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CHAPTER |

INTRODUCTION

1.1 Background and Rationale
1.1.1) Historical Context of the Substance Abuse Epidemic in Thailand

Historical documentation in the Ancient Language:Section of the National Library of
Thailand 1702 indicates that opium smoking.was a.major national problem in the
16" century. Since then, opium use has continued to represent a national crisis
recurring repeatedly until the early, 20" century (Vichai Poshyachinda, 1982). In
1960, the first heroin epidemic spread countrywide after the enactment of the
opium ban law ind959. The epidemic subsifj_ed for a few years (Vichai Poshyachinda,
Chitr Sitthi-amorn and Yupa Onthuam, 1;9718; Vichai Poshyachinda, 1980) then the
second wave of the heroin epidemic appeared from the beginning of the 1970s
through to the end of the 1980s (Vichai;Roshyachinda et al., 1988). In the early
1960s, concurrent with the heroin epidé}ni-'é-, a few cases of illicit stimulant
indictments appeared in the faw enforcé‘r";r.iént"statistics. The number of illicit
stimulant cases began increasing in 1970 réachji"ﬁg its peak in 1980, and declined
quickly over the next few years:- However, the: u;se of amphetamine type stimulants
(ATS), known_as“yaba, among truck drivers continues. Since 1995, the epidemic of
ATS use has become a serious problem. (Vichai Poshyachinda et/al., 1999; and Vichai

Poshyachinda et al., 2000).
1.1.2) Current Situation

From 1990 te 2002, the number of heroin users admitted to treatment centres and
of those'arrested was decreasing. In contrast, the number of methamphetamine

users.was markedly increasing and had reached. its peak in 2002. Nevertheless, the

*
“Wari on Drugs 2003” policy in Thailand has affected! a reduction in'the._use of

methamphetamine. A comparison of the 2001 and 2003 national household surveys

*

In response to the recent ATS epidemic, the government declared substance abuse problem to be a
priority in February 2001 (ONCB, 2003). This new substance abuse policy is well known as ‘The Power
of the Land’ policy. The ‘War on Drugs’ operation was the culmination of intensive interventions
under this policy.



on drug abuse confirmed a decreasing trend of ATS use but the trend towards using
club drugs and kratom (Mitragyna speciosa) increased (Poshyachinda et al., 2005).
Although, data on heroin users showed minimal decreases, the sample size was too
small to indicate a definite interpretation (Administrative Committee of Substance
Abuse Academic Network [ACSAN], Office of the Narcotics Control Board [ONCB],
2004). What was clear in this report however was that methamphetamine was still
the most prominent drug used in 2003. Aceording to recent reports assessing the
impact of injecting drug users in Chiang Mai, northern Thailand (Vongchak et al.,
2005), most injectors who scould | not obtain heroin turned to alcohol,
methamphetamine and_sleeping pills as substitutes. Recently the 2007 national
household survey.on drug abuse repo‘rted that about 2,521,500 or 5.4% of the
population aged 12-65 years had ever us]ed'.’.one substance in their lifetime. Of those,
about 575,300 persons used; at least She___substance within the last year. The
percentage of the population that Used a!t‘ least one substance within one the last
year was higher ing Bangkok: ‘and the-;-southern region. Kratom, cannabis,
methamphetamine and wvolatile ‘substances were respectively ranked as popular
substances used within ©ne thie last year: Kratom was used by laborers and those of
working age while cannabis and methamph;'gam_ine users were occasional workers
and the younger age group. In addition, the ratla of male to fémale was 10:1 for all

country and the-highestwas-in-Bangkok; 41 (ACSAN;"ONCB; 2007).

The extent of HIV infection among drug abusers has been appraised in relation to the
rapid change of the substance abuse pattern. In Thailand, the substance dependent
population, especially intravenous drug users’is quite large and expanded rapidly in
the 1990s. Between 1992-2001,/Thanyarakgnstitute, the biggest Drug Dependence
Treatment Centre in Thailand screened 7,097-12,084 drug dependents per year for
HIV reactivesserumi Actrendrof increased prevalenceswas obseryed-in patients using
methamphetamine from 1995 ‘to a maximal percentage of-about-8% lin: 1998.
Prevalence decreased to 4 and 5% in the following years. (Wiput Phoolcharoen et al.,
2004: 50). According to existing reports, the level of seroprevalence of non-injecting

substance abusers was fairly high, well above the general population level. In



addition, other health problems, such as high rates of sexually transmitted infection

have been found among methamphetamine users (Celentano et al., 2007).
1.1.3) Drug Dependence Treatment policy

Since 2001 the Government policy has regarded drug dependents as patients, not
criminals, by using treatment as a tool for recovery instead of prosecution. For
example, the Office of the Prime Minister made.a'decree 119/2544 in 2001 regarding
the use of people power to fight illegal drugs: Drug dependence treatment and
rehabilitation became.-essential parts of the pelicy. The Narcotic Addict
Rehabilitation Act 2/2545 of2002 affected the appointment of working groups on
drug dependence treatment systems and rehabilitation. In addition, the Treatment

and Rehabilitation Act of 2002, entitled all to receive appropriate treatment.

In 2009, as the main mechanism fof full implementation, the Government declared

its national drug control policy .a@s- using a so-called “Five Defensive Fences
Strategy” (Prime Minister’s QOrder: No. 249/-2552, 2009). All concerned public

agencies have put serious effortinto solving the drug problem and substantial
changes can be seen. To acgelerate the imbléfn_"entation of the drug control policy
the Government has set up.strategic goalsn;hiq ijectives to prevent the problems
from becoming'worse, to build a better life fdr ;';H and to ensdre the security of the
society as a whelé. The targets of reducing supply and demand have been set up.
One of the demand reduction policies is to admit -at least 300,000 drug
abusers/addicts te suitable treatment and rehabilitation of*which a half will come

from community persuasion, civil society, and.as self selected volunteers. (See detail

in Appendix 1)
1.1.4) Drug Dependence Treatment.in Thailand

The ‘majority«of treatment services during the 1960s to 1990s weredesigned for

heroin users. The process of treatment, both in-patient and out-patient included

*

National drug control policy aims to eradicate demand and supply of drug consisting of 5 areas,
boarder, community, social, school and family; and 4 projects, drug suppression, treatment and
rehabilitation of drug addicts, drug prevention in work places and drug control management project
(The Prime Minister's Office. 2009). The main idea of treatment and rehabilitation is taking drug users
to suitable treatment and rehabilitation program for their social reintegration.
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preparation, detoxification, rehabilitation and follow-up. Preparation stage covered
registration, regulation and treatment guidance. Regarding the detoxification stage,
drug treatment detoxification ranged from herbal medicine to current developments
in the use of methadone. The rehabilitation stage was intended to change the
patients’ behaviour after they became drug free. Most rehabilitation programs in the
treatment centres provided a variety of therapies, such as cognitive behaviour
therapy, Matrix model, ete. The programs weresprovided according to the centres’
facilities and dependent on appropriate application for the client. The last important
stage was the follow-up after discharge. The patients were required to report their

progress such as.abstinence, health problems and social assimilation.
|

Since 1997, however, there has been a Iarg_t_e increase in those seeking help for yaba
or methamphetamine use.;/The treatnﬁgjr\t system has changed to serve the
methamphetamine dependents: by adtzpting a Matrix model to treat drug
dependents, espegially methamphetamin“e_users. The Matrix model was originally
developed in response to the cocaine epidé'm'i'é of the 1980s in UCLA, USA (Obert
et al., 2000). The program is mainly in thé—":'ehabilitation phase rather than in the
detoxification phase. At the beginning, SIX "tl;"‘eatment centres, i.e. Thanyarak
Institute, Chiang Mai Drug Dependence Treatrﬁgbt Centre (DDTC), Khon Kaen DDTC,
Psychiatric Department of Ministry of Public Health, Suan Pruhg Psychiatric Hospital
and Ratchaburi Provincial Hospital have been trained in UCLA. Because of “War on
Drugs” in 2003, the Matrix model was distributed immediately to other treatment

centres including provincial and community hospitals countrywide.

The rehabilitationyof exsdrugiyuser! in-patientsyis lless idevelopedsthan out-patient
services. In addition, only some specialized'treatment centres, such as Thanyarak
Institute, Drug Dependence Treatment Centres, Correction Centre and Military
Treatment Uaits,provide "the ‘in-patient program. ‘In the linitial period-of in-patient
therapy, most used a therapeutic community model (TC) adopted from the USA
approach as a model of rehabilitation (National Institute on Drug Abuse, 2008). In
general, Therapeutic communities are drug-free residential settings that use a
hierarchical model with treatment stages that reflect increased levels of personal

and social responsibility. Peer influence, mediated through a variety of group



processes, is used to help individuals learn and assimilate social norms and develop

more effective social skills.

While the Matrix model was being adopted, Thanyarak Institute adjusted the TC’s
expected duration from 12-18 months to 4 months. The newly adjusted program
called the FAST model (Ministry. of Public Health, Department of Medical Services,
Thanyarak Institute. 2003) (F - Family, A = Alternative treatment activities, S — Self-
help and T — Therapeutic community) was initiated to serve a large demand for
treatment by ATS users. As-a natiohal academic centre for drug dependence
treatment, Thanyarak Institute has been training staff on the use of the FAST model
in every in-patient treatment centre in the country. Even though the two models are
different in concept — Matrix model empha_s_izes cognitive behaviour treatment while
FAST model emphasizes behavigural chaﬁgé in @ new environment, both the Matrix
model and the FAST model methods are: applied to almost all treatment service

centres dependingon the facilities they hév_e.

At present, there is not an evaluétion or asggsgment of methamphetamine or yaba
treatment rehabilitation among those mo_clj-eTs’ linn Thailand. Despite an increasing
number of treatment programs;—a systemaﬁe and standard follow-up assessment
needs to be set up to -monhitor retention "a"'nd—'éelapse especially the process and

outcomes of the'drug dependence population’s progression during the treatment.
1.2 Research Questions

Which treatment“rehabilitation models, FAST or Matrix“models provide better

outcomes for the methamphetamine users?
1.3 Hypothesis

Drug dependence patients who atténded either FAST.model or Matrix medel had the
same outcomes in terms of abstinence and other improvement such as their social

functioning.
1.4 Objectives

1) To compare abstinence rate and the duration of abstinence from illegal

substances between those attending FAST and Matrix models
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2) To assess the improvement of drug dependent patients during the period

of treatment and after discharge
1.5 Expected Benefit

1) Individual and social level. Drug dependents will receive an appropriate

care which will have the effect of improving their quality of life, i.e.

e In the short term, they can stopusiag drugs which can improve their

health.

¢ In the long term .if they can abstain from drug use they may get good
jobs and improve theirrelationship witih their families. Moreover, it could reduce

some social problems sugh as crime committed by drug users, etc.

2) Drug dependence treatment éentre level. The outcomes can be used to

develop their servicesiin general-and Iead"‘fc.o adjustments to the treatment.

3) Policylevel f;Thetoutcomes can‘;t_)e used for planning adjustments to the
treatment systems and sefvices. This can lead to better coordination and better use

ol il

of resources in the areas to get the best bene;fit; 1,

1.6 Operational Definition

Drug/substance dependent: People who are addicted (regularly use) to any illegal

substances detefmined by Narcotic Act B.E. 2522 (1979).

Treatment: According to the Principles of Drug Addiction Treatment, A Research
Based Guide (National Institute on Drug Abuse, 1999:13) has defined that drug
addictionttreatment)camiincludesbehavioural- therapy: (such, as*eounseling, cognitive
therapy, or psychotherapy), medication, or a' cambination 'of these approaches.
Behavioural therapies offer peoplesstrategies to cope with their drug cravings, teach
them ways toe,avoid drugs and prevent relapse, and help them deal with relapse if it

ocCcurs.

Rehabilitation: A term for the process of medical and/or psychotherapeutic
treatment, for dependence on addictive substances such as alcohol, heroin,

methamphetamine, etc.
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Relapse: The patients’ report of using any illegal substances. In the case of
psychotropic drugs, patients will be considered where there is use without a

prescription.

Social functioning: Earning their living like normal people such as having a job,

Summary

This chapter has detai dependent situation and
problems related Thailand. Si e " Drug” government policy has
regarded drug d ' Jatic and ""' mode B Matrix and FAST models
: : de '\- those users but there
has been less emphasié onthg asse ment of treatment outcomes. In addition, the
| : d. Thus, the research

proposes to assess i Ou of th \ t rehabilitation models in

\

dependents themselves an: i _ sin ir

terms of improvementsrecorded, es; ecia ‘ \- ong the methamphetamine

eing able to integrate into

AU INENTNGINS
RIANTUNRINYINY



CHAPTER Il

LITERATURE REVIEW

2.1 Methamphetamine Use in Thailand

Historical documents described opium smoking as a major national problem in
Thailand since the 16" Century. The first hercin epidemic lasting a few years
occurred in 1959. During the 1970s the abuse ef'ganja (cannabis), opium, morphine
and methamphetamine or ATS aiso increased in concurrence with heroin abuse. The
extent of the heroin epidemiedominated the abuse of all other substances then.
However, the widespread availability oﬁ amphetamine-type stimulants (ATS) led to

its abuse superseding heroinabuse in thé late 1990s.
2.1.1) The first period of methamphetam;;ne abuse epidemics

Amphetamine has heen available in Thafular{‘d with the name of “YaMa” for more
than 30 years. The meaning of “YaMa”, (Ya in Thai means drug, Ma in Thai means
horse) is the drug that can enhance energy._,to.work like a horse. After that it was
changed to “YaBa” in 1996, as the governr_;-]-e:ritj-?t that time wanted people to be
aware that “YaBa” is dangerous-and intoxicﬁea: “YaMa” was first used by a small
group of laborers and. truck drivers. Since 19'}4',:T'Tiethamphetamine has been found
in chemical analyses of drug seizures. In addition, fake YaMa was discovered, neither
amphetamine 'nor methamphetamine in pill form. Afterwards, the appearance of
fake YaMa increased. ATS or illicit stimulant tablets containing amphetamine
sulphate has been confiscated by law enforcement officers since 1959 albeit few
cases and small quantities.'In the early 1970s, the frequency of the illicit stimulant
indictment increased. Methamphetamine “was found in"illicit stimulant tablets
instead of amphetamine sulphatel It appeared in 2980 in combination with other
stimulants cemmonly ' ephedrine and caffeine (Vichai Poshyachinda, - Raipun

Phittayanon and Usaneya Perngparn, 1988). Since then the recipe of combined ATS

became common.

In 1972, few patients of the Thanyarak Hospital (Thanyarak Institute), the largest in-

patient DDTC located in the suburbs of Bangkok, reported ATS as their principle drug
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used during the last 30 days before treatment admission. Between 1977-1979, about
7% of 2,021 drug dependence treatment patients at Khon Kaen Hospital reported
ATS use and most of them were students. The intravenous administration of ATS was
reported by more than half of the treatment patients of Khon Kaen Hospital in 1980.
The tablet was dissolved by heating in waterand injected intravenously frequently in

combination with opium and/or diazepam.

In addition, in 1979 abeut 35% of drug offenders in Khen Kaen prison reported using
ATS in combination with othersubstances sueh as cannabis, heroin and diazepam.
Intravenous administratioen with opiate and/or tranquilizers was common among
users who were not_students (Vichai Peshyachinda, Manit Srisurapanont and

Usaneya Perngparn, 1999).

A series of surveys of the teacher colleée and vocational school students during
1977-1978 reported about 225% of female and male students had experience of
using ATS. The percentage of response on ATS use was more than twice those of
heroin use. The abuse of ATS among stud_gn-fs from a few large surveys of the
Ministry of Education revealed g wide rans.gxéu 5{ prevalence. The highest prevalence
was found among college students in 1981. 1I'he range of percentage on their
experience was 10.4-16.9% among the vocational students and 14.0-30.6% among

education training students.
2.1.2) The second wave of methamphetamine epidemics

Since 1990 the indictment on ATS increased gradually from3.7% in 1990 to 14.1% in
1995. The incrementiéscalated rapidly in.4996 and 1997 to 33.0 and 49.8%
respectively. The indictment on use and possession of ATS which reflected the users
contributed about 80% of the total. A similar pattern of increase in ATS indictment
was .observed.among.juvenile.drug offenders between.1994.and.1998. Morgover,
drug dependencetreatment statistics'showed new cases of ATS users also increased,
about 1-3% during 1990-1995 to 11-34% in 1996-1997 and 50-66% in 1998-2002
(Ministry of Public Health, Department of Medical Services, 2002). Besides the

increases in ATS abuse, the data also revealed clearly the trend of a change in route
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of administration from oral and injection to smoking or inhaling. (Vichai

Poshyachinda and Usaneya Perngparn, 2002).

In the early 1980s, two studies of illicit stimulant availability at petrol stations along
the highways were conducted by purchasing attempt. The first study was made at
207 and 64 stations on the highways of narthern and central regions respectively.
Another study sampled 68 petrol stations along the northern highway. Both studies’
results were more or less similar. About 1/3-0f purehases of ATS were successful
(Vichai Poshyachinda, Manit Srisurapénont and Usaneya Perngparn, 1999). In
addition, 57 ten-wheel deiverswere studied by urinary methamphetamine screening.
Overall ATS urinary pesitive was 82.5% (Mongkolsirichaikul, Mokkhavesa and
Ratanabanangkoen, 1988). Fhe high preya!gnce of methamphetamine use by truck
drivers in the 19908 was demonstratedlijn many studies (Yothin Swangdee and
Pimolpun Isarapakdee, 1991; Prasatthong,! Im-erb, and Kittipibool, 1995; and Jivong,
1996). f

The use of ATS as a functionarl purpose::;!by-/( wage laborers, truck drivers and
commercial sex workers was prevalent. A_lgtﬁgy of sugarcane harvesters in 1995
indicated that about 6% of 454-laborers cu%reh;]:y used ATS. These harvesters also
reported a tendency to increase-their doé'e’“ahd'frequency per day during the
sugarcane harvest (Abha Sirivongs na Ayudhya, Suthichit Chintayanond and Ratana
Jarubenja, 1995) Different levels of prevalence were found ameng drivers of various
types of vehicles and travelling distance. Distance beyond 100 km. tended to be the
approximate determining distance for ATS use while the ten-wheel truck and petrol
truck drivers also Jtefnded: rto fuse’ more~ ATS | than sair-eondition bus drivers
(Prasatthong,lm-erb and Kittiapibeol, 1995). Regarding commercial sex workers, the
main reasons that drove them to wise ATS related to supporting their functions i.e.
77.7% used 40 improve ‘negative temperament,78.5% used| to stop worny and
anxiety, 84.3% used for any social-related functions and 94.6% used for any work-

related functions. (Marsden et al., 2002).

In 2001, 2003, 2007 and 2008 the Administrative Committee on Substance Abuse

Academic Network (ACSAN) composed of academics from 5 Thai universities
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conducted household surveys throughout the country (ACSAN, 2004, 2007 and
2008). The 2001 survey estimated 7.8% or 3.5 million of the Thai population aged 12-
65 years had ever used meth-amphetamine. Among those who had ever used, 1.1%
or about 490,000 people had used within the last 30 days and it was ranked number
one among all drug use. Moreover, the number who had used methamphetamine 20
days out of the last 30 days before the interview or.who claimed to be “dependents”
was estimated at about 200,000 persons. In.the 2003 survey however the number of
methamphetamine "users in the same period decreased to 34,100 people.
Methamphetamine was thus ranked number two after kratom because the survey
period corresponded to_the “War on Drug”. Regarding the survey in 2007, 335,806
people reported using a substance wiLchin 30 days and methamphetamine was
ranked the third most mentioned substénéé used (22,857 people) after kratom and
inhalants. The 2007 and 2008 surveys havg included the question about ice, a type of
amphetamine, and @ new drug which has‘!rﬂbeen available since the “War on Drug”.
The number of people who had experience}of using ice were larger in 2008 than in
2007. (about 78,000 and 42,000 persons respectively). In 2007, the majority of ice
users (60%) lived in Bangkok wihile in 2008, 70% lived in the northeast. About a half
of ice users were of working age (25-44 yeg}é). Males tended to use ice more than

females in everyiregion.

Most methamphetamine users were in the northeast and Bangkok, with an
increased rate of use from 1 in 1,000 of the Bangkok population in 2003 to 7 in 1,000
population in 2007. With regard to the age group and occupation of
methamphetamine usérs,'a high proportion was students or those aged between 12-
24 years. Among/students, new users are ;accountable for 20% of overall student
users while temporary workers are, 3.9% and permanent workers are 2.6% in their
own groupsi~These sstudentsemostly are: oceasional usersiwhileytheyothers are
laborers and-farmers/(Poshyachinda et al., 2005). Numbers ofifirst time-Users-in 2007
were highest among the unemployed (40% of all first time users), with the rest being
mostly students (28.6%) and regularly employed people (28.6%) (Assanangkornchai
et al., 2008).
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During 2004-2008, the Ministry of Health has reported about 40,000-88,600 cases
attended the treatment (ONCB, 2009). The ratio of compulsory treatment to
voluntary is 1.7:1, 2.3:1, 2.2:1, 2.4:1 and 4.1:1 respectively. Of these, 70-80% used
methamphetamine, yaba. Other interesting data of methamphetamine users have

also mentioned as follows:

- About 85-90% aged 15-34 years old;

- About 86-92% was male,

- More than 70% was15-34 years old,

- 55-75% nevempmarried,

- Less than 17% was student while unemployed rate was quite high, 20-

28%.
2.1.3) Consequences of methamphetamine abuse
1) Methamphetamine psychosis

As a central nervous system stimulant, mefh'arﬁphetamine (MA) directly affects the
central nervous system. Affects include irritaBiljty, insomnia, confusion and paranoia.
The following studies have cenfirmed MA ﬁisyf:hpsis among abusers. The first two
studies were in Japan where amphetamin‘e“ 'h‘as _been available since the Second
World War. A study of 104 MA psychoses in p-syc"l”niatric units at Tokyo Metropolitan
Matsuzawa Hospital in Japan reported more than half «of [ the patients were
discharged within"one month while 16 patients were hospitalized for more than 3
months. Most of the patients showed paranoid psychotic states similar to
schizophrenia, consistent: with previous reports (lwanami et al., 1994). Whereas
Matsumoto et al. (2002) reported that the time frony first MA use to first psychotic
episode “ showed significant differences between the different routes of
administration - smoking,.injecting and ,smoking.and. injecting; groups.smoking had
experienced the first psychotic episode soonest (147 years, SD 2.0), ‘while groups
injecting had experienced the first psychotic episode latest (4.4 years, S.D. 2.3). A
recent study in the US analysed the relationship between methamphetamine use

and health and social outcomes from 106 respondents. The most prevalent health
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effect was weight loss. A significant number of respondents experienced severe

psychological symptoms: depression, hallucinations, and paranoia.

In Thailand Chemical analysis of an ATS or yaba tablet reported containing about 20-
25% methamphetamine. (Poshyachinda et al., 2005). Thus, using high doses of ATS
continuously can lead to psychosis. After the epidemic of methamphetamine in
1996, the number of ATS related psychosis/patieats increased rapidly. Suanprung, a
psychiatric hospital in-Chiang Mai Province reported-methamphetamine psychosis
increasing from 303 cases in.1996 to 3,607 cases.in 2001 (Kittiratanapiboon, 2003).
At present, ice in which.the gontent of methamphetamine in combination is more
than 98% is being disteibuted. /A gram of ice costs about 3,000 baht so only rich
people can affordiit. This situation.may leac_ll to a lot of methamphetamine psychosis
in some hospitals gspecially/in the privété hospitals (Apinun Aramratana, Niyada

Kiatying-angsulee, and Usaneya Perngparn, 2006)
2) HIV and sexually transmitted infections (STIs)_

Methamphetamine use is a known risk for infection with HIV and other STIs. In
Thailand, health impacts from methamphetaming use are not fully explored or yet
recognized among young drug-users. ATS use :-often results in enhanced sexual
arousal. Heterasexual male ATS "users rep‘drféaz more female regular and casual
partners, less fregueni-condom-use-and-exchanging-money-or drugs for sex. Female
ATS users were reported to engage in sex with more partners than non ATS users.
Each of these risks has been linked to HIV and STlis. Recent studies conducted by
Chiang Mai University have confirmed the finding of a higher STIs prevalence rate
among ATS users. For instance a study among females showed the rate of Chlamydia
trachomatis was as high as 40% while among males it was 20%. (Sirirojn et al., 2005
and Quan et al., 2005). Another study among youngradult MA users showed a high
rate of undetected STls: 43% of females and 35% of males had' a laboratory
confirmed STI, many of which were asymptomatic chlamydial infections (Celentano
et al., 2008). While a study among young ATS users, 686 male and 129 female in Thai
border areas with Myanmar, Laos, Cambodia and Malaysia reported Chlamydia

trachomatis and Neisseria gonorrhea only 9.7% and 2% respectively. Chlamydia was
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found in 3 times more females than males (23% and 7%) (Apinun Aramratana et al.,

2008).

2.2 Comprehensive Drug Dependence Treatment

Components of Comprehensive Drug Abuse Treatment

Child‘Care
Services

Intake
Processing/
Assessment

Vocational
Services

Treatment Plan

o

Substance Use
Monitoring

Pharmacotherapy,

Family
Services
Housing/ £
Transportatio Behayioural
n Services Therapy and
Counseling
Clinical
and Case
Financial Management
Services
Legal
Services

Self-Help/Peer
Support Groups

Continuing

Care

il ' il

AIDS/HIV-
Services

Educational
Services

Mental Health
Services

Medical
Services

The “best treatment programs provide a combination of
therabies and other services to meet the needs of the
individual patient (National Institute on Drug Abuse, National
Institute of Health. 1999:14).

The chart showsdrug™abuse treatméntcomponents.”Generally;*the stages of

treatment are preparation, detoxification, ‘rehabilitation and after'care. Once the

drug dependent gets to the treatment, he/she has to be assessed about

drug/substanee use, situation related to drug/substance use and envirenment such

as family and friends. After that, the appropriate treatment plan will be set to the

patient individually. This plan needs to be cooperated with all involved persons

including physician, nurse, counsellor, family member and patient. It must be flexible

to the situation at every stage of the treatment. Detoxification and rehabilitation are

important as he/she will be provided with medication, behavioural therapy and



15

counseling, clinical care, substance use monitoring and self help or peer support. The
treatment needs to be continuing care. Other sets are the services needed to
support the patient for the sustainable as fit to the goal of treatment, drug free. The
outer ovals in the chart are the services which should be provided by the policy
maker and related agencies both Government and non-government. (National
Institute on Drug Abuse, National Institute of Health, 1999 and United Nations Office
on Drug and Crimes [UNODC] and World Health Organization [WHO], 2008)

Drug dependence treatmentinvolves 3 factors;
e Drug users/patients
e Process of treatment
e Environment

Drug users are a combination of their drug use, the people they are and their
practice or behaviour. / Drug dependence behaviour derives from many related
factors, i.e. drug or substance availability, hur.na;r.m characteristics such as age, sex and
race. The environment ¢onsists of such thiﬁgS’ as family, friends and society. These
components make drug dependents differeﬁnt fﬂri)m one another. Therefore, drug
dependence treatment is quite difficult as there is-no single appropriate treatment
for everyone.

