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Editorial
Towards evidence-based substance abuse prevention and treatment in developing countries
Mahmood Nazar Mohamed, Ph.D
Editor-in-Chief
Email: mahmoodnazar@gmail.com
Substance use and abuse is always on the increase in many parts of the world.
Its prevention and treatment is imperative to reduce the burden on users and
society at large. In many developing countries, substance abuse treatment operates on the assumption that any treatment for drug addiction is better than no
treatment, which is not true at all1,2. Hence, many substance abuse treatment
programs prescribe to local norms, religious and spiritual practices, and often practice punitive, discipline-based approaches to ‘treat’ drug addicts2. Drug
laws were enacted to contain this epidemic.
To curb the growing problem with substance abuse, many developing countries
used supply and demand reduction strategies3. Some prescribed to harm reduction strategies like opioids replacement therapy. Amid the existence of drug
laws, mandatory treatment for drug and/or alcohol abuse are often enforced.
People are tested for drugs and when found positive, are taken in for mandatory treatment in government treatment facilities. Court mandated alternatives to
incarceration are still not widely available3. Human rights are often infringed4,5.
The existence of Compulsory Centers for Drug Users (CCDUs) has been observed in many developing countries since the onset of the drug problem. In the
70’s, CCDU was probably the only available facility for users in these countries.
Some treatments are conducted in hospitals and private medical facilities. Substance abusers that are mandated to treatment were often labeled as inmates3,4.
Little medical attention were given and many contracted communicable diseases such as hepatitis, STIs, HIV and tuberculosis as a result of their drug use,
injecting behaviors, multiple sexual partners and poor living condition5.
The situation of CCDUs in East and South East Asia region was reviewed at
the first Regional Consultation for Drug Users organized by UNODC Regional Centre for East Asia and the Pacific in 2010. On March 9th, 2012, a Joint
Statement was issued by 12 United Nations agencies, including the UN Office
on Drugs and Crime (UNODC), the World Health Organization (WHO), the
UN Children’s Fund (UNICEF), and UNAIDS, calling for the closure of drug
detention centers and the release of the people detained there “without delay”4.
From then on, many treatment facilities have started using evidence-based approaches.
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This third and forth bumper issue of the International Journal of Prevention and
Treatment of Substance Use Disorder (IJPTSUD) focuses on various treatment
and prevention approaches in developing countries, from Africa and Middle
East to South Asia and Southeast Asia region. Three articles from Africa look
at (i) the pattern of drug use among persons with disabilities in Kenya; (ii) peer
interactive youth-lead drug prevention program in Uganda and (iii) the certification program for addiction professionals in Kenya. These articles demonstrate that more evidence-based approaches are being used in these nations and
are showing positive results.
From the South Asia region, two articles look at (i) aggression as risk for substance abuse among adolescents in Pakistan and (ii) alcohol use pattern among
married men in rural Tamil Nadu, India, where local intervention approach is
found to be effective to reduce alcohol use. An article from the Middle Eastern
region addresses the use of AUDIT in Iraq and Muslim countries.
Five articles were contributed by Southeast Asian countries that looks at (i)
Family therapeutic alliances to relapse prevention in Malaysia; (ii) HIV, Hepatitis B and Hepatitis C testing among IDUs in Thailand; (iii) Groin injection
among opiate drug users in Malaysia; (iv) Binge drinking patterns in an urban
and rural township in Myanmar, and (v) the application of Islamic principles
in the prevention of substance use in Malaysia. An article entitled international
standards in prevention from EMCDDA outlined the many prevention standards that can be used in many countries. We hope that these articles will shed
light on the movement towards evidence-based practices to the prevention and
treatment of substance abuse in developing countries.
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Abstract
Background: Although some data existed suggesting that there was high
prevalence of drug use among the general population in Kenya with 39-48%
of 15-65 year olds having used alcohol and at least one other substance,
there was a general absence of comprehensive data on the extent of drug use
among Persons With Disability (PWD). The current study therefore sought
to fill the gap by establishing the extent and patterns of drug use among
PWD.
Methods: This was a cross-sectional descriptive study targeting PWD based
in learning institutions as well as within the community in three selected
regions of Kenya (Nairobi, Coast and Central). A combination of stratified
and purposive sampling was used to identify a sample of 486 PWD. Data
was collected using a structured questionnaire and quantitatively analysed
using descriptive statistics, namely, frequencies and percentages to show the
extent and patterns of drug use among PWD.
Results: The findings revealed that 35% of the respondents had used some
form of drug, with a majority having done so between the ages 15-19
(43.3%). Further, 13.6% had used at least one substance in the past year,
7.4% in the past month and 3.9% had used drugs daily. The type of drug
used were alcoholic beverages (28.2%), tobacco products (19.6%), khat
(miraa/muguka) (14.8%) and marijuana (9.2%).
Conclusion:The findings proved that compared to the general population,
the prevalence of drug use among PWD is higher for most of the drugs.
The findings point to an urgent need for policies to guide Alcohol and Drug
Abuse (ADA) prevention and treatment programmes targeting PWD.
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Introduction
In Kenya, an estimated three million (8%) people have some form of disability2 which influences the way they conduct their daily functions, including dealing with myriad challenges associated with their disability.
The Kenyan Government has over the years made significant progress in its
effort to promote the rights of PWDs. This is evidenced by, among others,
the enactment of the Disability Act3 which seeks to promote the rights and
wellbeing of PWDs in Kenya. In addition, the Ministry of Devolution and
National Planning has been mandated to look into the issues related to the
needs of PWDs in Kenya. Other efforts are seen in the initiatives by the
Kenyan Ministry of Education to enhance the wellbeing of children with
disabilities by having them placed in mainstream schools. Such efforts may
be undermined if PWDs, who are already vulnerable, suffer the effects of
ADA.
Some literature from the rest of the world4 suggests that PWDs are affected
by ADA just like others in society. However there is a high incidence of
substance abuse symptoms reported by some disability groups such as those
with quadriplegia and traumatic brain injury. It’s not clear however, whether
the same applies to Kenya.
In Kenya there have been efforts to manage drug related problems that have
been on the increase, the government’s commitment is seen in the enactment into law of the Alcoholic Drinks Control Act5 which seeks to regulate
the production, sale and consumption of alcohol. The push for this law was
driven by evidence that there was a high prevalence of drug use among the
general Kenyan population, with some study findings1 revealing that 8% of
10-year-olds and 13% of 14-year-olds had used alcohol and other substances, while 39% of 15-year-olds and 48% of 65-year-olds had used alcohol
and other substances.
A similar study6 found that 40% of the respondents indicated alcohol use to
be very high in the Central Province, while a related study found a lifetime
prevalence of 37.1% among the general public.7 While this data was on the
general Kenyan population, there was a general absence of data on drug use
among PWDs. It was not clear whether the prevalence of drug use among
such populations mirrored that of the general public. This situation had
been articulated by a NACADA workshop8 which recommended the need
for research to investigate if PWDs were in any way affected by the drug
use problem as observed with the general Kenyan public. Such data would
guide policy development to address the unique needs of such populations.
It was the need to fill this knowledge gap that motivated this study which
International Journal of Prevention and Treatment of Substance Use Disorders
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was financed through a research grant from NACADA, the body mandated
by the Kenyan Government to oversee all matters pertaining to policies and
programmes related to drugs.
Objectives of the study
The broad objective of the study was to find out the extent and patterns of
drug use among PWDs (in the community as well as in learning institutions)
with the following specific objectives:
1. To establish the lifetime prevalence of drug use among PWDs.
2. To find out the specific types of drugs used by PWDs.
3. To establish the frequency of drug use among PWDs.
4. To find out the age at first use of drugs among PWDs.
Methods
This was a cross-sectional descriptive study that sought to find out the extent
and patterns of drug use among PWDs in Kenya. The target population was
persons with various types of disabilities (namely; physical, visual, hearing and intellectual impairment) based on learning institutions (secondary
schools, vocational institutions, and post secondary institutions) as well as
those based within the community.
The study site was in three selected regions in Kenya (namely; Nairobi,
Coast and Central, which were provinces according to the former Kenyan
Constitution). Nairobi and Coast were selected because previous studies had
indicated a high prevalence of drug availability among the general public
there,1 hence the need to find out if PWDs living in these areas were also
vulnerable to drug use. Central was selected because, in addition to a high
prevalence of alcohol use reported among the general public6 it hosted most
of the learning institutions that catered for persons with different disabilities
targeted in this study.
In order to achieve a sample that was representative of the PWDs within and
outside of learning institutions (community based), as well as the various
categories of disability as per the study objectives, a combination of stratified and purposive sampling was used. Stratified random sampling was used
for respondents based in institutions to ensure representation of the regions,
the various categories of disability as well as the PWDs within institutions.
On the other hand, purposive sampling, specifically snowballing, was used
8
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for the community-based population of PWDs who were considered hard to
reach. The inclusion and exclusion criteria included the presence/absence of
a disability, age, and location. Only consenting persons with certain types
of disability (namely; physical, visual, hearing and mental), aged between
10 and 65, and found within the three regions of Kenya were included. Excluded from the study were persons without disability or with other types of
disability outside of the four mentioned above. Similarly, PWDs aged below
10 and above 65, those outside of the three study regions, as well as those
who did not consent were excluded.
In determining the sample size, since the prevalence of alcohol, drug and
substance abuse by persons with disabilities in Kenya was not known, 50%
was assumed. To estimate the true prevalence to within five percentage points
with 95% confidence, a minimum sample of 385 was required. The following
formula by Fisher et al (1998)9 was used for sample size estimation:
n =Z21-α/2 p (1-p)
d2
Where: n = Sample size to be determined, Z1-α/2 = Standard errors
from the mean corresponding to 95% confidence level, P = Prevalence
of alcohol, drug and substance abuse among disabled persons, d =
Absolute precision (margin of error).
Considering the uniqueness of PWDs, it was crucial to factor in the possibility of finding PWDs in the sample that would not be able to participate in the
study due to the severity of their disability. It was therefore judged necessary
to over sample up to a sample size of 500. The final sample from whom data
was gathered was 486.
Data was collected using a structured questionnaire which had sections on
socio-demographics, lifetime use of drugs, specific types of drugs used, frequency of use for specific drugs and the age at first use.
Prior to conducting the field work, research assistants were recruited and
taken through an intensive training which involved being inducted on the
study objectives and process as well as being trained on how to use the various instruments to collect data from the different categories of PWDs in a
respectful and non-stigmatising manner considering their vulnerability.
Prior to the final study, a pilot study was carried out using respondents similar
to those targeted but who were excluded from the final study. The feedback
from the pilot study was used in the revision of the instruments to enhance
the validity and reliability of the study. A ‘test-retest reliability method’ was
International Journal of Prevention and Treatment of Substance Use Disorders
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used to check the reliability of the instrument. It yielded a reliability index
of 0.75 which was considered adequate in line with the recommendations of
researchers.10
The field work period was from December 2012 to February 2013. Only
those participants who consented to participate in the study were included.
For participants who were aged below 18 years, and who were in boarding
schools, consent was given by the school administration on behalf of the
parents. However, in addition, informed consent was further sought from
each participant prior to inclusion in the study. Prior to conducting the study,
ethical clearance was obtained from the Kenyatta University Ethics Review
Committee and a permit and letter of authority to conduct research were
obtained from the National Commission for Science Technology and Innovations (Approval No. NCST/RRI/12/1/SS/928). Data was collected by
means of self-administered questionnaires which were brailed for those with
visual impairment. A sign language interpreter was part of the research team
to facilitate communication with those with hearing impairment. The data
was later cleaned, coded and entered into the Statistical Package for Social
Sciences (SPSS) version 17.0 software for analysis. Data was quantitatively
analysed using descriptive statistics, namely, frequencies and percentages to
show the extent and patterns of drug use.
Results
More than half of the respondents were male (60.9%), the majority were
below 20 years, with most being single (83%). The majority were students
(73.0%), while 13.2% were employed (self employed or otherwise), with
5.6% being unemployed. In terms of disability, most of the respondents
were physically disabled (28.6%), while 20.4% were visually impaired.
Data on lifetime use, as shown in Table 1, revealed that 35% of the respondents had used drugs while 53% said they had never used drugs. Some 12%
did not respond. It is possible that they could be in the category of users but
lacked the courage to admit it, considering this was a sensitive question.
Table 1. Life time use of drugs
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Frequency

Percent

Yes
No
Total

170
259
429

35
53.3
88.3

No Response

57

11.7

Total

486

100
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In terms of types of drugs used, the findings indicated that majority (28.2%)
had used alcoholic beverages, followed by tobacco products (19.6%), khat
(14.8%) and marijuana (9.2%). This is illustrated in Table 2.
Table 2. Types of drugs used
Frequency

Percent

Tobacco Products

95

19.6

Alcoholic Beverages

137

28.2

Marijuana

45

9.2

Khat/Miraa/Muguka

72

14.8

Heroine

27

5.6

Cocaine

27

5.6

Inhalants

35

7.2

Prescription

30

6.2

Synthetic

18

3.7
100.0

n= 486

In terms of frequency of use, the study findings indicated that 13.6% of the
respondents had used at least one substance in the past one year, 7.4% in
the past one month (current use) and 3.9% were using at least one substance
daily. Considering that learning institutions are supposed to be safe havens
with restrictions of access to drugs, it was found necessary to disaggregate
the data by location of respondents (institution-based or community-based).
This would help in giving a picture of the drug use problem for PWDs within learning institutions, which would be crucial in informing institutional
policies on drugs. The findings revealed that drug use was reasonably high
in learning institutions with 33.8% reporting as having used drugs, almost
rivalling that of community-based respondents (38.2%). Similarly, the category for past one year use for learning institutions (13.5%) was almost on
par with that of community-based respondents (13.7%). These findings are
illustrated in Table 3.
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Table 3. Frequency of use by location of respondents
Frequency of use Location of

Frequency

Percent

n

120

33.8%

355

50

38.2%

131

170

35%

486

Learning Institution-based respondents

48

13.5%

355

Community-based
respondents

18

13.7%

131

Combined group

66

13.6%

486

Learning Institution-based respondents

18

5.1%

355

Community-based
respondents
Combined group

18

13.7%

131

36

7.4%

486

Learning Institution-based respondents

11

3.1%

355

Community-based
respondents

8

6.1%

131

Combined

19

3.9%

486

respondents
Use of at least one Learning Institusubstance
tion-based respondents
Community-based
respondents
Combined group
Past one year use
of at least one
substance

Current use of at
least one substance (past 1
month)

Daily use of at
least one substance

Results for frequency of use for specific substances, using indicators of daily
usage, use in the past one month and use in the past 12 months and synthetic drugs were the most frequently used in terms of daily use, followed by
tobacco products. Alcoholic beverages and tobacco products led in terms
of both past one month and use in the past 12 months. The findings further
revealed that some of the PWDs were using more than one substance, indicating poly-substance use. These findings are further illustrated in Table 4.
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Table 4. Frequency of use for specific substances
Drug type

Used in 12
months

Used in past 1
month

Used daily

FrePercent FrePerquency
quency cent

Frequency

n=486
27

n=486
12

Alcoholic beverages

Percent

5.6

n=486
14

2.9

34

7.0

22

4.5

6

1.2

Marijuana

13

2.7

11

2.3

2

0.4

Khat

23

4.7

6

1.2

2

0.4

Heroin

6

1.2

2

0.4

2

0.4

Cocaine

2

0.4

2

0.4

1

0.2

Inhalants

7

1.4

1

0.2

3

0.6

Prescription drugs

9

1.9

3

0.6

6

1.2

Synthetic drugs

5

1.0

1

0.2

13

2.7

Tobacco Products

2.4

Data on age at first use revealed that the majority had first used drugs between the ages of 15- 19 (43.3%), while some had used drugs as early as
ages 5-9 years. The results are shown in Figure 1.
Figure 1. Ages at first use of drug/s
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Discussion
The finding that on 35% report ever having used drugs indicate that there
is a high prevalence of alcohol and drug use among PWDs just as the general public. The finding is comparable to another study7 that found 37.1%
lifetime prevalence among the general public. The findings of high levels
of drug use among PWDs support the notion by researchers11,12 that PWDs
are at a high risk of substance use due to myriad of factors including stigma,
discrimination, health problems, alienation by society, and a lack of access
to adequate and appropriate treatment services, among others. These findings also support those of another researcher13 who found that PWDs report
higher incidence rates of Alcohol, Tobacco, and Other Drug (ATOD) use
than their peers.
The finding that the current use of drugs is at 13.7% for the community-based respondents is worth noting. They suggest that indeed PWDs, like
the general public, are affected by the problem of drug use which supports
the notion that PWDs may be disproportionately experiencing alcohol and
substance abuse rates that are 2-4 times that of the general population.14 This
is coupled with the daily use findings of 6.1% for community-based respondents. These findings suggest that among PWDs are persons who may have
drug use problems, possible addiction to one or more substances, and who
may be spending substantial resources on drugs.
This is a paradox, considering that many PWDs may be already disadvantaged economically since functional limitations such as physical impairment
act as barriers to obtaining employment for individuals with disabilities.15
Therefore, such drug use patterns may only serve to make them more vulnerable to the risks of health problems and entrapment into the cycle of
poverty and its sequel. This is of concern considering that treatment for
ADA (Alcohol and Drug Abuse) is an expensive undertaking. Treatment
of PWDs who experience alcohol and drug abuse is even more expensive
and involves inter alia, chemical dependency treatment, education, healthcare costs, including, but not limited to rehabilitation.16 It would also require
modification of treatment facilities to facilitate accessibility for PWDs due
to their unique needs. For these reasons, rehabilitation for PWDs is often
inadequate, geographically inaccessible and expensive. The implications
then are that if PWDs are to benefit from treatment and rehabilitation programmes, there is a need to factor in issues of accessibility and affordability
into such programmes.
The findings further revealed that drug use was reasonably high in learning
institutions with 33.8% reporting having ever used drugs, almost rivalling
that of community-based respondents (38.2%). Similarly, results for the past
14
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one year use for learning institutions (13.5%) was almost on par with that
of community-based respondents (13.7%). Such trends are disturbing considering that learning institutions are supposed to have policies that restrict
the use of drugs hence contributing to the reduction in the likelihood of use.
Similarly, most ADA prevention programmes target learning institutions for
purposes of drug demand reduction. Such findings may be painting a grim
picture in terms of how well PWDs benefit from such programmes. PWDs
may not easily benefit from access to information on drugs due to their impairment. For example, the blind may require the brailing of Education and
Communication (IEC) materials related to drug information, while the deaf
may require a sign language interpreter to benefit from ADA prevention
talks. The cost of making such special adaptations is high, and hardly any
resources are currently allocated for such by the Kenyan Government. This
calls for urgent intervention measures to address ADA prevention targeting
the PWDs.
When compared with other findings of a study carried out in Kenya among
the general public7 these findings show higher prevalence of several substances among PWDs. For example, 19.6% of PWDs had used tobacco
products compared to 17.3% of the general public while 14.8% had used
khat (miraa/muguka) compared to 10.4% of the general public. Similarly
9.2%, 5.6% and 5.6% had used marijuana, heroin and cocaine respectively,
which are all illicit drugs. These figures are a public health concern when
compared with those of the general public which were at 5.4% for marijuana, 0.7% for heroin and 0.6 % for cocaine. This shows that there is heavier
drug use among PWDs particularly narcotics. In addition, some were using
more than one substance. These high figures may be attributed to low awareness levels about the dangers of drug use as well as the illegality of certain
drugs. These findings suggest that ADA interventions among PWDs need to
pay particular focus on addressing the use of narcotics among other drugs
considering that these are illicit drugs which could, in addition to the normal
challenges of drugs, put PWDs in conflict with the law, thus complicating
their existing vulnerabilities.
The study findings point to a need for efforts to address the high prevalence
of drug use, particularly of narcotics, among PWDs. This calls for a need to
question the accessibility of drug prevention materials to PWDs. In addition,
considering that the findings also indicate that some PWDs use drugs daily,
with some using multiple substances, there is a possibility of drug dependence, pointing to a need for PWDs to access treatment and rehabilitation
services. This implies that there is need to look into the accessibility and
affordability of treatment and rehabilitation services for PWDs, considering
the barriers to treatment they may face, such as limited physical access as
International Journal of Prevention and Treatment of Substance Use Disorders
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well as a lack of sensitivity to their unique needs by treatment and rehabilitation personnel.
The findings of this study have implications for the Kenyan Government
and specifically the NACADA. They point to an urgent need for development of policies geared towards creating ADA prevention and treatment
programmes that are focused and responsive to the unique needs of PWDs,
as a way to promote their human rights and wellbeing as articulated in the
Kenya Constitution (2010) and the Disability Act (2003).
Limitation of the study
In assessing the patterns of drug use, the researchers limited the definition
of ‘patterns of drug use’ to types of drugs and the frequency of use, without
looking at the specific quantities of drugs used. This was because it was felt
that doing so would have been rather complex, considering that different
drugs were being investigated which have varying means of quantification.
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Abstract
The existence of multiple standards for drug prevention, published by different national and international organisations, might seem redundant and confusing at a glance. This paper aims to explain the rationales of the different
standards and that they differentially respond to specific challenges of each
of the three main components of a prevention system: interventions, services
and people. Effectiveness of standards can improve the effectiveness of programmes and interventions, while process standards can improve the context within which effective programmes and interventions are implemented.
The variety of the existing standards and their different levels of exigencies
can be beneficiary if policy makers apply them in combination - ie. choosing effective interventions and assuring that they are properly implemented
and accepted, and in the appropriate cultural and geographic context. Other
international organisations involved provide additional support such as certified training and online resources. Taken together, these initiatives might
pave the way for setting up accreditation systems, in some countries, and
help to assure that prevention providers take up such effective interventions
and that prevention professionals are capable of implementing and willing
to use it. All this requires, however, the political will to actually implement
these standards since it implies revising, challenging and improving customary prevention systems with traditional approaches.
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In recent years a number of international and national organisations1 have
produced different standards in the field of drug prevention. This has led to
a certain degree of confusion among policy-makers and professionals about
the purpose and differential value of each of them, and there is an impression of overlap and duplication of efforts.
In order to understand each standard’s added value and the potential for
synergy of all of them taken together, this paper will describe each of them
from the perspective of prevention systems. The simplified term “drug prevention” is used here to cover a whole range of prevention objectives, hence
not solely to prevent substance use, but also to delay initiation, reduce its
intensification or prevent escalation into problem use.
What are prevention systems?
Contrary to common beliefs, it is not sufficient to have effective interventions at hand in order to achieve successful prevention efforts. Rather, at
1

