than usual    than usual 
 were too bad? 
* 
27) found yourself wishing you were Not No more Rather more  Much more 
 dead and away from it all? at all than usual    than usual    than usual 
* 
28) found that the idea of taking your  Definitely I don’t Has crossed  Definitely 
 own life kept coming into your mind? not think so my mind has 
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CODE…………………… 
5. WHOQOL-BREF-THAI Version 

The following questions ask how you feel about your quality of life. Please choose the answer that 
appears most appropriate. If you are unsure about which response to give to a question, the first response you 
think of is often the best one (The numbers after responses indicates the scores of the responses). Please keep in 
mind your standards, hopes, pleasures and concerns. Please think about your life in the last two weeks (The 
overall quality of life and general health facet). 
Item Questions Not at 

all 
A little A 

moderate 
amount 

Very 
much 

An 
Extreme 
amount 

1 How satisfied are you with your health?      
2 To what extent do you feel that physical pain 

prevents you from doing what you need to do? 
     

3 Do you have enough energy for everyday life?      
4 How satisfied are you with your sleep?      
5 How much do you enjoy life?      
6 How well are you able to concentrate?      
7 How satisfied are you with yourself?      
8 Are you able to accept your bodily appearance?      
9 How often do you have negative feelings such as 

blue mood, despair, anxiety, depression? 
     

10 How satisfied are you with your ability to 
perform your daily living activities? 

     

11 How much do you need any medical treatment to 
function in your daily life? 

     

12 How satisfied are you with your capacity for 
work? 

     

13 How satisfied are you with your personal 
relationships? 

     

14 How satisfied are you with the support you get 
from your friends? 

     

15 How safe do you feel in your daily life?      
16 How satisfied are you with the conditions of your 

living place? 
     

17 Have you enough money to meet your needs?      
18 How satisfied are you with your access to health 

services? 
     

19 How available to you is the information that you 
need in your day-to-day life? 

     

20 To what extent do you have the opportunity for 
leisure activities? 

     

21 How healthy is your physical environment?      
22 How satisfied are you with your transport?      
23 To what extent do you feel your life to be 

meaningful? 
     

24 How well are you able to get around?      
25 How satisfied are you with your sex life?      
26 How would you rate your quality of life?      

         Resource: Mahutnirankul et al. (1998) 
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CODE……………………  

6. Substance use history by your relatives 
 
  Please indicate types of substance that you know that your relative has ever use 
 

Which of the following substance 
has your relative ever used? 

No Yes Frequency 
(if know) 

Quantity 
(if know) 

Tobacco     
Alcohol     
Cannabis     
Amphetamine     
Inhalants     
Sedatives     
Hallucinogens     
Opioids     
Kratom     
Others     

 
Note 
………………………………………………………………………………………………………………
……………………………………………………………………………………………………………… 
………………………………………………………………………………………………………………
……………………………………………………………………………………………………………… 
………………………………………………………………………………………………………………
……………………………………………………………………………………………………………… 
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CODE…………………… 

6. SUBSTANCE USE HISTORY 
 
Use the timeline below to map a detailed substance use and other problems related to substance use.  Start by indicating the next month and the year (e.g. if it is November 2008 now, 
you would write December 2008) on the right-most vertical line on the timeline.  Then fill in the rest of the months, working backwards until you reach the left-most line.  Now use 
the checklist to make sure you have recorded everything 
 

 
 
 
 
 
 
 
 
  
 
 
  
 
 
 
 

☐ First use of each substance             ☐ First time had problems from substance     ☐ Duration of substance use       
☐  Psychiatric problems            ☐ Physical problem           
☐ Periods spent in hospital             ☐ Diagnosis given by doctor at each episode and hospital stay           
☐ Sources of mental health treatment (e.g. GP, private psychiatrist, community mental health service, spiritual treatment etc.) 
 
 
 
 
 
 
 
 
 
 

CODE……………………  
6. SUBSTANCE USE HISTORY 

______         ______        ______        ______        ______        ______        ______        ______        ______        ______        ______         ______        ______ 
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Please indicate the occurred situation before your relative used any substance and write types of substance in last 2 weeks  
Date Monday Tuesday Wednesday Thursday Friday Saturday Sunday 
What 
happended 
 
 
 

       

Any 
substance use 
by their 
relative 
 
 

       

Date Monday Tuesday Wednesday Thursday Friday Saturday Sunday 
What 
happended 
 
 
 

       

Any 
substance use 
by their 
relative 
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CODE…………………… 
7. Family Environment scale 

(Cohesion and Conflict subscale) 
 

There are 18 statement in this questionnaire. They are statements about families. You are 
to decide which of these statements are true of your family and which are false. If you 
think the statement is true or mostly true of your family, make an X in the labeled T 
(true). If you think the statement is false or mostly false of your family, make an X in the 
labeled F (false).  

 
1. Family members really help and support one another. 

T   F 
 

2. We fight a lot in our family. 
T   F 

 
3. We often seem to be killing time at home. 

T   F 
 

4. Family members rarely become openly angry. 
T   F 

 
5. We put a lot of energy into what we do at home. 

T   F 
 

6. Family members sometimes get so angry they throw things. 
T   F 

 
7. There is a feeling of togetherness in our family. 

T   F 
 

8. Family members hardly ever lose their tempers. 
T   F 

 
9. We rarely volunteer when something has to be done at home. 

T   F 
 

10. Family members often criticize each other. 
T   F 

 
11. Family members really back each other up. 

T   F 
 

12. Family members sometimes hit each other. 
T   F 
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7. Family Environment scale 
(Cohesion and Conflict subscale) 

 
 

13. There is very little group spirit in our family. 
T   F 
 

14. If there’s a disagreement in our family, we try hard to smooth things over and keep 
the peace. 

T   F 
 

15. We really get along well with each other. 
T   F 

 
16. Family members often try to one-up or out-do each other. 

T   F 
 

17. There is plenty of time and attention for everyone in our family. 
T   F 

 
18. In our family, we believe you don’t ever get anywhere by raising your voice.   

T   F 
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CODE…………………… 

8. The Family Attitude Scale (FAS)  
 
There are 30 items. Please report how often each statement was true for you at the moment 
 

Questions Never Very 
rarely 

Some 
days 

Most 
days 

Every 
day 

1. It is good to has him/her around      
2. He/She makes me feel drained      
3. He/She ignores my advice      
4. He/She is really hard to take      
5. I shout at him/her      
6. I wish he/she was not here      
7. I feel that he/she is driving me crazy      
8. I lose my temper with him/her      
9. He/She is easy to get along with      
10. I am sick of having to look after him/her      
11. He/She deliberately causes me problems      
12. I enjoy being with him/her      
13. He/She is a real burden      
14. I argue with him/her      
15. I feel very close to him/her      
16. I can cope with him/her      
17. Living with him/her is too much for me      
18. He/She is infuriating      
19. I find myself saying nasty or sarcastic thing 
to him/her 

     

20. He/She appreciates what I do for him/her      
21. I feel that he/she is becoming easier to live 
with 

     

22. I wish he/she would leave me alone      
23. He/She takes me for granted      
24. He/She can control him/herself      
25. He/She is hard to get close to      
26. I feel that he/she is becoming harder to live 
with 

     

27. I feel very frustrated with him/her      
28. He/She makes a lot of sense      
29. I feel disappointed with him/her      
30. He/She tries to get along with me      
 

 Resource: kavanagh et al. (1997) 
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CODE…………………… 
 

9. Satisfaction questionnaire 
 

Please help us to improve Thai family Support Program by answering the following 
questions about Thai Family Support you have received. We interested in you honest 
opinions, whether they are positive or negative. 

 
 Please rate your answer by circling score 
  
1. How difficult were the activities you were asked to do? 

 
0 1 2 3 4 5 6 7 8 9 10 

Not at all                                        extremely 
 
2. How satisfied are you with the extent the treatment help you to deal more 
 

0 1 2 3 4 5 6 7 8 9 10 
Not at all                                           extremely 
  
3. How interesting was the treatment? 

 
0 1 2 3 4 5 6 7 8 9 10 

Not at all                                         extremely 
 
4. How satisfied were you with the extent TFS was? 

 
0 1 2 3 4 5 6 7 8 9 10 

Not at all                             extremely 
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CODE…………………… 
 

10. Working Alliance Inventory (WAI)  
 
There are sentence that describe someof the different ways a person might think of feel about 
his or her therapist. As you read the sentence mentally insert the name of your therapist in 
place of ………….in the text, Below each statement inside there is a seven point scale: 
 
1  2  3  4           5   6        7  
Never          Rarely   Occasionally     Sometimes       Often             Very often     Always 
 
If the statement describes the way you always feel (or think) circle the number 7; if it never 
applies to your circle number 1. Use the numbers in between to describe the variation 
between these extremes. 
 
This questionnaire is CONFIDENTIAL; neither your therapist nor the agency will see your 
answers. 

 
1. ………and I agree about things I will need to do in therapy improve my situation. 

 
1  2  3  4           5   6        7  

Never          Rarely   Occasionally     Sometimes       Often             Very often     Always 
 

 
2. What I am doing in therapy gives me new ways of looking at my problem. 
 
1  2  3  4           5   6        7  

Never          Rarely   Occasionally     Sometimes       Often             Very often     Always 
 

 
3. I believe………likes me. 
 
1  2  3  4           5   6        7  

Never          Rarely   Occasionally     Sometimes       Often             Very often     Always 
 
 

4. ……….does not understand what I am trying to accomplish in therapy. 
 
1  2  3  4           5   6        7  

Never          Rarely   Occasionally     Sometimes       Often             Very often     Always 
 

5. I am confident in……..’s ability to help me. 
 
1  2  3  4           5   6        7  

Never          Rarely   Occasionally     Sometimes       Often             Very often     Always 
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10. Working Alliance Inventory (WAI)  
 
6. I am confident in……..’s ability to help me. 
 
1  2  3  4           5   6        7  

Never          Rarely   Occasionally     Sometimes       Often             Very often     Always 
 
 

7. ……..and I are working toward mutually agreed upon goal. 
 
1  2  3  4           5   6        7  

Never          Rarely   Occasionally     Sometimes       Often             Very often     Always 
 

 
8. I feel that ……..appreciate me. 
 
1  2  3  4           5   6        7  

Never          Rarely   Occasionally     Sometimes       Often             Very often     Always 
 

 
9. We agree on what is important for me to work on. 
 
1  2  3  4           5   6        7  

Never          Rarely   Occasionally     Sometimes       Often             Very often     Always 
 

 
10. ……..and I trust one another. 
 
1  2  3  4           5   6        7  

Never          Rarely   Occasionally     Sometimes       Often             Very often     Always 
 

 
11. ……..and I have different ideas on what my problems are. 
 
1  2  3  4           5   6        7  

Never          Rarely   Occasionally     Sometimes       Often             Very often     Always 
 

 
12. We have established a good understanding of the kind of change that would be good 

for me. 
 
1  2  3  4           5   6        7  

Never          Rarely   Occasionally     Sometimes       Often             Very often     Always 
 

 
13. I believe the way we are working with my problems is correct. 
 
1  2  3  4           5   6        7  

Never          Rarely   Occasionally     Sometimes       Often             Very often     Always 
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11. Individual Structured Interview with participants  
(Baseline assessment) 

 

Aims: 

1. To assess participants’ problems related to substance use 

2. To identify current coping strategies of participants 

3. To build rapport and a good relationship with participants 

4. To motivate participants into treatment 

5. To identify the needs of the participants that will shape the later contacts 

Time/place: 

 30 minutes in a private room at primary health care unit 

Details: 

Individual interview will be conducted at the first step in order to give a chance to 

participants to talk about their concerns or problems. Task for the therapists is to elicit from 

the participants’ information about his/her experience regarding substance use by their 

relative. Techniques for this session are: active listening, express empathy, exploring, using 

general lead, and summarizing.  

Structured Interview questions are: 

 I would like to hear your thoughts about …(affected person’s name)…in your own 

words and without my interrupting you with any questions or comments. When I ask you to 

begin, I would like you to speak for 5 minutes, telling me what kind of a person (affected 

person’s name) is and how the two of you get along together. 

After you have begun to speck, I prefer not to answer any questions. Are there any questions 

you would like to ask me before we begin?   
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 If you have no question, please close your eyes, take a deep breath, think about 

(affected person’s name). I will give you 5 minutes and please tell me what kind of a person 

(affected person’s name) is and how the two of you get along together.  

 Extra prompts: 

1) Tell me about how things are at home. 

2) What is it like to live with him/her? 

3) What is the thing you like most when having him/her around?  

4) “What are the good things about living with him/her?” 

5) “What are the things that are not so good about living with him/her?” 
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12. Individual Structured Interview with Participants  
(Post 1 assessment) 

Questions for participants in Post intervention point (Post 1) 

• What benefits did you gain from Thai Family Support program? 

• What positive changes in your behaviour did you notice after this program? 

• What did you like most about the program?  

• What did you like the least? 

• Were there important things that were not covered in the program?  

• Why did you come to the group?  

• Any other comments?  

 

13. Individual Structured Interview with Participants  
(Post 2 assessment) 

Questions for participants in Follow up point (Post 2) 

• What do you remember about the Thai Family Support program? 

• Has it had any lasting effect on you or your family?     
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14. Individual Structured Interview with staff  
 

Staff were asked to answers the following questions. 

• How did you feel about Thai family Support program? 

• What were the advantages and disadvantages of TFS program? 

• What was the most impression that you experienced from TFS program?  

• What were the obstacles of this program? How did you overcome them? 

• In what ways could this Thai Family Support Program be improved? 

• Is it possible to implement TFS program in Primary Care Unit in Thailand? 

Please identify 

• Any other comments?  
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Measurements in Thai version 
(Study 2) 
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รหัส…………………… 

1.ข้อมูลทัว่ไป 

 

 เพศ 

   ชาย                                 หญิง 

อาย:ุ ………………………………….. 

สถานภาพปัจจุบนั:   

 สมรส                                               อยูร่่วมกนัโดยไม่แต่งงาน         

 แยกกนัอยู ่ หรือ หยา่ร้าง                  เป็นหมา้ย     

 โสด (ไม่เคยแต่งงาน)  

  

ประวติัการศึกษา: 

  ไม่เคยเขา้รับการศึกษา 

  ระดบัปฐมศึกษา …………………….ปี 

 ระดบัมธัยมศึกษา      ม.3                  ม.6 

  ระดบัอนุปริญญา  ………………….ปี 

 ระดบัปริญญาตรี………………………ปี 

 ระดบัสูงกวา่ปริญญาตรี…………………….ปี 

 วดั……………………ปี 

  อ่ืน ๆ _______________________________________ 

สถานภาพการทาํงาน  
  ทาํงาน                   ไม่ไดท้าํงาน 

 ทาํงานบา้น  หรือ เกษียณอาย ุ          พระ 

 อ่ืนๆ………………………….. 

จา้งงานโดย: 

  รัฐบาล         บริษทัเอกชน   

 เจา้ของธุรกิจ     

  เกษตรกร 

  พอ่คา้ 

   อ่ืนๆ……………………. 

 ประเภทของการทาํงาน: 

 ทาํงานเตม็เวลา      ทาํงานไม่เตม็เวลา    ทาํงานชัว่คราว   
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1.ข้อมูลทัว่ไป (ต่อ) 

 

 เงินรายไดต้่อเดือน: 

 นอ้ยกวา่ 5,000 บาท  

 5,001 – 10,000 บาท 

 10,001 – 15,000 บาท 

 15,001 – 20,000 บาท 

 มากกวา่ 20,001  บาท 

 

สมัพนัธภาพกบับุคคลท่ีใชส้ารเสพติด 
 ผูป้กครอง พอ่     แม่  (กรุณาวงกลมรอบคาํตอบ) 

 พ่ีนอ้ง 

 ปู่ ยา่ ตา ยาย ……………………………..(โปรดระบุ) 

 ญาติใกลชิ้ดอ่ืนๆ…………………………..(โปรดระบุ) 

 อ่ืนๆ…………………………..(โปรดระบุ) 

 

สารเสพติดท่ีญาติท่านใช ้(สามารถเลือกไดม้ากกวา่ 1 ขอ้) 

 บุหร่ี 

 สุรา 

 กญัชา 

 กาว 

 ยาบา้ 

 อ่ืนๆ…………………………..(โปรดระบุ) 
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รหัส…………………… 

2. แบบสอบถามข้ันบันไดแห่งแรงจูงใจ 

ในการเปลี่ยนพฤติกรรมการเผชิญปัญหา 

คําช้ีแจง:  ในแต่ละขั้นบนัไดหมายถึงความคิดเห็นของบุคคลซ่ึงเป็นความคิดเห็นท่ีมีต่อการเปล่ียนแปลง

พฤติกรรมท่ีใชใ้นการเผชิญปัญหาเก่ียวกบัการใชส้ารเสพติดของสมาชิกครอบครัว  โปรดวงกลมลอ้มรอบ

หมายเลขท่ีตรงกบัความคิดเห็นของท่านอยา่งมากท่ีสุดในขณะน้ี 

 
 
 

 
      

 
 
 
        
 
     
 
 
 
 
 
 
 
         
 
 
 
 
 
 

 
 

 
 
 

 
 
 
 

1 

2 

3 

4 

5 

6 

7 

8 

9 

10 

0 

ข.   ฉนักาํลงัสองจิตสองใจ เก่ียวกบัการเปล่ียนแปลงพฤติกรรมการเผชิญ

ปัญหา เน่ืองจากฉนัคิดวา่ในขณะน้ีฉนัควรท่ีจะเปล่ียนแปลง 

แตฉ่นัยงัรู้สึกวา่ฉนัเองยงัไม่พร้อมท่ีเร่ิมเปล่ียนแปลงพฤติกรรม      

     

 

ก.   ฉนัไม่เคยคิดท่ีจะเปล่ียนแปลงวธีิการท่ีฉนักาํลงัใชเ้ผชิญกบัปัญหายา

เสพติดของคนในครอบครัวเน่ืองจากวธีิท่ีใชใ้นปัจจุบนัไม่ก่อใหเ้กิดปัญหา

ใดๆเลย      

     

 

ค.  ฉนัพร้อมท่ีจะลงมือทาํบางส่ิงบางอยา่งเพ่ือท่ีจะเปล่ียนแปลง วธีิการ

เผชิญกบัปัญหาการใชส้ารเสพติดในครอบครัว     

     

 

    อจัฉรา  คาํเชียงตา, 
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รหัส…………………………………… 

3.  แบบสอบถามข้ันบันไดแห่งแรงจูงใจ 

ในการเปลี่ยนพฤติกรรม (ของผู้ใช้สารเสพติดในมุมมองของสมาชิกครอบครัว) 

คําช้ีแจง:  ในแต่ละขั้นบนัไดจะหมายถึงความคิดเห็นของบุคคลท่ีเป็นสมาชิกในครอบครัวของผูใ้ชส้ารเสพ

ติดซ่ึงเป็นความคิดเห็นท่ีมีต่อการเปล่ียนแปลงพฤติกรรมการใชส้ารเสพติดของญาติ (ท่ีกาํลงัใชส้ารเสพติด) 

โปรดวงกลมลอ้มรอบหมายเลขท่ีตรงกบัความคิดเห็นของท่านอยา่งมากท่ีสุดในขณะน้ี 

 
 
             10 
 
 
     9 
 
 
     8 
 
 
     7 
 
 
     6 
 
 
     5 
 
 
     4 
 
 
     3 
 
 
     2 
 
 
     1 
 
 

จ. เขาเร่ิมลงมือกระทาํบางส่ิงบางอยา่งเพื่อท่ีจะเปล่ียนแปลง  

    พฤติกรรมการใชส้ารเสพติดของเขา 

    (เช่น ลดจาํนวนและความถ่ีในการใชส้ารเสพติด) 

 

ง. เขาเร่ิมท่ีจะคิดเก่ียวกบัการหาวธีิการต่าง ๆ ท่ีจะทาํใหเ้ขา  

    สามารถเปล่ียนแปลงพฤติกรรมการใชส้ารเสพติดของ          

    เขาได ้

 

ค. เขาคิดวา่ในขณะน้ีเขาควรท่ีจะลดหรือหยดุใชส้ารเสพติด 

    แต่เขายงัรู้สึกวา่ตวัเขาเองยงัไม่พร้อมท่ีจะกระทาํการ             

    เปล่ียนแปลงดงักล่าว 

 

ข. ฉนัคิดวา่ในวนัใดวนัหน่ึงขา้งหนา้ฉนัจะตอ้งมาไตร่ตรอง            

    เก่ียวกบัการลดจาํนวนการใชส้ารเสพติดหรือหยดุใชส้ารเสพ

ติด 

ก.   เขายงัไม่คิดท่ีจะหยดุใชห้รือลดปริมาณการใชส้ารเสพติดท่ี

เขาเคยด่ืมอยูเ่ป็นประจาํในตอนน้ีเน่ืองจากระดบัการใชส้ารเสพ

ติดท่ีเขาใชอ้ยูต่อนน้ียงัไม่ไดส่้งผลทาํใหเ้ขาเกิดปัญหาใด ๆ 
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              0 
รหัส…………………… 

                                                                     
4. แบบสอบถามสุขภาพทัว่ไป  

(Thai GHQ – 28)  

