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CHAPTER I

INTRODUCTION

Background and Significance of the Research Problem

There has been a world-wide /increase in the use of amphetamines,
particularly methamphetamine (United “Nauens Office on Drugs and Crime
[UNODC], 2003). Around.the WOI‘ldj millions. of people take pills and powder
generically known as amphetamine type stimulant. Its consumption has stabilized in
the past few years, thetigh the improvel"nqr_lt occurred mostly in developed countries.
Elsewhere, especially.in East,/South- Eaét Asia, and in the Middle East, the problem
has worsened. An estimated 24.7 millioxf;péople in the world, equivalent to 0.6% of
the population, age 15-64, Consumed arﬁbhétamines in 2006. Nearly 55% of the

i

world’s amphetamines users (14 million) ar‘eiﬁ;stimated to be in Asia. Most of them
are methamphetamine users.. Ninety seven fi)éLlcent of all amphetamine used in Asia
are consumed in’ theEast and South-East_sub-rcgion. The total number of
amphetamines users ifi North America is estimated at around 3.7 million people or
15% of global users. Europe accounts for 10% of all users or 2.7 million people
(UNODC, 2008a).

In 2006, some countries with high level of methamphetamine use reported a
trend in drog taking: 'a decrease in.one form and an incre€ase in/another. In Thailand,
for instance, has reported a decrease use of drug tablet but an increase in crystalline
form. The number of Amphetamine stimulant (ATS) related arrests increased
significantly since 2005. Of the 84,073 ATS-related arrests in 2007, 97% were for
methamphetamine tablet related offences, 2% for crystalline methamphetamine and

less than 1% for ‘ecstasy’-related offences. Increasing crystalline methamphetamine

arrests may in part be due to trafficking of small amounts by a large number of
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couriers, which also accounts for lower levels of seizures since 2005. On average,
methamphetamine-related arrests have accounted for 75% of all drug-related arrests.
Treatment data in Thailand shows a significant decline in admissions following the
nearly 10-fold increase in 2003, when tens of thousands were in compulsory
treatment. However, after the situation stabilized throughout 2005 and 2006,

increases were noted in 2007. Among other things, the “war on drugs’ had the effect

on reducing self-reporting of i /1 surveys. Results between 2003 and

' ibly due to pressure from drug
| —
be amphetamine users and offenders

2006 indicated unusuall
enforcement (UNODC )
were found to increa 19 20 6.0 2008, 4 en in Table 1-2.

N
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Table 1
Statistic on number of drug cases and offenders: throughout the country during 1999

— 2008 (Office of the Narcotics Control Board [ONCB], 2009)

Year Numbers of Cases Numbers of Offenders

1999 223,294

2000 238,380

2001 220,525

2002 220,106

2003 108,315

2004 60,669

2005 78.466

2006 91.251

2007 114,069

200

AN TUNNINGAY

9,959




Table 2

Countrywide statistic on amphetamine cases and offenders during 2004 — 2008

(ONCB, 2009)

Substance Arrest 2004 2005 2006 2007 2008

Case ) 4,860 | 54,076 | 59,564 | 80,045 | 110,380
Methamphetamine O ’

o S F i

Offender- | 655,789 | 60,680 | NA | 118,631
—

(Yaba) 1 = —
Amo .4%@% 12179 | NA | 19759
According tosthe 3. (20 j al ‘region of Thailand had the

highest prevalence of at

made the intervention more manageable to ir dent, monitor, evaluate and

coordinate the training

In the south regiony, the highest prevalence of amphetamine cases was found

in Suratthamﬂ]ulal% Wrgsnﬁ w ﬂ ’] ﬂ ‘j

Figure 1-2.
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Figure 1
Statistic on number of amphetamine users who received treatment: classified by

regions in Thailand (ONCB, 2009)
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Most of amphetamine users who have psychological problems need to receive
treatment at Outpatient Department (OPD) in psychiatric hospital. In southern

Thailand, two psychiatric hospitals take responsibility for them as seen in Table 3.

Table 3

The number of amphetamine users who received treatment at Outpatient Department
(OPD) (Suansaranrom Hospital report, 2008, Songkhla Rajanagarindra Psychiatric
Hospital report, 2008)

Name of Hospital Number of amphetamine users

Year - 2007 2008
Suansaranrom Hospital ), 82 182
Songkhla Rajanagarindra Psychiatrie Hosﬁital: 331 145

The previous study noted that alm_('):s—_t.};alf (49.1%) of the current sample of
amphetamine users reported that they had beer;!diagnosed or treated for mental health
problems and these problems occurred commonly after the’commencement of regular
amphetamine use (Baker et al., 2004). Some studies showed that the most common
recurring psychological problems ffound-among: amphetamine users are anxiety,
depression, pély-drug abuse and dependence. However, amphetamine induced
psychosis’ éan oo, Atis ¢émmon ot ‘afhphetaminge usérs to feport a mixture of
mood and anxiety symptoms (Baker and Dawe, 2005). Regular amphetamine use
can be associated with a range of adverse outcomes, including psychological
problems such as depression, anxiety, irritability, paranoia, difficulty concentrating,
aggression, hallucinations and psychosis (Topp, Day, and Degenhardt, 2003). We

have to put more emphasis on psychosocial interventions in the treatment and

rehabilitation of substance misuses. There is a developing, though limited, evidence
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base for their effectiveness from clinical trials and routine services. Psychological
therapy and psychosocial interventions are skilled activities requiring specific
training and supervision to be practiced safely.

In the last 25 years tremendous advances have been made in the development
of psychosocial interventions for substance use disorders (Miller and Rollnick, 2002).
At the beginning of this period, definitive information was available on effective
treatments. Although there have been .numerous efficacious psychosocial
interventions for alcohol, marijuana, amphetamine and cocaine use disorders. There
also have combination between pharr;lacotherapy and behavioral interventions for
opiate dependence. InsThailand; psychi|atric hospital offer several types of therapies
to help patients whossuffer from ‘drug La@diction. All"of effective psycho-therapies
were included brief advices buief intervel_;tiqn, therapeutic community, group therapy,
matrix program, cognitive and behavior til_erapy (Ministry of Public Health [MOPH],
Thanyarak, 2001) ~ 7‘ ‘

Addiction problems can’stem from %Qé’ral factors, related to background and
personnel differences. Nowadays there".‘_.' ‘are- several kinds of psychosocial
interventions such as ecase-management;-counseling;-Metivational interviewing (MI),
Matrix Model, Cognitive Behavior therapy (CBT), Family counseling, aimed to help
patients solve their own problems. However, many experts suggested that those
treatments and therapies should ‘have coverage assessments, motivate patients to
participate in the program, and enecourage the patient to set priosity of the problems
by therr own (MOPH,\Somdet Chaopraya Institute of Psychiatry.;2009).

Brief intervention is another effective strategy that has long been recognized
as an effective treatment modality for facilitating behavior change. Several recent
reviews have further strengthened the empirical support for these methods. There is
also growing evidence that targeted behavioral interventions can be effective in

relapse reduction rate (Tucker et al., 2002).



8

In southern part of Thailand, two psychiatric hospitals also have criteria for
addiction patient screening. These criteria based on the International Statistical
Classification of Diseases and Related Health Problems 10th Revision (ICD 10).
They also have several types of counseling programs including Brief Advice (BA)
and Brief interview (BI), for mild and moderate cases. In severe cases, they have
Cognitive Behavior Therapy (CBT) and Matrix Program to deal with their complicate
problems (MOPH, Somdet Chaepraya [ustitate.of Psychiatry, 2009).

The previous study (Kanittha Pumptadub, 2004) evaluated the stakeholders’
satisfaction of the Matrix.program fo} Amphetamine dependence, and to explore
problems and demands. Theé sample a8 the consumers and providers from 73
hospitals in the Public Health Regio‘n_‘; XI. The results showed high level of
satisfaction among censumers regardiné‘ to appropriate services. They believed to
quit from amphetaming'dependence. The"lmain sessions in the program such as group
therapy, family education groub, ihdividﬁéi gounseling, early recovery skills group,
relapse prevention groups, and social suppérit{.-group were accepted. The researcher
suggested that this program should be set if;.'ét_.private room and for shorter duration.
Therapists who took part-in-the-program felt satisfied by the nature of the work
undertaken. They felt proud to take part in it; felt that it was useful and helped them
gain more experience.

To date, there is no.research on combined therapies, using Group Motivation
Interview (GMI) and Brief Cognitive Behavior Therapy (BCBT) to deal with drug
addiction problems. The previous study ‘also has not cconsistently been shown to
improve combine therapy plus usual care among amphetamine users with co-
occurring psychological problems.

The researcher is interested in examining the efficacy of GMI-BCBT plus
usual care for reducing amphetamine use and co-occurring psychological problems
among amphetamine users who received medical care in Outpatient Department

(OPD) of psychiatric hospital. This intervention was designed to (1) enhance
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patients” motivation to comply with treatment program; (2) increase the awareness of
risks associated with amphetamine use; and (3) decrease co-occurring psychological

problems. This study is focused on amphetamine users in Southern Thailand only.
Objectives of the Study

The aim of the study is to evaluate'the impact of a GMI-BCBT plus usual
care on amphetamine use, and co-ocgum’ng psychological problems within two
groups of OPD cases. Theresearcher a;so investigated the efficacy of the intervention
versus usual care onlysin reducing amplaetamine use, and co-occurring psychological
problems using urine+est, Timelin¢ Folio\;y-back (TLFB), and Thai Hospital Anxiety
and Depression ScaledThai HADS). ' 4 .

Research Questions r i

1. Does Group Motivatioial Intewiéw-énd Brief Cognitive Behavior Therapy
(GMI-BCBT) plus|usuat-care-more-efficacious-than-the u’sual care only in reducing
amphetamine use arﬁohg amphetamine users who got medical service in Outpatient
Department (OPD) of psychiatric hospital?

2. Does Group Motivational Interview and Brief Cognitive Behavior Therapy
(GMI-BCBT) plus usual care more efficacious than the usual care for reducing co-
occurring psychological problems who+got medical service in Outpatient Department

(OPD) of psychiatric hospital?
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Hypotheses

From the research question, a series of analyses in this study will test the null
hypothesis for the efficacy of GMI-BCBT plus usual care as undifferentiated from
the usual care only for reducing amphetamine use and psychological problems scores
in amphetamine users, evaluated by urine test and Thai HADS.

The alternative hypothesis is stated that the efficacy of GMI-BCBT plus usual
care is different from the usuwal care only“for.reducing amphetamine use and
psychological problems.seotes in ambhetamine users, evaluated by urine test and

Thai HADS.
Conceptual Framework

Conceptual framework of this stu@y composes of two concepts (1) the
Transtheoretical Model (TTM)-of intentioﬁéi":-human behavior change; and (2) the
five aspect model. Fa-

The notion that behavior change involves a process that occurs in increments
and involves specific and varied tasks is at thc heart of the transtheoretical model
(TTM) of intentional human behavior change (Miller and Rollnick, 2002). This
model offersian integrative framework for understanding the process of behavior
change. Change involves the initiation, modification, or cessation of a particular
behavior. The TTM views béhavier change as a Series of gradual steps that involve
multiple tasks and require different coping activities rather than a single dimension.
The stages of change represent a key component of the TTM and describe a
progression through which people pass as they change a behavior (DiClemente and

Velasquez, 2002).
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The five aspect model
The five aspect model is also a straightforward structure for developing a
conceptualization. As the following diagram (Greenberger and Padesky, 1995: 4
cited in Grant et al., 2004: 14-15) illustrates, this model can be extremely helpful in
achieving a clearer understanding of how elements of difficulties experienced and

now interact is a useful way in which to introduce some key cognitive behavior skills.

Figure 3

Conceptual framewor

Physical
reaction

AU ININTNYINS
TIRVRETIFE S S TN T Bor s o

experieﬁced. This context refers to both specific and more abstract meaning of term
‘environment’, including past and present influences. For instance a person’s
ethnicity, sexual orientation, family upbringing, socioeconomic, accommodation and
work status may all count as environmental aspect of life in this model. More specific
environmental aspect of a problem would include being alone or in a crowd, darkness

or being close to or far from home.
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Thoughts include memories, attitude, images and benefit as well as everyday
conscious (automatic thinking). Mood refers to emotional experience such as fear
sadness, guilt, anger and shame. Behavior refers to the person’s specific actions in
the difficult situation. This often includes avoidance or repeated pattern or behavior.
Physical reaction might well take the form of anxiety experience, such as churning
the stomach or more chronic experience,/such as lack of sleep or symptom of
substance misuse. (Grant et al.; 2004: 14-15)

Brief intervention therapy is aI:y intervention that is purposely limited in the
number and length of.eontaets. It has lqlng been recognized as an effective treatment
modality for facilitating behavior chailg,e (Tucker et al., 2002: 11-13) and as a
modality for translating health behavior-t‘i’nt?rvention research into practice. A major
attraction of brief interventions is their cés_,t;effectiveness. They have the potential to
reach a large number of elients, -‘ar‘-e less t%i_eﬁconsuming than conventional methods,
and can be conducted by non specialist WO&CI‘S (Heather, 1989 cited in Tucker et al.,
2002: 11-13). The structure-of the GMH—BCBT intervention is simple and brief.
Trained psychiatri¢c furse-personnel-can-apply-this-intetvention in a short period of
time to reduce ampﬁetamine use and co-occurring psychological problems for OPD

cases. The conceptual framework for this study is presented in Figure 4.