UNODC (United Nations Office on Drugs and Crime - www.unodc.org)
CCSA (Canadian Centre for Substance Abuse - http://ccsa.ca)
The European Prevention Standards Partnership’s EDPQS (European Drug Prevention Quality Standards – www.prevention-standards.eu) initiative in collaboration with the EMCDDA (European Monitoring Centre for Drugs and Drug Addiction
- www.emcdda.europa.eu)
COPOLAD (Cooperation Programme on Drugs Policies between Latin America and the European Union - www.copolad.eu)
CICAD (Inter-American Drug Abuse Control Commission - www.cicad.oas.org)
The US-American SPR (Society for prevention research - www.preventionresearch.org)
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the population level, the understanding and development of implementation
factors such as policy, structure, organisation, workforce, prevention ethos
and culture may be more important than identifying effective interventions
(Ritter & McDonald 2008). It seems that important clues for understanding
the complexity of prevention systems apart from political will and effective
interventions are factors such as how prevention is funded, whether quality
criteria are linked to funding of programmes and organisations, how prevention policies are delivered in organisational terms (eg. fully decentralised
at local level versus strong guidance and prescription from central levels),
whether high quality training is part of the prevention policy implemented
in each country, if there is a competent workforce to deliver evidence-based
prevention, whether the different administrative sectors (education, health,
youth, criminal justice) properly cooperate, if research centres are involved
in evaluation and development, how much policy makers and professionals
know about effective prevention principles, whether effective programmes
are available, and if they can be implemented and rolled out.
Prevention systems and the interaction of their different components with other societal variables in achieving outcomes can be described in various, also
graphical forms. Examples can be found in UNODC’s International Standards
for Drug Prevention2 or the following on the Website of the EMCDDA3.
Figure 1. A graphical example of a prevention system

It appears that besides the structural system (providers, professionals and
programmes) there are additional mediators (elements, whose modification
2 http://www.unodc.org/unodc/en/prevention/prevention-standards.html
3 http://www.emcdda.europa.eu/activities/expert-meetings/2013/prevention
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through policies change the overall effect), moderators (that affect overall
effects without being easily modified), and other policy areas (ie. other than
drugs) that influence the overall prevention outcomes at population level.
This paper focuses on the upper left quadrant of the graph: how policy interventions such as prevention standards might improve the three main pillars
of prevention systems: providers, professionals and programmes.
Providers and facilities would be, for example, NGOs, associations, universities, schools, prevention centers, health centres or the police, depending on the
country. Not only prevention specialists but professionals should also be considered but mostly teachers and educators, family counselors, staff in health,
counseling and youth centres, policemen, outreach and social workers, and
other professionals trained in delivering prevention.
The available programmes or interventions have to be analysed in terms
of content and effectiveness, their timing within the human life cycle, their
adequacy, relevance and feasibility for the target communities, their internal
validity, ie. design, logic model and structure, and their level of evaluation
and sustainability.
The features of these three structural main pillars of a prevention system
strongly influence whether prevention can have an impact on risk behaviour
and drug-related problems in a given country or region.
The role of standards in prevention policies
Even if many countries have national drug strategies that always include
prevention and are, at least in Europe quite similar to each other, the delivery
aspects of prevention policies differ enormously between countries since
there are unlimited variations of funding, organisational responsibilities and
of political competencies at different levels, depending on each country’s
organisational structure. Nevertheless, national and supra-national standards
for prevention are important and feasible to apply since they provide common regional or international criteria that facilitate assessing the quality of
professionals, services and interventions. Since in all cases they have been
agreed with a wide range of different professional groups, in several waves
and often across many countries, they can confidently be considered consensual common denominators for establishing “good quality” regarding
content, design and implementation of prevention.
Notwithstanding these commonalities among the standards, each of them
focuses on a different aspect of the three prevention system columns. This
in turn makes them so complementary, for combined use.
International Journal of Prevention and Treatment of Substance Use Disorders
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For instance some of the standards which address staff competencies ie.
what do professionals have to know, what kind of training should they receive and what skills they need to have; while others focus on the design and
infrastructure of interventions, ie. how to design interventions, how to adapt
them, how to deliver them, whom to involve and consult and how to build
sustainable infrastructures for them. Finally, some deal with the effectiveness of interventions and help to decide what kind of intervention to carry
out, in what period of life and what seems to work best.
Standards that address the contents and evidence-based of interventions
The standards with the most exclusive and primordial focus on evidence-based practices (or, in simple words, the question: “what to do in
prevention?”) are the International Standards on Drug Use Prevention by
UNODC4 (Campello et al. 2014) . They offer and promote strategies based
on scientific evidence for working with families, schools, and communities, especially the most marginalised and poor. Their strength is that, for
each developmental stage from early childhood to adulthood, and including
workplaces, they summarise the currently available scientific evidence and
describe interventions and policies that have been found to result in positive
prevention outcomes and their characteristics. Also, they identify the major
components and features of an effective national drug prevention system.
Since their publication in 2013, regional and national seminars have been
held in 60 countries with 200 policy makers and their work surveys.
They are available in English, Chinese, French, Russian, Spanish and Portuguese with the number of languages increasing.
Two of the standards presented in the following heading - the standards by
CCSA and by COPOLAD - address the evidence of interventions as well,
but with less preponderance.
Standards about the design, implementation and infrastructure of
prevention interventions
The next group of standards is concerned with planning and adjusting interventions for prevention systems, inserting them into existing services and,
partly, evaluating them or in simple words, answering the question: “how to
do prevention?”
The standards that were most unequivocally set out for this purpose were those
4

22

http://www.unodc.org/unodc/en/prevention/prevention-standards.html

International Journal of Prevention and Treatment of Substance Use Disorders

of the European Drug Prevention Quality Standards Partnership (EDPQS) in
close co-operation with the European Monitoring Centre for Drugs and Drug
Addiction who published them (Brotherhood & Sumnall 2011).
They are dealing with the processes of prevention, and their centerpiece is
a project cycle (see below) aimed at improving each stage of a prevention
implementation process.
Figure 2. Structure of the EDPQS

The standards were developed through a review of existing standards and a
series of consultations. They provide reference points (benchmarks), which
can be used to determine the quality of prevention activity or organisation.
Such quality standards tend to focus on the implementation of policies and
interventions, covering structural and procedural aspects such as staff composition, recruitment of target population, or evaluation. Therefore they do
not prescribe the kind of intervention to be implemented, as in the UNODC
standards, but rather refer to the context and the conditions within which
interventions take place. They therefore complement the importance of considering what policies and interventions are effective with how such policies
and interventions must be organised and delivered (eg. necessary infrastructures and governance structures).
The EDPQS standards draw the attention to understand “how people, programmes/interventions, organisations, and (governmental) strategies contribute towards drug prevention and to think about how existing efforts can
be improved in order to obtain better and more sustainable results” (BrothInternational Journal of Prevention and Treatment of Substance Use Disorders
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erhood & Sumnall 2011). The EDPQS provides on its website5 an entire
toolkit of materials for making the best use of the Standards; and the current
Phase II of the European Drug Prevention Quality Standards Project produces case studies of how specific examples of drug prevention activities
in the EU could benefit from using the standards, alongside a range of toolkits for practitioners, policy makers and their daily needs, in order to assess
and promote the implementation of the standards in EU member states. The
EDPQS main manual is available in English and a number of other European languages and support materials (self-checklist, mini-guides etc.) are
downloadable in more than ten EU languages. The EDPQS has been used to
inform the development of national and international standards, and are the
only standards to offer guidance on the translation, adaptation and dissemination of quality standards in drug prevention.
A special feature that the EDPQS share with the COPOLAD (see below)
standards is that they offer two different levels: a basic one, which all prevention activities should meet, and an expert one, which requires additional
expertise or other resources. This strategy might set incentives for development and improvement.
Similar to the EDPQS, the Canadian Centre on Substance Abuse (CCSA)
also offers on its website6 an entire Portfolio of Canadian Standards for Youth
Substance Abuse Prevention, one each for community-based prevention,
school-based prevention and for family-based prevention. These Standards
provide the prevention teams in the country with guidance based on the best
available evidence on how best to plan, select, implement and evaluate their
prevention efforts. They were also a foundational piece used by the UNODC
and by the European Prevention Standards Partnership to develop Standards.
The Canadian Standards include reviews of the evidence, but concentrate
mainly on process aspects to pursue continuous improvement in order to
focus existing resources on community needs and evidence-informed practices, to link with other initiatives in the community and to adapt to different
regional contexts or populations. The Canadian standards are available in
French and English and their implementation, usefulness and applicability
in daily prevention practice is regularly monitored by the CCSA.
With a similar mix of contents, the COPOLAD standards (COPOLAD Programa de Cooperación entre América Latina y la Unión Europea en Políticas
sobre Drogas 2014) focus on quality criteria of prevention programmes and
their quality of evaluation and beyond that they aspire to provide criteria
for the certification (accreditación) of programmes. As the EDPQS, they
include a basic and an advanced level. The same publication also provides
5

http://prevention-standards.eu

6

http://CCSA.ca
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standards for harm reduction, treatment and re-integration of drug users,
aiming to form an over-arching system to improve drug demand reduction
in general in Ibero-American countries.
Also, the COPOLAD standards have passed through several phases of feedback and consultation with experts from Latin America and Europe. They
are available in Spanish and Portuguese. Some countries in Latin America
have volunteered to test the feasibility of introducing a national certification
system for prevention programmes.
Standards of Evidence7 published by the ‘American Society for Prevention
Research’ already in 2004 is a special case. They focus on the methodologies by which convincing evidence on the effectiveness of prevention programmes can be achieved, defining criteria for efficacy, effectiveness and
dissemination. It is a consensus paper, ratified by the SPR board, which defines the scientific requirements of effective prevention programmes worthy
of replication, adoption or dissemination. Its aim is to provide consistent and
high standards for determining whether programmes have been scientifically
shown to be efficacious, effective or ready for dissemination. Similar to the
UNODC standards, their objective is to increase (policy makers’) confidence
in and commitment to the use of tested and effective policies, programmes
and actions to promote positive youth development and prevent health and
behaviour problems among young people. Considering the level of prevention practice and research in the majority of the world regions, its methodological requirements (eg. construct validity, reliability, clarity of causal inference, etc.) are very demanding and from a purely scientific realm. Their
strength is nonetheless that they a) cover all areas of prevention, not only
substance abuse, and b) have unified criteria for efficacy and effectiveness in
prevention which since then have been widely used, for instance in the online
registries of recommendable programmes mentioned below.
Standards concerned with staff competencies
While the COPOLAD standards and the EDPQS focus both on interventions
(programmes) with an additional strong attention to staff development, it is
the Minimum Quality Standards (MQS) by CICAD that have a main focus
on staff competencies but also on the adaptation and implementation of programmes.
The CICAD MQS for prevention has been designed in order to provide the
most basic criteria that could feasibly be applied in the hemisphere to Latin
American countries and their explicit aim was to simplify and reduce the
length, complexity and above all the exigencies of the European Drug Pre7

http://www.preventionresearch.org/StandardsofEvidencebook.pdf
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vention Quality Standards (EDPQS, EMCDDA, 2011) and the COPOLAD
accreditation criteria for demand reduction programmes (COPOLAD Programa de Cooperación entre América Latina y la Unión Europea en Políticas
sobre Drogas 2014). Another CICAD working group has produced standards for treatment.
Similar to others, CICAD’s MQS give an overview on the theoretical underpinnings and characteristics of prevention interventions in the three main
areas universal, selective and indicated prevention and define quality criteria
for interventions. They list core principles such as ethics and a scientific
approach, use of an overall strategy of continuous quality improvement, and
sequenced implementation of a programme based on a needs assessment
that prioritises problems and interventions. The MQS are not yet fully published but are purportedly going to form the basis for a minimal accreditation system for prevention professionals in South-America, to be tested and
developed together with COPOLAD.
Table 1 provides a short synoptic view on the different features and main focus of the different standards. It seems to be visible that for each of the three
pillars of a prevention system (organisations, programmes and professionals),
at least one of these standards can be applied, depending on geographical context and infrastructural needs in order to achieve changes and improvements.
Table 1. Overview on current standards
Coverage

Levels

Areas

UNODC World

n. a.

Prevention

EDPQS

Europe

Basic +
Expert

Prevention

CCSA

Canada

n. a.

Prevention

COPOLAD

Latin
America

CICAD

South-AmerMinimum
ica

SPR

US
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Basic +
Advanced

Highly advanced

Targets
Evidence for
interventions
Intervention design and process
+ Workforce
Intervention design and process
+ Evidence

Language
EN ES PT
FR RU +
EN + >10
languages
EN FR

Prevention
Treatment
Intervention deHarm Reduc- sign and process ES PT
tion Reinte+ Evidence
gration
Intervention
Prevention
process + Work- ES EN
Treatment
force
Evidence of
Prevention
EN
interventions
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Using standards for improving prevention systems Improving intervention contents
UNODC has set up a worldwide training initiative for policy-makers to
prioritise evidence-based and effective programmes or least effective prevention principles in their funding and selection decisions. Up till now, the
onetime prevention establishments in a number of countries has kept using obsolete (informative, persuasive, individualistic) approaches with the
pretext that there wasn’t any established evidence on what works or not in
prevention. Currently, there is less doubt about the effectiveness of some
prevention approaches, it seems easier to disseminate and promote effective
programmes to practitioners and policy makers. The Prevention Hub8 by
Mentor International is going to have an important role for this purpose.
More available evidence on effectiveness also opens more possibilities to
restrict fundable prevention interventions only to some certified and effective ones, as the Czech Ministry for Education has recently set out (Pavlas
Martanová 2012) to do.
Clearer knowledge of evidence has also led to an increase in online registries that contain evidence-based prevention programmes which are recommended for implementation in countries. Until some years ago there was
only the SAMHSA’s registry9 for the US and EDDRA10 deliberately much
less rigorous for Europe. In addition, the Best Practice Portal11 of the EMCDDA has been compiling and updating information on the evidence-base
of a range of demand reduction strategies.
Now there are online registries of effective interventions in Spain12, in Germany13, by Blueprints14 in the US and soon by Blueprints Europe15. Also
Mentor International’s Prevention Hub disseminates information about
some evidence-based programmes.
These online collections of evidence-based examples mostly contain the
same programmes and use the same effectiveness and quality criteria,
even without having coordinated between them. This universality negates the argument that common minimal standards for prevention is not
possible16 since there is no clear definition of “evidence-based”.
8

http://preventionhub.org

9

http://www.nrepp.samhsa.gov

10 http://www.emcdda.europa.eu/themes/best-practice/examples
11 http://www.emcdda.europa.eu/best-practice
12 http://www.prevencionbasadaenlaevidencia.net
13 http://gruene-liste-praevention.de
14 http://www.blueprintsprograms.com
15 http://investinginchildren.eu/standards-evidence
16 This was the comment of one European country at a recent consultation with EU member states for defining minimum stan-