Treatment varies depending on the type of drug and

characteristics of patient.....The best treatment programs

should“provide a combination of therapies and ‘other services

(National# Institute on Drug Abuse, National Institute of
Healths, 1999:12).

Because addiction has so many dimensions and disrupts so
many aspects of an individual’s life, treatment for this illness
i§ Never simple.Drug treatment must help the individual stop
using drugs and maintain a-drug-free lifestyle, while achieving
productive functioning in the family, at work and in society.....
(National Institute on Drug Abuse, National Institute of
Health. 1999:9).

The process of treatment will be a factor in the success of the patient if it has a

combination of treatment with appropriate services for individuals. Drug addiction
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treatment includes the process of preparation, detoxification, rehabilitation and
follow-up. Within the process of treatment, the service providers are included. Good
care and support from providers can improve retention rates and reduce the rate of

relapse.

It is accepted that the environment of drug users is important in determining
whether they can stop or carry on using drugs: There have been attempts to change
the environment with the expectation that the'druguser will stop using drugs. The

therapeutic community for treatment is an example of changing the environment.

The goal of treatment is &0 stop using any addictive substances permanently.
However, the primaryobjective of treatment services is to motivate dependents to
seek treatment, to adjust the quality of lij-fe, and to reduce individual and social
problems. Therefore, the success of trealtment is necessary to consider the users,

process of treatmentand environment.
2.3 Drug Dependence Rehabilitation in Théi!anq
2.3.1) Therapeutic Community (TIC) ¥

Origins =

TC was the first term uséd-in- United Kin°g1:16rﬁ in the field of mental health to
describe a new style of mental health provision termed “‘sccial psychiatry’ (Jones,
1953). The TC for substance abuse emerged in the 1960s as a self-help alternative to
existing conventional treatments. This change heralded @ move away from the
physician as healer .common in earlier models of treatment based on positivist
attributes assigned tosthe psychiatrist (Rines, 1999)/ Hierarchy was flattened in the
hospital and"a“closer therapeutierelationship was fostered between patients and
also between patients and staff. The model is based on social learning where the
patient learns,through group therapy to understand the problems inherent.in that
mental health condition and then is able to change over time with the milieu acting
as mirror to the self (Waesch, 1996). At present the rehabilitation duration for TC

ranges from one to 24 months.
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TC in Thailand was first set up at Thanyarak Institute in 1986 in order to offer a
structured program for rehabilitation (Pilley, 2005). After establishment, Thanyarak
offered training and support to all in-patient treatment facilities in the country. This
amounted to more than 20 facilities. The model was thoroughly investigated through
a joint project with the Swedish and Thai governments, supported by the United
Nations Fund for Drug Abuse Control [UNFDAC], before it was introduced into
Thailand (National Council of Social Welfare of*Thailand [NCSWT], 1994). This
development represented a major commitment on the part of the Department of
Medical Services, Ministry.ef Public Health to improve rehabilitation for drug-users

within governmeant run hespitals:.
*
Assessment and Induction

It could be claimed that Thailand has ffroy_ided therapeutic community (TC) for
heroin patients for more than 30 years.:"Evén though the problem moved to MA
dependents, TC still provides for.the hard Eqre.-group and in the correction centres.
Therapeutic Community is a drug treatment rehabilitation model for in-patients
emphasizing self-help in" the " drug dependent group similar to building a new

community or family for the patients consistfh'é of 3 phases:

First Phase — A voluntary entry taking 30 days equivalent to an orientation

for the patients:
Second Phase — Treatment admission taking 9 months
e Method

1) The patients volunteer for admission to-the treatment centre and live
in the community according to therapeutic community program until perceiving the

“Self Discovery”.

2) The" patients’ must stay in the ‘environment. designated .for the
treatment where activities, rules and regulations are stipulated which lead to self

discovery and behaviour re-shaping.

*
Source: Chintra Uaneklarp and Thongchai Uaueklarp. Thanyarak Therapeutic Community. Thanyarak

Hospital. 1992.
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e Philosophy of Therapeutic Community:

1) Humans must be rational, not impulsive in decision making — as

mature and responsible beings

2) Self searching to find o

n flaws. Accept and rectify the flaws by

themselves.
3) Help others. Be selfles Sthers andgive love and warmth to others.

5) No work ponsibility : spute, accept own role in the

society.

) Sep
5) Encounter Gro
6) Hair Cut

7) Learn‘\@perlence

S i-nd HNINYINT

9) General Meeting ¢

AR TR UNIINYIAY

11) Encounter Group

12) Marathon Meeting
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e Chain of Command in the TC

™ N

The advantages of

Learning to build relationships with ot

ﬂuﬁﬁmﬁnﬁWHWni
AR A .

e Period 1 lasting 3 months is an orientation period, preparing to

encounter the outside environment.
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e Period 2 lasting 3 months. The patients will commute from the
treatment centre to their workplace, but they will still spend nights in the centre,

preparing to re-enter society,

e Period 3 lasting 3 months. The patients will return to their residence
or their families. They will earn their living and will meet the counsellor to do group

therapy once a week where family therapy is also.@dministrated.
*
2.3.2) FAST Model

FAST model is:

F= Family: Family hassto cooperate with the treatment and take responsibility for
taking care of the patieat when he/she Iivesr.with the family, out in the society and in

the real community.

A= Alternative Treatment Activity: Choose alternative activities which are

appropriate for the patient’s situation for treatment therapy.

S= Self-Help: Choose the process of learning and physical, psychological and social
therapy for the patient to ‘adjust-their beﬁavio_,ur, attitude, feelings and building

relationships until he/she can live happily in t,he community without drugs.

TC= Therapeutic/Community: The way of valuable living in the society by using TC
process such as help to self, peer pressure, behaviour modification, social learning,

frame of reference.
Origins

In 2002;5Thanyarak adjusted the TC’s lexpécted duration from 1218 months to 4
months. gThe new adjustment called FAST Model was initiated to serve a large
demand for treatment by ATS users. Not only the duration but also the"process and
activities were changed. The|first month’s program was self-help and behaviour
modification covering the in-patients’ mental health, family relationships and living

in the social milieu. Career training, peer encouragement and social assimilation

*

Source: Thanyarak Institute. FAST Model. 2003. And interview information from Thanyarak’s staff
about the operation and management.
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were added in the second month. After that social learning and work on morality
were implemented. It was expected that the patients would begin to change after a
month of rehabilitation. Interviews with staff from both Thanyarak and Chiang Mai
Drug Dependence Treatment Centre were undertaken to understand more fully how
the model worked in practice. They described how 70-80% of in-patients was there

on a compulsory order and only 20-30% was there voluntarily.
Assessment and Induction

On the first day of admission, patients are assessed by a nurse, a physician and
laboratory tests are_undertaken to ascertain levels of drug use and physical and
psychological health, After.being admitted to the FAST model, each patient is put
under the care of an assistant supervisor (s,tjatus before work). He/she is introduced
to the program including the TC regulatioés. This process takes about a week. During
the introduction period, the patient starf.s the program. Activities are set in place
and every patient attends from the outset, Activities are’on a rolling program. A
patient must attend the TC type prrogram wlti.‘!icf-l(includes a self help group (based on
improving denial skills, self, controf, moti_\lléfi_oln enhancement, problem solving,
communication and habit reshaping) anélf fﬁ’érapeutic community alternative
activities. The patient has to attend morning session‘and group counseling. Individual
counseling is.wsed for a person who asks for it or if he or sheis deemed to have a
specific problemithat would benefit from it. In most cases however the patient will
be taken care of by a supervisor, a work coordinator or ex-addicts called the
hierarchical system.  Alternate activities are both routine jobs such as cooking and
cleaning™and job traifiing’ suchy as’ massage: jpractices~The" 12+Step Narcotics
Anonymous program is also'seen-as being appropriatefor the rehabilitation of Thai
drug users when applied to social ahd moral behaviour. The Program is based on the

following twelveisteps' which are/worked through one atia time;

1. We admitted that we were powerless over our addiction, that our lives

had become unmanageable.

2. We came to believe that a Power greater than ourselves could restore us

to sanity.
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3. We made a decision to turn our will and our lives over to the care of God

as we understood Him.
4. We made a searching and fearless moral inventory of ourselves.

5. We admitted to God, to ourselves, and to another human being the exact

nature of our wrongs.

6. We were en : ' AV ‘remove all these defects of

character.

‘we had h: \o ‘and became willing to

make amends tothem all. -

\. ,\.. when we were wrong

11. We sought thréi {f‘:
contact with God as we undei f‘}ag’* l,.t,

and the powe r G

12. V_ g ‘ e steps, we tried to

carry this messagﬂo addicts, ¢ pr es rmcipl@n all our affairs.

There is no set perlcv &worklng through %steps each person moves forward at

““e“ﬁﬂEVNIEWI’ﬁWEﬂﬂ‘i
QW’]@Nﬂ‘iﬂJ UANINYA Y

litation to improve our conscious

for knowledge of His will for us
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Detailed Description of the Model

FAST Model Chart

Family
- Family Relationship
- Multidimensional Family
Therapy
- Family Group
- Narcotics Anon

Alternative Treatment Activity
- Training

- Career practice

- Education

nerapeutic Community

- Avoidance T ; y = A -.; of the House

- Self Control™ rr o | - Helpto Self Help

- Motivational T e— R N - eer Pressure

- Problem S : | - Behaviour Reshape

- Communications | - Group Therapy

- Habit Reshape™ ividual Counseling

‘ I
- Goal Setting ' h sroup Counseling
L1

7 Vi m | LongTerm
4-6 months—| 681 s | 8-12months
-5 T

Duration

S

Treatmentplan.

: X
1. Short term. e
1 K
e Patient who has no addictive symptoms and ﬂrticipates voluntarily

AR AT NN

QAT Anenae

2. Medium term treatment plan: 6-8 months. Preparation;

e Patient has signs of addiction but does not need medicine and

participates voluntarily
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e Family offers good cooperation
e No physical and psychological complications
e Passed diagnosis by a physician
e Cannot use short term plan
3. Longterm treatment plan: 8-12 months: Preparation;
e Patient has symptoms of_gddiction and needs treatment
e Family'does not'Wwant to participate
e Has'physieal and/or psychlological complications

e Diagnosis'by physician to be admitted to the long term plan

Family: 4

The most important activity/in the 'FAST j;h_joael is the family group. The patient is
allowed to meet the family twicea week. 'I"Hey take part in activities together such as
sharing a meal. About 30% of families in tﬁgﬂypluntary group attended while in the
compulsory group more than 70% teok part. '-B'eﬁre discharge, the patient is advised
to set future plans and he/she is-asked to,c;ntact the treatment centre if he/she

needs help. In"addition, he/she is expected to attend the treatment unit 4 times a

year for monitoring:

It is claimed that the family is a small unit that can provide good care for an addict. If
the family is ready to understand and forgive the patient, he/she may stop using
drugs. The objective of requesting the familyto participate is mainly to educate the
family to cope.with the problems of addiction and to provide techniques to help the
patient. The family needs to have the skills to solve problems, to communicate, to
understand their grolesstorbe dnvalved,to besresponsiveyand to~helpwcontrol the
patient’s behaviour. 'The sections.where the patient’s family.is'asked o participate

are as follows:
- Family relationship

- Multidimensional family therapy
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- Family group
- Narcotics anonymous (NA)
Alternative treatment activity:

This activity is aimed to encourage c

pport the patient to develop new abilities

Al€o- eality of their situation. They

must learn how to r il md develop a career. This

take part in suc owi ding chickens, cooking, producing cleaner

solvent etc.
Self help:

This activity is a proces: ' ) A"‘" erself to change their

\ \ 1appily in society without

- Self control

- Moti m' on

s

- Problemi'sc

- Commumtion

- Habit resha‘eh o/

Reieds TVIEVITINENT

The patient needs to write a diagy to reflect on m\self or herself, “ am 1?7,

'qolve probé s and set goals for a new life. (Ministry of Public Health, Department of

Medical Service, Thanyarak Institute, 2003)
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Therapeutic community:

The therapeutic community is a process to encourage patients to develop a good
quality of life in the future. The patient has to learn how to change or reshape their
behaviour. It also emphasizes how to live together in a community. People must help
each other and build a warm and safe environment. In this case, there is a tool called
'house' to punish people who break the rules. Fhewrules are no drugs, no violence, no
sex and no stealing. The ideal member will be"honest, responsible, show love and
concern, act as if, expect no.free lunch, accept that what goes around will come
around, trust the environment, understand others, agree that giving is better than
receiving, and will reveal their feelings: In the hierarchy there is a coordinator on

duty to control regulations and rules.

The weakness in the FAST model is.the fémily session. Only a few parents or family
members want to participate. The change that the treatment units do is to teach
another way to live life . The teaching has moved_ patients to understand their family.
Moreover there is a chance forypatients “to- visit family sometimes during the
weekend. However, the chance to visit fé\‘rﬂrﬁlyﬂ is limited to those patients who
progress satisfactorily. . -

2.3.3) Matrix Model

Origins

The Model was originally developed in response to the cocaine epidemic of the
1980s in the USA (Obert et al. 2000). The program consists of relapse prevention
groups,.education, groups, ;social. support .groups,, individual .counseling, and urine
and breath testing delivered in'a structured manner over a 16-week period. The
treatment'is a directive, non-confrontational approach which focuses on current
issues and behaviour.changeThis model was‘introduced into [Thailand,in the late
1990s, when'methamphetamine use was"highly' prevalent. The program materials
were translated into Thai with some modifications to suit the Thai culture and
context. Matrix model training courses for mental health workers were organized

during that time, some of which were intensive over 3-4 months, some were shorter,

3-5 days. During the time of the War on Drugs Operation in 2003, drug users,
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especially methamphetamine users were compulsorily recruited to attend the
treatment system, using the Matrix model.

*
Assessment and Induction

The following review is of the treatment process of Matrix Model commonly used in
the Drug Dependence Treatment Centres and Psychiatric Department in Provincial

Hospitals in Thailand.

The Matrix Model emphasizes various cognitive domains necessary for the patients
and their families, to besintegrated in principle through the “therapeutic group”
activities in every periodithroughout the‘ one-year program consisting of 2 phases as

follows:

First Phases Intensive Phase or;ml Intensive Outpatient Program (Matrix
Intensive Outpatient Program, 1OP) is chsidered to be the most important and
critical phase to help the drug dependents to overcome their drug abuse. The

duration is 4 months.
Second Phase: After Care Program or:Supp‘ortive Phase taking 4 months after
first phase. The two important activities in this étage are social support group and

12-step facilitation meeting group:

First Phase — Matrix IOP consisting of 4 main activities:

a) Individual/family counseling (Individual/Conjoint-Sessions). Consultations
will be given to drug'dependents and familiés as this is the adjustment period to the
Matrix treatment process to which the patients and their families must adhere for it

to be efféctive. There are 2 sessions, i.e. individual consultation and conjoint session.

Individual consultationssito be offered onlyste therpatientsmConijointisession

is when consultation is provided to/the families withi the company'of the drug

*

Source: Suchart Tritiptikun. Matrix Model. Ministry of Public Health, Khon Kaen Drug Dependence
Treatment Center, 2003. And interview information from staff of Thanyarak Institute, Chiang Mai
Drug Dependence Treatment Center and Ratchaburi Provincial Hospital about the operation and
management.
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dependent patients to help solve any problems incurred during the first period of

abstinence.

b) Early Recovery Skill Group. For patients who have failed to remain drug

abstinent despite strong determinatin and several efforts they will learn about the

effect of drugs on their brain. ollowing 8 skills necessary for drug

(1)
(2)
(3)
(4) -\
(5) -2 o dr inent

o ‘ 1 bstinence stage
(7) .. '“'"' 7

.ﬂ.:ﬁ'fa‘l 41

(8) i C ,;.- HEje NS Oon what 1
it 2 2 fr

c) Relapse Preve_yW* 1owleds

provided to the e pa

about psychological skills will be

and their way of living.
‘ d

(1) Alcoheldlegal substan Isubstances

(2) Boredom

11) Sexuaﬁlationship and drug

abstinence
Avmdance"f& se ./ (12) Relapse prevention
AU ANANINGTNI
hedule
(5) Work and drug abstinencé (14):Being wise and cautious
9 Ve e ik i 0l V1 oottt | 6 21
(7) Keeping unoccupied (16) Taking care of business/ finance
(8) Motivation to drug abstinence (17) Reason for the first relapse

(9) Telling the truth (18) Self care
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(19) Emotional status to relapse (26) Making new friends
(20) lliness (27) Rehabilitation of friendship
(21) Comprehension of stress (28) Praying for serenity, avoidance

of repeated behaviour/ return
to risky sexual behaviour

(22) Reason for the second relapse (29) Management of gloomy status

(23) Decrease of stress (30) The 12-step facilitation

(24) Anger management (31) Look to the future: solving
problem while resting

(25) Acceptance (32) Stop using drug gradually (day by
day)

|
The educational plan lasts for 16 weeks covering the above topics, 2 topics a week
are covered by the patients The service provider must be adept in understanding
drug problems, observant of the patients’ conversation and other body language.

Additionally, for effective treatment it is es;'_ent_i_al that the service provider be strong

and persevering at building good relationships with the patients.

ol il

d) Family Education’.group. The education is about causes of drug
dependence, brain change after drug use _(:f:!rug addicted brain syndrome), drug
dependents’ thinking and erﬁotions, parents; ;c;le in helping the patients for the

short and long term:

The patients together with their families will attend this session once a week, one

hour for each session covering the 12 topics below:
(@) © Stimulantsiand drugcraving
(2)  Effect of alcohol on the body and brain
(3). Meet.with.other patientsicompleting theprogram
(4)" Drug toxicity on the'brain'and the body
(5) Path to drug abstinence
(6) Thisis not my problem

(7) Relapse
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(8) Effect of different types of drugs on the body
(9) Role of the families and patients after drug abstinence
(10) Alcoholism

(11) Heart to heart discussion between the patients and their families

(12) Effect of cannabis on & rain
Second Phase = After Care g rg'of 2 main activities, social

a) Social S s g e drug dependents during

\ drug abstinence). They

pport from their ex-

the mid-term of theij g3 tifg eriod \
will learn about con iyfliving-witho irug
(2) alchang ' 1t anc (16 opiness

emotion
(3) Anger

(1)

7) 0 nesty

(4)
(5)

8) Intimacy

****************** 7

on for relapse

(21) Closnﬂof the truth

) Feeling overwhelmingly happy

'mamﬁmw

(6) Repeaied

(7) Controm

(10) Emotion (24)sPhysical health

9 W']a\‘i ﬂ‘im RN AN~
(12) Friendship (26) Denial
(13) Joy (27) Relaxation

(14) Suffering (28) Regulations
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(29) Life schedule planning (33) Thoughts
(30) Selfishness (34) Stimulants
(31) Sexual relationship (35) Faith

(32) Be wise

. (36) Work and life
b) The 12-step /#/ m is also provided to the
patients in the Matrix 1 E&from drug use. These steps
appear to be extensi ] mber that they cannot
possibly do everythi _-f’: Y " do not become a drug
dependent in a:day,, bel , " xert themselves. The ex-
‘ those who are in the

abstinence period | - ea have leted the 12 steps of

NA.

The essen sov uc sg\lﬁﬁeﬂw mode \'\
e The service ider’is capa building good relationships with

each patient.

e The servnce_nfw-r'swpf '

owledgeable and understands the

e S

treatment prq&s of the Matrix Model. erance and constant self
development a W \'
° Thgonsiste 03 pation in the patients’ @vities.

e The c.bﬁatlon and sincere tyermlnatlon of the patients’ families.

AR INEINT

0 Knowledge domam‘The contents caern in depth theuatlonshlp

TR AR N TR

patient to develop themselves and their living skills so that they can happily reenter

society.
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e Good techniques. The method of educating the group enhances
interactive learning, i.e. a positive approach — use either in speaking or action
engenders good relationships between the patients and their families, and parents’

participation in the treatment process.
The disadvantages of Matrix Model

e The frequency and duration of treatment is one year consisting of 2
phases: first phase, intensive phase lasts 16 weeks — the patients must meet with the
service provider 3 daysper week, and second phase, after care phase lasts 36 weeks
— the patients and their families must meet with the service provider once a week
resulting in it being_time gonsuming, expensive for the families and boring which
affects the total'effectiveness as expected.

e The" seryice jprovider must have sound knowledge and skills for

consultation and assistance.
e The Model maynot be effective ifthere are a few patients in a period.

2.4 Evaluation of Drug Dependence Treatment .
de i A

2.4.1) Evaluation of Drug Depéndence Treatment in Other Countries

There is a largésbody of literature related to.th—é éssessment of drug dependence
treatment. Much 6f this literature is concerned with improved outcomes in a drug
user’s behaviour-post-treatment. To this point it emphasises to effort to determine
the factors whichrinfluence better outcomes. As retention in-treatment is seen as key
to improve outcomes,smuch of the literatiire’ also looks at what factors influence
retention rates. Most studies determined that retention affected treatment
outcomes while some studies found that other factors such as treatment intention,
demographic.characteristics, peer and social involvement _including_relationship
between proyviders and patientsswere important in the assessmenty of different

treatment models.

A study among 507 cocaine abusers in 18 residential programs, the Drug Abuse
Treatment Outcome Study (DATOS), reported that no prior treatment and longer

retention were positive predictors of post treatment abstinence (Hser et al., 1999).
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Gossop et al. (1999) also reported that longer stays in treatment were predictive of
better 1 year outcomes. Joe et al. (1999) in a study focused on retention found that
patient background factors were significantly related to retention, in particular,
pretreatment depression, alcohol dependence, legal pressures, and frequency of
cocaine use. Motivation at preparation was also a strong determinant of therapeutic
involvement. A longitudinal study of 408 patients attending a residential program in
England where 286 (70%) were followed up" after one year, reported substantial
improvements. Half the patients remained abstinent from opiate use; there was
reduced injecting and sharingof injecting equipment; there were also visible

reductions in heawyalcohel drinking'and criminal behaviour.

An assessment siudy of 242 patients fror_n a residential program in the National
Treatment Outcomeé Research; Study (NfORS) project reported that 40% fully
completed the treatment and this group hgd a better outcome. (Gossop et al., 2002).
Another paper was '@ comparison of four‘modalities reported reductions in problem
behaviours at the group level‘during the first \féar and were maintained at 2 years.
Moreover, the stability outcome“was fouhﬂ:‘ at the individual level (Gossop et al.,

2002a).

A multi-site comparison " of psychosocial‘d .approaches for the treatment of
methamphetamine dependence compared the treatment-as-usual to Matrix model.
Matrix model~had better outcomes on attendance levels, and patients stayed in
treatment longer. Moreover, patients provided more MA free urine samples during
the treatment period with longer periods of MA abstinence than those assigned to

receive/treatment=as-usual (Rawson et gl.,.2004).

A quasi-experimental study in Belgian therapeutic communities reported that
participation has an impact in improving treatmentiretention controlling for other
patient characteristics (Soyez et al, 2006). Anderson'et al. 2007 wrote thatrelapse

status was predicted by age, social support and person-centred factors (diagnosis).

Carlson (2001) reported that longitudinal research should be encouraged to confirm
that patient satisfaction is related to both services and abstinence from substance

use. This research studied the relationship between each of the satisfaction items
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and duration of therapy. The satisfaction with access to services and satisfaction
with the effectiveness of services were associated with therapy hours. On average
patients who attended 17 hours or more reported the high level of satisfaction. The
participation in self-help groups, number of therapy hours and abstinence at
baseline from substance use were predictors of abstinence at one year. Patients
who attended in self-help groups at least once'a week were more likely to abstain
from substance use than those who participate less than once a month. Each
additional therapy hourwas associated with one percent increase in the chances of
abstinence. Also, patients.whao.had high levels of satisfaction with access and with

effectiveness were'more twice of abstinence than those who reported low level.

The preceding papers show that there i§. a great deal of concurrence in what
improves outcomes. There /is 'some edeénce that some models appear more
effective than others but underlying all-of 'ghis-are the two main points that retention
in treatment leads t6 more positive:outcomes and that motivation to seek treatment

is also important in determining outcomes.

2.4.2) Evaluation of Drug Dependence Treafihént in Thailand
& J

An evaluation of Government run substanc‘e m_isuse treatment centres (Usaneya
Perngparn et al,, 2001) looked at the outé:br'ﬁe? of treatment processes by three
different governtieni-agencies,—ketheMinistiy-of Public. Health, the Military
Hospital and Bangkok Metropolitan Administration Narcotic Clinics. The project
reported that different types of drug use and treatment facilities affected relapse
outcomes. In 2004, another project (Dheerarat, 2004) reported on drug dependence
treatment activities provided by'the dnug dependence treatment centres compared
to thosesof the hospital services. The project also evaluated the outcome of drug
dependence treatment. Six Drug“Dependence Treatment Centres (DDTCs) in the
Northern, Northeastern, Southern'and Central regions, and 5'provincial hospitals in
the same regions as DDTCs were assessed. Patients who attended 3 types of
services, i.e. detoxification program, Matrix model and therapeutic community were
recruited. Although in the longer period, relapse rates among Matrix model and TC

showed better outcomes, there was no difference of abstinence rates before three
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months after treatment of methamphetamine users who attended out-patient and
Matrix model. After a one year follow-up, the percentage of out-patient attendance
decreased to 8% while the Matrix had doubled abstinence rates. The Matrix model
reported its effectiveness only if the attendees were willing to stay more than 120

days.
2.5 Cost Effectiveness of Drug Dependence Treatment

When the assessment of the treatment program-is considered, it is difficult to avoid
mentioning cost effectiveness even though this study will not specifically measure
this. A study on cost"benefit analysis of residential and out-patient addiction
treatment in the Stateiof Washington (French et al., 2000) reported the difference in
average economic benefit between full:continuum and partial continuum care as
positive (SUS8,053) and statistically significant full continuum over partial continuum
care (SUS2,530 versus SUS1,138; p < .01)";. Torchia (2005) referred to Dr. Michael T.
French of the University of Miami in Cora['-G.ab.I_es, Florida on the database of cost-
effectiveness of drug treatmeﬁt by using thp 6rug Abuse Treatment Cost Analysis
Program (DATCAP) and the addiction seve‘ri_{-yfipd‘ex (ASI) to estimate the economic
costs and benefits in five pregrams in Wz&hi:{éton state that serve patients in
publicly funded programs:Thé.-program Iob‘k‘éﬂ-ét 85 treatment programs (53 out-
patient programs :and 32 residential programs) surveyed between 1993 and 2002. It
was found that methadone maintenance programs had lowerlabor costs (55 percent
of total costs compared with 68 percent for standard outpatient programs) and
relatively higher costs for supplies and materials. Moreover, standard out-patient
programs werelmarginally less expensive thanrintensive programs:(mean total cost
for a client's"treatment episode~SUS1,944 versus SUS4,445).) Among residential
programs, in-prison therapeutics"community was the least expensive while
therapeutic eommunity cost the highest (mean total cost for a clienes treatment
episode SUS1,534 versus SUS18,802). However, there was no explanation why in-

prison therapeutic community cost less.

