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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 2024 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, WHOQOLBREF-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 wellbeing.
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 (ABACKSC 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 1417 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); noncommunicable 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 alcoholrelated 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
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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
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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 substanceusing 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 selfefficacy, 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,
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McCambridge, Smith & Foxcroft, 2007; Kumpfer et al., 2003; Velleman et al.,
2003). In relation to adolescent drug use, one review estimated that familybased 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 breathalcohol testing that was delivered over 16 weeks (Obert, McCann, MarinelliCasey, 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 12step 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)
- Timeconsuming
(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
StructuralSystem
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 AlAnon 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-copingsupport model of Orford and co-workers (1998). The main components of the stressstrain-coping-support model are displayed in Figure 3.1.
Figure 3.1 The stress-strain-coping-support model Orford et al. (2005a)

Social support
for family
member

Relative’s alcohol
or drug problem

Stress on family
member

Family member strain

Ways family
member copes
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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 5step 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,
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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
Stress/strain
Family
intervention1
coping
model1
Truncation Stress* strain* Famil* Intervent*,
coping*
prevent*, program*
5 step*, five
step*

Concept 3
Substance use1

Concept 4
Adolescence1

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*

1 = terms used to search the Cochrane database

(substance OR drug)
SAME abuse

(youth* OR
adolescent*)
SAME drug
use
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Table 3.2 Search terms for studies on CRAFT

Truncation

Concept 1
Community
reinforcement
intervention1
Communit*
reinforce*
CRAFT*

Wildcards

Concept 2
Family
intervention1
Famil*
Intervent*,
prevent*,
program*

Concept 3
Substance use1

Concept 4
adolescence1

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

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

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 family*w/7interv
force*
en*

Nesting of
search terms

(famil* OR
parent*) SAME
interventi*

1 = terms used to search the Cochrane database

Drugw/5misuse
Substance*n6mis
use*
(substance OR
drug) SAME
abuse

(youth* OR
adolescent*)
SAME drug
use
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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)

UK

Velleman et al. (2008)

Italy

Copello et al. (2000)

UK

Templeton et al. (2007)

UK

Arcidiacono et al. (2007)

Italy
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Table 3.4 Identified the 5-step Method Research
Studies

Substance

Design
Recruitment

Orford et al.
(2007a)*

Alcohol
and illicit
drugs

Mixed method: RCT
and qualitative research
design

Participants
Sample characteristics
Family members (n=143)

Method
Qualitative method:
-semi-structured
interview

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

Data analysis
Framework analysis
and grounded theory
analysis
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

Results
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)

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
Copello et al.
(2009)

Substance
Alcohol
and illicit
drugs

Design
Mixed method: RCT
and qualitative research
design

Recruitment
Recruited by primary
health care staff

Participants
Sample characteristics
Family members (n=143)
Full intervention condition (n=51)
Vs.
Brief intervention condition (n=92)
(90% of participants completed followup at 12 wks)

Intervention

Results

Full intervention based on
SSCS model
vs
Brief intervention based on
SSCS model

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

Treatment format:
Individual session
Velleman et al.
(2008)
(Italy)

Copello et al.
(2000)

Alcohol
and illicit
drugs

Alcohol
and illicit
drug

Quasi experimental
Method
Pre-post intervention

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

Family member (n=52) (19.2% lost to
follow-up at 3 mths)
• 90% female
• Mean age = 46 yrs (Range = 1880)
• 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
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

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)

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
Temple
ton et al.
(2007)

Substance
Alcohol
and illicit
drug

Design
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

Recruitment
Not reported

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

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

Results
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
Arcidiaconon
et al. (2007)
(Italy)

Substance
Alcohol
and illicit
drugs

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

Recruitment
Not reported

Participants
Sample characteristics
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))

Intervention
5-step method
(translated to Italian)

Results
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 GPbased 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

Albuquerque,
New Mexico, USA

Kirby et al. (1999)

RCT

Philadelphia, USA

Meyers et al. (2002)

RCT

Albuquerque,
New Mexico, USA

Waldron et al. (2007)

Uncontrolled study

USA

Viets (2007)

Uncontrolled study

New Mexico, USA

Meyers et al. (1999)

Uncontrolled study

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
Sisson et
al. (1986)

Miller et
al. (1999)

Substance
Alcohol

Alcohol

Design

Participants
Recruitment
Sample characteristics
Recruited from CSOs who had
• 100% women
contacted a community Tx
• Age range=28-62
program because of their relative’s • 75% spouses,
drinking problems
17% siblings, 8%
children
Inclusion criteria not stated
Exclusion criteria not stated

Small scale RCT (n=12)
• CRT (7 CSOs)
vs
• Standard treatment &
referral to self help
group
(5 CSOs)

•

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=2181)
59% spouses, 30%
parents, 8% boy/girl
friends, 2% children,
2% grandparents

Intervention

Results

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)

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

Kirby et
al. (1999)

Illicit
drugs

RCT (n=32)
• CRT (n=not stated)
vs
• 12 step self- help
group
(n=not stated)

Meyers et
al. (2002)

Illicit
drugs

RCT (n=90)
• CRAFT (29 CSOs)
vs
• CRAFT (30 CSOs)
vs
• Al-Anon&Nar-Anon
(31 CSOs)

Participants
Recruitment
• 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
• 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

Sample characteristics
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

CSOs
• 88% women
• M = not stated
• 53% parents, 30%
spouses , 17% close
friends, 2% children,
2% grandparents

Intervention

Results

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)
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)

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
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Table 3.6 Identified CRAFT Research (Cont.)
Citation

Substance

Design

Meyers et
al. (2002)
(Cont.)

Waldron
et al.
(2007)

Illicit
drugs

Uncontrolled trials (n=72)
• CRAFT (42 CSOs)
• CBT (30 SUs)

Participants
Recruitment
• Exclusion criteria
CSOs
: reported the interest in Tx of their
IP
: engaged in drug Tx prior 90 days
• 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

Intervention

Results

Sample characteristics
CSO-SU relationship status:
• Increased relationship on
happiness scale
• Decreased family conflict

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 multicomponent 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
Viets
(2007)

Substance
Alcohol

Design
Uncontrolled trials (n=45)
• CRAFT (45 CSOs)

Participants
Recruitment
• 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

Sample characteristics
CSOs
• Gender (not stated)
• Age (not stated)
• 100% parents
• 56%Euro-Americans,
34% Latinos, 11%
others

Intervention

Results

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
Meyers et
al. (1999)

Substance
Alcohol
& illicit
drugs

Design
Uncontrolled trials (pilot)
• CRAFT (62 CSOs)
• MET &CRA (44
SUs)

Participants
Recruitment
• 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

Intervention
Sample characteristics
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 (selfreported)

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

Results
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 012)
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.

62

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 12step 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). Culturallyspecific 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
Gender

Male
Female

% (N)
90% (18)
10% (2)

Marital status

Single
Lived without married
Separated or divorced

75% (15)
20% (4)
5% (1)

The highest education

Primary school
High school M.3
High school M.6
Bachelor degree

50% (10)
35% (7)
10% (2)
5% (1)

School status

Completed
Studying
Dropped out

25% (5)
15% (3)
60% (12)

Categorical variables
Employment

% (N)
Unemployed
Employed
Full time
Casual
Private person
Owner
Private company

50% (10)
50% (10)
30% (6)
20% (4)
30% (6)
15% (3)
5% (1)

Income /month

≤ 5,000 Baht
≥ 20,000 Baht

90% (18)
10% (2)

Living situation

With parent(s)
Biological parent
Stepmother/ stepfather
With partner
With relative
With sibling

80% (16)
60% (12)
20% (4)
10% (2)
5% (1)
5% (1)

Employment position
Type of employment

Continuous variables
Age

Mean in year (SD)
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
Gender

Male
Female

% (N)
30% (6)
70% (14)

Relationship to young people

Mother
Father
Sibling
Grandparent

55% (11)
20% (4)
15% (3)
10% (2)

Marital status

Single
Married
Lived without married
Separated or divorced

5% (1)
75% (15)
15% (3)
5% (1)

The highest education

Primary school
High school M.3
Certificate/Diploma
Bachelor degree

55% (11)
25% (5)
10% (2)
10% (2)

Employment

Housework/retired
Employed
Full time
Casual
Owner
Private company
Private person

20% (4)
80% (16)
65% (13)
15% (3)
40% (8)
25% (5)
15% (3)

Income /month

≤ 5,000 Baht
5,001-10,000 Baht
10,001–15,000 Baht
15,001–20,000 Baht
≥ 20,000 Baht

30% (6)
35% (7)
15% (3)
15% (3)
5% (1)

Living situation

With spouse
With partner
With relative
With children
With sibling

70% (14)
15% (3)
5% (1)
5% (1)
5% (1)

Employment position
Type of employment

Continuous variables
Age

Mean in year (SD)
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
Substance use (lifetime)
Licit drugs

% (N)
Cigarettes
Beer
Spirits
Combination of spirits
and soft drink
Amphetamines
Marijuana
Glue

95% (19)
70% (14)
65% (13)

Cigarettes
Beer
Spirits
Combination of spirits
and soft drink
Amphetamines
Marijuana
Glue

85% (17)
65% (13)
60% (12)

No physical problem
Physical problem
Intoxication
Headache
Sleeping problem
Injury

60% (12)
40% (8)
20% (4)
5% (1),
10% (2)
5% (1)

Mental health

No mental health problem
Mental health problem
Multi-psychosis symptom
Visual hallucination
Suicide
Self harm
Auditory hallucination

50% (10)
50% (10)
25% (5)
10% (2)
5% (1)
5% (1)
5% (1)

DSM-IV diagnosis

None reported
70% (14)
Reported
30% (6)
Schizophrenia
20% (4)
Substance Abuse
5% (1)
Substance-Induced Psychosis 5% (1)

Illicit drugs

Substance use (last 30 days)
Licit drugs

Illicit drugs

Problem related to drug use
Physical health

* glue sniffing is illegal in Thailand

65% (13)
60% (12)
60% (12)
40% (8)

50% (10)
30% (7)
40% (8)
25% (5)
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Table 4.4 Substance use and health problems: young people (N = 20) (Cont.)
Demographics
Continuous variables
Started using substance
Licit drug:
Beer
Spirit
Combination of spirit
and soft drink
Cigarettes
Illicit drug:
Glue
Marijuana
Amphetamines
Period of substance use
Iicit drug:
Beer
Spirit
Combination of spirit
and soft drink
Cigarettes
Illicit drug:
Glue
Amphetamines
Marijuana

Mean in year (SD)
15.0 (1.9)
15.4 (1.7)
14.5 (1.9)
14.4 (2)
13.7 (3.5)
15.7 (2.7)
19.1 (3.4)

3.8 (2.2)
4.6 (2.7)
4.9 (3.9)
4.9 (3.6)
3.4 (3.8)
2.8 (2.1)
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% selfharm 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
Referred from probation
Substance involved:

Treatment history

Glue
Amphetamines
Marijuana

30% (6)
70% (14)
35% (7)
25% (5)
10% (2)

None
Religious/spiritual treatment
General hospital
Psychiatric hospital
Drug rehabilitation

55% (11)
20% (4)
10% (2)
10% (2)
5% (1)

Medication only
Matrix program
Dropped out from Matrix

30% (6)
60% (12)
10% (2)

Current hospital-based treatment status

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 timeintensive (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

Tuesday

OPD case

Wednesday

OPD case

Thursday

OPD case

Friday

OPD case

Matrix program
(ER/RP)
Individual session/
Alcohol clinic
Matrix program
(Family education group)
Individual session/
Cigarette clinic
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
Attitude of current treatment in young people
Level of usefulness
Level of helpfulness to stop using drug
Level of satisfaction
Attitude of current treatment in family members
Level of usefulness
Level of helpfulness to stop using drug
Level of satisfaction

Mean (SD)
6.5 (2.1)
5.7 (2.3)
6.1 (2.5)

8.1 (2.2)
6.6 (2.2)
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.”

90

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.
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•

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
Perception of difficulty in young people
Level of difficulty to stop using substance
Level of difficulty to think about other things
Perception of difficulty in family members
Level of difficulty to stop using substance
Level of difficulty to think about other things

Mean, SD
6.1 (3.0)
7.2 (2.8)

6.5 (2.5)
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 northeastern 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 wellestablished 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 12week 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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Immediate
Condition

TFS program
for 6 weeks

Participants
met inclusion
criteria

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)

Figure 5.1 study design

Delayed
Condition

- WAI-S (Delayed
Condition only)
- Participants’
satisfaction (Delayed
Condition only)

Post 2/Follow-up assessment
- structured Interview
- Thai GHQ-28
- WHOQOL-BREF
- FES
- FAS
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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 passwordprotected 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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SUs:

Must complete Baseline assessment

- 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

. SUs:

-

Meeting criteria for a DSM-IV psychotic disorder
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 ‘5step’ 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;

120

•

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 selfstigma 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
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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

Session 1: Understanding yourself and your
relatives (workshop)

Duration
2 hrs.

Setting
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 0-01-1), 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
Neutral Good
QOL
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).
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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.

136

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.
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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
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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
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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 subdistrict 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
Sample
(n=36)
% (N)

Immediate
Condition
(n=18)
% (N)

Delayed
Condition
(n=18)
% (N)

Categorical variables
Gender
Male

13.9 (5)

0 (0)

86.1 (31)

100 (18)

72.2 (13)

Marital status
Marriage

97.2 (35)

100 (18)

94.4 (17)

2.8 (1)

Education level
Low level
High level
Employment status
Employed full time
Employed part time
Unemployed

5.81

1

1.03

1

0.310

0.80

1

0.371

0.80

1

0.371

P
0.016

0 (0)

5.6 (1)

88.9 (16)

77.8 (14)

13.9 (5)

11.1 (2)

22.2 (4)

83.3 (30)

77.8 (14)

88.9 (16)

6.7 (6)

22.2 (4)

11.1 (2)

43.8 (14)
56.3 (18)
11.1 (4)

58.8 (10)
41.2 (7)
5.6 (1)

26.7 (4)
73.3 (11)
16.7 (3)

1.13

2

0.289

5.9 (1)
29.4 (5)
64.7 (11)

0 (0)
13.3 (2)
86.7 (13)

2.34

2

0.311

Relationship to young people
Nuclear family
83.3 (30)
Extended family

df

27.8 (5)

Female

Unmarried

χ2

Employed by (n = 32)
Government
3.1 (1)
Private company
21.9 (7)
Own business
75 (24)
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Table 6.1 Sociodemographic participant characteristics (N = 36) (Cont.)
Variable

Entire
Sample
(n=36)
Mean (SD)

Immediate
Condition
(n=18)
Mean (SD)

Delayed
Condition
(n=18)
Mean (SD)

Categorical variables
Income /month
Low income
(≤ 10,000 Baht)
High income
(≥ 10,000 Baht)

86.1 (31)

88.9 (16)

833 (15)

13.9 (5)

11.1 (2)

16.7 (3)

χ2

df

P

0.23

1

0.630

F

df

0.736

1,34 0.397

Continuous variables

Age

44.5 (9.29)

43.2 (8.08)

45.8 (10.42)

P

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
Condition
(n=18)
M (SD)

Delayed
Condition
(n=18)
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

F test

P

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

Intervention session

Group
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

Eligible

Initial assessed for
eligibility
(n = 57)
Excluded (n = 21)
: Not meeting inclusion criteria (n = 8)
: Refused to participate (n = 7)
: Lack of time and joined other program (n = 6)

Assessments

Intervention

Allocation

Randomized (n = 36)

Allocated to Immediate Condition
and Baseline assessment (n = 18)

Allocated to Delayed Condition
and Baseline assessment (n = 18)

PCU A= 7, PCU B= 6, PCU C= 5

PCU A= 6, PCU B= 6, PCU C= 6

Received intervention (n = 17)

Received intervention (n = 12)

PCU A= 7, PCU B= 5, PCU C= 5

PCU A= 4, PCU B= 5, PCU C= 3

Did not receive allocated
intervention (n = 1)

Did not receive allocated
intervention (n = 6)

(Post 1) (n= 17)

(Post 1) (n= 12)

PCU A= 7, PCU B= 5, PCU C= 5

PCU A= 4, PCU B= 5, PCU C= 3

Lost to follow up (n = 1)

Lost to follow up (n = 6)

Follow up assessment
(Post 2) (n= 17)

Follow up assessment
(Post 2) (n= 13)

PCU A= 7, PCU B= 6, PCU C= 4

PCU A= 4, PCU B= 5, PCU C= 4

Lost to follow up (n = 1)

Lost to follow up (n = 3)
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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
Mean (SD)

Delayed Condition F(1, 27) p
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
Immediate Delayed
(N=36)
M (SD)

Post 1
Immediate Delayed
(N=29)
M (SD)

Post 2
Immediate Delayed
(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- 79.22
BRIEF(2.92)
THAI

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

GHQ total score
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8
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2
0
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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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Engagement in substance use treatment

No substance using relatives engaged in addiction treatment after TFS. Only
one substance user went into mental health treatment, and that was for psychotic
symptoms.

Summary of quantitative results
Over the first 8 weeks, the quantitative results provided preliminary support
that TFS had greater impact on symptoms, quality of life, criticism and burden of
relatives than standard care alone. Similar results were found on the Thai GHQ-28,
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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
1. Positive transformations in their life
and family relationships

2. The value of having a group network
and of sharing experiences with other
families

Sub–themes
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
2.1 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

Calming down

Improved
mental health
function by
using religious
activities

Increased
positive attitude

Focus on own
life and needs
Positive
tranformations
in their life and
family
relationships

Positive
communication
and good family
relationship

Figure 6.7 Positive transformations in their life and family relationships
1.1 Calming down
The most frequently mentioned type of positive change referred to calming
down their emotional reactions to problematic substance use. They reported that the
intervention helped them to reduce their anger in their interactions with their relatives.
For example, one glue–sniffing son had cut himself while breaking a mirror in anger,
because he wanted a new motorcycle from his mother. The mother reported that she
was very angry, but realised that she should remain calm to deal with the problem. So,
she kept quiet and tried to control her temper. She asked her son how he felt, and took
him to the primary health care service to get treatment. She said she was glad that she
did not make the situation worse.
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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
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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.
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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

169

4. The value of having greater knowledge of substance abuse and social support
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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.
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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

176

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

177

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,
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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
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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.
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•

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 timeconsuming, 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
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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.
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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

206

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 selfmassage 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 drugusing 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 substanceusing 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).
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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 5step 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).
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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

Cultural
adaptation
Program
practicality

Suitable time frame
Good
program

Simple
program

Useful
program

Successful
program

Participants’ feelings
about the TFS program

Positive feelings

Staff’s
impression

Participants’
satisfaction

225

1.1 Positive feelings
All staff reported positive feelings about the TFS program (Figure 9.2).
Good
program

Successful
program
Positive feelings

Staff’s
impression

Participants’
satisfaction

Figure 9.2 Positive feelings of PCU staff toward TFS program
•

Good program
Staff spoke positively about the TFS program and claimed that it was a good program

after implementing it in their area.
“…Generally, it was good. All contents were OK…..” Staff A
“…..After I tried this program, I felt it was very good…….” Staff D
“…Some of my colleagues asked me about your project. After I told them, they said it
was a good project….” Staff D
“………All participants gained benefits from this program, so they pushed all of their
effort into this project because they realised that it was good and they received
benefits…….” Staff D
“………..I think this program was good for our context…..” Staff D
“……I think that this program was good and useful…..” Staff B
“…………When we decided to accept TFS program to be used in our PCU, we
affirmed that this was good knowledge that we could use in our community and did it
in the right way…….” Staff D
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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)
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Figure 9.3 Program practicality
•

Simple program
Most staff stated that TFS was a simple program and that it was not difficult to

implement.
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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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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
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•

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

236

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
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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).
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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).

244

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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Stigma
Stigma was declared by staff as a key challenge during the recruitment process.
“…Some gave feedback that they felt like they were problematic families”…..Staff B
“…they thought other residents saw them in a different way”…...Staff B
“…….they also were afraid or embarrassed to join the group, even after we explained
the benefits to them…….” Staff A
“…….I think it was difficult in the period of finding cases that related to shame and
stigma…..” Staff C

•

“….It seemed like we pointed out their weakness or their pitfall. This made them feel
like others kept an eye on them…..” Staff B
Unsuitable initial approach
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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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Financial issues
Most PCU staff commented about funding support. They thought that the majority of

participants were poor and that they needed to work every day. If they came to the
intervention, they could not earn money. Therefore, the money issues should be noted as
another concern because this may prevent participants from continuing treatment.
“…….One issue was the budget to support their travelling. It was too little (50
Baht/time)…..” Staff B
“…I’ve heard that they had to close their shop in order to join the group. I think they
had to work for their daily living and also they had low income. If they have to take a
day off to go to our group, it means they lost their money……..” Staff D
“……I think it would be good if it (money) increased because they had to work in
everyday life. If they came to the group that meant they lost their daily income. For
example, they didn’t go for work one day, they lost approximately 200 Bath……”
Staff C
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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 exfamily 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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Missing sessions
Staff explained that some participants missed a session, which then influenced other

participants to miss sessions. The intervention then had to be postponed.
“At the beginning, some participants missed the group and others felt that they could
also miss this group. In the next session, no one came to the group”……staff A
•

Coming late
Staff said that arriving late was common in Thai culture. Many participants did not

come on time, resulting in late commencement of the session. This could affect other group
activities.
“……people didn’t come to the group at the same time and it was hard to get
them”…..Staff A
“……It would be the problem about late coming. I made appointment with the
participants at 9 a.m., but they came at 9:30 a.m. So it started very late……” Staff C
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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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Lack of skills and confidence
Staff indicated a lack of confidence when they approached potential cases.
“…….If I came to their houses by myself, they might not listen to me or just listen
without concentrating…..”Staff A

Some staff reported a lack of skills of other staff.
“…..he was very new and he didn’t get used to the community. His motivational
technique wasn’t enough and he couldn’t include all residents…..” Staff B
“…..I myself was studying a master of family nursing, so I knew how to look after a
family. But other staff didn’t. So, they didn’t have enough skills to look after affected
family members….” Staff D
One staff member said that her colleague did not have enough confidence to approach
participants and to deal with them because of that staff just moving to this PCU and not being
familiar with residents in the village.
“….He had just moved to this PCU and he was afraid to approach and access people.
For example, one day, some participants didn’t come to the group, I told him that he
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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
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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
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•

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
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•

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 substanceusing 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
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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 substanceusing 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 Subdistrict 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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Date: ______________ ID: ________________

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
 Separated or Divorced
 Single (never married)

 live-in without married
 Widowed

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 _______________________________________
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5. Are you currently employed?:
5.1 Employment status
 Employed (if yes, go to 5.2)
 Home Duties or Retired
 Other…………………………..
5.2 Employed by:
 Government official
 Own business
 Agriculture
 Merchant
 Other…………………….
5.3 Type of employment:
 Full time
 Casual

 Unemployed
 Monk
 Private company

 Part time

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.

1995

1996

1997

S……

1998

1999

2000

2001

2002

2003

P……

2004

2005

2006

2007

2008

First started each substance
First time had problems from substance
M……..
First time experienced distress or mental problems
Periods of time/Occasions when did not use it/used less
NU……
☐ 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.

2009

329

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

Not at all

9

10

Extremely hard

3.4 How hard was it to think about other things?
0
Not at all

1

2

3

4

5

6

7

8

9

10

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)

Someone to help me with getting thing done

……………
……………
……………
……………
……………
Someone to talk when I feel upset

……………
……………
……………
……………
……………

……………
……………
……………
……………
……………
YOU
Someone to help me solve problems

Someone to help me when I get sick

……………
……………
……………
……………
……………

……………
……………
……………
……………
……………

Someone to help me when I have financial problems

Check:
- Who usually takes you to the hospital?
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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.
education group, self-help group

psycho-

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

Not at all

10
Very helpful

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
Not at all

10
Very helpful

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
Less satisfied

Most satisfied

6. How could the hospital help your relative to get better?
………………………………………………………………………………………
………………………………………………………………………………………
………………………………………………………………………………………
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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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Date: ______________ ID: ________________

Demographic data: Family member
Personal detail:
Gender
 Male

 Female

Age: …………………………………..
Current Relationship Status:
 Married
 Separated or Divorced
 Single (never married)

 live-in without married
 Widowed

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)
 Home Duties or Retired
 Other…………………………..
5.2 Employed by
 Government official
 Own business
 Agriculture
 Merchant
 Other…………………….
5.3 Type of employment
 Full 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....................................

 Unemployed
 Monk

 Private company

 Part time
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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

Frequency

Quantity

Time line

(Type of substance you have seen
your relative ever using)

(How many days in the last week
have you observed your relative
using (substances)?)

(How many (substance) would you
estimate your relative would use on
a usual day?)

(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.

1995

1996

1997

S……

1998

1999

2000

2001

2002

2003

P……

2004

2005

2006

2007

2008

First started each substance
First time had problems from substance
M……..
First time experienced distress or mental problems
Periods of time/Occasions when did not use it/used less
NU……
☐ 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.