International Journal of Prevention and Treatment of Substance Use Disorders

27

However, these collections focus almost exclusively on efficacy; and even if
some of them pay much attention to and provide criteria for cultural adaptability and system-readiness, the following caveats have to be kept in mind.
Even if efficacy criteria are likely to be transferable and almost universal,
implementation and feasibility aspects are not, since they are specific for a
given country or even a certain region, due to differences in school system,
school culture, popular beliefs, contextual factors and family cultures. In
other words, societies and prevention infrastructures are “complex systems”
(Hawe et al. 2009) that do not behave in a linear and easily predictable fashion: a change in input (eg. providing a new and effective prevention intervention) does not lead to a proportional change in outcome (eg. behavioural
change). This is because complex systems are composed of other complex
systems such as human beings who very dynamically adapt (or resist) to
changes in local environments and other inputs. A prevention system might
therefore simply “absorb and swallow” an efficacious intervention without
any detectable effect, if important variables of implementation processes
are not taken into consideration. So does the success and positive outcomes
of a prevention programme and prevention strategies overall depend largely on the skills, motivation, dedication and personality of the people who
implement them and of the infrastructures (social, legislative, technical and
physical) that support them (Burkhart 2013).
●● Social infrastructures can be social capital or the social support system
in communities.
●● Laws and rules against the promotion or alcohol, tobacco, cannabis or
antisocial behaviour are meant to be “legislative”.
●● Standards and quality criteria as well as professional cultures are examples of technical infrastructures.
●● “Physical” means spaces, room, transportation and sometimes incentives such as food and babysitting.
Even interventions that are highly effective in efficacy studies do not yield
results in large implementations if these two pillars of a prevention system
are not well developed (Ritter & McDonald 2008): infrastructures and professionals.
As a consequence, it is not of much help to have effective interventions if
they cannot be introduced into complex systems such as national or local
prevention infrastructures. This, in turn, makes process standards so important (ie. those that focus on implementation aspects). If prevention profesdards in demand reduction at EU policy level
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sionals and policy makers combine the effectiveness standards of UNODC
with one of the process standards discussed here, this might largely improve
the chances of effective interventions or strategies to be wider disseminated,
to attain more political sustainability and better acceptance in communities,
to be transferred into other countries and to work also in different contexts.
By using both kinds of Standards together, professionals can mould effective interventions to a particular community and its stakeholders and make
them more palatable to them. For this purpose improving them and making them more effective prevention infrastructures need first to be analysed
and adapted to. Otherwise, even proven effective interventions do not even
make it over the borders of certain countries. It seems for example that particularly in countries with a pre-ponderance of psycho-analytically trained
prevention professionals, all approaches are repudiated that could be marked
as “behaviorist” or “normative” (Burkhart 2013). In a big country of Latin
America the implementers of the Good Behavior Game (Kellam et al. 2014)
had to change the packaging information of the intervention (description of
theory base, working mode and objectives) in order to overcome the fierce
resistance by the Ministry of Education which considered it behaviourist
and manipulative and therefore unacceptable for the country’s educational
philosophy. The process standards described above in this paper are helpful
to adapt to such situations. But they are also helpful for the second important
aspect of an implementation system.
Some of the standards - EDPQS, CCSA, but above all those by CICAD
- focus on development and competencies of prevention staff, since the attitudes, knowledge and skills of the prevention workforce are key determinants for the successful implementation of both interventions and policies.
In a recent article in The Lancet, the author (Horton 2014) postulates that in
order to achieve safe, effective, patient-centered, efficient, timely, and equitable care, a revolution in the quality of care is needed, which would constitute “a third revolution in global health” but this depends on staff training
and less on interventions. Often there is no relation between health outcomes and coverage with key interventions because the missing ingredient
is quality of the care by the specialised workforce. This applies as well to
prevention. A pivotal point here is however is that there is no agreed means
to monitor quality.
As said above, the success of interventions (be it their acceptance by the
target group or their outcomes) depends often to a great extent on the people
who implement them. Several of the Standards presented here can be helpful
to develop quality criteria and Standards for the very people who have a role
relating to preventive interventions. In many countries there is no special
International Journal of Prevention and Treatment of Substance Use Disorders
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training curriculum for the prevention workforce and also no syllabus of
what prevention professionals ought to know and to master. There are two
notable exceptions, though.
One is the International Centre for Education and Training of Addiction
Professionals (ICCE)17 set up by the Colombo Plan18, which provides a sophisticated and up-to-date training curriculum for prevention and a two level
accreditation system with further options for specialist accreditation. While
it operates until now predominantly in the Asian region, it is likely to be
adapted and introduced to South America and other regions in the near future.
Another noteworthy initiative is the accreditation system for prevention professionals developed in the Czech Republic. It defines and tests four levels
of accredited professional competence in prevention and also the different
job and responsibility profiles for each level (Charvát et al. 2012) attention is also paid to reinforcing the skills necessary for the actual work with
the target groups. Simply put, the system prescribes with sufficient detail
what level of prevention proficiency a professional must have in order to
carry out specific tasks. Most meaningfully, the respective legislation for
the system assumes that prevention can be harmful, since prevention acts
without sufficient accreditation, they have no access to public schools and
to students. This seems to be quite unique in the world, even if it only covers those prevention professionals acting within the education system. The
marketing slogan for the general public also expresses that state organs are
taking prevention seriously: “only the best preventionists for your children!”
This contrasts refreshingly with the prevailing reality of policies that pay lip
service to the importance of prevention but allow almost anybody to do anything that is believed to be “preventive” regardless of the evidence. It seems
to be evident that standards for the prevention workforce development can
have an important rule in further expanding such promising developments.
Future directions
After the first phase of developing standards in Europe, the authors of the
EDPQS (Brotherhood & Sumnall 2011) stated that their standards should
not be used for certification or accreditation because for this purpose it
would be necessary to take into account, for example, the applicability of the
standards to local circumstances and the opportunity costs of choosing one
programme over another. The current document does not provide guidance
on how to make such complex decisions, and therefore using the standards
for this purpose is discouraged (p. 30)”.
17 http://www.colombo-plan.org/icce
18 www.colombo-plan.org
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But for the current phase of the EDPQS, there is an explicit aim “to make
the standards useful as a contribution to other purposes, such as formal self
assessments, funding decisions, or external accreditation”.
One logical and organic step forward would be the development of certification and accreditation systems based on the different standards. In theory, all
three components of a prevention system can be certified or accredited: individual professionals, prevention service providers (ie. organisations) and
prevention programmes, provided the latter has a sufficient level of manualisation.
Frequently though, “certification” and “accreditation” are used interchangeably. In order to solve this, the ISO Council Committee on Conformity Assessment (CASCO)19 has attempted to standardise the definitions:
●● Accreditation is the procedure by which an authoritative body gives
formal recognition that a body or person is competent to carry out specific tasks.
●● Certification is the procedure by which a third party gives written assurance (certificate of conformity) that a product, process or service
conforms to specified requirements.
Following this definition, prevention programmes would be certified while
services and professionals are accredited. The prevention workforce might
be improved continuing with a soft approach, whereby voluntary training
with different content and main emphasis is offered by a variety of academic
and non-academic institutions. This could be further bolstered by defining
some common (ie. international) training outcome criteria based on the standards. This would set the bar higher for the professionalisation of prevention
professionals. The ultimate step would be to permit authorisation only to the
accredited prevention professionals to do prevention work. In the treatment
and medical field this is taken for granted, but rarely so in the prevention
field.
Such a requirement however implies that there is sufficient number of professionals whose knowledge and skills could be accredited. In many regions
of the world this might not be the case, since training possibilities are too
scarce. The operational consequence of this is that at least two levels of accreditation of the prevention workforce are needed:
1. A very basic level for those prevention professionals who would only
implement evidence-based programmes or parts of them and who by
profession might not entirely be dedicated to prevention work: teach19 www.iso.org/iso/Casco
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ers and headmasters, family and youth workers, voluntary community members and the like. The shorter and basic training for these professionals might be easier to implement in large scale in a number of
countries. The Prevention Hub20 of Mentor International could possibly
be a platform for clustering and offering the respective training possibilities, partly online. The National Prevention Hubs would feature as
multilingual and culture-sensitive local versions of it, usually helping
to increase ability and ownership.
2. A more advanced level of prevention professionals might have to be
developed or improved to monitor prevention programmes, or to plan
prevention strategies and to commission programmes and services: local decision makers, city councilors, headmasters, prevention coordinators, service and programme managers or those professionals who are
going to carry out selective and indicated interventions. The Universal
Prevention Curriculum (UPC) delivered by the ICCE model would be
the most feasible option for rollout in more countries.
Provided that the accreditation of professionals is feasible, the accreditation
of organisations might be easier to carry out since having accredited staff
is an important quality criterion for an entire organisation to be accredited.
Some initiatives to establish centers of excellence have been proposed, using criteria derived from the CICAD Minimum Quality Standards: continuous quality improvement, monitoring of processes, principles of ethics and
staff development, among others. Practically all of the process standards
discussed can strongly contribute to developing common accreditation criteria for organisations or services.
Before considering accreditation, most of these standards have to be consolidated, widely accepted and disseminated. And in analogy to the objectives
for the implementation Phase of the EDPQS, the existing standards will have
to be tested in the field and adapted to regional real-life contexts; not only in
Europe (EDPQS) and Canada (CCSA), but also in Latin America, Asia and
Africa. This implies also that multilingual materials need to be produced with
the local support of national governments or agencies and that basic training
has to be offered. Mentor International as an international Non-Governmental
Organisation might play a key role in both tasks.
Once the standards have been more widely recognised, used and accepted,
some countries would probably be ready and willing to begin testing the
feasibility of national (or supra-national) certification/accreditation systems
based on some well-consented standards. The next phase of COPOLAD
might bring some developments in Latin America in this aspect.
20 http://preventionhub.org
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The main purpose of the COPOLAD standards is however to certify prevention programmes. A possible practical problem in Latin-American countries
however might be that, like in Europe, the reality of prevention strategies
consists only to a minor extent in implementing programmes, ie. manualised, coherent and structured interventions with multiple sessions. Instead,
prevention professionals predominantly carry out single and simple interventions of often-low intensity. These are virtually impossible to certify,
since an official certificate of conformity to a quality norm can only be given
to a product with standardised parameters (contents and their delivery in
this case) and proven fidelity. Interventions that are vaguely defined and
implemented with high flexibility should be assessed for (process) quality
by means of the standards described here, but would be unlikely to receive
an official license for use.
If the certification of programmes is to be taken very seriously, then the
standards by UNODC (evidence of interventions in general), those by SPR
(criteria for how evidence is created) and some of the process standards
(EDPQS or COPOLAD) have to be taken in order to establish solid evidence for each new programme in each nationality (or even on a regional
context). A recent proposal by renowned prevention researchers takes this
line of thinking further and postulates a central, transparent, evidence-based,
context-aware and research oriented approval process for behavioural prevention interventions for Europe. Similarly for medicine approval systems,
such a new approval process could be based on four consequential phases
evaluating the effect of the following: single components (phase 1); combinations of components (phase 2); the final intervention comprising only
components found effective in the previous phases via large, multicenter,
randomised trials whenever possible (phase 3); and the long-term effects as
well as the effects in different contexts (phase 4) (Faggiano et al. 2014, p.4).
Such a system would certainly be ideal and treats the prevention field with
the same caution as medications. It would require at least for Latin America
and Europe, very high investments in rigorous evaluation of prevention. In
most countries this is unlikely to happen in the near future.
Still, the article by Faggiano et al. highlights an important issue to be clarified for certification: finding a feasible balance between scientific rigour
and the promotion of high-quality prevention practice in countries where
prevention and prevention research is under funded.
Prevention indeed can be harmful (Moos 2005; Sumnal et al. 2007; Rhule
2005). Probably the ultimate aim of a certification system might be to avoid
that:
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●● People (and youth in particular) are exposed to ineffective or even
harmful interventions and
●● such interventions receive funding and support.
If however the requirements for certification are set too high in terms of outcome evaluation (eg. multiple trial assessment of single component effects,
of combined effects and of context moderator effects, as Faggiano et al.
demand) not a single intervention would pass certification in most countries.
This would endanger the objective of improving and promoting prevention,
since no intervention could be justified anymore.
It might be useful to soften the criteria, and allow for certification of even
those programmes that do not have its own outcome evaluation built in,
but consist of implementations of known and recognised evidence-based
programmes. For such programmes to be certified they need to prove that
appropriate cultural and contextual adaptations have been made and their
feasibility been tested in a pilot implementation. A German speaking international closed door expert meeting (Experten und Expertinnengruppe “Kölner
Klausurwoche” 2014) arrived to exactly these two definitions of evidence:
evidence is either established directly from an intervention’s own high quality evaluation or the intervention is based on an established evidence based
programme and proves that it is implemented with high fidelity.21 A certification process would therefore need at least two different pathways: one for
entirely innovative programmes that will need convincing designs for an
outcome evaluation; and another for allochthonous programmes with proven efficacy or effectiveness. The latter will have to prove that adaptations
and pilot tests have been successfully carried out. The process standards
described above in this paper might be useful for this purpose.
Still, many of the possibilities outlined above can only be achieved if main
elements of the existing standards are synergistically used together and if
the responsible organisations continue to cooperate. Standards on evidence,
implementation processes and workforce competencies might then, taken
together, create the necessary impression of authority, which is needed to
reduce the expectable resistance against the certification of programmes and
the accreditation of professionals.

21 http://www.kathonrw.de/fileadmin/primaryMnt/KatHO/Bilder/Bilder_zu_Pressemitteilungen/ab_2014/KoelnerMemorandum_EBSP2014.pdf
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Abstract
Background: Behaviour related to injection drug use such as needle and syringe sharing and unsafe sex contribute to the transmission of blood-borne
viral infections such as Human Immunodeficiency Virus (HIV), Hepatitis B
Virus (HBV), and Hepatitis C Virus (HCV). Therefore, it is recommended
that ongoing Injection Drug Users (IDUs) should receive screening for HIV,
HBV and HCV at least once every 6 to 12 months. This study aims to estimate prevalence of HIV, HBV and HCV testing uptake among IDUs living
in Songkhla Province, Thailand, and explore its associated factors.
Methods: A cross-sectional study was conducted among 157 male IDUs living in Songkhla, in southern Thailand, between July 2013 and January 2014.
Participants were recruited through a snowball technique where they were
given a unique coded coupon. Face-to-face interviews were conducted using
a structured questionnaire.
Results: The most common test reported was HIV (72%), followed by HBV
(44.6%) and HCV (39.5%) respectively. Over one quarter (26.1%) reported
not having been tested in the past 12 months while 35.7% reported having
been tested for all three viruses. IDUs who had visited an NGO-run drop-in
centre, knew the risks of injection drug use, had completed secondary or
higher education, had used heroin or amphetamine less than weekly, had received targeted information or education, or were married, and had a greater
likelihood to report receiving all three tests.
Discussion and conclusions: There is room for improvement in the utilisation of testing for blood-borne viral infections. More attention must be
given to those participants who have never visited a health facility or a dropin centre, do not know the risks of injection drug use and do not receive
targeted information or education. Particularly, IDUs who use drugs more
frequently should be the first priority.
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Introduction
Injection Drug Use remains a serious public health issue around the globe
with an estimated 15.9 million IDUs in 2007. The largest numbers were estimated to be living in China, the USA, and Russia.1 In Thailand, the number
of IDUs between 2009 and 2011 was approximately 40,300.2 Behaviours related to injection drug use such as needle and syringe sharing and unsafe sex
contribute to the transmission of blood-borne viral infections such as Human
Immunodeficiency Virus (HIV), Hepatitis B Virus (HBV), and Hepatitis C
Virus (HCV). Globally, 19% were estimated to be HIV-positive (among 15.9
million IDUs) (1).1 The prevalence of HIV varies greatly, with the highest
rate being found in Southeast Asia and Sub-Saharan Africa. However, the
transmission of HCV infection attributable to those same high risk practices
is even greater. Further, around 80% of IDUs exposed to HCV will develop
a chronic infection, and 3-11% will develop liver cirrhosis within 20 years.3,4
The global prevalence of HCV among all IDUs was 67% in 2010, with the
largest number of HCV-positive IDUs living in eastern Europe, and East
and Southeast Asia. Hepatitis B globally was estimated to be 8.4%, with the
highest prevalence being found in East and Southeast Asia.5
Due to overlapping modes of transmission, co-infection of viruses is commonly found among IDUs, with HCV being the most common among
HIV-positive IDUs.6 Further, HBV is more common among IDUs than in
the general population.6 Co-infection is an emerging concern because it increases the risk of disease related co-morbidities, severity and progression
of the disease, and mortality.7,8,9 Therefore, a comprehensive package of prevention and care for IDUs has included testing and counselling for HIV,
Hepatitis B and Hepatitis C.
Testing and counselling are regarded as secondary prevention activities focusing on early case findings of asymptomatic diseases in order to benefit communities, health care providers and IDUs).10 With early detection,
infected IDUs have a greater chance for successful treatment resulting in
increased well-being and decreased morbidity and mortality. Pre and posttest counselling may help patients avoid high risk behaviours that transmit
diseases if testing is linked to appropriate prevention, treatment, care and
support services.11,12,13
IDUs and individuals involved in ongoing high-risk sexual activities should
receive all three tests at least once every 6 to 12 months,14 regardless of their
ability to pay, socio-economic status, or contextual circumstances. Unfortunately, IDUs often fear prosecution, stigma, and negative attitudes of health
providers.15,16,17,18
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Studies have investigated the utilisation of HIV, HBV and HCV testing in
opioid treatment programmes. A study in China found that among drug users attending methadone clinics in Guangdong Province, over three quarters
revealed being tested for both HIV and HCV(19), concluding that methadone
clinics provided an opportunity for screening. A study in the Netherlands
similarly found annual screening uptake among users receiving methadone
to be 61-62%, 34-69%, and 53-66% for HIV, HBV and HCV, respectively.
The findings highlighted that a significant proportion of drug users had not
received HBV screening.20 Another study conducted in Switzerland found
that nearly all methadone recipients had been tested for HIV (99%) or HCV
(91%) 21 Several studies in India and Thailand have explored HIV and HCV
uptake and its associated factors among IDUs recruited through peer-referral and targeted outreach.22,23 These studies are focused on a single screening that may have overlooked the importance of co-infections. The studies
reviewed focused on users in treatment; thus, there is a gap in knowledge
related to screening uptake among other drug users who are not currently on
Methadone Maintenance Therapy (MMT).
This study reported in this article is aimed at estimating prevalence of HIV,
HBV and HCV testing uptake among IDUs living in Songkhla Province,
Thailand, and a compared history of drug use, and related factors between
the three groups: IDUs who had never been tested for HIV, HBV or HCV;
IDUs who had been tested for either HIV, HBV or HCV; and IDUs who had
been tested for all three viruses. Primarily, we hypothesised that testing was
positively associated with knowledge of risks of injection drug use. IDUs
with all three tests would be more likely to have knowledge of the risks.
Our second hypothesis was that those with all three tests would be the most
likely to have attended either MMT clinics or a drop-in centre in the past
six months, and those who were not tested would be the least likely to have
attended either MMT clinics or a drop-in centre.
Methods
A cross-sectional study was conducted among 157 male IDUs living in
Songkhla Province in southern Thailand, between July 2013 and January
2014. The eligibility criteria included being able to communicate in Thai,
being at least 18 years of age, currently living or working in Songkhla for
more than six months, and having been injected with a non-prescription
drug within the last six months of the interview. The exclusion criteria were:
showing clinically significant signs of cognitive impairment or reporting a
severe illness that would reduce the ability to participate in the study. Approval for this study was issued by the Ethics Committee and Institutional
Review Board of the Faculty of Medicine at Prince of Songkhla University.
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In short, the participants were recruited through a snowball technique where
they were given a unique coded coupon. The snowball technique is commonly used to recruit hard-to-reach populations where a sampling frame does
not exist and where participants are likely to have strong privacy concerns.
To build trust and seek the cooperation of the community, one investigator
(RK) spent a month in the field before collecting data. Meetings were held
with health care providers, staff from a drop-in centre, outreach workers
and IDU representatives to plan the data collection process. Four places in
Songkhla town, Chana and Hat-Yai districts, considered safe and accessible
for IDUs, were chosen for recruiting and interviewing participants.
In each recruitment centre, several IDUs were purposively selected as initial
seeds according to the eligibility criteria. Seeds were given a clarification on
the study objectives and procedures, their rights as a participant and the confidentiality of the data given. All participant were requested to submit their
written consent. Next, the seeds completed the interview and received an
incentive of USD5. After that, participants were instructed to recruit other
IDU peers using unique coded coupons. An incentive of USD1.5 was given
for each successful peer recruited.
Data was collected via face-to-face interviews by RK and one trained research assistant using a structured questionnaire. The questionnaire addressed socio-demographic characteristics including age, education level,
religion, current marital status, occupation, place of residence, frequency of
heroin or amphetamines use, age of onset, and high risk behaviours. Knowledge of HIV, HBV or HCV risk was assessed along with history of visiting
an NGO-run drop-in centre, utilisation of MMT, and receiving targeted information or education about risk in the previous six months. Three variables, including having been tested for HIV, HBV or HCV in the past 12
months, were used as a main outcome variable for the current analyses.
Analyses were performed with data from 157 male IDUs. The Epicalc package in the R language and environment was used for data analysis of three
groups: 1) IDUs who had never been tested for HIV, HBV or HCV, 2) IDUs
who had been tested for either HIV, HBV or HCV and 3) those who had
been tested for all three. Pearson’s chi-squared statistic and Fisher’s exact
test for small cell counts were used to examine the significant differences.
To asses factors associated with uptake of all three tests, a multivariate logistic regression model was conducted. Independent variables (knowledge
of HIV, HBV or HCV risk, socio-demographic characteristics, substance use
patterns and frequencies, high risk behaviours, attending MMT, receiving
targeted information or education, and visiting a drop-in centre) that had a
p-value less than 0.2 in the bi-variate analyses were included in a prototype
model. This model was then fitted using a backward elimination approach
until a final model was accomplished.
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Results
Participant characteristics
A total 180 male IDUs were approached and screened for eligibility. Three
were not eligible. Among the 177 eligible IDUs, 20 refused to participate
due to privacy concerns, lack of time and refusal to answer the questions.
About two thirds (65.6%) of the final sample (157 participants) were 36-66
years of age. Over half (55.4%) had completed secondary or higher education. The majority were not married (63.7%), was Buddhist (51.6%) or
resided in a rural area (60.5%). Around 40% were labourers or construction
workers.
Uptake of HIV, HBV and HCV testing
The most common test reported was HIV (72%), followed by HBV (44.6%)
and HCV (39.5%), respectively. The past 12-month utilisation of testing
and the respondents’ characteristics by test are shown in Table 1. Over one
quarter (26.1%) of the participants reported not having any test in the past
12 months while 35.7% reported having been tested for all three viruses.
There were statistically significant differences in demographic characteristics between the three groups. Specifically, those tested for all three viruses
were more likely to be older than those who had none or only one or two
tests. Buddhist IDUs were more likely to report receiving all three tests than
Muslim IDUs.
Table 1. Number of patients taking HIV, HBV and HCV testing in the
past 12 months among male IDUs in Songkhla (n=157)
Independent variables