Figure 4

The conceptual framework in this study

The GMI-BCBT intervention

Trial

Control

+ usual care
] 5
> _l:
2
-

Definition of Terms

Amphetamiﬁéﬁ use is a pattern of amphetamine tse which is measured by

Timeline Follow-back. The urine screening test also” was performed to confirm

718
'__ﬁ/\:_H >

UsuaLcarB

Amphetamine
use

Co-occurring
psychological
problems

13

amphetamine/usel This Itest, indicatéd: by theltotal) number,of hegative amphetamine

urine samples during 24 weeks of 3 times follow up phase.

Amphétaniine “Users—ate] Thai ‘patients Jaged (157 to£40 years who use

amphetamine at least once a month and have some psychological problems related to

amphetamine use. All of them get medical service in outpatient department of

psychiatric hospital, Southern Thailand.

Co-Occurring Psychological Problems are mental health problems which

present at least one type of substance related disorder among amphetamine user such

as anxiety and depression.
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Outpatient is the patient who use amphetamine and register for treatment at

Fasai clinic and Matrix clinic in psychiatric hospital, Southern Thailand.
GMI-BCBT is an intervention based on TTM, and five aspect model approach
using a brief intervention process. The researcher developed this intervention to (1)
enhance patients’ motivation to comply with treatment program; (2) increase the

awareness of risks associated with amphetamine use; and (3) decrease co-occurring

psychological problems.

9
U
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CHAPTER I

LITERATURE REVIEWS

The review of the literature in this chapter is organized into five major parts.
The first part is concerned with drug addiction concept. The second part is related to
history of amphetamine use. The third part reveals co-morbid conditions for
amphetamine use. The fourth part focuses ofi prévention and treatment strategies to
reduce amphetamine use. Lhe-fifth paft coneerns concepts in the application of the

intervention.
Addiction concept rd

Addiction is a chronic, often relapéirié brain disease that causes compulsive
drug seeking and use despite hatmful cons?c&ue_"nces to the individual who is addicted
and to those around them. Diug addiction ;_is_';a brain disease because the abuse of
drugs leads to changes-in-the structure-and function-of the brain. Although it is true
that for most people the initial decision to take drugs is voluntary, over time the
changes in the brain caused by repeated drug abuse can affect a person’s self control
and ability to‘'make sound decisions, and at the same time send intense impulses to
take drugs. Similar to other chronie, relapsing diseases, such as diabetes, asthma, or
heart ‘disease, drug addiction can be managed . successfully. And, as with other
chronic diseases, it is not uncommon for a person to have a relapse and return to drug
abuse habit. Relapse, however, does not signal failure. Rather, it indicates that
treatment should be reinstated, adjusted, or that alternate treatment is needed to help
the individual regain control and recover (National Institute on Drug Abuse [NIDA],

2008). The first behavioral theory of drug addiction was offer by the psychiatrist

Abraham (1965) who viewed addiction as the product of operant conditioning. He
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also proposed the conceptually straightforward theory that each ingestion of drug
reinforces drug seeking behavior by providing immediate and powerful
reinforcement. Drug-seeking behavior is then elaborated into complex life style
through the association of the secondary reinforcers with the primary reinforcer of
drive reduction. More recently, the motivational learning theorist proposed an
intriguing alternative model which he referred to as the opponent process theory of
acquired ‘motivation’. Basically, the theoryassumed that the brains of all mammals
are organized to oppose or suppress high-level of arousal, whether the feeling be
positive or negative. The adaptive adV;ntage of this process is presumably to ensure
that the behavior is net'distupted by, intfanse physiologieal arousal. Thus, the primary
arousal or a process#is elicited by and gnconditioned stimulus, or follow operant
reinforcement, and the'oppongntor b projr:es‘_s act to suppress a process. If the primary
process is pleasant and weinforcing thé._ opponent process will be aversive and
punishing, and vice versa (Barbér, 2002: 1-12)

i
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According to George (George, 198‘.9_.'-‘c'ited in Barber, 2002: 1-40), there are
three key elements of the social-learning theory of addiction. First, addictive behavior
are socially acquired and multiply determined. They ate influenced by past learning,
situation antecedents, biological make up, cognitive process and reinforcement
contingency. Situation” antecedents are more often call high risk situation and they
refer to factor such as time of day, places, people.or emotional states which cure drug
seeking behavioryCognitive process wefers to primarily expectation about the likely
consequence of ingesting the drug. Reinforcement contingencies refer to the reward
aspect of drug consumption; and the principles of behavioral reinforcement dictate
that the more frequent and the more proximate are the positive consequence of
ingestion, the more likely it is that ingestion will recur. A second aspect of the social
learning approach is a general acceptance that addiction occurs along a continuum.

Thus, the very same principles are used to explain the acquisition and maintenance of



17
dependence and non dependence drug use. The third and final key element of social
learning theory is the view that additive behavior are attempt at coping, albeit

maladaptive ones.
History of amphetamine use

Amphetamines were first synthetically derived in 1887 and were
subsequently used as appetite suppressants; currently, the Food and Drug
Administration has approved dextroan;phetamine and methyphenidate for treatment
of narcolepsy and attentiondeficit disPrder. Reports of amphetamine abuse date
from the 1930s (Ellinwoods King, Lee citqgl in Grant, 2005: 194-195)

Amphetamine use in Asia -has E;e_eﬁ reported for decades in Japan, South
Korea, and Thailand (Vichai Pdshyachinélé.; 31:993: 77-90). Early studies in Thailand
have included a 1972 report from Bangkokiajilﬁch showed that 5 - 10% of secondary
and vocational students had used amphetarr’;i'riés;and a 1984 study, in which 21% of
truck drivers and factery-workers-reported-use-of the-dnig: Since 1993, amphetamine
use has been widesbread among the country’s urban youth and become popular due
to low cost and easy éccess. In 2001, the most commonly abused drugs in Thailand
were amphetamine-type stimulants, with an estimated 2.5 million users. Although
Thailand has laws against the sale‘and use of amphetamines, these are not always
enforced and the use ‘of amphetamines. by the individual is legal. Thailand has been
trying to slow the spread of amphetamines into the country, but the geography of the
borders makes it nearly impossible to stop. An estimated 700 million amphetamine
pills were smuggled into Thailand in 2001 (Bureau for International Narcotics and

Law Enforcement Affairs, 2001).
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Co-morbid condition for amphetamine use

There has been a substantial increase in the use of amphetamine in Thailand
in recent year. K.sinsak Suvanchot (1999) has been survey co-morbidity with
amphetamine and heroin users in Thanyarak hospital. This study was found that
mood disorder was the most prominent psyehological problem in 51.4 percent of
subjects. Manic disorder.was the mosﬁﬁt common finding, 42.3 percent, follows by
major depressive diserder, 34.9 percentI Amphetamine users were significantly more
affected by panic attack and manic disord@lr than heroin users (p value < 0.05).

Many people aise psycho stimliiants and, although the majority who use
occasionally by non-injecting rbufes of aéir;inistration do not experience problems
(Hall et al., 1993). It appears that as manyfég‘BO% of amphetamine users develop a

psycho stimulant use disorder (Hall ¢t al., 1998)‘. '

There seems to be gender differences in drug use and its effects. Women were
found to be more dependent on and committed to MA but showed diminished
(amphetamine-stimulated) dopamine responses and a decreased degree of toxicity, as
indicated by a lower incidence ofifemergency department—related: deaths involving
MA. A pervasive, cosmorbidity; of depression or depression-related! characteristics
was presented in women MA users, suggesting that MA may serve as a type of self-
medication for their depression. These findings not only highlighted the need for
consideration of gender when assessing MA use, but also served to direct efforts at
prevention and treatment programs that address the specific needs of men and women

(Dean, 2008).
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There are now a number of studies in which a range of psychological
symptoms have been documented among amphetamine users including depressed
mood, anxiety, irritability, paranoia, mood swings, difficulty concentrating,
aggression, hallucinations and psychosis (Topp et al., 2003). It would appear that
many of these symptoms are related to the use of amphetamine and abate on
cessation of use. Cross-sectional studies have suggested that perhaps up to half of
regular amphetamine users report that' these symptoms emerge after the
commencement of regular amphetamine wser However, it is possible that some
symptoms may have pre-dated the usé of amphetamine and may be related to the
initial use of the substance. Fherisk of’ Pxperiencing adverse effects of amphetamine
appears to be related™to deoses with the risk of harm reduced with less than twice

weekly use and the use of small amountSX(Darke etal., 1994).

Prevention and treatment strategies to ré;:;ll-‘i-ce amphetamine use

Manit  Srisurapanont; Ngamw’(‘)‘ng.'"' Jarusuraisin, and  Phunnapa
Kittirattanapaiboon Jeviewed—the—evidence—on—the-ticatment for amphetamine
dependence and abuse is very limited. Only four drugs have been investigated in 4
studies with small sample sizes. This geview finds no controlled trials of a
psychosocial intervention for amphetamine depéndence and abuse. The small number
of treatment studies may reflect the fact that.this issue has ¢been received less
attention than the treatment for etherssubstances, such as alcohol, heroin, or cocaine.
In addition, any conclusion of this review should be considered as tentative. The
evidence shows that fluoxetine, amlodipine, imipramine and desipramine have very
limited benefits for amphetamine dependence and abuse. Fluoxetine may decrease
craving in short-term treatment. Imipramine may increase duration of adherence to
treatment inmedium-termtreatment. Apart from these distal benefits, no other

benefits, in particular the proximal ones, can be found. This limited evidence
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suggests that no treatment has been demonstrated to be effective for the treatment of

amphetamine dependence and abuse (Manit Srisurapanont et al., 2008)

Despite the popularity of amphetamine and increasing regular use of the drug
and its associated problems, there is a paucity of research evaluating the effectiveness
of interventions for regular users of amphetamine. Motivational interviewing has
been effectively employed among cocaineusers with depression to enhance
attendance at psychiatric outpatient services. Asbrief approach for amphetamine users
with mild to moderate depiession couldrbe to conduct an assessment, provide self-
help materials on ampheétamine and depression, while those with severe depression
may be referred to spe€ialist mental health services with a motivational intervention

to enhance attendances (Baker and Dawe;’ZO_OS).

Concepts in the application of the intervention

Over the lastthree-decades; the-randemized-conttolled trial or ‘psychotherapy
technology’ approach has been the dominant model of inquiry in research on
addiction treatment (Mergenstern and McKay, 2002). Behavioral therapies can help
motivate people to participate in drug treatment; offering strategies for coping with
drug cravings; teach ways to avoid drugs and prevent relapse; and help individuals
deal with relapseyif it occurs. Behawvioral 'therapies can also help people improve
communication, relationship, and parenting skills, as well as family dynamics. Many
treatment programs employ both individual and group therapies. Group therapy can
provide social reinforcement and help enforce behavioral contingencies that promote
abstinence and a non-drug using lifestyle. Some of the more established behavioral
treatments, such as contingency management and cognitive-behavioral therapy, are

also being adapted for group settings to improve efficiency and cost effectiveness.
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However, particularly in adolescents, there can also be a danger of iatrogenic, or
inadvertent, effects of group treatment; thus, trained counselors should be aware and
monitor for such effects. Because they work on different aspects of addiction,
combinations of behavioral therapies and medications (when available) generally

appear to be more effective than either approach used alone (NIDA, 2009).

CBT is another approach that has been adapted for work with substance users.

Attributes of CBT models inelude cognitive reStructuring (Dobson, 1988), teaching
9

skills for coping (Khantzian-et al, 1990) and for preventing relapse (Marlatt and
Gordon, 1985), and building the therapfutic alliance (Horvath and Luborsky, 1993).