In Thailand, the cost of drug treatment has been increasing every year. Thanyarak

Institute (2006) has estimated their cost in the fiscal year 2004-2005. The cost of
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out-patients in 2004 and 2005 was 16,779-19,551 baht/case (5US479.4-558.6) while
Matrix model attendance costs were 20,524-25,480 baht/case (SUS586.4-728). For
the residential program, the service cost for in-patient detoxification in 2004 and
2005 was 19,296-25,327 baht/case (SUS551.3-723.6) and rehabilitation cost was
25,990-29,457 baht/case (SUS742.6-841.6); According to research undertaken by
Buranee Kanchanatawan et al., 2005, where the caost of treatment was compared in
3 systems (voluntary, compulsory and correction systems), the correction system
was the least expensive followed by voluntary and compulsory system (full cost per
client 19,058 baht or SUS544; 51,033 baht or SUS1,458 and 108,648 baht or
SUS3,104 respeciively). The in-patient cost was more expensive than out-patients,
voluntary in-patient rehabilitation: voluntary out-patient rehabilitation was 5:1 and
compulsory in-patieat rehabilitation: co?ﬁpulsory out-patient rehabilitation was
11.4:1. The latest'study/collected data on Eos’g_analysis in 10 treatment units covering
all types of treatment in 2007 (Siripen Subakankunti et al., 2009) reported that the
ratio of expense in all activities = preparatibn:--detoxification: rehabilitation: follow-
up and evaluation: and others was 0.2651:0.0600: 0.5364: 0.0900: 0.0486. The most
costly was rehabilitation. Mareover, the cost of residential rehabilitation was the
highest ranged 37,092 to 65,181 baht/case‘($U51‘,060-1,862). Whereas the less cost

was out-patient with Matrix program, only 1,3iO’baht/case (SWs40).
In Summary

This chapter has presented some literature reviews in related aspects. Firstly, the
epidemic of methamphetamine in Thailand and current situation reviews aim to
formulate. moré @nderstanding @about sthesevere situation «0f, methamphetamine
epidemic andlead-to the proper treatment.'Secondly,-the health problems, available
treatment/ rehabilitation modelsin Thailand. Some information derived from
institutions handbooks andiinterview fram key informants. Next reviews, the studies
of drug dependence treatment evaluation which review some research reports from
Thailand including other countries. And lastly, the comprehension of treatment and
cost-effectiveness of drug treatment are added for more understanding. The
reviews mainly provide information and factors which might help to formulate the

variables and indicators for this study.
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RESEARCH METHODOLOGY

This project is designed to assess the process and outcome of the treatment
rehabilitation program, Matrix model for out-patient and FAST model for in-patient
which are the most utilized model in Thailand.;The Models are run by the original
treatment model units and their staff have skill for each model, that is Thanyarak
Institute, Chiang Mai-Drug Dependence - Treatment Centre and Psychiatric
Department, Ratchaburi GeneralHospital. It is expected to compare the outcomes of

treatment in-term.of relapse andsocial function after 6 month period of follow-up.
|

3.1 Conceptual Framework

The study has reviewed “A conceptual friamework for drug treatment process and
outcomes” of Simpson (2004) and adjustéId to use as the assessment framework of

FAST and Matrix models.

"The purpose of treatment pF‘(_Scfess_ and outcome research
captured in the model:is four-fold. First, it should promote the
use of patient performance and monitoring indicators that
serve as interim_criteria related to treatment planning and
effectiveness. Second, it should demonstrate the stages of
patient.change.in-treatmentand-how.specificinterventions can
be-used to address particular needs throughout-the recovery
process. Third, it should clarify the rationale for using
individual-level and aggregated patient records.of engagement
and performance as indicators for feedback to counsellors and
patients, program performance“monitoring, and management
of services. Finally, it should ‘be a foundation and guide for
studying' treatment .gaps @ and improving | aorganizational
functioning and change (i.e., technology transfer, or moving
science to services" (Simpson, 2004: 101).

Therefore, this study will use Simpson's research tool to evaluate the effectiveness
of participation in Matrix and FAST models as the framework component fit in the
activities of those two models. The chart shows the process of the evaluation.

According to Texas Christian University (TCU) treatment model, it identifies key
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factors associated with effective process and outcomes of specific treatment
episodes. It focuses attention on sequential phases of the recovery process and how
therapeutic interventions link together over time to help sustain engagement,

thereby improving patient functioning during treatment and after discharge.

Patient attributes at intake in this study include patient background, motivation for
change, readiness for treatment and problemiseverity at intake. Also, the program
determines whether FAST or Matrix model+is seleected. The first step towards
recovery in treatment is early engage;nent which is program participation and a
counseling relationship (r@appert personal bonding and satisfaction of services). The
second major stage is‘eanly secovery which is reflected by psychosocial and
behaviour changes. Even though retenti‘or]_is a strong predictor of post-treatment
outcomes, the two.models require 4 mo’qtlhs equally. After discharge, patients will
be followed up regarding their sociall function and adjustment, relapse and

]
i

substance use including alcohol.

r

A

Organization.Functioning & Change

=

Recovery in Treath"l‘éntkehabilitation

Rehabilitation: Matrix model and FAST Model

Early engagement Early recovery Follow-up
. Program Behaviouial Outcomes
Pat'?nt Participation Change ] * Relapse
Attributes Retention e Drug use
(After‘ o iﬂL ﬁ at4 o Social
detoxification) months functions
Therapeutic i Psycho-Social and
Relationship Change adjustment
N\ PN
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Study process

The study process will be set into 3 stages as follows: baseline assessment,

measurement of improvement during the rehabilitation period and follow-up.

The first stage, baseline assessment has completed after the patients have been
assigned to the model. They will be interviewed about general characteristics (e.g.
age, race, religion, place of birth, present resident etc), socio- economic and
environment including the main assessment, history of drug/substance use and the

problem.

The second stage.has completed during attending the model, measurement of
patient’s improvement during the proéram at 1.5 and 3 months. The study has
reviewed “A conceptual framework for drug treatment process and outcomes” of
Simpson (2004) and adjusted to usé as the assessment of FAST and Matrix models
during attended. According to TCU trefatr%ent model, it identifies key factors
associated with effective process.and out(r:"c:)‘me(s of specific treatment episodes. It
focuses attention on'sequential phases of the recovery process and how therapeutic
interventions link together over time to help sustain engagement, thereby improving
patient functioning during treatment. Pajc:iént-s have to evaluate of self and
treatment by filling in the questionnaire ratlnfgs of self, treatment process and
program attributes..liis-expecied-that patients-who.get improvement in the

program will improve after discharge.

Even though Matrix and FAST models are different interventions, the objectives aim
at the patients’ abstinénce from addictive.substances, behaviour change and a

normal life in the community.

The Matrix model is used for out-patients who abused or addicted drugs especially
methamphetaming. Patients and their family will attend the programs as assigned.
The first phase, Matrix IOP*(Individual/family’counseling, early=recovery skill;relapse
prevention and family education) will be implemented for 4 months. Urine test is
common checked all the period of attending. As the program is mainly cognitive
behaviour therapy, the relationship between patients and providers/counsellors are

important. They will be discharged after they are drug free.
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The FAST model applies for in-patients. Patients are required to stay in the
treatment unit for at least 4 months. The programs are mainly behavioural
modification and environmental adjustment (social skill and learning, peer pressure,

morality, maturity) the same as therapeutic community including family

participation.

\ ¥

% y .

Last stage, after discharge, "~-..,."*,"‘-§ vill' pegfo ed up at 1, 3 and 6 months
i j -

regarding their social tion and adjustment; relapse and substance use including

alcohol. The main of objective f the study will be the different outcomes of Matrix

and FAST models, duratien of al enae n | their improvement.

Additional information 4

This study has intervi 're, some 1S inc g three nurses in each target
treatment unit a Dr. “;‘ or't g \ -CO ittee, - a psychiatrist
and a psychologist. s v was the ﬁ 1t - \ t eir role and treatment
operation. Also, the ohservat on o ﬁi’ -Ur has be arried out. It is expected to

use the information to in pret #ur »"'ad’

1 ,'61—'..:-'.14"
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STUDY PROCESS

Matrix Model
(Out-patient)

13k
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FAST Model
(In-patient)

1

Baseline Assessment

Outcomes:

,Demographic characteristics,

Socio- economic and environment
History of drug/substance use

o

iy

Measurement of

patient’s improvement

during the program-at

1.5 and 3 months

Outcomes:

Evaluation of self and

treatment

- Ratings of self

- Ratings of treatment
process

- Ratings of program
attributes

Matrix intensiv’g out-patient
pregram (4 months)

-lndividual ses“sions and
conjoint sessions (1-2
months, once-aweek)

-Earlyrecovery'skill group
(1L#onth, 3 timesj/week)

-Relapse preventnidn’,g"roup
(16-weeks, 2 times/week)

-Family education-group.
(12 weeks, once a week)

-Urine test (Sampling-once
a week)

Last phase: Family meeting
& future plan (1 session)

Program orientation and
regulation inform (1/2 day)
1* month

-Daily life

-Self help group

-Family participation

-Behaviour modification
2" month

-Peer pressure

-Social skill

-Alternative treatment

activity

-Family session (home visit)
3™ month

-Social learning

-Morality
4"month

-Maturity

Last phase: Goal setting &

41

future plan

Follow-upat1,3,6
months

Outcomes:

Day of abstinence

Drug/substance use
Social functions and adjustment
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3.2 Methods

Samples

In-patients and out-patients aged 15-35 years old are randomly sampled from the
Drug Dependence Treatment Centres (DDTCs), i.e. Thanyarak Institute and Chiang
Mai DDTC. Also, out-patients at Ratchaburi Provincial Hospital are selected because
the Hospital is one of original adopted Matrix modelkas well as Thanyarak and Chiang
Mai DDTCs. Only male patients are.studied as the percentage of female drug
treatment patients (ONCB, 2009) accounts for less than 14% each year and the

treatment service iss€paratéd. for female and male groups.

|
Inclusion Criteria are as follows:

1. Reported use of methampheta’milne in the past 12 months and use on at

least 10 days prior to study entry;

2. Attendance for methamphetamine treatment at Thanyarak Institute,

Chiang Mai Drug Dependence Treatment Cef}trés and Ratchaburi Provincial Hospital;

Jia

3. Never attended the same treatment rehabilitation model prior to

recruitment;

4. Abilityy to understand the purpdse of the study/and complete study

interview materials.
5. Male aged 15-35 years.
Exclusion criteria are.as follows:
12 Unable or unwilling to give infoarmed consent;

2. Discernible deficit of cognitive function, signs of psychosis or other

significant psychopathelogy;

3. Medical ‘conditions "that would preclude“safe study participation (e.g.,
recent heart attack, stroke, or other conditions indicating significant cardiovascular

illnesses);

4. Currently dependent on substances other than methamphetamine.
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Sample Size

The two-sample t-test is used and suppose a proportion p of a total n subjects come
from Matrix model group and a proportion g from FAST model group (p + q=1). The

scores in both groups are taken to be normal distribution with the same variance.

where?(and\_(are; he _ A ' nds” is thesg ed within-group variance.
Then, use the Masterdab / 3 } ;: N

This study recruited:sa ar study that is “Cognitive
behaviour therapy and icatio eatment o obsessive-compulsive

disorder” (Connor etal., ?

lﬂ

From table (Kraemer &Thlemann 1987: 110)

ﬂﬂﬂ?‘ﬂeﬂﬂﬁwmﬂ‘i

amammmnﬂmé’ ]

= 31+2 = 33
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For a two-tailed test, at 5% significance level, with 80% power, the required sample
size (Kraemer and Thiemann, 1987) is 33 for each group. According to a previous
study, an evaluation of drug dependence treatment (Laeid Dheerarat and Usaneya
Perngparn, 2004) which followed up treatment drug dependents from 6 DDTCs and 5
Provincial Hospitals, they reported 19.8% @as the maximum percentage of lost follow-
up at 3" month. In anticipation of 20% lgss.for follow-up, the sample size was
increased to 40. All data were analyzed at" a.single point at the end of study.

Therefore, final study'samples must be at least 40 cases per group.

This study has recruited.84 cases of Matrix model and 92 cases of FAST model and
the final follow-up cases for.two models are 45 and 47 cases respectively which are

enough to conclude the outcomes.

3.3 Outcome Measures

Measurement

The study defines primary and.secondary méasu'rement as follows:

1. Primary measurement
# v Jdld
e The abstinence rate comparing between the Matrix and FAST model
attendants.

e Duration of abstinence after 6 month follow-up
2. Secondary measurement

e Recovery in treatment rehabilitation by comparing mean scores of
ratings scales of categories define below.
¢ Improvement of patients after follow-up comparing relapse and non-

relapse cases
Baselineinformation

After obtaining inform-consent, the patient will' be ‘interviewed by trained
fieldworkers. The questionnaire used was obtained from a previous study (Laeid
Dheerarat and Usaneya Perngparn, 2004). The questions included demographic
characteristics, socio- economic, family and social environment questions as well as

history of drug use, current drug/substance use, route of administration, experience
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of treatment, imprisonment, level of addiction and problem. (See Appendix 2)
Measurement of Recovery in Treatment Rehabilitation

This assessment of patient’s recovery in treatment rehabilitation needs and
performance in treatment can be self-administered or completed in an interview by
program staff. It includes short scales for psychological functioning (self-esteem,
depression, anxiety, self-efficacy), social functioning (hostility, risk-taking, social
conformity), treatment motivation y (treatment  readiness and pressures),
participation in treatment(therapeutic engagement, personal progress, Trust group
and program staff), .eounsellor attitude and behaviour (counseling rapport and
competence), and pregram attributes (treatment services, peer support and social
support). These measures are -used -fq[r monitoring client performance and
psychosocial changes during treatment (;';15 well as program-level functioning), and
are interim criteria for evaluating treatmnfejnt"interventions as conceptualized in the
TCU Treatment Maodel. Each item has a defi'ned set of questions which can be scored
both direct (from 1/to 7) an‘d feverse éc-éle-.' The following items present the

all o il
evaluation of self and treatment sections and categories. (Details in Appendix 2)
é J ._1

EVALUATION OF SELF AND TREATMENT

SECTION A. RAT'I_EGS OF SELF . £ STECTION B. RATINGSIQF TREATMENT PROCESS
A.1 PSYCHOLOGICAL FUNCTIONING SCALES ~ B.1 PARTICIPATION N "EREATMENT

a. Self Esteem (SE) j. Therapeutic Engagement (TE)

b. Depression (DP) k. Personal Progress (PP)

c. Anxiety (AX) l-Trust Group (TG)

d. Self Efficaey (PM) m. Program Staff (PSF)

A.2 SOCIAL FUNCTIONING'SCALES B:2 COUNSELLOR ATTITUDE'AND BEHAVIOUR
e. Hostility (HS) n. Counsellor Rapport (CR)

f Risk Taking«(RT) 0. Counsellor Competence (CC)

g.'Social Conformity (SC) SECTION C"RATINGS'OF PROGRAM ATTRIBUTES
A.3 TREATMENT MOTIVATION SCALES p. Treatment Services (TS)

h. Treatment Readiness (TR) g. Peer Support (SUP)

i. External Pressures (EP) r. Social Support (SS)
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Measurement of Follow-up Outcomes

After discharged, patients will be informed about home visit and follow-up at 1, 3
and 6 months respectively. There are many factors might be effected to drug
abstinence, such as the patients, providers, treatment program and the
environment. This study defines 3 variables which can be measured as outcomes,
day of abstinence, drug use and alcohol drinking, and social adjustment after
treatment compared to.before treatment. The-questionnaire used is obtained from a
previous study (Laeid Dheerarat and Usaneya Perngparn, 2004). The measurement
guestions mainly are illegal drug use or relapse and social functioning especially
family relationships, i.ed helping /in family's chore, taking care of family, earning

income and their.general behaviour.

Statistical analysis

Descriptive statistics: To summarise the contents of baseline data and follow up
outcomes (e.g. demographi€ characteristics, socio-economic characteristic, history of
methamphetamine use and other behaviours etc.), percentage and central tendency

measurement have been applied. pers f

Chi-square and t-test: Analyses are used 1to',tes"t significant associations between

FAST and Matrix‘models, and difference of outcomes.

Rate of abstinence: Comparing drug free cases after 6-month follow-up of Matrix

and FAST models by rate of abstinence per total recruitment.

Survival graph and Cox-regression: Regarding follow-up outcomes, comparison of
Matrix and FAST IMadel relapse jare analyzed by Survival graphy(Kaplan-Meier) and

Cox-regression‘onnumber of days'since stopping illegal'substance use.
3.4 Research Operation

All treatment patients in the treatment units will be investigated by physicians and
laboratory tests will be performed before sending them to the rehabilitation
program. They should be drug free when they enter the program. After
detoxification, the patient is motivated attend the rehabilitation program which is

appropriate for himself. For instance, if he is unemployed and has family members to
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support, he should attend FAST model. If on the other hand he has a job or lives near
the treatment units, he should attend Matrix model. The decision of attending FAST
model (in-patient) or Matrix model (out-patient) will be planned together between
the patient and the doctor or a responsible provider such as a counsellor. Even
though some treatment units do not provide an in-patient program, the patient will

get the information about the FAST model as well.

The study begins when the patient enters the FAST (in-patient) or Matrix (out-
patient) model. Patient who.fit the criteria is informed about the project and the
duration of participation«If hesagrees to join, he will be asked to sign a consent form.
In addition, if the patient issWounger than 18 years old, the parent or elder family

member must sign for permission too.

During the 4-month program, the patient}s assessed twice at 1.5 and 3 months after
attending the program. [Repeated assessments over time provide a basis for
monitoring patient change and care planning. The questionnaire used is the
“Evaluation of Self and Treatmenty(TCU corgec-"cional outpatient form)”. It offers a
thorough assessment from_ needs and H%cgtj\llation for treatment through to
treatment outcome. Despite its-use among.a cno':rrectional population, it has been
chosen to be used in this“study with some modifications to apply to general yaba
users in a Thaissocial and economic milieu. The evaluation‘incfuded A) ratings of self,

B) ratings of treatment process and C) ratings of program attributes. It is expected

that patients will get improved after a period of attending the program.

At 4 months of atteriding, most patients are discharged. The providers record the
discharged form and report patient’s\improvement. At this stage, patients must be
drug freesespecially the out-patients, they should have negative urine results. If not,
the patient will be asked to continue the programiby treatment regulation. Before
leaving the treatment unit, every sample/is informed again about heme“visit or
follow-up at 1, 3 and 6 months respectively. The study obtains the follow-up
information from the case only. If the field worker cannot meet the case, he/she will
make an appointment with the case’s family member and visit the case again.

Therefore, the day of appointment may not exact to 1, 3 and 6 months. The main
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guestion about the first day of drug use after discharge must be carefully checked.

All data are checked its consistency and possibility in the treatment unit or field
study. Coding, data entry and data analyses have been operated at the College of

Public Health Sciences, Chulalongkorn University.

write an informed con the fie has line or try to encourage his

parent. If the samp! a peri ime andhe request to drop out from the

study, he can dro ithout ar jiry. In if the case has been
appointed to mee V r he will be paid for
transportation. has to leave from work.

In Summary

This chapter has pres d ﬁ ) *;‘ ‘.' 1d research methodology.
The framework has shown oss Of ‘st y'w‘ 1take, evaluation during the

*?"\Jﬂ '..}7 -
upaﬂﬂ.fﬁn_' utecomes measurement. Samples with

inclusion and exclusion criteria:are revealed: limitation. Sample size calculation

and lost follow up estimation dies as baselines have mentioned

as well as the, nt fand statistical used.
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CHAPTER IV

RESULTS

4.1 Participant Recruitment

The following data show the participant recruitment from each treatment unit
classified by models. At the beginning, the out-patients were recruited from Chiang
Mai DDTC, Thanyarak Institute and the Psychiatric Unit of Ratchaburi Provincial
Hospital. Twenty-six out=patients at ‘Chiang Mai DDTC who fitted the selection
criteria were approached..Three cases refused. At Thanyarak Institute, 30 out-
patients were in.the criteria. Of these, 10 cases refused as they had to work/study
and did not want te be followed-up. At‘ Ratchaburi, 51 cases were approached but
10 cases did not want to participate as they lived outside the area and did not want
to be followed-up. Therefore, the numberf_gut-patients in'the study who attended

Matrix model was 84 cases.

As for FAST model, 54iin-patients'were appfdaéhed at Chiang Mai DDTC. Of these, 9
cases dropped out. Five cases<reftised to'-f;articipate at the first approach while
another 3 cases left the treatment units af'nc:"e;r ’ﬂ:"i‘e first interview and another one
was not suitable for the program due to,sjm:r_it,oms of psychosis. At Thanyarak
Institute, 61 in-patients met the criteria but 12 cases refused and another two cases
had symptoms of psychosis. Therefore, the number of in-patients in the study who

attended FAST model was 92 cases.

Their improvement was evaluated twice, at 1.5 months and 3 months after attending
the progranm through asquestionnaire #“Evaluation of selfvandstreatment” of TCU,
Institute of Behavioral Research...After attending the rehabilitation for 4 months,
they were discharged. No-one in either group had to extend their treatment for

more than 4 months.

The first follow-up was 30 days after discharge. There were 57 out-patients (Matrix
model) and 70 in-patients (FAST model) in the first follow-up. Twenty-seven cases
from the Matrix model missed their first follow-up. Of these, 10 cases could not be

found at all while another 8 cases were students who were refused to be followed-
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up and 5 cases went to work outside the province. Also, another one case was found
for the last follow-up, he reported that he was admitted to hospital for 4 months
because of an accident. As for FAST model, 22 cases missed the first follow up. Of
those, 19 cases could not be contacted while another 2 cases worked outside the

province and one case was sent to the probation system.

For the second follow-up at 3 months after.discharge, 43 and 58 cases of Matrix
model and FAST model.were interviewed. The'Matrix- model missed 14 cases while
the FAST model missed 12 cases becausie the patients did not stay at home and could
not be contacted. In some cases, family members could not give any information
about their whereabouts either: i

For the third follow-up.at 6,maonths after-dl§charge, 45 and 47 cases of Matrix model
and FAST model were found. ‘As for FA’ST maodel, another 11 cases were missing
from the second follow-up. Of these, 2 c%ﬂses""were taken into the probation system
while another 9 cases did not stay at hom"'es. For the out-patients or Matrix model
attendances, 4 cases missed ‘the‘ last folrlc;.yv--dp as one case was arrested while
another 3 cases did not stay at home, The Iggtff_oll‘ow—up found 6 missing cases from
the first and second follow-up-Ameng these.@s};'s:, 5 cases had jobs in Bangkok while

another case had just been discharged from'ﬁ‘dspital after treatment for an accident.

Participant recruitment-and-follow-up-cutcome

Matrix Missing Fast Missing cases/reason
model cases/reason model

First recruitmentat treatment units Tl

9 cases were excluded
-i5:¢ases'refused

Chiang Mai Drug -13 cases(aged 30, 29, 20 yrs)
Dependence 23 3 cases refused 45 were interviewed at the first
Treatment Centre recruitment after that they
escaped,
= 1 case had psychosis
10'cases refused 14'cases were excluded
Thanyarak Institute 20 (Did not want to 47 | .12 cases refused and
be followed-up) - 2 cases had psychosis
Psychiatric Unit of 10 cases refused
Ratchaburi Provincial 41 (Lived outside 0
Hospital area)

Total participants 84 92
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(3 months after 84
attending program)

Matrix Missing Fast Missing cases/reason
model cases/reason model
Evaluation of self and treatment during rehabilitation
First evaluation
(1.5 months after 84 B 92 B
attending program)
Second evaluation
- 92 -

Discharged after attending-program for 4smonths-thenfoliow=

up

First follow-up
(1 month after
discharge)

2./ cases/missed:
-8 cases were
students, not
allowed by
schools .~

-3 cases were'in
probation system

22 cases missed:

-2 cases worked outside
the province

-1 case was in probation
system

-19 cases could not be
contacted

stay at home
6 cases from
Ratchahuri cdme

back home

>/ =1 cas¢ hadlang. /0
accident and
admitted in‘a.
shespital :
-5 cases workeg
inlother provinces
A0 cases could =+,
not be found—— - f
Second follow-up 14 cases.missed: 12 cases missed:
(3 months after 43~ 4" 14'cases didnot 58 -12 cases did not stay at
discharge) stay at home home
Third follow-up 4 cases missed: 41°cases missed:
(6 months aftek_ -1 case was -2 cases were in probation
discharge) arrested system
45 -3'cases did not 47 -9 cases did not stay at

home

4.2 General Characteristics

During October 2008-February 2009, one hundred and seventy six volunteers who

attended FAST model (in-patient) and Matrix model (out-patient) were recruited

from three treatment units, Thanyarak Institute, Chiang Mai Drug Dependence

Treatment Centre and the Psychiatric Unit of Rachaburi Provincial Hospital. Of these,

92 cases were FAST model attendees (47 cases from Thanyarak and 45 cases from
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Chiang Mai DDTC respectively) and 84 attended Matrix model (23 cases from Chiang
Mai DDTC, 20 from Thanyarak and 41 cases from Ratchaburi Hospital respectively).