Testing
None
n (%)

HIV/
HBV/
HCV

HIV+
HBV+
HCV

Total

P-value

n (%)
n (%)
Total
41 (26.1) 60 (38.2) 56 (35.7)
Demographic characteristics
Age group
Young adult (18-35
years)
Adult (36-66 years)
Education level
Primary education

23 (56.1) 21 (35.0) 10 (17.9) 54 (34.4)

<0.01

18 (43.9) 39 (65.0) 46 (82.1) 103 (65.6)
20 (48.8) 32 (53.3) 18 (32.1) 70 (44.6)
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Independent variables

Testing
None
n (%)

HIV/
HBV/
HCV

HIV+
HBV+
HCV

Total

P-value

n (%)
n (%)
41 (26.1) 60 (38.2) 56 (35.7)
21 (51.2) 28 (46.7) 38 (67.9) 87 (55.4)

Total
Secondary education
or higher
Religion
Buddhist
12 (29.3)
Muslim
29 (70.7)
Marital status
Not married
29 (70.7)
Married
12 (29.3)
Occupation
Trader/unemployed
8 (19.5)
Labourer/ construction 17 (41.5)
worker
Farmer
16 (39)
Residence
Rural
30 (73.2)
Sub urban
11 (26.8)
Drug use and high risk behaviours

35 (58.3) 34 (60.7) 81 (51.6)
25 (41.7) 22 (39.3) 76 (48.4)

41 (68.3) 30 (53.6) 100 (63.7) 0.14
19 (31.7) 26 (46.4) 57 (36.3)
13 (21.7) 9 (16.1) 30 (19.1)
23 (38.3) 26 (46.4) 66 (42.0)
24 (40)

0.91

21 (37.5) 61 (38.9)

37 (61.7) 28 (50.0) 95 (60.5)
23 (38.3) 28 (50.0) 62 (39.5)

Frequency of heroin or amphetamines use
Less than weekly
6 (14.6) 18 (30)
Weekly or more
35 (85.4) 42 (70)
Age of onset
Before 18
17 (41.5) 16 (26.7)
18 or above
24 (58.5) 44 (73.3)
Re-using syringers
No
25 (61) 29 (48.3)
Yes
16 (39) 31 (51.7)
Sharing syringers
No
34 (82.9) 46 (76.7)
Yes
7 (17.1) 14 (23.3)
Different sex partner
No
27 (65.9) 40 (66.7)
Yes
14 (34.1) 20 (33.3)
44

<0.01

0.07

21 (37.5) 45 (28.7)
35 (62.5) 112 (71.3) 0.04
13 (23.2) 46 (29.3) 0.05
43 (76.8) 111 (70.7)
43 (76.8) 97 (61.8)
13 (23.2) 60 (38.2)

<0.01

41 (73.2) 121 (77.1) 0.53
15 (26.8) 36 (22.9)
39 (69.6) 106 (67.5) 0.91
17 (30.4) 51 (32.5)
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Independent variables

Testing
None
n (%)

HIV/
HBV/
HCV

HIV+
HBV+
HCV

Total

P-value

n (%)
n (%)
41 (26.1) 60 (38.2) 56 (35.7)

Total
Condom use during sex
No
31 (75.6) 46 (76.7) 41 (73.2) 118 (75.2) 0.91
Yes
10 (24.4) 14 (23.3) 15 (26.8) 39 (24.8)
Services utilisation
Knowledge of HIV, HBV, or HCV risk
No
19 (46.3) 22 (36.7)
Yes
22 (53.7) 38 (63.3)
Visiting a drop-in centre in the past 6 months
No
33 (80.5) 35 (58.3)
Yes
8 (19.5) 25 (41.7)

4 (7.1)
45 (28.7) <0.01
52 (92.9) 112 (71.3)
16 (28.6) 84 (53.5)
40 (71.4) 73 (46.5)

<0.01

Receiving targeted information, education and communication in the past 6 months

No
Yes

27 (65.9) 26 (43.3) 12 (21.4) 65 (41.4)
14 (34.1) 34 (56.7) 44 (78.6) 92 (58.6)

<0.01

Attending MMTb in the past 6 months
No
20 (48.8) 11 (18.3) 2 (3.6)
33 (21.0) <0.01*
Yes
21 (51.2) 49 (81.7) 54 (96.4) 124 (79.0)

a. Needle and syringe exchange programme
b. Methadone Maintenance Therapy
* Fisher exact test for count data

Regarding drug use, male IDUs who re-used injection equipment were less
likely to report having all three tests than male IDUs who did not. Male
IDUs, who knew that by injecting drugs they were at higher risk of acquiring blood-borne viral infections were more likely to report receiving all
three tests than those without knowledge. Likewise, IDUs who had visited
a drop-in centre, or had attended the MMT or received targeted information
or education in the past six months, were more likely to report all three tests
compared to their counterparts.
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Multi-variate analyses
Table 2 presents the results of the multivariate analyses of factors associated
with being tested for all three tests in the past 12 months. IDUs who had visited an NGO-run drop-in centre were 5.92 times more likely to report having undergone all three tests, nearly identical to the knowledge of risks for
HIV, HBV, or HCV (OR = 5.91). IDUs who completed secondary or higher
education were more than four times as likely to report being tested for
HIV, HBV and HCV (OR=4.39) than those with lower educational levels.
IDUs that used drugs less frequently were 3.56 times more likely to report
being tested for all three viruses. Additionally, IDUs who received targeted
information or education or who were married were 2.92 and 2.76 times
more likely to report receiving all three tests compared to their counterparts,
respectively.
Table 2. Multi-variate logistic regression of factors associated with
being tested for HIV, HBV and HCV within the past 12
months among male IDUs in Songkhla (n=157).
Variable
Visiting a drop-in centre in the past 6
months
Knowledge of HIV, HBV, or HCV risk
Secondary or higher education

Odds
ratios
5.92

95% CI

5.91

(1.66-21.09) <0.01

4.39

(1.64-11.76) <0.01

Using heroin or amphetamines less than 3.56
weekly
Receiving targeted information or edu- 2.92
cation in the past 6 months
Marital status (married vs unmarried)
2.76

P-values

(2.32-15.08) <0.01

(1.31-9.68)

0.01

(1.10-7.73)

0.03

(1.09-6.97)

0.03

a Methadone Maintenance Therapy
Discussions and conclusions
This study shows a large gap in the uptake of testing for HIV, HBV and
HCV among IDUs in Songkhla, southern Thailand, revealing that a quarter
of participants, who were at high risk, reported not having undergone any
test within the past 12 months. Despite a strong attempt to link all IDUs to
services in Thailand, these results indicate that more work needs to be done
to improve methods for screening.
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Among the three blood-borne viral infection tests, the HIV test was utilised
the most, followed by HBV and HCV testing. Since the chance of HCV
transmission is the greatest, it is both important and urgent to expedite the
HCV test. Since all screening tests can be taken at the same visit, integrating
all tests into one service package is recommended).14 Findings reveal that
two thirds of participants reported not undergoing all three tests. Although
HCV and HBV tests have been recently provided along with HIV test for
IDUs in Thailand, around 17% of IDUs who were on MMT reported having
never been tested for all three viruses, and about 40% reported having been
tested for one or two. The reluctance to do all tests might be a result of poor
communication between patients and the hospitals.
We found that IDUs with the following characteristics were more likely
to report having been tested for all three viruses: visiting a drop-in centre,
knowledge of the risk of injection drug use, having a secondary or higher
education, using drugs less than weekly, receiving targeted information or
education, and being married. To increase the prevalence of IDUs screened
for all three tests, the services would need to be adjusted and developed using the earlier mentioned IDU characteristics as evaluation criteria.
Having visited an NGO-run drop-in-centre in the study area had positive
effects on the uptake of HIV, HBV and HCV test. The drop-in-centres have
been established to promote healthier behaviours for IDUs, providing free
harm reduction services such as sterile injecting equipment, condoms, water-based lubricants, VCT and a comprehensive system of referrals for care
and treatment. An outreach programme providing peer education is also
offered at these centres).25 A number of studies reveal that outreach programmes are effective to reach active, out of treatment, and hidden populations of IDUs.26,27,28 Similarly, peer educator has been proven to be more
acceptable, more credible and less judgmental than non-peers.29 Peer-based
education is also important to increase the uptake of HCV testing among
IDUs.23 Receiving targeted information or education was associated with the
uptake of all three tests. Information may help raise awareness among IDUs
about transmission routes of the blood-borne viral infections through risky
behaviour. However, the finding shows a high percentage (41%) of IDUs
reported not receiving targeted information or education in the previous six
months. This figure may reflect the inadequacy of service provisions or that
the services did not reach the target group. Thus, effective communication
and pre and post test counselling between service providers and IDUs may
help improve the uptake of the screening services, with diverse, clear and
understandable formats.
Knowledge of risks of injection drug use such as HIV, HBV and HCV was
highly associated with the uptake of all three tests, with those who knew the
International Journal of Prevention and Treatment of Substance Use Disorders
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risks tending to utilisze all three tests more than those who did not. On the
one hand, knowledge of risks influences the decision to take the tests.30,31
However, not knowing the risks is one of the most important barriers to utilise Voluntary Counselling and Testing (VCT).32 On the other hand, receiving
pre and post test counselling may help IDUs to be aware of the risks associated with injection drug use. Knowing their risks may increase the willingness
to take all three tests. Thus, intervention to raise awareness of risks are vital.
Demographic factors associated with the uptake of all three tests included
secondary or higher education and being married. Secondary or higher educated participants were more likely to utilise all three tests than primary
educated participants. Education plays an important role in the access to
health information among IDUs and how information is processed. For better understanding of the benefits of the tests, diverse and simple communication formats are recommended. Married participants, compared to those not
married, were more likely to utilise the three tests because they presumably
receive more family support, which could influence IDUs to take the tests.
Studies have shown that a lack of family support is one of the strongest
barriers to utilise HIV prevention and treatment services.33,34,35 A tailored
service delivery model that includes family members in the pre and post-test
counselling process may be useful.
Using illicit drugs on a less than weekly basis was associated with the taking
of the three tests. Although the IDUs who used drugs more frequently tended to have a higher chance of engaging in high risk injection behaviours,
they were less likely to be tested for all three. IDUs may feel reluctant to
take the tests because they may fear that they would test positive, consistent
with prior work.32 Therefore, service providers could play a role by helping
IDUs to understand the consequences and benefits of being screened.
There are a number of limitations in the study. Firstly, the study used a snowball technique to recruit participants. Because this technique does not generate random sampling, IDUs who were well known by many other IDUs were
more likely to participate in the study. However, this study tried to minimise
this bias by starting the snowball chains with multiple seeds and using multisite and different types of recruitment settings. Secondly, the study relied
on self-report. High risk behaviours may not be fully addressed and recall
problems could be an issue. Consequently, over or under estimation of the
prevalence of factors may have occurred. Finally, the generalisability may
be limited given that only one province was involved in the study. However,
these findings may be generalisable to similar contexts.
While there were limitations, the strength of the study includes a focus on
co-infections, with participants from communities, rather than a focus only
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on IDUs in MMT clinics. It also included informative sessions of factors
associated with the taking of all three tests, since HIV, HBV, and HCV are a
threat to society in general.
In conclusion, this study indicates that there is room for improvement in
the utilisation of testing for blood borne viral infections among IDUs in
Songkhla, southern Thailand. As more than a quarter of the study participants had never been tested for any of the three viruses, more attention must
be given to those participants who have never visited a health facility or a
drop-in-centre, who may not know the risks of injection drug use, or who do
not receive targeted information or education. Particularly, IDUs who use
drugs more frequently should be the first priority. The findings also indicate
an urgent need to improve the recruitment of IDUs to health services. The
snowball techniques used by this study could be a good recruitment method along with other strategies. Health planners and health providers should
make sure that all three tests are provided in one package. Finally, a better
mechanism to create awareness on the risks of injection drug use and how
to reduce or prevent those risks is essential. This should start with better
communication between patients and health services and pre and post test
counselling services along with mass media techniques to be utilised to reduce further transmission of HCV.
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Abstract
Islam in Malaysia is the official religion and is considered a way of life.
However, there are many drug abusers and most of them are Muslims. In
Malaysia, Muslims have many opportunities to learn and practice Islam easily as there are mosques in every city, town and village. This paper focuses
on Islamic views on drug use. Islam prohibits the ingestion of khamr which
is any substance that intoxicates, in whatever form or under whatever name
it may appear. This also includes alcohol, drugs and inhalants, as these intoxicating substances can affect their faith on Allah the Al Mighty and the
development of their family and the Ummah in general. This article gives
Islamic views from the Holy Quran and the Prophet’s Sunnah (teachings) on
the likely reasons leading to drug use. The paper also presents a framework
on prevention and treatment of drug use.