The cogmtlve—behawo’ral 1ntervent10n utlhzed in the present study was based on the

Matrix Model, a relapse preventlcm tlEerapy originally developed for outpatient

cocaine treatment (Hill et/al, 1995) and subsequently adapted for cocaine-using

methadone patients (Magura et al 2002)u j

#

:'j

5 __1

Group Motivational- Interv1ew1ng: (GM—I) has been study in psychiatric

patients with chemlcakéependenee—lﬁ—the&mdy—ef—efﬁea:cy of GMI for psychiatric in

patient, was 1nvest1gated the effect of adding mot1vat10na1 interviewing in a group
format to standard tre;tment for dually diagnosed psyc};iatric in-patients. All patients
received standard! car€ and in addition were assigned to either group motivational
interviewing (GMI) or a therapist attention aetivity control greup (TAAC). Of
patients] who attended | aftercareéand who used [alcohol oy idrugs, those who
participated in GMI attended significantly more aftercare treatment sessions,
consumed less alcohol, and engaged in less binge drinking at follow-up compared
with those in TAAC. These results provide preliminary evidence for the efficacy of

GMI when added at the outset to an in-patient program (Ana, Nietert, and Wulfert,

2007).
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Robert and others reviewed studies of psychosocial interventions for people
with co-occurring substance use disorder and severe mental illness. They identified
45 controlled studies (22 experimental and 23 quasi-experimental) of psychosocial
dual diagnosis interventions through several search strategies. Three types of
interventions (group counseling, contingency management, and residential dual
diagnosis treatment) showed consistent positive effects on substance use disorder,
whereas other interventions have significant impacts on other areas of adjustment.
Group counseling, residential treatment, and-eontingency management show fairly
consistent results on substance use OLtcomes. No_intervention showed consistent
results on mental health outcomes., although legal interventions improve treatment
attendance. Group ceunseling; case rnaha_gement, residential treatment, contingency
management, and legal imtepvention Sh_—'OW_ positive results on a variety of other
outcomes such as sogial funetion, glo‘t;a_l function, quality of life and ability to
complete daily activitiess (Robeft ot al; 2005)

i
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The evidence base - for psychosoéiai- interventions for psycho-stimulant
dependence is not strong-such-as-positive findings-in-community reinforcement with
respect to cocaine use predominantly reported by a single U.S. research group. Meta-
analysis indicates that Motivational interviewing (MI) have moderate efficacy in drug
use but no cocaine specific studies [included. Less effective was found in more
severely disadvantaged groups andsmore severely.dependent users., Meta-analysis of
Relapse prevention (RP) indigates RP-may be less-effective among cocaine users than
for other drug types (r = -0.03). Positive synergies identified in combination with
pharmacotherapy. Mixed results of Cognitive behavior therapy (CBT) in psycho-
stimulant users, although some value in RP, was found less effective among patients
with cognitive impairment. Psychotherapy was more effective in psychiatrically

symptomatic groups (Shearer, 2007).
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An Australian study, comparing samples of people with psychosis using
substances recruited for a treatment study of MI and CBT with an epidemiological
study sample found that the former had better personal disability (everyday

functioning) and a less chronic illness course (Baker et al., 2005).

In Thailand, literature review on Cognitive behavior therapy (CBT) only
study on depression, schizophrenia patient.and anxiety disorder which reveal
effective of CBT program. (Kulthida Supakeon, 2006; Yuttana Ongarjsakulman,
2005; Natsai Hualaead, 2007): Motivjlational interviewing (MI) we found six study
in Thailand which study on alcohel addi|ction problems within difference setting such
as inpatient department (IPD), outpatie;}t department (OPD), primary care unit
(PCU). All of them show statistic signiﬁ*jdar‘l_t between intervention group and control
group (Manit Srisurapanont and Ngam\';v_ong Jarusuraisin, 2005; Darunee Pukhao,
2006). Darunee Pukhao{2009) haé been ré;/i;w cognitive behavioral intervention for
reducing alcohol. She was found that prcﬁlé_f-ns faced by alcoholics are due to 3
factors: 1) personal biologicat made-up';: 2) psychological made-up including
thoughts, intellectual levels-and-emotions-and;3)-environiental impacts including
family, and peer groups. All these factors need to be taken into consideration when
planning a program to help patients recover from alcohol abuse. The focus should be
on changing their thoughts/perceptions as.well as” teaching them skills to deal with
risk situations--arisen from extermal influence.and their owngs mental state. The
researcher proposes the solutions tothe problem as| follows:y1) iproblem solving
which involves behavioral analysis and developing coping skills through training
(behavior coping skill training, cognitive behavior coping skill therapy and relaxation
training) and 2) cognitive restructuring, aiming for positive behavioral changes due to

restructuring of the thought process--as found in cognitive therapy.
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There are insufficient controlled trials with comparable, validated outcomes

to support one intervention over another. The overall impression is, however, that
psychosocial interventions are moderately effective in reducing psycho stimulant use
and associated problems (Baker et al., 2005). No overarching meta-analysis has been
published, although a Cochrane Review protocol has been prepared. Better outcomes
for behavioral, cognitive, and psychological approaches have been reported among
more severely psychiatrically symptomatic .populations, particularly those with

depressive symptoms (Baker et-al., 2006).

If the outcomes of.most behayvioral and cognitive approaches are broadly
comparable, then cost=ctfeetiveness may. be an important consideration in developing
future models of cares’On this basis; bﬁéfer_ interventions will have advantages over
more comprehensive buit resource-intensiye programs, such as the Matrix Program.
Studies may also offer guidancé és to the‘ o-'btimal intervention points (in terms of

treatment history) and intervention targets (i.e.; selection of patients with more severe

psychiatric symptoms) (Shearer; 2007). 2N

In this study, the researcher interests to implement combine intervention
(GMI-BCBT) plus usual, care for reduce amphetamine use and co-occurring
psychological problenis. This intervention was designed for amphetamine users who
received treatment at drug treatment clinic outpatient department of psychiatric

hospital in 'Southesn, Thailangd.



CHAPTER III
METHODOLOGY

This chapter describes research methodological approaches to test Group
Motivational Interviewing and Brief Cognitive Behavior Therapy (GMI-BCBT) plus
usual care in comparison to the usual care only. Research design, population and
sample, setting, instrumentation, subjects’ consent.and protection of their right, data

collection, intervention preeedures, and'data analysis-are discussed as follows:

Research Design

Quasi experimentalddesign Was conducted, using two groups of participants:
control and intervention. Both groups were assessed at baseline and there were three
follow-up sessions from beginning of ApriI'{Z'QIO to end of February 2011. Urine test
was administered three times over seven months’ period to evaluate the efficacy of

GMI-BCBT plus usual care.
Population and Sample

Population’ consisted of patients who used amphetamine, had co-occurring
psychological problems and registered as outpatients at the Suansaranrom Hospital and
Songkhla Rajanagarindra psychiatric Hospital, Southern Thailand since June 2010.

The target population in this study refers to patients who received medication and
psychotherapy treatment at the Matrix clinic, Suansaranrom Hospital and the Fasai
clinic Songkhla Rajanagarindra psychiatric Hospital. Patients who had used
amphetamine at least once within one month prior to registration for treatment at OPD

and been diagnosed by the M.I.N.I. for the definite or probable to mild or moderate co-
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occurring psychological problems, were eligible to take part in this study. The
diagnosis was confirmed by psychiatrist base on ICD-10.They also had to be 15 to 40
years of age. Participants could speak Thai, able to communicate, and mentally
reasonably-functioned. Patients were excluded if they suffered from symptoms or
showed signs of a serious organic condition or physical health problems, associated
with organic brain impairment.

1.Sample size

The target population.in this stu&y refers to.sample size. The sample size is
approximated based onsstatistical power|analysis, at a significance level of .05, and a
desired power of .80..Fhe results of one ‘.mlcta-analysis study found that effects of the
Motivational Interviewing: (ML) inter\jren‘t_ion were more efficacious than no
intervention in reducing/alcehol consumpt"li(_)n. Meta-analysis was used to examine the
effects of 22 controlled interventiori studie_s.-;_','();l average, aggregate effect sizes (d) for
nine studies of MI compared fo-other tré_éiﬁt_ients was 0.43 (Eirini et al, 2006)

Therefore, the effect size on F-test on mean in the analysis of variance and covariance

was computed by usiig-the-equation-(Cohen;1988):

N o7 0. el

05

400

Whereas 7., is the necessary sample size to detect /' =.05 for a (significant
level) = .05, with power = .80; the sub table of Table 8.4.4 illustrates n.,; = 1571
(Cohen, 1988).

f'is the standard deviation of standardized means translated from d (ES index

for the #-test), which is equal to d/2 (Cohen, 1988). Thus, /= .43/2 =.215
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Substituting in the equation:

N = 1571 +1 = 85.96

400(.215)°

.,

et slmp@ﬁ each arm in the study was 90.

Using this equati

Over-sampling by at leas er to reduce the threat of sample

attrition. The final study tamine users, 100 patients for

each group.

2. Sample selection
Participants were rec d from patie s, o ed in two psychiatric hospitals at

the outpatient department and Wﬁm ed for amphetamine use disorders and

A
S
co-occurring psychg‘_thglcal problems, asse:

IN.I., TLFB, and Thai

HADS. Prior to admi j ering the ai HADS, patients in one
0

hospital were assigne an intervention group and pment from another hospital to

control group. ﬁvgﬁ Qﬂogfﬂqﬁaw %] @Tﬁ .ﬁelectmg participant for

both groups werg as follow
AR IAS T I Te e
taking part in the study
2.2 They were tested positive for amphetamine use.
2.3 They were diagnosed to have at least one type of co-occurring

psychological problems.
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Settings

This study included patients from two psychiatric hospitals to participate in this
study. Patients from one hospital underwent intervention and patients from the other
hospital were the control group. Using two hospitals took into account the researcher’s
concern about diffusion that may oceur from interventions if the subjects of the two
groups study in the same hospital.

Both hospitals had.similar cha;racteristics. Both were psychiatric hospitals
located in Southern Thailand, and wete agencies under the Department of mental
health. They both offer'similar services sYs_tl_ems, with psyehiatric nurses who provided
Brief Advice (BA) andiBrief Intervention ‘(’BI) services for drug addiction patients.

Instrumentation )

Research instruments in-this study cdﬁiﬁ'r'ised of: 1) A demographic data form;
2) the M.LN.L; 3) -ntervention process measures with self-efficacy scores, and
satisfaction scores for GMI-BCBT; 4) outcome measures that comprised of TimeLine
Follow-back, Motivational €hange Ladder {MCL) scores, urine test, and Thai HADS
scores; 5) a GMI-BCBT intervention; and6) the jusual care with the following data
collected:

1. A demographic data form (developed by the résearcher, based on reviewed
literature and proven content validity by professionals who have worked with drug
addiction problems) included personal information such as sex, age, marital status,
level of graduation, occupation, perceived adequacy of their income, psychological
illness problems, chronic illness problems, history of other substance use, and history
of illegal drug use. This information could be collected by psychiatric nurse within 5-

10 minutes.
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2 The M.IN.I. (Mini International Neuropsychiatric Interview) Structure
diagnostic interview instrument for psychiatric disorder with 16 modules. This
instrument was administered by well trained and qualified psychiatric nurses from
Department of Mental Health. Its aim was to identify co-occurring psychological
problems in amphetamine users. The nurse also spent 15 -30 minutes to administer
M.LN.L on each patient to screen and diagnose amphetamine abuse and dependence.

3. Intervention process measures

This study used thiee assessm;nt measures in the intervention process as
follows: '

3.1 The*Self#ctficacy RuIeg_(SR), a self report measure to assess the
perception of participant’s self-efficacy t(_;‘ch_ange amphetamine use, with a scale from
0 — 10. (0 “T do not haye the capability t(';,._change my amphetamine use,” to 10 “I’'m
perfectly capable of changing my-anllphetampjfnéuse.”)

3.2 Satisfaction sceres for thi G_MI- BCBT intervention--another self-
report instrument, used to. assess clients™ ’;‘atisfaction after the completion of the
intervention, with a scate-from-1—>5-(1“Fam-the least-satisfied with this intervention,”
to 5 “T am completely satisfied with this intervention.”)

4. Outcome measures

This study used four assessment outcome measures to gvaluate the efficacy of
intervention. Participant self-reportifig amphetamine use, motivation to change, and
level of'anxiety and depression werte assessed at baseline, as wellyas 2, 4 and 6 months
post-intervention. Random urine specimen was collected at 2, 4 and 6 months, post-
intervention. Detail of assessment are as follows:

4.1 TimeLine Follow-back (TLFB), (Sobell and Sobell, 1992), was

developed to assess amphetamine use quantity/frequency/method/situation related to

amphetamine use, and incorporates recall-enhancing techniques that result in reliable



30
information. The TLFB method uses important events, calendars, and other memory

prompts to enhance recall. Data were collected from patients’ self report.

4.2 The Motivation for Change Ladder (MCL), a self report measure
based on Prochaska and Diclemente’s stages of change model, which assesses
individual’s motivation to drinking behavior change. This measure asks participants to
rate how ready they are to change amphetamine use behavior on a scale from 0 — 5.
This instrument was adapted-from Biener and-Abraham (Biener and Abrams, 1991).

Data were collected from patienis” self report.

4.3 That HADSAThai veréi_on of hospital anxiety and depression scales)
was used due to its good reliability anfi Y_alidity for both anxiety and depression
subscales. At the cut-off point of > 11 of f.ie_e.lch_ sub-scale was the best cut-off point to
detect anxiety disorder ‘and depressive jkdl:idsdo”rder. The sensitivity of anxiety and
depression sub-scales of Thai HADS were 4)0'% and 85.71% respectively, while the
specificity were 86.0% for anxiety and 913%‘ for.depression. Both sub-scales also
showed good intemal'consistencies Wwith - Cronbach’s aipha coefficient of 0.86 for
anxiety sub-scale and 0:83 for depression sub-scale. In conclusion, the study showed
that Thai HADS is a reliable and valid instrument for the screening of anxiety and
depression in Thai patients. It is a 14 items scale that measuresianxiety and depression
from 0 — 3 (0 = never, 1 = sometimies, 2= often,3»= always). This/instrument can be
administered ‘within 10+'15 mifiutes;allowing for affast data'collection.

4.4 Methamphetamine test Kit is a one-step immunoassay for the
qualitative detection of methamphetamine in human urine. A cut-off point of this
screening test is 1,000 ng/ml (positive).

The urine specimen and data from these instruments were collected and

examined by psychiatric nurses.