คาํช้ีแจง แบบสอบถามน้ีมีวตัถุประสงคเ์พ่ือตอ้งการทราบถึงสภาวะสุขภาพของท่านในระยะสองถึงสามสปัดาห์ผา่นมาวา่ 

เป็นอยา่งไร กรุณาตอบคาํถามต่อไปน้ี โดยขีดเคร่ืองหมายวงกลมรอบคาํตอบท่ีใกลเ้คียงกบัสภาพของท่านในปัจจุบนั หร 

ในช่วงสองถึงสามสปัดาห์ท่ีผา่นมามากท่ีสุด โดยไม่รวมถึงปัญหาท่ีท่านเคยมีในอดีต และกรุณาตอบคาํถาม ทุกขอ้  

ในระยะสองถงึสามสัปดาห์ทีผ่่านมานีท่้าน  

 

1) รู้สึกสบายและมีสุขภาพดี  

ก. ดีกวา่ปกติ    ข. เหมือนปกติ   ค. แยก่วา่ปกติ    ง. แยก่วา่ปกติมาก  
 

2) รู้สึกตอ้งการยาบาํรุงใหมี้กาํลงัวงัชา  

ก. ไม่เลย    ข. ไม่มากกวา่ปกติ   ค. ค่อนขา้งมากกวา่ปกติ   ง.มากกวา่ปกติมาก  
 

3) รู้สึกทรุดโทรมและสุขภาพไม่ดี  

ก. ไม่เลย    ข. ไม่มากกวา่ปกติ   ค. ค่อนขา้งมากกวา่ปกติ   ง.มากกวา่ปกติมาก  
 

4) รู้สึกไม่สบาย  

ก. ไม่เลย    ข. ไม่มากกวา่ปกติ   ค. ค่อนขา้งมากกวา่ปกติ   ง. มากกวา่ปกติมาก  
 

5) เจ็บหรือปวดบริเวณศรีษะ  

ก. ไม่เลย    ข. ไม่มากกวา่ปกติ   ค. ค่อนขา้งมากกวา่ปกติ   ง. มากกวา่ปกติมาก  
 

6) รู้สึกตึงหรือคลา้ยมีแรงกดท่ีศรีษะ  

ก. ไม่เลย    ข. ไม่มากกวา่ปกติ   ค. ค่อนขา้งมากกวา่ปกติ   ง. มากกวา่ปกติมาก  
 

7) มีอาการวบูร้อนหรือหนาว  

ก. ไม่เลย    ข. ไม่มากกวา่ปกติ   ค. ค่อนขา้งมากกวา่ปกติ   ง. มากกวา่ปกติมาก  
 

8) นอนไม่หลบัเพราะกงัวลใจ  

ก. ไม่เลย    ข. ไม่มากกวา่ปกติ   ค. ค่อนขา้งมากกวา่ปกติ   ง. มากกวา่ปกติมาก  
 

9) ไม่สามารถหลบัไดส้นิทหลงัจากหลบัแลว้  

ก. ไม่เลย    ข. ไม่มากกวา่ปกติ   ค. ค่อนขา้งมากกวา่ปกติ   ง. มากกวา่ปกติมาก  
 

10) รู้สึกตึงเครียดอยูต่ลอดเวลา  

ก. ไม่เลย   ข. ไม่มากกวา่ปกติ   ค. ค่อนขา้งมากกวา่ปกติ   ง. มากกวา่ปกติมาก  

ดดัแปลงจาก ดรุณี ภู่ขาว และคณะ, 2543 
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4. แบบสอบถามสุขภาพทัว่ไป (ต่อ) 

(Thai GHQ – 28)  

 

11) รู้สึกหงุดหงิด อารมณ์ไม่ดี  

ก. ไม่เลย    ข. ไม่มากกวา่ปกติ   ค. ค่อนขา้งมากกวา่ปกติ   ง. มากกวา่ปกติมาก  
 

12) รู้สึกกลวัหรือตกใจโดยไม่มีเหตผุลสมควร  

ก. ไม่เลย    ข. ไม่มากกวา่ปกติ   ค. ค่อนขา้งมากกวา่ปกติ   ง. มากกวา่ปกติมาก  
 

13) รู้สึกเร่ืองต่าง ๆ ทบัถมจนรับไม่ไหว  

ก. ไม่เลย    ข. ไม่มากกวา่ปกติ   ค. ค่อนขา้งมากกวา่ปกติ   ง. มากกวา่ปกติมาก  

 

14) รู้สึกกงัวล กระวนกระวาย และเครียดอยูต่ลอดเวลา  

ก. ไม่เลย    ข. ไม่มากกวา่ปกติ   ค. ค่อนขา้งมากกวา่ปกติ   ง. มากกวา่ปกติมาก  

 

15) หาอะไรทาํใหต้วัเองไม่มีเวลาวา่งได ้ 

ก. มากกวา่ปกติ   ข. เหมือนปกติ   ค. ค่อนขา้งนอ้ยกวา่ปกติ   ง. นอ้ยกวา่ปกติมาก  

 

16) ทาํอะไรชา้กวา่ปกติ  

ก. เร็วกวา่ปกติ    ข. เหมือนปกติ   ค. ชา้กวา่ปกติ    ง. ชา้กวา่ปกติมาก  

 

17) รู้สึกวา่โดยทัว่ไปแลว้ทาํอะไร ๆ ไดดี้  

ก. ดีกวา่ปกติ    ข. เหมือนปกติ   ค. ดีนอ้ยกวา่ปกติ    ง. ดีนอ้ยกวา่ปกติมาก  

 

18) พอใจกบัการท่ีทาํงานลุล่วงไป  

ก. มากกวา่ปกติ   ข. พอ ๆ กบัตามปกติ  ค. นอ้ยกวา่ปกติ    ง. นอ้ยกวา่ปกติมาก  

 

19) รู้สึกวา่ไดท้าํตวัใหเ้ป็นประโยชนใ์นเร่ืองต่าง ๆ  

ก. มากกวา่ปกติ   ข. เหมือนปกติ   ค. ค่อนขา้งมากกวา่ปกติ   ง. มากกวา่ปกติมาก  

 

20) รู้สึกวา่สามารถตดัสินใจในเร่ืองต่าง ๆ ได ้ 

ก. มากกวา่ปกติ   ข. เหมือนปกติ   ค. นอ้ยกวา่ปกติ    ง. นอ้ยกวา่ปกติมาก  
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4. แบบสอบถามสุขภาพทัว่ไป (ต่อ) 

(Thai GHQ – 28)  

 

21) สามารถมีความสุขกบักิจกรรมในชีวติประจาํวนัตามปกติได ้ 

ก. มากกวา่ปกติ   ข. เหมือนปกติ   ค. นอ้ยกวา่ปกติ    ง. นอ้ยกวา่ปกติมาก  

 

22) คิดวา่ตวัเองเป็นคนไร้ค่า  

ก. ไม่เลย    ข. ไม่มากกวา่ปกติ   ค. ค่อนขา้งมากกวา่ปกติ   ง. มากกวา่ปกติมาก  

 

23) รู้สึกวา่ชีวติน้ีหมดหวงัโดยส้ินเชิง  

ก. ไม่เลย    ข. ไม่มากกวา่ปกติ   ค. ค่อนขา้งมากกวา่ปกติ   ง. มากกวา่ปกติมาก  

 

24) รู้สึกไม่คุม้ค่าท่ีจะมีชีวติอยูต่่อไป  

ก. ไม่เลย    ข. ไม่มากกวา่ปกติ   ค. ค่อนขา้งมากกวา่ปกติ  ง. มากกวา่ปกติมาก 

  

25) คิดวา่มีความเป็นไปไดท่ี้จะอยากจบชีวติตวัเอง  

ก. ไม่อยา่งแน่นอน  ข. ไม่คิดวา่เป็นอยา่งนั้น  ค. มีอยูบ่า้งเหมือนกนั   ง. มีแน่ ๆ  

 

26) รู้สึกวา่บางคร้ังทาํอะไรไม่ไดเ้ลยเพราะประสาทตึงเครียดมาก  

ก. ไม่เลย    ข. ไม่มากกวา่ปกติ   ค. ค่อนขา้งมากกวา่ปกติ   ง. มากกวา่ปกติมาก  

 

27) พบวา่ตวัเองรู้สึกอยากตายไปใหพ้น้ ๆ  

ก. ไม่เลย    ข. ไม่มากกวา่ปกติ   ค. ค่อนขา้งมากกวา่ปกติ      ง. มากกวา่ปกติมาก  

 

28) พบวา่มีความรู้สึกท่ีอยากจะทาํลายชีวติตวัเองเขา้มาอยูใ่นความคิดเสมอ ๆ  

ก. ไม่อยา่งแน่นอน  ข. ไม่คิดวา่เป็นอยา่งนั้น  ค. มีอยูบ่า้งเหมือนกนั   ง. มีแน่ ๆ  

 

(อา้งอิงจาก: นพ. ธนา  นิลชยัโกวทิย ์และคณะ, 

) 
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รหัส…………………… 

5. เคร่ืองช้ีวดัคุณภาพชีวติขององค์การอนามัยโลกชุดย่อ ฉบับภาษาไทย 

(WHOQOL - BREF – THAI)  

คาํช้ีแจง ขอ้คาํถามต่อไปน้ีจะถามถึงประสบการณ์อยา่งใดอยา่งหน่ึงของท่าน ในช่วง 2 สปัดาห์ท่ีผา่น 

มา ใหท่้านสาํรวจตวัท่านเอง และประเมินเหตกุารณ์หรือความรู้สึกของท่าน แลว้ทาํเคร่ืองหมาย   

ในช่องคาํตอบท่ีเหมาะสมและเป็นจริงกบัตวัท่านมากท่ีสุด โดยคาํตอบมี 5 ตวัเลือก คือ  

ไม่เลย หมายถึง ท่านไม่มีความรู้สึกเช่นนั้นเลย รู้สึกไม่พอใจมาก หรือรู้สึกแยม่าก  

เลก็น้อย หมายถึง ท่านมีความรู้สึกเช่นนั้นนาน ๆ คร้ังรู้สึกเช่นนั้นเลก็นอ้ยรู้สึกไม่พอใจ หรือ รู้สึกแย ่ 

ปานกลาง หมายถึง ท่านมีความรู้สึกเช่นนั้นปานกลาง รู้สึกพอใจระดบักลางๆหรือรู้สึกแยร่ะดบักลาง ๆ  

มาก หมายถึง ท่านมีความรู้สึกเช่นนั้นบ่อย ๆ รู้สึกพอใจหรือรู้สึกดี  

มากที่สุด หมายถึง ท่านมีความรู้สึกเช่นนั้นเสมอ รู้สึกเช่นนั้นมากท่ีสุด หรือรู้สึกวา่สมบูรณ์  

รู้สึกพอใจมาก รู้สึกดีมาก  

 

ข้อที่ ในช่วง 2 สัปดาห์ทีผ่่านมา 

 

ไม่เลย เล้กน้อย ปาน

กลาง 

มาก มากที่สุด 

1 ท่านพอใจกบัสุขภาพของท่านในตอนน้ีเพียงใด      

2 การเจบ็ปวดตามร่างกาย เช่น ปวดหวั ปวดทอ้ง ปวดตามตวั ทาํ

ใหท่้านไม่สามารถทาํในส่ิงท่ีตอ้งการมากนอ้ยเพียงใด  

     

3 ท่านมีกาํลงัเพียงพอท่ีจะทาํส่ิงต่าง ๆ ในแต่ละวนัไหม  

(ทั้งเร่ืองงาน หรือการดาํเนินชีวติประจาํวนั)  

     

4 ท่านพอใจกบัการนอนหลบัของท่านมากนอ้ยเพียงใด       

5 ท่านรู้สึกพึงพอใจในชีวติ (เช่น มีความสุข ความสงบ  

มีความหวงั) มากนอ้ยเพียงใด  

     

6 ท่านมีสมาธิในการทาํงานต่าง ๆ ดีเพียงใด       

7 ท่านรู้สึกพอใจในตนเองมากนอ้ยแค่ไหน       

8 ท่านยอมรับรูปร่างหนา้ตาของตวัเองไดไ้หม       

9 ท่านมีความรู้สึกไม่ดี เช่น รู้สึกเหงา เศร้า หดหู่ ส้ินหวงั  

วติกกงัวล บ่อยแค่ไหน  

     

10 ท่านรู้สึกพอใจมากนอ้ยแค่ไหนท่ีสามารถทาํอะไร ๆ  

ผา่นไปไดใ้นแต่ละวนั  
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5. เคร่ืองช้ีวดัคุณภาพชีวติขององค์การอนามัยโลกชุดย่อ ฉบับภาษาไทย (ต่อ) 
(WHOQOL - BREF – THAI)  

ข้อที่ ในช่วง 2 สัปดาห์ทีผ่่านมา 

 

ไม่เลย เล้กน้อย ปาน

กลาง 

มาก มากที่สุด 

11 ท่านจาํเป็นตอ้งไปรับการรักษาพยาบาลมากนอ้ยเพียงใด  

เพ่ือท่ีจะทาํงานหรือมีชีว ◌ิตอยูไ่ปไดใ้นแต่ละวนั  

     

12 ท่านพอใจกบัความสามารถในการทาํงานไดอ้ยา่งท่ีเคยทาํมา

มากนอ้ยเพียงใด  

     

13 ท่านพอใจต่อการผกูมิตรหรือเขา้กบัคนอ่ืน อยา่งท่ีผา่นมา  

แค่ไหน  

     

14 ท่านพอใจกบัการช่วยเหลือท่ีเคยไดรั้บจากเพ่ือน ๆ แค่ไหน       

15 ท่านรู้สึกวา่ชีวติม ◌คีวามมัน่คงปลอดภยัดีไหมในแต่ละวนั       

16 ท่านพอใจกบัสภาพบา้นเรือนท่ีอยูต่อนน้ีมากนอ้ยเพียงใด       

17 ท่านมีเงินพอใชจ่้ายตามความจาํเป็นมากนอ้ยเพียงใด       

18 ท่านพอใจท่ีจะสามารถไปใชบ้ริการสาธารณสุขไดต้าม  

ความจาํเป็นเพียงใด  

     

19 ท่านไดรู้้เร่ืองราวข่าวสารท่ีจาํเป็นในชีวติแต่ละวนั  

มากนอ้ยเพียงใด  

     

20 

 

ท่านมีโอกาสไดพ้กัผอ่นคลายเครียดมากนอ้ยเพียงใด       

21 สภาพแวดลอ้มดีต่อสุขภาพของท่านมากนอ้ยเพียงใด       

22 ท่านพอใจกบัการเดินทางไปไหนมาไหนของท่าน  

(หมายถึงการคมนาคม) มากนอ้ยเพียงใด  

     

23 ท่านรู้สึกวา่ช ◌วีติท่านมีความหมายมากนอ้ยแค่ไหน       

24 ท่านสามารถไปไหนมาไหนดว้ยตนเองไดดี้เพียงใด       

25 ท่านพอใจในชีวติทางเพศของท่านแค่ไหน?  

(ชีวติทางเพศ หมายถึง เม่ือเกิดความรู้สึกทางเพศข้ึนแลว้ท่าน มี

วธีิจดัการทาํใหผ้อ่นคลายลงได ้รวมถึง การช่วยตวัเองหรือ  

การมีเพศสมัพ ◌ันธ์)  

     

26 ท่านคิดวา่ท่านมีคุณภาพชีวติ (ชีวติความเป็นอยู)่  

อยูใ่นระดบัใด  

     

 
 

(อา้งอิงจาก: นพ. สุวฒัน์  มหตันิรันดร์กลุ และคณะ, 
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รหัส……………………  
6. ประวตัิการใช้สารเสพติดของญาติท่าน 

กรุณาระบุประเภทของสารเสพติดท่ีท่านทราบวา่ญาติท่านเคยใช ้
  
 

สารเสพตดิชนดิใดต่อไปนีท้ีญ่าตท่ิานใช้ ไม่ใช้ ใช้ ปริมาณการใช้ 
(กรณีทีท่่านทราบ) 

บุหร่ี    
สุรา    
กญัชา    
ยาบา้    
สารระเหย    
ยาระงบัประสาท    
ยาหลอนประสาท    
ฝ่ิน    
กระท่อม    
อ่ืนๆ    

 
หมายเหต ุ
………………………………………………………………………………………………

……………………………………………………………………………………………… 

………………………………………………………………………………………………

……………………………………………………………………………………………… 

………………………………………………………………………………………………

……………………………………………………………………………………………… 

………………………………………………………………………………………………

……………………………………………………………………………………………… 

………………………………………………………………………………………………

……………………………………………………………………………………………… 

………………………………………………………………………………………………

……………………………………………………………………………………………… 
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รหัส……………………  

6. ประวตัิการใช้สารเสพติดของญาติท่าน 
การใช้สารเสพตดิ  และประวตักิารเจ็บป่วยทางจิตในระยะ  12  เดือนที่ผ่านมา 

ใช ้timeline ต่อไปน้ีเขียนรายละเอียดของระยะเวลาการใชส้ารเสพติดและประวติัการเจบ็ป่วยทางจิตของญาติคุณในรอบ 12 เดือนที่ผา่นมา โดยเร่ิมจากเดือนต่อไปและนบัยอ้นกลบัจนครบ  1 ปี  
(เช่น ถา้เดือนน้ีคือ ตลุาคม ใหเ้ขียนเดือนพฤศจิกายนในช่องขวาสุด แลว้เขียนเดือนยอ้นกลบัจนครบ 1 ปี)  

 

 

 

 

 

 

 

 

  

 
 

 ☐  การเร่ิมใชส้ารเสพติดคร้ังแรก (ระบุ แต่ละสารเสพติด) ☐ คร้ังแรกท่ีพบปัญหาจากการใชส้ารเสพติด                                      ☐  ระยะเวลาท่ีใชส้ารเสพติด                           
☐ ระยะเวลาท่ีเจ็บป่วยทางจิต                                   ☐ ระยะเวลาท่ีพกัในโรงพยาบาล (เน่ืองจากปัญหาทางสุขภาพจิต)    ☐ ระยะเวลาการเจบ็ป่วย และระยะเวลาท่ีพกัใน

โรงพยาบาล                           
☐ การวนิิจฉยัโดยแพทยใ์นแแต่ละคร้ังท่ีเขา้รับการรักษา    ☐ ระยะเวลาท่ีไดรั้บยา                                                                         
………………………………………………………………………………………………………………………………………………………… 

………………………………………………………………………………………………………………………………………………………… 

………………………………………………………………………………………………………………………………………………………… 

………………………………………………………………………………………………………………………………………………………… 

รหัส……………………  

______         ______        ______        ______        ______        ______        ______        ______        ______        ______        ______         ______        ______ 
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6. ประวตัิการใช้สารเสพติดของญาติท่าน 

ในช่วง 2 สัปดาห์ท่ีผา่นมา  ท่านสังเกตุเห็นวา่ญาติของท่านใชส้ารเสพติดใดบา้ง  และระบุเหตุการณ์ท่ีเกิดข้ึนในวนัเหล่านั้น  
วนั จนัทร์ องัคาร พุธ พฤหัสบด ี ศุกร์ เสาร์ อาทติย์ 

เกิดอะไรข้ึนบา้งใน

วนัน้ี 
 
 
 

       

สารเสพติดท่ีญาติ

ท่านใช ้
 
 
 

       

 จนัทร์ องัคาร พุธ พฤหัสบด ี ศุกร์ เสาร์ อาทติย์ 
เกิดอะไรข้ึนบา้งใน

วนัน้ี 
 
 
 

       

สารเสพติดท่ีญาติ

ท่านใช ้
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รหัส……………………  
7. แบบวดัสภาวะแวดล้อมในครอบครัว 
(ความรักใคร่ผูกพัน และความขัดแย้ง) 

แบบวดัสภาวะแวดลอ้มในครอบครัวเป็นแบบประเมินความคิดเห็นของบุคคลท่ีมีต่อสภาวะแวดลอ้มหรือ

สภาพการณ์ของครอบครัวของตนเองซ่ึงประกอบดว้ยคาํถามทั้งหมด 18 ขอ้ ท่ีเก่ียวขอ้งกบัดา้นความรักใคร่ผกูพนัและ

ความขดัแยง้ในครอบครัว 
คาํช้ีแจง:  คาํถามต่อไปน้ีเป็นคาํถามเก่ียวกบัความคิดเห็นของตวัท่านเองท่ีมีต่อครอบครัวของท่าน   
โปรดเลือกใหต้รงกบัความเป็นจริงมากท่ีสุด  
หากท่านคิดวา่ขอ้ความใดต่อไปน้ีถูกต้องหรือค่อนข้างถูกเก่ียวกบัเหตุการณ์ในครอบครัวของท่าน ใหก้ากบาท   

X ในช่อง ถูก  
และหากท่านคิดวา่ขอ้ความใดผดิหรือค่อนข้างผดิเก่ียวกบัครอบครัวของท่านใหก้ากบาท X ในช่อง ผดิ 

 
1. สมาชิกในครอบครัวช่วยเหลือและสนบัสนุนซ่ึงกนัและกนั   

ถูก ผิด 

  

 

2.  พวกเรามกัจะมีเร่ืองท่ีตอ้งตอ่สูก้นั 

ถูก ผิด 

  

 