International Journal of Prevention and Treatment of Substance Use Disorders

55

Keyword: Islam, Drugs, Alcohol, Khmar, Addict, Behavioural intervention
models

Introduction
Many religions condemn the use of intoxicating substances for various reasons for the benefit of the individual, family and society at large. Islam also
prohibits the use of intoxicating substances such as alcohol, drugs, inhalants and some medications if the use is not for medical or rehabilitative
purposes. However, there are many drug users and abusers among people
of various faiths and beliefs, including Muslims who practice a stringent
rule of non-intoxication. This article looks at the basic principles in Islam
on substance intoxication, and reflects on why many Muslims in an Islamic
country use these substances.
Malaysia is a small country in the Southeast Asian region which has experienced rapid economic development since independence and it is now an
industrialised nation. Along with these developments, a plethora of social
issues emerged, and one of it, is drug use, abuse and addiction. In the 1970’s,
drug addiction was seen as a social problem, but when it reached epidemic
proportions, the Prime Minister declared it as a national security problem in
1983. Most of the drug users and addicts are Malay Muslims (about 80%).
With further development in the science of addiction, Malaysia endorsed
the definition of drug addiction as a chronic re-lapsing disease in the 1990’s.
From then on, harm reduction initiatives were endorsed in 2005 and at present is adopting a public health approach in addressing the issue.1
Many behavioural intervention models were formulated by the government
to reduce the prevalence of drug misuse, and among them are the family and
religious models. Family is responsible for the right upbringing of the children, and this is often guided by societal norms and religious practices. Being an Islamic country, most of those registered as drug addicts are Muslims,
the Malaysian government emphasised Islamic practice in drug prevention
programmes such as religious education, camps, parental skills and others.1
In Malaysia, Islam is considered a way of life. Its tenets are to be integrated holistically into a follower’s life, and also within society as a whole.2
Islam consists of faith or Iman and Islam, practices and teachings of the
prophet Muhammad. The primary aim of Islamic education is to form a be56
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liever.3 Therefore, in Malaysia Islamic education is a compulsory subject in
the primary and secondary schools starting from standard one (7 years old)
upto standard six (12 years old). At primary school level, a religious subject
contains syllabus related to pillars of Iman, pillars of Islam, Islamic values,
reciting the Quran and certain dua or prayers as their practice in daily life.
Besides, children also go to religious schools in the afternoon or in the morning. In religious schools they learn more details about Aqidah (faith), Fiqh
(Islamic jurisprudence), Akhlak (Practice of virtue, morality and manners),
reciting the Quran, reading Arabic and Hafazan (memorising the Quran)
which are designed as a stand-alone subject.4 Thus at a young age, a Muslim
child will be equipped with the basic knowledge of Islam. Later it depends
on parental motivation for the child to practice the teachings of Islam on a
regular basis. Adolescents are expected to have internalised Islam in their
daily routines.
Practice of Islam in Malaysia
Muslims in Malaysia have adequate opportunities to learn Islam and the
practice of Islamic teachings is facilitated by setting up of mosques, madrasah or surau in every village, town and city.4 Owing to rampant Islamic
propaganda in the country, one can assume that Muslims in Malaysia have a
good knowledge of the religion they practice.
Islam teaches Muslims to believe in Allah as their Lord, Creator and Master
who eventually leads them to maintain all aspects of life with its identity and
constitution based on the divine knowledge. This faith obliges a man to fulfil
his obligation, to fulfil the purpose of his creation, to observe the commandments and prohibitions of Allah the Al Mighty in everyday life.2
By believing in Allah, his Angel, his Prophet, and the Day of Judgment,
every Muslim knows that every action done by him will be questioned in
the hereafter. Ibn Ashur explained that people’s status in the hereafter is the
result of their conduct in this world.5 Therefore, this belief will prevent him
from disobeying Allah. To protect one’s self from any harm, Islam provides
a way of life which must be followed by the Muslims. Besides following
arkan iman and arkan Islam, Muslims also refrain from the use of any alcoholic beverages because, as the Quran says, its harmful effects outweigh its
positive effects.3
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Islamic rules on Intoxicating Substances
A general rule of the Islamic Shari’ah is that it is haram for the Muslims to
eat or drink anything which may cause death, either quickly or gradually,
such as poisons, or substances which are injurious to health or harmful to
the body. It is also haram to eat or drink large quantities of a substance if it
causes illness. Therefore, wine is a prohibited substance. The definition of
khamr extends to any substance which intoxicates, in whatever form or under whatever name it may appear.5 Thus, beer and similar drinks are haram.
The Prophet was once asked about certain drinks made from honey, corn or
barley. The Messenger of Allah blessed as he was with the best of speech
replied succinctly, “Every intoxicant is khamr, and every khamr is haram.”
(Reported by Muslim). And Umar declared from the pulpit of the Prophet,
“Khamr is that which befogs the mind.”6
Al-Qaradawi also explained that drugs such as marijuana, cocaine, opium,
and the like are definitely included in the prohibited category of khamr.6 The
prohibition of drug is because the effect of drug use is similar to the effect of
alcohol. It is well known that the use of such drugs impairs sensory perceptions, that drug use causes illusions and hallucinations, so that the real seems
to disappear and what is imaginary appears to be real; and that drug usage in
general impairs the faculty of reasoning and decision-making.
Islam prohibits alcohol is because it affects the need for more elaboration.
Therefore, in Malaysia the fatwa on prohibition of drugs is issued which is
qiyas, i.e., prohibition of alcohol which harms the intellectual mind based
on five fundamentals. The official fatwa has been issued by the Fatwa Committee National Council of Islamic Religious Affairs Malaysia in the 3rd Muzakarah (Conference held on 15-16th April 1982 which discussed the drug
problems and its solutions; that any form of abuse including drug abuse
is prohibited and drugs can only be consumed for medicinal purposes that
meets the Shariah requirements.7
Following this fatwa the 76th Muzakarah (conference) of the Fatwa Committee held on 21st -23rd November 2006 has discussed the ruling on syabu
(solidified form of powdered methamphetamine) abuse or other new drugs.
The Committee has decided that syabu and any new drug has similar effects
and harm with drugs such as ecstasy, ketamine and Gamma Hydroxybutyric
acid (GHB). Thus, new drug or syabu abuse is forbidden and any related
activities such as planting, processing, owning, selling, distributing, buying
and permitting premises to be used in such activities are also prohibited.7
Taking drugs increases the risk of bodily lassitude, dullness of the nerves,
and decline in general health.1,4 The moral consequences, moral insensitivity,
58
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weakening of the will-power, and neglect of responsibilities are also results
of drug addiction. Eventually, addiction to drugs renders a person a need for
more clarification to this statement. Furthermore, drug addiction may result
in problems within the family. Since buying drugs involves an outlay of
money, a person suffering from substance use disorder may well deprive his
family of necessities and may resort to illegal means to pay for them. When
we recall the principle that impure and harmful things have been made haram, there can be no doubt in our minds concerning the prohibition of such
substances such as drugs, which cause physical, psychological, moral, social
and economic harm.6
These teachings are actually to protect Muslims from any harm. According
to Al-Zuhayli, the main objective of Shariah is to govern human life and
protect the interest of humankind or aslahah, which can be classified into
five fundamental matters which are the protection of al-din, protection of
life (al Nafs), protection of dignity (al-’Ird), protection of intellect or mind
(Al-‘Aql) and protection of property (Al-Mal).8
In order to protect al-din at a personal level, Muslims have to perform Islamic rights which are related to Aqidah, Ibadah and Muamalat, which are
applicable to all Muslims, who intend to maintain a relationship with Allah
and also with fellow Muslims. These relationships are crucial as Islam encourages Muslims to not only care for their relationsips with Allah but also
for their relationships with their Muslim brotherhood.6,8
Islam also sees the value of life therefore it protects the living (nafs) (human
soul) and prohibits its followers from killing themselves and others as mentioned in Surah al-Isra (Quran 17:33):9
“Nor take life – which Allah has made sacred – except for just
cause. And if anyone is slain wrongfully, we have given his heir
authority (to demand qisas or to forgive): but neither let him nor
exceed bounds in the matter of taking life; for he is helped (by the
Law)”.
Syariah of Islam also comes with the objective of protecting dignity and
individual rights to privacy and not exposing or accusing others of misbehaviour. Islam has also regulated the relationship between men and women
in order to protect their dignity. The prohibition of adultery in Islam is a
manifestation of the protection of dignity. The punishment of those involved
in false accusations and adultery is meant to protect dignity.6,10
Al-‘aql or the intellect is a great gift from Allah. The manifestation of the
protection of intellect is obvious as Islam provides the right to freedom of
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expression, encourages its followers to acquire knowledge, and forbids them
from any activities detrimental to the mind. In addition, punishment to those
who are involved in activities detrimental to the mind also supports this
principle. In order to protect the intellect of Muslims, Islam prohibits consuming anything that can harm the intellect as mentioned in the Quran (AlMaidah: 90-91):9
“O ye who believe! Intoxicants and gambling, (dedication of)
stones, and (divination by) arrows, are an abomination, of Satan’s
handwork: eschew such (abomination), that ye may prosper. Satan’s plan is (but) to excite enmity and hatred between you, with
intoxicants and gambling, and hinder you from the remembrance
of Allah, and from prayer: will ye not then abstain?”
Taking drugs which harms one’s intellect is prohibited since Islam will
not allow the destruction of the physical or spiritual aspects because Islam
teaches that life belongs to Allah the Creator.
Islam also teaches of the protection, acquisition and use of property. The
Qur’an emphasises this point when it says (Quran 2:188)9:
“And eat up not one another’s property unjustly (in any illegal
way, e.g. stealing, robbing, deceiving), nor give bribery to the rulers (judges before presenting your cases) that you may knowingly
eat up a part of the property of others sinfully”
Allah imposes severe punishment for those who obtain property illegally.
Islam has provided guidelines on how to spend wealth and money. Islam
bans Muslims from spending money on useless and harmful things. Drugs
are harmful and is prohibited from being spent on. And selling drugs is also
prohibited since Islam prohibits anything related to drugs such as consuming, processing and supplying.6
The above explanation reveals that Islam takes care of everyone by protecting their religion, soul, dignity, intellect and property. By following Islamic
teachings, one will not be influenced to take drugs.
Why Muslims use drugs
With all the above stated rules, guidelines and teachings, we still observe
that men and women alike in an Islamic country still use intoxicating substances. Why is this so? Islam has provided a very clear guideline on what
substance can be taken and what should not to be taken.3 This applies to men
and women equally; however, in the case of women, the concern is much
more profound because women are responsible for the upbringing of chil60
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dren. If they are not able to perform this task, the development of that family
can be compromised and the Ummah in general.10
The main excuse among drug addicts in Malaysia is that they are Muslims
but they do not really practice Islam. A significant number of Muslim drug
addicts in the country do not pray daily. They have a very shallow knowledge
of the religion and do not care to exhibit the basic characteristics of being a
Muslim.4 This is the very reason that many drug treatment programmes in
Malaysia have an Islamic enhancement programme for Muslim drug users.1
Men use drugs for many reasons such as peer pressure, poor upbringing,
and the availability of the substances in their community.4 Over the years,
it has been observed that peer pressure exhibits the greatest influence on
drug abuse. This is due to inadequate religious knowledge, limited guidance
from families, problems in schools and the community, and limited decision
making abilities.11,12
As for the involvement of women with drugs, studies have found that one
of the factors is the changing role of women as a result of socio-economic
development.12 However, is development to be blamed for substance abuse?
Reasons for drug use among male and female addicts in Malaysia are very
different. While females want to avoid or escape from problems and to be
slim and thin; men use drugs to get high.15 Further, women use drugs to
eliminate worries (72.7%), to run away from problems (64.9%), to reduce
the desire to rebel (39.0%), to escape from the problems of family breakdown and disruption (36.4%), to forget breakups (22.1%), some respondents
also use drugs with the intent to commit suicide (6.5%). Mahmood found
that mental disorders such as these have led to episodes of depression21,22
which has also been documented among women alcoholics.25
Studies also found that there are significant differences in terms of quantity and type of drugs used.11 Female addicts take a lesser quantity of drugs
compared to the male addicts, but become addicted faster than the male,
and are keen on using sedatives. Women prefer sedatives because it is easily
available in their place of employment or clubs and bars.12,13,14 Therefore it
is evident that the treatment given to the female drug dependents should be
different from those given to the male drug dependents.11,15,16,17
There are also a number of female drug users who have been subjected to
sexual and physical abuse resulting in experiencing deep emotional stress.20,21
Thus leading to the abuse of drugs and eventually becoming addicted. This
is one of the reasons why female addicts receive more psychiatric attention
and treatment and they experience dual or multi-diagnosis more often because of various psychiatric symptoms that are experienced together with
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drug addiction.16,17 This makes rehabilitation of female drug-addicts more
complicated and challenging.13
Some implications on treatment
If a person has become a substance addict, his body begins to dependent on
it. Even smoking is physically addictive. Additionally, if an addict stops using a substance like drugs or alcohol he may experience withdrawal symptoms, like shaking, diarrhoea or physical pain. Psychologically, an addict
may develop a strong craving or desire for that substance, to such an extent
that he would be ready to commit crimes to get it. Addicts continuously feel
a compulsion for substance use that they would get it by any means just to
satisfy his craving.4 What Islam does is to cut the roots of addiction by prohibiting all addictive substances. However, those already addicted to drugs
or alcohol must be treated.
There are many methodologies on how Islam treats people who are addicted
to intoxicating substances. Treatment facilities in Malaysia (e.g. Inabah) and
Indonesia (Pesantren) emphasise on the cleansing of the soul by repentance
and prayers.23 Besides the Islamic input, there are also several conventional,
medical and socio-psychological approaches integrated into the treatment
programme. However, the base of the programme is their spiritual enhancement.4,23
This suggests that aspects of emotional adjustment and stability, and use
of adaptive coping strategies that can help in overcoming these problems
should be considered within the framework for the treatment and rehabilitation of drug users. One must commit to the belief that those who come back
to the Islamic teaching and embrace Iman feels that Allah is always with
him/her protecting and helping as mentioned in Surah al-Rum: 47. ‘….and
it was due from us to avoid those who believed’.9
By the virtue of a woman who is inclined to share feelings with others,
female drug addicts should be accompanied by a “partner in recovery” so
that they can share their experiences, emotions and problems with friends
or family member.26 Sharing stories, feelings and emotions is important in
women as this frequently enables them to release their tension, worries and
problems.27 This strategy has been effective in the treatment of women who
are addicted to drugs by using the Therapeutic Community approach done
at Pengasih House, Malaysia.26
Another example is a UK based drug treatment centre, Nafas (http://www.nafas.org) which set up ‘SAKEENA’ programme, a female only environment
run by women for women to provide a safe and confidential space for addic62
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tion support. Sakeena includes services such as art groups, therapy groups,
sauna, cookery, lunch club, beauty therapy, relaxation groups and recreation,
in general employed conventional methods to treat women addicted to drugs.
In addition, treatment focusing on the meaning of life and spiritual enhancement in particular is important to provide alternatives for Muslims whose
lives have been disrupted by drug use.24 Studies show that a significant number of drug users have very little knowledge about religion, let alone the
practice of the teachings of Islam.15, 19, 21, 22, 23 Introducing Islam in a conventional manner may cause them to question the relevance of religion in
life; thus, a smart strategy should be formulated by the religious teachers to
gradually create religious awareness so that they will accept the religion and
later practice it to make life meaningful. This is possible because in a study,
90.9% of respondents realise that religious knowledge is important for them
and can help them to strengthen their resource to stop using drugs.22 At the
same time, in an interview, the respondents also indicated that the methods
of treatment should be appropriate and effective.19
These Muslim drug users should be taught and made to understand the purpose for which they were created. The reason why humans are created is to
worship Allah as mentioned in the Quran. When they understand the purpose of their creation, the programme at the rehabilitation centres should be
organised to lead them to submit themselves to Allah and can be taught to
fulfil their time and mind by practicing some Islamic teachings such as perform obligatory prayers or non-obligatory prayers which will be performed
before and/or after each obligatory prayers.
However, many Muslims who seek treatment refuse to be rehabilitated.4,15
Many who seek treatment are in denial, and until they acknowledge the
problem, they will be unable to face and overcome it. When a person is
addicted, there are changes in the brain chemistry, and the pleasure system
of the brain is activated, while other parts of the brain; the area of rationalisation and emotional feelings, is suppressed and becomes dormant. In this
state, the person finds it difficult to seek treatment.
Families sometimes force the addict into treatment centres for wrong reasons. The best method is to learn the hard way.
However, today there are family therapists who work with the addicts as well
as the family. The therapist interacts with them, and the family learns how to
motivate and they are advised never to abandon the addicts. Sometimes the
family can be in denial too and when this happens there is a lot of criticising
and blaming. This is counter-productive to treatment. The family too has to
take part in therapy, and help to motivate the addict to seek treatment.
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Conclusion
When a person is already addicted to alcohol or drugs, he has to undergo a systematic treatment programme to abstain from using the substance.
Even after treatment, he must be supported to continue to avoid addiction.
The role of family, peer, society and religion is imperative in the treatment
process. The addict must first be willing to seek treatment, motivated to go
through the programme and maintain abstinence after treatment. Religion
has proven to be an important force in successful treatment when it is introduced through a systematic programme at a pace that is acceptable by the
person seeking treatment.4
In Islam, the source of tranquillity is belief in Allah and the Day of Judgement. The cause of tranquillity is that he has been guided by the fitrah that
Allah created in him. This fitrah is in complete harmony with the natural
disposition of all existence. Therefore, the believer lives according to his
fitrah in peace and agreement and not in war and dispute. In drug treatment,
the ultimate objective is for the person seeking treatment to discover this
tranquillity.
Man’s fitrah contains emptiness that cannot be filled by sciences, culture or
philosophy but only by belief in Allah. This human fitrah remains thirsty for
guidance. By then man gets rid of all tiredness, thirst, fear, confusion, bewilderment, worry and loss and is granted guidance, tranquillity and stability.
If man does not find his Lord, he is deemed miserable, unlucky and his
endeavours are fruitless. He will not find happiness, tranquillity or truth, he
will not even find his own soul as mentioned in (Surah Al-Hash: 19) “…
like those who forgot Allah, He made them forget their own souls.” Fitrah
and the mind says there should be a creator of this wondrous man and this
spacious universe and that this creator should have profound knowledge,
ultimate wisdom, enforceable will and great might. The believer is not to be
inflicted with a dangerous psychological illness, which destroys those who
are deprived of iman.
This illness, as in addiction, is man’s feeling of loneliness that makes him
feel that the world is closed on him and that he is isolated from others. The
specialists say that this psychological ailment has physical effects which
appear on the body of the patient as well as in his behaviour. He may suffer
from dizziness, perspire heavily and his heart may beat faster as if he is
afraid of an enemy or about to face a difficult situation. Some experts concluded that the best treatment of this disease is returning to religion, adhering to faith and helping the patient to feel that he is in the company of Allah.
Strong faith is the best medicine of this dangerous addiction as well as the
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best protection from it. Prayer and invocation are among the causes of tranquillity of the soul. Prayer is moments of spritual ascension that distracts
man from his worldly affairs and helps him stand between the hands of his
Lord and praise Him as He deserves, invoking Him with love and reverence. Connection to Allah, the Most High, provides man with strong will
and tranquility of the soul. That is why Allah had made prayer a weapon for
the believer to help him confront the calamities and pains of life. Allah the
Almighty says (al-Baqarah: 153), “O ye who believe seek help with patient
perseverance and prayer for Allah is with those who patiently persevere”.9
Prophet Muhammad prayed whenever he faced a problem. His prayer was
not mere words but it was a confidential conversation with Allah. Prayer
requires active purification of the body and involves recitation of the Quran
which will help oneself to express his feelings faithfully and accurately. In
prayer, one can discuss his problems with Allah.10
Besides, it is explained that reciting the Quran frequently will reduce the
stress or worry and reciting zikr will also make oneself remember Allah and
hope for Allah’s forgiveness. And of course by reading the Quran, solat and
zikr will heal many illnesses as mentioned in Surah al-Isra’: 82 ‘And We
send down of the Qur’an that which is healing and mercy for the believers,
but it does not increase the wrongdoers except in loss.”9
These ibadah will content them with the feeling of taqwa (piety) and Allah
has promised in Surah An-Nur (24), Ayah 55 that he will grant succession
for those who do good deeds: 9
“Allah has promised those among you who believe, and do righteous
good deeds, that He will certainly grant them succession (to the present rulers) in the earth, as He granted it to those before them, and that He
will grant them the authority to practice their religion, that which He has
chosen for them (Islam). And He will surely give them in exchange a safe
security after their fear, provided they (believers) worship Him and do not
associate anything (in worship) with Him.”
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Abstract
While most substance abuse programmes rely more on non-interactive delivery interventions to help the youth, youth-led involvement in substance
abuse prevention has been found to be more effective. The delivery of the
non-interactive programmes contains several weaknesses, such as passivity
of youth participants. Teachers sometimes may be unaccountable in passing
over information or may assume the youth already know. Youth-led interactive programmes have a high rate of authority and significantly register less
drunkenness and lower alcohol use among peer-led groups. In screening and
selecting, peers look or those who are helpful, trustworthy, concerned and
those who are good listeners. A key conclusion is that these programmes
need to be supported, monitored and sometimes supplemented by other intervention models so as not to under-rate or over-emphasise and assume that
“one size fits all”.
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Introduction
According to the problem behaviour theory, adolescents may exhibit multiple problem behaviours including substance abuse.1 To date, many intervention programmes are being delivered to address substance abuse disorder
among young people. It is important that we examine both interactive and
non-interactive programmes to see the deliverables and the implications to
young people.
Involvement of young people in the prevention of substance abuse:
methods that work
“Drug trafficking, once viewed largely as a social and criminal problem, has
transformed in recent years into a major threat to the health and security of
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people and regions,” observed the United Nations Secretary General, Ban
Ki-moon in June 2011.2 Substance abuse has been increasing among the
youth population, in spite of the huge investment in a wide range of activities to keep young people safe and healthy.
However, there have been small targeted interventions that allow the participation of young people and these appear to have a higher impact when
delivered by the youth. While most substance abuse programmes rely more
on non-interactive delivery interventions to help the youth, youth-led involvement in substance abuse prevention is more effective.
This article will examine substance abuse interactive peer-led youth interventions and discuss the positive aspects and the challenges such interventions poses to the participants. These measures are critical due to its impact
on youth interventions; overall decline in substance abuse among the youth.
Prevention programmes of substance use among youth
In its resolution, “Measures to protect children and young people from drug
abuse, the Commission on Narcotic Drugs (CND Resolution No. 53/10)
encouraged member states to implement various interventions for the prevention of drug use and the protection of children”, the resolution gave an
insight into the need for measures to protect children and youth from drug
abuse which appears to be increasing globally. Thus, comprehensive programmes widely recommended by the United Nations Commission on Narcotic Drugs (E/CN/7/2011) for the prevention of substance abuse include
the following.3
●● Dissemination of information about dangers of drug use.
●● Education in schools based on life skills.
●● Alternative activities (e.g. sports, drama, music.)
●● Family and parenting skills training.
●● Workplace programmes.
●● Vocational training and income-generation support.
●● Media campaigns.
●● Screening and brief interventions.
UNODC) literature on drug abuse indicates that comprehensive programme
interventions covering the general population are still reported more comInternational Journal of Prevention and Treatment of Substance Use Disorders
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monly than implementation programmes for the youth. The United Nations
Commission on Narcotics on Drugs (E/CN/7/2011) reported that only three
out of eight such programmes targeted young people.3
Most countries reported poor coverage in terms of numbers reached and
over concentration of programmes in schools. Many young people, especially in the developing world are out of school and as such these youth are generally left out. This shows that well-planned and targeted interventions for
youth are still lacking. Substantial information about the delivery of youth
interventions shows a mixed coverage, but this again may not mean good
coverage of content either.4
Content and methods of delivery of peer youth led programmes
Non-interactive programmes that cover the general youth population have
been found to be partially effective. Programme analysts argue that content
is introduced by the teacher and delivered in an instructive manner to alter
knowledge, attitudes and to value decision-making-based content for young
people. These have been found to be ineffective. Moskowitz argues that:
“These programmes again fail to take into consideration and acknowledge the individual youth differences and experiences with regards to
levels of risks of drug use and quite often assume the youth groups are
homogeneous. The worry here is that in some instances such interventions may increase alcohol and other drug use”.5
In spite of the good intentions of these interventions, the delivery of the
non-interactive programmes faces several challenges. Teachers may at times
be unaccountable in passing over some information or may assume the
youth know it already. Black, et. al, observes that “non-interactive activities
are teacher-to-student led, rather that youth-to-youth led.4
In these circumstances, lack of experience and passivity of youth participants is largely visible and many times, their input to the training sessions
is minimal and sometimes student responses are directed towards what the
teacher wants to hear”.4 The delivery of non-youth led programmes is limited primarily to the modification of behaviour and habit change and less on
how behaviour is initiated or how new habits develop.
DiClemente, has argued that:
“These prevention efforts would consist of targeting the behavioural
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construct associated with stages for modification, to affect the stage
status of the youth across each of these stages”.6
The case for peer interactive youth-led programmes
Interactive peer youth-led programmes require that beneficiaries of the messages for youths be part of the intervention in all aspects. The concept of
peer-led substance abuse education provides a rationale and effective vehicle for using drug peer counsellors as a major strategy in community-based
drug abuse prevention programmes. Youth-led activities are planned to effectively stimulate the active participation of all youth and fellow students
who generate real role-play within their environments. Inter-personal skills
are modeled, adapted and re-hashed here in addition to youth peer leaders
giving feedback to supervisors from the peers. Black et al. have noted that:
“The peer-led prevention programmes were superior to teacher-led
programmes and the control conditions in their effect on cigarette
smoking, excessive drinking and use of cannabis. Significant changes
were noted in select cognitive, attitudinal and personality predisposing
variables. The lack of significant teacher results was maybe because
teachers received no monitoring or assistance. Conversely, peers were
trained in that they were provided with a series of pre-session briefings
and their programmes were monitored by the research staff”.4
Working with young people to prevent drugs – UYDEL project
Following is a case study implemented by the Uganda Youth Development
Link (UYDEL) initiatives which focuses on youth-led interactive activities.
“UYDEL is implementing a one-year project supported by UNODC
and DPAC entitled: “Kampala young people’s initiative towards drug
abuse prevention in slum communities”.
The goals of this project is to empower 40 young people to become
the initiators of the drug abuse prevention programmes in their slum
communities and to make young people appreciate and apply international standards on drug use prevention. This project has been looking
at young people who can be empowered to prevent and disseminate
information on drug abuse prevention.
The major purpose for the setting up of this peer-led project was basically due to the increased cases of drug use among the young people in
most of Kampala slum communities. In order to ensure active and not
just passive participation of the peers, most of the activities under this
International Journal of Prevention and Treatment of Substance Use Disorders
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project are based on the concept of “Participatory Inquiry in Practice”
where young people, being considered as knowledgeable of what really happens in their lives and that of the people in the same age group,
are trained in the running of the prevention activities with minimal
guidance from the assigned social workers and project coordinators.
To ensure active involvement, the peer-led prevention programme was
started by identifying and screening young people who participated
in the different centres of UYDEL. For instance Bwaise, Makindye,
Kawmokya, Nakulabye, Nateete and one vocational rehabilitation
centre in Masooli and 40 self-selected youth. The peers were trained in
basic research methodology and ethics of collecting data. The exercise
took a period of one week. It was brought to our attention that majority
of the drug users in the Kampala slum communities are under the age
group of 15-19 years. Peers wrote a report and have been disseminating findings in their communities.
The findings showed that the most common type of drugs accessed by
these slum youths were marijuana and alcohol, accounting for 80%.
The research findings also revealed that CSOs are still reluctant in
playing their role in order to secure a healthy and stronger generation
free from drugs. Most of the slum youths who were interviewed acknowledged that there has been no intervention to prevent drug abuse
apart from the role of the Police to maintain law and order. Following
the research based intervention, peers under the project carried out six
school outreaches; dramas and debates to interact with youths in their
communities.
Following the international standards in 2011 of the UNODC, peers
under the project participated in the UN Day celebrations on 26th June
2014, on drug abuse and illicit trafficking. In their celebrations they
reached out to over 600 young people with the theme “It’s better not to
start; because stopping is difficult” and this was all enclosed under the
need to stop drug and substance use among the young people.
Peers were also equipped with different computer skills, especially
so to help spread the news through mainly the social media which is
key in knowledge management and sharing. They created their Face
Book page which is not only used to post the project activities and experiences but also educate the young population about healthy living
and making the right decisions. Among the posts: “Drugs makes you
high but they deduct on the days you have on this earth” by Ntongo
Dorothy, one of the peers of the initiative. Another one is “Stop drug
abuse towards Africa” by Ssaka Charles, a peer under the prevention
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programme.
Young people are now knowledgeable and if equipped with the skills
to fight the vice of drug abuse may extend the knowledge to others.
Peers under the project use interactive activities which they find interesting since they use social skills to prevent drugs use among them and
other young people. Among the lessons learned is that young people
should be included whenever an intervention is to be made because
they are the most knowledgeable about the problems affecting them.
There is also a need for continuous sensitisation of the young people
in the slum areas about the risks and adverse effects of abusing drugs.
This should not be limited to health, but should include the social and
economic effects associated with the vice.
As the case study above has shown, youth-led interactive activities have a
high superiority rate due to the appropriate packaging of messages, timing
and use of non-sophisticated examples and registered less drunkenness and
alcohol use.
Peer-led discussions provide multiple channels of communication using
slang and language common to their peers through interpersonal activities
such as role play, drama and at the same time communicating within their
environment thus enhancing the chances of influencing behaviour. The
style of delivery of youth programmes needs to be participatory, promoting
friendship, in a face-to-face manner, open and guarantees feedback that are
not authoritarian and reprimanding as provided by the above UYDEL UNODC project. Interactive programmes normally provide peer instructions on
the immediate negative effects of drug use and sometimes may constitute
sanctions for its members who may deviate.
Additional activities identified by peers to integrate and disseminate information include sports and other recreational activities that are promoted and
used as opportunities for young people to progress. Each one becomes ‘the
other’s keeper’, providing good role models that portray health-seeking behaviour, peer pressure, stress management and a step-by-step process on
how to sustain the desired positive behaviour.
In comparison, we have been able to draw key characteristics that form the
core of peer youth-led programmes as shown in table below:
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Table 1. Key characteristics of interactive peer youth-led activities
Adapting to local environments as peer counsellors deliver sessions on time
Participatory in nature: stimulate sessions led by the youth as participation generates trust
Provides positive role models and consistent messages when needed
Real case situations are developed, sensitive to the youth’s stages of development and matched interventions
Provides useful multiple feedback to the youth and facilitators and allows
change
Promotes use of local languages and content delivered by the youth in the context of age, experience and environment
Provides opportunity for timely intervention by peer leaders when needed
Promotes use of appropriate messages interwoven with life skills
Generates real answers and appreciates individual differences and experiences
with regard to risks
Non-judgmental and without apportion blame and reduce labeling
Covers a large youth population and requires less resources
Young people develop leadership skills and advocacy
Allows youth to make an input in the session and minimises passivity
Note: This table was created on information from articles on substance abuse prevention by National Institute of Drug abuse (NIDA)4,6