Measurement tools were used in this study, which are shown in table
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Table 4

Measurement tools in this study

Reliability
Phase Measurement tools Objective Scale Coefficient

(this study)

. ‘-.."‘\__ : »
Baseline 1. The demograp ,_\:;\ “ H/ / 2 No -
S ‘
data form - - information
—

2. MINI (Mini 1=Yes (1) Part current

Internationg . hiatric diso . | 0=No major

Neuropsychi depression
IntervieW) episode
Specificity =0.94

Sensitivity=0.98
Kappa =0.87
(2) Part GAD
Specificity =0.97

Sensitivity=1.00

Kappa =0.89

ammmmwﬁmmﬂ
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Measurement tools in this study (continued)
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Reliability
Phase Measurement tools Objective Scale Coefficient
_ (this study)
In the 3. Self-efficacy .. |  ' A On a ruler -
intervention | Ruler (SR) from 0-10
process
4. Satisfactig .f Onas -
the GMI-BCB! scale
intervention
Outcome 5. TimeLine No -
measures Follow _-,- ac ' (calendar
(TLFB) technique)
P situatiori.sl‘If
AUBTNERINEANNT |
ladder

for Change Ladder %hange amphetamlne

QRN TR TN
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Measurement tools in this study (continued)
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Phase Measurement tools
Outcome 7. Thai HADS (Th
measures version of Hospital
(cont.) Anxiety and

Depressio

s

Objective

.,d

" and anxi

7. Methamphetamine

test Kit

NINYT

To assess amphetamine

use by urine test

Reliability
Scale Coefficient
(this study)
Score (1) The cut-off
from 0-3 | point of each

E)

o/

Positive
=1
Negative
=0

part > 11.

(2) The
sensitivity of
anxiety and
depression was
100%, 85.71%
respectively
(3) The
specificity of
anxiety and
depression was
86.0%, 91.3%

respectively

A cut-off point
of screening
test is 1,000

ng/ml (positive)
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5. The Group Motivation Interviewing — Brief Cognitive Behavior Therapy (GMI-
BCBT) Intervention
The GMI-BCBT intervention was constructed and developed through these
steps:
5.1 The researcher reviewed the literature of amphetamine use reduction
interventions found in Thailand and analyzedithe existing interventions in order to find

useful strategies to respond to existing interventions’ limitations.

5.2 A review of" literature was conducted from both theoretical and
empirical frameworks. JFhe researcher llooked at the intervention and approaches
available in the West. This included that.‘_dt’ﬁe evidence of effectiveness in identifying
the status of evidence-bage intervention, aeféminants, process and pathways involve
in amphetamine use, related behavior ch;nge, measurement tools relating to those
processes and pathways--in order to deVéiépj_Jan intervention specifically for this

project. T

5.3 The resgarcher developed an in=depthrifteérview to find out perceptions
and opinion from former Thai addiets. (n =4) about amphetamine use in order to find
useful qualitative data to .develop an intervention tailored to the need of specific

population.

5.4 Thexesearcher developed a broad structured model for intervention to
reduce amphetamine use and co-occurring psychological problems among patients

based on steps 5.1-5.3.

5.5 The intervention model was examined by 3 experts in order to correct and

improve the content and structure of the intervention. These experts comprised of two
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psychiatrists and psychiatric nurse who have expertise in brief interventions,
motivational interviewing (MI), and cognitive behavioral therapy (CBT).

5.6 The researcher tested the intervention with psychiatric patients (n=7) in
Inpatient Department (IPD) of psychiatric hospital and revised it before putting it to
use with the participant in the present study.
The process for developing a GMI-BCBT intervention can be summarized in

Figure 5.

Figure 5

The process of developing alGMI-BCB T intervention

Reviewing the evidences inMI, CBT, and brief intervention

Developing the intefvér'ftion based on evidence

Discussion-with-the-former-addicts to-gather mformation in order to

develop tailored made strategies for reducing amphetamine use and

co-occurring psychological problems

;

Intervention model examined and-approved; by, 3.experts

}

Intervention tested and revised
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6. Usual care
Usual care for drug addiction treatment in Thailand composes of Brief
Advice (BA) and Brief Intervention (BI) (Ministry of Public Health [MPH], 2004).

6.1 Brief Advice (BA) aims to increase patients’ self-awareness and encourage
them to comply with drug addiction treatment. Each session last 5-10 minutes. Patient
had been encouraged to get more information.about treatment by therapist, was the
expected outcome. The session is done by a psyehiatric nurse.

6.2 Brief Intervention«(BI) aimsi,to identifyscurrent or potential problems with
substance use and mouvate patients at lilrisk to change-their substance use behavior.

' |

Each session lasts 20:30" mifiutesy Patients geceiving andiappropriate treatment are the

expected outcome. ThesSessioniis dore byia psychiatric nurse.

Protection of Human Subjects’ Rights j .

-. TJ"

All participants needed to Subimnit théi'i:-"s".i‘gned consent forms prior to taking part
in the study. Participafits-under-20-years-of-age-would havé to get consent forms signed
by their parents. T :

Ethical approvz;ﬂ was obtained from The Etl{ical Review Committee for
Research Involving Human Research Subjects, Health Science Group, Chulalongkorn
University, Thailand, before data collection could,eommence.

To begin, 'the “researchen 'wag~permitted cto| meet the "diréctor of the two
participating psychiatric hospitals in Phunphin District, Suratthani Province and in
Meung District, Songkhla Province, in Southern Thailand. The directors of both
hospitals were informed of the details of the present study and the benefits and risks to
the patients. A letter asking for permission to collect data was drafted by the Graduate

School, Chulalongkorn University and was submitted to the directors of both hospitals.
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After human subject approval and permission from the ethical committee of
both hospitals was granted, participants were screened for amphetamine use and co-
occurring psychological problems with the M.I.N.I., TLFB, and Thai HADS. Patients
who used amphetamine at least one time in the previous one month, had score positive
in each M.I.LN.I. module, and were willing to participate in the study were selected.

The researcher initially made an appointment with prospective participants to
provide a personal introduction and to inforim them of the procedures of the study. The
prospective participants weseinvited to T-Iparticipate in the study and were assured that
all information would be'kept conﬁdentifal, including the activities in the program and
the persons involved in‘the program. They were also informed of the benefits and risks
that were part of the study progess and th_;ft they were free to withdraw from the study
at any time if they wished. All participanté;eceived non-financial (health information)
incentive. ~ 7_‘

i

= ‘-J

Data Collection and Intervention Procedures -

The researcher approached the patients who met all inclusionary criteria
and were willing to makera commitment to the study. All patients had to supply signed
consent forms prior to participation in the study. The researcher set up team work of 10
qualified co-researchers; 5 therapists and 5 research personals. These five therapists
were psychiatric nurses whohad been trained in basic_counseling and worked in
psychiatric wards for more than two years. The research procedures are presented in

Figure 6



Figure 6

The research procedures
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Eligible participants

(Amphetamine user aged 15-40 years old)

!

Intervention group (n=100)
Suansaranrom Hospital

v

Inform consent

\ 4

Pre intervention (base line)
Gen Characteristics. MINI,
Thai HADS, MCL, SR,
and TLFB

GMI-BCBT plus usual care
4 sessions

v Psychologieal problems and amphietamine use screening |

y

Control group (n=100)

Songkhla Rajanagarindra Psychiatric Hospital

2 month.follow-up
TLFB, Meth test kid,
Thai HADS; and MCL

A

4 month follow-up

TLFB, Meth test kid, and MCL

'

6 month follow-up
Thai HADS,
TLFB, Meth test kid, and MCL

v

Inform consent

\ 4

Pre intervention (base line)
Gen Characteristics. MINI,
Thai HADS, MCL,
and TLFB

\ 4

Usual care

v

2 month follow-up
TLFB, Meth test kid,
Thai HADS, and MCL

A 4

4 month follow-up

TLFB, Meth test kid, and MCL

v

6 month-follow up
Thai HADS,
TLFB, Meth test kid, and MCL
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Control group
Patients assigned to the control group (non-intervention group) were advised
that personnel from this study would contact them after 2, 4, and 6 months for follow-

up data collection efforts.

GMI-BCBT group

The GMI-BCBT was administered-to=patients assigned to the intervention
group. The main goal of the interventi(;n was to-minimize the level of drug use and
reduce the risk of mmentaly physical, | financial, soeial, and occupational health
associated with regularamphetamine use. _Patients were assisted to identify their own
specific goals. For exampley if a patient h;a‘d a concurrent mental health problem, such
as depression or a psyechotic illness, a cruc1a1 goal thus would be to enhance his
understanding of possible mteractlons bet\‘;yeen drug use (prescribed or illicit-drug
taking) and his current psychiatric symptomé and potential health risks for prolonged
amphetamine use. - - 2y

The GMI-BCBTFantervention-composed-of-four-following sessions:

Session 1 Motivation building—to encourage patients to comply with this
program: (1 2 - 2 hour per.one group). Researcher divided 100 patients into 23 groups
(4-7 persons per one.group)with therapists acting as group facilitators.

This session was based on Group Motivational Interviewing Therapy (GMI).
This helped participants to participate in.group diseussion and to give each other social
support. It also enabled them to understand the problem more clearly.

The therapist’s task is to create a set of conditions that would enhance the
client’s own motivation and commitment for attending/completing the GMI-BCBT
program. Following the development of the client’s commitment to change, the

therapist assisted the client in learning skills that will help him/her achieve change.
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Session 2 Goal setting: in this session, participants would be helped to set their
goals. They were taught the cognitive concept and cognitive model so that they could
analyze their own risk situations. They need to know what triggered the bad felling
which led them to take amphetamine. They also had to record their thoughts and

emotions in the provide questionnaire forms:

Moreover patients were allowed to discuss-the effective method in dealing with
their own individual preblems (tailor-made for individual). Therapist set homework
for patients. The homéworle'composed of risk situation analysis, automatic thought,
feeling, alternative way to deal’ with di/sfunctional thought (45 — 60 minutes per

session). "

Patients were told that it was possii)‘lq to fit the person’s experience of cravings
into the following model. _‘ " 7.

BEHAVIOURS + PHYSICAL + THOUGHTS = CRAVING

Therapists and clients talked aboutébé‘dific or suitable activities which could
help them to reduce amiphetamine use and encourage them to stop using amphetamine.

Session 3 Therapists discussed with patients about their homework and
problem solving evaluatiom;sthought restructuring on risk situation, amphetamine use
and pleasurable activities (45 — 60 minutes per session).

Therapists also discussed with clients about any possible<delay, distraction,
other alternatives and set pleasurable “activities' for clients; based ‘on-their own need.
Therapists let clients write about their personal goals, positive thinking, succession and
social support.

Session 4 Therapists discussed with patients about homework and evaluated

their problem solving, thought restructuring on their risk situation, amphetamine use

and pleasurable activities. Therapist also encourage them to review their own success
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from the way of succession form and progress as well as revise their drug refusal skill
to prevent future risk of relapse. (45 — 60 minutes per session)

All sessions were arranged by psychiatric nurses who were fully-trained for
Group Motivation Interview and Brief Cognitive Behavior Therapy. This intervention
is applied intervention, so it does not need to test fidelity. To control stability of
intervention session, researcher gave 'a GMI-BCBT manual to all therapists.
Researcher also had meeting with all researeh.teams twice a week to discuss patients’
problems and any problems-that couldgloccur between the sessions. Follow-up cards
were created to remind patients of the|ir schedules, activities and the GMI-BCBT
sessions. When necessary sresearcher Wopld call to remind the patients about the
follow up schedule to prevent attrition rate__‘of drop-outs.

Patients were assessed at baseline (ia_re-treatment), 1 month post-treatment. This
was followed by follow-up sessio-ns‘ Where_t-;ll;'le-'}:/ could discuss their problems at 2, 4, 6
months post treatment. At'2 and 6 month's_," i}Sychiatric nurses administered TLFB,
Meth test Kit, Thai HADS and recorded the f_e:éﬁlts of therapy in medical records. At 4

months patients were assessed-on-TEEFB,-Meth test Kit by psychiatric nurses and

results were put on medical record.
Data Analysis

Data were analyzed usingithe Statistical Package for Social S¢iences (SPSS for
Windows). Descriptive statistics including means, standard deviations, frequencies and
percentages, were computed to summarize demographic variables, amphetamine use
and mental health problems between study groups. Differences between the
intervention (GMI-BCBT plus usual care) and control group (usual care only) were
evaluated using independent t-tests for continuous variables and Chi- square analyses

for categorical variables.
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Variables in which differences between two groups approached statistical
significance identified as potential confounders will be included as covariates in the
models. The effect of intervention was evaluated using a repeated measure of the
analysis of covariance (ANCOVA) on the subjects’ co-occurring psychological

problems (Thai HADS) scores.

Survival analysis were ival function of median survival time

for the patient who get r amphetamine use) to analyze

survival rate by time. 7 —
Content from : \ i \ eline Follow-Back will be

analyzed using cont ling about patients’ thought

and perception in and . co-occurring  psychological

problems.