The general characteristics from the baseline interviews are presented below under

the following four topics,

1. Comparison of partlup nt
2. Population and socio-econ '
3. Environme
4. Other situatio/
It aims to compége idfisfid

at intake. The d

presented in the

Their mean age on admlssmn.b'f:bgi:ﬁ f{ about the same, 23.8 years old. Most

attendees ar}aal except two ca 3 del in' C iang Mai who are

71% are single omavené

educational level, more than 45% finished secondary school while another 21-28%

::::mzrﬁ mzm i 30 T i
QW’mﬁﬂ‘ﬁm um'mma t)

members of tribes. The majority ( i s are.Buddhist. About 68-

eas abou I /4 are married. As for
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Table 1 The different characteristics between Matrix and FAST models

Matrix model | FAST model Chi-square/
(out-patient) | (in-patient) t-test”

Age on admission Mean 23.75 23.82 -0.077
S.D. 5.88 5.37

Race Thai (%) 100.0 97.8 1.847

Religion Buddhist (%) 98.8 94.6 2.402

Marital status Never married (%) 71.4 68.5 0.410
Married (%) 25.0 26.1

Education status Primary'school (%) | 4 21.7 28.3 1.063
Secondary school (%) ' 49.4 46.7

Household status Head/spoetise (%) 3.1 25.0 5.481
Offspring (%) T 70.7

S.D. = Standard deviation + Nonssignificance
|

Demographic and'socioseconomic characteristics
This section will preseat a comparison of the demographic and socio-economic
status between outspatients (Matrix mojdel-)' and in-patients (FAST model). Some

variables may be the same as the‘previousf"_cgp__ics but have a different purpose (see

details in Table A.3.1in Appendix.3). )

ol il

The average age on admissiof-of Matrix and FAST model patients is similar (23.8
years old). However, if the median age is corjis_ide_red, the FAST model patients tend

to be older thanithe Matrix model (24.0 vs. 22..57;ears old).

More than 55% are single which corresponds to their status in the household as
about 70% are offspring. Even though there are some differences in the educational
level among patients in each group, the majority finished secondary school or
attended 7-9 years of‘study (about a_half or"46.7% and 48.8% of FAST and Matrix
models). The median age at which patients finished school of Matrixand FAST model

attendeesare 15 years old.

As regards their,economicicharacteristics, about 30% ‘of FAST modelpatients are
unemployed which is 10% higher than Matrix model patients. The FAST model
patients’” work mostly is unskilled work (28.3%) and skilled work (13.0%) while the
Matrix model patients’ work is unskilled work (26.2%) and students (23.8%). If only

employed people are considered, their average income per month is about 7,000-
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9,000 baht/month. Matrix model or out-patients earned a lower income than in-

patients.

Regarding their source of extra income, about 63% of out-patients and 53% of in-
patients have no extra income. However, the majority report that they have extra
money from their families. Only. 11% of in-patients (FAST model) and 2.4% of out-
patients (Matrix model) get extra money from illegal activities. Of these, 2 cases of
FAST model report stealing and 10 cases of ‘FAST medel patients and 2 cases of
Matrix model patients mention they ar:al drug pushers. The economic characteristics
(occupation, income andeextracincome) of the two model attendees have statistical
significance (Table 2). ‘|

Table 2 Demographic and sgcio-economic characteristics

Matrix-model FAST model Chi-square/
(out-patient) (in-patient) t-test
Age finished school(yrs) Median /. 15.0 15.0
Mean ~15.48 15.52 -0.105
S ¥ =263 2.66
Employment status / 20.402**
Unemployed (%) '19—0 . 29.3
Skilled worker (%) X817 13.0
Unskilled worker (%) 26.2. 28.3
Student = (%) 2334~ 4.3
Income/month” Mean 6735.66 8668.00 -2.145*
Sl 3558.45 5083.35
Source of extraincome 15.970**
None (%) 63.1 53.3
Family 1 (%) 31.0 18.5
Illegal job (%) 2.4 13.0
Legal job (%) 3.6 15.2
Money from'extra job Mean 298800 6194.87 -1.456
S.D. 2060.20 10860.62

"excluded non response and cannot be applied cannot be applied for income as they were unemployed and
student, S.D. = Standard deviation
*sighificant at p<'05, *%significantatp<01

Environmental characteristics
As they had to commute to the treatment centre almost every day or at least a few

days a week, Matrix model patients lived in the same province or area in which the

treatment unit was situated. It is noticeable that FAST model patients at Chiang Mai
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DDTC came from Chiang Mai and Lumphun while those attending Thanyarak came
from Bangkok and Pathumtani, an adjacent province to Bangkok. Fifty to eighty
seven percent of the patients live in a single house. According to the parents’
relationship, Matrix model attendees have parents with a better relationship (66.7%)

than FAST model patients (46.7%). (Table A.3.2 in Appendix 3)

Regarding substance abuse among friends; moresthan 80% of both groups report
that their friends are methamphetamine users...Cannabis is the second most
mentioned substance that their frienc;s use (15.5% and 26% of Matrix and FAST
models respectively). Only FAST model attendees report that their friends use ice
(crystalline methamphetamine): About Ef% and 11% of out-patients and in-patients

report that their family members use ice. -
The statistics havegproved the significancesof the Matrix and FAST models attendees
in terms of having friends using methampbetﬁmine and cannabis (p<.01) while there

is no statistical significance in having famili}‘members using those substances.

Table 3 Report of ‘having friends and fejhuy members using substances/drugs

comparing Matrix and FAST models 23 )4
Matrix. model | FAST model t-test
(out-patient) | (in-patient)
Friends use MA Mean 3.04 7,89 -4.904**
N 2.63 Y 471
Family members Use IMA Mean 1.12 1.29 1526
S DL 0.55 0.91
Friends use cannabis Mean 0.46 © 1.63 -2.702%*
S.D. 1.56 3.64
Family membersjusé cannabis Mean 1,04 1.09 -0.875
S.D. 0.33 0.44
Friends usejice Mean 0.02 0.53 -2.348*
S:D. 0.22 1.98
Family'members usesice Mean NA NA
S.D. NA NA

NA = Not available
*significant at p<.05, ** significant at p<.01
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Methamphetamine use and other situation related to drug use

With regard to drug use, the highest cause of the first MA use in percentage terms,
34.8% among in-patients (FAST model) and 50% among out-patients (Matrix model)
are curiosity; followed by their friends’ persuasion, about 29% in both models; and
enjoyment, about 11% for out-patients and 4% for in-patients respectively. Other
reasons, feeling depressed and enhancing to workare reported more often by FAST

model patients than Matrix model.

The age at the first use.of methamphetamine was about 16-18 years old. Matrix
patients tend to be older (18wears compared to 16 years old). The mean ages of first
MA use of FAST and Matrix models found a statistical difference (P<.05) about 18
and 17 years respectively. This makes the duration of drug use among in-patients 1.5
years longer than that of out-patients (6.:6 vs. 5.1 years). When the amount of drug
use and money spention drugs are considered, the two model attendees used about
2-3 methamphetamine tablets a day and spent about 200-300 baht, showing no

significant, statistical difference.

Their route of administration of MA is smok_ir;-g.nl_OnIy one case from FAST model in
Chiang Mai mentions smoking and injecting. Th;e guantity of use per time is 1-2
tablets per day.and cost about 295-378 béﬁt‘/‘déy (about USS9.5-11.5). More than
87% also drink alcohol regularly. About 23% of EAST model patients have been for
treatment before while only 10% of Matrix model patients are returners but
attended a different model. It is worthy of note that about 26-55% report having

been arrested because of drug use (see Table A.3.3 in Appendix 3).

A guestion of self evaluation whether the patient had-any problem, with drug use or
not, was‘eéxplored. FAST model patients have more problems than Matrix model with
statistical significance.at p<0.05. Also,.a 12-question set.about level of addiction and
problem, 1) increased the quantity jof drug use, 2) Tried to stop using drug but
unsuccessful, 3) Used most of the time in drug purchase, used and intoxication, 4)
Absented from work or school due to using drug, 5) Had accident due to using drug,
6) Used less time with friends due to using drug, 7) Drug use had lead to psychosis

problems, 8) Drug use had affected family, friends and colleagues, 9) Drug use
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affected health, 10) Before attending the treatment, did the drug users have to
increase drug amount in order to have the same intoxication, 11) Needed to use
drug to protect from withdrawal symptoms, 12) Felt uncomfortable or moody if
drug user was asked to stop using drugs, or had to stop using drugs. These questions
were used by a previous study (Laied Dheerarat and Usaneya Perngparn, 2004) and
provided reliability at 0.84. As the scores are'counted, the FAST model patients
mention more problems than the Matrix patiengs'with p<0.01. However, there are
some questions with'statistical significance at p<0.01;i.e. drug use affected health,
before attending the treatment; did the drug users have to increase drug amount in
order to have thessame intoxication, needed to use drug to protect from withdrawal
symptoms and feletuncomfortable or m“oody if drug user was asked to stop using

drugs, or had to stop using drugs, tried-to stop using drugs but unsuccessful has

significance at p<0.05 (Tablé AB.4 Appendix 3).

Table 4 Methamphetamine use and othét:-_situation related to drug use compared

Matrix and FAST models

Matrixmodel FAST model Chi-square/
(out-patient); | (in-patient) t-test

Reason of first MA use —= 9.915*
Friend's persuasion (%) - '--13_0.'5, 33.8
Curiosity (%) " 51.2 40:0
Enjoyment (%) 11.0 5.0
Depression : (%) 1.2 10.0
Enhance working ability (%) 6.1 11.3
Age first MA use (yrs) Median 18.0 16.0

Mean 18.56 17.21 2.240*
S.D. 2.63 2.66

Duratiofof tising MA Mean B 661 -2.124*
S:D. 4.46 4.39

Quantityiof use per day Mean 2.92 3.22 -1.091
S.Dy 1.22 2.24

Money,spenton drug/day Mean 294:88 323,79 -0:880
S.D. 180.78 246.75

Route of administration 0.918
Smoke/inhale (%) 100.0 98.9
Smoke and inject (%) 0 1.1

Drinking alcohol (%) 91.7 92.4 0.031

Ever been treated drugs (%) 9.5 22.9 7.953

Ever been arrested (%) 44.0 45.6 9.595

*Significant at p<.05, ** Significant at p<.01
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Table 4 Cont.
Matrix model FAST model Chi-square/
(out-patient) (in-patient) t-test
Have problems with drug use? 15.657*
No 29.8 30.4
A little 315 25.0
Moderate 14.1 24.4
Much to very much 2349 20.4
Level of problem from MA Mean 41.08 5.72 -3.375**
S.D. 240/ 3.41

*Significant at p<.05, ** Significant at p<.01

4.3 Evaluation of Self and Treatment

Patients must attend the treatment model for at least 4 months. During the period
of treatment rehabilitation gheir/improvement will be evaluated twice — at one and
a half months and at three months after éttending FAST and Matrix models by using
the Texas Christian University (TCU) evaniupat‘i'on forms on self and treatment. The

following presentation is the outcome from the measurement of improvement.

The evaluation includes 3 sections,’A) rating;_s of self, B) ratings of treatment process
and C) ratings of proegram. attributes. _]_-'hés.jq sections are short scales for
psychological functioning (self-esteem, deﬁeﬁss;ion, anxiety, self-efficacy), social
functioning (hostility,  risk=taking, socia'l':.".c-6‘r.1?drmity), treatment motivation
(treatment reaeiness._and pressures), participgtion in_treatment (therapeutic
engagement, personal progress, Trust group and program staff), counsellor attitude

and behaviour (counseling rapport and competence), and program attributes

(treatment services, peer support and social.support).

The difference in improvement between Matrix and FAST madels is shown in Table
5. Patients who attended Matrix model have improved in all psychological
functioning scales and.twa social functioning scales (hostility and social conformity),
with 'highly statistical significance: As for participation in treatment, enly program
staff improves with statistical significance at p=0.016. Noticeably, the FAST model
attendees have not only improved ratings of self on self esteem (depression and
anxiety), and social functioning scales (hostility and social conformity) but also

improved in both sections of ratings treatment process and program attributes with
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highly statistical significance at p=0.00-0.02. In this situation, FAST model improved

more than Matrix model attendees.

Table 5 The difference in patients’ improvement between Matrix and FAST models

Paired differences t-test
between 1.5 and 3 months
Mean || S:D. S.E. 95% Confidence Interval of the
Mean Difference
Lower Upper

Matrix Model
SECTION A. RATINGS OFSELF 'J | —
A.1 Psychological functiening scales. | b
Pair 1 Self Esteem -16.03 47.68 5.40 -26.78 -5.27 | -2.97**
Pair 2 Depression 22 .05 57.31 6.49 9.13 3497 | 3.40**
Pair 3 Anxiety 36.921 65.85 7.46 22.08 51.77 4.95%*
Pair 4 Self Efficagy -21,54 | 54.13 6.13 -33.74 -9.33 | -3.51%*%*
A.2 Social functioningéeéffr = L
Pair 5 Hostility 36.79iat 75.41 8.54 19.79 53.80 | 4.31%*
Pair 6 Risk Taking 4 -10.13/ || 46.02 5.21 -20.50 0.25 -1.94
Pair 7 Social Conformity -12.69 "f 50.88 5.76 -24.16 -1.22 -2.20%
A.3 Treatment moﬂ%tngi = .,_fL r
Pair 8 Treatment Readiness t=4:10 ,43'29 4.90 -5.66 13.86 0.84
Pair9 | External Pressures 4 3:657 1Saal T 5 6.20 -8.50 16.19 0.62
SECTION B. RATINGS OF 'ﬁATJ}ﬂERI PROCESST==0y 1
B.1 Participation in treatmenti-"f"‘_“;_ i—}f*’
Pair 10 | Therapeutic Engagement Ararel ) 61:_8-1 ‘. 7.00 -27.53 0.35 -1.94
Pair 11 | Personal Progress® = = - |~ -9.23 | 47.39~| 537 -19.92 1.45 -1.72
Pair 12 | Trust Group -8.59 43.42 4.92 #18.38 1.20 -1.75
Pair 13 | Program.Staffe=—=i=sq379Q 49:69 5.66 825117 -2.62 -2.45%*
B.2 Counsellor"’a‘t‘@gde and behaviour _‘-"""-“r
Pair 14 | Counsellor Rapport -13.21 81.55 9.23 -31.59 5.18 -1.43
Pair 15 | Counsellor:=Competence -15.00 88.68 10.04 =34.99 4.99 -1.49
SECTION C. RATINGS OF PROGRAM ATTRIBUTES,
Pair 16 _[.Freatment.Service 19.10 110.75 12.54 -5.87 44.07 1.52
Pair 17" | Peer Support -2.31 43.54 4.93 1212 7.51 -0.47
Pair 18 “|_Social Support -0.69 87.81 1035 -21.33 19.94 -0.07
FAST Model
SECTION.A. RATINGS OESELE,, .
A.L Psychological'functioning scales I
Pair 1 Self'Esteem -1557 51.06 5.74 -27.01 “4130-2. 71 %
Pair 2 Depression 24.30 66.62 7.49 9.38 39.22 | 3.24**
Pair 3 Anxiety 35.06 76.54 8.61 17.92 52.21 | 4.07**
Pair 4 Self Efficacy -7.85 62.81 7.07 -21.92 6.22 -1.11

S.D. = Standard deviation, S.E. = Standard error, *Significant at p<.05, ** significant at p<.01
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Table 5 Cont.
Paired differences t-test
between 1.5 and 3 months
Mean | S.D. S.E. 95% Confidence Interval of the
Mean Difference
Lower Upper

A.2 Social functioning scales i i
Pair 5 Hostility 17.34 68479 7.74 1.93 32.75 2.24%*
Pair 6 Risk Taking -3.92 56.76 6.39 -16.64 8.79 -0.61
Pair 7 Social Conformity -15.32 57485 6.45 -28.16 -2.47 -2.37*
A.3 Treatment motivation scales A mpu—
Pair 8 Treatment Readiness -4.05 50.70 5.70 -15.41 7.31 -0.71
Pair 9 External Pressures 9.75 70.33 7.91 -6.01 25.50 1.23
FAST Model
SECTION B. RATINGS OF JREAFMENT PROCESS -
B.1 Participation in tmﬁfff =
Pair 10 | Therapeutic Engagement 22,784 457.24 6.44 -35.61 -9.96 | -3.54**
Pair 11 | Personal Progress -12.41 58.74 4.36 -21.08 -3.73 | -2.85**
Pair 12 | Trust Group -12.03 r 47.11 5.30 -22.58 -1.47 -2.27*
Pair 13 | Program Staff 1-12.03 43 43195 | 4.94 -21.87 -2.18 | -2.43%
B.2 Counsellor attitude aaviouu 4
Pair 14 | Counsellor Rapport ¢ o4 34,05 41.0068. 18 7.78 -49.53 -18.57 | -4.38**
Pair 15 | Counsellor Competence #33.16 ,-"7?.15 8.91 -50.89 -15.43 | -3.72**
SECTION C. RATINGS OF PROGRAM'ATTRIBUTES k
Pair 16 | Treatment Service :28.86 99.'91_.1"‘4 11.24 -51.24 -6.48 -2.57*
Pair 17 | Peer Support =15.32 4329 | 4.87 -25.01 -5.62 | -3.14**
Pair 18 | Social Support “46.35 31.9:_1__4,_ 10.68 -67.65 -25.06 | -4.34**

4.4 Follow-Up af i,3 and 6 Months

S.D. = Standard deviation, S:E. = Standard error, *Significant at p<.05, ** Significant/at p<.01

After being discharged, patients will be followed-up three times at 1, 3 and 6 months

respectively. Table 6 shows numbers and percentages of follow-up, missed follow-up

and relapse casesi’About, 1/3 of Matnix madel group orloutspatients'were missing at

the first follow-up-while only'24% of FAST model were missing."Among the met

cases, about 10-11% had relapsedsin the second follow-up, the percentage missing

follow-Up increased to' 39.3% and 26.1% among Matrix and FAST models. Noticeably,

the percentage of missing follow-up at six months was better as 6 cases of

Ratchaburi out-patients were found. Therefore, about 34% of two groups missed

follow-up and total relapsed cases were 28 cases (13.1% and 18.5% of Matrix and

FAST model respectively).
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Table 6 Number and percentage of follow-up cases at 1, 3 and 6 months

Matrix model FAST model
One month follow-up N (%) N (%)
Missed follow-up 27 (32.1) 22 (23.9)
Met patients (non-relapsed) 49 (67.9) 60 (76.1)
Relaps ollow-u 8 (9.5) 10 (10.9)
Total SRR o 34 (100.0) 92 (100.0)
Three month follow-up Ny L
llow- : 33 (39.3) 24 (26.1)
ants (non-rel 41 (48.8) 55 (59.8)
1 follow-up 8 (9.5) 10 (10.9)
2 fallowup | . 29(2.4) 3 (33)
Total ; ; - - \ (100.0) 92 (100.0)
Six month follo r 4 '.. 4TA d
i ollow-up N 2 4.5) 32 (34.8)
t fj.e_nt{gig relapsed)| 2 4) 43 (46.7)
elapsed at }s:f“ -up ‘ (9.5) 10 (10.9)
| Relapsed,at 2 followup 2 (2.4) 3 (33)
‘ Iapsegiﬁfﬂlj -up -1 (1.2) 4 (4.3)
Total - 84 (100.0) 92 (100.0)
Outcome after 6 month ",,2:_21":1"3! ﬁ' :
follow-up P ——
Alirelapsed cases : 11 (13.1) 17 (18.5)
ic\l Abstinence 7 43 (46.7)
-

Most relapsing pt 2 cases from FAST

-

glue and another qﬁedksed ice with dom‘ﬁ_gm (midazolam) while the case from

i R Ao ALkl e
W’mnimummmaa

model and one from Matrix model. in FAST model, case reported sniffing
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Table 7 Drug use among relapse cases

Matrix model FAST model
One month follow-up N (%) N (%)
Methamphetamine 7 (63.6) 8 (47.1)
Ice and domicum 1 (5.9)
Glue 1 (5.9)
Ice 1 (9.1)
Three month follow-up | Methamphetamine 2 (18.2) 3 (17.6)
Six month follow-up Methamphetamine 1 (9.1) 4 (23.5)
Total 11 (100.0) 17 (100.0)

The missing follow-up cases

The following tables shew the comparis,on___between the missing follow-up cases in
Matrix and FAST madels.: Following the ti’gést in Table 8, five characteristics, age on
admission, age at firstdMA use, marital sta‘t!us; education status and household status
are compared. It is'found that there is no“rc_lifference in characteristics between the

two models.

Only some differences in characteristics in rﬁlj}sginlg‘follow-up cases in the two models
at the first (one month) and seeend (3 months) f.é-llow-ups have been found. Of high
significance (p<.01) is the Aiumber of yaba tablets used per day and the income per
month. In-patieénts (Fast model) tended to use higher-amgunts of MA than out-
patients (Matrixsmodel). Also, in-patients (FAST model), who missed follow-up at the
first and second rounds are the cases that earn more income than out-patients
(p<.05). The patients who missed the third follow-up show a more significant
difference intmoney spention drugsiper day betweén lin“patients‘and out-patients

(p<.05)/(see detailiin Tabie A.3.5 insAppendix 3).

The Chi-square test of all follow-ups which compared:Matrix and FAST models shows
no difference.in other characteristics, except employment status. The missing follow-
up cases show a highly significant difference (p<.01) of employment status between
Matrix and FAST models. The significant findings in the missing cases in income and
employment status are the same significant characteristics found in the baseline

data while money spent on drugs is different.
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Table 8 The missed followed-up 1, 3 and 6 months comparing between out-patients
(Matrix model) and in-patients (FAST model)

Follow |Matrix model| FAST Chi-square/
up (out-patient)| model t-test
(in-patient)
Age on Mean First 22.48 23.64 0.481
admission (S.D.) 5.57 5.21
Mean | Second 21.85 24.13 0.006
S. DA 5.35 5.29
Mean Third 21.14 24.13 0.050
S.D.+ 4.90 5.03
Age at first Mean First 18.00 17.59 1.090
MA use 5D, 3.86 4,93
Mean [1Second 17:97 17.75 1.527
SD. [} 3.69 4.80
Mean~| = Third 17.48 17.16 1.940
S04 3,01 4.30
Money spent on Mean | First 259.63 299.55 3.055
drug ST 112.44 170.34
Mean | Second 254.24 293.33 2.876
s L 110.68 165.60
, Mean Third | 253.10 426.25 6.887*
ey - A 127.45 448.00
Marital status Never marriedi(%) First, 815 68.2 1.16
Marcried:(%) ==y 18.5 31.8
Never mafried (%) | Secohd |+ 81.8 62.5 2.674
Married (%) T 18.2 37.5
Never married(%) TR === 75.9 68.8 0.383
Married (%) 24.1 31.3
Education status™ ——Primary-school({%)- First 22.2 36.4 1.217
Secondary school (%) 63.0 50.0
Primary school (%) | Second 18.2 37.5 3.032
| Secondary school (%) 66.7 45.8
Primary school (%)| Third 20.7 58.6 1.452
Secondary school (%) 58.6 46.9
Household status Head/spouse (%) First 18.5 22.7 0.132
Offspring (%) 81.5 77.3
Head/spouse (%) | Second 18.2 29.2 0.952
Offspringy(%) 81.8 70.8
Head/spouse (%) Third 20:7 25:0 0.160
Offspring/(%) 79.3 75.0
Employment Unemployed (%) First 14.48 364 9.926**
status Student (%) 333 0
Unemployed (%) | Second 12.1 37.5 13.880**
Student (%) 39.4 0
Unemployed (%) Third 13.8 37.5 20.515**
Student (%) 48.3 0

S.D. = Standard deviation, *Significant at p<.05, ** Significant at p<.01
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Comparison between the missing follow-up and found cases

The following analysis in Table 9 aims to compare general characteristics between
the missing follow-up cases and found cases. Even though the average age on
admission, age at first MA use, and money spent on drugs have a higher rate in
found cases than in the missing cases, there is no significant difference. Also, there
was no difference in other characteristics+= .marital status, education status,
household status and employment status. This data.show that the found cases are

representative of the participant group.'

Table 9 The baseline characteristics comparing between missing follow-up and found

cases |
,fEly\'I/II::vsv?Sp Found cases Chi-squa+re/
(43 cases) (133 cases) t-test

Age on admission Mean 4 22.84 24.09 -1.276
SDr¥ ¥ 586 5.70

Age first MA use Mean 17.51 17.96 0.527
orbd paitel. 12 4.03

Money spent on Mean " )277.91 320.37 -1.113
drug S:D. 14948 235.04

Marital status Never married-(%) a1 69.2 2.748
Married (%) =7/.9 24.8

Education status Primary.school (%) 302 23.5 3.320
Secondary school (%) " 535 4622

Household status Head/spouse (%) 18.7 19.5 2.417
: Offspring (%) 76.7 729

Employment Unemployed (%) 27 8 233 3.567
status Student (%) 20.9 11.3

Income/month Mean 8133.33 7742.51 0.340
S.D. 4812.31 4700.50

S.D. = Standard deviation, + Non-significance

The follow-up outcomes

The first follow-up at one month

The following outcomes of.all follow=up are shown'iin Table 10. After the patients
had been discharged for one month, they were followed-up to monitor the situation
of their drug use - whether they still refrained from using illegal drugs or not, their
health and social functions. The questionnaire used is in appendix 2. Fifty seven

cases and seventy cases of the Matrix and FAST models are followed-up. More than
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75% and 68% of Matrix and FAST models are offspring. FAST model attendees are
more likely to be employed than Matrix model (67% and 60% respectively) although
the statistic shows non-significance. It also found a slight difference in that 19.3% of
Matrix model (out-patient) are students while only 5.7% of FAST model (in-patient)

are students.

About 10% or eighteen cases, 8 cases from Mateix model and 10 cases from FAST
model had relapsed at first follow-up. Amongthose relapses, 3 cases report using
glue, ice and ice with domicum while the others use yaba or methamphetamine.
With regard to drinking.alcohel, about 1/3 of both groups report not drinking at all;

about 20% drink more than three times a week (Table 7).

Questions about™antisocial” behaviour including illegal activities, are asked. The
questions are whether they have sold dLugs, stolen money or things from family,
stolen money or things from other persons and quarreled with people. About 4-6%
of Matrix and FAST model €ases, reported that they are drug pushers. Not many
cases reported stealing money or things from fémily and others. And 4-10% reported

that they have quarreled with others.

17
About 75% of both groups mentioned they have better health at present. The
physical health. of FAST model attendees tends to be.better than Matrix model

attendees whileothersickhess-was-repoited-by-92%.