2009
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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 leftmost 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)

Someone to help me with getting thing done

……………
……………
……………
……………
……………
Someone to talk when I feel upset
Someone to help me solve problems

……………
……………
……………
……………
……………

……………
……………
……………
……………
……………
YOU

Someone to help me when I get sick

……………
……………
……………
……………
……………

……………
……………
……………
……………
……………

Someone to help me when I have financial problems
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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

In hospital

Other sources

care services
Physiological treatment e.g. medicine

Psychological treatment e.g. psychoeducation 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

Not at all

10
Very helpful

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
Very helpful

Not at all

5. How satisfied are you with this treatment? (circle score / rate by circling score)
0

1

2

3

4

5

6

7

8

9

Less satisfied

6. How could the hospital help your relative to get better?
……………………………………………………………………………………
……………………………………………………………………………………

10
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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Date: ______________ ID: ________________

ข้ อมูลทัว่ ไป : สํ าหรับผู้ป่วย
ลักษณะทัว่ ไปของผูป้ ่ วย:
จํานวนครั้งของการมารับการรักษาที่คลีนิค (จากปั ญหานี้ ) ………………………..
การส่งต่อเพือ่ การรักษา
 ไม่มีการส่ งต่อ
 มีการส่งต่อ จาก

.……คําสัง่ ศาล
……..โรงพยาบาลตติยภูมิ (โรงพยาบาลจิตเวช)
……..โรงพยาบาลทุติยภูมิ (โรงพยาบาลทัว่ ไป)
……..สถานีอนามัย

ข้อมูลส่ วนบุคคล:
เพศ
 ชาย
 หญิง
อายุ: …………………………………..
สถานภาพปั จจุบนั :
 สมรส
 อยูร่ ่ วมกันโดยไม่แต่งงาน
 แยกกันอยู่ หรื อ หย่าร้าง
 เป็ นหม้าย
 โสด (ไม่เคยแต่งงาน)
ประวัติการศึกษา:
 ไม่เคยเข้ารับการศึกษา
 ระดับปฐมศึกษา …………………….ปี
 ระดับมัธยมศึกษา
 ม.3
 ม.6
 ระดับอนุปริ ญญา ………………….ปี
 ระดับปริ ญญาตรี ………………………ปี
 ระดับสู งกว่าปริ ญญาตรี …………………….ปี
 วัด……………………ปี
 อื่น ๆ _______________________________________
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ปัจจุบนั คุณทํางานหรื อไม่?:
5.1 สถานภาพการทํางาน
 ทํางาน (ถ้าใช่, ข้ามไปข้อ 5.2)
 ทํางานบ้าน หรื อ เกษียณอายุ
 อื่นๆ…………………………..
5.2 จ้างงานโดย:

 ไม่ได้ทาํ งาน
 พระ

 รัฐบาล
 บริ ษทั เอกชน
 เจ้าของธุ รกิจ
 เกษตรกร
 พ่อค้า
 อื่นๆ…………………….
5.3 ประเภทของการทํางาน:
 ทํางานเต็มเวลา
 ทํางานชัว่ คราว

 ทํางานไม่เต็มเวลา

เงินรายได้ต่อเดือน:
 น้อยกว่า 5,000 บาท
 5,001 – 10,000 บาท
 10,001 – 15,000 บาท
 15,001 – 20,000 บาท
 มากกว่า 20,001 บาท
ที่พกั อาศัย:
 อาศัยอยูก่ บั พ่อแม่
 อาศัยอยูก่ บั ญาติ
 อาศัยอยูก่ บั คู่สมรส
 อาศัยอยูก่ บั เพือ่ น
 อาศัยเพียงลําพัง
 ไม่มีทีอ่ ยูอ่ าศัย
 อื่นๆ………………………………………………………………

349

การตรวจสอบการใช้ สารเสพติด/ปัญหาทางจิต

กรุ ณากรอกข้อมูลร่ วมกับการใช้แบบสอบถาม The ASSIST และ Timeline sheet
จํานวน

สารเสพติด
(ชนิดของสารเสพติดที่เคยใช้)

ความถี่
(ในรอบ 1 เดือนที่ผา่ นมาคุณใช้
.....................
บ่อยครั้งแค่ไหน?)

ปริ มาณ
(ทุกครั้งที่ ใช้........คุณใช้ปริ มาณมากแค่
ไหน?)

ระยะเวลา
(คุณใช้........ในปริ มาณนี้มานานแค่ไหน?)

1
2
3
4
ใช้คาํ ถามต่อไปนี้เพือ่ ประเมินปริ มาณและความถี่ในการใช้สารเสพติด (กรุ ณาถามคําถามมากกว่า 1 คําถามเพือ่ ประเมินความเที่ยงตรงของข้อมูล)
 คุณใช้สารเสพติดบ่อยแค่ไหน ใน สัปดาห์ / เดือน ที่ผา่ นมา
 คุณใช้เงินมากแค่ไหนในการซื้อสารเสพติด ในสัปดาห์/ เดือน / ปี ที่ผา่ นมา
 คุณซื้อสารเสพติดบ่อยแค่ไหน?
 โดยปกติแล้วคุณใช้เงินในการซื้อสารเสพติดแต่ละครั้งมากเท่าไหร่ ?
 ในแต่ละครั้งที่ใช้สารเสพติดคุณใช้ปริ มาณมากเท่าไหร่ ?
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ระยะการใช้ สารเสพติด และประวัตกิ ารเจ็บป่ วยทางจิต

ใช้ timeline ต่อไปนี้เขียนรายละเอียดของระยะเวลาการใช้สารเสพติดและประวัติการเจ็บป่ วยทางจิต โดยใช้รายการข้างล่างนี้ประกอบการถาม

2538

551

2539

2540

2541

2542

2543

2544

2545

2546

2547

2548

2549

2550

552

P……
การเริ่ มใช้สารเสพติดครั้งแรก (ระบุ แต่ละสารเสพติด) S……
ครั้งแรกที่พบปั ญหาจากการใช้สารเสพติด
ครั้งแรกที่เริ่ มมีการเจ็บป่ วยทางจิต M……..
NU……
ระยะเวลาที่ใช้สารเสพติดน้อยที่สุด / ไม่ใช้เลย
☐ การกลับเป็ นซํ้า
☐ ระยะเวลาที่พกั ในโรงพยาบาล (เนื่องจากปั ญหาทางสุขภาพจิต)
☐ ระยะเวลาการเจ็บป่ วย และระยะเวลาที่พกั ในโรงพยาบาล
☐ การวินิจฉัยโดยแพทย์ในแแต่ละครั้งที่เข้ารับการรักษา
☐ แหล่งรับบริ การด้านสุขภาพจิต (เช่น พบแพทย์ทวั่ ไป พบจิตแพทย์ การรับบริ การสุขภาพจิตในชุมชน การบําบัดรักษาด้านจิตวิญญาณ)

* การกลับเป็ นซํ้า หมายถึงช่วงเวลาที่มีอาการแย่ลงและต้องการการรักษา เช่น เพิ่ม หรื อเปลี่ยนแปลงปริ มาณการรับยา การมารับบริ การที่โรงพยาบาล (โดยอาจเป็ นได้ท้ งั ในกรณี ที่ผปู ้ ่ วยแสวงหา หรื อ ไม่แสวงหาการรักษา)
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การใช้ สารเสพติด และประวัตกิ ารเจ็บป่ วยทางจิตในระยะ 12 เดือนที่ผ่านมา

ใช้ timeline ต่อไปนี้เขียนรายละเอียดของระยะเวลาการใช้สารเสพติดและประวัติการเจ็บป่ วยทางจิตในรอบ 12 เดือนที่ผา่ นมา โดยเริ่ มจากเดือนต่อไปและนับย้อนกลับจนครบ 1 ปี
( เช่น ถ้าเดือนนี้คือ พฤศจิกายน ให้เขียนเดือนธันวาคมในช่องขวาสุด แล้วเขียนเดือนย้อนกลับจนครบ 1 ปี )

______

______

______

______

______

______

______

______

______

______

______

______

______

☐ การเริ่ มใช้สารเสพติดครั้งแรก (ระบุ แต่ละสารเสพติด) ☐ ครั้งแรกที่พบปั ญหาจากการใช้สารเสพติด
☐ ระยะเวลาที่ใช้สารเสพติด
☐ ระยะเวลาที่เจ็บป่ วยทางจิต
☐ ระยะเวลาที่พกั ในโรงพยาบาล (เนื่องจากปั ญหาทางสุขภาพจิต) ☐ ระยะเวลาการเจ็บป่ วย และระยะเวลาที่พกั ในโรงพยาบาล
☐ การวินิจฉัยโดยแพทย์ในแแต่ละครั้งที่เข้ารับการรักษา ☐ ระยะเวลาที่ได้รับยา
☐ ชนิดและปริ มาณการรับยา
☐ แหล่งรับบริ การด้านสุขภาพจิต (เช่น พบแพทย์ทวั่ ไป พบจิตแพทย์ การรับบริ การสุขภาพจิตในชุมชน การบําบัดรักษาด้านจิตวิญญาณ)
ให้ ระบุจาํ นวนวันในรอบ 1 ปี ที่ ผู้ป่วย:
ทํางาน: ________ วัน
อยูโ่ รงพยาบาล: ________ วัน
ไม่สามารถทําหน้าที่ตามบทบาทปกติได้: ________ วัน

352

การประเมินสถานการณ์เสี่ ยง
เลือกถามถึงสารเสพติดที่ใช้บ่อยที่สุดและก่อให้เกิดปั ญหามากที่สุด
1. ให้นึกถึงครั้งสุดท้ายที่คุณใช้สารเสพติด
1.1 มีใครอยูก่ บั คุณบ้าง
…………………………………………………………………………………………………...........................
1.2 เหตุการณ์น้ ีเกิดขึ้นที่ไหน
…………………………………………………………………………………………………...........................
1.3 มีอะไรเกิดขึ้นก่อนทีค่ ุณจะใช้สารเสพติด
…………………………………………………………………………………………………...........................
…………………………………………………………………………………………………...........................
2. ให้นึกถึงเมือ่ คุณใช้สารเสพติด
2.1 เมื่อใดที่คุณต้องการใช้ (................) มากที่สุด? (เช่น ตอนเช้า ตอนบ่าย ตอนเย็น ตอนกลางคืน)
…………………………………………………………………………………………………...........................
2.2โดยปกติคุณใช้.............วันใดในรอบสัปดาห์
…………………………………………………………………………………………………...........................
3. ให้นึกถึงเมื่อครั้งที่คุณพยายามหยุดใช้สารเสพติด
3.1 คุณเคยพยายามหยุดใช้สารเสพติดไหม ?
…………………………………………………………………………………………………...........................
3.2 ถ้าคุณเคยหยุด มีสถานการณ์ใดบ้างที่คุณพบว่ายากที่สุด?
…………………………………………………………………………………………………...........................
…………………………………………………………………………………………………...........................
3.3 ความยากในการหยุดใช้สารเสพติด อยูใ่ นระดับใด ? (วงกลมล้อมรอบตัวเลข)
0
1
2
3
4
5
6
7
8
9
10
ไม่ยากเลย

3.3 มันยากมากแค่ไหนที่พยายามคิดถึงสิ่ งอื่นนอกเหนือจากสารเสพติด ? (วงกลมล้อมรอบตัวเลข)
0
1
2
3
4
5
6
7
8
9
ไม่ยากเลย

ยากมากที่สุด

10
ยากมากที่สุด

3.5 คุณทําอะไรบ้างเพือ่ ที่จะหยุดการใช้สารเสพติด?
…………………………………………………………………………………………………...........................
…………………………………………………………………………………………………...........................
3.6 เกิดอะไรขึ้นบ้างเมื่อคุณลองทําสิ่ งเหล่านั้น (จากข้อมูลข้อ 3.5) ?
…………………………………………………………………………………………………...........................
…………………………………………………………………………………………………...........................
…………………………………………………………………………………………………...........................
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คําถามเชิ งคุณภาพ
กลยุทธ์ในการเผชิญปั ญหา และการสนับสนุนทางสังคม:
1. มีอะไรบ้างที่ทาํ ให้คุณเป็ นกังวล หรื อทําให้คุณรู ้สึกเสี ยใจ?

…………………………………………………………………………………………………......
…………………………………………………………………………………………………......
…………………………………………………………………………………………………......
…………………………………………………………………………………………………......
…………………………………………………………………………………………………......
…………………………………………………………………………………………………......
…………………………………………………………………………………………………......
…………………………………………………………………………………………………......
2. เมือ่ คุณรู ้สึกเสี ยใจ คุณทําอย่างไรเพือ่ ให้ตวั เองรู ้สึกดีข้ ึน?

…………………………………………………………………………………………………......
…………………………………………………………………………………………………......
…………………………………………………………………………………………………......
…………………………………………………………………………………………………......
…………………………………………………………………………………………………......
…………………………………………………………………………………………………......
…………………………………………………………………………………………………......
…………………………………………………………………………………………………......
3. เกิดอะไรขึ้นเมื่อคุณลองทําสิ่ งนั้น ? (จากข้อมูล ข้อ 2)

…………………………………………………………………………………………………......
…………………………………………………………………………………………………......
…………………………………………………………………………………………………......
…………………………………………………………………………………………………......
…………………………………………………………………………………………………......
…………………………………………………………………………………………………......
…………………………………………………………………………………………………......
…………………………………………………………………………………………………......
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ประวัติครอบครัว
เขียน แผนภูมิรูปภาพของครอบครัว (3 generations)
และชี้แจงรายละเอียดของความสัมพันธ์ในครอบครัว

ตรวจสอบ:
- มีสมาชิกในครอบครัวที่เคยใช้ หรื อกําลังใช้สารเสพติดหรื อไม่ ?
- มีสมาชิกในครอบครัวที่เคยมีประวัติ หรื อกําลังมีการเจ็บป่ วยทางจิตหรื อไม่ ?
- สมาชิกในครอบครัวมีปัญหาทางจิตที่เกี่ยวข้องกับการใช้สารเสพติดหรื อไม่? (ระบุรายละเอียด)
- มีใครบ้างที่อาศัยในครอบครัวเดียวกัน?
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ใครคือคนทีค่ ุณคุยด้ วยเมื่คุณต้ องการการช่ วยเหลือ?
(กรอกรายละเอียดในรู ปภาพและชี้แจงเหตุผล)
คนที่คอยช่วยเหลือฉันเพื่อทําสิ่ งต่างๆให้สาํ เร็ จ

คนที่คอยช่วยเหลือเมื่อฉันเศร้า เสี ยใจ

..........................
..........................
..........................
..........................
..........................

..........................
..........................
..........................
..........................
..........................

..........................
..........................
..........................
..........................
..........................

ตัวคุณ
ป้ ั

คนที่คอยช่วยเหลือเมื่อฉันเจ็บป่ วย
..........................
..........................
..........................
..........................
..........................

่

คนทีค่ อยช่วยฉัน

..........................
..........................
..........................
..........................
..........................

คนที่คอยช่วยเหลือเมื่อฉันมีปัญหา

ตรวจสอบ:
- โดยปกติแล้ว ใครเป็ นคนนําคุณส่งโรงพยาบาล?
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การประเมินการบําบัดรักษาในปัจจุบัน
1. คุณมีความหวังอย่างไรบ้างเกี่ยวกับการบําบัดรักษาของคุณ? เพราะอะไรคุณจึงคิดว่าคุณต้องการการบําบัด?
…………………………………………………………………………………………………...............
.................................................................................................................
.................................................................................................................
.................................................................................................................
2. คุณได้รับการช่วยอย่างไรบ้างเมื่อมีปัญหาเกี่ยวกับการใช้สารเสพติดและการเจ็บป่ วยทางจิต?
หน่วยงานบริ การทางสุขภาพจากแหล่งอื่นๆ

ในโรงพยาบาล
การบําบัดรักษาทางด้านร่ างกาย เช่น ยา

แหล่งอื่นๆ

การบําบัดรักษาทางด้านจิตใจ เช่น กลุ่มสุ ขศึกษาทางจิต กลุ่ม
ช่วยเหลือตนเอง

อื่นๆ (ระบุ)

3. การบําบัดที่ได้รับมีประโยชน์มากแค่ไหน ? (วงกลมรอบคะแนนที่ตรงกับความรู ้สึก)
0
1
2
3
4
5
6
7
8

9

ไม่มีประโยชน์เลย

10
มีประโยชน์อย่างมาก

4. การบําบัดที่ได้รับช่วยให้คุณหยุดการใช้สารเสพติดได้มากแค่ไหน? (วงกลมรอบคะแนนที่ตรงกับความรู ้สึก)
0
1
2
3
4
5
6
7
8
9
10
ไม่มีประโยชน์เลย

5. คุณพึงพอใจการบําบัดรักษาที่คุณได้รับมากแค่ไหน? (วงกลมรอบคะแนนที่ตรงกับความรู ้สึก)
0
1
2
3
4
5
6
7
8
9

พอใจน้อยที่สุด

มีประโยชน์อย่างมาก

10
พอใจมากที่สุด

6. โรงพยาบาลจะสามารถช่วยเหลือให้อาการของคุณดีข้ ึนได้อย่างไร?

...................................................................................................
...................................................................................................
...................................................................................................
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การประเมินแบบวัด
หลังจากใช้แบบวัดในการสํารวจ นักวิจยั ถามผูเ้ ข้าร่ วมวิจยั เพือ่ แสดงความคิดเห็นเกี่ยวกับความยากของแบบวัด
มีคาํ ถามใดบ้างที่คุณคิดว่าข้อคําถามเข้าใจได้ยาก?

...................................................................................................
...................................................................................................
...................................................................................................
...................................................................................................
...................................................................................................
...................................................................................................
...................................................................................................
...................................................................................................
...................................................................................................
...................................................................................................
...................................................................................................
...................................................................................................
...................................................................................................
...................................................................................................
...................................................................................................
...................................................................................................
...................................................................................................
...................................................................................................
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Date: ______________ ID: ________________

ข้ อมูลทัว่ ไป : สํ าหรับสมาชิกในครอบครัวของผู้ป่วย
ข้อมูลส่ วนบุคคล:
เพศ
 ชาย
 หญิง
อายุ: …………………………………..
สถานภาพปั จจุบนั :
 สมรส
 อยูร่ ่ วมกันโดยไม่แต่งงาน
 แยกกันอยู่ หรื อ หย่าร้าง
 เป็ นหม้าย
 โสด (ไม่เคยแต่งงาน)
ประวัติการศึกษา:
 ไม่เคยเข้ารับการศึกษา
 ระดับปฐมศึกษา …………………….ปี
 ระดับมัธยมศึกษา
 ม.3
 ม.6
 ระดับอนุปริ ญญา ………………….ปี
 ระดับปริ ญญาตรี ………………………ปี
 ระดับสู งกว่าปริ ญญาตรี …………………….ปี
 วัด……………………ปี
 อื่น ๆ _______________________________________
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ปัจจุบนั คุณทํางานหรื อไม่?:
5.1 สถานภาพการทํางาน
 ทํางาน (ถ้าใช่, ข้ามไปข้อ 5.2)
 ทํางานบ้าน หรื อ เกษียณอายุ
 อื่นๆ…………………………..
5.2 จ้างงานโดย:

 ไม่ได้ทาํ งาน
 พระ

 รัฐบาล
 บริ ษทั เอกชน
 เจ้าของธุ รกิจ
 เกษตรกร
 พ่อค้า
 อื่นๆ…………………….
5.3 ประเภทของการทํางาน:
 ทํางานเต็มเวลา
 ทํางานชัว่ คราว

 ทํางานไม่เต็มเวลา

เงินรายได้ต่อเดือน:
 น้อยกว่า 5,000 บาท
 5,001 – 10,000 บาท
 10,001 – 15,000 บาท
 15,001 – 20,000 บาท
 มากกว่า 20,001 บาท
ที่พกั อาศัย:
 อาศัยอยูก่ บั พ่อแม่
 อาศัยอยูก่ บั ญาติ
 อาศัยอยูก่ บั คู่สมรส
 อาศัยอยูก่ บั เพือ่ น
 อาศัยเพียงลําพัง
 ไม่มีทีอ่ ยูอ่ าศัย
 อื่นๆ………………………………………………………………
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การตรวจสอบการใช้ สารเสพติด/ปัญหาทางจิต

กรุ ณากรอกข้อมูลร่ วมกับการใช้แบบสอบถาม The ASSIST และ Timeline sheet ให้ญาติผปู ้ ่ วยประมาณการใช้สารเสพติดตามที่สงั เกตุได้
จํานวน

สารเสพติด
(ชนิดของสารเสพติดที่ญาติคุณเคยใช้)

ความถี่
ปริ มาณ
ระยะเวลา
(ในรอบ 1 เดือนที่ผา่ นมาคุณพบว่าญาติคุณ (ทุกครั้งที่ ใช้..............ญาติคุณใช้ปริ มาณ (ญาติคุณใช้........ในปริ มาณนี้มานานแค่ไหน?)
ใช้.....................บ่อยครั้งแค่ไหน?)
มากแค่ไหน?)

1
2
3
4
ใช้คาํ ถามต่อไปนี้เพือ่ ประเมินปริ มาณและความถี่ในการใช้สารเสพติด (กรุ ณาถามคําถามมากกว่า 1 คําถามเพือ่ ประเมินความเที่ยงตรงของข้อมูล)
 ญาติของคุณใช้สารเสพติดบ่อยแค่ไหน ใน สัปดาห์ / เดือน ที่ผา่ นมา
 ญาติของคุณใช้เงินมากแค่ไหนในการซื้อสารเสพติด ในสัปดาห์/ เดือน / ปี ที่ผา่ นมา
 ญาติคุณซื้อสารเสพติดบ่อยแค่ไหน?
 โดยปกติแล้วญาติคุณใช้เงินในการซื้อสารเสพติดแต่ละครั้งมากเท่าไหร่ ?
 ในแต่ละครั้งที่ใช้สารเสพติดญาติคุณใช้ปริ มาณมากเท่าไหร่ ?
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ระยะการใช้ สารเสพติด และประวัตกิ ารเจ็บป่ วยทางจิต

ใช้ timeline ต่อไปนี้เขียนรายละเอียดของระยะเวลาการใช้สารเสพติดและประวัติการเจ็บป่ วยทางจิตของญาติคุณ โดยใช้รายการข้างล่างนี้ประกอบการถาม

2538

551

2539

2540

2541

2542

2543

2544

2545

2546

2547

2548

2549

2550

552

M……..