AU INENTNEINS
RINNIUUNIININY



CHAPTER IV
RESULTS

This chapter focuses on the results of the study. The results are represented in 6
parts: (1) the subjects’ characteristics, (2) the subjects’ co-occurring psychological
problems at baseline, (3) Impact of the /GMI-BCBT plus usual care on process
measures within intervention group, (4) Impaciof the GMI-BCBT plus usual care on
outcome measures, (5) The efficacy of interventionversus control condition, and (6)

content analysis
RESULTS

Subjects’ characteristics

b i A

The subjects in this study consisted Qf T_c_)}li;cpatient who were amphetamine users
with psychological -problems (n=200). Théy rwere divided into two groups: the
intervention group (n=.100) and the control group (n=100). The mean age of the 200
participants was 24.98 years (SD = 5.18, min = 16, max = 40). The majority of
participants were single 55 %(n = 110), finished ‘Secondary-education 51.5 % (n =
103) and were farmer44.5 % (n = 89). Most of them perceived that they had sufficient
incomé.thotigh' 39.5,% (n'=79) had no savings.| 71.5 % (n = 143, reported no history
of psychological problem and 96.5 % (n= 193) had no physical illness. Most
participants reported history of legal and illegal drug use 98.5 % and 78.5% (n = 197
and 157, respectively). Most of them were poly drug users. The most common

methods of using amphetamine was transnasal inhalation passing water (n = 197).



44

Baseline characteristics of patients in the two study groups are summarized in

Table 5 Patients in the intervention and control groups were similar with regards to

age, marital status, educational level, occupation, history of psychological illness

problems, history of illegal drug use, history of amphetamine cessation, amphetamine

using pattern, requested for medication and counseling, concomitant treatment, and

period of time for amphetamine cessation (all p’s > 0.05). The two groups did differ,

however, according to perceived adequacy of.their income, history of chronic illness

problems, and requested forknowledge bf substanee (all p’s < 0.05).

Table 5

Subjects’ Demographie/Characteristics at baseline

. Numbers (%)

Fotal _ > Jntervention Control
Variables — P-value
_ _Group Group
(n=200) (n=100) (n=100)
Age: mean (SD) 25.0(5.13) 25.6(4.96) 24.4 (5.36) 0.11
Marital status
Single 110(55.0) 53(53.0) 57(57.0) 0.76
Married 79(39.5) 42(42.0) 37(37.0)
Others 114(5.5) 5.(5.0) 6(.0)
Educational level
Primary & Secondary 149 (74.5) 71 (71.0) 78 (78.0) 0.15
education
Occupational degree 34 (17.0) 22 (22.0) 12 (12.0)
Bachelor and higher degree 17 (8.5) 7 (7.0) 10 (10.0)




Table 5

Subjects’ Demographic Characteristics at baseline (continued)
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Numbers (%)
Total Intervention Control
Variables Group Group P-value
(n=100)
Occupation
Unemployed 21 (21.0) 0.86
Employed 79 (79.0)
Adequacy of their inc
Enough and saving 16 (16.0) 0.001
Enough but not saving 34 (34.0)
Not enough and no de 16 (16.0)
Not enough and dept 34 (34.0)
Psychological illness proble
Yes 33(33.0) 0.10
No 67 (67.0)
Chronic illness prob
7(3.5) 6 (6. 0) 1(1.0) 0.05

ﬂ 1 I El % 1¢g]1n§1ﬂ|9s(fﬂ)ﬂq 99 (99.0)
AN AINIURIINAE
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Table 5

Subjects’ Demographic Characteristics at baseline (continued)

Numbers (%)

Total Intervention Control

Variables w Group Group P-value
AN
. \ "‘
Sk - 100) (n=100)

History of other substance V ——
Yes / 785) \\ 81 (81.0) 0.49

No 19 (19.0)

History of ice use
Yes 32(32.0) 0.87
No 68 (68.0)

History of cannabis use
Yes 52 (52.0) 0.07
No 48 (48.0)

History of 4 x 100 use- -
(Boiling Kratom leaf wi -“

COKE, cough syrup and 0 her

ﬂ‘UEJ’J VLﬂmﬂzﬁl'lﬂ'?m
’»1 1S NS e

(Mitragina spiciosa)
Yes 22 (11.0) 16 (16.0) 6 (6.0) 0.02
No 178 (89.0) 84 (84.0) 94 (94.0)

History of inhalant use
Yes 11(5.5) 3(3.0) 8 (8.0) 0.11
No 189 (94.5) 97 (97.0) 92 (92.0)
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Table 5

Subjects’ Demographic Characteristics at baseline (continued)

Numbers (%)
Total Intervention Control
Variables \i} | Group Group P-value
200) /k 100) (n = 100)
History of heroin use
Yes 3(3.0) 0.50
No 97 (97.0)
History of zolam use
Yes 7 (7.0) 0.08
No 93 (93.0)
History of legal drug use
Yes 98 (98.0) 0.5
No 2(2.0)
History of drinking beg ;- :‘
Yes m 6.0 [ﬂ 56 (56.0) 0.19
78 (39.0) 34 (34.0) 44 (44.0)

. °fa1°°hﬁsu NI T o
m@sn:gmmﬁfﬂwﬁﬂm i

Yes and currently use 197 (98.5) 99 (99.0) 98 (98.0) 1.0
No 3(1.5) 1(1.0) 2(2.0)
Method taking amphetamine
Smoke through the water 197 (98.5) 100 (100.0) 97 (97.0) 0.25
Smoke without water 3(1.5) 0(0.0) 3(3.0)
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Table 5

Subjects’ Demographic Characteristics at baseline (continued)

Numbers (%)
Total Intervention Control
Variables \i} | Group Group P-value
200) /k 100) (n = 100)
Amphetamine using patterﬂ/
Continuous using / 2(2.0) 0.28
Intermittent using ‘ 98 (98.0)
Amphetamine cessation
(Life time)
Yes 78 (78.0) 0.87
No 22 (22.0)
Patient requested for medicati
Yes 99 (99.0) 1.0
No e OO0y P 1(1.0)
Patient requested for cou 7
Yes - 197 (98.5) 99 (99.0) 98 (98.0) 1.0

Patient requestemru g_j ﬂ] ‘VI E] 7] 3 w EJP'] ﬂ -j 2(2.0)
TAMANIAMINANEL,

No 56 (28.0) 4(4.0) 52 (52.0)
Medication treated by
physician(OPD card record)
Antipsychotic drug
Yes 157 (78.5) 77 (77.0) 80 (80.0) 0.73
No 43 (21.5) 23(23.0) 20 (20.0)
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Table 5

Subjects’ Demographic Characteristics at baseline (continued)

Numbers (%)
Total Intervention Control
Variables ’ Group Group P-value
/ﬁ 100) (n = 100)
Anti Depressant drug |
Yes 40 (40.0) 0.66
No 60 (60.0)
Ant anxiety and hypnotic d
Yes 44 (44.0) 0.67
No 56 (56.0)
Mood stabilizing Drug
Yes 3(3.0) 1.0
No 97 (97.0)
Antiparkinson drug
Yes .- 80 (80.0) 0.10
No ' 51(25.5) 31 (31. 0) 20(20.0)

T U NN NN T s o
QWA TN 8%

amphetamine cessation month 8.58 (8.44) 7.62 (10.88) 0.77
(SD)
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Subjects’ co-occurring psychological problems at baseline

The M.LN.I. was administered to 200 patients. The results for prevalence of
current lifetime mental and addictive disorders are presented in Tables 6 These show
that 59.5 percent having had a mood disorder, 40.5 percent an anxiety disorder, 3.5
percent a psychotic disorder, and 90.5 percentra amphetamine dependence. Lifetime
antisocial personality disorder was identified in"14 percent. Forty two (21%) subjects
reported having attempted suieide in the-‘past. When the MINI’s scale was used to rate
current suicide risk, thirteensubjects (‘|6.5%) were at high risk, 5 (2.5%) were at
medium risk and 24 (12%) were at IOW ;:‘isk; the rest were considered not at risk.
Numbers and percentage of co-o‘ccurrit_‘rg Jpsychological problems at baseline are
summarized in table 6 for patients inthe iriitt_er?ention and control group.

gl JH i,

The Thai-version of the Mm1 Interné_ﬁ:bﬁal Neuropsychiatric Interview, which
was the structured diagnostie-iiterview ins’t_rtiﬁlent for psychiatric disorders (MINI)
were administered | (o—200—patients—who—suffer—frorfi amphetamine abuse and
dependence. Across the sample, 59.5% (n=119) had major depressive current 2 weeks,
40.5% (n=81) had geﬁeral anxiety disorder,which were substance-induced; 28.0%
(n=14) had anti social personality, disorder. Patients in the intervention and control
groups were similar with regards todrug use espeeially for alcohel and amphetamine,

psychoti¢ feature.



Table 6

Subjects’ co-occurring psychological problems at baseline
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Numbers (%)
Total Intervention Control
Variables ', b Group Group
/ﬁ 100) (n = 100)
MAJOR DEPRESSIVE 1
EPISODE (MDE)
Current (2 weeks) 67(67.0)
Recurrent 31 (31.0)
MDE with MELANCHO
FEATURE 38 (38.0)
DYSTHYMIA 5(5.0)
SUCITADLITY Current 15 (15.0)
Risk: Low 2(2.0)
Medium 3(3.0)
Y.
High E L‘j 10 (10.0)
MANIC EPISODE
Currentﬂ u EI?J ‘ %on ﬂ i 10 (10.0)
Past ql ﬂﬂy] Sm 7(7.0)

HYPO

Past 4(2.0) 1(1.0)

TR TN AN L,

3(3.0)




Table 6

Subjects’ co-occurring psychological problems at baseline (continued)
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Numbers (%)
Total Intervention Control
Variables | ‘ !’# Group Group

(=200 / 100) (n = 100)
PANIC DISORDER Current 1(1.0)
AGORAPHOBIA 0(0.0)
SOCIAL PHOBIA 2 (2.0)
OBSESSIVE COMPULSI
DISORDER 9.(9.0)
POSTTRAUMATIC STR
DISORDER 1(1.0)
ALCOHOL DEPENDENCE ‘f;? : 27 (27.0)
ALCOHOL ABUSE a2 0y S ‘ 27 (27.0)
AMPHETAMINE — — —, 5
DEPENDENCE ‘ 0 7 88 (88.0)
AMPHETAMINE ABUS@ 19 (9.5) 7 (7.0) 12 (12.0)

PSYCHOTIC Dﬁﬂiﬁ ;j VLEJJ] %Jngoﬂ ﬂ ‘j 0(0.0)

Life time q

v T TNENAY”

PSYCHOTIC FEATURES

Life time 2(1.0) 2(2.0)
GENERALIZEED ANXIETY

DISORDER 81 (40.5) 36 (36.0)
ANTISOCIAL

PERSONALITY DISORDER 28 (14.0) 12 (12.0)

0 (0.0)

45 (45.0)

16 (16.0)
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Impact of the GMI-BCBT plus usual care on process measures within

intervention group

Mean SR scores pre intervention were also lower than post intervention (mean +
SD: 6.71 £ 1.02 vs. 7.72 £ 0.71, t = -10.90, 99 df, p < 0.001). Effect sizes were
calculated using Cohen’s d to quantify the magnitude of difference in mean scores and
to assess the practical significance of | changés before and immediately after the
intervention. The analysis.revealed that mean SR scores had a 15.05% increase
immediately after the intervention. The lgllrge effect sizes were found for SR (d = 1.09).
The mean scores of safisfagtion of the ir;te,‘rvention at the last session were on a high

level from a 5.0 scale (mean'4.75, S_D 0.5): T};e details are as follow in table 7.
Table 7 VL /%

Mean score and SD within intérvention g@ﬁ.‘pre and post intervention (the GMI-

BCBT plus usual care) ot 2, -

Variables ' Mean (SD)
Pre intervention Post intervention P-value
(N ="100) (N = 100)

Self efficacy ruler(SR) 6.71 (1.01) 7.72 (0.71) 0.001

Score: Meéan (SD)

Satisfaction of the intervention - 4.75(0.5) -
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Impact of the GMI-BCBT plus usual care on outcome measures

The impact of the GMI-BCBT plus usual care composed of three parts: (1)

motivation to change, (2) amphetamine use, and (3) co-occurring psychological

.

plus e on the motivation to change

problems.

A: Impact of the

within each conditiory

The Motivation efore and immediately after

the intervention, were vention group. Mean MCL

scores pre intervention aver er than post intervention (mean + SD: 3.51 + 0.58 vs.

398 +£0.35,r=-8.41,9 | ( _' "he ana1 is revealed that mean MCL scores

had a 13.39% increase im edl’ "‘ftef th
= .*"

ervention. The large effect sizes were

found for MCL (d = 0.84) patients in the intervention group

g rol group (all p’s <0.001),
ﬂ‘NEI'J ‘VlEJ'V]ﬁWEJ']ﬂ'i
q Wqﬂ\?ﬂim URIAINYIAY

had MCL scores in
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Table 8
Mean score and SD of The Motivation for Change Ladder (MCL) scores comparison

between intervention and control groups

Mean (SD)

Variables Control t
Baseline - 8.667
Immediately post-mterveM ' .35). . . 13.057

1" follow up § 9.45F

2" follow up 0 (0.85) 8.94%

3" follow up ’ 58(0.60) L L 3:72(091) 746
Note. p-value from indep

B: Impact of the ( nlus usual care o amphetamine use within

each condition groupm

e 3 A 1 e e i

condition groupq'hwlded into 2 partg (1) urine tekt and (2) patteal:; of amphetamine

QRIAINTUNAINGIANE

Urine test
Frequency and percentage of urine test positive are presented in Table 9 for
patients in the intervention and control group. All 200 patients were requested to

undergo 3 different urine tests to identify amphetamine use post intervention. The
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results indicated that patients in the intervention group had urine test positive in 3

times lower than those in the control group (26.0% and 74.0%, respectively).