3. เม่ืออยูบ่า้นสมาชิกครอบครัวมกัจะรู้สึกเบ่ือและไม่มีอะไรทาํ 

ถูก ผิด 

  

 

4.  สมาชิกในครอบครัวแทบจะไม่แสดงความโกรธอยา่งโจ่งแจง้ 

ถูก ผิด 

  

 

5.  พวกเราใชค้วามกระตือรือลน้และพลงัอยา่งมากในการทาํเร่ืองต่างๆท่ีบา้น 

ถูก ผิด 

  

 

6.  บางคร้ังสมาชิกในครอบครัวขวา้งปาส่ิงของเพราะพวกเขาโกรธมาก 

ถูก ผิด 
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7. แบบวดัสภาวะแวดล้อมในครอบครัว (ต่อ) 
(ความรักใคร่ผูกพัน และความขัดแย้ง) 

7.   รู้สึกวา่พวกเรามีมิตรภาพอนัอบอุ่นในครอบครัว 
ถูก ผิด 

  
 
8.  สมาชิกในครอบครัวแทบจะไม่เคยแสดงความโกรธของตนเองออกมา 

ถูก ผิด 
  

 
9.  พวกเราแทบจะไม่อาสาทาํงานในส่ิงท่ีจาํเป็นตอ้งทาํท่ีบา้น 

ถูก ผิด 
  

 
10. สมาชิกในครอบครัวมกัจะวเิคราะห์วจิารณ์ซ่ึงกนัและกนั 

ถูก ผิด 
  

 
11. สมาชิกในครอบครัวคอยหนุนหลงัซ่ึงกนัและกนัอยา่งมาก 

ถูก ผิด 
  

 
12. บางคร้ังสมาชิกในครอบครัวตบตีกนัเอง 

ถูก ผิด 
  

 
13. ครอบครัวของเราต่างร่วมแรงร่วมใจในการทาํส่ิงต่างๆดว้ยกนั 

ถูก ผิด 
  

 
14. เม่ือมีเร่ืองท่ีไม่ลงรอยกนั พวกเราตอ้งใชค้วามพยายามอยา่งมากท่ีจะทาํใหเ้ร่ืองราวสงบและอยูก่นัอยา่งสนัติ 

ถูก ผิด 
  

 
15. พวกเราเขา้กนัไดเ้ป็นอยา่งดี 

ถูก ผิด 
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7. แบบวดัสภาวะแวดล้อมในครอบครัว (ต่อ) 
(ความรักใคร่ผูกพัน และความขัดแย้ง) 

16. สมาชิกในครอบครัวต่างแก่งแยง่แข่งขนัซ่ึงกนัและกนั 
ถูก ผิด 

  
 
17. มีเวลาเหลือเฟือท่ีจะใหค้วามสนใจแก่ทุกๆคนในครอบครัว 

ถูก ผิด 
  

 
18. ในครอบครัวของเราเช่ือวา่ ไม่มีประโยชน์ท่ีจะข้ึนเสียงเพ่ือเรียกร้องส่ิงต่างๆ 

ถูก ผิด 
  

 
 
 
 
    

 
 
 
 
 
 
 
 

 

 

 

 

 

 

 

 

 

 

Moos & Moos, 1974 
Adchara  Khamchiangta, MSN., RN., 2009  (Translator) 
Hunsa Payomyong Sethabouppha, Ph.D., RN., 2009  (Back Translator) 
Professor David J. Kavanagh, 2009 (Back translator & Editor) 
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รหัส…………………… 
8.  แบบวดัทศันคติของครอบครัว 
The Family Attitude Scale (FAS)  

แบบวดัทศันคติของครอบครัวเป็นแบบวดัทศันคติของบุคคลในครอบครัวท่ีมีต่อผูใ้ชส้ารเสพติด ซ่ึง

ประกอบดว้ยคาํถามทั้งหมด  30 ขอ้  
คาํช้ีแจง:  ใหท่้านสาํรวจทศันคติของตวัท่านเอง และประเมินเหตกุารณ์ หรือความรู้สึกของท่าน แลว้ทาํ

เคร่ืองหมาย   ในช่องท่ีเหมาะสมและเป็นจริงกบัตวัท่านมากท่ีสุด  โดยคาํตอบมี 5 ตวัเลือกคือ 

   ไม่เลย  หมายถึง ท่านไม่มีความรู้สึก หรือไม่เคยคิดเช่นนั้นเลย 

   น้อยมาก  หมายถึง ท่านมีความรู้สึก หรือเคยคิดเช่นนั้นนอ้ยมาก หรือนานๆคร้ัง 

   บางวนั  หมายถึง ท่านมีความรู้สึก หรือเคยคิดเช่นนั้นเป็นบางวนั 

   เกอืบทุกวนั หมายถึง ท่านมีความรู้สึก หรือเคยคิดเช่นนั้นบ่อยเกือบทุกวนั 

   ทุกวนั  หมายถึง ท่านมีความรู้สึก หรือเคยคิดเช่นนั้นทุกๆวนั 

 

คาํถาม ไม่เลย น้อย

มาก 

บางวนั เกอืบทุก

วนั 

ทุกวนั 

1.  มนัเป็นเร่ืองดีท่ีมีเขาอยูใ่กล้ๆ       

2.  เขาทาํใหฉ้นัรู้สึกวา่ฉนัไดร้ะบายออกมา      

3. เขาเฉยเมยต่อคาํแนะนาํของฉนั      

4.  มนัยากท่ีตอ้งอดทนกบัเขา      

5. ฉนัตะโกนใส่เขา      

6. ฉนัหวงัวา่จะไม่มีเขาอยูท่ี่น่ี      

7. ฉนัรู้สึกวา่เขากาํลงัทาํใหฉ้นับา้      

8. เขาทาํใหฉ้นัควบคุมอารมณ์ไม่ได ้      

9. เขาเขา้กบัฉนัไดง่้าย      

10. ฉนัเหน่ือยหน่ายท่ีตอ้งดูแลเขา      

11. เขาจงใจท่ีจะทาํใหฉ้นัมีปัญหา      

12. ฉนัมีความสุขท่ีไดอ้ยูก่บัเขา      

13. เขาเป็นตวัปัญหาจริงๆ      

14. ฉนัโตเ้ถียงกบัเขา      

15. ฉนัรู้สึกใกลชิ้ดกบัเขา      

16. ฉนัสามารถจดัการกบัปัญหาท่ีตอ้งอยูร่่วมกบัเขาได ้      

17. การอยูร่่วมกบัเขามนัเป็นเร่ืองท่ีมากเกินไปสาํหรับฉนั      

18. เขาเป็นคนน่าโมโห      

19. ฉนัพบวา่ฉนัมกัพดูจาเสียดสีเขา      

20. เขาซาบซ้ึงใจในส่ิงท่ีฉนัทาํใหก้บัเขา      
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8.  แบบวดัทศันคติต่อครอบครัว (ต่อ) 
The Family Attitude Scale (FAS)  

 

คาํถาม ไม่เลย น้อย

มาก 

บางวนั เกอืบทุก

วนั 

ทุกวนั 

21. ฉนัรู้สึกวา่มนัเร่ิมง่ายท่ีจะอยูร่่วมกบัเขา      

22. ฉนัหวงัใหเ้ขาปล่อยใหฉ้นัอยูต่ามลาํพงั      

23. เขาไม่เคยเห็นคุณค่าในส่ิงท่ีฉนัทาํใหก้บัเขา      

24. เขาสามารถควบคุมตนเองได ้      

25. เขาเป็นคนท่ีเขา้ใกลชิ้ดไดย้าก      

26. ฉนัรู้สึกวา่มนัเร่ิมยากมากข้ึนท่ีจะอยูร่่วมกบัเขา      

27. ฉนัรู้สึกคบัขอ้งใจมากเก่ียวกบัตวัเขา      

28. ส่ิงท่ีเขาทาํ/พดูแปลไดห้ลายความหมาย      

29. ฉนัรู้สึกผิดหวงัในตวัเขา      

30. เขาพยายามท่ีจะเขา้กบัฉนัใหไ้ด ้      

 

 

 

 

 

 
 

 

 

 

 

 

 

 

 

 

 

 

 

Kavanagh et al., 1997 
Adchara  Khamchiangta, MSN., RN., 2009  (Translator) 
Hunsa Payomyong Sethabouppha, Ph.D., RN., 2009  (Back Translator) 
Professor David J. Kavanagh, 2009 (Back translator & Editor) 
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9. แบบสอบถามความพงึพอใจในการเข้าร่วมโปรแกรมกลุ่มสนับสนุนครอบครัวไทย 

 

กรุณาตอบแบบสอบถามดงัต่อไปน้ี เพ่ือช่วยในการปรับปรุงคุณภาพของโปรแกรมกลุ่มสนบัสนุน

ครอบครัวไทย  โปรดตอบคาํถามตามความรู้สึกท่ีเป็นจริง  และ ระบุคาํตอบของท่านโดยวงกลม

ล้อมรอบตวัเลขที่ตรงกบัความรู้สึกของท่านมากที่สุด 

  

1) ระดบัความยากง่ายของกจิกรรมต่างๆที่ฉันเข้าร่วมในโปรแกรมการบําบัด 

 

0 1 2 3 4 5 6 7 8 9 10 

ไม่ยากเลย                                                                  ยากมากท่ีสุด 

 

2) ระดบัของความรู้สึกที่ฉันคิดว่าการเข้าร่วมโปรแกรมทําให้ฉันสามารถแก้ไขปัญหาต่างๆได้อย่างมี

ประสิทธิภาพมากยิ่งขึน้ 

 

0 1 2 3 4 5 6 7 8 9 10 

ไม่มีเลย                                                    มีมากที่สุด 

 

3) ระดบัความรู้สึกทีฉั่นคดิว่าโปรแกรมกลุ่มสนับสนุนครอบครัวไทยมคีวามน่าสนใจ 

 

0 1 2 3 4 5 6 7 8 9 10 

ไม่มีเลย                                                       มีมากท่ีสุด 

 

4) ระดบัความรู้สึกที่ฉันคิดว่าโปรแกรมกลุ่มสนับสนุนครอบครัวไทยมคีวามเหมาะสมกบัวฒันธรรม

และสังคมไทย 

 

0 1 2 3 4 5 6 7 8 9 10 

ไม่มีเลย                                                     มีมากที่สุด 

 

ข้อเสนอแนะอืน่ๆ 
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 รหัสผู้ตอบแบบสอบถาม……………………..  

10. แบบสอบถามความคิดเห็นทีม่ีต่อต่อผู้นํากลุ่มบําบัด 

 

คําช้ีแจง  

แบบสอบถามชุดน้ีมีทั้งหมด 2 หนา้ ประกอบดว้ยขอ้คาถามทั้งส้ิน 12 ขอ้คาถาม รายละเอียดใน

แบบสอบถามชุดน้ีจะเป็นการถามเก่ียวกบัความคิดเห็นของท่านท่ีมีต่อผูน้ากลุ่มบาบดั ในขณะท่ีท่านอ่าน

ขอ้ความในคาถามต่างๆ ขอไดโ้ปรดเติมช่ือของผูบ้าบดัลงใน “ ……………… ” ช่องท่ีเวน้วา่งไว ้ 

ใตข้อ้คาถามแต่ละขอ้จะปรากฏตวัเลข 1 – 7 ท่ีใชเ้ป็นตวัแทนในการส่ือความคิดเห็นของท่าน  

 

1   2   3   4   5   6   7  

ไม่เคย          นอ้ยมาก        เป็นบางโอกาส     บางคร้ังบางคราว            บ่อยๆ       บ่อยมากๆ              มากท่ีสุด  

 

• ถา้ขอ้ความในคาํถามของแต่ละขอ้บรรยายไดต้รงกบัความคิดเห็นและความรู้สึกของท่าน

เป็นอยา่งมาก โปรดวงกลมหมายเลข 7  

• แต่ถา้ถา้ขอ้ความในคาถามดงักล่าวไม่ตรงกบัความคิดเห็นและความรู้สึกของท่านเลย 

โปรดวงกลมหมายเลข 1  

• ถา้ท่านมีความคิดหรือความรู้สึกระหวา่งมากท่ีสุดกบัไม่เคยเลย โปรดวงกลมหมายเลข

ต่างๆ (2 - 6) ท่ีสามารถใชเ้ป็นตวัแทนความคิดเห็นของท่าน  

 

ขอไดโ้ปรดตอบตามความเป็นจริงของท่าน เพื่อท่ีจะไดน้าผลจากการตอบของท่านไปใชป้ระโยชน์ดงัท่ี

ไดก้ล่าวแลว้ในขา้งตน้ ขอ้มูลท่ีท่านตอบใหท้ั้งหมดจะถือเป็นความลบัและจะนาํเสนอผลการวจิยัใน

ลกัษณะรวมๆเท่านั้น  

 

 

 

 

 

 

ดรุณี ภู่ขาว และคณะ, 2543  
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10. แบบสอบถามความคิดเห็นทีม่ีต่อต่อผู้นํากลุ่มบําบัด 

 

1. ............................และฉนัมีความเห็นตรงกนั เก่ียวกบักิจกรรมต่างๆท่ีฉนัตอ้งการท่ีจะทาในกลุ่มบาบดั 

เพื่อทีจะเป็นประโยชน์ในการปรับปรุงสถานการณ์ของตวัฉนั  

1   2   3   4   5   6   7  

ไม่เคย          นอ้ยมาก        เป็นบางโอกาส     บางคร้ังบางคราว            บ่อยๆ       บ่อยมากๆ              มากท่ีสุด  

 

2. กิจกรรมท่ีฉนัร่วมทาํในกลุ่มบาํบดัช่วยใหฉ้นัสามารถพบหนทางใหม่ในการมองปัญหาท่ีเก่ียวกบัตวัฉนั  

1   2   3   4   5   6   7  

ไม่เคย          นอ้ยมาก        เป็นบางโอกาส     บางคร้ังบางคราว            บ่อยๆ       บ่อยมากๆ              มากท่ีสุด  

 

3. ฉนัเช่ือวา่......................... มีทศันคติทีดี่ต่อตวัฉนั  

1   2   3   4   5   6   7  

ไม่เคย          นอ้ยมาก        เป็นบางโอกาส     บางคร้ังบางคราว            บ่อยๆ       บ่อยมากๆ              มากท่ีสุด  

 

4. .............................ไม่เขา้ใจวา่ฉนัตอ้งการท่ีจะทาํอะไรในการท่ีฉนัไดเ้ขา้ร่วมกลุ่มบาํบดั  

1   2   3   4   5   6   7  

ไม่เคย          นอ้ยมาก        เป็นบางโอกาส     บางคร้ังบางคราว            บ่อยๆ       บ่อยมากๆ              มากท่ีสุด  

 

5. ฉนัมัน่ใจในความสามารถของ.................................... วา่จะสามารถช่วยฉนัได ้ 

1   2   3   4   5   6   7  

ไม่เคย          นอ้ยมาก        เป็นบางโอกาส     บางคร้ังบางคราว            บ่อยๆ       บ่อยมากๆ              มากท่ีสุด  

 

6. ..............................และตวัฉนัพยายามท่ีจะช่วยกนัแกไ้ขปัญหาเพื่อนาไปสู่เป้าหมายเดียวกนั  

1   2   3   4   5   6   7  

ไม่เคย          นอ้ยมาก        เป็นบางโอกาส     บางคร้ังบางคราว            บ่อยๆ       บ่อยมากๆ              มากท่ีสุด  

 

7. ฉนัรู้สึกวา่.............................. ช่ืนชมในตวัฉนั 

1   2   3   4   5   6   7  

ไม่เคย          นอ้ยมาก        เป็นบางโอกาส     บางคร้ังบางคราว            บ่อยๆ       บ่อยมากๆ              มากท่ีสุด  
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10. แบบสอบถามความคิดเห็นทีม่ีต่อต่อผู้นํากลุ่มบําบัด 

 

8. ................................และฉนั มีความเห็นตรงกนัวา่อะไรเป็นส่ิงสาคญัท่ีฉนัตอ้งปรับปรุงแกไ้ข  

1   2   3   4   5   6   7  

ไม่เคย          นอ้ยมาก        เป็นบางโอกาส     บางคร้ังบางคราว            บ่อยๆ       บ่อยมากๆ              มากท่ีสุด  

 

9. ...............................และฉนัไวว้างใจซ่ึงกนัและกนั  

1   2   3   4   5   6   7  

ไม่เคย          นอ้ยมาก        เป็นบางโอกาส     บางคร้ังบางคราว            บ่อยๆ       บ่อยมากๆ              มากท่ีสุด  

 

10. ............................และฉนัมีความคิดท่ีแตกต่างกนัในเร่ืองท่ีวา่อะไรคือปัญหาของตวัฉนั  

1   2   3   4   5   6   7  

ไม่เคย          นอ้ยมาก        เป็นบางโอกาส     บางคร้ังบางคราว            บ่อยๆ       บ่อยมากๆ              มากท่ีสุด  

 

11. ...........................และฉนั ไดท้าความเขา้ใจร่วมกนัเก่ียวกบัการเปล่ียนแปลงท่ีดีสาหรับตวัฉนั  

1   2   3   4   5   6   7  

ไม่เคย          นอ้ยมาก        เป็นบางโอกาส     บางคร้ังบางคราว            บ่อยๆ       บ่อยมากๆ              มากท่ีสุด  

 

12. ฉนัเช่ือวา่วธีิท่ีฉนัทางานร่วมกบั................... ในการท่ีจะแกไ้ขปัญหาของฉนัใหลุ้ล่วง เป็นวธีิท่ีถูกตอ้ง  

1   2   3   4   5   6   7  

ไม่เคย          นอ้ยมาก        เป็นบางโอกาส     บางคร้ังบางคราว            บ่อยๆ       บ่อยมากๆ              มากท่ีสุด  
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11. แบบสัมภาษณ์รายบุคคล  (ก่อนเข้าร่วมโปรแกรม) 

 

 แบบสัมภาษณ์เชิงโครงสร้าง   
 ดิฉนัอยากใหคุ้ณช่วยเล่าใหฟั้งวา่ คุณคิดอยา่งไรกบั.....................(ช่ือผูใ้ชส้ารเสพ

ติด).....โดยใหคุ้ณเล่าเป็นคาํพดูของตวัคุณเอง  โดยท่ีดิฉนัจะไม่สอดแทรกคาํถามหรือคาํแนะนาํใดๆใน

ขณะท่ีคุณเล่า 

เม่ือฉนับอกใหคุ้ณเร่ิมเล่าไดคุ้ณจะสามารถใชเ้วลาทั้งหมดประมาณ 5 นาที เพื่อท่ีจะเล่าใหดิ้ฉนัฟังวา่

........ .........(ช่ือผูใ้ชส้ารเสพติด)......เป็นคนแบบไหน และคุณทั้งสองคนเขา้กนัไดอ้ยา่งไร  
หลงัจากท่ีดิฉนัปล่อยใหคุ้ณเล่าเร่ืองราวไปเร่ือยๆ ฉนัจะไม่ตอบคาํถามใดๆ เพราะฉะนั้นคุณมีคาํถามท่ีจะ

ถามดิฉนัก่อนท่ีจะเร่ิมเล่าเร่ืองหรือไม่คะ? 

 ถา้คุณไม่มีคาํถาม  กรุณาหลบัตาลง หายใจเขา้ชา้ๆลึกๆ และคิดถึง................(ชื่อผูใ้ชส้าร

เสพติด).....เม่ือคุณพร้อมฉนัจะใหเ้วลาคุณ 5 นาทีท่ีจะเล่าเร่ืองราวและบอกดิฉนัวา่.........(ชื่อผูใ้ช้

สารเสพติด)......เป็นคนแบบไหน และคุณทั้งสองคนเขา้กนัไดอ้ยา่งไร? 