P……
การเริ่ มใช้สารเสพติดครั้งแรก (ระบุ แต่ละสารเสพติด) S……
ครั้งแรกที่พบปั ญหาจากการใช้สารเสพติด
ครั้งแรกที่เริ่ มมีการเจ็บป่ วยทางจิต
NU……
ระยะเวลาที่ใช้สารเสพติดน้อยที่สุด / ไม่ใช้เลย
☐ การกลับเป็ นซํ้า
☐ ระยะเวลาที่พกั ในโรงพยาบาล (เนื่องจากปั ญหาทางสุขภาพจิต)
☐ ระยะเวลาการเจ็บป่ วย และระยะเวลาที่พกั ในโรงพยาบาล
☐ การวินิจฉัยโดยแพทย์ในแแต่ละครั้งที่เข้ารับการรักษา
☐ แหล่งรับบริ การด้านสุขภาพจิต (เช่น พบแพทย์ทวั่ ไป พบจิตแพทย์ การรับบริ การสุขภาพจิตในชุมชน การบําบัดรักษาด้านจิตวิญญาณ)

* การกลับเป็ นซํ้า หมายถึงช่วงเวลาที่มีอาการแย่ลงและต้องการการรักษา เช่น เพิ่ม หรื อเปลี่ยนแปลงปริ มาณการรับยา การมารับบริ การที่โรงพยาบาล (โดยอาจเป็ นได้ท้ งั ในกรณี ที่ผปู ้ ่ วยแสวงหา หรื อ ไม่แสวงหาการรักษา)
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การใช้ สารเสพติด และประวัตกิ ารเจ็บป่ วยทางจิตในระยะ 12 เดือนที่ผ่านมา

ใช้ timeline ต่อไปนี้เขียนรายละเอียดของระยะเวลาการใช้สารเสพติดและประวัติการเจ็บป่ วยทางจิตของญาติคุณในรอบ 12 เดือนที่ผา่ นมา โดยเริ่ มจากเดือนต่อไปและนับย้อนกลับจนครบ 1 ปี
(เช่น ถ้าเดือนนี้คือ พฤศจิกายน ให้เขียนเดือนธันวาคมในช่องขวาสุด แล้วเขียนเดือนย้อนกลับจนครบ 1 ปี )

______

______

______

______

______

______

______

______

______

______

______

______

______

☐ การเริ่ มใช้สารเสพติดครั้งแรก (ระบุ แต่ละสารเสพติด) ☐ ครั้งแรกที่พบปั ญหาจากการใช้สารเสพติด
☐ ระยะเวลาที่ใช้สารเสพติด
☐ ระยะเวลาที่เจ็บป่ วยทางจิต
☐ ระยะเวลาที่พกั ในโรงพยาบาล (เนื่องจากปั ญหาทางสุขภาพจิต) ☐ ระยะเวลาการเจ็บป่ วย และระยะเวลาที่พกั ในโรงพยาบาล
☐ การวินิจฉัยโดยแพทย์ในแแต่ละครั้งที่เข้ารับการรักษา ☐ ระยะเวลาที่ได้รับยา
☐ ชนิดและปริ มาณการรับยา
☐ แหล่งรับบริ การด้านสุขภาพจิต (เช่น พบแพทย์ทวั่ ไป พบจิตแพทย์ การรับบริ การสุขภาพจิตในชุมชน การบําบัดรักษาด้านจิตวิญญาณ)
ให้ ระบุจาํ นวนวันในรอบ 1 ปี ที่ ผู้ป่วย:
ทํางาน: ________ วัน
อยูโ่ รงพยาบาล: ________ วัน
ไม่สามารถทําหน้าที่ตามบทบาทปกติได้: ________ วัน
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การประเมินสถานการณ์เสี่ ยง
เลือกถามถึงสารเสพติดที่ใช้บ่อยที่สุดและก่อให้เกิดปั ญหามากที่สุด
1. ให้นึกถึงครั้งสุดท้ายที่คุณเห็นญาติของคุณใช้สารเสพติด
1.1 มีใครอยูก่ บั ญาติคุณบ้าง
…………………………………………………………………………………………………...............................
1.2 เหตุการณ์น้ ีเกิดขึ้นที่ไหน
…………………………………………………………………………………………………...............................
1.3 มีอะไรเกิดขึ้นก่อนที่ญาติคุณจะใช้สารเสพติด
…………………………………………………………………………………………………...............................
…………………………………………………………………………………………………...............................
2. ให้นึกถึงเมือ่ ญาติคุณใช้สารเสพติด
2.1 เมื่อใดที่ญาติคุณต้องการใช้ (................) มากที่สุด? (เช่น ตอนเช้า ตอนบ่าย ตอนเย็น ตอนกลางคืน)
…………………………………………………………………………………………………...............................
2.2โดยปกติญาติคุณใช้.............วันใดในรอบสัปดาห์
…………………………………………………………………………………………………...............................
3. ให้นึกถึงเมื่อครั้งที่ญาติคุณพยายามหยุดใช้สารเสพติด
3.1 ญาติคุณเคยพยายามหยุดใช้สารเสพติดไหม ?
…………………………………………………………………………………………………...............................
3.2 ถ้าญาติคุณเคยหยุด มีสถานการณ์ใดบ้างที่คุณพบว่ายากที่สุด?
…………………………………………………………………………………………………...............................
…………………………………………………………………………………………………...............................
3.3 ความยากในการหยุดใช้สารเสพติด อยูใ่ นระดับใด ? (วงกลมล้อมรอบตัวเลข)
0
1
2
3
4
5
6
7
8
9
10
ไม่ยากเลย

3.4 มันยากมากแค่ไหนที่พยายามคิดถึงสิ่ งอื่นนอกเหนือจากสารเสพติด ? (วงกลมล้อมรอบตัวเลข)
0
1
2
3
4
5
6
7
8
9
ไม่ยากเลย

ยากมากที่สุด

10
ยากมากที่สุด

3.5 ญาติคุณทําอะไรบ้างเพือ่ ที่จะหยุดการใช้สารเสพติด?
…………………………………………………………………………………………………...............................
…………………………………………………………………………………………………...............................
3.6 เกิดอะไรขึ้นบ้างเมื่อญาติคุณลองทําสิ่ งเหล่านั้น (จากข้อมูลข้อ 3.5) ?
…………………………………………………………………………………………………...............................
…………………………………………………………………………………………………...............................
…………………………………………………………………………………………………...............................
…………………………………………………………………………………………………...............................
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คําถามเชิ งคุณภาพ
กลยุทธ์ในการเผชิญปั ญหา และการสนับสนุนทางสังคม:
1. มีอะไรบ้างที่ทาํ ให้คุณเป็ นกังวล หรื อทําให้คุณรู ้สึกเสี ยใจ?

………………………………………………………………………………………………….........
………………………………………………………………………………………………….........
………………………………………………………………………………………………….........
………………………………………………………………………………………………….........
………………………………………………………………………………………………….........
………………………………………………………………………………………………….........
………………………………………………………………………………………………….........
………………………………………………………………………………………………….........
2. เมือ่ คุณรู ้สึกเสี ยใจ คุณทําอย่างไรเพือ่ ให้ตวั เองรู ้สึกดีข้ ึน?

………………………………………………………………………………………………….........
………………………………………………………………………………………………….........
………………………………………………………………………………………………….........
………………………………………………………………………………………………….........
………………………………………………………………………………………………….........
………………………………………………………………………………………………….........
………………………………………………………………………………………………….........
………………………………………………………………………………………………….........
3. เกิดอะไรขึ้นเมื่อคุณลองทําสิ่ งนั้น ? (จากข้อมูล ข้อ 2)

………………………………………………………………………………………………….........
………………………………………………………………………………………………….........
………………………………………………………………………………………………….........
………………………………………………………………………………………………….........
………………………………………………………………………………………………….........
………………………………………………………………………………………………….........
………………………………………………………………………………………………….........
………………………………………………………………………………………………….........
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ประวัติครอบครัว
เขียน แผนภูมิรูปภาพของครอบครัว (3 generations)
และชี้แจงรายละเอียดของความสัมพันธ์ในครอบครัว

ตรวจสอบ:
- มีสมาชิกในครอบครัวที่เคยใช้ หรื อกําลังใช้สารเสพติดหรื อไม่ ?
- มีสมาชิกในครอบครัวที่เคยมีประวัติ หรื อกําลังมีการเจ็บป่ วยทางจิตหรื อไม่ ?
- สมาชิกในครอบครัวมีปัญหาทางจิตที่เกี่ยวข้องกับการใช้สารเสพติดหรื อไม่? (ระบุรายละเอียด)
- มีใครบ้างที่อาศัยในครอบครัวเดียวกัน?
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ใครคือคนทีค่ ุณคุยด้ วยเมื่คุณต้ องการการช่ วยเหลือ?
(กรอกรายละเอียดในรู ปภาพและชี้แจงเหตุผล)
คนที่คอยช่วยเหลือฉันเพื่อทําสิ่ งต่างๆให้สาํ เร็ จ

คนที่คอยช่วยเหลือเมื่อฉันเศร้า เสี ยใจ

.........................
.........................
.........................
.........................
.........................

.........................
.........................
.........................
.........................
.........................

.........................
.........................
.........................
.........................
.........................

ตัวคุณ
คนที่คอยช่วยฉันแก้ปัญหาต่างๆ
คนที่คอยช่วยเหลือเมื่อฉันเจ็บป่ วย
.........................
.........................
.........................
.........................
.........................

.........................
.........................
.........................
.........................
.........................

คนที่คอยช่วยเหลือเมื่อฉันมี
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การประเมินการบําบัดรักษาในปัจจุบัน
1. คุณมีความหวังอย่างไรเกี่ยวกับการบําบัดรักษาของญาติคุณ?เพราะอะไรคุณจึงคิดว่าญาติคุณต้องการการบําบัด?
………………………………………………………………………………………………….....................................
.......................................................................................................................................
..................................................................................................................................
2.ญาติคุณได้รับการช่วยอย่างไรบ้างเมื่อมีปัญหาเกี่ยวกับการใช้สารเสพติดและการเจ็บป่ วยทางจิต?
หน่วยงานบริ การทางสุขภาพจากแหล่ง
อื่นๆ

ในโรงพยาบาล

แหล่งอื่นๆ

การบําบัดรักษาทางด้านร่ างกาย เช่น ยา

การบําบัดรักษาทางด้านจิตใจ เช่น กลุ่มสุ ขศึกษาทางจิต กลุ่ม
ช่วยเหลือตนเอง

อื่นๆ (ระบุ)

3. การบําบัดที่ได้รับมีประโยชน์มากแค่ไหน ? (วงกลมรอบคะแนนที่ตรงกับความรู ้สึก)
0
1
2
3
4
5
6
7

8

9

มีประโยชน์อย่างมาก

ไม่มีประโยชน์เลย

4. การบําบัดที่ได้รับช่วยให้ญาติคณ
ุ หยุดการใช้สารเสพติดได้มากแค่ไหน? (วงกลมรอบคะแนน)
0
1
2
3
4
5
6
7
8

9

ไม่มีประโยชน์เลย

5. คุณพึงพอใจการบําบัดรักษาที่ญาติคุณได้รับมากแค่ไหน? (วงกลมรอบคะแนน)
0
1
2
3
4
5
6
7
พอใจน้อยที่สุด

10

10
มีประโยชน์อย่างมาก

8

9

10
พอใจมากที่สุด

6. โรงพยาบาลจะสามารถช่วยเหลือให้อาการของญาติคุณดีข้ นึ ได้อย่างไร?

...........................................................................................................................
...........................................................................................................................
...........................................................................................................................
...........................................................................................................................

368

การประเมินแบบวัด
หลังจากใช้แบบวัดในการสํารวจ นักวิจยั ถามผูเ้ ข้าร่ วมวิจยั เพือ่ แสดงความคิดเห็นเกี่ยวกับความยากของแบบวัด
มีคาํ ถามใดบ้างที่คุณคิดว่าข้อคําถามเข้าใจได้ยาก?

................................................................................................................
................................................................................................................
................................................................................................................
................................................................................................................
................................................................................................................
................................................................................................................
................................................................................................................
................................................................................................................
................................................................................................................
................................................................................................................
................................................................................................................
................................................................................................................
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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

Postintervention
assessment
(6 weeks)

Follow-up
assessment
(12 weeks
after Postintervention)

1. Demographic
questionnaire
2. Motivation for change
ladder
3. Motivation for change
ladder (SU’s changes)
4. General Health
Questionnaire (Thai GHQ28)
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
 Separated or Divorced
 Single (never married)

 live-in without married
 Widowed

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
 Marihuana
 amphetamine

 Other…………..
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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

10
A. I’m, ready to change how I am coping

9
8
7
6
5

B. I’m in two minds about changing

4
3
2
1

E. I don’t need to change how I cope with substance use
in my family
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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.

10
A. I’, ready to change now

9
B. I’m thinking more about changing

8
7
6
5

C. I’m in two minds about changing

4
3
2

D. I’m happy, even if there are reasons for me to change

1

E. I’m nit even thinking about changing at all.

(resource: Phukao, 2006)
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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
good health?
*
2) been feeling in need of a good tonic?
*
3) been feeling run down and out of sorts?
*
4) felt that you are ill?
*
5) been getting any pains in your head?
*
6) been getting a feeling of tightness
or pressure in your head?
*
7) been having hot or cold spells?
*
8) lost much sleep over worry?
*
9) had difficulty in staying asleep
once you are off?
*
10) felt constantly under strain?

11) been getting edgy and bad-tempered?
*
12) been getting scared or panicky
for no good reason?
13) found everything getting on top of you?

Better
than usual

Same
as usual

Worse
than usual

Much worse
than usual

Not
at all

No more
than usual

Rather more
than usual

Much more
than usual

Not
at all

No more
than usual

Rather more
than usual

Much more
than usual

Not
at all

No more
than usual

Rather more
than usual

Much more
than usual

Not
at all

No more
than usual

Rather more
than usual

Much more
than usual

Not
at all

No more
than usual

Rather more
than usual

Much more
than usual

Not
at all

No more
than usual

Rather more
than usual

Much more
than usual

Not
at all

No more
than usual

Rather more
than usual

Much more
than usual

Not
at all

No more
than usual

Rather more
than usual

Much more
than usual

Not
at all

No more
than usual

Rather more
than usual

Much more
than usual

Not
at all

No more
than usual

Rather more
than usual

Much more
than usual

Not
at all

No more
than usual

Rather more
than usual

Much more
than usual

Not
at all

No more
than usual

Rather more
than usual

Much more
than usual
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4. THE THAI GENERAL HEALTH QUESTIONNAIRE
(THAI GHQ-28)
*
14) been feeling nervous and
up all the time?
15) been managing to keep yourself
busy and occupied?
*
16) been taking longer over the things
you do?
*
17) felt on the whole you were doing
things well?
*
18) been satisfied with the way
you've carried out your task?
*
19) felt that you are playing a useful
part in things?
*
20) felt capable of making decisions
about things?
*
21) been able to enjoy your normal
day-to-day activities?
22) been thinking of yourself as a
worthless person?
*
23) felt that life is entirely hopeless?
*
24) felt that life isn't worth living?
*
25) thought of the possibility that you
might make away with yourself?
*
26) found at times you couldn't do
anything because your nerves
were too bad?
*
27) found yourself wishing you were
dead and away from it all?
*
28) found that the idea of taking your
own life kept coming into your mind?

Not
at all

No more
than usual

Rather more
than usual

Much more
than usual

More so
than usual

Same
as usual

Rather less
than usual

Much less
than usual

Quicker
than usual

Same
as usual

Longer
than usual

Much longer
than usual

Better
than usual

About
the same

Less well
than usual

Much
less well

More
satisfied

About same
as usual

Less satisfied
than usual

Much less
satisfied

More so
than usual

Same
as usual

Less useful
than usual

Much less
useful

More so
than usual

Same
as usual

Less so
than usual

Much less
capable

More so
than usual

Same
as usual

Less so
than usual

Much less
than usual

Not
at all

No more
than usual

Rather more
than usual

Much more
than usual

Not
atall

No more
than usual

Rather more
than usual

Much more
than usual

Not
at all

No more
than usual

Rather more
than usual

Much more
than usual

Definitely
not

I don't
think so

Has crossed
my mind

Definitely
have

Not
at all

No more
than usual

Rather more
than usual

Much more
than usual

Not
at all

No more
than usual

Rather more
than usual

Much more
than usual

Definitely
not

I don’t
think so

Has crossed
my mind

Definitely
has

strung-
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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

1
2

How satisfied are you with your health?
To what extent do you feel that physical pain
prevents you from doing what you need to do?
Do you have enough energy for everyday life?
How satisfied are you with your sleep?
How much do you enjoy life?
How well are you able to concentrate?
How satisfied are you with yourself?
Are you able to accept your bodily appearance?
How often do you have negative feelings such as
blue mood, despair, anxiety, depression?
How satisfied are you with your ability to
perform your daily living activities?
How much do you need any medical treatment to
function in your daily life?
How satisfied are you with your capacity for
work?
How satisfied are you with your personal
relationships?
How satisfied are you with the support you get
from your friends?
How safe do you feel in your daily life?
How satisfied are you with the conditions of your
living place?
Have you enough money to meet your needs?
How satisfied are you with your access to health
services?
How available to you is the information that you
need in your day-to-day life?
To what extent do you have the opportunity for
leisure activities?
How healthy is your physical environment?
How satisfied are you with your transport?
To what extent do you feel your life to be
meaningful?
How well are you able to get around?
How satisfied are you with your sex life?
How would you rate your quality of life?

3
4
5
6
7
8
9
10
11
12
13
14
15
16
17
18
19
20
21
22
23
24
25
26

Not at
all

A little

A
moderate
amount

Very
much

An
Extreme
amount

Resource: Mahutnirankul et al. (1998)
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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?
Tobacco
Alcohol
Cannabis
Amphetamine
Inhalants
Sedatives
Hallucinogens
Opioids
Kratom
Others

No

Yes

Frequency
(if know)

Quantity
(if know)

Note
………………………………………………………………………………………………………………
………………………………………………………………………………………………………………
………………………………………………………………………………………………………………
………………………………………………………………………………………………………………
………………………………………………………………………………………………………………
………………………………………………………………………………………………………………
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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

379
Please indicate the occurred situation before your relative used any substance and write types of substance in last 2 weeks

Date
What
happended

Monday

Tuesday

Wednesday

Thursday

Friday

Saturday

Sunday

Monday

Tuesday

Wednesday

Thursday

Friday

Saturday

Sunday

Any
substance use
by their
relative

Date
What
happended

Any
substance use
by their
relative
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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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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 Some Most
rarely days 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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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

Not at all

10
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

Not at all

10
extremely

3. How interesting was the treatment?

0

1

2

3

4

5

6

7

8

9

Not at all

10
extremely

4. How satisfied were you with the extent TFS was?

0
Not at all

1

2

3

4

5

6

7

8

9

10
extremely
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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

Never

Rarely

3
Occasionally

4
Sometimes

5
Often

6
Very often

7
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
Never

2
Rarely

3
Occasionally

4
Sometimes

5
Often

6
Very often

7
Always

2. What I am doing in therapy gives me new ways of looking at my problem.
1
Never

2
Rarely

3
Occasionally

4
Sometimes

5
Often

6
Very often

7
Always

3. I believe………likes me.
1
Never

2
Rarely

3
Occasionally

4
Sometimes

5
Often

6
Very often

7
Always

4. ……….does not understand what I am trying to accomplish in therapy.
1
Never

2
Rarely

3
Occasionally

4
Sometimes

5
Often

6
Very often

7
Always

5. I am confident in……..’s ability to help me.
1
Never

2
Rarely

3
Occasionally

4
Sometimes

5
Often

6
Very often

7
Always
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10. Working Alliance Inventory (WAI)
6. I am confident in……..’s ability to help me.
1
Never

2
Rarely

3
Occasionally

4
Sometimes

5
Often

6
Very often

7
Always

7. ……..and I are working toward mutually agreed upon goal.
1
Never

2
Rarely

3
Occasionally

4
Sometimes

5
Often

6
Very often

7
Always

8. I feel that ……..appreciate me.
1
Never

2
Rarely

3
Occasionally

4
Sometimes

5
Often

6
Very often

7
Always

9. We agree on what is important for me to work on.
1
Never

2
Rarely

3
Occasionally

4
Sometimes

5
Often

6
Very often

7
Always

10. ……..and I trust one another.
1
Never

2
Rarely

3
Occasionally

4
Sometimes

5
Often

6
Very often

7
Always

11. ……..and I have different ideas on what my problems are.
1
Never

2
Rarely

3
Occasionally

4
Sometimes

5
Often

6
Very often

7
Always

12. We have established a good understanding of the kind of change that would be good
for me.
1
Never

2
Rarely

3
Occasionally

4
Sometimes

5
Often

6
Very often

7
Always

13. I believe the way we are working with my problems is correct.
1
Never

2
Rarely

3
Occasionally

4
Sometimes

5
Often

6
Very often

7
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.ข้ อมูลทัว่ ไป
เพศ

 ชาย
อายุ: …………………………………..
สถานภาพปั จจุบนั :
 สมรส
 แยกกันอยู่ หรื อ หย่าร้าง
 โสด (ไม่เคยแต่งงาน)

 หญิง

 อยูร่ ่ วมกันโดยไม่แต่งงาน
 เป็ นหม้าย

ประวัติการศึกษา:
 ไม่เคยเข้ารับการศึกษา
 ระดับปฐมศึกษา …………………….ปี
 ระดับมัธยมศึกษา  ม.3
 ม.6
 ระดับอนุปริ ญญา ………………….ปี
 ระดับปริ ญญาตรี ………………………ปี
 ระดับสูงกว่าปริ ญญาตรี …………………….ปี
 วัด……………………ปี
 อื่น ๆ _______________________________________
สถานภาพการทํางาน
 ทํางาน
 ไม่ได้ทาํ งาน
 ทํางานบ้าน หรื อ เกษียณอายุ
 พระ
 อื่นๆ…………………………..
จ้างงานโดย:
 รัฐบาล
 บริ ษทั เอกชน
 เจ้าของธุรกิจ
 เกษตรกร
 พ่อค้า
 อื่นๆ…………………….
ประเภทของการทํางาน:
 ทํางานเต็มเวลา

 ทํางานไม่เต็มเวลา

 ทํางานชัว่ คราว
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1.ข้ อมูลทัว่ ไป (ต่ อ)
เงินรายได้ต่อเดือน:
 น้อยกว่า 5,000 บาท
 5,001 – 10,000 บาท
 10,001 – 15,000 บาท
 15,001 – 20,000 บาท
 มากกว่า 20,001 บาท
สัมพันธภาพกับบุคคลที่ใช้สารเสพติด
 ผูป้ กครอง
พ่อ
แม่ (กรุ ณาวงกลมรอบคําตอบ)
 พี่นอ้ ง
 ปู่ ย่า ตา ยาย ……………………………..(โปรดระบุ)
 ญาติใกล้ชิดอื่นๆ…………………………..(โปรดระบุ)
 อื่นๆ…………………………..(โปรดระบุ)
สารเสพติดที่ญาติท่านใช้ (สามารถเลือกได้มากกว่า 1 ข้อ)
 บุหรี่
 สุรา
 กัญชา
 กาว
 ยาบ้า
 อื่นๆ…………………………..(โปรดระบุ)
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รหัส……………………

2. แบบสอบถามขั้นบันไดแห่ งแรงจูงใจ
ในการเปลี่ยนพฤติกรรมการเผชิญปัญหา
คําชี้แจง: ในแต่ละขั้นบันไดหมายถึงความคิดเห็นของบุคคลซึ่ งเป็ นความคิดเห็นที่มีต่อการเปลี่ยนแปลง
พฤติกรรมที่ใช้ในการเผชิ ญปั ญหาเกี่ยวกับการใช้สารเสพติดของสมาชิกครอบครัว โปรดวงกลมล้อมรอบ
หมายเลขที่ตรงกับความคิดเห็นของท่านอย่างมากที่สุดในขณะนี้

10

ค.

ฉันพร้อมที่จะลงมือทําบางสิ่ งบางอย่างเพื่อที่จะเปลี่ยนแปลง วิธีการ
เผชิญกับปัญหาการใช้สารเสพติดในครอบครัว

9
8
7
6
5

ข.

ฉันกําลังสองจิตสองใจ เกี่ยวกับการเปลี่ยนแปลงพฤติกรรมการเผชิญ
ปั ญหา เนื่องจากฉันคิดว่าในขณะนี้ฉนั ควรที่จะเปลี่ยนแปลง
แต่ฉนั ยังรู ้สึกว่าฉันเองยังไม่พร้อมที่เริ่ มเปลี่ยนแปลงพฤติกรรม

4
3
2
1
0

ก.