Implications
In the foregoing paragraphs, it is important to highlight that for peer-led
programmes to be effective, they must provide comprehensive training,
give accurate information on behavioural skills and be carefully planned to
match prevention activities to the needs; age, gender and types of drugs that
the youth uses.7 Prevention efforts are likely to succeed, if peer educators
are well prepared and if they are accurately matched to specific development
stage of each adolescent and the type of substance they use.8 Screening and
selecting of peers must look out for peers who are helpful, trustworthy, caring, good listeners and positive role models. However, in spite of the good
intentions of peer-led programmes, the youth may fail to express themselves
well and may have inadequate information, therefore needing regular training in order to minimise the adverse effects.8,9
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Conclusion
Peer-led programmes are fewer globally and may take time to expand. However, they are inclusive and have been found to have a higher efficacy and
interactive levels. Youth-led interactive programmes have a high superiority
rate and significantly register less drunkenness and lower alcohol use among
the peer-led groups. These peer led programmes require careful planning,
training, screening and refocus on substance abuse. In addition, screening
and selecting peers look out for those who are helpful, trustworthy, caring
and those who are good listeners.
These programmes need to be supported, monitored and at times supplemented by other intervention models including multiple delivery involving
parents and other livelihood needs. So as not to under-rate or over-emphasise and assume that all adolescents are homogeneous and deserve the same
menu.
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Abstract
Background: Although alcohol consumption rates are low in the Middle
East, there are pockets of high risk alcohol consumption especially among
the youth. However, the main problem is the absence of trusted statistics
related to alcohol use in these countries. This study is aimed at finding the
possible bias in using Alcohol Use Identification Test (AUDIT) questionnaire among undergraduates in Karbala/Iraq and to determine alcohol consumption rates and the potential predictors.
Material and methods: A random sample (n=5446 students) answered a
questionnaire based on AUDIT. The study objectives were to determine the
effect of socio-cultural contexts on validity of AUDIT in a Muslim country.
The analysis used descriptive and chi-squares test and regression analysis to
assess significant associations at p< 0.001level.
Results: Biased AUDIT findings might be estimated due to the high rates of
guilt (54%) or knowing that others care about alcohol consumption (49%).
Alcohol consumption lifetime incidence rate was 2% and was higher among
male smokers. Risky drinking patterns was high (56%); however this might
be biased due to socio-cultural reasons.
Conclusion: AUDIT use should consider socio-cultural environments. Alcohol consumption among university students is low as similar to the rates reported in neighbouring countries such as Jordan and Turkey. Risky drinking
behaviour was alarmingly high which suggests that socio-cultural environment need should be considered in interpreting AUDIT results.
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Introduction
Globally, alcohol use disorders affect more than 76.3 million out of two billion people who consume alcohol.1 In 2004, the World Health Organization
(WHO) estimated that alcohol was responsible for 2.5 million deaths in the
world each year.2 Alcohol consumption is the world’s third largest risk factor
for disease and disability and was responsible for 3.8% of global mortality (6.3% in men and 1.1% in women) in 2011.3,4,5 Additionally, alcohol-attributable deaths occur relatively early in life thus resulting in losing many
years due to premature mortality; and are often very disabling.
Alcohol consumption incidence in the Eastern Mediterranean Region is the
lowest compared to other World Health Organization regions as alcohol
consumption is prohibited in Islam and is officially banned in most Muslim
countries. However, the main problem is the absence of official trusted statistics related to alcohol (and substance) use in these countries.5,6
Alcohol is not banned in Iraq and there are shops that sell alcohol for bars
and night clubs. However, alcohol consumption was banned for a few years
in the 1990s and after the 2003 invasion, alcohol remains difficult to buy
especially in religious cities. These factors have made and continue to make
medication abuse more common and more socially acceptable.7 There are
presently a few studies about substance use in Iraq, which have mostly investigated smoking. Alcohol consumption is officially permitted in Iraq, although it is religiously prohibited by Islam; the religion of the majority.8 One
small household survey in 2004 reported alcohol consumption incidence at
5.4%.9 A national household survey10 reported substance (alcohol and illicit
drug) use disorders incidence rate as 0.9%.
For assessment of alcohol consumption and alcohol use disorders, a
long-standing debate continued about the indices used for determining its
harm. The development of AUDIT by WHO was a great success in this
respect. AUDIT was developed by WHO in 1989 as a simple method of
screening for excessive drinking through a collaborative project performed
in primary healthcare facilities in six countries.11 It showed high reliability
as Cronbach’s α was calculated at 0.78 for consumption, 0.84 for drinking
problems and 0.94 for the entire scale in the US.12 It was found to be valid to
identify participants with alcohol-related problems with a sensitivity of 94%
and a specificity of 92% in a college student sample in Nigeria.13 A cut-off
value of eight, yields a sensitivity of 0.90 and a specificity of 0.80.
However, the socio-cultural factors are important determinants of predictors of alcohol consumption trends, attitudes and beliefs. The rationale for
this study was to explore the possible bias resulting from application of the
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same standard questions used in AUDIT questionnaire in a Muslim country
(i.e.Iraq).
Material and Methods
Objectives: Main objective is to determine potential bias in AUDIT application in a Muslim community. In addition, the study is aimed to find the prevalence of alcohol consumption among Karbala/ Iraq University students and
their associations with participants’ demography and other related predictors
to help in forwarding proper control programmes.
Ethical considerations: Ethical approval was obtained from Karbala University and all responses were anonymous. Besides, the students were informed that completing the questionnaire meant participating in the survey.
Participants: In 2010, a total of 5446 students in Karbala/Iraq University
participated voluntarily in a cross-sectional study. A random sample of the
study halls was selected where the students were asked to fill a questionnaire
during lecture hours.
Measures and tools: The questionnaire included questions about demographic variables in addition to substance (tobacco, alcohol and illicit drug)
use. AUDIT was used for alcohol consumption in one of the sections of the
questionnaire. The study was part of a larger project and the results of other
questionnaires will be published later.
Procedure: The study was conducted in mid October-December 2010. In
each of the eleven colleges, students were visited in the lecture halls which
were almost fixed. Handouts were distributed and an introductory speech
was given by the researcher stressing the voluntary participation, confidentiality and anonymity of the study.
Analysis: Data was input into a pre-designed database with data management and analysis using standard statistical tools (SPSS-17). Data input validity was checked through re-entering 10% of the questionnaire forms and
internal reliability was checked between different questions. Descriptive
analysis was performed to find rates and percentages of the study variables.
Response rates were estimated and analysed to determine non-respondents’
trends. Determining associations were followed depending on chi-squared
test as most variables were categorical with regression analysis at a significant level of p< 0.001. The stringent level was chosen to compensate for the
multiple analyses conducted.

82

International Journal of Prevention and Treatment of Substance Use Disorders

Results
The response rate for the questions in this section was high (78-100%),
among the total participants (n=5446) while the response rate of those who
actually consumed alcohol was higher (86-89%).
The gender distribution showed almost equal numbers and the demographic
characteristics of the sample are shown in Table 1.
Table 1. The demographic distribution of Karbala University students
in 2010
Variable

Category

Frequency Percentage

Gender

Male
2950

2496
54.2

45.8

17 – 20 Years
2444
509
267

2226
44.9
9.3
4.9

40.9

College of Administration and Economics
College of Education
College of Law
College of Islamic
Sciences
College of Science
College of Agriculture
College of Medicine
College of Veterinary
Med
College of Pharmacy
College of Engineering
College of Sport Education

1673

30.7

831
544
339

15.3
10.0
6.2

791
198
236
121

14.5
3.6
4.3
2.2

188
365

3.5
6.7

160

2.9

Female
Age category
21 – 25 Years
over 25 Years
Missing
College

Humanities
and Social
Sciences

Natural
Sciences
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Study year
2
3
4
5*
Place of birth
Rural
Missing

1
1589
1413
1237
76

1131
29.2
25.9
22.7
1.4

20.8

Urban
776
33
5446

4637
14.2
0.6
100

85.1

Total
* Fifth year students were not included in further analysis as they were presented
in two colleges only

The internal reliability of the ten questions in the alcohol section (AUDIT)
was tested and Cronbach’s α was .663. The least consistent was the question about guilt and when this was removed the internal reliability increased
(Cronbach’s α=.726).
The total number of students who reported consumption of any alcoholic
beverage was 116 (103 males and 13 females). The consumption of alcohol
was very low (2.2%) among the total number of those who answered the
questionaire. This situation is not alarming in a country where Muslim population is high.
Under-reporting might have contributed to this low prevalence within the
social context surveyed, especially for females. Under-reporting is unpredictable and cannot be calculated in cross-sectional studies. However, low
reporting in a national survey is common.10 The outstanding feature was that
more than half (56%) of those who consumed alcohol were at risk (AUDIT
score ≥ 8, Table 2). The mean AUDIT score (9.79, SD= 6.19) was also high,
suggesting that this sample consisted of frequent alcohol users and therefore, experienced alcohol use problems. Half (50%) of those who consumed
alcohol reported having previous alcohol abuse problems (Table 2).
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Table 2. Alcohol drinking risk level frequency distribution among
those who consumed alcohol (n=116) among Karbala
University students in 2010
Variable

Categories

Alcohol consumption
level according to AUDIT score (in brackets)

Sensible drinking (<8)
Hazardous drinking (8-15)
Harmful drinking (16-19)
Possible dependence (≥20)
Total
1 to 2 units