Table 9

Frequency and percentage of urine test positive within each condition group post

intervention
Urine test 1 Urine te;;t 2 Urine test 3 Total
Positive Missing™| Positive = Missing | Positive = Missing Positive
Intervention n=100 =941 n=_88 total frequency = 177
11 0 16 = § 19 12 46
(11%) (17:0.%) (6-4%) (21.6%)  (13.6%) (26.0%)
Control n=100 == 92, i_ n=90 total frequency = 177
55 0 4" 3 H W2 10 131
(55%) @78%) (7%l (356%)  (11.1%) (74.0%)
Total n =200 =186 T n=178 total frequency = 177
66 0 | 760 i 22 177
(33%) - (32.3%) (7.5%) 28:7%)— = (12.4%) (100%)

Note. Missing = patients were absent during follow-up scssions.

Patternsiof Amphetamine Use

The main finding of TLFB in this study was pattern of amphetamine use which
is presented in table 10. A total 200 patients reported quantity, frequency of
amphetamine used, and other drugs used within two weeks per each follow up session.
It was found that 42% of intervention group and 53% of control group reported
quantity of amphetamine use 1-2 tablets amphetamine in each time; a few patients use

5-10 tablets at base line. At follow up 1-3, both group showed decreasing
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amphetamine quantity only 0-4 tablets. Both group had the same frequency of
amphetamine use at base line within 2 weeks (0-14 days). And all follow up sessions,
both groups also reducing frequency of amphetamine use (0-5 days).

At baseline, the other drug types most commonly use with amphetamine are
cigarette (96.0% in intervention group) (92.0% in control group). and alcohol (28.0%
in intervention group) (49.0% in control ‘group). And all follow up sessions, both
groups reducing and abandon cigarettes and«alcohol consumption. Control group

increase more illegal drug use-such as 4x100 and eannabis.

Table 10

Patterns of amphetaminé use —~

" Min-Max

Patterns of dia
Interventiga group. .~k Control group
e baseline FUI1 FU2 FU3_ _ ~baseline FUI1 FU2 FU3
Quantity 1-10 -0-3 0-2 0-2 1-10 0-4 0-2 0-2
(tablets)
Frequency 2-14 0-5 0-5 0-5 1-14 0-10 0-5 0-5
(days )
Other drugs used FU1 FU2 FU3 FU1 FU2 FU3
(%) (%) n(%) n(%) n(%o) n(%)
Cannabi$ 4(4.0) 6(6.4) 6(6.8) 17(17.0)  8(8.5) 7(7.5)
4x 100 2(2.0) 4(4.3) 4(4.5) 35(35.0) 28(29.8) 29(31.2)
Alcohol 28(28.0) 22(23.4) 20(22.5) 49(49.0)  44(46.3)  44(46.8)
Cigarette 91(96.0) 85(90.4) 76(85.4) 92(92.0) 88(92.6) 85(90.4)

Note: FU1 = 1" follow up, FU2 = 2" follow up, FU3 = 3" follow up
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C: Impact of the GMI plus BCBT on co-occurring psychological problems

within each condition group

Mean baseline Anxiety scores and Depress scores from Thai version of Hospital
Anxiety and Depression scale (Thai HADS) showed that the two groups did differ at
baseline (p’s < 0.05). Mean baseline Anxigty.scores were lower for patients in the
intervention group, compared with those in the-contrel group (mean + SD: 6.23 + 4.04
vs. 9.94 £ 4.63, t =-6.03, 198 df, p < 0.07-01). Mean baseline Depress scores were lower
for patients in the intervention group, cor|npared with these in the control group (mean
+ SD: 6.00 £ 3.75 vs. 922 £4 45,1 = '5'53’.'198 df, p<0.001).

Table 11 shows the/mean baselin:é‘, 3 months, and 7 months post-intervention
Anxiety scores and Depress 'scores fo;;-_ the two study groups. Patients in the
intervention group had a 26.32%- réduction_élzftheir Anxiety mean scores at 3 months
post intervention and the moderate effect si'zéiWas found (baseline mean 6.23 + 4.04
vs. 3 months follow-up mean 4.59 = 3.36, 't"'.?-—*‘-4:80, 99 df, p < 0.001, d = 0.48). At 7
months follow-up, thé-Anxiety scores-among patients mn-thie intervention group were
61.96% lower than the values noted at baseline and the large effect size was found
(baseline mean 6.23 + 4.04.ys. 7 months follow-up mean 2.37 +2.76, t = 10.32, 88 df,
p <0.001, d =1.09). Patients in the control group significantly-decreased their anxiety
at the 3 and 7 months follow-up.#The large effect sizes wereafound. Their mean
Anxietyscores at 3, months post-intervention wete 37.73' % lowet_than the values
noted at baseline (baseline mean 9.94 + 4.63 vs. 3 months follow-up mean 6.19 + 3.59,
t=9.21,99 df, p<0.001, d=0.92). By the 7 months post-intervention, the Anxiety
scores were 52.92% lower than the values noted at baseline (baseline mean 9.94 + 4.63

vs. 7 months follow-up mean 4.68 = 3.83, t=10.82, 89 df, p < 0.001, d = 1.14).
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With regards to the mean score of depression, patients in the intervention group

had a 30% reduction in their mean scores at 3 months post-intervention and the
moderate effect size was found (baseline mean 6.00 + 3.75 vs. 3 months follow-up
mean 4.20 £+ 3.16, t = 4.93, 99 df, p < 0.001, d = 0.49). At 7 months follow-up, the

mean scores of depression among the patients in the intervention group were 63.83%

lower than the values noted at large effect size was found (baseline

mean 6.00 + 3.75 vs. 7 m foll 17+£2.73,t=9.78, 88 df, p <0.001,

o —

Iso a significant reduction of
36.55% in their mea e moderate effect size was
found (baseline mea mean 5.85 + 3.61, t = 7.74,
88 df, p <0.001, d = llow up the Depress scores
among patients in this : values noted at baseline and

the large effect size wa : > : 4.45 vs. 7 months follow-up

AUEINENINYINg
RIAINTUNRINIAY
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Table 11

Outcomes Comparison between Intervention and Control Groups

Intervention group Control group
(n=100) Mean (SD) (n=100) Mean (SD)

Time Time

Post-mtervention Post-intervention
Variables Baseline 3 months 7imonths Baseline 3 months 7 months
Anxiety score 6.23 4459 2437 9.94 6.19 4.68
(SD) @09 B36F 276 % L @) (59 (3831

Depression 6.00 4.20 2.17 9.22 5.85 4.29

score (SD) (3.75) 4GA6)% " (2.73)‘1"7"% (445 G.6DY GBI

Note. a = Baseline to 3 months FU:;'b = Baselingto 7 months FU; ¢ = 3 months FU to 7

months FU; p-value fiom paired -test: T » < 0.001
The efficacy of intervention versus control condition

A: The efficacy of intervention versus control condition on amphetamine

use

Survival analysis results (Table 12 and figure 7-9) indicated that mean overall
follow-up time of survivors was 208.8 days; range 47 to 221 days. The Kaplan-Meier
curve showed that patients in the control group had lower survival rates. The 3-month
survival rate was 44.5%, 95% CI (95.7-106.3) among those in the intervention group

and 13.2 %, 95% CI (77.3-88.7) among patients in the control group. The table 12
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showed that he median survival time of intervention group was longer than control
group at phasel and 2 follow up. The log rank test at the first urine test follow-up only

gave significance value (p < 0.001)

Table 12
Survival analysis comparison between intewvention and control groups
Intervention gro - W Control group Log
survival Median Rank
FU
n rate survival 95%CI test
(%) time

FU1 100 44.5 83 77.3-88.7 33.87

I‘ %
FU2 | 94 37 l l m '9‘\\\ “ 155 152.8-157.2 | 1.77

FU3 88 40.3 l %a d\\ 211 209.9-212.1 0.6"
=

{ ,".--' b

Note. FU= fOHOW up, et _, __" ,:}? ..fl

-

ns = non-significa

Fp<0001

ﬂUEJ’JVIEJVI‘ﬁWEﬂﬂ?
QW’]@Nﬂ‘im UA1AINYAY



Figure 7

Show survival function between time (days) and urine test positive at follow up 1

Kaplan-Meier survival estimates, by urine test
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Show survival function between time (days) and urine test positive at follow up 3

Kaplan-Meier survival estimates, by urine test
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B: The efficacy of intervention versus control condition on co-occurring

psychological problenis

ANCOVA results (Table 13) indicated that Anxiety scores at all post-
intervention time points were significantly lower for patients in the intervention group
compared with the control, including baseline to.3 months, contrelling for Anxiety
scores at baseline land“other covariates.(perceived-adequacy of their income, chronic
illness problems, and requested for health education) . However, no significant group
and time interaction was observed during each phase, including baseline to 3 months,
F (1, 199) = 0.62, p > 0.05; baseline to 7 months, F (1, 178) = 0.09, p > 0.05. This
result indicated that the Anxiety scores did not decrease significantly at all post-
intervention time points in the intervention group in relation to the control group.

Analysis of Depression scores revealed that values at all post-intervention time point
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were significantly lower for the patients in the intervention group compared to the
control group, even after controlling for Depress scores at baseline and other
covariates. There were no significant interactions in the ANCOVA, indicating that the
Depress scores did not decrease significantly at all post-intervention time points in the
intervention group, in relation to the control group, including baseline to 3 months, F
(1, 199) = 0.08, p > 0.05; baseline to 7 months, 7 (1, 178) = 0.12, p > 0.05. The effect
size of the intervention program was not found.an'this study.

-

Table 13

i

|
ANCOVA Results: Iniérvention and Control Groups during Each Phase

it

Intervention group f‘_ éontrol group
(n=100) Mean (SD) « ~ (n= 100) Mean (SD) ANCOVA ANCOVA
Time — Wl Timd (TO-T1) (T0-T2)
Post-intervention ;“'Jl;ost-intervention F F
o= (Group (Group
Variables  Baseline S8 FUL " FU3 " Baseline FU1 EU3  x Time) d x Time) d
Anxiety 6.23 “4.59 2.37 9.94 6.19 468 0.62"  0.003 0.09"  0.000

score (SD)  (4.04) 3.36)  (2.76) (4.63) (3.59) (3.83)
Depression 6.00 4.20 2.17 9.22 5.85 4.29 0.08"  0.000 0.12"  0.001
score (SD) (3.75) 3:16) _ (2.773) (4.45) 3.6 (3777

Note. *ms = non-significant] d = effect size
TO-T1=baseline to 3 months post-intervention
TO-T2= baseline to 7 months post-intervention
FUI1 = 1" follow up (baseline to 3 months)

FU3 = 3" follow up (baseline to 7 months)
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Content analysis

This study sought to carry out a content analysis to gain more understanding
about patients thought and perceptions in order to reduce amphetamine use and co-
occurring psychological problems. The data in this part comes from patients who
participated in the intervention group (GMI-BCBT plus usual care). The baseline
characteristics of patients in the GMI-BCBTF plus usual care are shown in Table 14
Total groups in the GMI came to 23. For thiS.eéntent analysis, the researcher focused
on two issues: (1) paticnts’ perceptioﬁs of the benefit (advantages) and the cost
(disadvantages) of using andreducing gmphetamine, and (2) patients’ dysfunctional
thought record.