 

คาํถามเพิ่มเติม: 

1. ช่วยเล่าใหดิ้ฉนัฟังหน่อยคะ วา่ท่ีบา้นของคุณเป็นอยา่งไรบา้ง 

2. การท่ีคุณอยูร่่วมกบั.........(ช่ือผูใ้ชส้ารเสพติด)......เป็นอยา่งไรบา้ง 

3. มีอะไรบา้งท่ีคุณชอบท่ีสุดในเวลาท่ีมี.......(ช่ือผูใ้ชส้ารเสพติด)......อยูใ่กล้ๆ  

4. มีอะไรบา้งท่ีเป็นส่ิงดีดีในการท่ีคุณอยูร่่วมกบัเขา 

5. มีอะไรบา้งท่ีเป็นส่ิงท่ีไม่ค่อยดีในการท่ีคุณอยูร่่วมกบัเขา 
 

 

 

 

 

 

 

วนัท่ี: ____________________________  รหสั: ________________ 
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12. แบบสัมภาษณ์เชิงโครงสร้างสําหรับ ประเมินผลหลงัการเข้าร่วมกลุ่มสนับสนุนครอบครัวไทย 

สําหรับผู้เข้าร่วมกลุ่ม 

 (Post 1 assessment) 
 

1. คุณไดรั้บประโยชน์อะไรบา้งจากการเขา้ร่วมกลุ่มสนบัสนุนครอบครัวไทย 

2. พฤติกรรมใดบา้งท่ีเปล่ียนแปลงในทางท่ีดีข้ึนภายหลงัจากการเขา้ร่วมกลุ่มสนบัสนุนครอบครัว

ไทย 

3. คุณชอบอะไรมากท่ีสุดในโปรแกรมกลุ่มสนบัสนุนครอบครัวไทย 

4. คุณชอบอะไรนอ้ยท่ีสุดในโปรแกรมกลุ่มสนบัสนุนครอบครัวไทย 

5. มีเร่ืองใดบา้งท่ีคุณคิดวา่มีความสาํคญัท่ียงัขาดในโปรแกรมน้ีและควรนาํมาเพิ่มเพื่อให้โปรแกรม

สมบูรณ์ท่ีสุด 

6. เพราะอะไรคุณจึงมาเขา้ร่วมกลุ่ม และอะไรทาํใหคุ้ณยงัคงมาเขา้ร่วมโปรแกรมอยา่งต่อเน่ือง 

7. ขอ้เสนอแนะอ่ืนๆ 

 

 

13. แบบสัมภาษณ์เชิงโครงสร้างสําหรับ ประเมินผลหลงัการเข้าร่วมกลุ่มสนับสนุนครอบครัวไทย 

สําหรับผู้เข้าร่วมกลุ่ม 

 (Post 2 assessment) 

 

1. คุณจาํอะไรไดบ้า้งเก่ียวกบัการเขา้ร่วมกลุ่มสนบัสนุนครอบครัวไทย 

2. ส่ิงท่ีคุณไดรั้บจากการเขา้ร่วมกลุ่มสนบัสนุนครอบครัวไทยยงัส่งผลต่อครอบครัวคุณหรือไม่

อยา่งไร 
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14. แบบสัมภาษณ์เชิงโครงสร้างสําหรับผู้นํากลุ่มสนับสนุนครอบครัวไทย 

(Individual structured interview with staff) 
 
 

1. คุณรู้สึกอยา่งไรเก่ียวกบักลุ่มสนบัสนุนครอบครัวไทย 

2. คุณชอบอะไรมากท่ีสุดในโปรแกรมกลุ่มสนบัสนุนครอบครัวไทย 

3. คุณชอบอะไรนอ้ยท่ีสุดในโปรแกรมกลุ่มสนบัสนุนครอบครัวไทย 

4. ยงัมีประเด็นสาํคญัอะไรบา้งท่ียงัไม่ครอบคลุมในโปรแกรมกลุ่มสนบัสนุนครอบครัวไทย /มีวธีิ

ใดบา้งท่ีจะปรับปรุงโปรแกรมน้ีใหดี้ยิง่ข้ึน 

5. มีปัญหาและอุปสรรคใดเกิดข้ึนบา้งในขณะท่ีคุณดาํเนินกลุ่ม/  และคุณแกปั้ญหานั้นอยา่งไร /

หลงัจากแกปั้ญหานั้นแลว้เป็นอยา่งไรบา้ง 

6. ขอ้เสนอแนะอ่ืนๆ 
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Appendix 6: Thai Family Support (TFS) program manual 
 

Thai Family Support Program was developed by the researcher and the supervisory 

team and it was translated into Thai version by the researcher. 
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Thai Family Support is an intervention for families of young substance users. This 

intervention was developed based on the 5-step method and Community Reinforcement 

And Family Training program together with Thai culture. It comprises about 14 hours of 

group treatment with other families delivered over 6 sessions over 6 weeks.  Sessions cover 

a variety of skills and techniques to help families deal with their substance-using relatives 

and help them manage their psychological functions and maintain well-being.  

  

The objectives of this program are to: 

a) Increase well-being of Concerned Significant Others (CSOs) and reduce mental 

distress 

b) Increase rates of Substance Users (SUs) seeking help and engaging in  

treatment  

c)  Improve relationships between Concern Significant Others (CSOs) and Substance 

Users (SUs)    

 

 

  
Checking aims and contents 

Thai Family Support 
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 Objectives  

Sessions a b c Underpin framework 

1. Understanding yourself and 

your relative 

   The 5-step method ,CRAFT 

2. Coping with problems    The 5-step method 

3. Religion healing    Thai culture 

4. Effective communication    CRAFT 

5. Taking care of yourself and 

enhancing social support 

   The 5-step method, 

CRAFT, Thai culture 

6. Social life and network    The 5-step method, 

CRAFT, Thai culture 

 

Checking aims and primary outcome measurements 

 

 Objectives  

Measurements a b c Assessment time 

1. Motivation for change ladder 

for family members 

   Baseline 

2. Motivation for change ladder 

for substance users 

   Baseline, Post-intervention, 

Follow-Up 

2. General Health Questionnaire    Baseline, Post-intervention, 

Follow-Up 

3. WHO Quality of Life    Baseline, Post-intervention, 

Follow-Up 

4. The Family Environment Scale    Baseline, Post-intervention, 

Follow-Up 

5. The Family Attitude Scale    Baseline, Post-intervention, 

Follow-Up 

6. Substance use history    Baseline, Post-intervention, 

Follow-Up 
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Session 1: 1st workshop 

Understanding yourself and your relative  

 

Session aims: 

1. To build rapport and positive relationships between members 

2. To help participants being to talk about the relationships and challenges faced by 

their families 

3. To give information about negative effects of substance use 

1. To assist participants understand their relatives 

Time/place: 

 2 hours in primary health care unit 

Session segments: 

1. Getting to know each other 

2. Talking about your family 

3. Understanding your relative 

4. Summary and home task 

Resources: 

• Overhead projector & Overhead transparencies or powerpoint presentation: 

o  Explain Thai Family Support program and goals 

o Impacts of substance use on families (from the research) 

o Effect of substance use 

o Address excessive guilt 

o Session summary  

• Whiteboard and whiteboard pens/ butchers’ paper and marker pens 

• A4 paper and colour pens 

• Thai song “Namta mae” (mother’s tear) 

• Behaviour Analysis Table  
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Session segments Activities Format Resource Time 

Getting to know each 

other 

 

Introduction  

• The facilitator introduces self by providing 

details of professional background and explaining why 

the group is being held and its goal.  

• Invite participants to introduce themselves and 

briefly state why they are interested in this 

intervention.       

 

Large group 

 

 

Large group 

 

- Overhead projector & 

Overhead transparencies 

 

 

20 minutes 

Talking about your 

family 

 

• The facilitator asks participants to close their 

eyes and imagine to their family members and draw a 

picture of the family that reflects their feelings. 

• Invites them to show it to another member and 

discuss it. 

• Large group discussion involves asking if 

members want to show some of the things that they 

talked about in pairs. 

• The facilitator asks members to listen to the 

song “Namta mae (Mother’s tear)” to show impact of 

substance use on family and spirit of model mother 

Large group 

 

Pairs 

 

Large group 

 

 

Large group 

-  A4 paper and colour pens 

 

 

 

 

 

 

- Overhead projector & 

Overhead transparencies 

-  Thai song (Namta mae) 

 

5 minutes 

 

5 minutes 

 

15 minutes 

 

 

10 minutes 
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Session segments Activities Format Resource Time 

 • The facilitator asks about members’ experiences 

on drug use problems in the family   

• The facilitator links experiences to what is  

known from research and reassures participants that 

negative impacts are common.   

   

 • Break   10 minutes 

Understanding your 

relative 

 

• The facilitator provides relevant information 

about the effects of substance use, the nature of 

dependence, available treatment, the risk of relapse 

and the high likelihood of recovery. 

• Asks members to consider what factors led to 

their relative starting to use substances and what may 

be maintaining their substance use now (using 

Behaviour analysis table). 

• Addresses excessive guilt over the relative’s 

substance use. 

 

Large group 

 

 

 

Large group 

 

 

Large group 

 

 

- Overhead projector & 

Overhead transparencies 

-  Handouts 

 

- Whiteboard and whiteboard 

pens/ butchers’ paper and 

marker pens 

- Overhead projector & 

Overhead transparencies 

 

45 minutes 
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Session segments Activities Format Resource Time 

Summary and home 

task 

 

• Provide a summary of the session, emphasizing 

reported success, positive coping, and increases 

understanding. 

• Ask participants to think some more about why 

their relative is using substances and how they could 

find out if their ideas are true. 

Large group 

 

 

Large group 

- Overhead projector & 

Overhead transparencies 

10 minutes 
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Work sheet 
Behaviour Analysis Table 

 
The facilitator use this table to help group members analyst behaviour and to gain understanding about factors associated with drug addiction 
behaviour  
 

External factors Internal factors Drug use Behaviour Short term effects Long term effects 

Think about when you 
saw your relative use 
substance 
1. Who was there with 
your relatives  
………………………… 
………………………… 
2. Where did it take place 
………………………… 
………………………… 
2. When does your 
relative most want to use 
substance (e.g. morning, 
afternoon, evening, 
night) 
………………………… 
………………………… 
 

 

What are the things that made 
your relative still using 
substance? 
……………………………….. 
……………………………….. 
……………………………….. 
……………………………….. 
……………………………….. 
……………………………….. 

How was your relative use 
substance? 
……………………………… 
……………………………… 
……………………………… 
……………………………… 
Quantity 
……………………………… 
……………………………… 
……………………………… 
……………………………… 
 

From your view, what 
are good things when 
your relative use 
drugs?  
(drug users usually 
think about advantages 
of substance in short 
term effects such as 
fun, release tension)   
……………………… 
……………………… 
……………………… 
……………………… 
……………………… 
 
 

What are the long 
term effects of drug 
use from your 
opinion? 
(Long term effects are 
the negative impact of 
drug use. Drug users 
never concerned about 
it, but family members 
always concern e.g. 
physical and 
psychological 
problems, social and 
work performance, 
financial, education 
and relationship) 
……………………… 
……………………… 
……………………… 
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Session 2: 2nd  workshop 

Coping with problems and using reinforcement to shape behaviour 

Session aims: 

1. To explore coping strategies and encourage effective coping  

2. To assist participants to reduce substance use of their relative by using  a 

combination of positive and negative reinforcement and extinction 

3. To assist participants to moderate their existing use of punishment where 

necessary. 

Time/place: 

 2 hours in primary health care unit 

Session segments: 

1. Review and introduction 

2. Exploring coping strategies of participants 

3. Helping your relatives to reduce their substance use 

4. Summary and home task    

 

Resources: 

• Overhead projector & Overhead transparencies or power point presentation: 

o  Session goals 

o Introduce 3 types of coping strategies  

o Introduce positive reinforcement  

o Introduce withdrawing other rewards for abstinence use.    

o Session summary  

• Task handout 

o  Please write your coping style and how do you feel when you use 

these coping strategies 

• Whiteboard and whiteboard pens/ butchers’ paper and marker pens 

• A4 paper and colour pens 

• Shaping Behaviour Table 
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Session segments Activities Format Resource Time 

- Review and 

introduction 

• Facilitate participants to talk about positive 

changes that they perceived since starting the program 

 

• Introduce the aims of this session  

 

Large group 

 

 

 

- Whiteboard and whiteboard 

pens/ butchers’ paper and 

marker pens 

- Overhead projector & 

Overhead transparencies 

 

15 minutes 

Exploring coping 

strategies of 

participants 

 

• Facilitate “How do you deal with the problems” 

 

 

• Introduce 3 types of coping strategies: Engaged, 

Tolerant, Withdraw 

• Link all coping strategies with Thai culture such 

as religious practices and spiritual beliefs 

• Ask participants to write their coping style and 

how do they feel when they use these coping 

strategies. 

 

Large group 

 

 

 

 

 

 

 

 

 

 

- Whiteboard and whiteboard 

pens/ butchers’ paper and 

marker pens 

- Overhead projector & 

Overhead transparencies 

 

 

- Handout 1 and pen 

 

 

 

10 minutes 

 

 

15 minutes 

 

 

 

5 minutes 
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Session segments Activities Format Resource Time 

 • Ask participants to share with other group 

members 

• Large group discussion involves asking if 

members want to show some of the things that they 

talked about in a small group. 

Small group 

(3-4 persons) 

- butchers’ paper and marker 

pens 

15 minutes 

 

 • Break   10 minutes 

Helping your 

relatives to reduce 

their substance use 

 

• Encourage participants to talk to their relative 

about their substance use, and listen to them, to try and 

understand what they like about the current situation, 

and see if they are aware of any negative effects.  

Example:  

• Encourage participants that they can use these 

discussions as a way to develop rapport and empathy, 

and to check their ideas from the previous session on 

why their relative may be using substance.   

Large group  

 

 

 

 

 

 

 

 

 

 

15 minutes 
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Session segments Activities Format Resource Time 

 • Introduce positive reinforcement and explain 

how to use it to support changes in substance use or 

related behaviours  

• Introduce withdrawing other rewards for 

substance use.   

• Ask participants to write down their behaviour 

problems, expected behaviours and rewards in the 

“Shaping behaviour table” and asked them to monitor 

their behaviours for a week to see if they can change 

their behaviour 

• Use the same table and ask participants to 

consider their relative’s behaviour, by starting with 

non-risky behaviours and moving to behaviours 

relating to drug use  

• Encourage participants to think that it is not easy 

to change behaviour and it takes time to shape 

behaviour problems to expected behaviours 

 

Large group - Overhead projector & 

Overhead transparencies 

 

 

 

- Behaviour analysis table 

 

 

 

 

 

20 minutes 

 

 



 429 

 

 

Session segments Activities Format Resource Time 

Summary and home 

task 

• Provide a summary of the session 

 

• Ask participants to talk to their relative about 

their substance use, and listen to them (as mentioned 

in the session) 

• Ask participants to think about how they could 

reward positive change of their relative. 

 

Large group - Overhead projector & 

Overhead transparencies 

 

10 minutes 

 

5 minutes 
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Work sheet for the second workshop 

“Shaping behaviour table”   
 

 

Behaviour 
problems 

Expected 
behaviour 

Mon Tue Wed Thur Fri Sat Sun Positive 
Reinforcement 
(Rewards) 
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Session 3: visiting temple 

Religious healing 

 

Session aims: 

1.  To improve psychological functions of participant by using religious activity.   

2. To enhance social life of participants 

3. To build cohesion between group members   

Time/place: 

 3 hours in the village temple 

Session segments: 

1. Making merit  

2.  Review and introduction 

3.  Religious healing 

4.  Summary and home task 

 
Resources: 

• Monks in the village 

• Handout 

o Buddhist teaching book 

• Butchers’ paper and marker pens 
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Session segments Activities Format Resource Time 

Making merit  

 

• Offer food for the monk 

• Listening to Buddhism pray 

• Be sprayed by holy water  

Large group Monks in the village 1.5 hours 

 

 • Break   15 minutes 

Review and 

introduction 

• Review the previous session and home task 

• Facilitate participants to talk about positive 

changes they perceived (if lapses have occurred, 

remind them that these are common, and change is 

hard. Focus on improvements that have occurred and 

how they may continue) 

• Introduce the aims of this session  

Large group butchers’ paper and marker 

pens 

20 minutes 

 

Religious healing • Explore the feeling after religious activity “How 

do you feel?” 

• Explore other religious or spiritual beliefs that 

participants have been using 

• Ask participants to share experiences about their 

religious or spiritual activity and ask what works and 

what does not work 

Large group butchers’ paper and marker 

pens 

 

 

 

 

 

40 minutes 
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Session segments Activities Format Resource Time 

 • Suggest religious activities to be used to treat 

themselves and help them get better from the suffering   

 - Handout (Buddhist 

teaching book) 

 

Summary and home 

task 

• Provide a summary of the session 

• Ask participants to do one extra religious 

activity that they have found to help the problem 

 

Large group  10 minutes 

5 minutes 
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Session 4: 3rd workshop 

Effective communication 

Session aims: 

1.  To improve effective communication skills   

2. To enhance family relationships 

Time/place: 

 2 hours in primary health care unit 

Session segments: 

1. Review and introduction 

2. Explore family relationship  

3. Understanding communication style in the family 

4.  Summary and home task 

Resources: 

• Overhead projector & Overhead transparencies or powerpoint presenttion: 

o  Session goals 

o Effective communication skill 

o Session summary  

• Whiteboard and whiteboard pens/ butchers’ paper and marker pens 

• Drug use situation 
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Session segments Activities Format Resource Time 

Review and 

introduction 

 

• Review the previous session and home task 

• Facilitate participants to talk about positive 

changes they perceived since the first session 

• Introduce the aims of this session 

Large group - Overhead projector & 

Overhead transparencies 

 

15 minutes 

Explore family 

relationship 

• Ask participants to bring a positive photo of 

their relative to the group and share it to other 

members and facilitate them to tell why they bring this 

picture and how this picture impressed them 

(emphasise positive attitude) 

• Facilitate participants to discuss and share 

• Facilitate participants to talk about their family 

relationships before their relatives used any substance 

“We are going to consider and then discuss your 

family relationships before your relatives used any 

substance. To do this, I would like you to close your 

eyes and think back to a time recently when you spent 

time together. Think of what you did and what he/she 

did to make a good relationship”. 

Large group  

 

 

 

 

 

 

 

- Whiteboard and whiteboard 

pens/ butchers’ paper and 

marker pens 

 

15 minutes 
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Session segments Activities Format Resource Time 

Understanding 

communication style 

in the family 

• Encourage participants to talk about positive 

aspects that are still present, and how they could be 

increased 

• Provide positive communication skills relating 

to positive and negative requests (cultural 

consideration will be undertaken based on norm and 

value of Thai culture and a non-confrontational style 

will be used) and state that the effective 

communication should if possible be approached when 

their substance using relative is not intoxicated or 

having a hangover, and ideally when participants and 

their relatives are in reasonably good moods. 

Guidelines for positive communication skills: 

1. Be brief 

2. Be positive 

3. Refer to specific behaviour 

4. Label your feeling (express love and concern) 

5. Offer and understanding statement 

Large group 

 

 

 

 

 

 

 

- Overhead projector & 

Overhead transparencies 

 

 

 

 

 

 

 

- Handout (Guidelines for 

positive communication 

skills and example 

sentences) 

 

 

 

 

25 minutes 
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Session segments Activities Format Resource Time 

Understanding 

communication style 

in the family 

(continuous) 

6. Accept partial responsibility 

7. Offer to help 

• Informs participants that they are not expected 

to memorised all 7 guidelines and no need to add all of 

them to the conversation with their relative, but try to 

practice incorporating just a few of them into their 

communication styles 

• Provide communication skills that will be used 

to motivate substance use reduction by their relatives 

and encourage them to enter treatment program. This 

builds on skills already discussed in Session 2. Here, 

they are shown how to elicit further discussion of 

concerns the use may have, and of coping strategies 

they already apply to limit use.  

Large group 

 

 

 

 

 

 

 

 

 

- Overhead projector & 

Overhead transparencies 

 

 

 • Break   10 minutes 
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Session segments Activities Format Resource Time 

Understanding 

communication style 

in the family 

(continuous) 

• Ask participants to sit in pair and pick up the 

situation associated with drug use by their relative 

• Facilitate participants to practise by using role 

play how to use communication skills in the situation 

that they had 

• Ask participants to show in large group after 

practising 

• Ask participants to share ideas about how to use 

these skills in their family  

 

Pair 

 

Large group 

 

- Task handout  

 

- Whiteboard and whiteboard 

pens/ butchers’ paper and 

marker pens 

40 minutes 

Summary and home 

task 

 

• Provide a summary of the session 

• Ask participants to try out the communication 

skills, trained in this session 

 

Large group - Overhead projector & 

Overhead transparencies 

 

10 minutes 

5 minutes 
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Session 5: 4th workshop 

Taking care of yourself and enhancing social support 

 

Session aims: 

1.  To respond to the needs in the participants’ own right   

2. To enhance social support 

3. To address excessive guilt about the relative’s substance use 

Time/place: 

 2 hours in primary health care unit 

Session segments: 

1. Review and introduction 

2.  Taking care of yourself   

3. Giving support 

4. Enhancing social support 

5. Summary and home task 

 

Resources: 

• Overhead projector & Overhead transparencies or power point presentation: 

o  Session goals 

o Positive thinking and positive self talk 

o Types of social support 

o Session summary  

• Whiteboard and whiteboard pens/ butchers’ paper and marker pens 

• VCD “kon hin kon none” (the stone) song 

• Handout  

o Supporting resources (e.g. hospital phone number, drug rehabilitation 

address) 
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Session segments Activities Format Resource Time 

Review and 

introduction 

• Review the previous session, results of how 

practice 

• Facilitate participants to talk about positive 

changes that they perceived (if lapses have occurred, 

remind them that these are common, and change is 

hard. Focus on improvements that have occurred and 

how they may continue) 

• Introduce the aims of this session 

Large group Whiteboard and whiteboard 

pens/ butchers’ paper and 

marker pens 

 

15 minutes 

Taking care of 

yourself   

• Facilitate participants sharing things that they 

are doing to stay well and happy 

• Discuss that fact that their happiness does not 

depend on the behaviour of their substance-using 

relatives. They can choose how to look after 

themselves 

Small group 

(3-4 persons) 

Large group 

Whiteboard and whiteboard 

pens/ butchers’ paper and 

marker pens 

 

10 minutes 

 

10 minutes 

Giving support • Ask participants to pick a small stone, put it in 

hand, squeeze it tightly as much as they can and ask 

how they feel 

 

Large Group Audio tape and song 

“Kon hin kon none” (the 

stone) 

 

10 minutes 
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Session segments Activities Format Resource Time 

 • Conclude that stone referred to problems. When 

participants squeeze it, that means they keep problem 

with them let problem hurts them. So, they need to 

learn to let the problem go, more concerns about 

themselves, and take care of themselves    

• Ask participants to listen to the Thai song “Kon 

hin kon none” (The stone) that tells story about giving 

support when people feel down and encouraging 

people to love themselves rather than hurt themselves. 