When behaviour-thelping with family chores, earning some money, taking care of
family, and staying at home) are considered, some significant difference has been
found between Matrix'and FAST model attendees. The percentage of FAST model
attendees reported they are better at helping with family chores and earning some
money with statistical significance at p<0.05 and p<0.01 respectively while other

habits;show no difference.
The second follow-up at three'-months

At the three-month follow-up, another 6 cases of Matrix model and 2 cases of FAST
model were missing. Among the found group, another 5 cases reported that they

have used MA. When comparing the found cases’ general characteristics at interview
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between FAST (58 cases) and Matrix models (43 cases) there was no statistical
difference. This is similar to the findings at the first follow-up. About 70-79% are
offspring. FAST model attendees reported that they are employed (69%) which is

about 10% higher than Matrix attendees. Rate of non-drinking alcohol is about 30%.

Reports of antisocial behaviour, are broadly the same as at the first follow-up. Less
than 5% have stolen money from their family but they do not steal money from
others. Also, about 5-12% have quarrelea~Wwith..people. As for their health
improvement, they reported.good hearlth in general, 74% and 62% of Matrix and

FAST model attendees. Only 2-8% mentioned feeling weak because of drug use.

Concerning their health at.the interview, FAST model attendees reported a lower
rate of improvement in general health than those in the last follow-up and lower
than those in thefMatrix attendegs. The same response was given for physical

health.

As regards their behaviour, Matrix. model Vé'theanees have a higher percentage than
FAST model attendees, especially taking care (_)f family (63.4% and 32.7% compared
between Matrix and FAST models) and gen_q;al behaviour (85.4% and 52.7%
compared between Matrix and FAST modeTg). T-his report has a highly significant
difference at p<0.01. Staying at home everyndé',ym Vi-élds a difference of more than 20%
(80.5% and 60.0%-compaied-between-Matiix-and=FAST-0dels) and it is almost

significant (p=0.055).
The third follow-up at six months

The lastfollow-up, 45-and, 47 Matrix.and. FAST, model.attendees, are found. As
mentioned earlier, 4 cases of Matrix model'were missing and 6 cases missed at the
first follow-up have been found.. Matrix attendees from Ratchaburi Provincial
Haspital missed at 1 and 3-months fallow:up because five cases work @ltsicle of the
provincial'area’and one'case was in the hospital. Of these met-eases, 5 (1 and4 cases
from Matrix and FAST models) are relapsed. Therefore, there are 87 cases (44 and 43

cases of Matrix and FAST model) still abstinent at 6 months.
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According to the general characteristics of found cases, family status has changed
from the first and second follow-up as the percentage of meeting with offspring is
decreased (48.9% and 66.0% in Matrix and FAST model respectively). In addition, the
percentage of employment has increased in both models when compared to the first
and second follow-up (62.2% and 72.3% in Matrix and FAST model respectively).
Percentage of drinking alcohol sometimes (!ess.than 3 times a week) is higher among

Matrix model attendees than FAST model atiendees (62.2% and 44.7%).

Noticeably, the rate of antisocial behavﬂ)ur such as stealing money, selling drugs and
qguarreling with other peeple.has disappeared or is less than the previous follow-up.
As for their health improvement, they reported good health in general, (72.1% and
55.3% of Matrixtand FASF maodel atfer]dees). Regarding the improvement in
behaviour, Matrix model attendees have ’ifﬁproved in taking care of family (p<0.01),

earning money and staying at home (p<0.05).

Table 10 The found cases camparing betwéen Matrix and FAST models at 1, 3 and 6

months follow-up f,

First follow-up Chi= Se_cgn’_d follow-up | Chi- Third follow-up (6 | Chi-
(one month) square “|' (3'months) square | months) square
Matrix FAST Matrix | FAST Matrix FAST
Model Maodel Model. | Model Model | Model
Total number 57 =70 Sl 58 45 47
Family status (%) (%) (%) (%) (%) (%)
Offspring 754 68.6 0.729 79.1 70.7 0.907 48.9 66.0 2.743
Others 24.6 31.4 20.9 RGeS 51.1 34.0
Employment status (%) (%) (%) (%) (%) (%)
Unemployed 21.1 27.1| 5.662 25.6 24.1 [72.466 24.4 19.1 | 1.138
Employed 59.6 67.1 58.1 69.0 62.2 72.3
Student 19.3 5.7 16:3 6.9 133 8.5
During the last 30 days before the interview, have you drunk alcohol? (%)
No 33.3 30.0 0.697 32.6 27.6 0.765 24.4 27.7 3.704
LE 3 times/week 45.6 52.9 39.5 48.3 62.2 44.7
GT, 3stimes/week 21 1744 279 2451 13.3 27.7
During the last 30 days, have you ever done the following habits?
Sale drugs (%) (%) (%) (%) (%) (%)
No 96.5 94.3 0.676 100.0 100.0 NA 100.0 100.0 NA
Stolen money or things from family
No ‘ 96.5 ‘ 92.9 3.203 95.3 96.6 0.094 100.0 97.9 0.861
Stolen money or things from family
No ‘ 96.5 ‘ 92.9 3.203 95.3 96.6 0.094 100.0 97.9 0.861
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First follow-up Chi- Second follow-up | Chi- Third follow-up (6 | Chi-
(one month) square (3 months) square months) square
Matrix FAST Matrix | FAST Matrix FAST
Model Model Model | Model Model Model
Stolen money or things from others
No ‘ 98.2 97.1 0.839 100.0 100.0 NA 100.0 100.0 NA
Quarreled with others
No ‘ 96.5 90.0 4.762 9o 87.9 1.674 97.5 93.6 0.743
At present, how is about your health?
General health (%) (%) 3 (%) (%) (%) (%)
Better 75.0 75.4 1.765 74.4 62.1 1.712 72.1 55.3 3.267
Same 25.0 21.Z 23.3 34.5 27.9 42.6
weak 0.0 e 243 3.4 2.1
Physical health (%) (%) 1 (%) (%) (%) (%)
Better 44.6 5882 5.716 ~ 32.6 48.3 5.394 30.2 45.7 11.795*%
Same 53.6 34.3 r 65:-1 43.1 69.8 39.1
weak 1.8 " o) 2.3 8.6 0.0 15.2
Total number 57 79 s 45 a7
Other sickness (%) (%) ) (%) (%) (%)
None 94.5 92.2 0.262 97.6 90.9 1.848 97.7 82.2 5.718*
Sometimes 55 7.8 ‘ 248 9. 23| 178
After discharged, have you done the following work..2* |
Helping family (%) (%) — ). (%) (%) (%)
chore | F e 2
Better 41.7 33.8 1%=2.523 439 | "36.4 3.355 46.7 42.6 6.184
same 542 | 538 53.7 | 509 533 | 447
Less 4.2 Bl Y 127 0| 128
Earning some (%) (%) (%) (%) (%) (%)
money - —
Better 43.8 41.5 3.204 43.9 43.6 5.005~ 46.7 51.1 6.017*
Same 54.2 a47.7 56.1 455 53.3 38.3
Less 2 10.8 .0 10.9 .0 10.6
Taking care of (%) (%) (%) (%) (%) (%)
family
Better 58.3 32.3 7.701* 63.4 327 9.611%* 62.2 36.2 9.174**
Same 35.4 55.4 341 564 37.8 53.2
Less 6.3 12.3 2.4 10.9 .0 10.6
General habit (%) (%) (%) (%) (%) (%)
Better 792 492, | 10.509** 85.4 52.7) | L2645 88.9 55.3 | 13.280**
Same 16.7 41.5 12.2 400 11.1 38.3
Less 4.2 9.2 2.4 7.3 6.4
Stay at home (%) (%) (%) (%) (%) (%)
Everyday 72.9 554 4.457 80.5 60.0 5.212 85.7 61.7 7.041*
Not at home 27.1 41.5 19.5 36.4 14.3 34.0
Sometimes .0 3.1 .0 3.6 .0 4.3

*Significant at p<.05, **Significant at p<.01
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4.5 Abstinence and Non-abstinence
Abstinence and non-abstinence cases compared between Matrix and FAST models

Even though the relapse case numbers are quite small, the comparison between
abstinence and non-abstinence must be presented. Table 11 shows no difference in
general characteristics of non-abstinence and abstinence Matrix (out-patient) and
FAST (in-patient) models. As for relapse cases compared between Matrix and FAST
models, about 72-82% report-never bee_p married;45-53% finished secondary school
and 54-71% have offspring status. The average age on admission and percentage of
unemployment of Matrix and FAST model attendees are different but the t-test
shows only marginal_significance. ‘The hon-relapse cases also show no difference
between Matrixand FAST models..As there,lare more cases in this group, the general
characteristics as age on admission, m;_rital status, education status, household

status and employment have found no sté‘}ist"ii:al significance.

Table 11 Relapse and non-relapse‘cases coriﬁp,ar_,ed between Matrix and FAST models

Matrix model | FAST model | Chi-square/
(o‘u‘igiﬁatients) (in-patients) t-test”
Relapse cases - a2 dd
Age on admission Mean - 26.82 22.76 1.796
_ 5.0,/ AEjasa3:880 5.739
Marital status Never married (%) 72.7 82.4 0.368
| Married& others (%) 27-3 78.6
Education status Primary school (%) 9.1 29.4 2.939
~ _l.Secondary school (%) 455 52.9
Household status Head/spouse (%) 455 29.4 0.749
Offspring (%) 54.5 70.6
Employment Unemployed (%) 9.1 41.2 0.370
status Student (%) 0 0
Non-relapse cases
Age on admission Mean 24.7 24.0 0.563
S.D. 5.92 5.55
Marital status Never married (%) 75.0 74.4 0.004
Married& others (%) 25.0 25.6
Education status Primaiy school (%) 256 23.3 0.085
Secondary school (%) 44.2 44.2
Household status Head/spouse (%) 18.2 32.6 2.379
Offspring (%) 81.8 67.4
Employment Unemployed (%) 25.0 18.6 1.155
status Student (%) 13.6 9.3

+ L
Non-significance
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Comparing relapse and non-relapse cases

As the above analysis shows there is no statistical difference in abstinent and non-
abstinent cases between Matrix and FAST models, the following analysis will
compare the improvement of the abstinent and non-abstinent cases. The following
data show the relapse and non-relapse cases found by models and treatment units.
Only 28 cases are relapse. FAST model attendees tended to relapse more than
Matrix model attendees, 28.3% and 20.0% respectively but there is no statistical
significance (Table 12). All relapse casés, 15, 41 and 2 cases are from Chiang Mai
DDTC, Thanyarak Institute amd Ratchaburi Provincial Hospital respectively. The
found cases who reported that they abstained until the last day of follow-up, mostly
6 months or 180.days, were about a ha‘_If gach from Matrix (out-patient) and FAST
(in-patient) model attendees. As regardéJtlhe treatment units, 29, 27 and 31 cases
are from Chiang Mai BDDTC, Thanyarak Irilstit'ute and Ratchaburi Provincial Hospital
respectively. If the first recruitment casés_ (68, 67 and 41 cases respectively) are
considered, the highest percentage of abSti'ﬁeﬁ'i:e is the attendees from Ratchaburi

hospital followed by Chiang Mai*DDTC and T-ﬁanyarak Institute respectively.
=7/,

Table 12 Models and treatment-units compaHﬁgﬂﬂe non-relapse and relapse cases

Case foun&.’vvith relapse or not
No Relapse Chi-square
N % N==%

Model
Out-patient (Matrix) N=55 44 80.0 11 20.0 1.082
In-patient (FAST)=-" N=60 43 71.7 17+.28.3
Treatment centre
Chiang Mai DDTC 29 . 33.3 15, 53.6 9.623**
Thanyarak Institute 27 31.0 11 1 39.3
Ratchaburi Hospital 31 "35.6 271
Total 87 100.0 28 100.0
Model attendees 10,583**
Matrix madel*(Ratchaburi
hospital) 317 35.6 20 7
FAST model
(Chiang Mai-Thanyarak) 43 49.4 17 60.7
Matrix model
(Chiang Mai-Thanyarak) 13 149 9 321
Total 87 100.0 28 100.0

*Significant at p<.05, **Significant at p<.01
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The following presentations are the comparison between relapse and non-relapse

cases among the found Matrix and FAST model attendees.

Table 13 shows the general characteristics of non-relapse and relapse cases which
are the same. For instance, age on admission mean is about 24.4 years old, age at
first drug use is 18 years old, amount of drug use is about 1-2 tablets at 290-390
baht/day. It is noticeable that the amount they spent on drugs per month is almost
equal to their income per month. The durationof drug use is about 3.5 years before

the treatment showing no different between relapse and non-relapse cases.

As for nominal scale characteristics, statistical tests found no significant difference in
employment status even though the peﬁpentage of employment among non-relapse
cases was higher than relapse cases (71-.4% and 66.7% respectively). About 75% of
both relapse and nen-relapse cases repor}.ed drinking alcohol. However, the majority
drink about 3 times per week. As regard%.th"é improvement of behaviour, the non-
relapse cases have improved in general hé_ﬁlth, physical health, taking care of family,
general habits and staying at Horﬁe with ;‘iéniﬁ‘cant statistical difference at p<0.01
(Table 14). == .

Table 13 General characteristics compared between relapse and non-relapse cases

sl

Group Statistics Case found N Mean Std. Std. Error t-test’
with relapse Deviation’{ Mean
or not

Age on admission No 87 24.356 5.716 0.613 | -0.001
Relapse 28 24.357 6.069 1.147

Age first use . No 87 18.172 4.359 0.467 | 0.149
Relapse 28 18.036 3.737 0.706

Income/month No 57 57194.316/1 4020:275 532.498 | -1.511
Relapse 20 | ,9089.000( 6648.823 1486.722

MA usediper day No 85 1.706 1.785 0.194 | -0.521
Relapse 28 1.929 2.433 0:460

Money,spenton

drug/day No 87 |/ 292.977 | 220.639 23.655"|| -1.556
Relapse 28 | 369.286 | 241.061 45.556

Duration of drug use No 87 3.563 1.723 0.185 0.150
Relapse 28 3.500 2.009 0.380

+ L
Non-significance



Table 14 Improvement compared between relapse and non-relapse cases

Case found with relapse or not
No Relapse Chi-square
N (%) N (%)

Employment status
Unemployed 19 (21.8) 8 (28.6) 3.777
Student 105 W) 0 (0.0)
Employed 58 (66.7) 20 (71.4)
Total 87 (100.0) 28 (100.0)
Drinking alcohol g
Not drink 23 (26.4) 7 (25.0) 1.535
Less than 3 days/week 46F(52.9) 18 (64:3)
Everyday 18/ (20.7) 3 Mel0:7)
Total 87, (100.0) 28 (100.0)
General health 1
Better Bl 64713 # 9 34.6 10.152**
Same 2 331 14 538
Worse iy 12 ar 8 W5
Total 85" 19004y T N26'% 10010
Physical health . i
Very good D405 MEERaEE W 25,0 14.222**
Same 454 153167 181 10 37.0
Weak e 10,B7.0
Total s 1784%:100:0 #0817 100.0
Sickness =
Not at all - 764916, AiaealPa 91.3 0.002
Yes, not related te drug 7 84 2 87 f
Total b : 231000 e —amam
Helping family-chore !
Same i 43 494 G50 3T 3.622
Better 38 43.7 7 259. .
Less 6 6.9 4 14.8
Total 87 100.0 27 100.0
Earningmoney
Same 39448 16/59.3 3.761
Better 43 49.4 8 29.6
Less 5 5.7 311.1
Total 87 1100.0 27 | 100.0
Taking care family
Same 39 4438 14 51.8 17.781%**
Better 45 51.7 5 185
Less 3 35 8 29.6
Total 87 100.0 27 100.0

*Significant at p<.05, **Significant at p<.01
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Table 14 Cont.

Case found with relapse or not

No Relapse Chi-square
N (%) N (%)

General habit
Better 7 259 23.546**
Same 51.9
Less 22.2
Total -100.0
Stay at home?
Everyday 15.585%*

Not at home

207 238
Sometimes jﬁ/ﬂ.l l“i‘fé’s"&;'
Total It’f! M“\m ;'\"

*Significant at p<.05, **Sign

Duration of abstinghce

4 '. [J. 74 AR S 1

Following the study process, disc ar ged.p 4(5« dels were followed up at
i m.iﬂd e n L

1, 3 and 6 month i 3»4- ely. i ected that the differences in

outcomes found in i FAST anﬂ? -f‘-‘ i Il be due to the model itself.

= .-a

However, the foIIow-u a ﬂ?l" J _ o ' at every period, e.g. some

cases were met all 3 times whil

> e

addition, relapse cases ot followe d at the terval .The exact day of first

‘were met only the first time etc. In

illegal substa mﬁz_f, e, the result of this

variation in follow-up lered Vvariable is duration of
abstinence com ng between Matrix mode out-patierm and FAST model (in-

patients). The Cox-rgg&sion analysis yieldwo significant difference between the

= ARBT %ﬁ%ﬁ% BT
9 RIAINTUNAINYIAY
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Figure 1 The survival function graph comparing Matrix model (out-patients) and FAST

model (in-patients)

Table 15 Statistical sirgni

(programs) and duration of a - e

or patterns 1 - 2

|ent (FAST)

ient (Matrix)

A-.I

tion of treatment models

15.1 Omnibus Tests of Model Coefficients(a,b) '
L
-2 Log —
Likelihood {j hange From Previous Block
. ~ Chi-
square - Sig. square df Sig.
264.856 815 1 1] .36 H 824 364

a Beginning Block Number 0, initial Log Likelihood function: -2 Log likelihood: 265 680

b Beginning Block Number“ Ehod Enter

umwﬂmwmm

WaI‘

df

When the treatment units (Chiang Mai DDTC, Thanyarak Institute and the psychiatric

unit in Ratchaburi provincial hospital) were put into the analysis by using Ratchaburi

as a base, it is found that the treatment units have statistical significance at p<0.05.
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Comparing Chiang Mai DDTC to Ratchaburi hospital shows a big difference with
significant difference at p=0.017 while Thanyarak Institute shows a slightly different

significance at p=0.056 (Figure 2).

When general characteristics (age, education status, marital status and household
status) and models are considered, using Ratchaburi treatment unit as the baseline,
other treatment units, especially Chiang Mai DDTC, show significance at p<0.05.

Therefore, it is the treatment units that show.the difference, not the models (Matrix

and FAST models). (see Appendix 4)

Figure 2 The survival function'graph comparing between Treatment Units

l
Strvival Function for patterns 1 -3

1.1 _
1.04
94
Treatment center
.84 e
o Ratchaburi Hospital
-7+ & Thanyarak Institute
o I Y .
.6 . o Chiang Mai DDTC

-0y 520 60 | 2/100.2, 4D

‘g A0 SO——E 1 60

L DAYS of abstinence

Table 16 Statistical significance and variable in the equation of treatment units and
duration of abstinence

16.1 Omnibus Tests of Model Coefficients(a,b)

-2 Log
Likelihood Overall (score) Change:From Previous Step Change From Previous Block
Chi-square df Sig. Chi-square df Sig. Chi-square df Sig.
257.011 7.089 2 .029 8.669 2 .013 8.669 2 .013

a Beginning Block Number 0, initial Log Likelihood function: -2 Log likelihood: 265.680
b BeginningBlogk'Numbar 1:Method'= Enter

16.2 Variables in the Equation

B SE Wald df Sig. Exp(B) 95.0% Cl for Exp(B)
Lower Upper
PLACE 5.739 2 .057
PLACES5(1) 1.792 .753 5.659 1 .017 6.002 1.371 26.279
PLACES5(2) 1.472 .769 3.661 1 .056 4.357 .965 19.678
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The following tables show the survival function graph comparing Treatment Units
when general characteristics and models are controlled. Only treatment units show
high significance at p=0.023, especially the place 1 (Chiang Mai DDTC) is different

where place 3 (Ratchaburi hospital) counts as a baseline at 11.485 times while

-2 Log
Likelihood i Change From Previous Block
i-squa of i L SiE h | Chi-square df Sig.
252.440 .34 ”I : @‘\mi\ 12.746 7 .079
a Beginning Block Number 0, initial Log Likelihooc 'fun 0 elit fele 36
b Beginning Block Number v J &- LY
17.2 Variables in the Eq
Sig. Exp(B)

Age on admission (AGE) .560 1.021

327 .761

Education status (EDURECOD)

Marital status (lVI .187 476

Household status .281 .586

Models 131 488

PLACE J 7.570 .023

PLACES5(1) " oy 2441 % 7.557 .006 11.485

.019 7.115

A A TINEINS
ARIAN TN NI INYINY
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In summary, this chapter has presented the outcomes of the study. It is classified
into five topics, participant recruitment and outcomes, general characteristics,
evaluation of self and treatment, follow-up at 1, 3 and 6 months, abstinence and
non-abstinence. The first topic is about the method of recruitment and sample sizes
in the models and at each stage, baseline, the attendance of the rehabilitation
models and the follow-up at 1, 3 and 6 months. \leluntary male patients, aged 15-35
years were recruited from three Government-treatment units: Thanyarak Institute,
Chiang Mai DDTC and Ratchaburi Provi;cial Hospital. The sample size obtained was
84 and 92 cases from  Matrix and FAST models respectively. A series of
questionnaires derived ffom:2 sources, TCU correctional outpatient forms and Laied
Dheerarat and Usaneya Perngparn (20‘04‘), “An evaluation of drug dependence
treatment in Thailand” were used for the ’Qaltients’ assessment and follow-up at each
stage. The second topic presents.the dem"cl>graphic, socio-economic characteristics of
participants including their environment ti’léf’lt might lead to drug/substance use, and
drug use history and other behaviour:1t |s found that the Matrix and FAST models
have no difference in demographic characté’ﬁistics, environment and behaviour. The
third topic presents the outcomes of treatie-n'j'; evaluation which found that the
FAST model (in-patient) attendees have .ir;_p‘[éve,d in psychological functioning,
participation in treatment, counsellor attitude and behaviour and program attributes
while the Matrix model (out-patient) attendees have only impraved in psychological
functions. The fourth topic is about the follow-up outcomes at 1, 3 and 6 months.
The missing cases and found cases of both models have no statistical difference in
demographic characteristics. _The last_topic presents the abstinence difference
between Matrix and FAST models. It is found that the treatment rehabilitation

models have no statistical difference in terms of rate and days of abstinence.



CHAPTER YV

CONCLUSION AND DISCUSSION

5.1 Conclusion

Since 1995, the epidemic of illicit stimulant use with methamphetamine as the main
constituent part has become a more serious.problem than heroin. HIV infection and
other health problems, such as high rates of sexually transmitted infection have also
been found among MA wusers. Therefore, treatment of the MA dependents is
essential. The process of.treatment, both in-patient and out-patient includes
preparation, detoxification, rehabilitation and follow-up. The rehabilitation stage is
intended to change the patients’ beha‘viour after they become drug free. Most
rehabilitation programs inithe treatment}cé"ntres provide a variety of therapies, such
as cognitive behavioug therapy, self—heIB; 1_.2_-step of NA and others. During the
period of the heroin epidemic, the therapé‘utic community (TC) rehabilitation model
was widely used for in-patient rtreatmen;c,- Later on the treatment system was
changed to serve the MA dependents: by adopting Matrix model, originally
developed by UCLA, USA totreat drug dependents. While Matrix model was being
adopted, Thanyarak Institute transformed the T_C’s, to FAST model (F - Family, A —
Alternative treatment activities, S — Self—helb ana ‘TV— Therapgutic community) with
an expected ducation-from=12=18-months-to-4-months-serving a large demand for
MA in-patients. -However at present, there is no evaluation or assessment of MA

treatment rehabilitation among those models in Thailand.

This project is designhed to_assess the outcomes (rate and duration of abstinence
from illegal substance and good quality of life) of the treatment rehabilitation
program run by the Drug Dependence Treatment Centres (DDTCs) comparing in-
patients*who-attended, FAST model,;a uniquesmodel in Fhailand;“and-Qut=patients
who received Matrix madel. Furthermore, it is expected to monitor and'evaluate the
patients’ improvement after leaving the programs. Three Government study sites,
Thanyarak Institute, Chiang Mai DDTC and the psychiatric unit at Ratchaburi
Provincial Hospital were used to recruit the patients. Males, aged 15-35, using MA

and currently attending either Matrix or FAST models were approached at the
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treatment units. They were informed of the process of the research, that is, an
agreement to be interviewed 6 times, the baseline assessment, measurement of
improvement 2 times, 1.5 and 3 months during the rehabilitation and follow-up at

1, 3 and 6 months after being discharged.

One hundred and seventy six participants, 84 and 92 cases from Matrix and FAST
models were recruited. At the baseline/assessment, it was found that some
characteristics of the twe models were different such.as employment status, income
per month and source of extraincome. Also, the drug use history, age at first MA use
and reason of first MA use showed differences. The FAST model attendants tend to
have more problems than' those of Matrix model. For instance, they were
unemployed, had useds/MA about 2 years longer and reported higher levels of

problems from MA use than those in theJMjatrix model.

During attendance at the rehabilitation program, the Matrix and FAST model
attendants reported different types of improvement. The Matrix model out-patients
improved in psycholegical functioning scales :;nd some parts of social functioning
scales while the FAST mode! in-patients irﬁb'r'q\lled in some parts of psychological
functioning scales, social functiening scales.am":l:"—ratings of treatment process and

program attributes. s frmg=

After being dischaiged,-ll5-cases-were-found-afteithe.bmonthifollow-up. Of these,
44 and 43 cases_of Matrix and FAST model attendants respectively had remained
abstinent while 11'and 17 cases of Matrix and FAST models had relapsed. The rate
and duration of abstinence showed no statistical difference between Matrix and

FAST models. However, a difference between the treatment units was found.

The patients who missed the follow up in the two models showed no difference from
the patients.who attended. the. follow-up. This.proves that the remaining.subjects
were'still representative ofitheitotal sample. Comparing the relapse and non-relapse
cases with general characteristics, such as age on admission, employment status,
income etc. there is no statistical difference. However, a difference was found in
general behaviours. The non-relapse cases were better in reporting their behaviours,

taking care of family, general habits and staying at home and their health in general.
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According to the results, Matrix and FAST models which gave an opportunity to drug
users to readjust their lives in the community with other people, have proved more
or less some effectiveness despite the rate and duration of abstinence. Meanwhile,
for sustainability in eradicating drug problems, some services should be provided for
rehabilitation attendants as well as community acceptance. In addition to the
treatment system, other alternatives like prevention programs should be attentively

regarded.
5.2 Discussion

This study is an assessmeng’of drug dependence treatment rehabilitation models
which are widely usedfor methamphetamine dependents in Thailand, Matrix model
for out-patients'and FAST model for in-patients. The rate and duration of abstinence
including the recovery during treatment:rehabilitation and the improvement after
discharge from the treatment centres for six months are the main measurement.
The discussion herewith will be in three categories, the model difference, the

treatment factors and'its rélation and the national agenda concession.