Perceptions of benefit and cost ofl their current amphetamine use

Patients discussed the advanitages and di‘sadvantages of amphetamine use and
its reduction during the GMI sessior. Group "'faelﬂitator noted down the key words on a
whiteboard. Some patients-expressed-a strong satistactioin with amphetamine, saying
that it helped them with social integration and stress reduction (Tablel4). Group
facilitator also asked abeut.their concerns on the adverse consequences in carry on
using amphetamine: Most: patients | wonried 'about the c¢osts of their current
amphetamine use. These included¢health problems as well as.issues concerning
economic status, family | relationships;vand expectations fromiwives, parents, and
others. Patients summarized the pros and cons of amphetamine use. Most of them
agreed that they needed to reduce their amphetamine use. Some noted down their
affirmations as follows:

“I am thinking about reducing amphetamine use now because many good

things will occur in my life,” (patients in group 5, 12, 13, 15, 17).
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“I would like to quit amphetamine use rapidly. Amphetamine makes me crazy
all the time and I could not do my job anymore,” (patients in group 2, 3, 5, 7,9, 11, 12,

13,15- 18, 15, 19- 23).
Table14
Patients’ perceptions and key words that emerged in the content analysis from GMI

session: Example statements

Current amphetaminesse

Key words Example*,

A. Benefits of current amphetamine use‘!—-_

(1) Social integrity | -__-

I have more friends “Amphetaﬁ_ﬁﬁé can make people change their
behavior tobe nice and kind so you can get
many friends when you use it. I become more
confident talking to them and they welcome me
as one of their group.” (21)

(2) Stress reduction

It is a time to relax and enjoy “Amphetaminesgives out a nice’ffagrance, like

oneself. heérbs~or chocolates.! It 'helps’ me.'to relax.”
(6,12,15,22,21) “I can go out and party all night
without feeling exhausted.” (2, 18, 23)

B. Costs of amphetamine use

(1) Health Problems

It is not good for my health “Amphetamine makes me crazy and changing

my personality.” (1, 3, 5, 6, 8-12, 23)



“Amphetamine causes accident when we feel
funny and lose self-awareness.” (1-4, 6-10, 13,
15, 19-23)

(2) Economic Status

I do not have enough money “I spend too much money.” “I cannot save my

/} etimes I try to steal my mum’s
&uy amphetamine.” (1-3, 6-

(3) Expectations fro
My parents and sp alway “ _- ‘arguments with my parents
accept my behavior. J I ‘w\v the eraving.” “I am now
d fro 1\1 . ife because she didn’t

ol amphetamine.” (1-4, 6-23)

(4) Relationships with oth

I cannot control my aggressive 5... othe on in_community did not
behavior - accept m 7: always call me a

nkie’” (1, 3-10, 16, 18, 22)

‘a (Y

Note. * The nul%]bers, following thesexample sentences represent group numbers

orpai) S 1) JEU N 1IVIE TR E
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Reduced Amphetamine use

Key words Example*

A. Benefits of reduced amphetamine use

(1) Health

It is good for my health and “I f hyswally and mentally.” (1-4,
body image

(2) Economic Status -

I will have more mone

(3) Expectations fr

My parents and » yuse  will — ﬁ my personality.” (1,
accept my new behavig |
“Many people will accept my personality.” “I
ﬂ u EI ’J 1,] &Jlﬁi“&] mj who do not like
drinkers.” (1 -6, 12, 18
AN saliiailNaY.. ..
with my drinking behaviors.” (3, 8)
(4) Relationships with other persons
I can control my behavior “I will have fewer conflicts with family and

others.” (3, 4, 7-8, 10-11, 14, 17,20-21, 23)
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B. Costs of reducing amphetamine use
(1) Social Anxiety
My friendship with the peer- “I will have a small group of friends.” (8, 9,
group will be at stake. 23)

“My friends who sell amphetamine will have

their business.” (8)

Note. * The numbers, represent group numbers of

patient in the GMI-B

Dysfunctional elated with amphetamine use

alternative responses in forder to reduce andsabandon amphetamine use completely.

(Tablel5). (N@l_lou Eduggweﬂm ﬁsWaEJn:s] a:irated fully with the
therapists

ARIAINTU UM INYIA Y
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Table 15
Patients’ perceptions and key words that emerged in the content analysis from BCBT

session: Example statements

A. High risk situation

NS
Key words F

(1) Family problems / ,- \ | 't like me to do anything.”
yp ything

= W\

nts always complain.”
me because [ am
(2) Peer pressures friends who smoked
and ‘they encouraged me to use

o Iesterday, I felt very
7777-7-:---7-—“-—' 50 I liked to celebrate
’ “M@y friends always smoke
so I’d likestoe do the same.’

@ soct sl T} [V IECTTGE T -

mé like a mad man. They always.call me “drug
ATTENTYD Bldd ke bR 5o my v
every time but when I make a mistake my boss

and my friend always pick on me.”



B. Automatic thought
Key words Example*
(1) family problems “Nobody in my family cares about me

anymore so drug use will make me feel

(2) Peer Pressures

(3) Social sanctions to have a negative
and that really hurts.” “No

pymore.”

C. Alternative respor@

‘o .Y

Key words _ ‘ 1

or BB AN TOLNIAT NI .

they try to stop me going outside.” “My sister
would like me to have a good job and live
long; she doesn’t want anyone to look down
on me.” “I think about my parents so I don’t
want them worry about my drug use so I quit

the drug. It is the best way to keep my parents

71
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happy.”

(2) Peer pressures “Amphetamine is harmful for me so I try to

refuse my friends.” “I think celebration with
my friend is a good idea but drug is not useful;
it gives me headache and poor health.”

(3) Social sanctions “Many people around me are like a mirror,
reflecting fCedback to me. This increases my
self-a\;/areness.” “My mistakes could affect my
boss’ 1reputation so he had to tell me off

sometimes--for future improvement.”

Outcome of thought restructuring

¥,
Following the intervention, most paﬁ_érifé (n=100) said that when they initially
came across risk situations that-ded to instarit‘fhought reactions, they briefly believed
that those thoughts were-hikely-to-be real: Only after theyy had applied the alternative

thought to these situations, their negative thought reactions turned more positive. Their

depression was thus reduged. from 80 percent to 20 percent.
Detail of amphetamine use
Following each BCBT session, therapists asked patients about their drug use

especially for amphetamine and patients recorded detail in the Time Line Follow Back

(TLFB) form. Additional details were provided as follow:



73

1.) Method for amphetamine use

All participants (N=200) described that they smoked amphetamine, using
pipes. When the amphetamine smoke bubbled through the water and they took it via
nasal insufflations.

2.) The reason of amphetamine drug use

Both groups gave similar reasons for taking other drugs to complement
amphetamine, as follows.

They said that aftesthey took arﬁphetamine they smoked cigarettes to increase
the effect of amphetanune.

The reason for" drimking beer and alcohol was because both were readily
available in daily life. Hence they could dfmk at their leisure or at parties. Seeing other
people drinking certainly added to their ovi;n cravings.

Their reasons for taking amﬁhetamiéé_;-xlere twofold: they were often invited to
join drug parties; they felt over=stressed an'_c_l; could not resolve the problems quickly
enough. P

For cannabis,-they took 1t-when friends asked tliem to join drug parties and

when they wanted to have tun time with drugs.

3.) The reasons for taking other drugs after quitting-amphetamine

Both groups always gave fthe same reasons for drugymse after quitting
amphetamine. They often smokedowake themselves tp. This helped them to get
ready for work, especially those who worked as farmers or run their own business.
The well known drugs in southern area of Thailand are Kratom leaf and 4 x 100,
commonly used after quitting amphetamine. This is because they are more available
and cheaper than the other drugs. They said that they drank with their peer group to

strengthen their friendships. Moreover, 4 x 100 helped them to relax.



CHAPTER YV

DISCUSSION, CONCLUSIONS, AND RECOMMENDATIONS

This chapter provides discussion, a summary of this research study, and
recommendations. The discussion is split between: (1) subjects’ characteristics and (2)
the efficacy of the Group motivation Interyiewing plus Brief Cognitive Behavior
Therapy (GMI-BCBT). The summary is divided into two parts. The first part focuses
on conclusions based on theresearch results. Thesecond part discusses the limitations
of this study. Finally, the thirdspart presents the recommendations of this research

study.

DISCUSSION

Subjects’ Characteristics

In this study,-group comparisons were cémputed using independent t-tests and

Chi square analyses. The results showed no significant differences in the variables of
age, marital status, level of education, occupation, psychological illness problems,
substance use/history {(Ice, ‘cannabis, linhalant, heroine and“Zolam), legal drug use
history (alcohol}lbeer and cigarette), medical treatment and some concomitant disease
(psychotic'disordet; anxiéty disotder and personality disorder) (alkp’s> 0.05). Most of
them were Thai male. The mean age of the patients was 24.98 (5.18). The characteristics
of this population point to show several co occurring psychological problems which
were often found in patients. Numerous studies have documented that men are more
likely to consume amphetamine than women, (Baker, et al., 2004, Feeney, et al., 2006,

Barrowclough, et al., 2009, Pluddemann, et al., 2010, and Essau, 2011).
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Moreover, this study also found co-occurring psychological problems which so
common in amphetamine user such as 59% mood disorder which show significant
difference between group. Thai HADS scored also show higher scores at base line,
anxiety score = 8.09 (4.72) and depressive scores = 7.61 (4.41) which confirm effect of
amphetamine use. This is also supported by the preliminary research that was found in
amphetamine user. Mood disorder was the most prominent psychological problem in
51.4 percent of subjects. Manic disorder wasthe'most common finding, 42.3 %, follow
by major depressive disorder; 34.9 pefcent. Amphetamine users were significantly
more affected by paniesattack and manic disorder than heroin users (p-value < 0.05)

(K.Sinsak suvanchot, 1999),

Swendsen J., etral study the conic_)rbidity of mental disorder and substance
dependence, they were /found that aggfég;te analyses demonstrated significant
prospective risks posed by baseline mental Q{sbfders for the onset of nicotine, alcohol
and illicit drug dependence with-abuse over “thé-follow-up period. Particularly strong
and consistent associations—were—observedfor-behavioral disorders and previous
substance use conditions, as well as for certain mood and anxiety disorders.
Conditional analyses demonstrated that many observed associations were limited to
specific categories of use, abuse or dependence, including several mental disorders that

were non-significant predictors in the' aggregate analyses (Swendseny et al., 2010).

Common methamphetamine withdrawal symptoms include symptoms relating
to depression, agitation, cognitive impairment and fatigue. These symptoms may last
anywhere from a few days to a few months. Methamphetamine withdrawal is most

commonly undertaken in an outpatient setting (Pennay and Lee, 2010).
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Marshall and Werb also conducted a systematic review to identify scientific
studies investigating health outcomes associated with methamphetamine use among
young people aged 10-24 years. The International Classification of Diseases (ICD-10)
was used to categorize outcomes and determine the level of evidence for each series of
harms. They also identified 47 eligible studies for review. Consistent associations were
observed between methamphetamine use fand several mental health outcomes,
including depression, suicidal ideation and pSyehosis. Suicide and overdose appear to
be significant sources of mmerbidity anii mortality. among young methamphetamine
users. This evidence confirmed for.a StTOPg association between methamphetamine use
and increased risk of psychological problén};s. (Marshall and Werb, 2010).

Moreover, SaloR., et al. assess thé._prevalence of psychiatric co-morbidity in a
large sample of methamphetami-ne‘ depen_d-;_c.;;néf- subjects using a validated structured
clinical interview, without limitation  to %il_i‘al orientation or participation in a
treatment program. They was ‘10" assess Wiléther the prevalence of psychiatric co
morbidities varied: by-—gender-—Siructured-—ehinical- ~interviews (SCIDs) were
administered to 189 methamphetamine dependent subjects and lifetime prevalence of
DSM-IV diagnoses was qassessed. Across the sample, 28.6% had primary psychotic
disorders, 23.8% of which,. were substance induced; 13.2% had methamphetamine
induced delusional disorders and 11.4% had methamphetamine indueed hallucinations.
A substantial numbery of lifetimes mood  disorders | were! identified ' that were not
substance-induced 32.3%, whereas 14.8% had mood disorders induced by substances,
and 10.6% had mood disorders induced by amphetamines. Of all participants, 26.5%
had anxiety disorders and 3.7% had a substance-induced anxiety disorder, all of which
were induced by methamphetamine. Male subjects reported a higher percentage of

methamphetamine induced delusions compared to female abusers (Salo, et al., 2011).
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In this study also found psychotic sign within amphetamine users and they

were screen by MINI and found 1 % psychotic disorder life time, 12 % past manic
episode. All of evidence are confirm about important co occurring psychological
problems which we could concern when the patient join screening process at hospital

in order to setting suitable treatment for them.

The two groups in this study did difter, hewever, according to adequacy of their
income, chronic illness problems, Histofy of 4 100 (boiling Krtom leaf with coke ,
cough syrup and the other diig such as ‘Zolam) and history of kratom use. (all p’s <
0.05). These variables were /reated as __]_covariates in subsequent between-group

comparisons.

The Efficacy of the Group Motivaﬁohal Interviewing and Brief cognitive

therapy (GMI-BCBT) plus usyalcare

Urine test and Fhar-HAD scores-were used as the outcomes of impact of the
GMI/BCBT plus usual practice in this study. The GMI/BCBT plus usual practice was
significantly more efficacious than the usual,practice only in reducing amphetamine
use in psychiatric outrpatient. Intervention: group have more survival rate than the
control group. The log rank test at the first urinestest follow-up within 2 month after
finish interventionisession immediately. and then Survival rate by time between two
groups gave significance value (p < 0.01). Mean of anxiety and depression scores were
difference between groups at base line and it significantly reduction within group after

finish intervention session at 2, 4, 6 months.