If people were strong enough and did not allow others 

let them down, no one could hurt them. Therefore, 

people should see problems as a small stone in their 

hands and throw it away to save themselves 

• Facilitate participants to discuss about their 

feelings and ask if they have other songs that they 

used to make them strong.  

• Introduce concept of “positive thinking and 

positive self talk” integrating with Buddhist teaching  

  

 

 

 

 

 

 

 

 

 

 

 

 

- Whiteboard and whiteboard 

pens/ butchers’ paper and 

marker pens 

- Overhead projector & 

Overhead transparencies 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

10 minutes 

 

 

10 minutes 
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Session segments Activities Format Resource Time 

 • Break   10 minutes 

Enhancing social 

support 

• Discuss types of social support (practical, 

problem solving, someone to understand feeling, 

taking mind of problems). 

• Explore existing social support network of 

participants and discuss how it can be enlarged or 

strengthened. 

• Provide other sources of support (e.g. hospital 

phone number, drug rehabilitation address) 

Large group - Overhead projector & 

Overhead transparencies 

 

- Whiteboard and whiteboard 

pens/ butchers’ paper and 

marker pens 

- Handout 

30 minutes 

Summary and home 

task 

• Provide a summary of the session 

• Ask participants to do at least 1 new enjoyable 

activity 

• Ask participants to spend more time with people 

who help 

 

Large group - Overhead projector & 

Overhead transparencies 

 

10 minutes 

5 minutes 
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Session 6: Excursion 

Social life and network 

Session aims: 

1.  To respond to the needs in the participants’ own right   

2.  To enhance social life 

3. To consolidate the group as a social network 

Time/place: 

 3 hours (depending on the group agreement) 

Session segments: 

1. Going out  

2. Review 

3.  Building net work 

4. Conclusion 

 

Resources: 

• butchers’ paper and marker pens 

• Handout (address book) 
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Session segments Activities Format Resource Time 

Going out • Take participants to other places (e.g. public 

park) 

• Sightseeing  

• Preparing food and have lunch together 

Large group  2 hours 

Review 

 

• Review the previous session and practice 

• Facilitate participants to talk about positive 

changes  

• Discussion of perceived benefits 

Large group butchers’ paper and marker 

pens 

 

30 minutes 

Building net work • Encourage participants to continue meeting into 

the future, and continue building relationship that 

allow mutual support and enjoyable social contact.  

Large group Handout (Address book) 15 minutes 

Conclusion • Summarise the intervention  

• Remind them about other supportive resources 

• Make appointments with participants for Post-

intervention assessments 

 

Large group butchers’ paper and marker 

pens 

 

15 minutes 

 

 



 445 

 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

Thai Family Support program manual in Thai version
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คู่มือ  โปรแกรมกลุ่มสนับสนุน

ครอบครัวไทยที่มีผู้ใช้สารเสพติด 

ในครอบครัว 
(Thai Family Support) 
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Thai Family Support (TFS) เป็นโปรแกรมกลุ่มบาํบดัสาํหรับครอบครัวท่ีมีบุตรหลานท่ีมี

พฤติกรรมเส่ียงต่อการใชส้ารเสพติด  โปรแกรมบาํบดัน้ีถกูพฒันาและประยกุตต์ามกรอบแนวคิดแนวคิด

ของโปรแกรม  the 5-step method และ Community Reinforcement And Family Training program 

(CRAFT) โดยนาํมาประยกุตเ์พ่ือใหเ้หมาะสมกบัสภาพสงัคมและวฒันธรรมไทย   

โปรแกรม TFS ประกอบดว้ย การทาํกลุ่มบาํบดัทั้งหมด 14 ชัว่โมง  การทาํกลุ่มจะจดัใหมี้ข้ึน

ทั้งหมด 6 คร้ัง ในระยะเวลา 6 สปัดาห์ ( 1 คร้ัง/ สปัดาห์)  โดยเน้ือหาในการกลุ่มบาํบดัประกอบไปดว้ย

การฝึกทกัษะต่างๆท่ีสาํคญัและการสอนเทคนิคและวิธีการต่างๆใหก้บัครอบครัวของผูมี้พฤติกรรมใชส้าร

เสพติด  เพ่ือใหส้มาชิกครอบครัวสามารถใชท้กัษะต่างๆในการเผชิญปัญหาท่ีเกิดข้ึนในการอยูร่่วมกบัผูใ้ช้

สารเสพติด  รวมทั้งช่วยใหส้มาชิกครอบครัวของผูใ้ชส้ารเสพติดมีสุขภาพจิตท่ีดี และคงไวก้ารเป็นอยูท่ี่ดี  

 วตัถุประสงคข์องโปรแกรม: 

1. เพ่ือส่งเสริมใหส้มาชิกครอบครัวของผูใ้ชส้ารเสพติดมีสุขภาพจิตดีและลดการเจบ็ป่วยทางจิต 

2. เพ่ือเพ่ิมอตัราการการแสวงหาความช่วยเหลือดา้นยาเสพติดและเขา้รับการบาํบดัรักษาดา้นยาเสพ

ติดของผูใ้ชส้ารเสพติด 

3. เพ่ือส่งเสริมสมัพนัธภาพในครอบครัวระหวา่งสมาชิกครอบครัวและผูใ้ชส้ารเสพติด 
 

 

 

 

Thai Family Support 
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Checking aims and contents 

 Objectives  

Sessions 1 2 3 Underpin framework 

1. Understanding yourself and 

your relative 

   The 5-step method ,CRAFT 

2. Coping with problems    The 5-step method 

3. Religion healing    Thai culture 

4. Effective communication    CRAFT 

5. Taking care of yourself and 

enhancing social support 

   The 5-step method, 

CRAFT, Thai culture 

6. Social life and network    The 5-step method, 

CRAFT, Thai culture 

 

Checking aims and primary outcome measurements 

 

 Objectives  

Measurements 1 2 3 Assessment time 

1. Motivation for change ladder 

for family members 

   Baseline 

2. Motivation for change ladder 

for substance users 

   Baseline, Post-intervention, 

Follow-Up 

2. General Health Questionnaire    Baseline, Post-intervention, 

Follow-Up 

3. WHO Quality of Life    Baseline, Post-intervention, 

Follow-Up 

4. The Family Environment Scale    Baseline, Post-intervention, 

Follow-Up 

5. The Family Attitude Scale    Baseline, Post-intervention, 

Follow-Up 

6. Substance use history    Baseline, Post-intervention, 

Follow-Up 
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การอบรมเชิงปฏิบตักิารคร้ังที ่1 

การเข้าใจตนเองและเข้าใจบุตรหลานของตนเอง 

 

เป้าหมาย: 

1. เพ่ือสร้างสมัพนัธภาพและเสริมสร้างความสมัพนัธ์อนัดีระหวา่งสมาชิก 
2. เพ่ือเปิดโอกาสใหส้มาชิกไดพู้ดคุยเก่ียวกบัปัญหาและอุปสรรคท่ีพบในครอบครัวท่ีมีผูใ้ชส้ารเสพ

ติด 
3. เพ่ือใหข้อ้มูลเก่ียวกบัผลกระทบท่ีเกิดจากการใชส้ารเสพติด 
4. เพ่ือช่วยใหส้มาชิกเขา้ใจบุตรหลานของตนเอง 

 

ระยะเวลาและสถานที่ 

 2 ชัง่โมง   ณ. หอ้งทาํกลุ่มท่ีสถานีอนามยั  
 
Session segments: 

1. ทาํความรู้จกัซ่ึงกนัและกนั 

2. การบอกเล่าเร่ืองราวเก่ียวกบัครอบครัวของตนเอง 
3. การทําความเข้าใจตนเอง 

4. การทาํความเขา้ใจบุตรหลานของตนเอง  

5. สรุปเน้ือหาสาระ  และ มอบหมายการบา้น 

ส่ือ  อุปกรณ์: 

• เคร่ืองฉายขา้มศรีษะ แผน่ใส / Computer & Projector Powerpoint presentation 

o อธิบายเน้ือหาเก่ียวกบักลุ่มสนบัสนุนครอบครัวไทย และเป้าหมายของโปรแกรม 

o ผลกระทบของยาเสพติดต่อครอบครัว 

o ผลของยาเสพติด 

o อธิบายเก่ียวกบัความรู้สึกผิดของสมาชิกครอบครัวท่ีมีต่อการดูแลผูติ้ดสารเสพติด 

o สรุปเน้ือหา 

• กระดาษชาร์ต / ปากกาสี 

• กระดาษ A4 / ปากกา / สีเมจิก 

• VCD เพลง นํ้าตาแม่ 

• ตารางวิเคราะห์พฤติกรรม 
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Session segments กจิกรรม กลุ่ม ส่ือ/อุปกรณ์ เวลา 

การทาํความรู้จกัซ่ึงกนัและ

กนั 
 

บทนาํ 

• ผูน้าํกลุ่มแนะนาํตนเอง พร้อมทั้งบอกตาํแหน่งหนา้ท่ีการ

ทาํงานเชิงวิชาชีพท่ีมีส่วนเก่ียวขอ้งการกบัการทาํงานดา้นยาเสพติด

ในชุมชน 

• ผูน้าํกลุ่มอธิบายรายละเอียดของโครงการ  โดยมีเน้ือหา

เก่ียวกบัความเป็นมาของโครงการ  ประโยชนท่ี์ผูเ้ขา้ร่วมโครงการ

จะไดรั้บ และลกัษณะของโครงการและวตัถุประสงคข์องการเขา้

ร่วมโครงการเชิงปฏิบติัการในตร้ังท่ี 1 

• ผูน้าํกลุ่มใหส้มาชิกแนะนาํตนเองใหเ้พ่ือนสมาชิกรู้จกัและ

บอกเหตุผลสั้นๆวา่เพราะอะไรจึงสนใจเขา้ร่วมโครงการ   
 

 

- กลุ่มใหญ่ 

 

 
-   เคร่ืองฉายขา้มศรีษะ แผน่ใส  

หรือ Computer & Projector Powerpoint 

presentation  

 
20 นาที 

การบอกเล่าเร่ืองราว

เก่ียวกบัครอบครัวของ

ตนเอง 
 

• ผูน้าํกลุ่มใหส้มาชิกหลบัตาและยอ้นระลึกถึงภาพครอบครัว

ของตนเอง โดยใหนึ้กถึงสมาชิกในครอบครัวแต่ละคน ความรู้สึกท่ี

มีต่อครอบครัว สภาพครอบครัวตามการรับรู้ 

• ผูน้าํกลุ่มใหส้มาชิกวาดภาพความครอบครัวของตนเองท่ี

สะทอ้นถึงความรู้สึกท่ีมีต่อครอบครัว 

• กระตุน้ใหส้มาชิกท่ีนัง่ติดกนัแสดงภาพวาดและเล่าเร่ืองราว

เก่ียวกบัภาพของตนเอง 

-  กลุ่มใหญ่ 

 

 

 

 

 

-  จบัคู่ 

-   เคร่ืองฉายขา้มศรีษะ แผน่ใส  

หรือ Computer & Projector Powerpoint 

presentation  
 
 
 
-  กระดาษ A4 และปากกาสีเมจิก 
 
 
 

5 นาที 
 
 
 
 
 
5 นาที 
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Session segments กจิกรรม กลุ่ม ส่ือ/อุปกรณ์ เวลา 

 • ผูน้าํกลุ่มกระตุน้ใหส้มาชิกแสดงภาพของตนเองในกลุ่ม

ใหญ่ และเปิดโอกาสใหส้มาชิกคนอ่ืนมีส่วนร่วมในการซกัถามและ

สนทนา 

  15 นาที 
 

การเขา้ใจตนเอง • นาํเขา้สู่การเขา้ใจอารมณ์และความรู้สึกของตนเองโดยเปิด 

VCD เพลงนํ้าตาแม่ 

• ถามสมาชิกวา่เคยมีใครท่ีมีความรู้สึกเล่าน้ีหรือไม่ และเปิด

โอกาสใหส้มาชิกพดูคุยกนั 

• ผูน้าํกลุ่มเช่ือมโยงประสบการณ์ของสมาชิกกบัการรวบรวม

การทบทวนวรรณกรรมงานวิจยัท่ีเก่ียวขอ้งกบัผลกระทบท่ี

ครอบครัวไดรั้บจากการท่ีมีสมาชิกในครอบครัวใชส้ารเสพติด  

-  กลุ่มใหญ่ 

 

- VCD เพลง นํา้ตาแม ่
 
 
 
 

-   เคร่ืองฉายขา้มศรีษะ แผน่ใส  

หรือ Computer & Projector Powerpoint 

presentation  

10 นาที 

 • พกั   10 นาที 

การทาํความเขา้ใจบุตร

หลานของตนเอง 
 

• ผูน้าํกลุ่มใหข้อ้มลูเก่ียวกบัผลของการใชส้ารเสพติด  

ธรรมชาติของการเสพติด  ความเส่ียงต่อการกลบัไปใชส้ารเสพติด

ซํ้า  และส่ิงท่ีเกิดข้ึนในระยะของการฟ้ืนฟู 

• ผูน้าํกลุ่มกระตุน้ใหส้มาชิกวิเคราะห์เก่ียวกบัปัจจยัต่างๆท่ีมี

ส่วนเก่ียวขอ้งกบัการใชส้ารเสพติด  และส่ิงท่ีทาํใหบุ้ตรหลานของ

ตนเองยงัคงมีพฤติกรรมใชส้ารเสพติดในปัจจุบนั  โดยร่วมกนั 
 

-  กลุ่มใหญ่ 

 

 

 

 

 

 

 

-   เคร่ืองฉายขา้มศรีษะ แผน่ใส  

หรือ Computer & Projector Powerpoint 

presentation  
- กระดาษชาร์ต  ตารางวิเคราะห์

พฤติกรรม / ปากกาสี 

 

45 นาที 
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Session segments กจิกรรม กลุ่ม ส่ือ/อุปกรณ์ เวลา 

 วิเคราะห์โดยใชต้ารางวิเคราะห์พฤติกรรม  

• สรุปเน้ือหาและช้ีใหส้มาชิกเห็นวา่  ครอบครัวมกัจะรู้สึกผดิ 

และโทษตนเองท่ีทาํใหบุ้ตรหลานไปใชส้ารเสพติด  ซ่ึงส่งผลใหเ้กิด

ปัญหาสุขภาพจิต  ดงันั้นสมาชิกจึงควรทาํความเขา้ใจวา่  การใชส้าร

เสพติดของบุตรหลานมีสาเหตุมาจากหลายปัจจยั   

   

สรุปเน้ือหาสาระและ

มอบหมายการบา้น 

 

• สรุปเน้ือหาโดยรวม  

• ผูน้าํกลุ่มมอบหมายการบา้น  โดยบอกใหส้มาชิกกลบัไปคิด

เพ่ิมเติมเก่ียวกบัสาเหตุและปัจจยัอ่ืนๆท่ีทาํใหบุ้ตรหลานของตนเอง

หนัไปใชส้ารเสพติด และคน้หาวา่ความคิดของตนเองถูกตอ้ง

อยา่งไร  

-  กลุ่มใหญ่ 

 

-   เคร่ืองฉายขา้มศรีษะ แผน่ใส  

หรือ Computer & Projector Powerpoint 

presentation 

10 นาที 
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ใบงานที่ 1 

ตารางวเิคราะห์พฤตกิรรม 

ผู้นํากลุ่มใช้ตารางการวเิคราะห์พฤตกิรรมดงัต่อไปนี ้เพือ่ช่วยให้สมาชิกกลุ่มฝึกทกัษะในการวเิคราะห์พฤตกิรรมและทาํความเข้าใจปัจจยัต่างๆที่ทําให้ผู้ใช้สารเสพตดิมพีฤตกิรรม

การใช้สารเสพตดิ 

ปัจจยัภายนอก ปัจจยัภายใน พฤตกิรรมการใช้สารเสพตดิ ผลระยะส้ัน ผลระยะยาว 

1. ทุกคร้ังท่ีลูกคุณใชส้าร

เสพติดมกัอยู่กบัใคร 

…………………….. 

…………………….. 

2. ทุกคร้ังท่ีลูกคุณเสพสาร

เสพติดมกัเสพท่ีไหน 

…………………….. 

…………………….. 

3. ทุกคร้ังท่ีลกูคุณใชส้าร

เสพติดมกัใชเ้ม่ือไหร่ 

…………………….. 

…………………….. 

 

คุณคิดวา่อะไรท่ีทาํใหล้กูคุณ

ชอบ/ติดใจ  เม่ือใชส้ารเสพติด 

……………………………….. 

……………………………….. 

……………………………….. 

……………………………….. 

……………………………….. 

……………………………….. 

ลกูคุณมีพฤติกรรมในการใชส้าร

เสพติดอะไร 

……………………………… 

……………………………… 

……………………………… 

……………………………… 

ปริมาณเท่าไหร่ 

……………………………… 

……………………………… 

……………………………… 

……………………………… 

 

คุณคิดวา่ลกูคุณใชส้ารเสพติด

เพราะมองวา่  การใชส้ารเสพติด

ดีต่อเขาอยา่งไร   

(ผูใ้ชส้ารเสพติดมกัคาํนึงถึงขอ้ดี

ของการใชส้ารเสพติดซ่ึงเป็นผล

ระยะสั้น  เช่น  ดมกาวแลว้ทาํให้

สนุก  เมา ลืมเร่ืองกลุม้ใจ) 

……………………………….. 

……………………………….. 

……………………………….. 

……………………………….. 

……………………………….. 

 

 

คุณคิดวา่การใชส้ารเสพติดส่งผล

ระยะยาวอยา่งไร 

(ผลระยะยาวมกัเป็นผลดา้นลบ 

ส่วนมากพบวา่ผผผูใ้ชส้าร

เสพตตติดมกัไม่คาํนึงถึง  แต่

ผูป้กครองมกัจะคาํนึงและกงัวล

กบัผลเสียในระยะยาว) 

1. ดา้นร่างกาย 

2. ดา้นจิตใจ 

3. ดา้นสงัคม/การทาํงาน 

4. ดา้นเศรษฐกิจ 

5. ดา้นการศึกษา 

6. ดา้นสมัพนัธภาพ 
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การอบรมเชิงปฏิบตักิารคร้ังที ่2 

การเผชิญปัญหาและแนวทางในการปรับพฤตกิรรมทีเ่หมาะสม 

 

เป้าหมาย: 

1. เพื่ออธิบายรูปแบบการเผชิญปัญหาและสนบัสนุนใหส้มาชิกกลุ่มใชแ้นวทางในการ

เผชิญปัญหาท่ีถูกตอ้งและเหมาะสม 

2. เพ่ือใหส้มาชิกกลุ่มใชก้ระบวนการเสริมแรงทางบวกและการเสริมแรงทางลบเพ่ือช่วยให้

ญาติของตนเองลดปริมาณการใชส้ารเสพติด 
3. เพ่ือใหส้มาชิกกลุ่มปรับปรุงการใชก้ารทาํโทษท่ีถกูวิธี  
 

ระยะเวลา / สถานท่ี 

 2 ชัง่โมง  ณ. หอ้งทาํกลุ่มท่ีสถานีอนามยั  

 
Session segments: 

 
1. ทบทวนผลการทาํกลุ่มคร้ังท่ี 1 และนาํเขา้สู่การทาํกลุ่มคร้ังท่ี 2  

2. คน้หาแนวทางในการเผชิญปัญหาสาํหรับสมาชิกกลุ่ม 

3. ช่วยใหญ้าติของสมาชิกกลุ่มลดการใชส้ารเสพติด 

4. สรุปเน้ือหาสาระ  และ มอบหมายการบา้น 

ส่ือ  อุปกรณ์: 

• เคร่ืองฉายขา้มศรีษะ แผน่ใส / Computer & Projector Powerpoint presentation 

o อธิบายเป้าหมายการทาํกลุ่ม 

o อธิบายรูปแบบการเผชิญปัญหา 3 วิธี  

o อธิบายการเสริมแรงทางบวก 

o อธิบายการถอดถอนรางวลัเม่ือมีภาวะเส่ียงต่อการกลบัไปใชส้ารซํ้า 

o สรุปเน้ือหา 

• กระดาษชาร์ต / ปากกาสี 

• กระดาษ A4 / ปากกา / สีเมจิก 

• ตารางการปรับพฤติกรรม 
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Session segments กจิกรรมกลุ่ม กลุ่ม ส่ือ/อุปกรณ์ เวลา 

ทบทวนผลการทาํกลุ่ม

คร้ังท่ี 1 และนาํเขา้สู่การ

ทาํกลุ่มคร้ังท่ี 2  

• ผูน้าํกลุ่มกระตุน้ใหส้มาชิกพดูถึงการเปล่ียนแปลงในดา้นบวก

ท่ีเกิดข้ึนจากการเขา้ร่วมโครงการในคร้ังท่ีผา่นมา 

• ผูน้าํกลุ่มแนะนาํวตัถุประสงคข์องการอบรม 

-  กลุ่มใหญ่ 

 