The differences of Matrix and FAST models: =~ = ',

According to the study models, Matrix mog:lel_is"d_eveloped for cognitive behaviour
therapy while FAST model is an adjustment fro?n the therapeutic community (TC)
model which lis=tsed in many countries. TC was provided snh Thailand for heroin
treatment rehabilitation but it was transformed to FAST model when
methamphetamine or illicit stimulants became the major problem. This is due to the
political pressure (WariGn:.Drug, 2003) to eradicate methamphetamine users and the
decision“that a' 12=18 months treatment period at TC was too long if they wanted
more numbers of dependents to go through the treatment. Thanyarak Institute was
ordered.to work on the transformation. Some_activities.in. TC were condensed to a
shorter period and some activities especially the family session were added. Also,
the Matrix model, adopted from the USA could not be completely implemented as
there was no trial to adjust for Thai culture. For instance, the section of narcotics

anonymous (NA), where during the group session every member was asked to reveal

their drug use problem or confess if the member had reused MA. This activity is
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unusual for Thai people to reveal their secrets to the strangers (members in the
therapy group might not be their friends). After “War on Drug”, the Matrix model
was implemented across the whole country. The Ministry of Public Health provided
some money (about 3,000 Baht/patient) to treatment units for every patient who
attended Matrix model. In addition, the providers of Matrix model should have
experience of psychotherapy but at that time there were not many psychotherapists
in Thailand. The nurses in psychiatric units had te*work on the Matrix model before
training on the Matrix-model had been organized for all treatment providers in the

country (Interview information. from Thanyarak and Ratchaburi staff).

Therefore, the main aetivity of FAST model emphasized changing behaviour and
environment while"Mairix ;/model is a cognitive behaviour therapy. In addition,

Matrix and FAST m@dels'have /different terms of out-patient and in-patient. The

decision to send patients to Matrix orf! FAST model is not based on scientific
assessment such as level of addiction, dufa_tion of use, patient’s characteristics etc.,
but it is from the decision of the patient himselfor the family. If the patient has time
to stay in the treatment centre, he will bé-':!sent to FAST model. If the patient is a
student or has other commitments, he will bé §é'rj}"f to Matrix model. According to the

informal discussion with some staff at treatment;units, they disclosed the following:

“Some patients, especially in-patients will"be “informed about
the two rehabilitation models, Matrix and FAST 'madels. Then
they can choose a suitable treatment for them..Some patients
were sent on the probation system. However, the first
requirement is FAST model if we have available spaces” (Ms.
UW, a nurse.at Thanyarak Institute)

“One ‘reason that” we provide Matrix ‘'model”is we Tfeceive
money per head by the Probation Department. However, we
must keep, the. quality .of rehabilitation. therapy. If it.is
overloaded and the patients wan’t get 'the benefit, we' will
refuse to have them“in"the "group.” (Ms." SL, "a nurse “and
psychotherapist at Ratchaburi Provincial Hospital)

The findings in this research show some different characteristics of patients or drug

users. For instance, FAST model patients are unemployed while Matrix model
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patients are students. Matrix model attendants started using drugs at an older age
than FAST model. This makes the duration of drug use among FAST model
attendants 1-2 years longer than Matrix model attendants. FAST model patients
reported that their drug use caused more problems than Matrix model with
statistical significance at p<0.05. This is consistent to the indirect question, a 12-
guestion set about the level of addiction showing the score count, the FAST model
patients have more problems than the Matrixspatients with high significance at
p<0.01. All these outcomes not only show the differences between the two models
but also show the FAST medelspatients tended to be more addicted to MA than

those of Matrix model.

As mentioned, Matrix model @and FAST model provide a different rehabilitation
therapy. The study shows patients who jattended Matrix model improved in all
psychological functioning scales while FAST model improved in sections of ratings

treatment processand program attributeé.-_

Although the duration of attending the full pitog-(ram in the two models is more than 4
months, Matrix and FAST models in Thailé_ll';\-d_ discharge patients at 4 months. The
Matrix model attendants will be-asked to at’e.ené:l.jf:Second Phase — After Care Program
once a week. This is applicablé-enly to vollj'n’t‘ar-iy cases not compulsory cases. The
compulsory cases will be taken care of by the probation system: Also, as for the FAST
model patients,.the full duration of the program can be a year but it is for those drug
users with the severest dependency problems. Many studies from other countries
(Hser et al., 1999, Gossop et al., 1999, Rawson et al., 2004) mentioned how longer
retention’ could give longer periodsyof abstinencel ThewMatrixcand FAST model
attendants in“this«project cannot«be compared in terms of retention difference as
most in and out-patient participants were discharged at 4 months. Although the out-
patients neededsa confirmed negative urine test/befare discharge, in this study only
two cases from Ratchaburi hospital reached that point. So, they were discharged a

week late after completing 4 months.

A fundamental question underlying the discussion of treatment effectiveness is

whether patients show changes in their drug use and other problem behaviours
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after treatment. In this project, one of the most important general findings is that
the patients who entered FAST and Matrix models have no statistically significant
difference relapse rates when comparing duration of abstinence period and
percentage of non-relapse after 1, 3 and 6 month follow-up. This means that the
model or intervention may not have an effect on the duration of abstinence. We
could not claim that the model has absolutely no effect on the abstinence rates from
this study as randomisation was not operated. However, we used case-control data
from the national reportto support this claim. According to the 2004-2008 national
record data from the Ministry offPublic Health the percentage of follow-up each year
is about 15-25%.0f these, the percentage of relapse at one year comparing in-
patients (FAST model) and out-patientsi‘ (Matrix model) are the same, about 30%
(ONCB, 2009). Also, the finding is net n'ev'lli as a previous study, “An evaluation of
drug dependence treatment” (Dheera?ét, :2004) which “studied the treatment
outcomes of 983 drug dependent patieﬁ_ts rfrom 6 Drug Dependence Treatment
Centres (DDTCs) in the Northern, Northeast-ern-;:Southern and Central regions, and 5
provincial hospitals in Thailand. The findingé_ reported no difference in duration of

abstinence among patients inidifferent programs who attended in the same period.

If there is no difference between the outcom;_s_‘i:ri Matrix and FAST models, in regard
to the treatment, another alternative offering other advantages such as cost-
effectiveness should be considered. Some studies (French et al., 2000, Torchia, 2005)
reported a difference in economic benefit between full continuum and partial
continuum care. In-patient care is costly when compared with out-patient care. The
most costly_one _was’ rehabilitation, especially. residential rehabilitation (Siripen
Supakankunti.et al.,'2009). Another study,in Thailand (Buranee Kanchanatawan et
al., 2005)-reported the ratio cost of voluntary in-patient rehabilitation: voluntary
out-patient srehabilitation=was, 5:13 and rcompulsony; rin-patient rehabilitation:
compulsory ‘out-patient rehabilitation"was 11.4:1. In this case, the 'Matrix-model

might be cost effective.
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Drug dependence treatment factors and its relation

As stated in chapter I, there are three factors related to drug dependence treatment
i.e., drug users, environment and process of treatment. The success of treatment
mainly relies on drug users, their characteristics, socio-economic, history of drug use
and treatment. It is noticeable that young people have been at high risk of
drug/substance use. Besides controlling sex'and age group, the findings have shown
other characteristics sueh as high percentages of the unemployed and of unskilled
workers, using drugs because of curiosity, .and use at a young age. Some
characteristics of Matrix.and FAST models are different. Drug users who attend FAST
model are more likely te'usedrugs overa longer period. They are also more likely to

be unemployed and have experience of treatment prior to the recruitment.

Environment is angther factor that lures F;eople to become drug users. At present, a
lot of yaba, ice or agy amphetamine type stimulants are available in the country.
Drug availability,” family, friends and other  cifcumstances  are considered as
environment. In the study about /3 repogte-d reason of drug use is because of
friend's persuasion. In addition, more thanxé()"% Ireported that many of their friends
use yaba or methamphetamine-Atbeit theré is "rfi-o direct evidence from this study,
yaba or methamphetaminé-can'be for functional use or use to enhance work

competency (Marsden et al., 2002).

The process of treatment is the last factor to be considered. At present, Matrix and
FAST models are the most practical models used for out-patients and in-patients
rehabilitation. Thesg' models are instruments; to motivate the patients to abstain
from drug use. Even though the patient types are different (out-patient and in-
patient),;they have some similar activities such as family participation, the 12-step
facilitation, adjusting/change behaviours and selfshelp.  Albeit Matrix model
attendants prone.to have higher percentage of abstinence than FAST model cases,
the duration of abstinence among found cases has no significant statistical

difference between the two models.

If the goal of treatment is drug free or longer abstinence the treatment may not be

appropriate to achieve the goal. As proof, the treatment model shows no difference
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so the way of thinking on how to provide other services should be taken into

account.

The best treatment programs provide a combination of
therapies and other services to meet the needs of the
individual patient (National Institute on Drug Abuse, National
Institute of Health. 1999:14)

Therefore, apart from considering the treatment only, alternative services must be
considered. For instance, if the.drugl users are young people, should education
programs be provided? If they have problems with health, should medical services

and mental health sgrvicesibe provided?

Indirect outcomes fram drug abstinence ﬁh’duld lie in findings such as the importance
of living happily and adjusting themselve?in_lt_he community. The found cases at last
follow-up (6 months after discharge) réported their improvements, the rate of
antisocial behaviour like stealing money;-:;;ell-ing drugs and quarreling with other
people had disappeared or was less than the first (one month) and second (3
months) follow-up. Moreaver, 72.1% -and 55:3% of Matrix and FAST model
attendants reported good health in generali:z;nd‘the improvement of taking care of
family, earningutheir living and staying ant. ‘h“c;;h‘e.r These findings result in good
outcomes for patients-that-might-not-be-as-aresultof-therehabilitation program but

merely from self-help.

As regards six met cases of Ratchaburi Matrix patients at the last follow-up, of these,
5 cases worked in Bangkok and one case was in the hospital. They still abstained from
using illegal 'substances. This is the example of the combination of drug users
themselves and the environment, not the program attendance. At this point, it is

debatable what should<besproyided, theyprogram,of-treatment; or ethersupport.
The National agenda concession

In actual fact, treatment implementation is a matter of national policy. After the
declaration of the Act in 2002, drug users are no longer criminals but patients. All

drug user arrestees will be under the consideration of the probation committee
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called “Drug Addict Rehabilitation Sub-committee”. Most MA users are sent to a
compulsory treatment. According to the interviews of the two committees, a
psychiatrist and a psychologist from two different areas, Bangkok and Ratchaburi,

they revealed that:

“At present, we choose the available place for the patients
rather than the appropriate place.for them. Even though we
diagnose that this patient needs an.intensive treatment, we
still have 't admit him in the five-day-camp because of its
availabilitys*The reason behind this is due te the regulation
that we have'to iavestigate the drug user after being arrested
within®15 days or,80.days extension, but altogether not more
than 45 days. Jhissis why we have no choeice but sending him
to thef€ampd..” (Ms. ST, a.psychologist)

“Even though we tried to dolpur;best, there are more than
200 arrestees a month-and wb did not see them, only read
the reports from the probation staff. So, we have to justify
where thefdrug users'will be rather than which treatment is
appropriate for him.” (Dr. WP, @ psychiatrist)

b2 A4

The rush to implement Matrix and FAST _m?_ée’_@ after “War on Drug” is another
problem. Implementing Matf& model withoﬂt-p-r-i.or trial for its suitability for the Thai
culture could result in its effectiveness being compromised. in addition, FAST model
was adjusted frbm TC without any academic proof of its suitability for MA patients.
This study selected the treatment units where training in applying the Matrix model
had come directly fromthe UCLA, the sourcé of origin of the model. According to the
findings, there are“significant differences in_each treatment unit which might derive
from the \process of implementation. The observation of Matrix treatment at
Thanyarak Institute and Ratchaburi Provincial Hospital .has supported.this.idea. For
instance, wheén a patient camey15 minutes late, at Ratchaburi Hospital} he would be
asked to come back again the next day. Thanyarak Institute however would still ask

the patient to participate in the group even if he came very late, 15 minutes before

the group session ended. From the interview,
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“He (the patient) should understand what the time is.”
(Ratchaburi Hospital staff)

“If he comes, it means that he tries to participate”
(Thanyarak staff)

Furthermore, since 2009 the Government has deelared a new policy for demand and
supply reduction called, “Five Defensive Fences Strategy” aimed at preventing the
development of a new drugwusing population. There is also a treatment plan to admit
at least 300,000 .drug abusers/addicts to suitable treatment and rehabilitation, of
which a half will come from community “persuasion, civil society, and as self selected
volunteers. It is disappointing that no égﬁfrete provision services have come from
that announcement. JAccording to the ffrejc‘\jcment records during 2004-2008, the
Ministry of Health reported only 40,000-8815600 cases attended the treatment (ONCB,
treatment data. 2009).The ratio of compuls-ery-treatment to voluntary was about 2:1

and the 2008 was 4:1. As a result, it égt_JLd not be implemented. Besides the

unrealistically high number, the preparation of treatment units was not mentioned.

To conclude, the research hars‘ led’to further;':;)_b:six-:;rvations regarding the differences
of both models whether in terms of in and dut-patients, or their transformation into
treatment centr@s in Thailand. Moreover, drug dependence treatment factors and
their relationship in the environment are regarded in other aspects as well. Last but
not least, the treatment units have to periodically concede to national policies while

their statistical records of'effectiveness are yet to be assessed.
5.3 Limitation

The limitations of the study will’be presented intthree topics, i.e. study design,

sample recruitment and study/site.
Study design

Even though this study is comparing the abstinence rate and improvement of
patients who attended two drug dependence rehabilitation models, Matrix and FAST

models, it is a study in the treatment centre context, not an experiment. As
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mentioned, the patients can choose the model which is appropriate for their daily
life. The intervention would be better scrutinised through a randomized control trial
(RCT) but it was not possible to do so. Therefore, we cannot eliminate selection bias,

balancing both known and unknown prognostic factors in the two models.
Sample recruitment

The Participants were recruited from patientsawho wvoluntarily participated in the
project without any benefit to them, for their participation. They have to be
interviewed 6 times, at.first recruitment, 2 times during the intervention and follow-
up at 1, 3 and 6 moniths respectively. Only the persons who were interested in the
project would agree to'participate. We might miss some groups such as patients who
have some problems related to drug use. such as psycho-social problem, health
problem, morbidity, injury etc: The miss:jng cases were about a half (45 from 84
cases and 47 from 92 cases of Matrix and“‘EAST model attendants respectively). Even
though it is proved that the missing cases and_ found cases are not different, the
small number of completed foIIoW-ups me:é.‘!nsxit is not possible to classify beyond
two levels. For instance, the comparison acfclp-s-s ;lk)ree treatment units and models as
presented in the duration of abstinence at fo.ilo\)\./f-'-up outcomes showed the different
relapse in the mentioned uniésand models."Uh’fo@tunater, there were only 10 found

in Chiang Mai.Matrix model cases (See Appendix 4).

Furthermore, the participants in the study were male only. The reason female
patients were not taken was due to the small number of female drug users (less than
10% of all treatment’patients in 2008, ONCB data). In addition, the female patients
were separately attending'the process of rehabilitation” from' males, especially in-
patient group. As a result, we cannot generalize our study to all genders. Also, the
samples were currently using methamphetamine ofyaba. The outcomes.cannot be
extrapolated that any drug users will have the same relapse  rate andiduration of

abstinence.

The assessment information in the project was obtained from model attendants
only, not from those around them such as service providers, family and community

including policy makers. Therefore, the responses have not been confirmed by other
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people such as the response about their behaviour improvement, i.e. staying at

home, helping family etc.

Methamphetamine patients who attend the Matrix and FAST models mostly are
drug free. If they are voluntary patients, they will be provided with MA detoxification
before attending the Matrix or FAST madel. If they are compulsory patients, they
have to wait for a drug investigation for about 48=72 hours before treatment. So at
that time MA has already been excreted from their-bodies. Therefore, it might be
different if we recruited the patients at the detoxification period and could

randomise our sample.
Study site

The treatment units Selegted in this study are two drug dependence treatment
centres, Thanyarak Institute and Chiang Mai DDTC and the psychiatric section of
Ratchaburi Provincial Hospital. The study s‘ite-.s are large and the original sites for the
models in Thailand. Even though every selected unit, the providers (i.e. counselors,
nurses and physician) are specialists in drug dependence treatment, the service
could be different from‘one another due to their situation and adjustment to their
patients and areas. Taking the out-patient units :as an example, the psychiatric unit
at Ratchaburi Hospital is the only section‘Wirt‘h':t-wo psychiatrists, two psychology
nurses and ong commuRity-Ruise-di-a-generakhospitalwihile. Thanyarak Institute and
Chiang Mai DDTC, are the centres for drug dependence treatment only. The
circumstance of_providing treatment services according to the drug dependent

patients might be different in terms of site and,relationship.
5.4 Recommendation

The recommendation herewith will.be classified into 2 categories, policy implication
andfurther research:
Policy implication

The outcomes from the study have shown some evidence to deal with the drug
dependence situation, especially the methamphetamine epidemic. Also treatment

alone may not be sufficient to solve the problem as long as other factors are not



90

seriously concentrated. In this situation, we should pay attention to prevention and

rectification in two focused groups, i.e. new drug users and existing drug users.

The first group, new drug users, is a population which needs a long sustainable term
of prevention. As the young population is regarded as being at high risk, it is
necessary to prevent them from becoming drug users/abusers as soon as is
practicable. Intensive study programs should be provided in schools as well as in the
communities to educate and deter this youngage group. According to the research
findings, our samples started.using drugis at school age, so the study program may be
effective to this population. Also, thel study found improvements in the patients
from self-help and environment. |f the.community understands and requires help

from one anotheg; they ean manipulate the situation and prevent new drug users.

As regards the segond group, existing (jﬁug users, it is necessary to support and
encourage them to abstain from drugs p%.rrﬁ'a'nently. At this point, the treatment is
important for the'initiation stage, but thé- support from government sectors and
non-government agencies aré rﬁore efféc-"éivé. Other services provided for this
population should be allocated such as voc_zw;-tfo'_nja‘l training, family services, medical

and mental health services etc: ==

If the management . is effective, compulsofy treatmient will gradually disappear.
Moreover, the diug-dependence-tieatiment-centies—imay "change their roles to

provide intensive care for severe cases instead.
Further research

Other types,of,studies.should be considered such as cost-effectiveness, retention
during treatment and motivation for seeking treatment. In order te have a broader
assessment of the effectiveness.of the models under review in this study,
information from_other 4persons such'as service providers, families and friends
including "policy makers should “be" obtained. "Another ‘suggested “study=is the
integration planning between providers and patients, tailor made to an individual to
mutually agree an appropriate program/model to aim for a long period of drug

abstinence.
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Appendix 1

Prime Minister’s Order
No. 249/2552 (2009)
Subject: The National Strength to Overcome Drugs under
Five-Defensive Fenges Strategy

Phase ll (Novembg[ 2009-September 2010)

The current=Thai Gevernment has declared its national drug control policy by
using what so-called “Five Defensive F(;nces Strategy” as the main mechanism to
fully implement it. Ali'congerned pubtic a‘gé‘ﬁcies have given their efforts to solve the
drug problem seriously and their outcorﬁJes_‘couId be seen substantially. However,

the drug problem still exists, and it is the vaernment's first priority to overcome it.

To accelerate the drug control policy"iﬁipl"'ementation to be in accordance with
the Government’s policy in order'to urgeh{fy‘ help Thai people out of this serious

# -.'I J .
trouble; therefore, the Government issued the following orders:

1. Set up a national drug control pIéﬁ’WHCh’ is called “Thailand’s Strength to
Permanently \Ovércome Drug Problems by using Five-Defensive Fences Strategy

(Phase II).”

2. Set up strategic goals and objectives to prevent drug problems from
becoming worse and build up better life and security of Thai people and the society

as a whaole. Therefore, 4 targets are set up asifollows:

Target 1 Reduce the seriousness of drug problems in target areas and high

risk groups by-dividing-them.inte,3 major areas and 3-maijor,approaches.as follows:

a. Target areas ‘are ‘divided" into 3*major areas; i.e;, 3 northern
provinces which drug smuggling is found the most (Chiang Mai, Chiang Rai, and Mae
Hong Son); Bangkok and provinces nearly; and 3 border provinces in the Southern

part.
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b. 3 major approaches for solving drug abuse problems are
Therapeutic Community system, voluntary and compulsory treatment system, and

correctional system.

Target 2 Reduce the seriousness of drug epidemic which has a big impact
on Thai people by :

a. Taking at least 300]000 “drug abusers/addicts to suitable
treatment and rehabilitation which a half of them will come from communities’

persuasion, civil society, and'their voluntaries.

b. Reducing the numbers of drug traffickers/dealers all over the
country, and improve‘environments to bréilent young people and risk groups from

getting involved with dpugs.

c. Focusing on solving preblems in serious drug epidemic areas in

285 districts all over the country. «

Target 3 Strengthen communitie§'n'afnd" civil societies mechanism to play
1,

more roles in solving drug problems-in thoseiaréét areas.

Target4 Strengthen mechanism, systems, and-management of drug control

in critical situations
3. Implemeantation:

3.1 Concept and framework of the Strategy in phase Il will follow those of
the Strategy.in Phase I'which are still focused'on 4 main themes; i.e., control drugs,
control target.areas, improve environments, and control drug abusers/addicts by

balancingand integrating the entire national drug control system.

3.2 Technical "Implementation is “set “up for 5 tactics' o stop the
seriousness of drug problems; i.e., drug epidemic reducing tactic, solving problems at
critical points tactic, government-society cooperative strength tactic, and crisis

management tactic.

3.3 Measures are set up into 2 levels as follow:
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- Measure level | : is the general measure to be implemented in
common areas according to the Five Defensive Fences Strategy which is consisted of

9 major projects as follow:

Project 1 Border Fence or Drug Interception at Border Areas Project

is the project which aims at cutting the supply ofidrugs from outside the country by

using various measures:

Projeet 2 Community Fence or Drug Prevention Campaigns by

Enhancing a Cooperation between Communities and Civil Society Project which aims

at reducing the seriousnessof drug epidémic in target communities/villages.

Project 3/ Sacial Fence.pf-'lntegrated Social Orders Project which

aims at eliminating allikinds of risk factGJrs to prevent young people from getting

involved with drugs,and to build up drug if":nm“unity.

Project 4 School Fence or Prevention of Drug Abuse in Schools

£y
Project which aims at strengthening educational institutions with drug prevention

activities. iy

Project 5-Family Fence or St-?oﬁg; and White Family Project

Project 6 Drug Suppression Project-which-aims at cracking down

drug traffickingnetworks/syndicates at different levels

Project 7 Treatment and Rehabilitation of-Brug Addicts Project by

taking them to suitablestreatment and rehabilitation programme for their social

reintegration.

Project 8 Drug Prevention in Work Places Project which aims at

strengthening'work placesiandfactoriestestayawayfromdrugs:

Project 9 Drug Control Management Project

- Measure level 2 : is the specific measure to be implemented in
target areas in order to solve specific problems which consisted of 3 target areas and

3 operational systems as follows:
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Target area 1 consisted of 3 northern border provinces; i.e., Chiang
Mai, Chiang Rai, and Mae Hong Sorn covering 14 districts which are the front line to

combat illicit drugs.

Target area 2 consisted of Bangkok the capital city and provinces
nearby which are major drug epidemic areas (35% of the overall drug epidemic area

in the country)

Target 3 consisted of 3 southern border provinces; i.e., Pattanee,
Yala, Narathiwat, and plus®4 districts, in Songkla Province which is the area of

insecurity.

Operational System_1 fs aimed at taking drug abusers/addicts to

treatment programme by using community and civil society mechanism as well as

voluntary basis.

Operational “Systems 2 is ‘aimed at developing compulsory

treatment programme to serve the numberssof drug abusers/addicts as many as

possible. A7

Operational_System 3 is aimed at preventing and solving drug

problems in prisens to eliminate drug trafficking

Remarks: The specific measure for 3 target-areas and 3 operational

systems will be set up in details later.
4. Framework and mechanism to solve drug problems:

4.1.Follow wark guidelines as directed by the Prime Minister Order’s no.
82/2552 dated 17 March 2009 Subject : Government’s Drug Control Strategy and
Onden’ fromNarcotiesCantrol+Board no: (1/2552datedy 33 Aprily 2009 Subject :

Mechanism for Drug According to'Five Defensive Fences Strategy Phase.l.

4.2 Set up special task forces for drug control to be responsible for
monitoring drug control works in those 3 target areas which is supervised by the
Internal Security Operations Command (ISOC) and appointed by the Chairman of

Narcotics Control Board. Those special task forces are:
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4.2.1 Coordinating Center for Drug Interception and Prevention in

Northern Border Areas

4.2.2 Drug Control Coordination Center in Bangkok and provinces

nearby
4.2.3 Drug Control Coordination'Center 3 Southern Border Provinces

4.3 Set ~up - monitoring ' mechanismto  catch up the serious
situation/problem “that has“an impact on the achievement of drug control

operations.

4.4 Set up dpug prevention mechanism at district and provincial levels to

mobilize drug controlworks between'the civil society and government agencies.

4.5 Set up mechanism to be“!res'.'ponsible for monitoring the abuse by

drug law enforcement officers.

4.6 Set up a special task force to:monitor special problems which will be

appointed by the Chairman of Nareotics Control Board.

4.7 Organization  structures, . direction, coordination, follow-up,
evaluation, and'work reports of those centers mentioned.abave will be directed by

the Chairman of-Narcotics:Control-Board:

5. Period of Implementation: Star from 1% November 2009 to 30" September

2010. The first evaluation will be conducted within 6 months after the start date.
6. Direction’of Implementation

6.1 To carry out policies/plans according to the Five-Defensive Fences

Strategy, action plans shall be set up completely within 15" December 2009.

672 Every concerned ‘agency that has the budget shall allocate itito be
accord with the implementation of those action plans and transfer the budget to
local concerned agencies in regions/provinces. This process shall be done within
November 2009 after that inform the Provincial Center for Combating Drugs (PCCD)

all over the country to carry out and integrate action plans.
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6.3 Execution, direction, and outcomes of the plan implementation shall
be reported the same way as they were reported in the Five - Defensive Fences

Strategy in Phase |.