ฉันไม่เคยคิดที่จะเปลี่ยนแปลงวิธีการที่ฉนั กําลังใช้เผชิญกับปัญหายา
เสพติดของคนในครอบครัวเนื่องจากวิธีที่ใช้ในปัจจุบนั ไม่ก่อให้เกิดปั ญหา
ใดๆเลย
อัจฉรา คําเชี ยงตา,
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รหัส……………………………………

3. แบบสอบถามขั้นบันไดแห่ งแรงจูงใจ
ในการเปลี่ยนพฤติกรรม (ของผู้ใช้ สารเสพติดในมุมมองของสมาชิ กครอบครัว)
คําชี้แจง: ในแต่ละขั้นบันไดจะหมายถึงความคิดเห็นของบุคคลที่เป็ นสมาชิกในครอบครัวของผูใ้ ช้สารเสพ
ติดซึ่ งเป็ นความคิดเห็นที่มีต่อการเปลี่ยนแปลงพฤติกรรมการใช้สารเสพติดของญาติ (ที่กาํ ลังใช้สารเสพติด)
โปรดวงกลมล้อมรอบหมายเลขที่ตรงกับความคิดเห็นของท่านอย่างมากที่สุดในขณะนี้
10

9

8

จ. เขาเริ่ มลงมือกระทําบางสิ่ งบางอย่างเพื่อที่จะเปลี่ยนแปลง
พฤติกรรมการใช้สารเสพติดของเขา
(เช่น ลดจํานวนและความถี่ในการใช้สารเสพติด)
ง. เขาเริ่ มที่จะคิดเกี่ยวกับการหาวิธีการต่าง ๆ ที่จะทําให้เขา
สามารถเปลี่ยนแปลงพฤติกรรมการใช้สารเสพติดของ
เขาได้

7

6

5

ค. เขาคิดว่าในขณะนี้เขาควรที่จะลดหรื อหยุดใช้สารเสพติด
แต่เขายังรู ้สึกว่าตัวเขาเองยังไม่พร้อมที่จะกระทําการ
เปลี่ยนแปลงดังกล่าว

4

3

2

1

ข. ฉันคิดว่าในวันใดวันหนึ่งข้างหน้าฉันจะต้องมาไตร่ ตรอง
เกี่ยวกับการลดจํานวนการใช้สารเสพติดหรื อหยุดใช้สารเสพ
ติด
ก. เขายังไม่คิดที่จะหยุดใช้หรื อลดปริ มาณการใช้สารเสพติดที่
เขาเคยดื่มอยูเ่ ป็ นประจําในตอนนี้ เนื่องจากระดับการใช้สารเสพ
ติดที่เขาใช้อยูต่ อนนี้ยงั ไม่ได้ส่งผลทําให้เขาเกิดปั ญหาใด ๆ
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0

ดัดแปลงจาก ดรุ ณรหั
ี ภู่ขสาว……………………
และคณะ, 2543

4. แบบสอบถามสุ ขภาพทัว่ ไป
(Thai GHQ – 28)

คําชีแ้ จง แบบสอบถามนี้มีวตั ถุประสงค์เพือ่ ต้องการทราบถึงสภาวะสุขภาพของท่านในระยะสองถึงสามสัปดาห์ผา่ นมาว่า
เป็ นอย่างไร กรุ ณาตอบคําถามต่อไปนี้ โดยขีดเครื่ องหมายวงกลมรอบคําตอบที่ใกล้เคียงกับสภาพของท่านในปัจจุบนั หร
ในช่วงสองถึงสามสัปดาห์ท่ีผา่ นมามากที่สุด โดยไม่รวมถึงปั ญหาที่ท่านเคยมีในอดีต และกรุ ณาตอบคําถาม ทุกข้อ
ในระยะสองถึงสามสัปดาห์ ทผ่ี ่านมานีท้ ่ าน
1) รู ้สึกสบายและมีสุขภาพดี
ก. ดีกว่าปกติ
ข. เหมือนปกติ

ค. แย่กว่าปกติ

ง. แย่กว่าปกติมาก

2) รู ้สึกต้องการยาบํารุ งให้มีกาํ ลังวังชา
ก. ไม่เลย
ข. ไม่มากกว่าปกติ

ค. ค่อนข้างมากกว่าปกติ

ง.มากกว่าปกติมาก

3) รู ้สึกทรุ ดโทรมและสุขภาพไม่ดี
ก. ไม่เลย
ข. ไม่มากกว่าปกติ

ค. ค่อนข้างมากกว่าปกติ

ง.มากกว่าปกติมาก

4) รู ้สึกไม่สบาย
ก. ไม่เลย

ข. ไม่มากกว่าปกติ

ค. ค่อนข้างมากกว่าปกติ

ง. มากกว่าปกติมาก

5) เจ็บหรื อปวดบริ เวณศรี ษะ
ก. ไม่เลย
ข. ไม่มากกว่าปกติ

ค. ค่อนข้างมากกว่าปกติ

ง. มากกว่าปกติมาก

6) รู ้สึกตึงหรื อคล้ายมีแรงกดทีศ่ รี ษะ
ก. ไม่เลย
ข. ไม่มากกว่าปกติ

ค. ค่อนข้างมากกว่าปกติ

ง. มากกว่าปกติมาก

7) มีอาการวูบร้อนหรื อหนาว
ก. ไม่เลย
ข. ไม่มากกว่าปกติ

ค. ค่อนข้างมากกว่าปกติ

ง. มากกว่าปกติมาก

8) นอนไม่หลับเพราะกังวลใจ
ก. ไม่เลย
ข. ไม่มากกว่าปกติ

ค. ค่อนข้างมากกว่าปกติ

ง. มากกว่าปกติมาก

9) ไม่สามารถหลับได้สนิทหลังจากหลับแล้ว
ก. ไม่เลย
ข. ไม่มากกว่าปกติ

ค. ค่อนข้างมากกว่าปกติ

ง. มากกว่าปกติมาก

10) รู ้สึกตึงเครี ยดอยูต่ ลอดเวลา
ก. ไม่เลย
ข. ไม่มากกว่าปกติ

ค. ค่อนข้างมากกว่าปกติ

ง. มากกว่าปกติมาก
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4. แบบสอบถามสุ ขภาพทัว่ ไป (ต่ อ)
(Thai GHQ – 28)
11) รู ้สึกหงุดหงิด อารมณ์ไม่ดี
ก. ไม่เลย
ข. ไม่มากกว่าปกติ

ค. ค่อนข้างมากกว่าปกติ

ง. มากกว่าปกติมาก

12) รู ้สึกกลัวหรื อตกใจโดยไม่มีเหตุผลสมควร
ก. ไม่เลย
ข. ไม่มากกว่าปกติ

ค. ค่อนข้างมากกว่าปกติ

ง. มากกว่าปกติมาก

ค. ค่อนข้างมากกว่าปกติ

ง. มากกว่าปกติมาก

ค. ค่อนข้างมากกว่าปกติ

ง. มากกว่าปกติมาก

ข. เหมือนปกติ

ค. ค่อนข้างน้อยกว่าปกติ

ง. น้อยกว่าปกติมาก

ข. เหมือนปกติ

ค. ช้ากว่าปกติ

ง. ช้ากว่าปกติมาก

ค. ดีนอ้ ยกว่าปกติ

ง. ดีนอ้ ยกว่าปกติมาก

ค. น้อยกว่าปกติ

ง. น้อยกว่าปกติมาก

ค. ค่อนข้างมากกว่าปกติ

ง. มากกว่าปกติมาก

ค. น้อยกว่าปกติ

ง. น้อยกว่าปกติมาก

13) รู ้สึกเรื่ องต่าง ๆ ทับถมจนรับไม่ไหว
ก. ไม่เลย

ข. ไม่มากกว่าปกติ

14) รู ้สึกกังวล กระวนกระวาย และเครี ยดอยูต่ ลอดเวลา
ก. ไม่เลย

ข. ไม่มากกว่าปกติ

15) หาอะไรทําให้ตวั เองไม่มเี วลาว่างได้
ก. มากกว่าปกติ
16) ทําอะไรช้ากว่าปกติ
ก. เร็ วกว่าปกติ

17) รู ้สึกว่าโดยทัว่ ไปแล้วทําอะไร ๆ ได้ดี
ก. ดีกว่าปกติ

ข. เหมือนปกติ

18) พอใจกับการที่ทาํ งานลุล่วงไป
ก. มากกว่าปกติ

ข. พอ ๆ กับตามปกติ

19) รู ้สึกว่าได้ทาํ ตัวให้เป็ นประโยชน์ในเรื่ องต่าง ๆ
ก. มากกว่าปกติ

ข. เหมือนปกติ

20) รู ้สึกว่าสามารถตัดสิ นใจในเรื่ องต่าง ๆ ได้
ก. มากกว่าปกติ

ข. เหมือนปกติ
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4. แบบสอบถามสุ ขภาพทัว่ ไป (ต่ อ)
(Thai GHQ – 28)
21) สามารถมีความสุขกับกิจกรรมในชีวติ ประจําวันตามปกติได้
ก. มากกว่าปกติ

ข. เหมือนปกติ

ค. น้อยกว่าปกติ

ง. น้อยกว่าปกติมาก

ข. ไม่มากกว่าปกติ

ค. ค่อนข้างมากกว่าปกติ

ง. มากกว่าปกติมาก

ค. ค่อนข้างมากกว่าปกติ

ง. มากกว่าปกติมาก

ค. ค่อนข้างมากกว่าปกติ

ง. มากกว่าปกติมาก

ค. มีอยูบ่ า้ งเหมือนกัน

ง. มีแน่ ๆ

22) คิดว่าตัวเองเป็ นคนไร้ค่า
ก. ไม่เลย

23) รู ้สึกว่าชีวติ นี้หมดหวังโดยสิ้นเชิง
ก. ไม่เลย

ข. ไม่มากกว่าปกติ

24) รู ้สึกไม่คุม้ ค่าที่จะมีชีวติ อยูต่ ่อไป
ก. ไม่เลย

ข. ไม่มากกว่าปกติ

25) คิดว่ามีความเป็ นไปได้ท่ีจะอยากจบชีวติ ตัวเอง
ก. ไม่อย่างแน่นอน

ข. ไม่คิดว่าเป็ นอย่างนั้น

26) รู ้สึกว่าบางครั้งทําอะไรไม่ได้เลยเพราะประสาทตึงเครี ยดมาก
ก. ไม่เลย

ข. ไม่มากกว่าปกติ

ค. ค่อนข้างมากกว่าปกติ

ง. มากกว่าปกติมาก

ค. ค่อนข้างมากกว่าปกติ

ง. มากกว่าปกติมาก

27) พบว่าตัวเองรู ้สึกอยากตายไปให้พน้ ๆ
ก. ไม่เลย

ข. ไม่มากกว่าปกติ

28) พบว่ามีความรู ้สึกที่อยากจะทําลายชีวติ ตัวเองเข้ามาอยูใ่ นความคิดเสมอ ๆ
ก. ไม่อย่างแน่นอน

ข. ไม่คิดว่าเป็ นอย่างนั้น

ค. มีอยูบ่ า้ งเหมือนกัน

ง. มีแน่ ๆ

(อ้างอิงจาก: นพ. ธนา นิลชัยโกวิทย์ และคณะ,
)
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5. เครื่องชี้วดั คุณภาพชี วติ ขององค์ การอนามัยโลกชุ ดย่อ ฉบับภาษาไทย
(WHOQOL - BREF – THAI)

คําชีแ้ จง ข้อคําถามต่อไปนี้จะถามถึงประสบการณ์อย่างใดอย่างหนึ่งของท่าน ในช่วง 2 สัปดาห์ท่ีผา่ น
มา ให้ท่านสํารวจตัวท่านเอง และประเมินเหตุการณ์หรื อความรู ้สึกของท่าน แล้วทําเครื่ องหมาย 
ในช่องคําตอบที่เหมาะสมและเป็ นจริ งกับตัวท่านมากที่สุด โดยคําตอบมี 5 ตัวเลือก คือ
ไม่ เลย หมายถึง ท่านไม่มีความรู ส้ ึ กเช่นนั้นเลย รู ้สึกไม่พอใจมาก หรื อรู ้สึกแย่มาก
เล็กน้ อย หมายถึง ท่านมีความรู ้สึกเช่นนั้นนาน ๆ ครั้งรู ้สึกเช่นนั้นเล็กน้อยรู ้สึกไม่พอใจ หรื อ รู ้สึกแย่
ปานกลาง หมายถึง ท่านมีความรู ส้ ึ กเช่นนั้นปานกลาง รู ้สึกพอใจระดับกลางๆหรื อรู ้สึกแย่ระดับกลาง ๆ
มาก หมายถึง ท่านมีความรู ้สึกเช่นนั้นบ่อย ๆ รู ้สึกพอใจหรื อรู ้สึกดี
มากที่สุด หมายถึง ท่านมีความรู ส้ ึ กเช่นนั้นเสมอ รู ้สึกเช่นนั้นมากที่สุด หรื อรู ้สึกว่าสมบูรณ์
รู ้สึกพอใจมาก รู ้สึกดีมาก
ข้ อที่
1
2
3
4
5
6
7
8
9
10

ในช่ วง 2 สัปดาห์ ทผ่ี ่านมา
ท่านพอใจกับสุขภาพของท่านในตอนนี้เพียงใด
การเจ็บปวดตามร่ างกาย เช่น ปวดหัว ปวดท้อง ปวดตามตัว ทํา
ให้ท่านไม่สามารถทําในสิ่ งที่ตอ้ งการมากน้อยเพียงใด
ท่านมีกาํ ลังเพียงพอที่จะทําสิ่ งต่าง ๆ ในแต่ละวันไหม
(ทั้งเรื่ องงาน หรื อการดําเนินชีวติ ประจําวัน)
ท่านพอใจกับการนอนหลับของท่านมากน้อยเพียงใด
ท่านรู ้สึกพึงพอใจในชีวติ (เช่น มีความสุข ความสงบ
มีความหวัง) มากน้อยเพียงใด
ท่านมีสมาธิในการทํางานต่าง ๆ ดีเพียงใด
ท่านรู ้สึกพอใจในตนเองมากน้อยแค่ไหน
ท่านยอมรับรู ปร่ างหน้าตาของตัวเองได้ไหม
ท่านมีความรู ้สึกไม่ดี เช่น รู ้สึกเหงา เศร้า หดหู่ สิ้นหวัง
วิตกกังวล บ่อยแค่ไหน
ท่านรู ้สึกพอใจมากน้อยแค่ไหนที่สามารถทําอะไร ๆ
ผ่านไปได้ในแต่ละวัน

ไม่ เลย

เล้ กน้ อย

ปาน
กลาง

มาก

มากที่สุด
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ข้ อที่
11
12
13
14
15
16
17
18
19
20
21
22
23
24
25

26

5. เครื่องชี้วดั คุณภาพชี วติ ขององค์ การอนามัยโลกชุ ดย่อ ฉบับภาษาไทย (ต่ อ)
(WHOQOL - BREF – THAI)
ในช่ วง 2 สัปดาห์ ทผ่ี ่านมา

ไม่ เลย

เล้ กน้ อย

ปาน
กลาง

มาก

ท่านจําเป็ นต้องไปรับการรักษาพยาบาลมากน้อยเพียงใด
เพือ่ ที่จะทํางานหรื อมีชีว ◌ิตอยูไ่ ปได้ในแต่ละวัน
ท่านพอใจกับความสามารถในการทํางานได้อย่างที่เคยทํามา
มากน้อยเพียงใด
ท่านพอใจต่อการผูกมิตรหรื อเข้ากับคนอืน่ อย่างที่ผา่ นมา
แค่ไหน
ท่านพอใจกับการช่วยเหลือที่เคยได้รับจากเพือ่ น ๆ แค่ไหน
ท่านรู ้สึกว่าชีวติ ม ◌คี วามมัน่ คงปลอดภัยดีไหมในแต่ละวัน
ท่านพอใจกับสภาพบ้านเรื อนที่อยูต่ อนนี้มากน้อยเพียงใด
ท่านมีเงินพอใช้จ่ายตามความจําเป็ นมากน้อยเพียงใด
ท่านพอใจที่จะสามารถไปใช้บริ การสาธารณสุขได้ตาม
ความจําเป็ นเพียงใด
ท่านได้รู้เรื่ องราวข่าวสารที่จาํ เป็ นในชีวติ แต่ละวัน
มากน้อยเพียงใด
ท่านมีโอกาสได้พกั ผ่อนคลายเครี ยดมากน้อยเพียงใด
สภาพแวดล้อมดีต่อสุขภาพของท่านมากน้อยเพียงใด
ท่านพอใจกับการเดินทางไปไหนมาไหนของท่าน
(หมายถึงการคมนาคม) มากน้อยเพียงใด
ท่านรู ้สึกว่าช ◌วี ติ ท่านมีความหมายมากน้อยแค่ไหน
ท่านสามารถไปไหนมาไหนด้วยตนเองได้ดีเพียงใด
ท่านพอใจในชีวติ ทางเพศของท่านแค่ไหน?
(ชีวติ ทางเพศ หมายถึง เมื่อเกิดความรู ้สึกทางเพศขึ้นแล้วท่าน มี
วิธีจดั การทําให้ผอ่ นคลายลงได้ รวมถึง การช่วยตัวเองหรื อ
การมีเพศสัมพ ◌ันธ์)
ท่านคิดว่าท่านมีคุณภาพชีวติ (ชีวติ ความเป็ นอยู)่
อยูใ่ นระดับใด
(อ้างอิงจาก: นพ. สุวฒั น์ มหัตนิรันดร์กลุ และคณะ,

มากที่สุด
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6. ประวัติการใช้ สารเสพติดของญาติท่าน
กรุ ณาระบุประเภทของสารเสพติดที่ท่านทราบว่าญาติท่านเคยใช้
สารเสพติดชนิดใดต่ อไปนีท้ ญ
่ี าติท่านใช้

ไม่ ใช้

ใช้

รหัส……………………

ปริมาณการใช้
(กรณีทที่ ่ านทราบ)

บุหรี่
สุรา
กัญชา
ยาบ้า
สารระเหย
ยาระงับประสาท
ยาหลอนประสาท
ฝิ่ น
กระท่อม
อื่นๆ
หมายเหตุ
………………………………………………………………………………………………
………………………………………………………………………………………………
………………………………………………………………………………………………
………………………………………………………………………………………………
………………………………………………………………………………………………
………………………………………………………………………………………………
………………………………………………………………………………………………
………………………………………………………………………………………………
………………………………………………………………………………………………
………………………………………………………………………………………………
………………………………………………………………………………………………
………………………………………………………………………………………………

รหัส……………………

6. ประวัติการใช้ สารเสพติดของญาติท่าน
การใช้ สารเสพติด และประวัตกิ ารเจ็บป่ วยทางจิตในระยะ 12 เดือนที่ผ่านมา
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ใช้ timeline ต่อไปนี้เขียนรายละเอียดของระยะเวลาการใช้สารเสพติดและประวัติการเจ็บป่ วยทางจิตของญาติคุณในรอบ 12 เดือนที่ผา่ นมา โดยเริ่ มจากเดือนต่อไปและนับย้อนกลับจนครบ 1 ปี
(เช่น ถ้าเดือนนี้คือ ตุลาคม ให้เขียนเดือนพฤศจิกายนในช่องขวาสุด แล้วเขียนเดือนย้อนกลับจนครบ 1 ปี )

______

______

______

______

______

______

______

______

______

______

______

______

☐ การเริ่ มใช้สารเสพติดครั้งแรก (ระบุ แต่ละสารเสพติด) ☐ ครั้งแรกที่พบปั ญหาจากการใช้สารเสพติด
☐ ระยะเวลาที่ใช้สารเสพติด
☐ ระยะเวลาที่เจ็บป่ วยทางจิต
☐ ระยะเวลาที่พกั ในโรงพยาบาล (เนื่องจากปั ญหาทางสุขภาพจิต) ☐ ระยะเวลาการเจ็บป่ วย และระยะเวลาที่พกั ใน
โรงพยาบาล
☐ การวินิจฉัยโดยแพทย์ในแแต่ละครั้งที่เข้ารับการรักษา ☐ ระยะเวลาที่ได้รับยา
…………………………………………………………………………………………………………………………………………………………
…………………………………………………………………………………………………………………………………………………………
…………………………………………………………………………………………………………………………………………………………
…………………………………………………………………………………………………………………………………………………………

รหัส……………………

______
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6. ประวัติการใช้ สารเสพติดของญาติท่าน
ในช่วง 2 สัปดาห์ที่ผา่ นมา ท่านสังเกตุเห็นว่าญาติของท่านใช้สารเสพติดใดบ้าง และระบุเหตุการณ์ท่ีเกิดขึ้นในวันเหล่านั้น
วัน
เกิดอะไรขึ้นบ้างใน
วันนี้

จันทร์

อังคาร

พุธ

พฤหัสบดี

ศุกร์

เสาร์

อาทิตย์

จันทร์

อังคาร

พุธ

พฤหัสบดี

ศุกร์

เสาร์

อาทิตย์

สารเสพติดที่ญาติ
ท่านใช้

เกิดอะไรขึ้นบ้างใน
วันนี้

สารเสพติดที่ญาติ
ท่านใช้
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7. แบบวัดสภาวะแวดล้ อมในครอบครัว
(ความรักใคร่ ผูกพัน และความขัดแย้ง)

รหัส……………………

แบบวัดสภาวะแวดล้อมในครอบครัวเป็ นแบบประเมินความคิดเห็นของบุคคลที่มีต่อสภาวะแวดล้อมหรื อ
สภาพการณ์ของครอบครัวของตนเองซึ่งประกอบด้วยคําถามทั้งหมด 18 ข้อ ที่เกี่ยวข้องกับด้านความรักใคร่ ผกู พันและ
ความขัดแย้งในครอบครัว
คําชีแ้ จง: คําถามต่อไปนี้เป็ นคําถามเกี่ยวกับความคิดเห็นของตัวท่านเองที่มีต่อครอบครัวของท่าน
โปรดเลือกให้ตรงกับความเป็ นจริ งมากที่สุด
หากท่านคิดว่าข้อความใดต่อไปนี้ถูกต้องหรือค่ อนข้ างถูกเกี่ยวกับเหตุการณ์ในครอบครัวของท่าน ให้กากบาท
X ในช่อง ถูก
และหากท่านคิดว่าข้อความใดผิดหรือค่ อนข้ างผิดเกี่ยวกับครอบครัวของท่านให้กากบาท X ในช่อง ผิด
1. สมาชิกในครอบครัวช่วยเหลือและสนับสนุนซึ่งกันและกัน
ถูก
ผิด

2. พวกเรามักจะมีเรื่ องที่ตอ้ งต่อสูก้ นั
ถูก

ผิด

3. เมื่ออยูบ่ า้ นสมาชิกครอบครัวมักจะรู ้สึกเบื่อและไม่มีอะไรทํา
ถูก
ผิด

4. สมาชิกในครอบครัวแทบจะไม่แสดงความโกรธอย่างโจ่งแจ้ง
ถูก
ผิด

5. พวกเราใช้ความกระตือรื อล้นและพลังอย่างมากในการทําเรื่ องต่างๆที่บา้ น
ถูก
ผิด

6. บางครั้งสมาชิกในครอบครัวขว้างปาสิ่ งของเพราะพวกเขาโกรธมาก
ถูก
ผิด
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7. แบบวัดสภาวะแวดล้ อมในครอบครัว (ต่ อ)
(ความรักใคร่ ผูกพัน และความขัดแย้ง)

7. รู ้สึกว่าพวกเรามีมิตรภาพอันอบอุ่นในครอบครัว
ถูก
ผิด

8. สมาชิกในครอบครัวแทบจะไม่เคยแสดงความโกรธของตนเองออกมา
ถูก
ผิด
9. พวกเราแทบจะไม่อาสาทํางานในสิ่ งที่จาํ เป็ นต้องทําที่บา้ น
ถูก
ผิด
10. สมาชิกในครอบครัวมักจะวิเคราะห์วจิ ารณ์ซ่ ึงกันและกัน
ถูก
ผิด
11. สมาชิกในครอบครัวคอยหนุนหลังซึ่งกันและกันอย่างมาก
ถูก
ผิด
12. บางครั้งสมาชิกในครอบครัวตบตีกนั เอง
ถูก
ผิด
13. ครอบครัวของเราต่างร่ วมแรงร่ วมใจในการทําสิ่ งต่างๆด้วยกัน
ถูก
ผิด
14. เมื่อมีเรื่ องที่ไม่ลงรอยกัน พวกเราต้องใช้ความพยายามอย่างมากที่จะทําให้เรื่ องราวสงบและอยูก่ นั อย่างสันติ
ถูก
ผิด
15. พวกเราเข้ากันได้เป็ นอย่างดี
ถูก

ผิด
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7. แบบวัดสภาวะแวดล้ อมในครอบครัว (ต่ อ)
(ความรักใคร่ ผูกพัน และความขัดแย้ง)

16. สมาชิกในครอบครัวต่างแก่งแย่งแข่งขันซึ่งกันและกัน
ถูก
ผิด

17. มีเวลาเหลือเฟื อที่จะให้ความสนใจแก่ทุกๆคนในครอบครัว
ถูก
ผิด
18. ในครอบครัวของเราเชื่อว่า ไม่มีประโยชน์ที่จะขึ้นเสี ยงเพือ่ เรี ยกร้องสิ่ งต่างๆ
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. แบบวัดทัศนคติของครอบครัว
The Family Attitude Scale (FAS)

แบบวัดทัศนคติของครอบครัวเป็ นแบบวัดทัศนคติของบุคคลในครอบครัวที่มตี ่อผูใ้ ช้สารเสพติด ซึ่ง
ประกอบด้วยคําถามทั้งหมด 30 ข้อ
คําชีแ้ จง: ให้ท่านสํารวจทัศนคติของตัวท่านเอง และประเมินเหตุการณ์ หรื อความรู ้สึกของท่าน แล้วทํา
เครื่ องหมาย  ในช่องที่เหมาะสมและเป็ นจริ งกับตัวท่านมากที่สุด โดยคําตอบมี 5 ตัวเลือกคือ
ไม่ เลย หมายถึง ท่านไม่มีความรู ้สึก หรื อไม่เคยคิดเช่นนั้นเลย
น้ อยมาก หมายถึง ท่านมีความรู ้สึก หรื อเคยคิดเช่นนั้นน้อยมาก หรื อนานๆครั้ง
บางวัน หมายถึง ท่านมีความรู ้สึก หรื อเคยคิดเช่นนั้นเป็ นบางวัน
เกือบทุกวัน หมายถึง ท่านมีความรู ้สึก หรื อเคยคิดเช่นนั้นบ่อยเกือบทุกวัน
ทุกวัน หมายถึง ท่านมีความรู ้สึก หรื อเคยคิดเช่นนั้นทุกๆวัน
คําถาม
1. มันเป็ นเรื่ องดีที่มีเขาอยูใ่ กล้ๆ
2. เขาทําให้ฉนั รู ้สึกว่าฉันได้ระบายออกมา
3. เขาเฉยเมยต่อคําแนะนําของฉัน
4. มันยากที่ตอ้ งอดทนกับเขา
5. ฉันตะโกนใส่เขา
6. ฉันหวังว่าจะไม่มีเขาอยูท่ ีน่ ี่
7. ฉันรู ้สึกว่าเขากําลังทําให้ฉนั บ้า
8. เขาทําให้ฉนั ควบคุมอารมณ์ไม่ได้
9. เขาเข้ากับฉันได้ง่าย
10. ฉันเหนื่อยหน่ายที่ตอ้ งดูแลเขา
11. เขาจงใจที่จะทําให้ฉนั มีปัญหา
12. ฉันมีความสุขที่ได้อยูก่ บั เขา
13. เขาเป็ นตัวปั ญหาจริ งๆ
14. ฉันโต้เถียงกับเขา
15. ฉันรู ้สึกใกล้ชิดกับเขา
16. ฉันสามารถจัดการกับปัญหาที่ตอ้ งอยูร่ ่ วมกับเขาได้
17. การอยูร่ ่ วมกับเขามันเป็ นเรื่ องที่มากเกินไปสําหรับฉัน
18. เขาเป็ นคนน่าโมโห
19. ฉันพบว่าฉันมักพูดจาเสี ยดสี เขา
20. เขาซาบซึ้งใจในสิ่ งที่ฉนั ทําให้กบั เขา

ไม่ เลย

น้ อย
มาก

บางวัน เกือบทุก
วัน

ทุกวัน
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8. แบบวัดทัศนคติต่อครอบครัว (ต่ อ)
The Family Attitude Scale (FAS)
คําถาม

ไม่ เลย

น้ อย
มาก

บางวัน เกือบทุก
วัน

21. ฉันรู ้สึกว่ามันเริ่ มง่ายที่จะอยูร่ ่ วมกับเขา
22. ฉันหวังให้เขาปล่อยให้ฉนั อยูต่ ามลําพัง
23. เขาไม่เคยเห็นคุณค่าในสิ่ งที่ฉนั ทําให้กบั เขา
24. เขาสามารถควบคุมตนเองได้
25. เขาเป็ นคนที่เข้าใกล้ชิดได้ยาก
26. ฉันรู ้สึกว่ามันเริ่ มยากมากขึ้นที่จะอยูร่ ่ วมกับเขา
27. ฉันรู ้สึกคับข้องใจมากเกี่ยวกับตัวเขา
28. สิ่ งที่เขาทํา/พูดแปลได้หลายความหมาย
29. ฉันรู ้สึกผิดหวังในตัวเขา
30. เขาพยายามที่จะเข้ากับฉันให้ได้

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)

ทุกวัน
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9. แบบสอบถามความพึงพอใจในการเข้ าร่ วมโปรแกรมกลุ่มสนับสนุนครอบครัวไทย
กรุ ณาตอบแบบสอบถามดังต่อไปนี้ เพื่อช่วยในการปรับปรุ งคุณภาพของโปรแกรมกลุ่มสนับสนุน
ครอบครัวไทย โปรดตอบคําถามตามความรู ้สึกที่เป็ นจริ ง และ ระบุคาํ ตอบของท่ านโดยวงกลม
ล้ อมรอบตัวเลขที่ตรงกับความรู้ สึกของท่ านมากที่สุด
1)
0
ไม่ยากเลย

1

2)

0
ไม่มีเลย

0
ไม่มีเลย

3

4

5

6

7

8

9

10
ยากมากที่สุด

2

3

4

5

6

7

8

9

10
มีมากที่สุด

9

10
มีมากที่สุด

ระดับความรู้ สึกทีฉ่ ันคิดว่ าโปรแกรมกลุ่มสนับสนุนครอบครัวไทยมีความน่ าสนใจ
1

4)

2

ระดับของความรู้ สึกที่ฉันคิดว่ าการเข้ าร่ วมโปรแกรมทําให้ ฉันสามารถแก้ ไขปัญหาต่ างๆได้ อย่ างมี
ประสิ ทธิภาพมากยิ่งขึน้
1

3)

0
ไม่มีเลย

ระดับความยากง่ ายของกิจกรรมต่ างๆที่ฉันเข้ าร่ วมในโปรแกรมการบําบัด

2

3

4

5

6

7

8

ระดับความรู้ สึกที่ฉันคิดว่ าโปรแกรมกลุ่มสนับสนุนครอบครัวไทยมีความเหมาะสมกับวัฒนธรรม
และสั งคมไทย
1

ข้ อเสนอแนะอืน่ ๆ

2

3

4

5

6

7

8

9

10
มีมากที่สุด
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รหัสผู้ตอบแบบสอบถาม……………………..