Frequency
33
27
8
7
75*
71

3-4 units

22

19.0

5-6 units

11

9.5

7-9 units

5

4.3

10 or more units

7

6.0

Total

116

100.0

Once monthly or less

40

40.8

2-4 times a month
2-3 times a week
4 or more times a week

26
12
20

26.5
12.2
20.4

Total
Less than monthly

98
11

100
22.0

Number of Standard
Units of alcohol consumed on a typical day
of drinking

Frequency of alcohol
drinking

Frequency of drinking
6 Units or more on one
occasion

Monthly
16
Weekly
14
Daily or almost daily
9
Total
50
The cut off point for risky alcohol consumption for AUDIT questions

Percentage
44.0
36.0
10.7
9.3
100.0
61.2

32.0
28.0
18.0
100.0
≥8

More than half (54.4%) of those who consumed alcohol reported guilt and
almost a similar number (49.1%) reported that others were concerned about
their drinking.
Alcohol consumption was significantly high among male smokers and those
who study in the evening and the numbers increased with age. It was higher among students in the Colleges of Humanities and Social Sciences than
those in the Natural Science College.
Alcohol consumption was significantly associated with trauma, smoking
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(OR =7.16), male gender (OR=10.52), SHS exposure (more with higher
SHS exposure) and students who take evening classes (OR of day time students=0.51) and the reasons are believed to be socio-cultural factors. When
smoking output variables were excluded to elaborate any possible effect
caused by the basic variables, the model showed that the consumption of
alcohol was significantly higher for males than for females (OR = 10.52)
but higher for students with increased exposure to smoking. The incidence
of alcohol consumption was lower for day time students than for those students who took evening classes (OR= 0.51, Table 3). Smoking was excluded
because it was the only shown significant variable.
Table 3. Logistic regression model results of alcohol consumption with
all potential variables without smoking output variables
(reference category: those who did not consume alcohol)
Variable

Odds ratios

Gender (reference category:
female)

10.52 (4.4724.78)

Type of the study (reference
category: evening study group)

0.51 (0.32-0.82)

Likelihood
Wild test
Ratio signifsignificance
icance
< 0.001

Days exposed to smoking (reference category: those exposed to
smoke on all 7 days in the past
week)

0.005

< 0.001

0 day smoke exposure

0.39 (0.16-0.94) 0.036

1-2 days smoke exposure

0.32 (0.18-0.57) < 0.001

3-4 days smoke exposure

0.35 (0.16-0.75) 0.007

5-6 days smoke exposure

0.19 (0.05-0.79) 0.023

Model fitting Chi-sq (6) = 101.73, P < 0.001
Goodness of fit probability Pearson Chi-sq (2795) = 2850.88, P = 0.226
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Discussion
Alcohol consumption levels found in this study were consistent with those
conducted previously. Al-Hasnawi et al10 reported in a national household
survey that the incidence of alcohol abuse was 0.7% while alcohol dependence was 0.2% in 2006/ 2007. Alcohol consumption rate was 5.4% (5.4%
for males and 0.0% for females) among households in a northern city in Iraq
(Duhok) in 2003-2004. The reason behind higher consumption rate than the
present study is believed to be the age of the participants and inclusion of
Christians in the sampling (about 5%).9
Similarly, a few studies have been done in the neighbouring countries. However, the rates reported in most reviews were higher than this study probably
due to socio-cultural differences and use of different methodology. A report
from the EMRO countries in 2006 showed that 22%-50% of university students have consumed alcohol has and the numbers have increased especially
in vulnerable pockets who usually consumed in a hazardous pattern.14 Lifetime
consumption rates were: (17%) in Jordan,15 7-22% in Egypt,16 6% in Iran17 and
42% in Israel.18 Much higher rates were reported in the developed countries:
(>80%) in Europe19 and (85%) in the US.20
The socio-cultural context in Karbala as a religious place is a reason for low
numbers of alcohol consumption especially among females. Females were
11% among those who consumed alcohol. No females consumers were reported from the northern city in Iraq (Duhok).7,9 A higher incidence may be
reported if the study was conducted in another city in Iraq such as Baghdad.
However, it was not possible to conduct a survey in Baghdad due to safety
reasons.
In spite of the low incidence, the rate of risky consumption (AUDIT score
≥ 8) was high (56%), when compared with the rate of 7.4% reported among
medical students in Turkey,21 and 8.5 % of adults in the United States.22 Only
a minority (15%) met the criteria for an AUD across 36 medical schools
surveyed in the United States in 2000.22
A study in the US analysed two decades of surveys about alcohol consumption among undergraduate students and concluded that alcohol consumption
rates were very high (>80%) and approximately two out of five American
college students were heavy drinkers, defined as having had five or more
drinks daily for a period of two weeks.23
The significant predictors of alcohol consumption were consistent with
those found in studies conducted in neighbouring countries and in developed countries. Gender difference is mainly related to socio-cultural factors
where male consumers are more accepted in society, while association with
smoking was reported by many studies in Iraq,24 and other countries.21,25,26
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The higher rates among the evening study groups may be due to their older
age or their socio-economic level.
AUDIT use in Muslim countries
It is important to consider the socio-cultural environmental effect during the
analysis of the AUDIT questionnaire in Muslim countries. The socio-cultural context in Muslim countries drives those who consume alcohol to express
a high rate of guilt and reports that others cared about their drinking; which
is not the case in non-Muslim contexts. These two indicators could have a
profound effect on AUDIT score and may lead to a “false” positive AUDIT
score. Although a large number of published studies compared AUDIT score
validity in different socio-cultural environments,13,27,28,29,30,31,32 none
of the reviews reported this weakness. A higher number of males had a positive AUDIT score in this study and this was similar to other reported studies
in the neighbouring countries.21
Subjects of study and smoking among males were significant reasons of
alcohol consumption in many reviewed studies.21.25 The gender specific incidence is the expected norm given the socio-cultural context in the EMRO
countries. The gateway theory anticipates association with smoking as explained in section 8.5.9.33,34,35,36,37,38,39
The risk factors associated with alcohol consumption by high school students
in Iran were: old age (OR=1.55), having a general risk taking behaviour
(OR=1.70), smoking (Nicotine dependent OR=3.70), self destructive nature
(OR=1.22), high socio-economic level (OR=1.62) and life time use of illicit
drugs (OR=5.72). Research revealed that incidence of alcohol use and drug
abuse was in the increase among secondary school students i.e.10.1% and
2.2% for alcohol use and drug abuse, respectively. However, a clear limitation in this study was that the researchers considered non reporting as ‘never
having used drugs’ with no clear explanation for this miscalculation.25
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Abstract
Being a drug addict has a high probability of alienation, even if one belongs
to a strong inter-dependent family. Culturally, it is simply that he had deviated from his family’s piously-held values and norms. By capitalising on the
idea of therapeutic alliance, the researchers identified a strong but slightly
different form of therapeutic alliance which is a core value flourishing naturally in the Malay collectivist culture. Working on this collectivist family
therapeutic alliance has enhanced effective communication and co-operation between the Recovering Addict (RA) and their family members which
resulted in RA’s capability to stay drug free. In this study, four RAs and 35
members of their family were put together to form four research groups.
Open orientation group is adopted to suit the unpredictable group member’s attendance during the four months’ period of treatment. For the purpose of collecting data, the researchers used three sets of inventory called
Establishing and Maintaining Therapeutic Alliance Inventory or EMTAI.1,
EMTAI.2 and EMTAI.3, partly based on a modified version of Working Alliance Inventory (WAI) format. The results from pre and post tests showed
that there is strong readiness among the subjects to establish and to maintain
a therapeutic alliance. The follow up test, conducted two years after the last
research group received treatment, showed that three out of four RAs successfully ‘kicked the habit’ and are living drug free lives.
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Introduction
In a traditional Malay collectivist community, a person who is addicted to
drugs is labelled as deviating against his or her family values and norms. To
return to the family circle, one has to go through a long process to prove to
the family that he repents and is committed to a new drug-free life. This is
largely due to the traditional role played by their parents and families apart
from the guilt experienced by the addict himself. For the family, giving in
to a member of the family who is against the family values may be seen as
encouraging the addict to continuously use drugs and repeating other unbecoming drug-related behaviours of which punishable sins are observed
from their religious perspective. On the other hand, for the addict to return
to the circle of his family of origin for a reunion, after the ‘shameful’ and
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heart breaking experiences inflicted upon his or her family, is a courageous
act and a challenge to him and his family. In the light of such a situation, the
need for a psycho-socio/ cultural friendly intervention is appropriate.
There are many collectivist Malay old idioms such as, “Sebusuk-busuk daging,
dibasuh, dimakan juga”(translates as, “No matter how bad the meat stinks,
we clean and still we eat”) and “Setinggi-tinggi terbang bangau, akhirnya
hinggap di belakang kerbau,” (translates as, “No matter how high a stock
flies, it is the buffalo’s back he eventually sits on”) These two idioms reflect
important values of unconditional positive regard and home coming. The first
idiom means, no matter how bad a blood brother or a sister is, should he or
she repents, the person should be accepted into the family. The latter means,
no matter how far, how long or on what reasons one left, eventually he will
return home. Combining both idioms witnesses a situation where members of
the conflicting parties are culturally encouraged to get together and to revive
their familial relationship or “silaturahim”, though there are other undefined
cultural drawbacks. Exploring these values may help the researchers to get
closer to the heart of the problem faced by RA and his family members in
preventing relapse in the Malay collectivist community.
The most challenging task of this research project is to convince both RA
and his family members to get together in an intervention group, putting their
conflicts aside, and cordially work towards accomplishing a set goal of preventing RA’s relapse. The success of the group depends much on their readiness to establish and maintain the family therapeutic alliance among them.
Therapeutic alliance vs. Collectivist family therapeutic alliance
Rogers1 defined therapeutic alliance as, “. . . the degree to which the client
and therapist care about one another and agree on the goals and tasks of
therapy”. The kind of caring is at a high level and strong enough to ignore
self-interest in helping one another toward achieving the desired goals. H.H.
Strupp3 said the degree of relationship that qualifies for therapeutic alliance
is the one that “communicates commitment, care, interest, respect, and concern for the patient.”
In the collective Malay community, probably as the most collectivist society
in the East, a slightly different form of therapeutic alliance or family therapeutic alliance has always been the foundation of the family unity. Collectivist
values such as faithfulness, family identity and cooperation which relate to the
concept of familial self4,5, function close to qualities underlying therapeutic
alliance mentioned by both Rogers1 and Strupp3. But as the degree of relationship in the family therapeutic alliance occurs at family level, it is assumed that
the alliance created is stronger than the former alliance.
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Malay cultural and religious beliefs are part of the enforcing or binding elements of their family therapeutic alliance. For example, there is a strong
belief among the traditional collectivist Malays that it is upto the individual
or the family to uphold the religious value of “silaturahim” or family relationships. And failure to do so is punishable in terms of their religious teaching. Hence, in order to uphold deep-rooted values and religious teachings of
“silaturahim”, one is willing to do as his utmost effort, even to the extent of
“bergadai bergolok” (Malay proverb, literally translated as ‘pawning one’s
last piece of big knife’) which means ‘giving out to the last-penny’.
Considering cultural and religious value of the Malays, collectivist family
therapeutic alliance or family therapeutic alliance is defined as “The nature
of relationship that is tangled by love and concern for blood brothers/sisters
and also by responsibility to balance family homeostasis.” It differs from
the therapeutic alliance1 mainly in terms of its membership, values and the
nature of the relationship.
Objectives
Therapeutic alliance has been widely recognised as a basis to therapeutic relation.5 For more than thirty years researches showed that quality therapeutic
alliance “is a modest yet robust predictor of treatment outcome in individual
psycho-therapy with adults”.7,8,9 For older clients, therapeutic alliance measured at the early treatment stage showed a better indicator than the results
measured at middle age.8,10 Researchers also found that the alliances between
therapists and clients and therapists with clients families show encouraging
results.11 In drug addiction treatment, family involvement forms a vital role in
counseling.12 Family members have the influence of motivating drug addicts
to stop taking drugs or prevent them from involving in dangerous activities.13
This has been a strong indication that where family forms a significant entity
as in the collectivist society, alliance between family members is a potential
element to be used in psycho-therapy.
In 1984, a research found that prisoners charged under the Drug Act 234,
Malaysian Dangerous Drug Act (1952, amended 1980),14 confessed that the
issue closest to their heart and most disturbing was when they thought of the
days they would be released from prison and whether or not they would be
accepted by their families.15 Again after 20 years, in 2004, the same question
was asked from the prisoners in two prisons and one rehabilitation centre (a
Therapeutic Community), the answers were the same.15 Another research
finding showed that 94.5% residents of a Malaysian Anti-Drug Agency Rehabilitation Centre in Sabah chose to go home to their family once they
completed their programme.16
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The objectives of this study are to answer research questions such as:
I. Whether or not the Malay collectivist RAs and their families are willing
to go through a therapeutic alliance-based group treatment together, in
spite of their continuous strenuous relationship
II. As the treatment meant to empower the family, does the family therapeutic alliance last through a critical period of two years?
III. Is the therapeutic alliance-based empowered family, able to help the RA
in preventing relapse?
IV. How impossible is a cultural/religious friendly family therapeutic alliance-based approach, as used in this study, to the clients of collectivist
Malay subjects?
Figure 1 shows the path commonly travelled by the Malay drug addicts who
walk out on his family’s main cultures to embrace a sub-culture. When he
gains sobriety after serving his time in prison or in a compulsory drug rehabilitation centre, he eventually races home, hoping to find shelter under the care
of his family. Though most of the time, this ‘stay in’ with the family occurs
only for a while, before he decides to return to the old trail of addiction, this is
the point where his motivation to cooperate with the family to prevent relapse
is high. Empowered and skilled family members would have the opportunity
to take the advantage of this short stay of RA at their family home, to form a
family therapeutic alliance and to foster changes in him.
Figure 1. Malay Recovering Addict Homecoming Circle

Zall MR & Mahmood NM 2013
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Systematic, collectivist, multicultural and social learning theories are used
in explaining the framework of research. Social learning theories reveal
that drug addiction is a socially learned behaviour and can certainly be unlearned. Family approach with a multicultural approach is adopted to enable
the family see things from RA’s perspective, in order to have a deeper understanding of the issues around their RA.
The concept of familial-self strongly supports the Malay cultural and religious teachings in which priority is given to family over individual needs.
This in turn helps to increase the bargaining power for a therapist to encourage re-establishment of family therapeutic alliance for both RA and his
family. Once the subjects enter the alliance, the values of faithfulness, family identity and “silaturrahim” are put to their best test to create feelings of
closeness and being loved, which makes him give up drug abuse. This in
turn brings satisfaction to family members to reunite i.e. to be able to adhere
to the religious teaching of “silaturrahim” and a chance to balance family
homeostasis. The RA would also culturally free himself from the sins of being “durhaka” or infidelity to his family especially his parents. In the Malay
collectivist community, a drug-free life is a life that is free from cultural and
religious sanctions.
Methodology
This research uses a mixed-method with field experiment longitudinal design. A purposive-snowball sampling was conducted to select samples for
the research. A briefing on the research project was given to group 37 final
phase residents of one of the Malaysian Government’s drug rehabilitation
programmes in Kuala Lumpur. Four out of seven residents who volunteered
involved their families and were selected for this research project.
Table 1. Research Groups
Families’ Labels

Age

Male

Female

Total

Small Family

21 –50 years

2

3

5

Large Family

12– 48 years

4

6

10

Remarried Family

30– 53 years

5

2

7

Extended Family

27– 61 years

8

5

19

16

13
35

Zall MR. 2013
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Table 1 shows a number of groups/ families and members of each individual
group i.e. ranging from five to 13 members. Three of the groups are nuclear
families while the fourth is extended which showed the participation of an
uncle, cousins and brothers /sisters in law.
Pre and post-tests were conducted using a set of questionnaires (EMTAI.1,
EMTAI.2 and EMTAI.3) before and after the groups went through eight
sessions of a specially created Collective Family Therapy (CFT). The follow
up test was conducted two years after all groups completed their treatment
sessions.
1. Research Instruments
A set of instruments used in this research called Establishing and Maintaining Therapeutic Alliance Inventory (EMTAI) was constructed partly based
on a modified version of Working Alliance Inventory (WAI) format.2 EMTAI differs from a modified version of WAI in many ways i.e. number in inventory sections, its sub-scales used and of course the items. There are only
two sections in EMTAI (Client Section and Family Section) whereas WAI
consists of three sections. As EMTAI focuses on collectivist clients, it uses
‘faithfulness’, ‘family identity’ and ‘perception of the treatment approach or
family alliance as its sub-scales. Faithfulness and family identity domains
are widely used to measure collectivist trait of interdependent and familial-self.5 Perception towards treatment and therapist approach is an important indicator for measuring individual’s tendency to get professional help.20
The Cronbach Alpha value for the first 12 items of the two sections EMTAI.1 and EMTAI.2 namely the Family Section and the Client Section levels of reliability are 0.76 and 0.95; 0.88 and 0.98 respectively, whereas the
follow up on EMTAI.3 level of reliability is 0.89 (Family Section) and 0.9
(Client Section).
2. The Treatment Module - Collective Family Therapy (CFT)
Based on working experience with Malay clients in Malaysian Prisons for
more than 30 years, researchers introduced an integrated multicultural family
therapeutic alliance-based CFT to treat its subjects. Theoretically, CFT is an
integration of the structure, social constructionism, adlerian and multicultural theories with underlying Malay collectivist, cultural and religious values.
The main aim of CFT is to help RAs and family members (co-dependents) to
empower their family. Steps are taken to initially redefine certain traditional
Malay values that form stumbling blocks to effective communication, and
also by collaborating with values that are commonly embedded in psychoInternational Journal of Prevention and Treatment of Substance Use Disorders
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therapy and counselling such as levelling, openness, feedback and confrontation. The long term snowball effect of the therapy is observed in terms of
family capability to maintain the alliance through the two year critical period
and its effect on the ultimate goal of helping their RAs prevent relapse.
For the quantitative data, descriptive analysis is used particularly using percentage, table and also charts to explain data collected during the pre, post
and follow up tests. This is so, due to the small sample of research subjects, and open group orientation that allows family members to attend the
treatment sessions based on their free time. On the other hand, qualitative
data analysis is used to analyse the data collected through various activities such as observation of the therapy process, structured and unstructured
interviews, telephone conversations and short massage system. The accessibility of data from numerous resources also enables the researcher to use
triangulation method to explain the research conclusion.
Results
Table 2 compares the scores of the highest level of the five-point Likert scale
(EMTAI.1, EMTAI.2 and EMTAI.3) collected from the pre, post and follow
up tests respectively, to reach the conclusions.
Table 2. Compared Scores: EMTAI.1, EMTAI.2 & EMTAI.3
Faithfulness

Family Identity

Treatment Approach

EMTAI.1

52%

66.11%

62.75%

EMTAI.2

73%,

75.63%

67.55%.