7. Expenses

drug control officials and

concerned people ' dered a X\ the Internal Security
Operations Commal i - ' ' ‘he Chairman of Narcotics Control

Board.

Pru nder Five-Defensive Fences

Strategy Phase Il shall be abided by rned parties as long as there is no

changing order. from Pri do not mpIy with this order

shall not be u m— - i
I d
ime-Mini sed from now on.

¥

Ordered on 10" November 2009

f ummmmm@
RN T PlabhbabE



Appendix 2

BASELINE ASSESSMENT

Treatment Unit.............cccc....... Model... OMatrix OFAST OOthers 1L ][ ][ ]4[ ]
A. General Information
1) Interview date.....Month.................. Year 2...... INtErVIEWET ... 5[]
2) Respondent (Nickname) ...........ccccccoevvveenenne. Age on admissioNn.............c...... Years 7000
3) Race 1 IThai 2L Hill tribe specify tribe............ 3 lOthers specify................ ol |
4) Religion  1[.]Buddhist 2l IChrist 3l lislam 4L 1Qthgrs specify ................ 10l
5) Education level........c.cccocooieiiiainnnn. Age fimished'sChoadl! £ & # 4 Years 12l
6) Previous residence (Province)........cceeeeeeneeiiiienes e 14 L]
7) Present address...Moo....Soi.........: Road.......... Sub-distriet......... w Districtems. . ... Province............ 16 L]
8) Marital status 1 Never massied 2LMarried 3. IDivereelwidow 4 Others specify........20L ]
9) Family status 1[JHead of housefold#" 2/ JSpouse 3[JParents 210
4[Joffspfing 5[4 Otherﬁ SR N R,
10) Occupation SPeCify..........c.... e ... .. 0 'ungmployed 8l Istudent 2o ][]
Incomer........gle... 4. Baht/month J_ 4 24 LI
11) Extra income including illegal job spegify. &... ..., o i O T T 28 |
ol INone 1LIFamily 2l dbrug pusher: -3l IStolen 41 1 Others specify...................
Estimate extra income ............. Baft/month, 2l 29[ J3ol J[]
B. Family and Social Environment P i Bt
1) General residence 4 _'d‘ "f_, 32 |
1. Type of house Y .;ﬁ
[ ]1Single [ 1Rolling hotise [ ]Anir:'uﬁeﬁt/condomenium
[ ] Townhouse [ ] Rolling building#* [ ]Slymj,_‘_’ '!__ [ 10Others SpecCify......cccccevivveennnnne.
2) In the community, are there any,drug abuse-rs?}(‘lf yes SpeC|fy‘ﬂ)
Drug In the comaunity Friends Family (live in ihcls‘er'hﬁe house)
1.No | 2.YeSi«persons 1.No | 2.Yes....persons| 1.No | 2.Parents| 3.Brother| 4.Relatives
1.Cannabis D |:| ..... pe;sons D D persons D D |:| |:| a0
2.Kratom ] ... p;-sons ] .. persons ] ] - I:I ] RN ENERN
3.ATS L] ... persons L] L. persons D L] L] ] AR ERERN
4.0pium D D ..... persans D D persons D |:| |:| |:| ss I ICICICICIE]
5.Heroin D |:| ..... persons D D persons D |:| |:| |:| s2l 1L ICICICICIE]
6.Inhalants L] ... persons L] S persons L] L] L] ] so LI
7.Ecstasy D D ..... persons I:‘ D persons D I:l D D 7al LI ICIOIL]
8.Ketamine [:’ |:| ..... persons D D persons |:| |:| D |:| sal I ICICICICIE]
9.Cocaine D |:| ..... persons D D persons |:| |:| |:| |:| ool JLILICICICI]
10.Domicum L] ... persons L] .. persons L] L] L] ] o LTI
11. Ice ] ... persons ] .. persons ] ] ] ] s LI
3) Family relationship 111
1[JGood 2[ Bad 3l ISeparate 4l IDivorce 5[ JFather died 6 IMother died

701 Others specify...................



C. Drug Use Experience

1) Drug use experience (Ask every substance abuse except alcohol and cigarette)

107

Substance Ever used Reason | Age first | Route of Used within 12 Used within last Used
of use® | used administration| months 30 days with.....**
0.No 1.Yes 000 No 000 No
001 Specify..times 001 Specify.. times
1.Cannabis | [ I I years NN AN 12000000
2 Kratom [ I N I years [ D DDD 118DDDDDD
3.ATS ] [ I year: DDD 124DDDDDD
4.0pium O O ] N 1o JJ0ILI0]
5 Heroin N Ol | [] [l sl | ILICILI
6.Inhalants 0 [ [] 142 000
7 Ecstasy [] [] n 148 O]
8 Ketamine | L ] r L 154 OO0
9Cocaine |0 O .. : = Wl 1o I
10.Domicum | L [ .y 1esl LI
1. lce 0 0 bedl £ T 172000000
* Reason of use 1.Persuated by friends 2.C ity E Yrﬁen | _ d illn 6. Functional use 7.Use for main drug
** Specify the name of substance ks md: ‘-‘_
2) Drug use in the last 30 days before treat te{%.m [ g& dalc é igarette)
Substance Type of use r —— of u Times/day | Money
/ i ffaﬁdr_\_i-: ‘ her) spent/time

LI L11.Single L12.Mixed Ds.Alterngte _{. T4 2 170000
2, [1.single [ 12 Mixed | 1841000000
3) Last substance use before ... 190 JLILICIC]

Route of administration [ 1.1V QZ.Ora rs spe@/ ......................... 195/ |

Quantity of use.........ccccoeeneee. Y SPENtON ArUG. e e Baht 19eJIJLICIC]

Actually, activity after used substar"eﬂg ........... SPECHY e it 202/

In the past 12 mon

4) Have ever .njecteﬂ u ﬂe ;Jd%ﬁ ﬁ ‘% wfﬂ "]ﬂ‘j ........... zjg

0LNo 1[lsometimes 2L 1-3 times/month & 3L 1 -3 times/week 4DEveryday‘”‘|I

sl 8 W IUAREHLINY

Reason on first drink []0. Never drink 1. Persuaded by friends[_|2. Curiosity 211

[ 13. Enjoyment [ l4. Released illness [ 15. Depress

[l6. Functional use [ 17. Use for main drug

***Alcohol all types

[ 18.0thers, SPeCify.......ccccovuevnnn...
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D. Experience of Treatment

1) Have you been to the treatment before this ime? []0. No (Go to 2) [lYes, ........ times* 212 J[]
First treatment at................ccococ..... When? (M/Y)...ccooovenrinn, Type of drug use................... 214 ]
Duration of abstinence ...................... [ ey [l Cannot stop/less than 7 days 221 OO0
Last treatmentat.............cc.cccevee.n. When? (M/Y)....coooveeienan. Type of drug use................... 225 | JLILICICI]

Duration of abstinence .............c.c...... Y e LR Cannot stop/less than 7 days 232 L0

Have you been treated in the same model (Matrix/FAS i8 iff 0. No (Go to 2) LlYes (Exclude from sample)

* If only one time counted as first treatment

2) Do you think it is necessary for yo 236/
0L INot at all 1L Not m 4l lvery much
E. Imprisonment
1) Have you ever been arrested? 237
Firstarrest  When? (M/Y) 238 JL L]
Case of arrest [_|1.Related 7 el 3 tod ), SPECIY.....ooorvrrians 244 ]
oo Wy OIS , 246 JJJJ0IH
..................... 2520 ][]
* If only one time counted as first arrest
F. Level of Addiction
1. Increased the quantity of drug use ol INo 11 lYes o254 |

S0 2k
2. Tried to stop using drug but unsuccessful . _____ # "‘ - £y ol INo

1L )Yes 255] ]

3. Use most of time in drug purchas 1l lves 256l ]

4. Absented from work or <’r {-1"” ‘ 1lYes 257 ]

-

5. Had accident due to using dru

oLIN 1l lyes 58 |

6. Used less time with friends due to usmg drug ol INo

1L)Yes 259] ]

7. Drug use had effe S 260
8. Drug use had effected oﬁ H n(%leﬂ ﬂ ﬁ w ﬂ 2610 ]

9. Drug use made you u ealthy ODNo 1DYeS 262/ ]
10. Befor w 68l |
- ARIRIA T INY TR Y
11. You needqo use drug to protect withdrawal symptom 0LINo 1 ves 264 ]
12. You'll feel uncomfortable or moody if you stop using drug ol INo 1 Yes 265
13. Do you think that you have problem with drug use 266/

0L INot at all 1LIA little 2 IModerate  3[.IMuch 4l lvery much
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Mapping for follow-up

Telephone athome........ccccvviiiiiii e MODBIlE....vvveiieiei e,

AATESS IN ABTAIL .. e
Notify places (e.g. department store, junction, community information etC...)........cooiiiiiiiiii e,

Map to the house (draw at below space)

AULININTNEINS
AMIAINTUNNINGA Y

-9

.................................................................................. Interviewer
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EVALUATION OF SELF AND TREATMENT

(TCU CORRECTIONAL OUTPATIENT FORMS)
Treatment Unit............. Model... OMatrix OFAST OOthers 1[I ]4[ |

Interview #1 [ ] #2[ ] Date....Month............... Year 20..... Admission date (D/M/Y)..cccveeveeeeeeeeeennn.

A. RATINGS OF SELF: Circle the answer that shows how much you agree or disagree that each item
describes you or the way you have been feeling lately.

DISAGREE NOT AGREE
STRONGisys===5" . .. SURE........... STRONGLY

1. You like to take chances. ..............osiis: 1] oo b 4[] 5[] 6] 7]
2. You feel people are important toyou. .. IO e, 4[] 5[] e[  7[]
3. You feel sad or depressed. ........f.... . AR N, 4[] 5[] ] 1
4. You feel honesty is required :

in every Situation. ..........coeeeveiliene e it SRR SN ] 5[] )
5. You have serious drug-related

health problems. ..........c.cvevevees diuenr e 8 MPIRIRCEN T 5[] e[ 7]
6. You have little control over the

things that happen to you..........see... ... fe o S O s e /0
7. You have too many outside

responsibilities now to be in

this treatment program. .............deee...ites GEF T T - I -
8. You have much to be proud of. ..............: == 3] ] s &0 [
9. In general, you are satisfied S h=

With yourself. .......coooovern e eitieeeeiiienens IO, T 5[] e[ 7]
10. You like the “fast” life. .. s f—te—] 5 | o] 7[]
11. There is really no way you ¢an solve

some of the problems you have............... DRI | g1 5[] ] 1
12. You could be sent to jail orprison

if you are not in treatment..... . ounevenen... 10 & 201 a0 40 s e 7]
13. You feel mistreated by other peoplelli L NS QA A £ S0 o 1
14. You have thoughtsiof c@mmitting

SUICIAR. vt 1 - - | ! I - IR
15. You have trouble sitting still

for o 1. 917 ) ) a2 1.9 NNV BT ) &1
16. You like others to feelafraid of you....... WF (0 WL 0 b WY e /]
17. There is little you can do to change

many of the important things

TN YOUP TIf@1 et o1 T | T B~ I -\ R
18. You have trouble following

rules and 1aws. .......ccvveeeeeeeeeeeeieeee, 1 ! - 1 ! - I - I

19. This treatment program seems
too demanding for You. ......cccovevevevennne.. o1 T | T B~ I -\ R



A. RATINGS OF SELF: Cont.

20. You feel lonely. ...ccooovvcieeeiiniiiiieeieee

21. You like friends who are wild. ...............

22.You like to do things

that are strange or exciting.........ceecuvvenn.

23. You feel like a failure. ......cooeveeveeveennneeiian

24.You have trouble sleeping. ...........00.....

25. You often feel helpless in dealing

with the problems of life. ........cooooovmeess

26. You feel a lot of pressure

to be in treatment. .......ooooeve. ittt

27.You depend on “things” more

than on “people”. ..o dionine i e

28. You feel interested in life. ......ah.....a... 4.

29. This treatment may be your last

chance to solve your drug problems. ......

30. You have urges to fight or

hurt others. oot b e

31. You avoid anything dangerous................

32. Sometimes you feel that you are

being pushed around in life. .............. L

33. You feel you are basically no good. ........

34. This kind of treatment program

will not be very helpful teyou. ...............

35. You have a hot temperi..deeciiiiiiieennn.

36. You keep the same friends

foralongtime. ..cccoovvviiviiseidenenieeeeeeeennn,

37. You have legal problems that require

you to be in treatment. ...............0.........

38. You plan to stay.in this treatment
program for awhile. ....oal b L

39. You feel anxious Or Nervous........cceee.....

40. Your tempergetsyousinto fights

or othertrouble........ o bt i

41. You havejtrouble concentrating or

remembering things. ........ccccovvviiiiieeennnnns

42. You feel extra tired or run down.............

43. You work hard to keep a job. ..................

44. You are in this treatment program
because someone else

Made YOU COME. ..uvvrrreririiiiiieeeeeeeeeeeeenn

DISAGREE
STRONGLY
1] ol
T
id 4 ol
iNF P
1 gl
-
AN
2 Nl
1AL el
11y 4501
1hhe, olil
1D‘ y 2L
B
1 ol
1] ol
N
T 2l
1] SB[ ]
1l @ o
T
JH T ER
1] ol
1] ol
T
T

il
il

Bl |

3l

g |
kL

31N

3l
s

o A
ol

3Ll
all

3l ]
3l ]

|
3l ]

sl |

il
il

3l ]

3l ]

all
all

al ]

all
4l

ul |
all

4l

4l ]
al ]

all
all

il

4 |
al ]

Al
al ]

4P ]

all
all

al ]

al ]

5|
5|

5]

5|
5|

5|
5|

5]

5]
5]

5|
5|

5|
5|

5]
5]

Bl ]
5]

5/

5|
5|

5]

5]
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Ol
Ol

ol

Ol
Ol

Ol
Ol

ol

ol
ol

Ol
Ol

Ol
Ol

ol
ol

ol
ol

ef |

Ol
Ol

ol

ol

AGREE
STRONGLY

7]
7L]

7l
7l

7l]

7l
7l

7l
7l

7L]

7L]
701

7l
7l

7l
7l

7L]
7L]

7L]
7L]

7l

7l
7l

7L]

7L]



A. RATINGS OF SELF: Cont.

45. What happens to you in the future

mostly depends on you. ......ccccceeeeeeennnne.

46. You feel afraid of certain things,
like elevators, crowds, or

going out alone. ......cccevvvvrvrrevreereeneeeenn,

47. You are concerned about

legal problems. .....cccceeeeeiiiieiicnniieeeiee.

48. You only do things that feel safe.............

49. You get mad at other people easily.........

50. Your religious beliefs are

very important in your life. ... ...

51. You wish you had more respect

foryourself. ...oooooevvvvvveeeeeeiiien o ik

52. You worry or brood a lot. ........... k...

53. You can do just about anything

you really set your mind to do.................

54. This treatment program canreally

help YOU. ..coiviieeieieeee e i

55. You have carried weapons,

like knives or gUNS. ......ccovvvveeierenccitinennn.

56. You feel tense or keyed-up. .......cc.....iin

57. You are very careful and cautious...........

58. You want to be in a drug treatment

PPOBIAM. wueieureeeereeeeeeiaei s e asaessnnnsssansnsenas

59. Taking care of your familyiis

very important. ...t

60. You feel you are unimportant

O OtNEIS. oo

61. You feel a lot of anger inside'youi........

62. You feel tightness or tension

in your muscles. ... el L
63. You have family members who want
you to be in treatment. .........cccecvnnnnneene.

DISAGREE
STRONGLY
il ol
h 4 2l
Il
1] g
A
LA
e %ol
e Ly
TR Mol
TR 2
e 1
1[47aspl s
ez
1] ol
1] ol
il ol
1] @bl
1l & o
1] ol

3l |
al]

il
il

o |
Jl

al ]

al ]
al ]

all

4]

4/ |
4l

il
al ]

all
all

al ]

Al

=

4]

Al
all

Al
4

5]

5]
5]

5|

5]

5]
5]

5|
5|

5|
5|

5]

5|
5|

5|
5|

{l
5]

112

ol

ol
ol

Ol

ol

ol
ol

Ol
Ol

Ol
Ol

ol

Ol
Ol

Ol
Ol

ol
6l |

AGREE
STRONGLY

7l

701

701
701

7l

7L]

7L]
701

7l
7l

7l
7l

7L]

7l
7l

7l
7l

7L]
7L]

B. RATINGS'OF TREATMENT PROCESS: Circle the'answer'that shows how-much'you agree or disagree
that eachiitem describes how you feel about your experiences at this treatment program.
DISAGREE

1. You feel and show concern for others
during group counseling. .......ccoeeeeeuvnnnnes

2. Your counselors are easy to talk to. .........

3. You trust the treatment staff.....................

STRONGLY

1]
1]

1]

ol ]
ol ]

2]

3l ]
3l ]

il

NOT

AGREE
STRONGLY



B. RATINGS OF TREATMENT PROCESS: Cont.

4. Your counselors help you develop

confidence in yourself. .......cccoecvveeeennnnns
5. You have developed positive trusting

friendships while at this program. ..........
6. Your counselors are well organized and

prepared for each counseling session. ...
7. The treatment staff cares about you

and your problems. ......ccccceviiiiiiiiinn
8. You have made progress with

your drug/alcohol problems. ......... ..t
9. Your counselors develop treatment

plans with reasonable objectives

10. The treatment staff is helpful {0 you... .i..

11. You have made progress with your

emotional or psychological issues............
12. Your counselors keep you focused

on solving specific problems. .....&..........
13. The security staff cares about

you and your problems. ................ce.......
14. You have made progress toward

your treatment goals. ......cccveeeiiiiiinienniis
15. Your counselors remember important

details from your earliersessions.............

16. The security staff is helpfultoyou...........

17. Your counselors help you

make changes in your life. .............ccoe..
18. You accept being confronted by others

during group counseling. ........occeeeeennnnnes
19. Your counselors speak in a.way

that you understand...........ct neeeeeeiteiiis. s
20. You confront others about their

real feelings during group counseling.......
21. Your counselors respect you

and your opinions. ... b
22. You are willing to talk'about your

feelings during group counseling. ...........
23. Your counselors understand

your situation and problemes...................
24. You say things to give support

and understanding to others

during group counseling. .......ccceccvvveennn.

25. You trust your counselors. ........ccccccunnees

DISAGREE
STRONGLY
0 o
0 0
(i) )
R
oS
e\
29 %L
A A0
1 2l
it
S
i
i —
a0
0 o
Dy W
0 o
A O
0 o
0 o
0 o
0 o

Jl
3]
sl
<l
N
3]
3]

il
il

all
all

5]
5]

5|
5|
5|
5|

5|
5|

5|
5|
5 |
5|
54
5|
5|

5|
5|
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ol
ol

6|
6|
6|
6|

Ol
Ol

6]
6]
6]
6]
bt |
6]
6]

Ol
Ol

AGREE
STRONGLY

7l
7l
7l
7l
7l

701
701

7l
7l
7l
7l

7l
7l

7L
7L
7L
7L
7L
7L
7L

7l
7l



B. RATINGS OF TREATMENT PROCESS: Cont.

26. You give honest feedback to others

during group counseling. .......ccceccvvveennn.
27. Your counselors help you view

problems/situations realistically..............
28. You have made progress in

understanding your feelings and

how they can influence behavior. ...........
29. Your counselors focus your

thinking and planning. .....cccoeocciiiivivennen.
30. You trust other clients

iN this Program. .....cccccceeveeveeiivvnveeeasiin..
31. Your counselors make you feel

foolish or ashamed. .................fti. .l
32. Your counselors teach you useful

ways to solve your problems. ...4t.....4... 4
33. Your are motivated and encouraged

by your counselors. .........iioooee dhenneiden..s

34. You trust the security staff...i............

DISAGREE
STRONGLY
i 2l
1 2]
1SS
| ==
TN e
(MR Y 2N
1 el
% @ L

2l

14

4]
4]
4]
4]
4]

al |
al ]

5|
5|
5|
5|
5|

5]
5]
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6]
6]
6]
6]
6]

ol
ol

AGREE
STRONGLY

7l
7l

7L
7L
7L
7L
7L

7L]
7L]

C. RATINGS OF PROGRAM ATTRIBUTES: Circle the answer that shows how much you agree or
disagree that each item describes how youfeel about the different parts of this program.

1. This program location is

convenient for you. ...k .. ciiiieeeeeeeenee.
2. You need more educational or

vocational training services. .........ccee......
3. Other clients at this program care

about you and your problemes. .................
4. Program staff here are efficient at

doing their jobs. ... o il
5. Several people close to'you

have serious drug problems. .......&..........
6. Time schedules for counseling

sessions at this program are

convenientforyou: .. L. 0. e b e 0
7. You have peaople close to you

who respect you and your efforts

in this Program. ......ccccceevevvvevvvrreveeeennen,
8. Other clients at this program

are helpful to you. .....eeeevvviiiiinniinieeeene,
. You get too much personal counseling
at this program. ....cccceeeeevccrnrrereereeeeeeeeen.

Yo

5[

3l ]
3l ]

DISAG REEg;_‘
STRONGLY
S
T
S
0 el
D d-¥
MmN
0 0
0 0
0 0

3l ]

NOT

&l ]

al ]
al ]
al ]

5

5]
5]
5]

ol |

ol
ol
ol

AGREE
STRONGLY

7L
7L
7L
7L
7L

7l

7L]
7L]
7L]



C. RATINGS OF PROGRAM ATTRIBUTES: Cont.

10. You have people close to you who

understand your situation

and problems. ...
11. You need more individual

counseling SessioNs. ....ccvvvveeveeeieeeeeeenennnn,
12. You have people close to you who

can always be trusted. ......ccceeveeeeeeeiiinnn.
13. You need more group counseling

SESSIONS. tiiviiiiiiieieeeerrer e e e
14. You have people close to you

who motivate and encourage

YOUF FTECOVEIY. wuvveeeeeenrveeeeessasilinen. . aiee..
15. You are similar (or like)

other clients of this programu.......a.... ..
16. This program is organized and

run wWell. ..o e
17. You have people close to'you who

expect you to make positive changes

iINyour life. oot e,

18. You need more lecture classes................

19. You have improved your relations
with other people because
of this treatment. .......ccccceveeiiiiee i

20. You are satisfied with this program..«....:

21. Other clients in this program

are helpful in your recoVely= s
22. You need more medical'eare

AN SEIVICES...uviiiieeeeieeeeeeeeiiei s
23. You have people close to you who help

you develop confidence in yourself. .......
24. You need more help with your

emotional troubles. ...l
25. You have close family' members who

help you stay away from drugs. ..............
26. There is.a sense of family

(or community) in this'‘program. .............
27.You work in'situations where drug use

IS COMMON. ciiieieiiiieeeiie e
28. This program is requiring you to learn

responsibility and self-discipline..............
29. You have good friends who

do NOt USe drugS.....cvvveeeeeriiiiieeeeeiiieeen,

DISAGREE
STRONGLY
Ll 2l
i 4 Al
1SS
j | ==
LN
T AN YR
O, 2
i o
ik g
S
([l
——
1L i
L ol
Y W
L ol
T4y 2L
L ol
L ol
L ol

3l ]
3l ]
3l ]

al ]
al ]
al ]

4l ]
ul |
4l |

al ]
al ]

al ]
al ]

2

4l |
4]
4]
4]
% |
4]
4]
4]

5|
5|
5|
5|

5|
5|
5|

5]
5]

5]
5]

5|
5|
5|
5 |
5|
5
5|
5|
5|
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D. General Information

Name of patient..........ccccccoooveeece e Age.......years Admission date (D/M/Y).ccceeeveevveenrieennen.
In the past 30 days, did you use drug? oLl Not at all 1[_lYes, specify..................
How many times>.......... Cause of use, specify..........

Thank you for your cooperation. Dat ' ... Interviewer

AULININTNEINS
AR TUNNINGAY
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DISCHARGE REPORT

Treatment Unit..............cccccccc.. Model... OMatrix OFAST COthers 4[| |l Ja[ ]
This report is for treatment provider to record for each patient
Date (D/M/Y)..ccvveveeeireeeieenne INtErVIEWET ....cv e
Name of patient...........c.cccocooovvvee . Age.......years Admission date (D/M/Y)..cccceevveevveevrveenen.
Drug used before admission..........ccuveeeeinniniiee. "

A. Cause of discharge

1) LI Finish program
2) [ Refer to other tr

3) L Patient requeste " 11 Moy e in 7 2L ] change workplace
3(7] LeaV€ withelit séason Sy SPRCIY- oo
Who inform the reasén? i 1 - 2 end - Fami 40| Others,
specify....... W F T A AN '
4) LI Not finish prog md iseha : e treat U T Te)
5) [ Arrested by pol VY.