 

 -   เคร่ืองฉายขา้มศรีษะ แผน่ใส  

หรือ Computer & Projector Powerpoint 

presentation 

 

15 นาที 

 • ผูน้าํกลุ่มถามสมาชิก “เม่ือมีปัญหาต่างๆเกิดข้ึน สมาชิกเผชิญ

ปัญหาต่างๆอยา่งไร” 

• ผูน้าํกลุ่มอธิบายรูปแบบการเผชิญปัญหาทั้ง 3วิธี คือ การจมอยู่

กบัปัญหา, การปรับตวัอยา่งเป็นกลางระหวา่งการเขา้หาปัญหาและ

หลีกหนีปัญหา, และการหนีปัญหา  

• เช่ือมโยงรูปแบบการเผชิญปัญหาเพ่ือใหเ้หมาะกบัวฒันธรรม

ไทยโดยใชห้ลกัคิดทางศาสนาในเร่ืองการเกินทางสายกลาง  

• ผูน้าํกลุ่มใหส้มาชิกเขียนบรรยายเก่ียวกบัรูปแบบการเผชิญ

ปัญหาของตนเองและความรู้สึกเม่ือเลือกใชวิ้ธีเผชิญปัญหาดงักล่าว 

• ใหส้มาชิกแบ่งกลุ่มยอ่ย และกระตุน้ใหส้มาชิกแลกเปล่ียน

เรียนรู้กบัเพ่ือนสมาชิกในกลุ่มเลก็ 

• อภิปรายในกลุ่มใหญ่โดยใหส้มาชิกเล่าส่ิงท่ีไดเ้รียนรู้ในกลุ่ม

เลก็ใหเ้พ่ือนสมาชิกอ่ืนๆฟังในกลุ่มใหญ่ 

-  กลุ่มใหญ่ 

 

 

 

 

 

 

 

 

-  กลุ่มเลก็  (3-4 

คน) 

 

-  กลุ่มใหญ่ 

 

-  กระดาษชาร์ต / ปากกาสี 

 

 

 

 

 

 

 

 

-  ใบงาน 

 

 

10 นาที 

 

15 นาที 

 

 

 

 

5 นาที 

 

15 นาที 

 

 

 

 

 • พกั   10 นาที 
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Session segments กจิกรรม กลุ่ม ส่ือ/อุปกรณ์ เวลา 

-ช่วยใหญ้าติของสมาชิก

กลุ่มลดการเสพสารเสพติด 

• ผูน้าํกลุ่มชกัชวนใหส้มาชิกกลุ่มพดูคุยกบัญาติเก่ียวกบัการ

ใชส้ารเสพติด โดยหดัฟังในส่ิงท่ีเขาเล่าและพยายามเขา้ใจเก่ียวกบั

ส่ิงท่ีเขาชอบเก่ียวกบัการใชส้ารเสพติดในปัจจุบนัเพ่ือสงัเกตว่าญาติ

ของตนเองคาํนึงถึงผลดสียของการใชส้ารเสพติดหรือไม่  

• ผูน้าํกลุ่มสนบัสนุนใหส้มาชิกกลุ่มใชวิ้ธีการพดูคุยน้ีเพ่ือ

สร้างสมัพนัธภาพท่ีดีและทาํใหเ้ขา้ใจความรู้สึกของญาติเพ่ือ

ตรวจสอบความคิดเห็นของสมาชิกท่ีระบุเก่ียวกบัเหตุผลท่ีญาติของ

คนเองยงัคงใชส้ารเสพติด (จากการเขา้กลุ่มคร้ังท่ี 1) 

• ผูน้าํกลุ่มอธิบายเก่ียวกบัรูปแบบการเสริมแรงทางบวก  การ

เสริมแรงทางลบโดยการถอดถอนรางวลัและการลงโทษท่ี

เหมาะสมเพ่ือใชใ้นการปรับพฤติกรรมท่ีไม่พึงประสงค ์

• ผูน้าํกลุ่มบอกใหส้มาชิกกลุ่มเขียนพฤติกรรมของตนเองท่ี

ตนเองรู้สึกไม่ชอบและตอ้งการปรับรวมทั้งการใหร้างวลัลงใน

ตารางการปรับพฤติกรรม และใหส้มาชิกไดส้งัเกตุและติดตาม

พฤติกรรมของตนเองตลอด 1 สปัดาห์เพ่ือใหเ้ห็นถึงการ

เปล่ียนแปลงพฤติกรรม 

• ผูน้าํกลุ่มใชต้ารางเดิม และใหส้มาชิกคิดถึงพฤติกรรมของ

ญาติของตนเองท่ีตอ้งการปรับ  โดยเร่ิมคิดจากพฤติกกรรมท่ีไม่มี  

-  กลุม่ใหญ่ 
 

 

 

 

 

 

 

 

 

 

 

-   เคร่ืองฉายขา้มศรีษะ แผน่ใส  

หรือ Computer & Projector Powerpoint 

presentation  
 
-  ตารางการปรับพฤติกรรม 

15 นาที 
 
 
 
 
 
 
 
 
 
20 นาที 
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Session segments กจิกรรม กลุ่ม ส่ือ/อุปกรณ์ เวลา 

 ความเส่ียงจนถึงพฤติกกรรมเส่ียงต่อการใชส้ารเสพติด 

• สรุปใหส้มาชิกเขา้ใจวา่ การปรับพฤติกรรมไม่ใช่เร่ืองง่าย 

ตอ้งใชค้วามพยายามและอดทนในการปรับแบบค่อยเป็นค่อยไป 

และตอ้งใชเ้วลาในการปรับพฤติกรรมท่ีพึงประสงค ์

   

สรุปเน้ือหาสาระและ

มอบหมายการบา้น 

• สรุปเน้ือหาสาระ 

• มอบหมายใหส้มาชิกกลบัไปพดูตุยกบับุตรหลานของตนเอง  

ตามวิธีการท่ีเรียนรู้จากรูปแบบการสนทนาท่ีสงัเกตุเห็น และฝึกท่ี

จะรับฟังบุตรหลานของตนเอง  โดยไม่ตาํหนิ และพดูจาส่อเสียด 

• มอบหมายใหส้มาชิกกลบัไปคิดเก่ียวกบัการเสริมแรง

ทางบวก และส่ิงเสริมแรงท่ีควรใหก้บับุตรหลานของตนเอง  เพ่ือ

ปรับพฤติกรรม 
 

-  กลุ่มใหญ่ 

 

-   เคร่ืองฉายขา้มศรีษะ แผน่ใส  

หรือ Computer & Projector Powerpoint 

presentation  

10 นาที 

5 นาที 
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ใบงาน   

ตารางการปรับพฤตกิรรม 

 

 

พฤตกิรรม

ที่ต้องการ

ปรับ 

พฤตกิรรม

ที่พงึ

ประสงค์ 

จนัทร์  องัคาร พุธ พฤหัสบดี ศุกร์ เสาร์ อาทิตย์ การ

เสริมแรง 
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การอบรมเชิงปฏิบัตกิารคร้ังที่ 3 

ศาสนบําบัด 

 

เป้าหมาย: 

1.  เพ่ือส่งเสริมสุขภาพจิตของสมาชิกกลุ่มโดยใชศ้าสนาในการบาํบดั 
2. เพ่ือส่งเสริมการใชชี้วิตสงัคมอยา่งปกติสุขของสมาชิกกลุ่ม 
3. เพ่ือสร้างสายสมัพนัธ์อนัดีระหวา่งสมาชิก  

 

ระยะเวลา / สถานที่ 

 2-3 ชัง่โมง  ณ. วดัประจาํชุมชน 
 
Session segments: 

 
1.  การร่วมกิจกรรมทาํบุญท่ีวดั 

2. ทบทวนผลการทาํกลุ่มคร้ังท่ี 2 และนาํเขา้สู่การทาํกลุ่มคร้ังท่ี 3 

3. ศาสนบาํบดั 

4. สรุปเน้ือหาสาระ  และ มอบหมายการบา้น 

ส่ือ  อุปกรณ์: 

• พระในชุมชน  

• หนงัสือธรรมะ ฉบบัพกพา 

• กระดาษชาร์ต / ปากกาสี 
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Session segments กจิกรรม กลุ่ม ส่ือ / อุปกรณ์ เวลา 

การร่วมกิจกรรมทาํบุญท่ี

วดั 

 

• ถวายภตัตาหาร  และถวายสงัฆทาน 

• ฟังเทศน ์ รับศีล 

• รับการประพรมนํ้ามนต ์

• รับประทานอาหารร่วมกนั 

-  กลุ่มใหญ่ 

 

พระในชุมชน 1 ชัว่โมง 30 

นาที (ข้ึนอยูก่บั

กิจกรรมทาง

ศาสนาในแต่

ละวดั) 

ทบทวนผลการทาํกลุ่มคร้ัง

ท่ี 2 และนาํเขา้สู่การทาํ

กลุ่มคร้ังท่ี 3 

 

• ทบทวนผลการเปล่ียนแปลงทางบวกท่ีเกิดข้ึนภายหลงัจาก

การเขา้ร่วมโครงการ (กรณีท่ีญาติกลบัไปใชส้ารเสพติดซํ้า ผูน้าํ

กลุ่มช้ีใหส้มาชิกเห็นวา่เป็นเร่ืองปกติ เพราะการเปล่ียนแปลงย่อม

เกิดข้ึนไดย้าก และเนน้เก่ียวกบัการปรับปรุงท่ีดีข้ึนและวิธีการใน

การปรับปรุงพฤติกรรมอยา่งต่อเน่ือง) 

• อธิบายถึงวตัถุประสงคข์องการมาร่วมทาํกิจกรรมท่ีวดั  

• ผูน้าํกลุ่มประเมินความรู้สึกของสมาชิก  “รู้สึกอยา่งไร

หลงัจากไดร่้วมกิจกรรมทาํบุญ?” 

• เปิดโอกาสใหส้มาชิกพดูคุยเก่ียวกบักิจกกรมทางศาสนาท่ี

เคยปฏิบติั และผลท่ีเกิดข้ึนต่อการส่งเสริมและเยียวยาทางดา้นจิตใจ 

• และแนะนาํใหส้มาชิกนาํกิจกรรมท่ีเก่ียวขอ้งกบัทางดา้น

ศาสนาไปใชใ้นชีวิตประจาํวนัเพ่ือมุ่งเนน้ใหเ้ห็นถึงความสาํคญัทาง

ศาสนาต่อการบาํบดั ฟ้ืนฟสูภาพจิตใจ 

 

-  กลุ่มใหญ่ 

 

- กระดาษชาร์ต / ปากกาสี 

 

 

 

 

 

 

 

 

 

 

 

 

 

-  หนงัสือธรรมะ 

 

20 นาที 

 

 

 

 

 

40 นาที 
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Session segments กจิกรรม กลุ่ม ส่ือ / อุปกรณ์ เวลา 

สรุปเน้ือหาสาระและ

มอบหมายการบา้น 

• สรุปประเดน็จากการสนทนา มอบหมายใหส้มาชิกไป

ปฏิบติักิจกรรมทางศาสนาท่ีตนเองคิดวา่สามารถนาํไปใชเ้พ่ือ

ส่งเสริมสุขภาพจิตและแกไ้ขปัญหาของตนเอง 

• มอบหมายใหส้มาชิกนาํภาพลกูของตนเองมาในวนัทาํกลุ่ม

คร้ังต่อไป 

 

-  กลุ่มใหญ่ 

 

 10 นาที 

 

5 นาที 
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การอบรมเชิงปฏิบตักิารคร้ังที ่4 

การส่ือสารทีม่ปีระสิทธิภาพ 

 

เป้าหมาย: 

1. เพ่ือปรับปรุงวิธีการส่ือสารของสมาชิกใหมี้ประสิทธิภาพ 

2. เพ่ือเสริมสร้างสมัพนัธภาพในครอบครัวของสมาชิกกลุ่ม  

 

ระยะเวลา /สถานที่ 

 2 ชัง่โมง  ณ. หอ้งทาํกลุ่มท่ีสถานีอนามยั  
 
Session segments: 

 
1. ทบทวนผลการทาํกลุ่มคร้ังท่ี 3 และนาํเขา้สู่การทาํกลุ่มคร้ังท่ี 4 

2. คน้หาสมัพนัธภาพในครอบครัว 

3. การทาํความเขา้ใจการส่ือสารท่ีมีประสิทธิภาพท่ีจาํเป็นในครอบครัว 

4. สรุปเน้ือหาสาระ  และ มอบหมายการบา้น 

ส่ือ  อุปกรณ์: 

• เคร่ืองฉายขา้มศรีษะ แผน่ใส / Computer & Projector Powerpoint presentation 

o อธิบายเป้าหมายการทาํกลุ่ม 

o ทกัษะการส่ือสารท่ีมีประสิทธิภาพ 

o สรุปเน้ือหา 

• กระดาษชาร์ต / ปากกาสี 

• สลากสถานการณ์ 
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Session segments กจิกรรม กลุ่ม ส่ือ/อุปกรณ์ เวลา 

ทบทวนผลการทาํกลุ่มคร้ัง

ท่ี 3 และนาํเขา้สู่การทาํ

กลุ่มคร้ังท่ี 4 
 

 

• ผูน้าํกลุ่มกระตุน้ใหส้มาชิกพดูถึงการเปล่ียนแปลงในดา้น

บวกท่ีเกิดข้ึนจากการเขา้ร่วมโครงการในคร้ังท่ีผา่นมาและซกัถาม

ถึงการบา้นท่ีมอบหมายใหท้าํในการทาํกลุ่มคร้ังท่ีผา่นมา 

• ผูน้าํกลุ่มสรุปประเดน็ และแจกเอกสารเก่ียวกบัการสวด

มนตท่ี์สามารถนาํไปใชไ้ดใ้นชีวิตประจาํวนั 

• ผูน้าํกลุ่มแนะนาํวตัถุประสงคข์องการอบรมเชิงปฏิบติัการ

ในคร้ังท่ี 4  

-  กลุ่มใหญ่ 

 

-   เคร่ืองฉายขา้มศรีษะ แผน่ใส  หรือ 

Computer & Projector Powerpoint 

presentation  

15 นาที 

คน้หาสมัพนัธภาพใน

ครอบครัว 

• ผูน้าํกลุ่มใหส้มาชิกทุกคนนาํรูปภาพบุตรหลานของตนเอง

ออกมาและเล่าใหส้มาชิกคนอ่ืนๆฟังวา่บุตรหลานของตนเองเป็น

คนอยา่งไร  เพราะอะไรจึงนาํลูกน้ีมา และประทบัใจรูปท่ีนาํมา

อยา่งไร (เนน้ท่ีความรู้สึกดา้นบวก) 

• เปิดโอกาสใหเ้พ่ือสมาชิกพดูคุยซกัถาม  

• ผูน้าํกลุ่มกระตุน้ใหส้มาชิกพดูถึงสมัพนัธภาพในครอบครัว

ของตนเอง  โดยใหส้มาชิกใชจิ้นตนาการนึกยอ้นถึงภาพเหตุการณ์ท่ี

เกิดข้ึนในครอบครัวท่ีตนเองประทบัใจ   

• ผูน้าํกลุ่มใหส้มาชิกหลบัตาลง  หายใจเขา้ออกลึกๆ (ทาํ

บรรยากาศใหเ้งียบสงบ) และนึกถึงเหตุการณ์ประทบัใจท่ีเกิดข้ึน 

-  กลุ่มใหญ่ 

 

-   เคร่ืองฉายขา้มศรีษะ แผน่ใส  หรือ 

Computer & Projector Powerpoint 

presentation  
 
 
 
 
 
 
 

25 นาที 
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Session segments กจิกรรม กลุ่ม ส่ือ/อุปกรณ์ เวลา 

 ระหวา่งสมาชิกในครอบครัว 

 “ขณะน้ีเรากาํลงัจะยอ้นระลึกถึงเหตุการณ์ท่ีประทบัใจใน

ครอบครัวของเรา  ขอใหส้มาชิกทุกคนนัง่ในท่าท่ีคิดวา่สบายท่ีสุด

หลบัตาลงชา้ๆ  หายใจเขา้ออกลึกๆ ทาํจิตใจใหผ้อ่นคลาย หยดุ

คิดถึงเร่ืองต่างๆท่ีทาํใหคุ้ณรู้สึกกงัวล  จากนั้นใหทุ้กคนนึกยอ้นถึง

ภาพเหตุการณ์ประทบัใจท่ีเกิดข้ึนในครอบครัวของตนเองเม่ือเร็วๆ

น้ี  มีเหตุการณ์อะไรท่ียงัคงติดอยูใ่นความทรงจาํของคุณ เป็น

เหตุการณ์ท่ีคุณนึกถึงแลว้มีความสุข  สมาชิกในครอบครัวอยูก่นั

พร้อมหนา้ และอยูด่ว้ยกนัอยา่งมีความสุข  คุณกาํลงัทาํอะไร และ

บุตร/หลานของคุณกาํลงัทาํอะไร ท่ีทาํใหคุ้ณรู้สึกถึงความสมัพนัธ์

อนัดีของครอบครัวคุณ  ขณะท่ีคุณยอ้นนึกถึงเหตุการณ์น้ีขอใหคุ้ณ

ซึมซบักบัความสุขนั้นอีกคร้ัง  จากนั้นขอใหทุ้กคนค่อยๆลืมตาข้ึน

ชา้ๆ”  

• ผูน้าํกลุ่มกระตุน้ใหส้มาชิกพดูเก่ียวกบัภาพเหตุการณ์ท่ีระลึก

ถึงและเนน้ใหส้มาชิกเห็นวา่เป็นส่ิงดีดีท่ียงัเกิดข้ึนใน

ครอบครัว  และใหส้มาชิกคิดวา่ทาํอยา่งไรจึงจะทาํให้

ความสมัพนัธ์อนัดีจะยงัคงมีอยูแ่ละทาํใหเ้พ่ิมข้ึนไดอ้ยา่งไร 

 

-  กลุ่มใหญ่ 

 

  



 467 

Session segments กจิกรรม กลุ่ม ส่ือ/อุปกรณ์  เวลา 

การทาํความเขา้ใจการ

ส่ือสารท่ีมีประสิทธิภาพท่ี

จาํเป็นในครอบครัว 
 

• ผูน้าํกลุ่มเช่ือมโยงเร่ืองสมัพนัธภาพในครอบครัวกบัการ

ส่ือสารท่ีมีประสิทธิภาพ  และอธิบายหลกัการส่ือสารท่ี

ประสิทธิภาพ  คือ  

• การส่ือสารจะมีประสิทธิภาพก็ต่อเม่ือผูใ้ชส้ารเสพติดไม่อยู่

ในภาวะมึนเมาจากการเสพสารเสพติด 

• การส่ือสารตอ้งทาํเม่ือพร้อมทั้งสองฝ่ายคือ อารมณ์ดีทั้งคู่

และพร้อมสาํหรับการพดูคุยรับฟัง 

• ผูน้าํกลุ่มอธิบายทกัษะการส่ือสารท่ีมีประสิทธิภาพ  

1. สั้น  กะทดัรัด ไดใ้จความ (Be brief) 

2. ใชค้าํพดูเชิงบวก (Be positive) 

3. ระบุถึงพฤติกรรมท่ีเฉพาะเจาะจง (Refer to specific 

behaviour) 

4. บอกถึงความรู้สึก  โดยเนน้ท่ีความรักและความห่วงใย

(Label your feeling : express love and concern) 

5. พดูแสดงความรู้สึก (Offer and understanding statement) 

6. แสดงความรับผิดชอบ (Accept partial responsibility) 

7. เสนอความช่วยเหลือ (Offer to help) 

-  กลุ่มใหญ่ 

 

 

 

 

 

 

 

 

-   เคร่ืองฉายขา้มศรีษะ แผน่ใส  

หรือ Computer & Projector Powerpoint 

presentation  
 
 
 
 
 
 
 
 
 
 
 
 

30 นาที 
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Session segments กจิกรรม กลุ่ม ส่ือ/อุปกรณ์  เวลา 

 • ผูน้าํกลุ่มเนน้ใหส้มาชิกเขา้ใจวา่การทกัษะการส่ือสารทั้ง 7 

ทกัษะไม่จาํเป็นตอ้งใชพ้ร้อมกนั  และควรเลือกใชใ้หเ้หมาะสมกบั

สถานการณ์  

-  กลุ่มใหญ่ 

 

 

 

 

 

 
 
 
 
 
 

 

 • พกั   10 นาที 

การทาํความเขา้ใจการ

ส่ือสารท่ีมีประสิทธิภาพท่ี

จาํเป็นในครอบครัว 
(ตอ่) 

• ใหส้มาชิกจบัฉลากเลือกสถานการณ์ท่ีเก่ียวขอ้งกบั

พฤติกรรมเส่ียงและการใชส้ารเสพติดของบุตร/หลาน 

• ผูน้าํกลุ่มใหส้มาชิกจบัคู่กนัและแสดงบทบาทสมมุติในการ

ใชท้กัษะการส่ือสารท่ีมีประสิทธิภาพตามสถานการณ์ท่ีจบัได ้

• ผูน้าํกลุ่มกระตุน้ใหส้มาชิกแสดงบทบาทสมมุติในกลุ่มใหญ่ 

• ผูน้าํกลุ่มกระตุน้ใหส้มาชิกแสดงความคิดเห็นเก่ียวกบั

สถานการณ์บทบาทสมมุติ และสรุปแนวทางการใชท้กัษะการ

ส่ือสารท่ีเหมาะสมในแต่ละสถานการณ์  

 