10. แบบสอบถามความคิดเห็นทีม่ ีต่อต่ อผู้นํากลุ่มบําบัด

คําชี้แจง
แบบสอบถามชุดนี้มีท้ งั หมด 2 หน้า ประกอบด้วยข้อคาถามทั้งสิ้ น 12 ข้อคาถาม รายละเอียดใน
แบบสอบถามชุดนี้จะเป็ นการถามเกี่ยวกับความคิดเห็นของท่านที่มีต่อผูน้ ากลุ่มบาบัด ในขณะที่ท่านอ่าน
ข้อความในคาถามต่างๆ ขอได้โปรดเติมชื่อของผูบ้ าบัดลงใน “ ……………… ” ช่องที่เว้นว่างไว้
ใต้ขอ้ คาถามแต่ละข้อจะปรากฏตัวเลข 1 – 7 ที่ใช้เป็ นตัวแทนในการสื่ อความคิดเห็นของท่าน
1

ไม่เคย

2

น้อยมาก

3

4

เป็ นบางโอกาส บางครั้งบางคราว

5

บ่อยๆ

6

บ่อยมากๆ

7

มากที่สุด

• ถ้าข้อความในคําถามของแต่ละข้อบรรยายได้ตรงกับความคิดเห็นและความรู ้สึกของท่าน
เป็ นอย่างมาก โปรดวงกลมหมายเลข 7
• แต่ถา้ ถ้าข้อความในคาถามดังกล่าวไม่ตรงกับความคิดเห็นและความรู ้สึกของท่านเลย
โปรดวงกลมหมายเลข 1
• ถ้าท่านมีความคิดหรื อความรู ้สึกระหว่างมากที่สุดกับไม่เคยเลย โปรดวงกลมหมายเลข
ต่างๆ (2 - 6) ที่สามารถใช้เป็ นตัวแทนความคิดเห็นของท่าน
ขอได้โปรดตอบตามความเป็ นจริ งของท่าน เพื่อที่จะได้นาผลจากการตอบของท่านไปใช้ประโยชน์ดงั ที่
ได้กล่าวแล้วในข้างต้น ข้อมูลที่ท่านตอบให้ท้งั หมดจะถือเป็ นความลับและจะนําเสนอผลการวิจยั ใน
ลักษณะรวมๆเท่านั้น

ดรุณี ภู่ขาว และคณะ, 2543
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10. แบบสอบถามความคิดเห็นทีม่ ีต่อต่ อผู้นํากลุ่มบําบัด
1. ............................และฉันมีความเห็นตรงกัน เกี่ยวกับกิจกรรมต่างๆที่ฉนั ต้องการที่จะทาในกลุ่มบาบัด
เพื่อทีจะเป็ นประโยชน์ในการปรับปรุ งสถานการณ์ของตัวฉัน
1
2
3
4
5
6
7
ไม่เคย

น้อยมาก

เป็ นบางโอกาส บางครั้งบางคราว

บ่อยๆ

บ่อยมากๆ

มากที่สุด

2. กิจกรรมที่ฉนั ร่ วมทําในกลุ่มบําบัดช่วยให้ฉนั สามารถพบหนทางใหม่ในการมองปั ญหาที่เกี่ยวกับตัวฉัน
1
2
3
4
5
6
7
ไม่เคย

น้อยมาก

เป็ นบางโอกาส บางครั้งบางคราว

3. ฉันเชื่อว่า......................... มีทศั นคติทีด่ ีต่อตัวฉัน
1
2
3
4
ไม่เคย

7

4. .............................ไม่เข้าใจว่าฉันต้องการที่จะทําอะไรในการที่ฉนั ได้เข้าร่ วมกลุ่มบําบัด
1
2
3
4
5
6

7

เป็ นบางโอกาส บางครั้งบางคราว

บ่อยๆ

6

มากที่สุด

มากที่สุด

น้อยมาก

เป็ นบางโอกาส บางครั้งบางคราว

5

บ่อยมากๆ

บ่อยมากๆ

ไม่เคย

น้อยมาก

บ่อยๆ

บ่อยๆ

บ่อยมากๆ

5. ฉันมัน่ ใจในความสามารถของ.................................... ว่าจะสามารถช่วยฉันได้
1
2
3
4
5
ไม่เคย

น้อยมาก

เป็ นบางโอกาส บางครั้งบางคราว

บ่อยๆ

6

บ่อยมากๆ

6. ..............................และตัวฉันพยายามที่จะช่วยกันแก้ไขปั ญหาเพื่อนาไปสู่ เป้ าหมายเดียวกัน
1
2
3
4
5
6
ไม่เคย

น้อยมาก

เป็ นบางโอกาส บางครั้งบางคราว

7. ฉันรู ้สึกว่า.............................. ชื่นชมในตัวฉัน
1
2
3
4
ไม่เคย

น้อยมาก

เป็ นบางโอกาส บางครั้งบางคราว

บ่อยๆ

5

บ่อยๆ

บ่อยมากๆ

6

บ่อยมากๆ

มากที่สุด

7

มากที่สุด

7

มากที่สุด

7

มากที่สุด
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10. แบบสอบถามความคิดเห็นทีม่ ีต่อต่ อผู้นํากลุ่มบําบัด
8. ................................และฉัน มีความเห็นตรงกันว่าอะไรเป็ นสิ่ งสาคัญที่ฉนั ต้องปรับปรุ งแก้ไข
1
2
3
4
5
6
ไม่เคย

น้อยมาก

เป็ นบางโอกาส บางครั้งบางคราว

9. ...............................และฉันไว้วางใจซึ่งกันและกัน
1
2
3
4
ไม่เคย

7

10. ............................และฉันมีความคิดที่แตกต่างกันในเรื่ องที่วา่ อะไรคือปั ญหาของตัวฉัน
1
2
3
4
5
6

7

เป็ นบางโอกาส บางครั้งบางคราว

บ่อยๆ

6

มากที่สุด

มากที่สุด

น้อยมาก

เป็ นบางโอกาส บางครั้งบางคราว

5

บ่อยมากๆ

บ่อยมากๆ

ไม่เคย

น้อยมาก

บ่อยๆ

7

บ่อยๆ

บ่อยมากๆ

11. ...........................และฉัน ได้ทาความเข้าใจร่ วมกันเกี่ยวกับการเปลี่ยนแปลงที่ดีสาหรับตัวฉัน
1
2
3
4
5
6
ไม่เคย

น้อยมาก

เป็ นบางโอกาส บางครั้งบางคราว

บ่อยๆ

บ่อยมากๆ

มากที่สุด

7

มากที่สุด

12. ฉันเชื่อว่าวิธีที่ฉนั ทางานร่ วมกับ................... ในการที่จะแก้ไขปัญหาของฉันให้ลุล่วง เป็ นวิธีท่ีถูกต้อง
1
2
3
4
5
6
7
ไม่เคย

น้อยมาก

เป็ นบางโอกาส บางครั้งบางคราว

บ่อยๆ

บ่อยมากๆ

มากที่สุด
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วันที่: ____________________________ รหัส: ________________

11. แบบสั มภาษณ์ รายบุคคล (ก่อนเข้ าร่ วมโปรแกรม)
แบบสัมภาษณ์เชิงโครงสร้าง
ดิฉนั อยากให้คุณช่วยเล่าให้ฟังว่า คุณคิดอย่างไรกับ.....................(ชื่อผูใ้ ช้สารเสพ
ติด).....โดยให้คุณเล่าเป็ นคําพูดของตัวคุณเอง โดยที่ดิฉนั จะไม่สอดแทรกคําถามหรื อคําแนะนําใดๆใน
ขณะที่คุณเล่า
เมื่อฉันบอกให้คุณเริ่ มเล่าได้คุณจะสามารถใช้เวลาทั้งหมดประมาณ 5 นาที เพื่อที่จะเล่าให้ดิฉนั ฟังว่า
........ .........(ชื่ อผูใ้ ช้สารเสพติด)......เป็ นคนแบบไหน และคุณทั้งสองคนเข้ากันได้อย่างไร
หลังจากที่ดิฉนั ปล่อยให้คุณเล่าเรื่ องราวไปเรื่ อยๆ ฉันจะไม่ตอบคําถามใดๆ เพราะฉะนั้นคุณมีคาํ ถามที่จะ
ถามดิฉนั ก่อนที่จะเริ่ มเล่าเรื่ องหรื อไม่คะ?
ถ้าคุณไม่มีคาํ ถาม กรุ ณาหลับตาลง หายใจเข้าช้าๆลึกๆ และคิดถึง................(ชื่อผูใ้ ช้สาร
เสพติด).....เมื่อคุณพร้อมฉันจะให้เวลาคุณ 5 นาทีท่ีจะเล่าเรื่ องราวและบอกดิฉนั ว่า.........(ชื่อผูใ้ ช้
สารเสพติด)......เป็ นคนแบบไหน และคุณทั้งสองคนเข้ากันได้อย่างไร?
คําถามเพิ่มเติม:
1. ช่วยเล่าให้ดิฉนั ฟังหน่อยคะ ว่าที่บา้ นของคุณเป็ นอย่างไรบ้าง
2. การที่คุณอยูร่ ่ วมกับ.........(ชื่อผูใ้ ช้สารเสพติด)......เป็ นอย่างไรบ้าง
3. มีอะไรบ้างที่คุณชอบที่สุดในเวลาที่มี.......(ชื่อผูใ้ ช้สารเสพติด)......อยูใ่ กล้ๆ
4. มีอะไรบ้างที่เป็ นสิ่ งดีดีในการที่คุณอยูร่ ่ วมกับเขา
5. มีอะไรบ้างที่เป็ นสิ่ งที่ไม่ค่อยดีในการที่คุณอยูร่ ่ วมกับเขา
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12. แบบสั มภาษณ์ เชิ งโครงสร้ างสํ าหรับ ประเมินผลหลังการเข้ าร่ วมกลุ่มสนับสนุนครอบครัวไทย
สํ าหรับผู้เข้ าร่ วมกลุ่ม
(Post 1 assessment)
1. คุณได้รับประโยชน์อะไรบ้างจากการเข้าร่ วมกลุ่มสนับสนุนครอบครัวไทย
2. พฤติกรรมใดบ้างที่เปลี่ยนแปลงในทางที่ดีข้ ึนภายหลังจากการเข้าร่ วมกลุ่มสนับสนุนครอบครัว
ไทย
3. คุณชอบอะไรมากที่สุดในโปรแกรมกลุ่มสนับสนุนครอบครัวไทย
4. คุณชอบอะไรน้อยที่สุดในโปรแกรมกลุ่มสนับสนุนครอบครัวไทย
5. มีเรื่ องใดบ้างที่คุณคิดว่ามีความสําคัญที่ยงั ขาดในโปรแกรมนี้และควรนํามาเพิ่มเพื่อให้โปรแกรม
สมบูรณ์ที่สุด
6. เพราะอะไรคุณจึงมาเข้าร่ วมกลุ่ม และอะไรทําให้คุณยังคงมาเข้าร่ วมโปรแกรมอย่างต่อเนื่อง
7. ข้อเสนอแนะอื่นๆ

13. แบบสั มภาษณ์ เชิ งโครงสร้ างสํ าหรับ ประเมินผลหลังการเข้ าร่ วมกลุ่มสนับสนุนครอบครัวไทย
สํ าหรับผู้เข้ าร่ วมกลุ่ม
(Post 2 assessment)
1. คุณจําอะไรได้บา้ งเกี่ยวกับการเข้าร่ วมกลุ่มสนับสนุนครอบครัวไทย
2. สิ่ งที่คุณได้รับจากการเข้าร่ วมกลุ่มสนับสนุนครอบครัวไทยยังส่ งผลต่อครอบครัวคุณหรื อไม่
อย่างไร

414

14. แบบสั มภาษณ์ เชิ งโครงสร้ างสํ าหรับผู้นํากลุ่มสนับสนุนครอบครัวไทย
(Individual structured interview with staff)
1. คุณรู ้สึกอย่างไรเกี่ยวกับกลุ่มสนับสนุนครอบครัวไทย
2. คุณชอบอะไรมากที่สุดในโปรแกรมกลุ่มสนับสนุนครอบครัวไทย
3. คุณชอบอะไรน้อยที่สุดในโปรแกรมกลุ่มสนับสนุนครอบครัวไทย
4. ยังมีประเด็นสําคัญอะไรบ้างที่ยงั ไม่ครอบคลุมในโปรแกรมกลุ่มสนับสนุนครอบครัวไทย /มีวธิ ี
ใดบ้างที่จะปรับปรุ งโปรแกรมนี้ให้ดียงิ่ ขึ้น
5. มีปัญหาและอุปสรรคใดเกิดขึ้นบ้างในขณะที่คุณดําเนินกลุ่ม/ และคุณแก้ปัญหานั้นอย่างไร /
หลังจากแก้ปัญหานั้นแล้วเป็ นอย่างไรบ้าง
6. ข้อเสนอแนะอื่นๆ
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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 Manual

Developed by
Adchara Khamchiangta

Supervisory team
Professor David J. Kavanagh
Professor Ian Shochet
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Thai Family Support

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
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Objectives
Sessions

a

b

c

Underpin framework





The 5-step method ,CRAFT

2. Coping with problems





The 5-step method

3. Religion healing



4. Effective communication





5. Taking care of yourself and





1. Understanding yourself and
your relative

Thai culture


CRAFT
The 5-step method,

enhancing social support

CRAFT, Thai culture


6. Social life and network



The 5-step method,
CRAFT, Thai culture

Checking aims and primary outcome measurements

Objectives
Measurements
1. Motivation for change ladder

a

b

c



Assessment time
Baseline

for family members


2. Motivation for change ladder

Baseline, Post-intervention,

for substance users
2. General Health Questionnaire

Follow-Up


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
Getting to know each
other

Activities

Format

Resource

Time

Introduction
•

The facilitator introduces self by providing

Large group

- Overhead projector &

20 minutes

Overhead transparencies

details of professional background and explaining why
the group is being held and its goal.
•

Invite participants to introduce themselves and

Large group

briefly state why they are interested in this
intervention.
Talking about your
family

•

The facilitator asks participants to close their

Large group

- A4 paper and colour pens

5 minutes

eyes and imagine to their family members and draw a
picture of the family that reflects their feelings.
•

5 minutes

Large group

15 minutes

Invites them to show it to another member and

discuss it.
•

Pairs

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

- Overhead projector &
Overhead transparencies
- Thai song (Namta mae)

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.

Understanding your
relative

•

Break

•

The facilitator provides relevant information

10 minutes
Large group

- Overhead projector &

about the effects of substance use, the nature of

Overhead transparencies

dependence, available treatment, the risk of relapse

- Handouts

and the high likelihood of recovery.
•

Asks members to consider what factors led to

Large group

- Whiteboard and whiteboard

their relative starting to use substances and what may

pens/ butchers’ paper and

be maintaining their substance use now (using

marker pens

Behaviour analysis table).
•

Addresses excessive guilt over the relative’s

substance use.

Large group

- Overhead projector &
Overhead transparencies

45 minutes
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Session segments
Summary and home
task

Activities
•

Provide a summary of the session, emphasizing

Format
Large group

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.

- Overhead projector &
Overhead transparencies

reported success, positive coping, and increases
•

Resource

Large group

Time
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
- Review and
introduction

Activities
•

Facilitate participants to talk about positive

Format
Large group

Resource
- Whiteboard and whiteboard

Time
15 minutes

pens/ butchers’ paper and

changes that they perceived since starting the program

marker pens
•

- Overhead projector &

Introduce the aims of this session

Overhead transparencies

Exploring coping

•

Facilitate “How do you deal with the problems”

Large group

- Whiteboard and whiteboard

strategies of

pens/ butchers’ paper and

participants

marker pens
•

Introduce 3 types of coping strategies: Engaged,

Tolerant, Withdraw
•

- Overhead projector &

10 minutes

15 minutes

Overhead transparencies

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.

- Handout 1 and pen

5 minutes
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Session segments

Activities
•

Ask participants to share with other group

members
•

Format

Resource

Small group

- butchers’ paper and marker

(3-4 persons)

pens

Time
15 minutes

Large group discussion involves asking if

members want to show some of the things that they
talked about in a small group.

Helping your

•

Break

•

Encourage participants to talk to their relative

relatives to reduce

about their substance use, and listen to them, to try and

their substance use

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.

10 minutes
Large group

15 minutes
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Session segments

Activities
•

Introduce positive reinforcement and explain

how to use it to support changes in substance use or

Format
Large group

Resource
- Overhead projector &
Overhead transparencies

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

- Behaviour analysis table

Time
20 minutes
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Session segments
Summary and home

Activities
•

Provide a summary of the session

task

Format

Resource

Time

Large group

- Overhead projector &

10 minutes

Overhead transparencies
•

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.

5 minutes
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Work sheet for the second workshop
“Shaping behaviour table”

Behaviour Expected Mon
problems behaviour

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
•

Offer food for the monk

•

Listening to Buddhism pray

•

Be sprayed by holy water

•

Break

Review and

•

Review the previous session and home task

introduction

•

Facilitate participants to talk about positive

Making merit

Format
Large group

Resource
Monks in the village

Time
1.5 hours

15 minutes
Large group

butchers’ paper and marker

20 minutes

pens

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)

Religious healing

•

Introduce the aims of this session

•

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

teaching book)

themselves and help them get better from the suffering
•

Provide a summary of the session

task

•

Ask participants to do one extra religious

activity that they have found to help the problem

Time

- Handout (Buddhist

Suggest religious activities to be used to treat

Summary and home

Resource

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

Review and

•

Review the previous session and home task

introduction

•

Facilitate participants to talk about positive

Format
Large group

Resource
- Overhead projector &

Time
15 minutes

Overhead transparencies

changes they perceived since the first session

Explore family
relationship

•

Introduce the aims of this session

•

Ask participants to bring a positive photo of

Large group

15 minutes

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

- Whiteboard and whiteboard

family relationships before your relatives used any

pens/ butchers’ paper and

substance. To do this, I would like you to close your

marker pens

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”.
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Session segments
Understanding

Activities
•

Encourage participants to talk about positive

communication style

aspects that are still present, and how they could be

in the family

increased
•

Format
Large group

Resource
- Overhead projector &
Overhead transparencies

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

- Handout (Guidelines for

having a hangover, and ideally when participants and

positive communication

their relatives are in reasonably good moods.

skills and example

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

sentences)

Time
25 minutes
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Session segments

Activities

Understanding

6. Accept partial responsibility

communication style

7. Offer to help

in the family

•

(continuous)

Format

Resource

Time

Large group

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

- Overhead projector &

communication styles

Overhead transparencies

•

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.
•

Break

10 minutes
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Session segments
Understanding
communication style
in the family
(continuous)

Activities
•

Time
40 minutes

Pair

- Task handout

Large group

- Whiteboard and whiteboard

Facilitate participants to practise by using role

play how to use communication skills in the situation

pens/ butchers’ paper and

that they had
•

Resource

Ask participants to sit in pair and pick up the

situation associated with drug use by their relative
•

Format

marker pens

Ask participants to show in large group after

practising
•

Ask participants to share ideas about how to use

these skills in their family
Summary and home

•

Provide a summary of the session

task

•

Ask participants to try out the communication

skills, trained in this session

Large group

- Overhead projector &

10 minutes

Overhead transparencies

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
Review and
introduction

Activities
•

Review the previous session, results of how

Format
Large group

Whiteboard and whiteboard

Time
15 minutes

pens/ butchers’ paper and

practice
•

Resource

marker pens

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)

Taking care of
yourself

•

Introduce the aims of this session

•

Facilitate participants sharing things that they

are doing to stay well and happy
•

Discuss that fact that their happiness does not

Small group

Whiteboard and whiteboard

10 minutes

(3-4 persons)

pens/ butchers’ paper and

Large group

marker pens

10 minutes

Large Group

Audio tape and song

10 minutes

depend on the behaviour of their substance-using
relatives. They can choose how to look after
themselves
Giving support

•

Ask participants to pick a small stone, put it in

hand, squeeze it tightly as much as they can and ask

“Kon hin kon none” (the

how they feel

stone)
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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

- Whiteboard and whiteboard

feelings and ask if they have other songs that they

pens/ butchers’ paper and

used to make them strong.

marker pens

•

Introduce concept of “positive thinking and

positive self talk” integrating with Buddhist teaching

- Overhead projector &
Overhead transparencies

10 minutes

10 minutes
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Session segments

Enhancing social
support

Activities
•

Break

•

Discuss types of social support (practical,

Format

Resource

Time
10 minutes

Large group

- Overhead projector &

30 minutes

Overhead transparencies

problem solving, someone to understand feeling,
taking mind of problems).
•

- Whiteboard and whiteboard

Explore existing social support network of

pens/ butchers’ paper and

participants and discuss how it can be enlarged or

marker pens

strengthened.
•

- Handout

Provide other sources of support (e.g. hospital

phone number, drug rehabilitation address)
Summary and home

•

Provide a summary of the session

task

•

Ask participants to do at least 1 new enjoyable

activity
•

Ask participants to spend more time with people

who help

Large group

- Overhead projector &

10 minutes

Overhead transparencies

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
Going out

Activities
•

Take participants to other places (e.g. public

Format

Resource

Large group

Time
2 hours

park)

Review

•

Sightseeing

•

Preparing food and have lunch together

•

Review the previous session and practice

•

Facilitate participants to talk about positive

Large group

butchers’ paper and marker

30 minutes

pens

changes

Building net work

•

Discussion of perceived benefits

•

Encourage participants to continue meeting into

Large group

Handout (Address book)

15 minutes

Large group

butchers’ paper and marker

15 minutes

the future, and continue building relationship that
allow mutual support and enjoyable social contact.
Conclusion

•

Summarise the intervention

•

Remind them about other supportive resources

•

Make appointments with participants for Post-

intervention assessments

pens
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Thai Family Support program manual in Thai version
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ค่ มู ือ โปรแกรมกล่ มุ สนับสนุน
ครอบครั วไทยที่มีผ้ ใู ช้ สารเสพติด
ในครอบครั ว
(Thai Family Support)
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Thai Family Support
Thai Family Support (TFS) เป็ นโปรแกรมกลุ่มบําบัดสําหรับครอบครัวที่มีบุตรหลานที่มี
พฤติกรรมเสี่ ยงต่อการใช้สารเสพติด โปรแกรมบําบัดนี้ถกู พัฒนาและประยุกต์ตามกรอบแนวคิดแนวคิด
ของโปรแกรม the 5-step method และ Community Reinforcement And Family Training program
(CRAFT) โดยนํามาประยุกต์เพื่อให้เหมาะสมกับสภาพสังคมและวัฒนธรรมไทย
โปรแกรม TFS ประกอบด้วย การทํากลุ่มบําบัดทั้งหมด 14 ชัว่ โมง การทํากลุ่มจะจัดให้มีข้ ึน
ทั้งหมด 6 ครั้ง ในระยะเวลา 6 สัปดาห์ ( 1 ครั้ง/ สัปดาห์) โดยเนื้อหาในการกลุ่มบําบัดประกอบไปด้วย
การฝึ กทักษะต่างๆที่สาํ คัญและการสอนเทคนิคและวิธีการต่างๆให้กบั ครอบครัวของผูม้ ีพฤติกรรมใช้สาร
เสพติด เพื่อให้สมาชิกครอบครัวสามารถใช้ทกั ษะต่างๆในการเผชิญปัญหาที่เกิดขึ้นในการอยูร่ ่ วมกับผูใ้ ช้
สารเสพติด รวมทั้งช่วยให้สมาชิกครอบครัวของผูใ้ ช้สารเสพติดมีสุขภาพจิตที่ดี และคงไว้การเป็ นอยูท่ ี่ดี
วัตถุประสงค์ของโปรแกรม:
1.
2.
3.