6) [ Others, specify...... W Y
B. Last day of participating activity pe e

C. Patient development

D. Follow-up

:g Ej:;p ......... time;m. .................................
VLR Ale IHHANT
RN T

d) Date (D/M/Y)..ocvveevieeeeireirene,




Appendix 3

Table A.3.1 General characteristics

FAST Model Matrix Model
Chiang Mai | Thanyarak Total Chiang Mai | Thanyarak  Ratchaburi Total
DDTC Institute DDTC Institute Hospital
1.Age on
admission N % N % N % N % N % N % N %
15-19 18 | 40.0 9 19.1 27 298 13 56.5 6 30.0 12 ¢ 29.3 31 36.9
20-24 10 | 22.2 13 WY 8 25.0 17.4 2 10.0 10 | 244 16 19.0
25-29 10 | 22.2 15, "l 179 25 242 13.0 6 | 30.0 7171 16 19.0
30-35 7 15.5 T0™.gl 3 17 18.5 13.0 6 | 30.0 12 | 29.3 21 25.0
Total 45 : 100.0 47 _100.0 92 100.0 231000 20 : 100.0 41 ¢ 100.0 84 i 100.0
Median | 22.0 25.0 24.0 19.0 26.0 24.0 22.5
Mean @ 22.8 24.8 23.8 2'1w5, 25.2 24.3 23.8
Std. Deviation 5.6 5.0 5.4 5.9 5.5 5.8 5.9
2.Race
Thai 43 | 956 47 1000 90 97.8 23 . 100.0 20 @ 100.0 41 ¢ 100.0 84 = 100.0
Hill tribe 2 4.4 - - 2. 242
Total 45 | 100:0| 47 | 100.0 92 t=i00.0 23 | 100.0 20 | 100.0 41 | 100.0 84 | 100.0
3.Religion
100.
Buddhist 44 | 97.8 48 | B15 87294.6 22 95.7 20 0 41 | 100.0 83 98.8
Christ 1 2 - - i L1 1 4.3 - - - - 1 1.2
Islam - - A 8.5 A el - - - - - - - -
Total 45 | 100.0 47 | 100.0 92_{ 100:0 23 | 100.0 20 | 100.0 41 | 100.0 84 | 100.0
4.Years
completed school
1-6 years 12 ¢ 26.7 14 9298 26 28.3 1 4.3 1 5.0 16 | 39.0 18 © 214
7-9 years 19 | 42.2 24 @ 514 43 46,7 14 60.9 8 | 40.0 19 : 46.3 41 © 48.8
10-12 years 20.0 1479 16 174 4 17.4 9 : 45.0 4 9.8 17 : 20.2
Vocational school 111 43 7 7.6 2 8.7 24 10.0 2.4 6.0
High school - - - - - - 2 8.7 - - - - 2.4
Others - - - - - - - - - - 1 2.4 1.2
Total 457100.0 47 : 100.0 92 = 100.0 23 = 100.0 20" 100.0 41 ¢ 100.0 84  100.0
5.Age off school
10-14 14 31.1 13 . 31.7 27 314 3 13.0 4 10.0 11 | 423 16 23.2
15-19 26 57.8 26 | 63.4 52 60.5 18 78.3 16 | 80.0 15 | 57.7 49| 71.0
20-24 5 11.1 2 4.9 7 8.1 2 8.7 2 10.0 4 5.8
No response (6) (6) (15)
Total 45 |1100.0 41 | 100.0 86 |1100:0 23 | 100.0 20 | 1000 26 | 100.0 69| 100.0
Median ' 15.0 15.0 15.0 15.0 15.0 15.0 15.0
Mean | 15.8 15.2 15.5 15.8 16.4 1445 155
Std. Deviation 2.8 24 247 2.5 3.2 19 2.6
6/Marital'status
Single 32 | 71.1 317 66.0 63 | 68.5 20 | 87.0 117" 55.0 29 | "70.7 60 | 71.4
Married 10 ¢ 22.2 14 ¢ 29.8 24 - 26.1 3 130 35.0 11 26.8 21 25.0
Divorce/widow 3 6.7 2 4.3 5 5.4 2 ¢ 10.0 1 2.4 3 3.6
Total 45 | 100.0 47 | 100.0 92 | 100.0 23 | 100.0 20 | 100.0 41 | 100.0 84 | 100.0




Table A.3.1 Cont.
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FAST Model Matrix Model
Chiang Mai | Thanyarak Total Chiang Mai | Thanyarak | Ratchaburi Total
DDTC Institute DDTC Institute Hospital
7.Status in the
household N % N % N % % % % N %
Head /spouse 13 ¢ 28.9 10 21.3 235 25.0 2 8.7 51 25.0 9.7 11 13.1
Parents 1 2% 1 1y 3 7.3 3 3.6
Offspring 30 | 66.7 35 74.5 65 706 20.. 87.0 12 | 60.0 33 80.5 65 77.3
Others 2 4.4 iy 24; 5 5.3 1 4.3 3 15.0 1 2.4 5 6.0
Total 45 | 100.0 47 1°100.0 92 | 100.0 25 1000 20 | 100.0 41 | 100.0 84 | 100.0
8.0ccupation
Unemployed 15 | 333 12 5o 271 29.3 4ot 17.4 15.0 22.0 16 19.0
Employee 4 8.9 1 24T 5 5.4 i, 4.3 15.0 4.9 6 7.1
Skilled worker 5 114 7 1449 12 13.0 2 Oy 5.0 2.4 4.8
Unskilled worker 8| 17.8 18 3883 26 | 28.3 2 8.7 20 | 48.8 22 26.2
Driver 2 4.4 2 43 4 4.4 25.0 2 4.9 8.3
Family’s business 448789 2 4.3 6 6:5 15.0 3.6
Trader 3 6.4 P 4.3 5 ami 574 10.0 3 7.3 6.0
Official worker 2 4.4 il 2.1 3 3.3 1 4.3 1.2
Student 2 4.4 2 43 4 4.4 [ 34 % 5685 3 15.0 4 9.8 20 23.8
Total 45 100.0 47 :5100.0 92+ 100.0 23 © 100.0 20 i 100.0 41 | 100.0 84 = 100.0
9.Income/month N % N % N % N % N % N % N %
Unemployed 15 33.3 12, 26.1 27" XIS s 4 N 17.4 3 15.0 9 22.5 16 19.3
Student 2 4.4 4.3 4 4.4 13 : '56.5 3 15.0 4 10.0 20 24.1
LE 2500 Bt 24D } o 6 15.0 6 7.2
2501-5000 Bt 7 15.6 6.5 JO = = 3 15.0 7 17.5 10 12.1
5001-7500 Bt 8 17.8 13 28.3 it R 8.7 4 : 20.0 12 30.0 18 21.7
7501-10000 Bt 7 15.6 10 27 174, 1836 . 4.3 4 ¢ 20.0 2 5.0 8.4
10001-20000 Bt 4 8.9 Dl =109 9 99 “3 1 13.0 2 . 10.0 6.0
GT 20000 Bt 2 4.4 2 2 i 5.0 1.2
No response (1) (1) (1) (1)
Total 45 4+ 100.0. 46 i 100.0 91 = 100.0 23 - 100.0 20 100.0 40 : 100.0 83 : 100.0
Median 7,250 7,250 7,250 9,900 7,750 6,000 6,000
Mean 9,425 8,005 8,668 9,800 8,898 4,933 6,735
Std. Deviation 6,615 3,176 5,083 3,622 4,911 2,254 3,958
10.Source of
extra income
None 27 i 60.0 22 | 46.8 49 53.2 B Yy 18 | 190.0 30 73.2 53 63.0
Parents 20.0 17.0 17 18.5 14" | "60.9 1 5.0 11 26.8 26 31.0
Legal job 13.3 170 14 @ 152 3 130 3.6
Drug selling 2.2 9: 191 10 10.9 1 4.3 1 5.0 2.4
lilegal job 2 4.4 2 2.2
Total 45 %100.0 47+ 100.0 92, 100.0 23  4100.0 20 100.0 41 : 1100.0 84 i 100.0
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FAST Model Matrix Model
Chiang Mai | Thanyarak Total Chiang Mai | Thanyarak | Ratchaburi Total
DDTC Institute DDTC Institute Hospital
1.0Original residence N % N i % N % N i % N % Ni% N %
Chiang Mai 15 ¢ 333 15 16.3 18 78.3 18 : 21.4
Payao 10.0 2 24
Pathumtani 17 36.2 il 7/ 18.5 5.0 1.2
Bangkok 11 23:4 1k} 12.0 1 4.3 40.0 1 2.4 10 | 11.9
Nonthaburi 7:. ]G 7 7.6
Lumphun 13 . 289 13 141
Lumpang 6 133 6+ 6.5 T 1 12
Ratchaburi 1 5.0 36 i 87.8 37 | 44.0
Nakhon|
Ratchasima 10.0 2 2.4
Others 11 | 244 2 2545 23 % 250 2 13.0 30.0 4 9.8 13 | 155
Total 45 : 10010 47" 1000 924 100.0 23 100.0 20 i 100.0 41 : 100.0 84 | 100.0
2.Present
residence
Chiang Mai 16 | 35.6 16 17.4 22 95.7 22 | 26.2
Payao 4 8.9 4 4.4
Pathumtani W B62 7 18.5 9 45.0 9 10.7
Bangkok 12 25.5 2 13.0 40.0 1 2.4 10.7
Nonthaburi 7 14.9 7 7.6 1 5.0 1 1.2
Lumphun 15 | 33.3 15| EO8S
Lumpang 5 111 o 5.4
Ratchaburi 36 87.8 36 1 429
Others 5 11.1 11 234 16- =1 i 4.3 2 10.0 4 9.8 7 8.3
Total 45 : 100.0 47 : 100:0 92 | 10G6 23 | 100.0 20 : 100.0 41 © 100.0 84 - 100.0
3.Type of
residence
Single house S5 Jilip = S 30 | 63.8 69 | 75.0 11| 47.8 1371".65.0 26 | 634 50 59.5
Row building 6 #1373 6 6.5 5: 21.7 : | 5.0 6 14.6 12 14.3
Condo/apartment 3 6.4 3 g2 4 | 17.4 /4 10.0 6 7.1
Town house L B 8 8.7 2 8.7 3 15.0 5 6.0
Commercial bld 1 2.1 1 1.1 1 43 1 5.0 4.9 4 4.8
Slum 5| 10.6 5 5.4 14.6 6 7.1
Others 2.4 1 1.2
Total 45 |7100.0 47+ /100.0 921(100.0 23 | "100.0 20| 100.0 41 | 100.0 84 | 100.0
4.Parents
relationship
Good 23 ¢ 51.1 20 ¢ 42.6 43 46.7 16 ..69.6 16 ¢ 80.0 24 58.5 56 66.7
Not.se:good 2 4.3 2 2.2 4 wnl7.4 2 4.9 6 7.1
Separate 8 6.7 8 17.0 11 12.0 6 146 6 7.1
Divorce 10 | 22.2 7 14.9 17 18.5 4.3 2+410.0 5 12.2 8 9.5
Father dead 51 111 5 10.6 10 10.9 8.7 5.0 4 9.8 7 8.3
Mother dead 2.2 5 10.6 6 6.5
Parents dead 3 6.7 3 3.3 1 5.0 1 1.2
Total 45 : 100.0 47 | 100.0 92 : 100.1 23 100.0 20 i 100.0 41 : 100.0 84 . 99.9
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FAST Model Matrix Model
Chiang Mai | Thanyarak Total Chiang Mai | Thanyarak | Ratchaburi Total
DDTC Institute DDTC Institute Hospital
5.Drug use
among friends N % N | % N % N | % N| % N | % N %
Cannabis 4 8.9 20 i 42.6 24 2641 39.1 15.0 2.4 13 155
Kratom 7 i14.9 A 7.6
Meth 39 86.7 39 | 83.0 78 84.8 23+| 100.0 16 | 80.0 32 | 78.0 71 84.5
Opium 4.3 1.2
Heroin 4.3 1.2
Inhalants 2 4.4 51106 b, 7.6 8.7 2.4
Ecstasy =04 3 33
Ketamine ¢ 48 2 262
Domicum W 2 1 1" 4.3 1:50 2 2.4
Ice 11 3 3t 1 12.0
Number 45 47 92 23 20 41 84
6.Drug use
among family
members
Cannabis 1 1.2 6.4 4 4.4 1:%4.3 1 1.2
Kratom 6.4 3 3.3
Meth 4 8.9 6 12.8 10 10.9 13.0 1]24 4 4.8
Inhalants 4.3 1 1.2
Number 45 47 92 23 20 41 84
Table A.3.3 Drug use experience
FAST Modetl Matrix Model
Chiang Mai | Thanyarak Total Chiang Mai | Thanyarak | Ratchaburi Total
DDTE Institute DDTC Instittte Hospital
1.Cause of first
meth use N % N1 % N % N | % N | % N | % N %
Persuaded by
friend 14 | 31.1 9327, 27 29.3 1.7 4 1 20.0 16 | 39.0 25| 29.8
Curiosity 21 . 46.7 11 ¢ 234 32 34.8 34.8 13 : 65.0 21 ¢ 51.2 42 - 50.0
Enjoyment 2.2 3 6.4 4 4.4 39.1 9 10.7
Depressed 8.9 8.5 8 8.7 2.4 1.2
Help to work 5 111 4 8.5 9 9.8 1 4.3 2., 10.0 2 4.9 6.0
More than one
reasons 12 0 255 12 13.0 1 5.0 1 2.4 2 2.4
Total 45 : 100.0 47 : 100.0 92 i 100.0 23 | 100.0 20 : 100.0 41 © 100.0 84 © 100.1
2.Age first drug
use
LT 10 1 4 1 1.1
10-14 11 : 245 17 19 | 20.7 1 4.3 0 0 5 12.2 6 7.2
15-19 25 . 557 27 ¢ 57.4 52 56.5 19 | 82.5 12 60 24 i 58.5 55 65.4
20-24 9 19.9 11 | 234 20 | 21.7 3129 8 40 12 ¢ 29.3 23 1 273
Total 45 | 100.0 47 | 100.0 92 | 100.1 23 | 100.0 20 | 100.0 41 | 100.0 84 | 99.9
Median | 16.0 16.0 16.0 17.0 18.0 18.0 18.0
Mean | 17.4 17.0 17.2 17.6 20.0 18.3 18.6
Std. Deviation 4.4 4.0 4.2 2.6 4.4 3.9 3.8
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FAST Model Matrix Model
Chiang Mai = Thanyarak Total Chiang Mai | Thanyarak : Ratchaburi Total
DDTC Institute DDTC Institute Hospital
3.Route of
administration N % N % N % N % N % N % N %
Smoke 44 97.8 47 : 100.0 g1 98.9 23 ¢ 100.0 20 i 100.0 41 : 100.0 84 : 100.0
Smoke &IV 1 2.2 il 21
Total 45  100.0 47 : 100.0 92 | 100:0 23 . 100.0 20 | 100.0 41 ¢ 100.0 84 : 100.0
4.Money spent
on drug per day
0-100 9: 20.0 10.6 14 15.2 i 2 2 10.0 5 6.0
101-200 17¢ 37.8 106 22 23.9 il 47.8 20.0 5i 12.2 20 23.8
201-300 6: 133 Lt 23 25.0 17.4 10: 50.0 36: 87.8 50 59.5
>300 13| 28.9 20484246 33 359 Skl 20%b 4| 20.0 9 10.7
Total 458100.0 47 #100.0 92% 100.0 23 1 100.0 20 | 100.0 41 100.0 84 | 100.0
Median 200 300 300 200 275 300 300
Mean 272 479 378 286 346 274 295
Std. Deviation 232 548 434 220 279 47.6 181
5.Quantity of
used per time i
1/2 tablet 12| 267 IO (#21.3 22 23.9 2 8.7 3| 15.0 5| 12.2 10 11.9
<1 tablet 7: 486 14.9 14 15.2 & 80 11: 55.0 14 16.7
1 tablet 16; 35.6 19.% 25 2-7.2 9% 39.9 5.0 36: 87.8 46 54.8
2 tablets 9 20.0 11 234 20 24.7 5. W2 17% 10.0 8.3
> 2 tablets 22 10; 21.3 120y 4 WO 15.0 8.3
Total 45| 100.0 47 |#100:0 92| 100:0 23| 100.0 20| 100.0 41| 100.0 84 | 100.0
6.Drinking ; ¢
alcohol or not
No 1 2.2 o k78 > f St ) 8.7 0 0.0 5 12.2 7 8.3
yes 44| 97.8 41| 87.2 85 92.4 215 BRSNS 20| 100.0 36 | 87.8 77 91.7
Total 45:100.0 47 100.0 92 ¢ 100.0 23 1 100.0 20 .400.0 41 © 100.0 84 © 100.0
7. Have been to
treatment centre
No 40: 88.9 31 66.0 71 77.2 19 82.6 19 : 95.0 38 92.7 76 90.5
yes 5#.d1.1 16: 44.0 21 22.8 4 174 i 5.0 3 7.3 8 9.5
Total 45 100.0 47 100.0 92 100.0 23 | 100.0 20 | 100.0 41 © 100.0 84 = 100.0
8. Have been
arrested or not
No 28|] 62.2 21| 46.7 49 544 17 | 1739 9| 145.0 21| 51.2 47 56.0
yes 17: 37.8 24: 53.3 41 45.6 6 26.1 11 55.0 20 | 48.8 37 44.0
No response (2) - (2)
Total 45: 100.0 45, 100.0 90 100.0 23 :.100.0 20 iy 100.0: 41 : .100.0 84 - 100.0




Table A.3.4 Level of addiction

* Significance at p<.05

-\.—|.|_

ﬂ‘UEﬂ’J‘VIEMﬁWEJ’]ﬂi
QW’]@Nﬂ‘iﬂJ UANINYA Y

Matrix FAST Total Chi-
Model Model square

1 | Increased the quantity of drug 333 46.7 40.3 3.279
use

2 | Tried to stop using drug but 76.1 67.6 6.320*
unsuccessful

3 | Used most of timein drug ' 304 26.1 1.845
purchased, used and intoxi

4 | Absented from work o % 41.5 1.384
due to using drug -

5 | Used less time with friends-.due 18.8 0.234
to using drug f

6 | Had accident due Wf ' 41.5 1.384

7 | Druguse hade 54.0 1.728
psychoproble ////

8 | Drug use hadeffec 60.2 0.241
friends and colle ﬂl :

9 | Drug use made Unhealthy 69.3 | 28.197**

10 | Before attending the treatmei 23.9 | 8.114**
needed to increase drug
the same amount w,
intoxicated

11 | Needed to use drug to 23.9 | 10.256**
withdrawal sympto

12 | Felt uncomfortable or mac 3"" Lty 26.7 | 8.272**
have to stop using drug ,
Number s ..i“ : 92 176
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Table A.3.5 Compared the missed followed-up between 1, 3 and 6 months between aut-patients (Matrix model) and in-patients (FAST model)

First follow-up (1 month) Second follow=tp (3smonths) Third follow-up (6 months)
T-test - T-test T-test
Model N Mean Std. Std. N Mean Std. Std. N Mean Std. Std.
Deviation| Error Deviation | Error Deviation| Error
Mean Mean Mean
Age on admission |
(years) 1
Out-patient 27 | 22.48 5.57 1.07 0.481 334" 1. 35 5.35 0.93 0.006 29 | 21.14 4.90 0.91 0.050
(Matrix) J "
In-patient (FAST) 22 | 23.64 5.21 1.11 244 2413 5.29 1.08 32 | 24.13 5.03 0.89
Age first i
methamphetamine L A
use (years) J
Out-patient 27 | 18.00 3.86 0.74 1:090 38| 17.97 3.69 0.64 1.527 29 | 17.48 3.01 0.56 1.940
(Matrix) . ¥ 2
In-patient (FAST) 22 | 17.59 4.93 1.05 24 | 17.75 4.80; ) 0.98 32 | 17.16 4.30 0.76
Methamphetamine - A
use per day (tablet) . ' 4 F
Out-patient 27 | 1.11 0.42 0.08 14.147%* | 334112 0.2 7 15.533** | 29 | 1.21 0.49 0.09 13.443%**
(Matrix) —
In-patient (FAST) 19 | 1.79 1.13 0.26 ,,Zl)r 275 1409 ;"-_-- _9:24_ 29 | 2.03 1.27 0.24
Income per month
(baht) o d
Out-patient 14 | 5735.71 | 2328.95 | 622.44 *[.4.402* | 16 | 5768.75 | 2170.01 | 542,50 | 5.365* | 11 | 6754.55 | 2207.43 | 665.56 | 3.506
(Matrix) = ="
In-patient (FAST) 13 | 9038.46 | 5720.80 | 1586.66 | 14 | 8821.43 | 5556.03 | 1484.91 ] 19 | 8973.68 | 5042.80 | 1156.90
Money spent on 2
drug per day (baht)
Out-patient 27 | 259.63 112.44 21.64 3.055 33 | 254.24 110.68 19.27 2.876 29 | 253.10 127.45 23.67 6.887*
(Matrix)
In-patient (FAST) 22 | 299.55 170.34 36.32 24711293:33 165.60 33.80 32 | 426.25 448.00 79.20

vt
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Appendix 4

Survival Analyses

1. The survival function graph comparing between Matrix model (out-patients) and
FAST model (in-patients)

Categorical Variable Codings(b) N
AW \JJ.M
PROGRAM(a) 1=0 -.-m;..._;: 1

a Indicator Parameter C -
b Category variable: PROGRAM(Model)

Omnibus Tests of Mod

-2 Log

Likelihood ‘ﬂ/ﬂﬁr‘\ \\\.& ous Step Change From Previous Block

Chi-squas l lrl JE N\‘\&} Chi-square | df

Sig.

.364

264.856 8 | & B m&, F Jl\\\n\ 824 1

a Beginning Block Number0, initial Log Likelihoo
b Beginning Block Number 1. od Enter

5.680

Variables in the Equatic

B 95.0% Cl for Exp(B)
Lower Upper
PROGRAM 331 1.508

YN

Days of abstinence
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2. The survival function graph comparing between Treatment Units

Categorical Variable Codings(b)

Frequency (1) (2)
PLACE(a) 1=Chiang Mai DDTC 51 0
0
1

b Category variable: PLACE (T

Omnibus Tests of Mod

-2 Log
Likelihood
Chi-squares
257.011 7.089

a Beginning Block Number @, initi
b Beginning Block Number 1.

Variables in the Equati

B

PLACE
PLACESS5(1)
PLACES5(2)

erall .a///y
‘AL

Change From Previous Block

Chi-square df Sig.

8.669 2 .013

95.0% Cl for Exp(B)

Lower Upper

1.371 26.279

Surviv &f

11

1.0

Days of abstinence

20 ™20% 160/ 1100 |
| )| 401 | 80 ¥

.965 19.678

RTINS

t hanya rak Institute

nna

NMANAY
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3. The survival function graph comparing between Treatment Units when general
characteristics and models are controlled.

Omnibus Tests of Model Coefficients(a,b)

-2 Log
Likelihood Overall (score) Change From Previous Step Change From Previous Block
Chi-square df df Sig. Chi-square df Sig.
252.440 11.348 7 .079 12.746 7 .079

a Beginning Block Number 0, ini
b Beginning Block Number 1.

Variables in the Eun
l / /ﬁllﬁ\\‘h’ Sig. Exp(B)
Age on admission (AGE l// ‘l ‘\ \ 560 1.021

[y

Education status (EDU OJVI@&' \“\ 1 .327 .761
Marital status (MARITAL r’@ ﬁ \\% 1 .187 476
Household status (HHST l’g g“\\ 1 .281 .586

vodet F70 278 - NN | = =

PLACE ' el T S \ .-\‘n‘ 2 023
PLACES5(1) ' | ad1 | 1‘\ 5 1 006 11.485
PLACES5(2) F a6 - 4 . 5467 1 019 7.115

BINENNT

o Tha nyarak Insﬂe

MTINYAY

Days of abstinence
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4. The survival function graph comparing between the Matrix and FAST model of

Treatment Units when general characteristics are controlled.

Categorical Variable Codings(b)
Frequency (1) (2) (3) (4)
PLACES5(a) 1=Ratchaburi Matrix 32 0 0 0 0
2=Chiang Mai FAST 41 1 0 0 0
3=Thanyarak FAST 29 0 1 0 0
4=Chiang Mai Matrix 10 0 0 1 0
5=Thanyarak Matrix 20 0 0 0 1
a Indicator Parameter Coding 4
b Category variable: PLACESS
Omnibus Tests of Model Coefficients(a,b)
-2 Log
Likelihood Qverall (seore) éhange From Previous Step Change From Previous Block
Chi-square df Sig:" Chi;_sdijare df Sig. | Chi-square df Sig.
251.391 12.719 8 176 _13.795 9 .130 13.795 9 .130

a Beginning Block Number 0, initial Log Likelihood functlon 2 Log likelihood: 265.186
b Beginning Block Number 1. Method = Enter ,n' i

Variables in the Equation

dd

[
i

B SE \Wald o of Sig. Exp(B) | 95.0% Cl for Exp(B)
~ . Lower | Upper
AGE .032 .038 {721 I_,J'_J .396 1.033 .959 1.112
EDURECOD -.290 .283 1°053 — 4 .305 .748 430 1.302
MARITAL -.672 L B0 14345 e =i 246 511 .164 1.590
HHSTGR -.497 509 | .954 i .329 ;608 224 1.650
EMPLOYMENT ';f‘ =477 457 1.088 1 — 1624 .254 1.520
PLACES5 v 8.017 4 .091 o
PLACES5(1) Ly (5 784 4.726 1 .030 5.501 1.183 | 25.585
PLACES5(2) 1.288 .847 2.313 1 .128 3.626 .689 19.066
PLACES5(3) 2,616 .984 7.059 1 .008 | 13.675 1.986 94.168
PLACES5(4) 1.922 .865 4,938 1 .026 6.832 1.255 37.211
Survival Function for'patterns 1 =5
14
1.0.

ol F:LA-CESS

3. ““Thanyarak Matrix

74 D—Chiang Mai Matrix

6 D—Thanyarak FAST

5. Chiang Mai FAST

4 EI_Ratchaburi Matrix

20 20 60 ~ 100 = 140

0 40 80 120 160
Days of abstinence
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5. The survival function graph comparing between the Matrix and FAST model of

Chiang Mai DDTC and Thanyarak Institute when general characteristics are

controlled using Ratchaburi Hospital as the baseline.

Categorical Variable Codings(b)

Frequency (1) (2)
PLACES3(a) 1=Ratchaburi Matrix model 32 1 0
2=Chiang Mai and Thanyarak
FAST model L 0 1
3= Chi Maiand Th k
'|ang aian anyara i 0 0
Matrix model J

a Indicator Parameter Coding
b Category variable: PLACES3

Omnibus Tests of Model Coefficients(a,b)

e

-2 Log
Likelihood Overall (sgore -Chgnge From Previous Step Change From Previous Block
Chi-square df Sig. Chl -square df Sig. Chi-square df Sig.
252.797 11.088 7 135 , 12:389 7 .088 12.389 7 .088

a Beginning Block Number 0;initial'Log Likelihood funct‘pn T Log likelihood: 265.186
b Beginning Block Number 1. Method = Enter

Variables in the Equation

P |

B SE #iwald - { b | sig Exp(B) | 95.0% CI for Exp(B)

y de il 4 Lower Upper

AGE 021 .037 3173 573| 1.021 949 1.098

EDURECOD -.286 286 D97/ pi s, 318 751 429 1.317

MARITAL -724 567 | “1.628 "1 s 485 159 1.474

HHSTGR 1 _551 499 | 1218 1 270 576 217 1.533

EMPLOYMENT | = =415 443 877 1|  349| 661 277 1.573
PLACES3 ; 6.358 2 il

PLACES3(1) 2.088 831| 6.315 1 012 124 024 632

PLACES3(2) <549 444 | 1.530 1 216 | 577 242 1.379

1.1

Suryival Function for patterns 1:=3

1.04

20 60
40 80

Days of abstinence

" 100
120

140

160

PLACES3

o ChiangMai ThanMatrix

ChiangMai_ThanFAST

o Ratchaburi Matrix
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