- จบัคู่ 
 

- สลากสถานการณ์  
 
 

30 นาที 

สรุปเน้ือหาสาระและ

มอบหมายการบา้น 
 

• สรุปสาระสาํคญั 

• ผูน้าํกลุ่มมอบหมายใหส้มาชิกทดลองนาํทกัษะการส่ือสารท่ี

มีประสิทธิภาพไปใชใ้นชีวิตประจาํวนั  

-  กลุ่มใหญ่ 

 

-   เคร่ืองฉายขา้มศรีษะ แผน่ใส  

หรือ Computer & Projector Powerpoint 

presentation  

10 นาที 
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การอบรมเชิงปฏิบตักิารคร้ังที ่5 

การดูแลตนเองและการเสริมสร้างแหล่งสนับสนุนทางสังคม 

 

เป้าหมาย: 

1. เพ่ือดูแลสุขภาพจิตของสมาชิกกลุ่มและตอบสนองความตอ้งการของสมาชิกกลุ่ม 

2. เพ่ือเสริมสร้างแหล่งสนบัสนุนทางสงัคม 

 

ระยะเวลา/สถานที่ 
 
 2 ชัง่โมง ณ. หอ้งทาํกลุ่มท่ีสถานีอนามยั  
 
Session segments: 

 
1. ทบทวนผลการทาํกลุ่มคร้ังท่ี 4 และนาํเขา้สู่การทาํกลุ่มคร้ังท่ี 5 

2. การดูแลตนเอง   

3. การสนบัสนุนและใหก้าํลงั 

4. การส่งเสริมการใชแ้หล่งสนนัสนุนทางสังคม 

5. สรุปเน้ือหาสาระ  และ มอบหมายการบา้น 

ส่ือ  อุปกรณ์: 

• เคร่ืองฉายขา้มศรีษะ แผน่ใส / Computer & Projector Powerpoint presentation 

o อธิบายเป้าหมายการทาํกลุ่ม 

o การคิดบวก และการพดูกบัตนเองเชิงบวก 

o ประเภทของแหล่งสนบัสนุนทางสงัคม 

o สรุปเน้ือหา 

• กระดาษชาร์ต / ปากกาสี 

• เพลงกอ้นหินกอ้นนั้น  (พร้อมกอ้นหินท่ีมีรูปแบบและขนาดแตกต่างกนั)  พร้อมเน้ือเพลง 

• เอกสารหมายเลขโทรศพัทท่ี์สาํคญัท่ีเป็นแหล่งสนบัสนุนทางสงัคมดา้นยาเสพติด 
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Session segments กจิกรรม กลุ่ม ส่ือ / อุปกรณ์ เวลา 

ทบทวนผลการทาํกลุ่มคร้ัง

ท่ี 4 และนาํเขา้สู่การทาํ

กลุ่มคร้ังท่ี 5 

• ผูน้าํกลุ่มกระตุน้ใหส้มาชิกพดูถึงการเปล่ียนแปลงในดา้น

บวกท่ีเกิดข้ึนจากการเขา้ร่วมโครงการในคร้ังท่ีผา่นมาและซกัถาม

ถึงการบา้นท่ีมอบหมายใหท้าํในการทาํกลุ่มคร้ังท่ีผา่นมา 

• ผูน้าํกลุ่มกล่าวช่ืนชมในความพยายามของสมาชิก และ

เสริมแรงทางบวกในส่ิงเปล่ียนแปลงท่ีเกิดข้ึนดา้นบวก ในกรณีท่ี

เกิดการกลบัไปใชส้ารเสพติดซํ้า ผูน้าํกลุ่มอธิบายใหส้มาชิกฟังวา่

เป็นเร่ืองปกติท่ีสามารถเกิดข้ึนได ้และการเปล่ียนแปลงนั้นมกั

เกิดข้ึนไดย้าก พร้อมทั้งใหก้าํลงัใจสมาชิก 

• ผูน้าํกลุ่มแนะนาํวตัถุประสงคข์องการอบรมเชิงปฏิบติัการ

ในคร้ังท่ี 5 
 

-  กลุ่มใหญ่ 

 

-   เคร่ืองฉายขา้มศรีษะ แผน่ใส  

หรือ Computer & Projector Powerpoint 

presentation  
 

 

10 นาที 

การดูแลตนเอง • กระตุน้ใหส้มาชิกพดูคุยแลกเปล่ียนเก่ียวกบัส่ิงต่างๆท่ี

ตนเองปฎิบติัแลว้ทาํใหเ้กิดความสุข 

• อธิบายความจริงเก่ียวกบัความสุขท่ีสามารถเกิดข้ึนไดโ้ดย

ไม่จาํเป็นตอ้งข้ึนอยู่กบัพฤติกรรมการใชส้ารเสพติดของบุตรหลาน 

และสมาชิกสามารถเลือกหาวิธีในการดูแลตนเองเพ่ือใหเ้กิด

ความสุข 
 

-  กลุ่มใหญ่ 

 

 35 นาที 
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Session segments กจิกรรม กลุ่ม ส่ือ / อุปกรณ์ เวลา 

การสนบัสนุนและให้

กาํลงัใจ 

• มอบหมายใหส้มาชิกเกบ็กอ้นหินมากาํไวใ้นมือและออก

แรงบีบใหแ้น่น จากนั้นสอบถามความรู้สึกของสมาชิกวา่รู้สึก

อยา่งไรเม่ือออกแรงบีบ 

• สรุปวา่กอ้นหินเปรียบไดก้บัปัญหาของแต่ละคน  เม่ือ

สมาชิกกาํกอ้นหินไวใ้นมือและออกแรงบีบใหแ้น่นยอ่มเปรียบ

ดงัเช่นการเกบ็ปัญหาไวก้บัตนเองและปล่อยใหปั้ญหานั้นทาํร้าย

ตนเอง  ดงันั้นสมาชิกควรท่ีจะเรียนรู้ท่ีจะปล่อยวางปัญหาและหนั

มาสนใจตนเองรวมทั้งดแูลตนเองใหม้ากข้ึน  

• ใหส้มาชิกฟังเพลง “กอ้นหินกอ้นนั้น” ซ่ึงเน้ือเพลงบรรยาย

ถึงเร่ืองราวของการดแูลประคบัประคองเม่ือรู้สึกทอ้แท ้และ

สนบัสนุนใหรั้กตนเองแทนท่ีจะทาํร้ายตนเอง  ถา้คนเราเขม้แขง็พอ

และไม่ปล่อยใหค้นอ่ืนทาํใหต้นเองรู้สึกแยก่จ็ะไม่มีใครสามารถมา

ทาํร้ายตวัเรานั้นได ้ ดงันั้นเราตอ้งมองปัญหาใหเ้หมือนกบักอ้นหิน

ท่ีอยูใ่นมือ และขวา้งมนัท้ิงไปเพ่ือท่ีจะทาํใหเ้ราปลอดภยัจากปัญหา

นั้นๆ 

• กระตุน้ใหส้มาชิกอภิปรายเก่ียวกบัความรู้สึกของตนเองท่ีมี

ต่อบทเพลงและถามสมาชิกเก่ียวกบับทเพลงอ่ืนๆท่ีทาํใหส้มาชิก

รู้สึกมีกาํลงัใจและเขม้แขง็  
 

-  กลุ่มใหญ่ 

 

- กอ้นหินรูปแบบต่างๆ ขนาดต่างๆ 
 
 
 
 
 
 
 
 
 
- เพลงกอ้นหินกอ้นนั้น พร้อมเน้ือ

เพลง 
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Session segments กจิกรรม กลุ่ม ส่ือ / อุปกรณ์ เวลา 

 • แนะนาํแนวคิดเก่ียวกบักสรคิดบวกและการพดูกบัตนเอง

เชิงบวกโดยบูรณาการกบัหลกัความคิดทางศาสนา 

   

 • พกั   10 นาที 

การส่งเสริมการใช้

แหล่งสนนัสนุนทางสงัคม 
 

• ผูน้าํกลุ่มอธิบายถึงการใชแ้หล่งสนบัสนุนทางสงัคม  และ

ประโยชนข์องการใชแ้หล่งสนบัสนุน 

• คน้หาแหล่งสนบัสนุนทางสังคมของสมาชิกและร่วมกนั

อภิปรายแนวทางท่ีจะแสวงหาและสร้างเสริมแหล่งสนบัสนุนทาง

สงัคมอ่ืนๆ 

• ผูน้าํกลุ่มใหข้อ้มลูเก่ียวกบัแหล่งสนบัสนุนทางสงัคม  แหล่ง

บริการสาธารณสุขท่ีสาํคญั เช่น เบอร์โทรศพัทข์องโรงพยาบาล

และศูนยบ์าํบดัยาเสพติด 
 

-  กลุ่มใหญ่ 

 

-   เคร่ืองฉายขา้มศรีษะ แผน่ใส  

หรือ Computer & Projector Powerpoint 

presentation  
 

15 นาที 

สรุปเน้ือหาสาระและ

มอบหมายการบา้น 

• สรุปสาระสาํคญั 

• ผูน้าํกลุ่มมอบหมายการบา้นใหส้มาชิกกลบัไปทาํกิจกรรมท่ี

ส่งเสริมความสุขของตนเอง 

• ผูน้าํกลุ่มนดัหมายกิจกรรมสนัทนาการ  (อาจเป็นการ

รับประทานอาหารนอกสถานท่ี หรือร่วมกนัรับประทานอาหารท่ี

สถานีอนามยั  พร้อมทั้งใหส้มาชิกจดัเตรียมอาหาร เคร่ืองด่ืม)  

-  กลุ่มใหญ่ 

 

-   เคร่ืองฉายขา้มศรีษะ แผน่ใส  

หรือ Computer & Projector Powerpoint 

presentation  
 

10 นาที 
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การอบรมเชิงปฏิบตักิารคร้ังที ่6 

การใช้ชีวติในสังคมอย่างปกตสุิข และการสร้างเครือข่าย 

 

เป้าหมาย: 

1. เพ่ือตอบสนองความตอ้งการของสมาชิกกลุ่ม 

2. เพ่ือส่งเสริมใหส้มาชิกมีโอกาสสงัสรรคแ์ละใชชี้วิตอยา่งปกติสุขในสงัคม 

3. เพ่ือสร้างเครือข่ายและกลุ่มช่วยเหลือตนเอง 

 

ระยะเวลา / สถานที่ 
 
 3 ชัง่โมง  สถานท่ีท่ีสมาชิกเลือกใชใ้นการพบปะสงัสรรค ์และสนัทนาการร่วมกนั  
 
Session segments: 

 
1. กิจกรรมสนัทนาการ 

2. ทบทวนเน้ือหาสาระท่ีสาํคญัของโปรแกรม 

3. สร้างเครือข่าย 

4. สรุปประเมินผล 

ส่ือ  อุปกรณ์: 
  

• กระดาษชาร์ต / ปากกาสี 

• สมุดจดท่ีอยูแ่ละเบอร์โทรศพัทส์าํหรับสมาชิก
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Session segments กจิกรรม กลุ่ม ส่ือ / อุปกรณ์ เวลา 

กิจกรรมสนัทนาการ • พาสมาชิกออกไปเท่ียวนอกสถานท่ี (ในกรณีท่ีสมาชิกเลือก

ออกไปสันทนาการท่ีสถานท่ีอ่ืน เช่น สวนสาธารณะ) 

• จดัเตรียมอาหารเพ่ือรับประทานร่วมกนั  
 

กลุ่มใหญ่  2 ชัง่โมง 

ทบทวนเน้ือหาสาระท่ี

สาํคญัของโปรแกรม 
 

• ทบทวนเน้ือหาสาระสาํคญัในการอบรมแต่ละคร้ัง 

• ผูน้าํกลุ่มกระตุน้ใหส้มาชิกพดูถึงการเปล่ียนแปลงดา้นบวก

ท่ีเกิดข้ึน 

• ผูน้าํกลุ่มกระตุน้ใหส้มาชิกพดูถึงส่ิงท่ีเป็นประโยชนท่ี์ไดรั้บ

จากโปรแกรม  การทดลองนาํไปใช ้ไดผ้ลดีอยา่งไร 

กลุ่มใหญ่ กระดาษชาร์ต / ปากกาสี 
 

30 นาที 

สร้างเครือข่าย • ผูน้าํกลุ่มแนะนาํใหส้มาชิกมีการพบปะสงัสรรคก์นัต่อไป  

ถึงแมว้า่การอบรมจะส้ินสุดลง เพ่ือเสริมสร้างมิตรภาพอนัดี และ

เกิดเครือข่ายในการสนบัสนุนช่วยเหลือ ซ่ึงกนัและกนั แนะนาํให้

สมาชิกแลกเปล่ียนหมายเลขโทรศพัทเ์พ่ือใหเ้กิดเครือข่ายท่ีย ัง่ยืน

ต่อไป 
 
 
 
 
 
 

กลุ่มใหญ่ สมุดจดท่ีอยูแ่ละเบอร์โทรศพัท์

สาํหรับสมาชิก 

15 นาที 
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Session segments กจิกรรม กลุ่ม ส่ือ / อุปกรณ์ เวลา 

สรุปประเมินผล • ผูน้าํกลุ่มใหส้มาชิกสรุปประเมินผลการเขา้ร่วมโปรแกรม

ในภาพรวม  

• สรุปสาระสาํคญัและเนน้ย ํ้าเก่ียวกบัแหล่งสนบัสนุนทาง

สงัคมและเบอร์โทรศพัทท่ี์จาํเป็น 

• นดัหมายกบัสมาชิกกลุ่มสาํหรับการประเมิลผลหลงัเขา้ร่วม

โปรแกรม 
 
 

กลุ่มใหญ่  15 นาที 
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Appendix 7: PowerPoint presentation slides  
 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 



 477 

PowerPoint for Session 1 

 

 
 

กลุ่มสนับสนุนครอบครัวไทย:  โปรแกรมกลุ่มบําบัดสําหรับสมาชิก

ครอบครัวของผู้ใช้สารเสพตดิ

 

• แนะนาํเพือ่นสมาชิก

• ตกลงกติกากลุ่ม

– การรักษาความลบั

– ไม่ควรพดูแทรกในขณะท่ีสมาชิกกลุ่มแสดงความคิดเห็น

– การปิดโทรศพัทข์ณะเขา้กลุ่ม

– มาร่วมกลุ่มตรงเวลา

แนะนาํสถานท่ี สถานีอนามยั

 

 
แนะนําโครงการวิจัย

-  เป็นโปรแกรมท่ีพฒันาข้ึนโดยผูว้ิจยัคือ อาจารย ์อจัฉรา  คาํเชียงตา  

พยาบาลวชิาชีพชาํนาญการพิเศษ  สังกดั วทิยาลยัพยาบาลบรมราชชนนี

อุดรธานี ปัจจุบนั กาํลงัศึกษาในระดบัปริญญาเอก ท่ี 

Queensland University of Technology ประเทศ

ออสเตรเลีย โดยร่วมมือกบัศาสตราจารยจ์ากประเทศออสเตรเลีย เพื่อนาํ

โปรแกรมมาปรับใชใ้นคนไทยเป็นคร้ังแรก และนาํมาใชใ้น 3 ชุมชนใน

จงัหวดัอุดรธานี  คือ สามพร้าว  กุดสระ และเชียงพิณ

 - เม่ือโครงการวจิยัเกิดผลสัมฤทธิ� จะมีการขยายผลในระดบัจงัหวดัและ

ประเทศต่อไป

 

Acknowledgement

Professor David J. Kavanagh Professor Ian Shochet

School of Psychology and Counselling, Faculty of Health
Queensland University of Technology

 

 
ลกัษณะโครงการวจิยั

เป็นโครงการทีร่่วมมอืระหว่างผู้วจิัย  สถานีอนามยั ผู้นํา

ชุมชน วดั เพือ่ส่งเสริมสุขภาพจิตในครอบครัวผู้ใช้สาร

เสพติด  (สมาชิกในครอบครัว: พ่อ แม่ พี ่น้อง ปู่ ย่า ตา 

ยาย ญาติสนิทอืน่ๆ) โดยเน้นในเร่ืองการปรับตวัเพื่อให้

สามารถดํารงชีวติร่วมกบัผู้ใช้สารเสพติดได้ ช่วยเฝ้าระวงั

และจูงใจให้ผู้ใช้สารลด-เลกิใช้สารเสพตดิ และส่งเสริม

สัมพนัธภาพในครอบครัว

 

ประโยชน์ที่จะได้รับจากโปรแกรม

• ส่งเสริมสุขภาพจิตของสมาชิกในครอบครัว

• ไดรั้บหลกัการในการจูงใจและช่วยเหลือใหผู้ใ้ชส้าร ลด-เลิก เสพยา

• ส่งเสริมสุขภาพจิตในครอบครัว

• ทราบขอ้มูลและไดรั้บความช่วยเหลือในการส่งต่อผูป่้วยกรณีท่ีพบ

ปัญหาสุขภาพจากการใชส้ารเสพติด

• ไดเ้ขา้ร่วมกลุ่มและเกิดเครือข่ายในกลุ่มเดียวกนั (กลุ่มสมาชิกครอบครัว

ผูเ้สพยาเสพติด)
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โปรแกรมทีใ่ช้  6 สัปดาห์

• สัปดาห์ท่ี 1  ประชุมกลุ่มท่ีอนามยั

• สัปดาห์ท่ี 2 ประชุมกลุ่มท่ีอนามยั

• สัปดาห์ท่ี 3 ศาสนาบาํบดั  (วดั)

• สัปดาห์ท่ี 4 ประชุมกลุ่มท่ีอนามยั

• สัปดาห์ท่ี 5 ประชุมกลุ่มท่ีอนามยั

• สัปดาห์ท่ี 6 ทศันศึกษา

– ผูเ้ขา้ร่วมกลุ่มจะไดรั้บค่าสนบัสนุนการเดินทางในการมาเขา้ร่วมกลุ่ม

 

       การอบรมเชิงปฏิบติัการคร้ังท่ี 1

วตัถุประสงค์

1. เพื่อสร้างสัมพนัธภาพและเสริมสร้างความสัมพนัธ์อนัดีระหวา่ง

สมาชิก

2. เพือ่เปิดโอกาสใหส้มาชิกไดพ้ดูคุยเก่ียวกบัปัญหาและอุปสรรคท่ีพบใน

ครอบครัวท่ีมีผูใ้ชส้ารเสพติด

3. เพื่อใหข้อ้มูลเก่ียวกบัผลกระทบท่ีเกิดจากการใชส้ารเสพติด

4. เพื่อช่วยใหส้มาชิกเขา้ใจบุตรหลานของตนเอง

 

 
ครอบครัวของฉนั

• ใหส้มาชิกแต่ละคนวาดภาพครอบครัวของตนเอง ท่ีแสดงถึงความรู้สึก

ของตนเองท่ีมีต่อสมาชิกในครอบครัว (5 นาที)
• จบัคู่  และเล่าใหเ้พื่อนท่ีนัง่ติดกนัฟัง  (5 นาที)
• เปิดโอกาสใหส้มาชิกเล่าใหก้ลุ่มใหญ่ฟัง

 

ท่านรู้สึกอย่างไร  ถ้าลูกหลานของท่านคอืคนเหล่านี�

 

 
ผลกระทบของการใช้สารเสพตดิต่อสมาชิกในครอบครัว

• ปัญหาสุขภาพด้านร่างกาย  และด้านจิตใจ

ระยะสั้น : กงัวล  เครียด  กลวั รู้สึก โดดเด่ียวอา้งวา้ง

ระยะยาว: ปัญหาการรับประทานอาหาร  ปัญหาเก่ียวกบัการนอนหลบั  
ความดนัโลหิตสูง  โรคกระเพาะจากภาวะเครียด  ซึมเศร้า  ตราบาปในใจ  ทาํให้
แยกตวัเอง  หนัไปพ่ึงยาเสพติด

• สัมพนัธภาพในครอบครัวไม่ดี (เกิดการโต้เถียง, ตึงเครียด, ไม่พูดคุยกัน)

- แม่ (เป็นบุคคลท่ีไดรั้บผลกระทบมากท่ีสุด)
- พอ่

- พ่ีนอ้ง (เกิดการแพร่ขยายการใชส้ารเสพติด   พ่ีนอ้งรับรู้วา่พอ่ แม่ไม่ให้

ความสาํคญั) 
- ปู่ ยา่ ตา ยาย ลุง ป้า นา้ อา  

• ปัญหาดา้นการเงิน และปัญหาการทาํงาน

(จ่ายหนี�, ค่ารักษาพยาบาล)
(เสียเวลาในการทาํงาน; ประสิทธิภาพการทาํงานลดลง)

• ปัญหาทางสงัคม

(ไม่เข้าหาคนอื�นๆ  รู้สึกอาย  ไม่กล้าสู้หน้า)

ผลกระทบของการใช้สารเสพตดิต่อสมาชิกในครอบครัว
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สารระเหย

• อาการผู้เสพติดสารระเหย

       ผูเ้สพจะมีอาการเคลิบเคล้ิม ศีรษะเบาหววิ ต่ืนเตน้ พดูจาออ้แอ ้พดู

ไม่ชดั นํ้าลายไหลออกมามาก เน่ืองจากสารท่ีสูดดมเขา้ไป ทาํใหเ้กิดการ

ระคายเคืองต่อเยือ่บุภายในจมูกและปาก การสูดดมลึก ๆ หรือ ซํ้ า ๆ กนั

แมใ้นช่วง เวลาสั้น ๆ ทาํใหไ้ม่สามารถควบคุมตวัเองได ้ทาํใหข้าดสติ

หรือเป็นลมชกั กลา้มเน้ือทาํงานไม่ประสานกนัระบบประสาทอตัโนมติั 

ถูกกด มีเลือดออกทางจมูก หายใจไม่สะดวก 

 

โทษของการเสพติดสารระเหย

• ระบบทางเดินหายใจ มีอาการระคายเคืองหลอดลม เยือ่บุจมกูมีเลือดออก 

หลอดลมอกัเสบ ปอดอกัเสบ 

• ระบบทางเดินอาหาร มีเลือดออกในกระเพาะอาหาร เน้ือตบัถูกทาํลาย 

• ระบบทางเดินปัสสาวะ ไตอกัเสบจนถึงพิการ ปัสสาวะเป็นเลือดเป็น

หนอง หรือมีลกัษณะคลา้ยไข่ขาว 

• ระบบหวัใจและหลอดเลือด หวัใจเตน้ผดิปกติ 

 

 
โทษของการเสพติดสารระเหย

• ระบบสร้างโลหิต ไขกระดูกซ่ึงมีหนา้ท่ีสร้างเมด็ โลหิตหยดุทาํงาน เกิด

เมด็โลหิตแดงตํ่า เกลด็เลือดตํ่า ทาํใหซี้ด เลือดออกไดง้่าย ตลอดจนทาํให้

เลือดแข็งตวัชา้ในขณะท่ีเกิดบาดแผง บางรายเกิดเป็นมะเร็งในเมด็เลือด

ขาว 

• ระบบประสาท ปลายประสาทอกัเสบ มีอาการชาตามปลายมือและปลาย

เทา้ เกิดอาการอกัเสบของกลา้มเน้ือ ทาํใหลู้กตาแกร่ง ล้ินแขง็ พดูลาํบาก 

สมองถูกทาํลายจนเซลส์สมองฝ่อ เป็นโรคสมองเส่ือมก่อนอนัควร

 

ท่านเคยคดิไหมว่า……..