เพื่อส่ งเสริ มให้สมาชิกครอบครัวของผูใ้ ช้สารเสพติดมีสุขภาพจิตดีและลดการเจ็บป่ วยทางจิต
เพื่อเพิ่มอัตราการการแสวงหาความช่วยเหลือด้านยาเสพติดและเข้ารับการบําบัดรักษาด้านยาเสพ
ติดของผูใ้ ช้สารเสพติด
เพื่อส่ งเสริ มสัมพันธภาพในครอบครัวระหว่างสมาชิกครอบครัวและผูใ้ ช้สารเสพติด
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Checking aims and contents
Objectives
Sessions

1

2

3

Underpin framework





The 5-step method ,CRAFT

2. Coping with problems





The 5-step method

3. Religion healing



4. Effective communication





5. Taking care of yourself and





1. Understanding yourself and
your relative

Thai culture


CRAFT
The 5-step method,

enhancing social support
6. Social life and network

CRAFT, Thai culture




The 5-step method,
CRAFT, Thai culture

Checking aims and primary outcome measurements

Objectives
Measurements
1. Motivation for change ladder

1

2

3



Assessment time
Baseline

for family members


2. Motivation for change ladder

Baseline, Post-intervention,

for substance users
2. General Health Questionnaire

Follow-Up


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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การอบรมเชิงปฏิบตั กิ ารครั้งที่ 1
การเข้ าใจตนเองและเข้ าใจบุตรหลานของตนเอง
เป้ าหมาย:
1. เพื่อสร้างสัมพันธภาพและเสริ มสร้างความสัมพันธ์อนั ดีระหว่างสมาชิก
2. เพื่อเปิ ดโอกาสให้สมาชิกได้พูดคุยเกี่ยวกับปั ญหาและอุปสรรคที่พบในครอบครัวที่มีผใู ้ ช้สารเสพ
ติด
3. เพื่อให้ขอ้ มูลเกี่ยวกับผลกระทบที่เกิดจากการใช้สารเสพติด
4. เพื่อช่วยให้สมาชิกเข้าใจบุตรหลานของตนเอง
ระยะเวลาและสถานที่
2 ชัง่ โมง ณ. ห้องทํากลุ่มที่สถานี อนามัย
Session segments:
1. ทําความรู ้จกั ซึ่ งกันและกัน

การบอกเล่าเรื่ องราวเกี่ยวกับครอบครัวของตนเอง
3. การทําความเข้ าใจตนเอง
4. การทําความเข้าใจบุตรหลานของตนเอง
5. สรุ ปเนื้อหาสาระ และ มอบหมายการบ้าน
สื่ อ อุปกรณ์ :
• เครื่ องฉายข้ามศรี ษะ แผ่นใส / Computer & Projector Powerpoint presentation
o อธิ บายเนื้อหาเกี่ยวกับกลุ่มสนับสนุนครอบครัวไทย และเป้ าหมายของโปรแกรม
o ผลกระทบของยาเสพติดต่อครอบครัว
o ผลของยาเสพติด
o อธิ บายเกี่ยวกับความรู ้สึกผิดของสมาชิ กครอบครัวที่มีต่อการดูแลผูต้ ิดสารเสพติด
o สรุ ปเนื้อหา
• กระดาษชาร์ต / ปากกาสี
• กระดาษ A4 / ปากกา / สี เมจิก
• VCD เพลง นํ้าตาแม่
• ตารางวิเคราะห์พฤติกรรม
2.
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กิจกรรม

Session segments

การทําความรู ้จกั ซึ่ งกันและ บทนํา
กัน
• ผูน
้ าํ กลุ่มแนะนําตนเอง พร้อมทั้งบอกตําแหน่งหน้าที่การ
ทํางานเชิงวิชาชีพที่มีส่วนเกี่ยวข้องการกับการทํางานด้านยาเสพติด
ในชุมชน
• ผูน
้ าํ กลุ่มอธิ บายรายละเอียดของโครงการ โดยมีเนื้อหา
เกี่ยวกับความเป็ นมาของโครงการ ประโยชน์ที่ผเู ้ ข้าร่ วมโครงการ
จะได้รับ และลักษณะของโครงการและวัตถุประสงค์ของการเข้า
ร่ วมโครงการเชิงปฏิบตั ิการในตรั้งที่ 1
• ผูน
้ าํ กลุ่มให้สมาชิกแนะนําตนเองให้เพื่อนสมาชิกรู ้จกั และ
บอกเหตุผลสั้นๆว่าเพราะอะไรจึงสนใจเข้าร่ วมโครงการ
การบอกเล่าเรื่ องราว
เกี่ยวกับครอบครัวของ
ตนเอง

ผูน้ าํ กลุ่มให้สมาชิกหลับตาและย้อนระลึกถึงภาพครอบครัว
ของตนเอง โดยให้นึกถึงสมาชิกในครอบครัวแต่ละคน ความรู ้สึกที่
มีต่อครอบครัว สภาพครอบครัวตามการรับรู ้
• ผูน
้ าํ กลุ่มให้สมาชิกวาดภาพความครอบครัวของตนเองที่
สะท้อนถึงความรู ้สึกที่มีต่อครอบครัว
• กระตุน
้ ให้สมาชิกที่นง่ั ติดกันแสดงภาพวาดและเล่าเรื่ องราว
เกี่ยวกับภาพของตนเอง
•

กลุ่ม
- กลุ่มใหญ่

สื่ อ/อุปกรณ์

เวลา

เครื่ องฉายข้ามศรี ษะ แผ่นใส
หรื อ Computer & Projector Powerpoint

20 นาที

เครื่ องฉายข้ามศรี ษะ แผ่นใส
หรื อ Computer & Projector Powerpoint

5 นาที

-

presentation

-

กลุ่มใหญ่

-

presentation

-

จับคู่

-

กระดาษ A4 และปากกาสี เมจิก

5 นาที
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กิจกรรม

Session segments

ผูน้ าํ กลุ่มกระตุน้ ให้สมาชิกแสดงภาพของตนเองในกลุ่ม
ใหญ่ และเปิ ดโอกาสให้สมาชิกคนอื่นมีส่วนร่ วมในการซักถามและ
สนทนา
• นําเข้าสู่ การเข้าใจอารมณ์และความรู ้สึกของตนเองโดยเปิ ด
VCD เพลงนํ้าตาแม่
• ถามสมาชิ กว่าเคยมีใครที่มีความรู ้สึกเล่านี้ หรื อไม่ และเปิ ด
โอกาสให้สมาชิกพูดคุยกัน
• ผูน
้ าํ กลุ่มเชื่อมโยงประสบการณ์ของสมาชิกกับการรวบรวม
การทบทวนวรรณกรรมงานวิจยั ที่เกี่ยวข้องกับผลกระทบที่
ครอบครัวได้รับจากการที่มีสมาชิกในครอบครัวใช้สารเสพติด
• พัก
• ผูน
้ าํ กลุ่มให้ขอ้ มูลเกี่ยวกับผลของการใช้สารเสพติด
ธรรมชาติของการเสพติด ความเสี่ ยงต่อการกลับไปใช้สารเสพติด
ซํ้า และสิ่ งที่เกิดขึ้นในระยะของการฟื้ นฟู
• ผูน
้ าํ กลุ่มกระตุน้ ให้สมาชิกวิเคราะห์เกี่ยวกับปั จจัยต่างๆที่มี
ส่ วนเกี่ยวข้องกับการใช้สารเสพติด และสิ่ งที่ทาํ ให้บุตรหลานของ
ตนเองยังคงมีพฤติกรรมใช้สารเสพติดในปัจจุบนั โดยร่ วมกัน

กลุ่ม

สื่ อ/อุปกรณ์

15 นาที

•

การเข้าใจตนเอง

การทําความเข้าใจบุตร
หลานของตนเอง

เวลา

-

กลุ่มใหญ่

- VCD เพลง นํ ้าตาแม่

10 นาที

เครื่ องฉายข้ามศรี ษะ แผ่นใส
หรื อ Computer & Projector Powerpoint
-

presentation
10 นาที
-

กลุ่มใหญ่

เครื่ องฉายข้ามศรี ษะ แผ่นใส
หรื อ Computer & Projector Powerpoint
-

presentation

- กระดาษชาร์ ต

ตารางวิเคราะห์
พฤติกรรม / ปากกาสี

45 นาที
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Session segments

สรุ ปเนื้อหาสาระและ
มอบหมายการบ้าน

กิจกรรม
วิเคราะห์โดยใช้ตารางวิเคราะห์พฤติกรรม
• สรุ ปเนื้อหาและชี้ให้สมาชิ กเห็นว่า ครอบครัวมักจะรู ้สึกผิด
และโทษตนเองที่ทาํ ให้บุตรหลานไปใช้สารเสพติด ซึ่ งส่ งผลให้เกิด
ปัญหาสุ ขภาพจิต ดังนั้นสมาชิกจึงควรทําความเข้าใจว่า การใช้สาร
เสพติดของบุตรหลานมีสาเหตุมาจากหลายปัจจัย
• สรุ ปเนื้อหาโดยรวม
• ผูน้ าํ กลุ่มมอบหมายการบ้าน โดยบอกให้สมาชิกกลับไปคิด
เพิ่มเติมเกี่ยวกับสาเหตุและปัจจัยอื่นๆที่ทาํ ให้บุตรหลานของตนเอง
หันไปใช้สารเสพติด และค้นหาว่าความคิดของตนเองถูกต้อง
อย่างไร

กลุ่ม

- กลุ่มใหญ่

สื่ อ/อุปกรณ์

เครื่ องฉายข้ามศรี ษะ แผ่นใส
หรื อ Computer & Projector Powerpoint
-

presentation

เวลา

10 นาที
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ใบงานที่ 1
ตารางวิเคราะห์ พฤติกรรม
ผู้นาํ กลุ่มใช้ ตารางการวิเคราะห์ พฤติกรรมดังต่ อไปนี้ เพือ่ ช่ วยให้ สมาชิกกลุ่มฝึ กทักษะในการวิเคราะห์ พฤติกรรมและทําความเข้ าใจปัจจัยต่ างๆที่ทําให้ ผ้ ูใช้ สารเสพติดมีพฤติกรรม
การใช้ สารเสพติด
ปัจจัยภายนอก
ปัจจัยภายใน
พฤติกรรมการใช้ สารเสพติด
ผลระยะสั้ น
ผลระยะยาว
1. ทุกครั้งที่ลูกคุณใช้สาร
เสพติดมักอยู่กบั ใคร
……………………..
……………………..
2. ทุกครั้งที่ลูกคุณเสพสาร
เสพติดมักเสพที่ไหน
……………………..
……………………..
3. ทุกครั้งที่ลกู คุณใช้สาร
เสพติดมักใช้เมื่อไหร่
……………………..
……………………..

คุณคิดว่าอะไรที่ทาํ ให้ลกู คุณ
ชอบ/ติดใจ เมื่อใช้สารเสพติด
………………………………..
………………………………..
………………………………..
………………………………..
………………………………..
………………………………..

ลูกคุณมีพฤติกรรมในการใช้สาร
เสพติดอะไร
………………………………
………………………………
………………………………
………………………………
ปริ มาณเท่าไหร่
………………………………
………………………………
………………………………
………………………………

คุณคิดว่าลูกคุณใช้สารเสพติด
เพราะมองว่า การใช้สารเสพติด
ดีต่อเขาอย่างไร
(ผูใ้ ช้สารเสพติดมักคํานึงถึงข้อดี
ของการใช้สารเสพติดซึ่ งเป็ นผล
ระยะสั้น เช่น ดมกาวแล้วทําให้
สนุก เมา ลืมเรื่ องกลุม้ ใจ)
………………………………..
………………………………..
………………………………..
………………………………..
………………………………..

คุณคิดว่าการใช้สารเสพติดส่ งผล
ระยะยาวอย่างไร
(ผลระยะยาวมักเป็ นผลด้านลบ
ส่ วนมากพบว่าผผผูใ้ ช้สาร
เสพตตติดมักไม่คาํ นึงถึง แต่
ผูป้ กครองมักจะคํานึงและกังวล
กับผลเสี ยในระยะยาว)
1. ด้านร่ างกาย
2. ด้านจิตใจ
3. ด้านสังคม/การทํางาน
4. ด้านเศรษฐกิจ
5. ด้านการศึกษา
6. ด้านสัมพันธภาพ
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การอบรมเชิงปฏิบตั กิ ารครั้งที่ 2
การเผชิญปัญหาและแนวทางในการปรับพฤติกรรมทีเ่ หมาะสม
เป้ าหมาย:

1. เพื่ออธิ บายรู ปแบบการเผชิญปั ญหาและสนับสนุนให้สมาชิกกลุ่มใช้แนวทางในการ
เผชิญปั ญหาที่ถูกต้องและเหมาะสม
2. เพื่อให้สมาชิกกลุ่มใช้กระบวนการเสริ มแรงทางบวกและการเสริ มแรงทางลบเพื่อช่วยให้
ญาติของตนเองลดปริ มาณการใช้สารเสพติด
3. เพื่อให้สมาชิกกลุ่มปรับปรุ งการใช้การทําโทษที่ถกู วิธี
ระยะเวลา / สถานที่
2 ชัง่ โมง ณ. ห้องทํากลุ่มที่สถานี อนามัย
Session segments:

1. ทบทวนผลการทํากลุ่มครั้งที่ 1 และนําเข้าสู่การทํากลุ่มครั้งที่ 2
2. ค้นหาแนวทางในการเผชิญปัญหาสําหรับสมาชิกกลุ่ม
3. ช่วยให้ญาติของสมาชิกกลุ่มลดการใช้สารเสพติด
4. สรุ ปเนื้อหาสาระ และ มอบหมายการบ้าน
สื่ อ อุปกรณ์ :
• เครื่ องฉายข้ามศรี ษะ แผ่นใส / Computer & Projector Powerpoint presentation
o อธิ บายเป้ าหมายการทํากลุ่ม
o อธิ บายรู ปแบบการเผชิญปั ญหา 3 วิธี
o อธิ บายการเสริ มแรงทางบวก
o อธิ บายการถอดถอนรางวัลเมื่อมีภาวะเสี่ ยงต่อการกลับไปใช้สารซํ้า
o สรุ ปเนื้อหา
• กระดาษชาร์ต / ปากกาสี
• กระดาษ A4 / ปากกา / สี เมจิก
• ตารางการปรับพฤติกรรม
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กิจกรรมกลุ่ม

Session segments

ทบทวนผลการทํากลุ่ม
ครั้งที่ 1 และนําเข้าสู่การ
ทํากลุ่มครั้งที่ 2

กลุ่ม

• ผูน้ าํ กลุม่ กระตุน้ ให้สมาชิกพูดถึงการเปลี่ยนแปลงในด้านบวก - กลุ่มใหญ่
ที่เกิดขึ้นจากการเข้าร่ วมโครงการในครั้งที่ผา่ นมา
• ผูน้ าํ กลุ่มแนะนําวัตถุประสงค์ของการอบรม
• ผูน้ าํ กลุ่มถามสมาชิก “เมื่อมีปัญหาต่างๆเกิดขึ้น สมาชิกเผชิญ
ปัญหาต่างๆอย่างไร”
• ผูน้ าํ กลุ่มอธิ บายรู ปแบบการเผชิญปัญหาทั้ง 3วิธี คือ การจมอยู่
กับปัญหา, การปรับตัวอย่างเป็ นกลางระหว่างการเข้าหาปัญหาและ
หลีกหนีปัญหา, และการหนีปัญหา
• เชื่อมโยงรู ปแบบการเผชิญปัญหาเพื่อให้เหมาะกับวัฒนธรรม
ไทยโดยใช้หลักคิดทางศาสนาในเรื่ องการเกินทางสายกลาง
• ผูน้ าํ กลุ่มให้สมาชิกเขียนบรรยายเกี่ยวกับรู ปแบบการเผชิญ
ปัญหาของตนเองและความรู ้สึกเมื่อเลือกใช้วธิ ี เผชิญปัญหาดังกล่าว
• ให้สมาชิกแบ่งกลุ่มย่อย และกระตุน้ ให้สมาชิกแลกเปลี่ยน
เรี ยนรู ้กบั เพื่อนสมาชิกในกลุ่มเล็ก
• อภิปรายในกลุ่มใหญ่โดยให้สมาชิกเล่าสิ่ งที่ได้เรี ยนรู ้ในกลุ่ม
เล็กให้เพื่อนสมาชิกอื่นๆฟั งในกลุ่มใหญ่
• พัก

- กลุ่มใหญ่

สื่ อ/อุปกรณ์
เครื่ องฉายข้ามศรี ษะ แผ่นใส
หรื อ Computer & Projector Powerpoint
-

เวลา
15 นาที

presentation
-

กระดาษชาร์ต / ปากกาสี

10 นาที
15 นาที

-

- กลุ่มเล็ก (3-4
คน)

ใบงาน

5 นาที
15 นาที

- กลุ่มใหญ่
10 นาที
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Session segments
-ช่วยให้ญาติของสมาชิก

กลุ่มลดการเสพสารเสพติด

กิจกรรม
• ผูน้ าํ กลุ่มชักชวนให้สมาชิกกลุ่มพูดคุยกับญาติเกี่ยวกับการ
ใช้สารเสพติด โดยหัดฟังในสิ่ งที่เขาเล่าและพยายามเข้าใจเกี่ยวกับ
สิ่ งที่เขาชอบเกี่ยวกับการใช้สารเสพติดในปัจจุบนั เพื่อสังเกตว่าญาติ
ของตนเองคํานึงถึงผลดสี ยของการใช้สารเสพติดหรื อไม่
• ผูน้ าํ กลุ่มสนับสนุนให้สมาชิกกลุ่มใช้วิธีการพูดคุยนี้เพื่อ
สร้างสัมพันธภาพที่ดีและทําให้เข้าใจความรู ้สึกของญาติเพื่อ
ตรวจสอบความคิดเห็นของสมาชิกที่ระบุเกี่ยวกับเหตุผลที่ญาติของ
คนเองยังคงใช้สารเสพติด (จากการเข้ากลุ่มครั้งที่ 1)
• ผูน้ าํ กลุ่มอธิ บายเกี่ยวกับรู ปแบบการเสริ มแรงทางบวก การ
เสริ มแรงทางลบโดยการถอดถอนรางวัลและการลงโทษที่
เหมาะสมเพื่อใช้ในการปรับพฤติกรรมที่ไม่พึงประสงค์
• ผูน
้ าํ กลุ่มบอกให้สมาชิกกลุ่มเขียนพฤติกรรมของตนเองที่
ตนเองรู ้สึกไม่ชอบและต้องการปรับรวมทั้งการให้รางวัลลงใน
ตารางการปรับพฤติกรรม และให้สมาชิกได้สงั เกตุและติดตาม
พฤติกรรมของตนเองตลอด 1 สัปดาห์เพื่อให้เห็นถึงการ
เปลี่ยนแปลงพฤติกรรม
• ผูน
้ าํ กลุ่มใช้ตารางเดิม และให้สมาชิกคิดถึงพฤติกรรมของ
ญาติของตนเองที่ตอ้ งการปรับ โดยเริ่ มคิดจากพฤติกกรรมที่ไม่มี

กลุ่ม
-

สื่ อ/อุปกรณ์

เวลา
15 นาที

กลุม่ ใหญ่

เครื่ องฉายข้ามศรี ษะ แผ่นใส
หรื อ Computer & Projector Powerpoint
-

presentation
-

ตารางการปรับพฤติกรรม

20 นาที
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Session segments

สรุ ปเนื้อหาสาระและ
มอบหมายการบ้าน

กิจกรรม
ความเสี่ ยงจนถึงพฤติกกรรมเสี่ ยงต่อการใช้สารเสพติด
• สรุ ปให้สมาชิ กเข้าใจว่า การปรับพฤติกรรมไม่ใช่เรื่ องง่าย
ต้องใช้ความพยายามและอดทนในการปรับแบบค่อยเป็ นค่อยไป
และต้องใช้เวลาในการปรับพฤติกรรมที่พึงประสงค์
• สรุ ปเนื้อหาสาระ
• มอบหมายให้สมาชิ กกลับไปพูดตุยกับบุตรหลานของตนเอง
ตามวิธีการที่เรี ยนรู ้จากรู ปแบบการสนทนาที่สงั เกตุเห็น และฝึ กที่
จะรับฟังบุตรหลานของตนเอง โดยไม่ตาํ หนิ และพูดจาส่ อเสี ยด
• มอบหมายให้สมาชิ กกลับไปคิดเกี่ยวกับการเสริ มแรง
ทางบวก และสิ่ งเสริ มแรงที่ควรให้กบั บุตรหลานของตนเอง เพื่อ
ปรับพฤติกรรม

กลุ่ม

-

กลุ่มใหญ่

สื่ อ/อุปกรณ์

เครื่ องฉายข้ามศรี ษะ แผ่นใส
หรื อ Computer & Projector Powerpoint

เวลา

-

10 นาที

presentation

5 นาที
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ใบงาน
ตารางการปรับพฤติกรรม

พฤติกรรม พฤติกรรม จันทร์ อังคาร พุธ พฤหัสบดี ศุกร์ เสาร์
ที่ต้องการ ที่พงึ
ปรับ
ประสงค์

อาทิตย์

การ
เสริมแรง
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การอบรมเชิงปฏิบัตกิ ารครั้งที่ 3
ศาสนบําบัด

เป้ าหมาย:
1. เพื่อส่ งเสริ มสุ ขภาพจิตของสมาชิกกลุ่มโดยใช้ศาสนาในการบําบัด
2. เพื่อส่ งเสริ มการใช้ชีวิตสังคมอย่างปกติสุขของสมาชิกกลุ่ม
3. เพื่อสร้างสายสัมพันธ์อนั ดีระหว่างสมาชิก
ระยะเวลา / สถานที่
2-3 ชัง่ โมง ณ. วัดประจําชุมชน
Session segments:

1. การร่ วมกิจกรรมทําบุญที่วดั
2. ทบทวนผลการทํากลุ่มครั้งที่ 2 และนําเข้าสู่การทํากลุ่มครั้งที่ 3
3. ศาสนบําบัด
4. สรุ ปเนื้อหาสาระ และ มอบหมายการบ้าน
สื่ อ อุปกรณ์ :
• พระในชุมชน
• หนังสื อธรรมะ ฉบับพกพา
• กระดาษชาร์ต / ปากกาสี
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กิจกรรม

Session segments

การร่ วมกิจกรรมทําบุญที่
วัด

•
•
•

ทบทวนผลการทํากลุ่มครั้ง
ที่ 2 และนําเข้าสู่การทํา
กลุ่มครั้งที่ 3

ถวายภัตตาหาร และถวายสังฆทาน
ฟังเทศน์ รับศีล
รับการประพรมนํ้ามนต์
• รับประทานอาหารร่ วมกัน

ทบทวนผลการเปลี่ยนแปลงทางบวกที่เกิดขึ้นภายหลังจาก
การเข้าร่ วมโครงการ (กรณี ที่ญาติกลับไปใช้สารเสพติดซํ้า ผูน้ าํ
กลุ่มชี้ให้สมาชิกเห็นว่าเป็ นเรื่ องปกติ เพราะการเปลี่ยนแปลงย่อม
เกิดขึ้นได้ยาก และเน้นเกี่ยวกับการปรับปรุ งที่ดีข้ ึนและวิธีการใน
การปรับปรุ งพฤติกรรมอย่างต่อเนื่อง)
• อธิ บายถึงวัตถุประสงค์ของการมาร่ วมทํากิจกรรมที่วดั
้ าํ กลุ่มประเมินความรู ้สึกของสมาชิก “รู ้สึกอย่างไร
• ผูน
หลังจากได้ร่วมกิจกรรมทําบุญ?”
• เปิ ดโอกาสให้สมาชิ กพูดคุยเกี่ยวกับกิจกกรมทางศาสนาที่
เคยปฏิบตั ิ และผลที่เกิดขึ้นต่อการส่ งเสริ มและเยียวยาทางด้านจิตใจ
• และแนะนําให้สมาชิ กนํากิ จกรรมที่เกี่ยวข้องกับทางด้าน
ศาสนาไปใช้ในชีวติ ประจําวันเพื่อมุ่งเน้นให้เห็นถึงความสําคัญทาง
ศาสนาต่อการบําบัด ฟื้ นฟูสภาพจิตใจ
•

กลุ่ม

สื่ อ / อุปกรณ์

-

กลุ่มใหญ่

พระในชุมชน

-

กลุ่มใหญ่

- กระดาษชาร์ ต / ปากกาสี

เวลา
1 ชัว่ โมง 30
นาที (ขึ้นอยูก่ บั
กิจกรรมทาง
ศาสนาในแต่
ละวัด)
20 นาที

40 นาที

-

หนังสื อธรรมะ
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กิจกรรม

Session segments

สรุ ปเนื้อหาสาระและ
มอบหมายการบ้าน

สรุ ปประเด็นจากการสนทนา มอบหมายให้สมาชิกไป
ปฏิบตั ิกิจกรรมทางศาสนาที่ตนเองคิดว่าสามารถนําไปใช้เพื่อ
ส่ งเสริ มสุ ขภาพจิตและแก้ไขปั ญหาของตนเอง
• มอบหมายให้สมาชิ กนําภาพลูกของตนเองมาในวันทํากลุ่ม
ครั้งต่อไป
•

กลุ่ม
- กลุ่มใหญ่

สื่ อ / อุปกรณ์

เวลา
10 นาที
5 นาที
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การอบรมเชิงปฏิบตั กิ ารครั้งที่ 4
การสื่ อสารทีม่ ปี ระสิ ทธิภาพ
เป้ าหมาย:
1. เพื่อปรับปรุ งวิธีการสื่ อสารของสมาชิกให้มีประสิ ทธิ ภาพ
2. เพื่อเสริ มสร้างสัมพันธภาพในครอบครัวของสมาชิกกลุ่ม
ระยะเวลา /สถานที่
2 ชัง่ โมง ณ. ห้องทํากลุ่มที่สถานี อนามัย
Session segments:
1.
2.
3.
4.