The GMI-BCBT plus usual practice was designed to (1) increase the awareness

of risks associated with hazardous/harmful drug use especially for amphetamine use,



78
(2) enhance patients’ motivation to join therapy , and (3) encourage patients to analyze
high risk situation that make them sadly. Alternative way of thought will let them to
practice and learning effect by their own in order to change their dysfunctional though
and prepare suitable decision making in any situation in their life. This intervention
model was intended to set up the stage of change. It assumed that change is likely to
occur when the perceived benefits (advantages) of drinking are outweighed by the

perceived costs (disadvantages) of continuing to-drink (Miller and Rollnick, 2002).
)

This study show"thaeThe Moti?fational to Change ladder (MCL) scores of
Intervention group was show signiﬁcanti_y ,higher than coentrol group within 3 follow-
up sessions. Mean SRéand'MCL scoreS“pre intervention were also lower than post
intervention within integvengion group ThlS result show that GMI session can build up
motivation of the patient o comply w1th therapy more than usual care only. Referring
back to the transtheoretical modél (TTM) aﬂ s{;ages of change, the patient are able to
pass the pre-contemplation stage; the Contéf;lblétion stage, the preparation stage, and
stay in the maintenance-stage-at-the-two-menth-after mterventlon Some research was
found that patients w1th chemical dependency and a co- morbld psychiatric disorder
typically show poor comphance with aftercare treatment after join with GMI program,
they increased” some /motivation;“to ‘attend 'aftercare, 'thergby promoting greater
treatment attendance (Ana, Nietert, and Wulfert, 2007). Some research also found that
patients'who'attended aftercare and.whe used alcohol or drugs, those who participated
in GMI attended significantly more aftercare treatment sessions, consumed less
alcohol, and engaged in less binge drinking at follow-up compared with those in a
therapist attention activity control group (Nietert, 2007). That is the reason of
compliance with treatment after join GMI session of intervention group. The
motivation change and self efficacy score has been shown in table 6 that mean MCL

and SR scores before the intervention were higher than after the intervention.
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Both groups show similar pattern of drug use within two weeks follow-up.
Intervention group used other illegal and legal drug use accompany with amphetamine
less than control group. This result show that intervention group had more awareness
of risk prevention and concern about harm reduction concept of drug use. Base on
cognitive model and brief therapy technique, therapist focus on cognitive model to
enhance patients to recognize their high nisk situation, though, emotion and explicit
behavior. Then, therapist let patients accomplish the patient dysfunctional of thought
They are able to think mere clearly: feel better, and make better decisions by
dysfunctional though analysis‘table. M0|st of them can reveal high risk situation and
restructure dysfunctional ofthough when they do their home work and go to practice.
These results provided.evidence of efﬁcac__y of the intervention in support of the model.
Some study assigned randomly to either an active treatment (two or four sessions of
CBT in addition to a self—hefp ‘booklétj;_;' ;r control condition A nine-block
randomization schedule was used, which w@ icioordinated by an independent clinical
trials researcher. Assessments were sche'(:l_lilédr at pretreatment, post-treatment (5
weeks following pretreatment-assessment)-and-6-meonths following the post-treatment
assessment. Assessments were conducted by trained interviewers who were blind to
participants’ treatment allocation. The reason was shown that there was a significant
increase in the likelihood of abstinence from amphetamines among those receiving two
or more treatment sessions. In addition, the number of treatment sessions attended had
a significant shortrterm benefi¢ial: effect’ on level of (depression: There were no
intervention effects on any other variables (HIV risk taking, crime, social functioning
and health). Overall, there was a marked reduction in amphetamine use among this
sample over time and, apart from abstinence rates and short-term effects on depression
level, this was not differential by treatment group. Reduction in amphetamine use was

accompanied by significant improvements in stage of change, benzodiazepine use,
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tobacco smoking, poly-drug use, injecting risk-taking behavior, criminal activity level,

and psychiatric distress and depression level (Baker, Lee, et al., 2005)

In this study, the results showed that mean baseline Thai HADS scores were
lower for patients in the intervention group compared with those in the control group.
However, ACOVAs statistic show Thai HADS mean scores non-significant difference
between both group and has less effect size (@< .001). This result means that usual
care (Brief advice, brief intervention a;Id medication) have a good effect to reduce
anxiety and depressionstateOf amphetfcllmine use. That confirm by some systemic
review which explored RCT study from ‘.1 4 trials meeting their inclusion criteria. The
majority of this researgh fogused on substj’an(:,_e use and mental health problems (n = 8)
whilst the remaining tuials focused.on silbéfance use and physical health problems
(n =3) and dual substance use (n-= 3). The-? é'visi-ience-base was very heterogeneous and
it was not possible to quantitatively pool thﬂﬁ_&l outcome data. There were generally
positive outcomes of brief intervention target;rig substance use and co-morbid physical
health conditions but the-evidence-in-the-other two-areas was equivocal. In the area of
substance use and ﬁlental health problems, therc were often significant changes
reported for both inteﬁention and control groups over time. Brief intervention tended
to produce positive, effects.in patients with substance usé and co-morbid physical
health problems. However, there was a limited amount of research,work in this area.
The evidence of positive brief intervention effects-in patients with substance use and
mental health problems or dual substance use was less convincing (Kaner, Brown, and

Jackson, 2011).

Moreover, most patients perceived that they were satistied with the GMI-
BCBT sessions. They gave many reasons regarding their satisfaction. First, this

intervention is a new technique where all group members are given space to share
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knowledge, experiences, and feelings. Second, it does not look down on patients who
have drug addiction problems. Third, patients are the ones who create the stages for
changing their drug use behavior. Fourth, they weigh the advantages/benefits and
disadvantages/costs concerning their amphetamine use and its adverse effect by
themselves. Finally, this intervention is not time consuming and is only 30 — 40
minutes per one session. In addition, patientsalso perceived that their personal the way
of succession card was useful in curbing theit amphetamine use. This card was created
carefully by the themselves Which z:ompose of goal setting, positive thinking,
accomplishment task and sogial support; This card can help them to recall their self
commitment and help-them.to make suitéb_l_e discussion about high risk situations and
drug use. Same as Wipawan she also f_Oun_d that students also perceived that their
personal commitment card was useful irfl,._curbing their heavy drinking and adverse
consequences. This card was créatéd collal;‘;();;ltively by the individual and his peers

and included a commitment, personal and group goal, and harm reduction strategies

(Wipawan C. Pensuksan, Surasak Taneepaniéhkuli and Williams, (2010).

The GMI implemented the principles of motivational interviewing: develop
discrepancy, avoid argumentation, roll with, resistance, express empathy, and support
self-efficacy. This [intervention also used collaborative MI methods, including open-
ended questioning, affirmative, reflective listening, summarization, and elicit change
talk of' self=motivating | speechy These methods aid [in exploring ambivalence,
promoting participants’ self-efficacy, and encouraging the individual’s motivation to

change their amphetamine use among amphetamine dependence patient.

The BCBT implement the principle of cognitive behavior therapy: the five
aspect model, Socratic dialoged, Understanding idiosyncratic meaning, Challenging

absolutes, Reattribution, Labeling of distortion, Decatastrophizing, Challenging all or nothing
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thinking, Cognitive rehearsal, Listing advantages and disadvantage. This method encouraged
patient to assesses their high risk situation and restructure their negative though to be
positive by thinking about alternative way and assess the outcome. If they could not
change anything they could arrange their mood suitability. Then, they can change their

though in positive way.

This present study uses GMI technigues for reducing drug and alcohol
consumption such as Labries-W.J., et al' examines-the effectiveness of a single session
group motivational enhancement intervention with college students adjudicated for
violation of alcohol poligy revealed significant reductions in drinking behavior across
time on all drinking variables for all parti‘(iﬁéants. There also was a significant gender x
time interaction effect forpdrinks per monfh (Labries, Lamp, Pedersen, Quinlan, 2006).
Wipawan also evaluate aleoheol harm red;iction strategies, administered as the PD-
GMI, among Thai male undergraduates. Tﬁé '_IT_D-GMI used in this study resulted in
statistically significant reductions in alcohol_ ?Q;;umption and adverse consequences of
alcohol use. This intervention | was design;ﬂ; to increase the awareness of risks
associated with hazdardous/harmful alcohol consumption, erthance students’ motivation
to change their drinking behaviours, and encourage harm reduction strategies during
episodes of alcohol gonsumption. | The<PD-GMI| implemented the principle of
motivational iterviewing which includes specific protocols for promoting
participants’ self-efficacy: ‘and motivation (for) changing® their drinking behaviours.
These techniques were facilitated by having groups of students who were well known
to each other, and thus comfortable with engaging in candid discussions about their
current alcohol consumption behaviour patterns, adverse consequences, and positive
outcomes. The group MI-based atmosphere provided students with the opportunity and

means to discuss their attitudes and concerns maintaining friendships while changing
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their alcohol consumption patterns (Wipawan Chaoum Pensuksan, Surasak

Taneepanichkul, and Williams, 2010).

Baker, and et al was conducted CBT program among 214 regular
amphetamine users. Main finding of this study was that there was a significant increase
in the likelihood of abstinence from amphetamines among those receiving two or more
treatment sessions. In addition, the number of treatment sessions attended had a
significant short-term beneficial effect-on level-of -depression. Overall, there was a
marked reduction in amphetamine use among this sample over time and, apart from
abstinence rates and shorefterm effects.on depression level, this was not differential by
treatment group. Reduction /in amphetég;"ine use was accompanied by significant
improvements in stage of.€hange, benzodifazépine use, tobacco smoking, polydrug use,
injecting risk-taking behayiour, -criminal ;ictivity level, and psychiatric distress and

¥

depression level. Regular amphetainine usé’i‘sf who present to treatment settings could

be offered two sessions of CBT, while people with moderate to severe levels of
depression may best be offered four sessions of CBT for amphetamine use from the
outset, with further ‘tfeatment for amphetamine use and/ot depression depending on

response (Baker A., Lée N.K., et al., 2005).

CONCLUSIONS

This study’s findings indicated that group motivational interviewing and brief
cognitive behavior therapy (GMI-BCBT) plus usual care was effective in reducing
amphetamine use rate within 3 month. The GMI-BCBT intervention was designed to
(1) increase the awareness of risk associated with hazardous/harmful amphetamine
use, (2) enhance patients’ motivation to join treatment sessions, and (3) encourage

them to analyze their dysfunctional though and deal with high risk situation suitable
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and effectively. These results provide preliminary evidence of the effective
intervention for reducing amphetamine use among drug addiction patients at out-

patient department in psychiatric hospital.

The analysis of survival rate showed that patients in the intervention group
displayed significant survival rate at first time follow up (2 month after intervention)
However, patients in the intervention and contiel group also had significant reductions
of anxiety and depressive.seores at f(;llow up 2.and 3Thus, as hypothesized, the
findings support the idea that foutr sess|i0ns of GMI-BCBT administered as a plus
therapy with usual care'is effective in incfe_a_sing survival rate of amphetamine use

The strengths of the present study inél_ude 90% of the sample complete follow-up
rates. The strategies included thé followirié‘ fér both group. There were three steps.
First, in follow up time of outspatient dep'a_iﬁr_'x‘ent, they would like to consult their
problems and require for medieation to re‘i_iéﬁ their psychiatric sign and symptom.
Second, the researchei-provide-available-of telephone number to contact easily and
rapidly and then make a phone call to assess their behavior and problems continuously.
Moreover, researcher contact with their relatiye or couple to assess data continuously.

All patients feel satisfaction with follow up process that did not disturbed their job and

leisure time
Limitations

The researcher acknowledges that there are some limitations in the present
study. First, this study was to study the efficacy of GMI-BCBT plus usual care
without limited to sexual orientation or participation in the program but when

researcher screen the sample by inclusion criteria we found that male patient more than
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female so this study try to focused specifically on male patients who suffer from
amphetamine dependence in southern region of Thailand. Therefore, the study results
may not generalize beyond this specific group. Second, the quasi-experimental
approach did not succeed in creating equivalence between study groups. This
important limitation hinders causal inferences. Multi-site studies with block
randomization of enrolled subjects across each site will overcome this limitation in
future studies. Due to the difficulties of scif seporting in TLFB, amphetamine users
was likely to reported pattesns of use under ot overestimate in quantity and frequency
of amphetamine use.. 10 mitigate the i‘mpact of recall bias and increase response
validity, the researchers provided patients with assurances of anonymity and
confidentiality. The researghess also streéSed_ the importance of truthful responses and
used multiple validated' data collection i!nstruments to assess patient’ thought and

affect.

RECOMMENDATIONS

The recommendatigns, of the study are presented in two parts. The first part
discusses implications for gpractice. The second| part focuses on implications for

research.
Implications for Practice

The findings confirm that the GMI-BCBT plus usual care is the more efficacious
intervention in reducing amphetamine use within 3 months among patient who go to
out-patient clinic in psychiatric hospital. Psychiatric hospital should develop brief

intervention and brief advice integrated with GMI-BCBT intervention in order to
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reducing complexity of therapy and set GMI-BCBT training program for staff. This
study has positive implications for usual care efforts among Matrix clinic and Fasai
clinic to follow up result of therapy in daily life of patient to prevent loss of follow up
and increase motivation to join treatment and psychotherapy. The intervention demand
additional resources such as counseling room and qualify staff in order to apply in real
situation of drug addiction therapy at outspatient care in psychiatric hospital. If our
results are confirmed in larger study populations, public health and health care
providers should consider implementingi-lprograms such as this one as part of an overall
psychotherapy for any.addiction eenter.

Implications for Research

This study provides evidenée fhat the_-;_._.Gj\./[I-BCBT holds significant influence in
reducing amphetamine using rate within 3 éftét the intervention. In considering the
limitations of the present study, more research IS needed to evaluate the full efficacy of
this intervention. Fuither-research should consider-muiti:site samples, which may
adjust for clustering in future randomized controlled trials. Future research in this area
should also examine how . .GMI-BCBT plus usual care intervention or GMI-BCBT

intervention only differs across gender, religion, culture; and for other addictive

behaviors.
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