ใช้ตารางการวิเคราะห์พฤติกรรม

- อะไรทาํใหบุ้ตรหลานของท่านยงัคงมีพฤติกรรมใช้

สารเสพติด

- อะไรทาํใหบุ้ตรหลานของท่านเร่ิมตน้ใชส้ารเสพติด

 

 

ขอบคณุค่ะ
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PowerPoint for Session 2 

 
 

 

  ใหส้มาชกิทุกคนพูดถึงการเปลี�ยนแปลง

ทางบวกที� เกดิขึ�นภายหลงัจากเขา้กลุม่

เมื� อสปัดาหท์ี�ผา่นมา

 

 

เพื� ออธิบายรูปแบบการเผชญิปัญหาและสนับสนุนให ้

สมาชกิกลุม่ใชแ้นวทางในการเผชญิปัญหาที� ถูกตอ้งและ

เหมาะสม

เพื� อใหส้มาชกิกลุม่ใชก้ระบวนการเสริมแรงทางบวกและการ

เสริมแรงทางลบเพื� อชว่ยใหญ้าติของตนเองลดปริมาณการ

ใชส้ารเสพตดิ

เพื� อใหส้มาชกิกลุม่ปรบัปรุงการใชก้ารทาํโทษที� ถูกวธิ ี

 

  การจมอยูก่บัปัญหา

 การปรบัตวัอยา่งเป็นกลางระหวา่งการเขา้หา

ปัญหาและหลกีหนีปัญหา

  การหลกีหนีปัญหา

  การเลือกรูปแบบเผชิญปัญหาตามแนวคิดทาง

พุทธศาสนา  “  การเดินทางสายกลาง”

 

 

การเสริมแรงทางบวก  เมื� อเขาสามารถลดการเสพยา

ได ้

การยกเลิกสิ� งที�ผูใ้ชส้ารเสพตดิพึงพอใจ  เมื� อเขา

กลบัไปเสพยาอกี

 การทาํโทษที�ถูกวิธี

 

แรงเสริมทางบวก  (รางวลั / คาํชมเชย)  คือ

สิ� งใดสิ� งหนึ� ง  อาจเป็น พฤตกิรรมใดพฤตกิรรมหนึ� ง 
หรือ สิ� งของ ที� บุคคคลนั�นพึงพอใจ และสามารถทาํให ้
บุคคลนั�นใหค้วามสนใจจนกระทั�งทาํใหเ้กดิการกระทาํ
หรือแสดงพฤตกิรรมซํ�าๆ จนเกดิการเปลี�ยนแปลง
พฤตกิรรม

คน้หาแรงเสริมทางบวก
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  พูดคุย  ใหลู้ก  หลาน เขา้ใจ  ถึงพฤติกรรมที�

ตอ้งการปรบั  ระบุ พฤติกรรมที�ชดัเจนที�ตอ้งการ

ใหป้รบั 

คน้หาวา่ อะไรคือสิ� งที�ควรยกเลกิ  หากเขาไม่

ปรบัปรุงพฤติกรรม

 

  พูด  คุย  ถึง เหตุและผล

อยา่ทาํโทษ  ดว้ยอารมณ ์ หากโกรธ ใหร้ะงบั

ความโกรธใหไ้ดก้อ่น

 ใชว้ิธกีารต ีได ้แตเ่นน้ที� เหตุผล และระวงัไมใ่ห ้

เกดิอนัตราย

 หรือ อาจใชว้ิธกีารเพิกถอน รางวลั

 

 

พฤติกรรมที�ตอ้งการ

ปรบั

จ. อ. พ. พฤ. ศ. ส. อา. สิ�งเสริมแรง

1. ใหลู้กชว่ยเหลือ

งานบา้น

2. ลูกออกเที�ยวนอก

บา้นนอ้ยลง

 

ใหส้มาชกิกลบัไปคุยกบั  ลูก หลาน ของตนเองเกี�ยวกบัการ

ใชส้ารเสพตดิ  และหดัฟงัอยา่งตั�งใจ

ใหส้มาชกิกลบัไปคิดวา่  ถา้ลูก  หลานของเราลดปริมาณ

การใชส้ารเสพติด  หรือลดการออกตะเวนเที�ยว  แลว้คุณคิด

วา่มรีางวลัอะไรที�ควรให ้
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PowerPoint for Session 4 

 
 

การสื�อสารอย่างมปีระสทิธภิาพ

 

ในสปัดาหท์ี� ผ่านมาคุณทาํกจิกรรมทางศาสนา

อะไรบา้ง

 มีการเปลี�ยนแปลงอะไรที� ดีขึ�นบา้งภายหลงัจากการ

เขา้รว่มกลุม่

 

 

วตัถุประสงค ์

 เพื�อปรบัปรุงวธิีการสื�อสารของสมาชิกใหม้ีประสทิธิภาพ

 เพื�อเสรมิสรา้งสมัพนัธภาพในครอบครวัของสมาชิกกลุม่

 

  ใหส้มาชิกนํารูปลูกของตนเองมาใหส้มาชิกกลุม่ดู  

และใหพ้ดูถงึลูกของตนเองวา่  เขาเป็นคนอย่างไร  

และเพราะอะไรจงึนํารูปนี� มา ประทบัใจอะไรในรูปนี�

 

 

 ใหส้มาชิกกลุม่หลบัตาลงแลว้ใหย้อ้นนึกถงึช่วงเวลาที�ครอบครวัของ

คุณมีความสุขรว่มกนั เมื� อเรว็ๆนี�   

  ใหย้อ้นคดิวา่ขณะนั�นคุณกาํลงัทาํอะไร  และลูกของคุณกาํลงัทาํ

อะไรที�ต่างทาํใหเ้กดิสมัพนัธภาพและความรูส้กึดีดีในครอบครวั

 ใหเ้ลา่ประสบการณ์ดงักลา่วใหเ้พื�อนในกลุม่ฟงั

 

สิ� งดีดีที� ยงัคงเกดิขึ�นในครอบครวั คุณจะทาํยงัไงใหส้ิ� งดีดีนั�นยงัคงอยู่

ตวัอย่าง

• ลูกเป็นหว่งคอยซกัถาม

อาการเมื� อเจบ็ป่วย

ตวัอย่าง

• ลูบหวัลูก พรอ้มทั�งบอกลูก

ว่า “แม่ดใีจนะที� ลูกห่วงใย 

แค่ลูกคอยถามแม่กรู็ส้กึดี

และปลื�มใจ”
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ลูกของคุณไม่อยู่ในภาวะ  เมา  หรอื 

ภายหลงัจากการเสพยา

เมื� อคุณและลูกอารมณ์ดี  และพรอ้ม

สาํหรบัการพดูคุย  และรบัฟงัเรื� องต่างๆ

 

1. ส ั�น กระทดัรดั ไดใ้จความ

2. ใชค้าํพูดเชิงบวก

3. บอกถงึพฤตกิรรมที� เฉพาะเจาะจง

4. บอกถงึความรูส้กึของคุณ  

(เนน้ความรกัและความห่วงใย)

5. พูดแสดงความเขา้ใจความรูส้กึของลูก

6. แสดงความรบัผิดชอบ

7. เสนอความช่วยเหลอื

 

 

• “ฉนัไม่รูว้า่จะทาํยงัไงดี  ที�แกกลบับา้นดึกตลอดเวลา ตอนฉนัเป็นเด็ก  ฉนัไม่เคยเลยที�

จะเที� ยวตะลอนนอกบา้น ไม่เคยออกเที� ยวหวัรานํ�า  ตอนเด็กๆฉนัอยูบ่า้นทกุคนืไม่เคย

ทาํใหพ้อ่แม่เดือดรอ้น กงัวลใจ  ทาํไมแกไม่คดิถงึพอ่ แม่ บา้ง โทรหากปิ็ดโทรศพัท ์

ตดิตอ่ไม่ได ้ ไม่รูจ้ะเป็นหรอื ตาย”

•“ทกุคร ั�งที� ลูกจะออกไปสงัสรรคก์บัเพื�อนจนดึก ลกูช่วยโทร

บอกแม่ไดไ้หม วา่จะกลบัดึก และทาํอะไรอยูท่ี� ไหน และเปิด

โทรศพัทไ์ว ้แม่จะไดส้บายใจว่าลูกปลอดภยั”  

ควรใช ้

ไม่ควรใช ้

 

• “วนันี�ครูที� โรงเรยีนโทรมา  วา่แกไม่ไปโรงเรยีน ทาํไมชอบทาํตวัมปีญัหาตลอดเวลา เมื�อไหร่

จะหดัรูจ้กัคดิซะบา้ง มอีะไรจะแกต้วัไหม”

•“วนันี�แมไ่ดร้บัโทรศพัทจ์ากครูที� โรงเรยีน ลูกคงมี

เรื� องอื�นที�ตอ้งทาํจนตอ้งขาดเรยีน เลา่ใหแ้มฟ่งั

หน่อยไดไ้หม วา่เกดิอะไรขึ�น”  

ควรใช ้

ไม่ควรใช ้

 

 

• “แกไม่เคยยื�นมือแมแ้ต่ปลายกอ้ยมาช่วยหยิบจบังานในบา้น จานชามกอง

ท่วมหวัเคยสนใจไหม ฝุ่ นในหอ้งใกลจ้ะทบัคอแกตายแลว้ ”

•“แม่จะดีใจมากถา้ลูกช่วยเกบ็จานชามไปลา้งหลงั

กนิขา้ว และช่วยทาํความสะอาดหอ้งนอนตวัเอง 

มนัจะช่วยแบ่งเบาภาระแม่ไดเ้ยอะเลย”  

ควรใช ้

ไม่ควรใช ้

 

•  “เวลาแกออกไปเที� ยวกบัเพื�อน ไม่เคยเหน็หวัพอ่แม่เลย เวลาไดย้นิเสยีง

รถตาํรวจ หวัใจฉนัจะวาย แกอยากใหฉ้นัช็อคและตายเร็วๆใช่ไหม ถา้อย่าง

ง ั�นกท็าํไปเลย  อยากไปไหนกไ็ป ถา้ฉนัตายพวกแกกอ็ยู่กนัเองแลว้กนั”

•“แม่เป็นหว่งเวลาลูกออกเที� ยวดึกดื�นแลว้เมาขบั

รถกลบับา้น เสยีงรถตาํรวจดงัทไีร แม่ใจจะขาด 

นอนกไ็ม่หลบัเพราะหว่งว่าลูกจะเป็นอนัตราย”  

ควรใช ้

ไม่ควรใช ้
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•  “ฉนัไม่เขา้ใจเลย ว่าแกจะทาํรา้ยตวัเองทาํไม  ดมกาวมนัใหป้ระโยชน์อะไร

กบัแก  มีแต่เมากบัเมา  แกกรู็ว่้ามนัไม่ดี  แลว้ทาํทาํไม ถา้ชอบนกักด็มให ้

มนัตายไปเลย”

•“แม่เขา้ใจนะวา่ลูกทกุขใ์จ เลยอยากที� จะดมกาว 

เพื�อใหเ้มาและลมืเรื� องราวที� เป็นทกุข”์  

ควรใช ้

ไม่ควรใช ้

 

•  “ฉนัไม่เขา้ใจเลยว่า ทาํไมแกลมืไปหาหมอ  หรอืว่าไม่อยากรกัษา  ถา้

อย่างง ั�นกไ็ม่ตอ้งไปอกีแลว้ ปล่อยไวอ้ย่างงี�แหละ ดีแลว้  จะไดไ้ม่เปลอืง

ตงัค”์

•“วนันี� ลูกไม่ไดไ้ปหาหมอเหรอ ตอนที�แม่ออกไป

ทาํงาน แม่กค็ดิอยู่นะวา่น่าจะเขียนโน๊ตเตอืนลูก

อกีคร ั�ง  จะไดไ้ม่ลมืไปหาหมอตามนดั”  

ควรใช ้

ไม่ควรใช ้

 

 

•  “ถา้คิดว่าไม่มีใครช่วยได ้ กแ็กป้ญัหาเองไปเลย  ตอนนี�พอ่ แม่มนัเป็นแค่

คนอื�น  ไม่ไดส้าํคญัเหมือนเพื�อนกบัแฟน”

• “แม่รูว้า่ลูกทกุขใ์จ ลูกเศรา้แม่กเ็ศรา้ มีอะไรที� แม่พอจะช่วย

ลูกไดบ้า้งไหม ”

•  “จาํไวน้ะลูกว่า พอ่แม่ คอืคนที� จะอยู่ขา้งลูกเสมอ ถา้ลูกพรอ้มที� จะ

ใหพ้อ่ แม่ช่วย กเ็ขา้มาไดเ้ลย” 

ควรใช ้

ไม่ควรใช ้

 

  การนําไปใช ้ ไม่จาํเป็นตอ้งใชท้ ั�ง 7 วธิ ี ควรเลอืก
ใหเ้หมาะสมกบัสถานการณ์ และเป็นธรรมชาต ิ 

โดยไม่ตอ้งกงัวลวา่จะตอ้งใชว้ธิกีารพดูทั�ง 7 วธิใีน
ประโยคเดียวกนั 

ขอ้ควรจาํ:

 

 
พกันิดนึงนะคะ

 

 ใหส้มาชิกจบัคู่กนั และใหแ้ต่ละคนจบัสลากสถานการณ์ 

และใหท้ดลองใชว้ธิีการสื�อสารที� มีประสทิธิภาพ

 ใหส้มาชิกแต่ละคนแสดงความคิดเหน็ในกลุ่มใหญ่
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สรุปประโยชนท์ี� ไดร้บัในการเขา้กลุม่

การบา้น  :  ใหส้มาชิกแต่ละคนนําการ
สื�อสารที� ไดเ้รยีนรูใ้นวนันี� ไปทดลองใชใ้น
สถานการณ์จรงิ
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PowerPoint for Session 5 

 

 

 

การดแูลตนเองและ

การเสริมสร้างแหล่งสนับสนุนทางสงัคม

 

ทบทวนเรื�องราว ในสปัดาห์ที�ผา่นมา
 คณุพบวา่มขีอ้ดอีะไรเกดิขึ�นบา้งในสปัดาหท์ี�ผา่นมา

 

 
วัตถุประสงค์ของการทาํกลุ่มครั�งที� 5
เพื�อดแูลสขุภาพจติของสมาชกิกลุ่มและตอบสนอง

ความตอ้งการของสมาชกิกลุม่

เพื�อเสรมิสรา้งแหลง่สนบัสนุนทางสงัคม

 

มีอะไรบ้างที�ทาํให้คุณมีความสุข

ใหส้มาชกิแต่ละคนพดูถงึสิ�งที�ตนเองไดท้าํแลว้มคีวามสขุ

  

  เช่น  การนวด  ไปร้านเสริมสวย  ดหูนัง/ละคร 

ฟังเพลง  รอ้งเพลง 

 

 
ความสุขที�แท้จริงคือ อะไร

   ให้สมาชิกหยิบเลือกก้อนหินขึ�นมาคนละก้อน

   ให้ออกแรงบบีที�ก้อนหิน  บบีแรงขึ�น  แรงขึ�น   

คณุรู้สึกอย่างไร

   ลองฟังเพลง “ก้อนหินก้อนนั�น” 

 

ลองมาเปลี�ยนชีวติของเราให้มีสุขกันเถอะ

1.  เปลี�ยนมุมมองเรื�องความสขุ
 คณุคิดว่าความสขุของคณุอยู่ที�ไหน

 ความสขุของคณุขึ�นอยู่ที�ใจของคณุเอง  ความสขุเกิดขึ�นได้โดย

ไม่จาํเป็นต้องเอาตวัเองไปยึดติดกบัสิ�งอื�น หรือ คนอื�น

   เช่น  คณุกร็ู้สึกเป็นสุขได้  แม้ว่าลกูของคณุไม่เลิกพฤติกรรมเสี�ยง

ต่างๆ
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ลองมาเปลี�ยนชีวติของเราให้มีสุขกันเถอะ

2. หดัเปลี�ยนความคิดจากเชิงลบเป็นเชิงบวก

  

คิดดี             ทาํดี

 

3. ให้กาํลงัใจตนเอง เพื�อให้มีพลงัในการใช้ชีวิต
ต่อไป

การให้กาํลงัใจตนเอง  สามารถทาํได้หลายวิธี

 การบอกตนเองว่า  ฉันทาํได้

 การฟังเพลงเพื�อให้กาํลงัใจ

ลองมาเปลี�ยนชีวิตของเราให้มีสุขกันเถอะ

 

 
พักซักนิด

 

แหล่งสนับสนุนทางสังคม
ประเภทของแหล่งสนับสนุนทางสงัคม

1. การพึ�งตนเอง

การดึงใจตนเองออกจากปัญหา

 

 
การดงึใจตนเองออกจากปัญหา

 

ฝึกวธีิแก้ปัญหาอย่างมีประสิทธิภาพ

 ปัญหาที�พบ  คือ  …………………………………
    วิธีแก้ปัญหา  มีกี�วิธี   อะไรบ้าง

วธิทีี� 1

ขอ้ดี คือ

ขอ้ด้อย คือ

วธิทีี� 2

ขอ้ดี คือ

ขอ้ด้อย คือ

วธิทีี� 3

ขอ้ดี  คือ

ขอ้ด้อย คือ

ตดัสินใจเลือกวิธีที�มีขอ้ดีมากที�สุด และยอมรบัในผลที�จะตามมา
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แหล่งสนับสนุนทางสังคม

2. การแสวงหาความช่วยเหลือจากบุคคลอื�น

 หาใครซกัคนที�เขา้ใจความรูส้กึเราและพรอ้มที�จะรบัฟงั

เรื�องราวต่างๆ

 การเขา้รว่มกลุม่บําบดัต่างๆ

 การใชแ้หลง่สนบัสนุนขององคก์รต่างๆ

 

 สถานีอนามยั สามพรา้ว 042 349196 / 083-1506060
 โรงพยาบาลศนูยอ์ดุรธาน ี แผนก จติเวช  042-245555
 โรงพยาบาลจติเวชขอนแกน่ ราชนครนิทร ์ 043- 227422
 ศนูยบ์าํบดัยาเสพตดิ  ขอนแกน่ 043- 344901  043- 345391
 ศนูยบ์าํบดัยาเสพตดิ อดุรธาน ี 042- 295756  042- 295761 

042 -295758
 ฉุกเฉิน  1669  สถานีตาํรวจ  191
 ถา้จาํเบอรต่์างๆ ไมไ่ด ้ใหโ้ทร 1133  แจง้ชื�อจงัหวดั และสถานที�ที�ตอ้งการ

ตดิต่อ

เบอร์โทรศัพท์  ที�สําคัญ
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