ทบทวนผลการทํากลุ่มครั้งที่ 3 และนําเข้าสู่การทํากลุ่มครั้งที่ 4
ค้นหาสัมพันธภาพในครอบครัว
การทําความเข้าใจการสื่ อสารที่มีประสิ ทธิ ภาพที่จาํ เป็ นในครอบครัว
สรุ ปเนื้อหาสาระ และ มอบหมายการบ้าน

สื่ อ อุปกรณ์ :
• เครื่ องฉายข้ามศรี ษะ แผ่นใส / Computer & Projector Powerpoint presentation
o อธิ บายเป้ าหมายการทํากลุ่ม
o ทักษะการสื่ อสารที่มีประสิ ทธิ ภาพ
o สรุ ปเนื้อหา
• กระดาษชาร์ต / ปากกาสี
• สลากสถานการณ์
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Session segments

กิจกรรม

ทบทวนผลการทํากลุ่มครั้ง
ที่ 3 และนําเข้าสู่การทํา
กลุ่มครั้งที่ 4

• ผูน้ าํ กลุม่ กระตุน้ ให้สมาชิกพูดถึงการเปลี่ยนแปลงในด้าน
บวกที่เกิดขึ้นจากการเข้าร่ วมโครงการในครั้งที่ผา่ นมาและซักถาม
ถึงการบ้านที่มอบหมายให้ทาํ ในการทํากลุ่มครั้งที่ผา่ นมา
• ผูน้ าํ กลุ่มสรุ ปประเด็น และแจกเอกสารเกี่ยวกับการสวด
มนต์ท่ีสามารถนําไปใช้ได้ในชี วติ ประจําวัน
• ผูน้ าํ กลุ่มแนะนําวัตถุประสงค์ของการอบรมเชิงปฏิบตั ิการ

กลุ่ม
-

กลุ่มใหญ่

สื่ อ/อุปกรณ์
-

เวลา

เครื่ องฉายข้ามศรี ษะ แผ่นใส หรื อ

15 นาที

Computer & Projector Powerpoint
presentation

ในครั้งที่ 4
ค้นหาสัมพันธภาพใน
ครอบครัว

ผูน้ าํ กลุ่มให้สมาชิกทุกคนนํารู ปภาพบุตรหลานของตนเอง
ออกมาและเล่าให้สมาชิกคนอื่นๆฟังว่าบุตรหลานของตนเองเป็ น
คนอย่างไร เพราะอะไรจึงนําลูกนี้มา และประทับใจรู ปที่นาํ มา
อย่างไร (เน้นที่ความรู ้สึกด้านบวก)
• เปิ ดโอกาสให้เพื่อสมาชิ กพูดคุยซักถาม
• ผูน
้ าํ กลุ่มกระตุน้ ให้สมาชิกพูดถึงสัมพันธภาพในครอบครัว
ของตนเอง โดยให้สมาชิกใช้จินตนาการนึ กย้อนถึงภาพเหตุการณ์ท่ี
เกิดขึ้นในครอบครัวที่ตนเองประทับใจ
• ผูน
้ าํ กลุ่มให้สมาชิกหลับตาลง หายใจเข้าออกลึกๆ (ทํา
บรรยากาศให้เงียบสงบ) และนึ กถึงเหตุการณ์ประทับใจที่เกิดขึ้น
•

-

กลุ่มใหญ่

- เครื่ องฉายข้ามศรี ษะ แผ่นใส
Computer & Projector Powerpoint
presentation

หรื อ

25 นาที
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Session segments

กิจกรรม
ระหว่างสมาชิกในครอบครัว
“ขณะนี้เรากําลังจะย้อนระลึกถึงเหตุการณ์ที่ประทับใจใน
ครอบครัวของเรา ขอให้สมาชิกทุกคนนัง่ ในท่าที่คิดว่าสบายที่สุด
หลับตาลงช้าๆ หายใจเข้าออกลึกๆ ทําจิตใจให้ผอ่ นคลาย หยุด
คิดถึงเรื่ องต่างๆที่ทาํ ให้คุณรู ้สึกกังวล จากนั้นให้ทุกคนนึกย้อนถึง
ภาพเหตุการณ์ประทับใจที่เกิดขึ้นในครอบครัวของตนเองเมื่อเร็ วๆ
นี้ มีเหตุการณ์อะไรที่ยงั คงติดอยูใ่ นความทรงจําของคุณ เป็ น
เหตุการณ์ที่คุณนึกถึงแล้วมีความสุ ข สมาชิกในครอบครัวอยูก่ นั
พร้อมหน้า และอยูด่ ว้ ยกันอย่างมีความสุ ข คุณกําลังทําอะไร และ
บุตร/หลานของคุณกําลังทําอะไร ที่ทาํ ให้คุณรู ้สึกถึงความสัมพันธ์
อันดีของครอบครัวคุณ ขณะที่คุณย้อนนึกถึงเหตุการณ์น้ ีขอให้คุณ
ซึ มซับกับความสุ ขนั้นอีกครั้ง จากนั้นขอให้ทุกคนค่อยๆลืมตาขึ้น
ช้าๆ”
• ผูน
้ าํ กลุ่มกระตุน้ ให้สมาชิกพูดเกี่ยวกับภาพเหตุการณ์ท่ีระลึก
ถึงและเน้นให้สมาชิกเห็นว่าเป็ นสิ่ งดีดีท่ียงั เกิดขึ้นใน
ครอบครัว และให้สมาชิกคิดว่าทําอย่างไรจึงจะทําให้
ความสัมพันธ์อนั ดีจะยังคงมีอยูแ่ ละทําให้เพิ่มขึ้นได้อย่างไร

กลุ่ม
-

กลุ่มใหญ่

สื่ อ/อุปกรณ์

เวลา
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การทําความเข้าใจการ
สื่ อสารที่มีประสิ ทธิ ภาพที่
จําเป็ นในครอบครัว

•

•
•
•

ผูน้ าํ กลุ่มเชื่อมโยงเรื่ องสัมพันธภาพในครอบครัวกับการ
สื่ อสารที่มีประสิ ทธิ ภาพ และอธิ บายหลักการสื่ อสารที่
ประสิ ทธิ ภาพ คือ
การสื่ อสารจะมีประสิ ทธิ ภาพก็ต่อเมื่อผูใ้ ช้สารเสพติดไม่อยู่
ในภาวะมึนเมาจากการเสพสารเสพติด
การสื่ อสารต้องทําเมื่อพร้อมทั้งสองฝ่ ายคือ อารมณ์ดีท้ งั คู่
และพร้อมสําหรับการพูดคุยรับฟัง
ผูน้ าํ กลุ่มอธิ บายทักษะการสื่ อสารที่มีประสิ ทธิ ภาพ

1. สั้น กะทัดรัด ได้ใจความ (Be brief)
2. ใช้คาํ พูดเชิงบวก (Be positive)
3. ระบุถึงพฤติกรรมที่เฉพาะเจาะจง (Refer to specific
behaviour)
4. บอกถึงความรู ้สึก โดยเน้นที่ความรักและความห่วงใย
(Label your feeling : express love and concern)
5. พูดแสดงความรู้สึก (Offer and understanding statement)
6. แสดงความรับผิดชอบ (Accept partial responsibility)
7. เสนอความช่วยเหลือ (Offer to help)

กลุ่ม
-

กลุ่มใหญ่

สื่ อ/อุปกรณ์
เครื่ องฉายข้ามศรี ษะ แผ่นใส
หรื อ Computer & Projector Powerpoint
-

presentation

เวลา
30 นาที
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ผูน้ าํ กลุ่มเน้นให้สมาชิกเข้าใจว่าการทักษะการสื่ อสารทั้ง 7
ทักษะไม่จาํ เป็ นต้องใช้พร้อมกัน และควรเลือกใช้ให้เหมาะสมกับ
สถานการณ์
•

•

กลุ่ม
-

พัก

10 นาที

• ให้สมาชิกจับฉลากเลือกสถานการณ์ที่เกี่ยวข้องกับ
พฤติกรรมเสี่ ยงและการใช้สารเสพติดของบุตร/หลาน
• ผูน้ าํ กลุ่มให้สมาชิกจับคู่กนั และแสดงบทบาทสมมุติในการ
ใช้ทกั ษะการสื่ อสารที่มีประสิ ทธิ ภาพตามสถานการณ์ที่จบั ได้
• ผูน้ าํ กลุ่มกระตุน้ ให้สมาชิกแสดงบทบาทสมมุติในกลุ่มใหญ่
• ผูน้ าํ กลุ่มกระตุน้ ให้สมาชิกแสดงความคิดเห็นเกี่ยวกับ
สถานการณ์บทบาทสมมุติ และสรุ ปแนวทางการใช้ทกั ษะการ
สื่ อสารที่เหมาะสมในแต่ละสถานการณ์

- จับคู่

สรุ ปเนื้อหาสาระและ
มอบหมายการบ้าน

สรุ ปสาระสําคัญ
• ผูน
้ าํ กลุ่มมอบหมายให้สมาชิกทดลองนําทักษะการสื่ อสารที่
มีประสิ ทธิ ภาพไปใช้ในชีวติ ประจําวัน

-

•

เวลา

กลุ่มใหญ่

การทําความเข้าใจการ
สื่ อสารที่มีประสิ ทธิ ภาพที่
จําเป็ นในครอบครัว
(ต่อ)

สื่ อ/อุปกรณ์

กลุ่มใหญ่

- สลากสถานการณ์

30 นาที

เครื่ องฉายข้ามศรี ษะ แผ่นใส
หรื อ Computer & Projector Powerpoint

10 นาที

-

presentation
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การอบรมเชิงปฏิบตั กิ ารครั้งที่ 5
การดูแลตนเองและการเสริมสร้ างแหล่ งสนับสนุนทางสั งคม
เป้ าหมาย:
1. เพื่อดูแลสุ ขภาพจิตของสมาชิกกลุ่มและตอบสนองความต้องการของสมาชิกกลุ่ม
2. เพื่อเสริ มสร้างแหล่งสนับสนุนทางสังคม
ระยะเวลา/สถานที่
2 ชัง่ โมง ณ. ห้องทํากลุ่มที่สถานีอนามัย
Session segments:
1.
2.
3.
4.
5.

ทบทวนผลการทํากลุ่มครั้งที่ 4 และนําเข้าสู่การทํากลุ่มครั้งที่ 5
การดูแลตนเอง
การสนับสนุนและให้กาํ ลัง
การส่ งเสริ มการใช้แหล่งสนันสนุนทางสังคม
สรุ ปเนื้อหาสาระ และ มอบหมายการบ้าน

สื่ อ อุปกรณ์ :
• เครื่ องฉายข้ามศรี ษะ แผ่นใส / Computer & Projector Powerpoint presentation
o อธิ บายเป้ าหมายการทํากลุ่ม
o การคิดบวก และการพูดกับตนเองเชิ งบวก
o ประเภทของแหล่งสนับสนุนทางสังคม
o สรุ ปเนื้อหา
• กระดาษชาร์ต / ปากกาสี
• เพลงก้อนหิ นก้อนนั้น (พร้อมก้อนหิ นที่ มีรูปแบบและขนาดแตกต่างกัน) พร้อมเนื้ อเพลง
• เอกสารหมายเลขโทรศัพท์ที่สาํ คัญที่เป็ นแหล่งสนับสนุ นทางสังคมด้านยาเสพติด
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กิจกรรม

ทบทวนผลการทํากลุ่มครั้ง
ที่ 4 และนําเข้าสู่การทํา
กลุ่มครั้งที่ 5

• ผูน้ าํ กลุม่ กระตุน้ ให้สมาชิกพูดถึงการเปลี่ยนแปลงในด้าน
บวกที่เกิดขึ้นจากการเข้าร่ วมโครงการในครั้งที่ผา่ นมาและซักถาม
ถึงการบ้านที่มอบหมายให้ทาํ ในการทํากลุ่มครั้งที่ผา่ นมา
• ผูน้ าํ กลุ่มกล่าวชื่นชมในความพยายามของสมาชิก และ
เสริ มแรงทางบวกในสิ่ งเปลี่ยนแปลงที่เกิดขึ้นด้านบวก ในกรณี ท่ี
เกิดการกลับไปใช้สารเสพติดซํ้า ผูน้ าํ กลุ่มอธิ บายให้สมาชิกฟังว่า
เป็ นเรื่ องปกติที่สามารถเกิดขึ้นได้ และการเปลี่ยนแปลงนั้นมัก
เกิดขึ้นได้ยาก พร้อมทั้งให้กาํ ลังใจสมาชิก
• ผูน
้ าํ กลุ่มแนะนําวัตถุประสงค์ของการอบรมเชิงปฏิบตั ิการ
ในครั้งที่ 5

-

การดูแลตนเอง

กระตุน้ ให้สมาชิกพูดคุยแลกเปลี่ยนเกี่ยวกับสิ่ งต่างๆที่
ตนเองปฎิบตั ิแล้วทําให้เกิดความสุ ข
• อธิ บายความจริ งเกี่ยวกับความสุ ขที่สามารถเกิดขึ้นได้โดย
ไม่จาํ เป็ นต้องขึ้นอยู่กบั พฤติกรรมการใช้สารเสพติดของบุตรหลาน
และสมาชิกสามารถเลือกหาวิธีในการดูแลตนเองเพื่อให้เกิด
ความสุ ข

-

•

กลุ่ม
กลุ่มใหญ่

สื่ อ / อุปกรณ์
เครื่ องฉายข้ามศรี ษะ แผ่นใส
หรื อ Computer & Projector Powerpoint
-

เวลา
10 นาที

presentation

กลุ่มใหญ่

35 นาที
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การสนับสนุนและให้
กําลังใจ

มอบหมายให้สมาชิกเก็บก้อนหิ นมากําไว้ในมือและออก
แรงบีบให้แน่น จากนั้นสอบถามความรู ้สึกของสมาชิกว่ารู ้สึก
อย่างไรเมื่อออกแรงบีบ
ั ปั ญหาของแต่ละคน เมื่อ
• สรุ ปว่าก้อนหิ นเปรี ยบได้กบ
สมาชิกกําก้อนหิ นไว้ในมือและออกแรงบีบให้แน่นย่อมเปรี ยบ
ดังเช่นการเก็บปั ญหาไว้กบั ตนเองและปล่อยให้ปัญหานั้นทําร้าย
ตนเอง ดังนั้นสมาชิกควรที่จะเรี ยนรู ้ท่ีจะปล่อยวางปัญหาและหัน
มาสนใจตนเองรวมทั้งดูแลตนเองให้มากขึ้น
• ให้สมาชิกฟังเพลง “ก้อนหิ นก้อนนั้น” ซึ่ งเนื้ อเพลงบรรยาย
ถึงเรื่ องราวของการดูแลประคับประคองเมื่อรู ้สึกท้อแท้ และ
สนับสนุนให้รักตนเองแทนที่จะทําร้ายตนเอง ถ้าคนเราเข้มแข็งพอ
และไม่ปล่อยให้คนอื่นทําให้ตนเองรู ้สึกแย่กจ็ ะไม่มีใครสามารถมา
ทําร้ายตัวเรานั้นได้ ดังนั้นเราต้องมองปัญหาให้เหมือนกับก้อนหิ น
ที่อยูใ่ นมือ และขว้างมันทิ้งไปเพื่อที่จะทําให้เราปลอดภัยจากปัญหา
นั้นๆ
• กระตุน
้ ให้สมาชิกอภิปรายเกี่ยวกับความรู ้สึกของตนเองที่มี
ต่อบทเพลงและถามสมาชิกเกี่ยวกับบทเพลงอื่นๆที่ทาํ ให้สมาชิก
รู ้สึกมีกาํ ลังใจและเข้มแข็ง
•

กลุ่ม
-

กลุ่มใหญ่

สื่ อ / อุปกรณ์
- ก้อนหิ นรู ปแบบต่างๆ ขนาดต่างๆ

- เพลงก้อนหิ นก้อนนั้น พร้อมเนื้ อ

เพลง

เวลา
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แนะนําแนวคิดเกี่ยวกับกสรคิดบวกและการพูดกับตนเอง
เชิงบวกโดยบูรณาการกับหลักความคิดทางศาสนา
• พัก
• ผูน
้ าํ กลุ่มอธิ บายถึงการใช้แหล่งสนับสนุนทางสังคม และ
ประโยชน์ของการใช้แหล่งสนับสนุน
• ค้นหาแหล่งสนับสนุนทางสังคมของสมาชิ กและร่ วมกัน
อภิปรายแนวทางที่จะแสวงหาและสร้างเสริ มแหล่งสนับสนุนทาง
สังคมอื่นๆ
้ าํ กลุ่มให้ขอ้ มูลเกี่ยวกับแหล่งสนับสนุนทางสังคม แหล่ง
• ผูน
บริ การสาธารณสุ ขที่สาํ คัญ เช่น เบอร์โทรศัพท์ของโรงพยาบาล
และศูนย์บาํ บัดยาเสพติด

กลุ่ม

สื่ อ / อุปกรณ์

เวลา

•

การส่ งเสริ มการใช้
แหล่งสนันสนุนทางสังคม

สรุ ปเนื้อหาสาระและ
มอบหมายการบ้าน

สรุ ปสาระสําคัญ
• ผูน
้ าํ กลุ่มมอบหมายการบ้านให้สมาชิกกลับไปทํากิจกรรมที่
ส่ งเสริ มความสุ ขของตนเอง
้ าํ กลุ่มนัดหมายกิจกรรมสันทนาการ (อาจเป็ นการ
• ผูน
รับประทานอาหารนอกสถานที่ หรื อร่ วมกันรับประทานอาหารที่
สถานีอนามัย พร้อมทั้งให้สมาชิกจัดเตรี ยมอาหาร เครื่ องดื่ม)
•

10 นาที
-

กลุ่มใหญ่

เครื่ องฉายข้ามศรี ษะ แผ่นใส
หรื อ Computer & Projector Powerpoint

15 นาที

เครื่ องฉายข้ามศรี ษะ แผ่นใส
หรื อ Computer & Projector Powerpoint

10 นาที

-

presentation

-

กลุ่มใหญ่

-

presentation
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การอบรมเชิงปฏิบตั กิ ารครั้งที่ 6
การใช้ ชีวติ ในสั งคมอย่ างปกติสุข และการสร้ างเครือข่ าย
เป้ าหมาย:
1. เพื่อตอบสนองความต้องการของสมาชิกกลุ่ม
2. เพื่อส่ งเสริ มให้สมาชิกมีโอกาสสังสรรค์และใช้ชีวติ อย่างปกติสุขในสังคม
3. เพื่อสร้างเครื อข่ายและกลุ่มช่วยเหลือตนเอง
ระยะเวลา / สถานที่
3 ชัง่ โมง

สถานที่ท่ีสมาชิกเลือกใช้ในการพบปะสังสรรค์ และสันทนาการร่ วมกัน

Session segments:
1.
2.
3.
4.

สื่ อ อุปกรณ์ :
•
•

กิจกรรมสันทนาการ
ทบทวนเนื้อหาสาระที่สาํ คัญของโปรแกรม
สร้างเครื อข่าย
สรุ ปประเมินผล

กระดาษชาร์ต / ปากกาสี
สมุดจดที่อยูแ่ ละเบอร์โทรศัพท์สาํ หรับสมาชิก
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Session segments

กลุ่ม

กิจกรรมสันทนาการ

พาสมาชิกออกไปเที่ยวนอกสถานที่ (ในกรณี ท่ีสมาชิกเลือก กลุ่มใหญ่
ออกไปสันทนาการที่สถานที่อื่น เช่น สวนสาธารณะ)
• จัดเตรี ยมอาหารเพื่อรับประทานร่ วมกัน

ทบทวนเนื้อหาสาระที่
สําคัญของโปรแกรม

ทบทวนเนื้อหาสาระสําคัญในการอบรมแต่ละครั้ง
กลุ่มใหญ่
• ผูน
้ าํ กลุ่มกระตุน้ ให้สมาชิกพูดถึงการเปลี่ยนแปลงด้านบวก
ที่เกิดขึ้น
• ผูน
้ าํ กลุ่มกระตุน้ ให้สมาชิกพูดถึงสิ่ งที่เป็ นประโยชน์ท่ีได้รับ
จากโปรแกรม การทดลองนําไปใช้ ได้ผลดีอย่างไร
• ผูน
้ าํ กลุ่มแนะนําให้สมาชิกมีการพบปะสังสรรค์กนั ต่อไป
กลุม่ ใหญ่
ถึงแม้วา่ การอบรมจะสิ้ นสุ ดลง เพื่อเสริ มสร้างมิตรภาพอันดี และ
เกิดเครื อข่ายในการสนับสนุนช่วยเหลือ ซึ่ งกันและกัน แนะนําให้
สมาชิกแลกเปลี่ยนหมายเลขโทรศัพท์เพื่อให้เกิดเครื อข่ายที่ยงั่ ยืน
ต่อไป

สร้างเครื อข่าย

สื่ อ / อุปกรณ์

2 ชัง่ โมง

•

•

เวลา

กระดาษชาร์ต / ปากกาสี

30 นาที

สมุดจดที่อยูแ่ ละเบอร์โทรศัพท์
สําหรับสมาชิก

15 นาที
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กิจกรรม

Session segments

สรุ ปประเมินผล

กลุ่ม

ผูน้ าํ กลุ่มให้สมาชิกสรุ ปประเมินผลการเข้าร่ วมโปรแกรม กลุ่มใหญ่
ในภาพรวม
• สรุ ปสาระสําคัญและเน้นยํ้าเกี่ยวกับแหล่งสนับสนุนทาง
สังคมและเบอร์โทรศัพท์ที่จาํ เป็ น
• นัดหมายกับสมาชิ กกลุ่มสําหรับการประเมิลผลหลังเข้าร่ วม
โปรแกรม
•

สื่ อ / อุปกรณ์

เวลา
15 นาที
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Appendix 7: PowerPoint presentation slides
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กลุ่มสนับสนุนครอบครัวไทย: โปรแกรมกลุ่มบําบัดสํ าหรับสมาชิก
ครอบครัวของผู้ใช้ สารเสพติด

• แนะนําเพือ่ นสมาชิก
• ตกลงกติกากลุ่ม
– การรักษาความลับ
– ไม่ควรพูดแทรกในขณะที่สมาชิกกลุ่มแสดงความคิดเห็น
– การปิ ดโทรศัพท์ขณะเข้ากลุ่ม
– มาร่ วมกลุ่มตรงเวลา
แนะนําสถานที่ สถานีอนามัย

แนะนําโครงการวิจัย
- เป็ นโปรแกรมที่พฒั นาขึ้นโดยผูว้ ิจยั คือ อาจารย์ อัจฉรา คําเชียงตา
พยาบาลวิชาชีพชํานาญการพิเศษ สังกัด วิทยาลัยพยาบาลบรมราชชนนี
อุดรธานี ปั จจุบนั กําลังศึกษาในระดับปริ ญญาเอก ที่
Queensland University of Technology ประเทศ
ออสเตรเลีย โดยร่ วมมือกับศาสตราจารย์จากประเทศออสเตรเลีย เพื่อนํา
โปรแกรมมาปรับใช้ในคนไทยเป็ นครั้งแรก และนํามาใช้ใน 3 ชุมชนใน
จังหวัดอุดรธานี คือ สามพร้าว กุดสระ และเชียงพิณ
- เมื่อโครงการวิจยั เกิดผลสัมฤทธิ� จะมีการขยายผลในระดับจังหวัดและ
ประเทศต่อไป

Acknowledgement

Professor David J. Kavanagh

Professor Ian Shochet

School of Psychology and Counselling, Faculty of Health
Queensland University of Technology

ลักษณะโครงการวิจยั

ประโยชน์ ที่จะได้ รับจากโปรแกรม

เป็ นโครงการทีร่ ่ วมมือระหว่ างผู้วจิ ัย สถานีอนามัย ผู้นํา
ชุมชน วัด เพือ่ ส่ งเสริมสุ ขภาพจิตในครอบครัวผู้ใช้ สาร
เสพติด (สมาชิกในครอบครัว: พ่อ แม่ พี่ น้ อง ปู่ ย่ า ตา
ยาย ญาติสนิทอืน่ ๆ) โดยเน้ นในเรื่องการปรับตัวเพื่อให้
สามารถดํารงชีวติ ร่ วมกับผู้ใช้ สารเสพติดได้ ช่ วยเฝ้ าระวัง
และจูงใจให้ ผู้ใช้ สารลด-เลิกใช้ สารเสพติด และส่ งเสริม
สั มพันธภาพในครอบครัว

•
•
•
•

ส่ งเสริ มสุ ขภาพจิตของสมาชิ กในครอบครัว
ได้รับหลักการในการจูงใจและช่วยเหลือให้ผใู ้ ช้สาร ลด-เลิก เสพยา
ส่ งเสริ มสุ ขภาพจิตในครอบครัว
ทราบข้อมูลและได้รับความช่วยเหลือในการส่ งต่อผูป้ ่ วยกรณี ที่พบ
ปั ญหาสุ ขภาพจากการใช้สารเสพติด
• ได้เข้าร่ วมกลุ่มและเกิดเครื อข่ายในกลุ่มเดียวกัน (กลุ่มสมาชิกครอบครัว
ผูเ้ สพยาเสพติด)
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โปรแกรมทีใ่ ช้ 6 สั ปดาห์
•
•
•
•
•
•

สัปดาห์ที่ 1 ประชุมกลุ่มที่อนามัย
สัปดาห์ที่ 2 ประชุมกลุ่มที่อนามัย
สัปดาห์ที่ 3 ศาสนาบําบัด (วัด)
สัปดาห์ที่ 4 ประชุมกลุ่มที่อนามัย
สัปดาห์ที่ 5 ประชุมกลุ่มที่อนามัย
สัปดาห์ที่ 6 ทัศนศึกษา
– ผูเ้ ข้าร่ วมกลุ่มจะได้รับค่าสนับสนุนการเดินทางในการมาเข้าร่ วมกลุ่ม

ครอบครัวของฉัน

การอบรมเชิงปฏิบตั ิการครั้งที่ 1
วัตถุประสงค์
1. เพื่อสร้างสัมพันธภาพและเสริ มสร้างความสัมพันธ์อนั ดีระหว่าง
สมาชิก
2. เพือ่ เปิ ดโอกาสให้สมาชิกได้พดู คุยเกี่ยวกับปั ญหาและอุปสรรคที่พบใน
ครอบครัวที่มีผใู ้ ช้สารเสพติด
3. เพื่อให้ขอ้ มูลเกี่ยวกับผลกระทบที่เกิดจากการใช้สารเสพติด
4. เพื่อช่วยให้สมาชิกเข้าใจบุตรหลานของตนเอง

ท่ านรู้ สึกอย่ างไร ถ้ าลูกหลานของท่ านคือคนเหล่ านี�

• ให้สมาชิกแต่ละคนวาดภาพครอบครัวของตนเอง ที่แสดงถึงความรู ้สึก
ของตนเองที่มีต่อสมาชิกในครอบครัว (5 นาที)
• จับคู่ และเล่าให้เพื่อนที่นงั่ ติดกันฟัง (5 นาที)
• เปิ ดโอกาสให้สมาชิกเล่าให้กลุ่มใหญ่ฟัง

ผลกระทบของการใช้ สารเสพติดต่ อสมาชิกในครอบครัว

ผลกระทบของการใช้ สารเสพติดต่ อสมาชิกในครอบครัว

• ปัญหาสุ ขภาพด้านร่ างกาย และด้านจิตใจ

ระยะสั้น : กังวล เครี ยด กลัว รู ้สึก โดดเดี่ยวอ้างว้าง
ระยะยาว: ปั ญหาการรับประทานอาหาร ปั ญหาเกี่ยวกับการนอนหลับ
ความดันโลหิ ตสูง โรคกระเพาะจากภาวะเครี ยด ซึมเศร้า ตราบาปในใจ ทําให้
แยกตัวเอง หันไปพึ่งยาเสพติด
• สัมพันธภาพในครอบครัวไม่ ดี (เกิดการโต้เถียง, ตึงเครี ยด, ไม่พูดคุยกัน)
- แม่ (เป็ นบุคคลที่ได้รับผลกระทบมากที่สุด)
- พ่อ
- พี่นอ้ ง (เกิดการแพร่ ขยายการใช้สารเสพติด พีน่ อ้ งรับรู ้วา่ พ่อ แม่ไม่ให้
ความสําคัญ)
- ปู่ ย่า ตา ยาย ลุง ป้ า น้า อา

• ปัญหาด้านการเงิน และปั ญหาการทํางาน
(จ่ ายหนี,� ค่ ารั กษาพยาบาล)
(เสี ยเวลาในการทํางาน; ประสิ ทธิ ภาพการทํางานลดลง)

• ปัญหาทางสังคม
(ไม่ เข้ าหาคนอื� นๆ รู้ สึกอาย ไม่ กล้ าสู้หน้ า)
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สารระเหย
• อาการผู้เสพติดสารระเหย
ผูเ้ สพจะมีอาการเคลิบเคลิ้ม ศีรษะเบาหวิว ตื่นเต้น พูดจาอ้อแอ้ พูด
ไม่ชดั นํ้าลายไหลออกมามาก เนื่องจากสารที่สูดดมเข้าไป ทําให้เกิดการ
ระคายเคืองต่อเยือ่ บุภายในจมูกและปาก การสู ดดมลึก ๆ หรื อ ซํ้า ๆ กัน
แม้ในช่วง เวลาสั้น ๆ ทําให้ไม่สามารถควบคุมตัวเองได้ ทําให้ขาดสติ
หรื อเป็ นลมชัก กล้ามเนื้อทํางานไม่ประสานกันระบบประสาทอัตโนมัติ
ถูกกด มีเลือดออกทางจมูก หายใจไม่สะดวก

โทษของการเสพติดสารระเหย
• ระบบสร้างโลหิ ต ไขกระดูกซึ่ งมีหน้าที่สร้างเม็ด โลหิ ตหยุดทํางาน เกิด
เม็ดโลหิ ตแดงตํ่า เกล็ดเลือดตํ่า ทําให้ซีด เลือดออกได้ง่าย ตลอดจนทําให้
เลือดแข็งตัวช้าในขณะที่เกิดบาดแผง บางรายเกิดเป็ นมะเร็ งในเม็ดเลือด
ขาว
• ระบบประสาท ปลายประสาทอักเสบ มีอาการชาตามปลายมือและปลาย
เท้า เกิดอาการอักเสบของกล้ามเนื้ อ ทําให้ลูกตาแกร่ ง ลิ้นแข็ง พูดลําบาก
สมองถูกทําลายจนเซลส์สมองฝ่ อ เป็ นโรคสมองเสื่ อมก่อนอันควร

โทษของการเสพติดสารระเหย
• ระบบทางเดินหายใจ มีอาการระคายเคืองหลอดลม เยือ่ บุจมูกมีเลือดออก
หลอดลมอักเสบ ปอดอักเสบ
• ระบบทางเดินอาหาร มีเลือดออกในกระเพาะอาหาร เนื้ อตับถูกทําลาย
• ระบบทางเดินปั สสาวะ ไตอักเสบจนถึงพิการ ปั สสาวะเป็ นเลือดเป็ น
หนอง หรื อมีลกั ษณะคล้ายไข่ขาว
• ระบบหัวใจและหลอดเลือด หัวใจเต้นผิดปกติ

ท่ านเคยคิดไหมว่ า……..
- อะไรทําให้บุตรหลานของท่านเริ่ มต้นใช้สารเสพติด
- อะไรทําให้บุตรหลานของท่านยังคงมีพฤติกรรมใช้
สารเสพติด
ใช้ ตารางการวิเคราะห์ พฤติกรรม

ขอบคุณค่ ะ
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ให้สมาชิกทุกคนพูดถึงการเปลี�ยนแปลง
ทางบวกที�เกิดขึ�นภายหลังจากเข้ากลุม่
เมื�อสัปดาห์ท� ผี า่ นมา



การจมอยูก่ บั ปั ญหา
 การปรับตัวอย่างเป็ นกลางระหว่างการเข้าหา
ปั ญหาและหลีกหนีปัญหา
 การหลีกหนี ปัญหา
การเลือกรู ปแบบเผชิญปั ญหาตามแนวคิดทาง
พุทธศาสนา “ การเดินทางสายกลาง”


เพื�ออธิบายรู ปแบบการเผชิญปั ญหาและสนับสนุ นให้

สมาชิกกลุม่ ใช้แนวทางในการเผชิญปั ญหาที�ถูกต้องและ
เหมาะสม
เพื�อให้สมาชิกกลุม่ ใช้กระบวนการเสริ มแรงทางบวกและการ
เสริ มแรงทางลบเพื�อช่วยให้ญาติของตนเองลดปริ มาณการ
ใช้สารเสพติด
เพื�อให้สมาชิกกลุม่ ปรับปรุ งการใช้การทําโทษที�ถูกวิธี

การเสริ มแรงทางบวก

ได้

เมื�อเขาสามารถลดการเสพยา

การยกเลิกสิ�งที�ผูใ้ ช้สารเสพติดพึงพอใจ

กลับไปเสพยาอีก

 การทําโทษที�ถูกวิธี

เมื�อเขา

แรงเสริ มทางบวก (รางวัล / คําชมเชย) คือ
สิ�งใดสิ�งหนึ� ง อาจเป็ น พฤติกรรมใดพฤติกรรมหนึ� ง
หรื อ สิ�งของ ที�บุคคคลนัน� พึงพอใจ และสามารถทําให้
บุคคลนัน� ให้ความสนใจจนกระทัง� ทําให้เกิดการกระทํา
หรื อแสดงพฤติกรรมซํา� ๆ จนเกิดการเปลี�ยนแปลง
พฤติกรรม
ค้นหาแรงเสริ มทางบวก
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พูดคุย ให้ลูก หลาน เข้าใจ ถึงพฤติกรรมที�
ต้องการปรับ ระบุ พฤติกรรมที�ชดั เจนที�ตอ้ งการ
ให้ปรับ
ค้นหาว่า อะไรคือสิ�งที�ควรยกเลิก หากเขาไม่
ปรับปรุ งพฤติกรรม


พฤติกรรมที�ตอ้ งการ จ. อ. พ. พฤ. ศ. ส. อา. สิ�งเสริมแรง
ปรับ
1. ให้ลูกช่วยเหลือ
งานบ้าน
2. ลูกออกเที�ยวนอก
บ้านน้อยลง

พูด คุย ถึง เหตุและผล
ด้วยอารมณ์ หากโกรธ ให้ระงับ
ความโกรธให้ได้กอ่ น
 ใช้วิธก
ี ารตี ได้ แต่เน้นที� เหตุผล และระวังไม่ให้
เกิดอันตราย
 หรื อ อาจใช้วิธก
ี ารเพิกถอน รางวัล


อย่าทําโทษ

ให้สมาชิกกลับไปคุยกับ

ลูก หลาน ของตนเองเกี�ยวกับการ
ใช้สารเสพติด และหัดฟังอย่างตัง� ใจ

ให้สมาชิกกลับไปคิดว่า

ถ้าลูก หลานของเราลดปริ มาณ
การใช้สารเสพติด หรื อลดการออกตะเวนเที�ยว แล้วคุณคิด
ว่ามีรางวัลอะไรที�ควรให้
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การสือ� สารอย่างมีประสิทธิภาพ
 ในสัปดาห์ท� ผ
ี ่านมาคุณทํากิจกรรมทางศาสนา

อะไรบ้าง

 มีการเปลี�ยนแปลงอะไรที�ดขี � น
ึ บ้างภายหลังจากการ

เข้าร่วมกลุม่

วัตถุประสงค์
 เพื�อปรับปรุงวิธีการสื�อสารของสมาชิกให้มีประสิทธิภาพ
 เพื�อเสริมสร้างสัมพันธภาพในครอบครัวของสมาชิกกลุม่



ให้สมาชิกกลุม่ หลับตาลงแล้วให้ยอ้ นนึ กถึงช่วงเวลาที�ครอบครัวของ
คุณมีความสุขร่วมกัน เมื�อเร็วๆนี�



ให้ยอ้ นคิดว่าขณะนัน� คุณกําลังทําอะไร และลูกของคุณกําลังทํา
อะไรที�ต่างทําให้เกิดสัมพันธภาพและความรูส้ กึ ดีดีในครอบครัว



ให้เล่าประสบการณ์ดงั กล่าวให้เพื�อนในกลุม่ ฟัง



ให้สมาชิกนํ ารูปลูกของตนเองมาให้สมาชิกกลุม่ ดู
และให้พดู ถึงลูกของตนเองว่า เขาเป็ นคนอย่างไร
และเพราะอะไรจึงนํ ารูปนี� มา ประทับใจอะไรในรูปนี�

สิ�งดีดีท� ยี งั คงเกิดขึ�นในครอบครัว

คุณจะทํายังไงให้ส� งิ ดีดีนนั� ยังคงอยู่

ตัวอย่าง
ตัวอย่าง
• ลูกเป็ นห่วงคอยซักถาม • ลูบหัวลูก พร้อมทัง� บอกลูก
ว่า “แม่ดใี จนะที�ลกู ห่วงใย
อาการเมื�อเจ็บป่ วย
แค่ลูกคอยถามแม่กร็ ูส้ กึ ดี
และปลื�มใจ”
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1. สัน� กระทัดรัด ได้ใจความ
2. ใช้คาํ พูดเชิงบวก
3. บอกถึงพฤติกรรมที�เฉพาะเจาะจง
4. บอกถึงความรูส้ กึ ของคุณ
(เน้นความรักและความห่วงใย)
5. พูดแสดงความเข้าใจความรูส้ กึ ของลูก
6. แสดงความรับผิดชอบ
7. เสนอความช่วยเหลือ

ลูกของคุณไม่อยู่ในภาวะ เมา หรือ
ภายหลังจากการเสพยา

เมื�อคุณและลูกอารมณ์ดี และพร้อม
สําหรับการพูดคุย และรับฟังเรื�องต่างๆ

ไม่ควรใช้
• “ฉันไม่รูว้ า่ จะทํายังไงดี ที�แกกลับบ้านดึกตลอดเวลา ตอนฉันเป็ นเด็ก ฉันไม่เคยเลยที�
จะเที�ยวตะลอนนอกบ้าน ไม่เคยออกเที�ยวหัวรานํ� า ตอนเด็กๆฉันอยูบ่ า้ นทุกคืนไม่เคย
ทําให้พอ่ แม่เดือดร้อน กังวลใจ ทําไมแกไม่คดิ ถึงพ่อ แม่ บ้าง โทรหาก็ปิดโทรศัพท์
ติดต่อไม่ได้ ไม่รูจ้ ะเป็ นหรือ ตาย”

ควรใช้

•“ทุกครัง� ที�ลูกจะออกไปสังสรรค์กบั เพื�อนจนดึก ลูกช่วยโทร

บอกแม่ได้ไหม ว่าจะกลับดึก และทําอะไรอยูท่ � ไี หน และเปิ ด
โทรศัพท์ไว้ แม่จะได้สบายใจว่าลูกปลอดภัย”

ไม่ควรใช้

• “แกไม่เคยยื�นมือแม้แต่ปลายก้อยมาช่วยหยิบจับงานในบ้าน จานชามกอง

ท่วมหัวเคยสนใจไหม ฝุ่ นในห้องใกล้จะทับคอแกตายแล้ว ”

ควรใช้

•“แม่จะดีใจมากถ้าลูกช่วยเก็บจานชามไปล้างหลัง
กินข้าว และช่วยทําความสะอาดห้องนอนตัวเอง
มันจะช่วยแบ่งเบาภาระแม่ได้เยอะเลย”

ไม่ควรใช้

• “วันนี�ครูท� โี รงเรียนโทรมา ว่าแกไม่ไปโรงเรียน ทําไมชอบทําตัวมีปญั หาตลอดเวลา เมื�อไหร่
จะหัดรูจ้ กั คิดซะบา้ ง มีอะไรจะแก้ตวั ไหม”

ควรใช้

•“วันนี�แม่ได้รบั โทรศัพท์จากครูท� โี รงเรียน ลูกคงมี
เรื�องอื�นที�ตอ้ งทําจนต้องขาดเรียน เล่าให้แม่ฟงั
หน่อยได้ไหม ว่าเกิดอะไรขึ�น”

ไม่ควรใช้

• “เวลาแกออกไปเที�ยวกับเพื�อน ไม่เคยเห็นหัวพ่อแม่เลย เวลาได้ยนิ เสียง
รถตํารวจ หัวใจฉันจะวาย แกอยากให้ฉนั ช็อคและตายเร็วๆใช่ไหม ถ้าอย่าง
งัน� ก็ทาํ ไปเลย อยากไปไหนก็ไป ถ้าฉันตายพวกแกก็อยู่กนั เองแล้วกัน”

ควรใช้

•“แม่เป็ นห่วงเวลาลูกออกเที�ยวดึกดื�นแล้วเมาขับ
รถกลับบ้าน เสียงรถตํารวจดังทีไร แม่ใจจะขาด
นอนก็ไม่หลับเพราะห่วงว่าลูกจะเป็ นอันตราย”
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ไม่ควรใช้
• “ฉันไม่เข้าใจเลย ว่าแกจะทําร้ายตัวเองทําไม ดมกาวมันให้ประโยชน์อะไร
กับแก มีแต่เมากับเมา แกก็รูว้ ่ามันไม่ดี แล้วทําทําไม ถ้าชอบนักก็ดมให้
มันตายไปเลย”

ควรใช้

•“แม่เข้าใจนะว่าลูกทุกข์ใจ เลยอยากที�จะดมกาว
เพื�อให้เมาและลืมเรื�องราวที�เป็ นทุกข์”

ไม่ควรใช้
• “ถ้าคิดว่าไม่มีใครช่วยได้ ก็แก้ปญั หาเองไปเลย ตอนนี� พอ่ แม่มนั เป็ นแค่
คนอื�น ไม่ได้สาํ คัญเหมือนเพื�อนกับแฟน”

ควรใช้

• “แม่รูว้ า่ ลูกทุกข์ใจ ลูกเศร้าแม่กเ็ ศร้า มีอะไรที�แม่พอจะช่วย
ลูกได้บา้ งไหม ”
• “จําไว้นะลูกว่า พ่อแม่ คือคนที�จะอยู่ขา้ งลูกเสมอ ถ้าลูกพร้อมที�จะ
ให้พอ่ แม่ช่วย ก็เข้ามาได้เลย”

ไม่ควรใช้
• “ฉันไม่เข้าใจเลยว่า ทําไมแกลืมไปหาหมอ หรือว่าไม่อยากรักษา ถ้า
อย่างงัน� ก็ไม่ตอ้ งไปอีกแล้ว ปล่อยไว้อย่างงี�แหละ ดีแล้ว จะได้ไม่เปลือง
ตังค์”

ควรใช้

•“วันนี� ลกู ไม่ได้ไปหาหมอเหรอ ตอนที�แม่ออกไป
ทํางาน แม่กค็ ดิ อยูน่ ะว่าน่ าจะเขียนโน๊ตเตือนลูก
อีกครัง� จะได้ไม่ลมื ไปหาหมอตามนัด”

ข้อควรจํา:
การนํ าไปใช้ ไม่จาํ เป็ นต้องใช้ทง�ั 7 วิธี ควรเลือก
ให้เหมาะสมกับสถานการณ์ และเป็ นธรรมชาติ
โดยไม่ตอ้ งกังวลว่าจะต้องใช้วธิ กี ารพูดทัง� 7 วิธใี น
ประโยคเดียวกัน

พักนิ ดนึ งนะคะ
 ให้สมาชิกจับคู่กนั และให้แต่ละคนจับสลากสถานการณ์

และให้ทดลองใช้วธิ ีการสื�อสารที�มีประสิทธิภาพ

 ให้สมาชิกแต่ละคนแสดงความคิดเห็นในกลุ่มใหญ่
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สรุปประโยชน์ท� ไี ด้รบั ในการเข้ากลุม่

: ให้สมาชิกแต่ละคนนํ าการ
สื�อสารที�ได้เรียนรูใ้ นวันนี� ไปทดลองใช้ใน
สถานการณ์จริง

การบ้าน
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PowerPoint for Session 5

ทบทวนเรื� องราว ในสัปดาห์ท�ีผา่ นมา
 คุณพบว่ามีขอ้ ดีอะไรเกิดขึน� บ้างในสัปดาห์ทผ�ี า่ นมา

การดูแลตนเองและ
การเสริ มสร้างแหล่งสนับสนุนทางสังคม

วัตถุประสงค์ ของการทํากลุ่มครั ง� ที� 5
เพือ� ดูแลสุขภาพจิตของสมาชิกกลุ่มและตอบสนอง

มีอะไรบ้ างทีท� าํ ให้ คุณมีความสุข

ความต้องการของสมาชิกกลุม่
เพือ� เสริมสร้างแหล่งสนับสนุ นทางสังคม

ให้สมาชิกแต่ละคนพูดถึงสิง� ทีต� นเองได้ทาํ แล้วมีความสุข

ความสุขทีแ� ท้ จริงคือ อะไร

ลองมาเปลี�ยนชีวติ ของเราให้ มีสุขกันเถอะ

 ให้สมาชิ กหยิ บเลือกก้อนหิ นขึน
� มาคนละก้อน

1. เปลี�ยนมุมมองเรื�องความสุข

 ให้ออกแรงบีบที�ก้อนหิ น บีบแรงขึน
� แรงขึน�

คุณรู้สึกอย่างไร
 ลองฟั งเพลง “ก้อนหิ นก้อนนัน� ”

เช่น การนวด ไปร้านเสริ มสวย ดูหนัง/ละคร
ฟั งเพลง ร้องเพลง

 คุณคิ ดว่าความสุขของคุณอยู่ที�ไหน
 ความสุขของคุณขึ�นอยู่ที�ใจของคุณเอง ความสุขเกิ ดขึ�นได้โดย
ไม่จาํ เป็ นต้ องเอาตัวเองไปยึดติ ดกับสิ� งอื�น หรือ คนอื�น

เช่น คุณก็ร้สู ึกเป็ นสุขได้ แม้ว่าลูกของคุณไม่เลิ กพฤติ กรรมเสี�ยง
ต่างๆ
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ลองมาเปลี�ยนชีวติ ของเราให้ มสี ุขกันเถอะ

ลองมาเปลี�ยนชีวิตของเราให้ มีสุขกันเถอะ

2. หัดเปลี�ยนความคิ ดจากเชิ งลบเป็ นเชิ งบวก

3. ให้กาํ ลังใจตนเอง เพื�อให้มีพลังในการใช้ชีวิต

ต่อไป

คิ ดดี

ทําดี

การให้กาํ ลังใจตนเอง สามารถทําได้หลายวิ ธี



พักซักนิด

การบอกตนเองว่า ฉันทําได้
การฟังเพลงเพื�อให้ กาํ ลังใจ

แหล่ งสนับสนุนทางสังคม
ประเภทของแหล่งสนับสนุนทางสังคม
1. การพึ�งตนเอง

 การดึงใจตนเองออกจากปัญหา

การดึงใจตนเองออกจากปั ญหา

ฝึ กวิธีแก้ ปัญหาอย่ างมีประสิทธิภาพ
 ปัญหาที� พบ คือ …………………………………
วิ ธีแก้ปัญหา มีกีว� ิ ธี อะไรบ้าง

วิธที �ี 1

วิธที �ี 2

วิธที �ี 3

ข้อดี คือ

ข้อดี คือ

ข้อดี คือ

ข้อด้อย คือ

ข้อด้อย คือ

ข้อด้อย คือ

ตัดสิ นใจเลือกวิ ธีที�มีขอ้ ดีมากที�สุด และยอมรับในผลที�จะตามมา
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แหล่ งสนับสนุนทางสังคม
2. การแสวงหาความช่วยเหลือจากบุคคลอื�น
 หาใครซักคนทีเ� ข้าใจความรูส้ กึ เราและพร้อมทีจ� ะรับฟงั
เรือ� งราวต่างๆ
 การเข้าร่วมกลุม่ บําบัดต่างๆ
 การใช้แหล่งสนับสนุ นขององค์กรต่างๆ

เบอร์ โทรศัพท์ ทีส� ําคัญ
 สถานีอนามัย สามพร้าว 042 349196 / 083-1506060
 โรงพยาบาลศูนย์อดุ รธานี แผนก จิตเวช 042-245555
 โรงพยาบาลจิตเวชขอนแก่น ราชนครินทร์ 043- 227422
 ศูนย์บาํ บัดยาเสพติด ขอนแก่น 043- 344901 043- 345391
 ศูนย์บาํ บัดยาเสพติด อุดรธานี 042- 295756 042- 295761

042 -295758

 ฉุกเฉิน 1669 สถานีตาํ รวจ 191
 ถ้าจําเบอร์ต่างๆ ไม่ได้ ให้โทร 1133 แจ้งชือ� จังหวัด และสถานทีท� ต�ี อ้ งการ

ติดต่อ
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