EMTAI.3

91.67%

80.56%

79.17%

Zall MR. 2013
Family identity gets the highest scores of 66.11% and 75.6% respectively.
These indicate that family identity is the predictor for readiness to establish
and to continue the family therapeutic alliance (after RA complets residential drug programme). On the other hand, to be able to really stick to the
alliance for a long time, a stronger value of faithfulness toward one’s family
is essential. Follow up test shows that faithfulness scores 91.8% and is the
indicator for maintaining family therapeutic alliance over a long period or in
the case of this study, an interval of two years.
Data collected from various sources are used to construct a triangulation, as
demonstrated in Table 3 below, to explain the research conclusion.
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Table 3. Triangulation Evidence
Evident
1. Subjects successfully forming and
maintaining their therapeutic alliance
through treatment and interval period
of two years.
5. Data established in the form of
Metric Resources and Data Extract
(Fairclough, 1995) show changes in
various aspects of relationships.
3. All IKMP.1 items scores showed
100% support to establish therapeutic alliance.
4. All IKMP.2 items scores showed
100% support to continue therapeutic
alliance.
5. All IKMP.3 items scores show 100%
support to maintain therapeutic
alliance.
6. Three out of four groups/families
(subjects) managed to maintain
therapeutic alliance throughout the
2-year critical period.
7. Three out of four RAs managed to
stay drug free lives during and after
the two-year critical period.

Conclusions

1. The subjects were 100%
ready to establish and
maintain family therapeutic alliance.
2. The therapeutic alliance-empowered family
has a 75% chance to survive through the 2- year
critical period.
3. Family therapeutic alliance capable of helping
RAs to stay drug free.
4. The intervention approach
used in this study is feasible in treating collectivist
Malay family subjects.

Citation: Zall MR. Relapse Prevention and Therapeutic Alliance among
Collectivist Malay Recovering Addicts and Their Family. [PhD Thesis] University Utara Malaysia. 2013. Table 3 Triangulation Evidence. p. 216
Two important findings collected from the follow-up test are:
i. Three out of four families successfully maintained therapeutic alliances
over the two years of research interval period.
ii. All three RAs from the survived empowered families saw that their
RAs are able to stay drug free. The family that failed to maintain the
therapeutic alliance among its family members, due to the unsettled
broken home related issues, saw their RA returning to drug use.
As for CFT, the above results are supportive of its feasibility as a treatment
approach for research subjects (collectivist Malay families and their RAs).
Item number 14 of the EMTAI.2, conducted during post-test, “I agree to
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recommend for more residents and their families to be treated with this approach (CFT),” showed a 100% positive response (Agree, 20%; Very Much
Agree, 80%).
Discussion
Returning home is a common occurrence among the Malays as well many
other Eastern collectivist communities. This, shown as being the theoretical
framework of this research, is also common among the addicts who had
completed the time in prisons or compulsory rehabilitation centres is high
despite their worry of not being accepted by their families.15,16 Generally
they recognise that family is a very significant entity. For an addict, going
home also means “…balik ke pangkal jalan” (Malay idiom) or going back
to where you start (as a non-addict) when you are lost at the end of the road.
This old saying is considered as an advice or a call from the family to its
members to stop being unruly.
A related research conducted among the addict’s family members and
friends shows that there is a significant social support for the RAs to start a
drug free life.21 Since this support explicitly failed to echo by the families to
the addicts, for the lack of open communication between them, the addicts
may view this as family’s lack of effort to help them be free from drug addiction. Additionally, guilt and the uncertainty of a chance to be accepted by
their family, based on their past experience of rejection, instead breed more
alienation between both parties. On the other hand, family members who
experience several unsuccessful attempts in helping their loved ones may
hesitate to openly announce their support for fear of more failures. Both
parties as it is, seem to have reasons of their own to refrain from initiating
effective communication.
As there are positive inclinations for both parties to re-establish relationship
between them, steps to initially educate the family members, helping them
to understand the need to get to the bottom of their issues and to revive their
hope for a balanced family homeostasis, as shown by the research finding,
is high. At this point they need a good persuasion or reasons for doing it or
even a common goal. The next thing is an appropriate strategy to address the
issues around the RA and his family. Consideration should also be given to
the cultural values and religious beliefs of the family. This is where cultural/
religious friendly family therapeutic alliance-based therapy (CFT) is crucial
firstly to encourage a full acceptance of the treatment strategy and to effectively mend the rift of communication between both parties.
The Malay cultural/religious teaching demands respect for the elders, especially one’s parent. This in turn, helps the elderly members or one’s parent
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to function as a leader in his family much easier when the power is made
available and strongly supported by the cultural and religious teachings. For
example, as “silaturahim” is in their blood and their minds, establishing a
proposed family therapeutic alliance to this family is just like helping them
to get together again as they used to, but with a new and better perspective
of living together. This is a gateway to overcome various issues among the
family which is most welcomed as in the case of this study.
The cultural and religious demands are also reflected during the running
of eight sessions of CFT, beginning with the 100% response to the call
for establishing, completing the entire treatment, continuously adapting to
the norms and values practiced in the group, and maintaining the alliance
throughout the interval of the two year period. Although family decisions
sometimes is not truly a collective decision, but a parent’s decision, the inclination to abide to this decision is genuinely resulted out of faithfulness,
family identity and “silaturrahim”. Readiness to establish, to continue and
to maintain therapeutic alliance showed that subjects in this research demonstrate the support given to the concept of familial-self. It is an imperative act
in a collectivist Malay community as it reflects on individual’s compliance
to give priority to their families over their own interests. For example, in
this research, to be able to participate in the eight sessions of all members’
family-of-origin therapy group, a member is required to leave their own
family on weekends for a period of three to four months, abandon other
social obligations, and travel over hundreds of kilometres. In a situation like
this, one may not hesitate to appreciate the kind of love the members have
toward their family.
Therapeutic alliance1 in the form of family therapeutic alliance is much relevant to the Malays’ interdependent way of life as it is a culturally and religiously supported concept. By integrating certain theories and strategies
commonly found in the western originated counselling and psychotherapy,
with these critical values of the Malay community, it has resulted in a friendlier CFT.
Alienation from one’s family-of-origin or vice-versa can occur even in
a close-knitted family such as the collectivist Malay family. This can be
caused by the lack of effective communication which has been hindered by
conflicting values such as the tendency to uphold ‘silaturrahim’ but refusing
to have anything to do with a ‘sinful person’. Therapeutic alliance in the
form of family therapeutic alliance is a convinced way to reunite with the
family, enhance communication by re-defining the conflicting values as well
as injecting values common to the psychotherapy or family counselling.
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Abstract
The objective of this study is to explore the role of aggression (i.e. physical
aggression, verbal aggression, anger and hostility) in the development of
delinquency and drug abuse in adolescents. Hypotheses were formulated
where delinquent adolescents would score high on the variables of physical
aggression, verbal aggression, anger and hostility. Adolescents who abuse
drugs would score high on the variable of aggression as compared to non-users. Total sample of study comprised of 200 adolescents out of which 101
were juvenile delinquents and 105 were non-delinquents of 12 to 18 year
olds (mean age=15years) belonging to a low socio-economic status. The
sample (delinquents) of the study was selected from central jail of Karachi
and non-delinquents were selected from various public sector schools in Karachi by using random sampling techniques. Descriptive statistics were used
to get a precise and better view of the characteristics of sample of the data.
Independent sample t-test was used to determine the differences of aggression (physical aggression, verbal aggression, anger and hostility) between
juvenile delinquents and non-delinquent (control) groups and between
drug-users and non-users. The results show significant differences on variables of aggression between delinquent and non-delinquent adolescents. Delinquents are found to exhibit a high level of aggression as depicted by their
mean scores on the aggression questionnaire. When subtypes of aggression
are analysed delinquents are found to score high on physical aggression,
verbal aggression and hostility. However, no significant difference is found
between delinquents and non-delinquents on anger subtype. Similarly, t-test
analysis and mean difference suggest that those who use drugs have a high
level of aggression than those who do not use drugs. Prospects for future
research have also been recommended on the basis of limitations drawn
from the study. The role of aggression is well established in this study and
a disorganised environment is significant in inculcating aggression among
adolescents. Parents of high-risk children must be guided on their role in
discouraging anti-social and deviant behaviour among their children. Also,
results are useful for teachers who can identify a positive role they can play
in teaching, coping skills to high risk children. Moreover, education is found
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to be a protective factor and thus the government must take initiatives to design and implement large scale life skills training programmes to overcome
the problems that adolescents face.
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Introduction
Psychologists and sociologists regard adolescence as a phase of life marked
by chaos and distress. During this period of life adolescents are not just
prone to high risk anti-social activities but they also experience stress and
high levels of negative emotions due to biological changes that occur during
puberty.1 Various studies have provided evidence that adolescent phase of
life is marked by hassles, negative emotions and heightened anguish.2,3
Aggression is a term widely used in the literature on problem behaviour,
but it is rarely defined and it is often not distinguished from “anti-social
behaviour”. The word “aggression” covers a multitude of behaviours from
open defiance and hostility to covert anti-social acts such as stealing or lying.
Lewis defines human “aggression” as “behaviours by one person intended to
cause physical pain, damage or destruction to another”.4 Other writers have
expanded the concept to include “instrumental aggression” which is aimed
at securing extraneous rewards, not the pain of the victim, while others still
have used the term “hostile aggression” to encompass the aim of inflicting
injury on others. Bandura makes the point that such distinctions are misleading as most aggression has some other goal than injury to the victim.5
He defines “aggression” as “behaviour that results in personal injury and in
the destruction of property”. The injury may be psychological or physical
in nature.
Many researchers have shown evidence for a relationship between early aggression and later delinquent and anti-social behaviours. Studies consistently support the hypothesis that early aggressive behaviour that is measured
from ages six to 13 is a strong predictor of violence among males in later
life.4,5 A study in Orebro, Sweden, found that two-thirds of boys who were
rated by teachers as aggressive at the age of 10 and 13 were more likely to
engage in offensive behaviour and have criminal records by the age of 26.
Their risk to engage in anti-social activities was six times greater than their
counterparts who were not rated as aggressive.6
Researchers adopt a social learning perspective in proposing a theory of
the development of aggression.9,10 They argue that anti-social behaviour in
young boys is learnt at home. Parenting which is characterised by harsh and
inconsistent discipline, lack of supervision of children and little positive parental involvement with the child teaches children to become anti-social. By
failing to support pro-social behaviour and punish anti-social behaviour, aggressive behaviour of the child is aggravated. Aggressive child behaviours
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are then hypothesised to lead to rejection by peers and academic failure,
both of which reinforce commitment to deviant peer groups and delinquent
behaviour.
Delinquent behaviour or other anti-social activity is not the only consequence of high aggression among adolescents. Also, adolescents who have
high aggression are prone to indulge in inimical drug use. The term drug
abuse is discouraged due to its ambiguous nature. ‘Harmful use’ and ‘hazardous use’ are the equivalent terms in WHO usage, although they usually
relate only to effects on health and not to social consequences. Thus the
definition published in 1969 by the WHO Expert Committee on Drug Dependence was “persistent or sporadic excessive drug use inconsistent with
or unrelated to acceptable medical practice’’.11
There is evidence in literature which suggests that those who are aggressive
and exhibit violent behaviour at a young age are more likely to succumb
to substance abuse. Bukstein asserted that aggression in early life is a risk
factor for the subsequent development of drug abuse.12 He also suggested
that aggression gives an impact on progression of drug abuse because of its
direct pharmacological effect or indirectly by its influence on attitude of the
individual.
Literature utilising developmental perspective and prospective longitudinal
designs for the assessment of potential risk factors for early-onset substance
use is scant. Of the few studies that have examined early-onset substance
use, findings suggest that parental use of substances and child temperamental characteristics have been identified as important predictors of early-onset
substance use.13,14
Aggressive adolescents are likely to engage in drug abuse because they are
usually rejected by their peers and thus are more vulnerable to get entrapped
in bad company where drug use is encouraged and facilitated. The multistage social learning model asserts that an important factor in escalation
of adolescent substance use is peer pressure.15 Affiliation with a deviant
peer group is also indicative of social skill deficits (e.g. being impolite, uncompromising or indifferent) which makes it difficult for these individuals
to engage in healthy social activities. Research has found that one of the
strongest predictors of adolescent-onset substance use is association with a
substance-using peer group, and most adolescent substance use takes place
within a social context.16,17
Adolescents, especially delinquents and those who engage in anti-social
practices are most despised and are a neglected segment of Pakistani society. They are ostracised and alienated because of their anti-social behaviours
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which as an effect fortify their resentment toward society and increase their
likelihood to join delinquent peer groups. This research highlights aggression as an early risk factor for delinquency and drug abuse and thus emphasises appropriate handling of aggressive behaviours of youth if it is to be
kept under check.
Methodology
Participants
A sample of the present study comprised of 206 male adolescents. They
were further divided into two groups (101 delinquents and 105 non-delinquents). The first sample was of those male adolescent delinquents who
were accused of delinquency. The second sample comprised of non-delinquent adolescents from several urban public sector high schools located in
different areas of Karachi. A requirement for participants in this sample was
that they had no history of being accused of delinquency. The age of participants in both samples ranged from 12 to 18 years (Mean age =15 years, SD
= 1.86). The entire sample comprised of adolescents living in ‘two parent’
families. This was done to minimise the effects of divorce and separation of
parents on the adolescents. The socio-economic status was assessed through
national expenditure survey by Federal Bureau of Statistic.18
Measures
Personal information sheet
It consisted of personal information, family-related and education-related
information. Personal information was obtained based on: the age, gender,
number of siblings, education, residential area, family structure, family
members, family income and the number of income earners. Also the nature of their relationship with parents, siblings and peers was explored via
interview. Additional questions were posed to delinquent group participants
regarding their past criminal history.
Buss-Perry aggression questionnaire-short version
Aggressiveness, measured with the Aggression Questionnaire (AQ) was
used to measure aggression.19,20 This questionnaire consists of 12 Likerttype items rated on a six-point scale. The AQ is divided into four sub scales:
Physical Aggression (PA), Verbal Aggression (VA), Anger (ANG) and Hostility (HO). Regarding the AQ-12, researchers report internal reliability es110
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timates from four samples of American (2 samples), British, and Canadian
undergraduate students (total n = 984).20 Reliability estimates ranged from
.71 to .76 for anger, from .70 to .75 for hostility, from .73 to .83 for verbal
aggression, and from .79 to .80 for physical aggression. Because Cronbach’s
Alpha is sensitive to the number of items included in a given scale, these
authors also calculate adjusted Alpha coefficients of .88 to .92 for the four
subscales using the Spearman-Brown prophecy formula.
Procedure
Participants of delinquent groups were between the ages of 12-18 years
(Mean age = 16 years, SD = 1.25) and were selected from the juvenile jail
of the central jail of Karachi, Sindh. Non-delinquent group participants were
between age ranges of 12-18 years (Mean age = 14 years, SD = 1.64) and
were recruited from various urban public sector secondary schools located
in low socio-economic areas of Karachi. Participants in the non-delinquent
group had no history of criminal or anti-social behaviour. All other characteristics of sample were matched with delinquent group participants. A discussion and a review of the proposal were carried out to assess its feasibility
and its intended purposes. Then, the examiner approached the participants to
discuss about the objective of the study and to obtain their informed consent
to participate in the study. They were briefed about the purpose of the study
and were assured of the secrecy of the data and their identity. Before administration of measures, efforts were directed towards establishing a rapport
so that the participants will be at ease. Finally, a Personal Information Sheet
was filled to obtain background information.
Results
Results of analysis indicate that delinquents and non-delinquents differ on
variables of PA (t= -2.678, df= 204, p<.05), VA (t= -2.436, df= 204, p<.05),
and HO (t= -5.490, df= 204, p<.05) where mean difference suggests that
delinquent adolescents have high levels of aggression as compared to their
non-delinquent counterparts. No significant difference is found between
delinquents and non-delinquents on variables of anger (t= 1.039, df= 204,
p>.05). Moreover, analysis suggest that those who use drugs have a high
level of aggression than those who do not use drugs (t= 4.921, df= 202,
p<.05).
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Table 1. Summary demographics of the entire sample
Variables

Delinquents
N

%

Secondary (12-17)

0

0%

Matric (14-18)

0

Non-delinquents
N

Total sample

%

N

%

66

62%

66

32%

0%

39

37%

39

18.9%

101

49%

105

51%

206

50.9%

Yes

35

34.7%

004

3.8%

39

18.9%

No

64

63.3%

101

96.1%

165

80.0%

Total

101

49%

105

51%

206

100%

Education

Total
Drug use

Table 2. Independent sample t-test for the variable of aggression
between drug users and non-users, and between
delinquents and non-delinquents
Variable

Group

n

Mean

SD

Age

Delinquents

101

16.45

1.254

Non-delinquents

105

14.14

1.647

Delinquents

101

8.78

4.878

Physical
Aggression

Verbal Aggression

112

Non-delinquents

105

7.22

3.397

Delinquents

101

8.71

4.477

df

t

p

204

-2.678

.008
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Anger

Hostility

Aggression

Non-delinquents

105

7.41

3.103

Delinquents

101

7.96

3.542

Non-delinquents

105

8.42

2.783

Delinquents

101

10.44

3.686

Non-delinquents

105

7.92

2.841

Drug User

39

41.59

14.190

Non-Drug Users

165

31.63

204

-2.436

.016

204

1.039

.300

204

-5.490

.000

202

4.921

.000

10.607

Discussion
This study is intended to evaluate the role of aggression in adolescents.
These findings are consistent with previous findings which suggest that
male delinquents have the highest levels of social and violent aggression,
while non-delinquent adolescents have more moderate physical aggression
than the delinquent counterparts.21 There is also evidence in literature which
suggests that aggression precedes delinquency and usually serves as a risk
factor for delinquency among adolescents. In one study, physical aggression
in the kindergarten was the best and only predictor of the later involvement
in property crimes.22
It is logical to assume that juveniles who are aggressive are more likely
to plunge themselves into aggressive social encounters partly because they
have limited cognitive and emotional development and partly because their
environment provides them opportunities and encouragement to indulge in
hostile social situations. As behaviour is inter-connected with thinking and
emotions we can conclude that aggressive behaviour accompanies inadequate cognitive and emotional development.
A study revealed that teens who are mentally immature because of their
impoverished environment tend to imitate antisocial behaviour in ways that
are normative and adaptive.23 Thus delinquent adolescents who are deprived
of a salubrious environment and who are raised in crime stricken neighborhoods are more vulnerable to develop aggression in early years of life and
ultimately engage in delinquent and anti-social behaviours.
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Furthermore, research reveals that anger is present in equal proportions
between delinquent and non-delinquent adolescents. As all participants
were from a low socio-economic class, we can expect them to be victims
of deprivation and societal prejudice which might have evoked resentment
and anger among these adolescents. In Pakistan, social chaos and economic
instability has appallingly influenced youth especially those who belong to
a low socio-economic status. Research findings are also consistent with this
argument and suggest that community deprivation can produce resentment
and emanates violence among youths.24 Frustration and anger are natural
outcomes of uncertainty and insecurity that prevail in Pakistan.
It was also hypothesised that those who use drugs would differ from nondrug users on the variable of aggression. High level of aggression among
drug users can be attributed to their excessive drug usage as mental inhibitions are set free under influence of drugs making individuals prone to aggressive behaviour. However, in the present study, researchers have tried to
highlight aggression as a risk factor and assert that a high level of aggression
among adolescents increases their susceptibility towards drug use. Participants who reported to be drug users were detained in the central jail and were
not currently using drugs; this therefore helps to rule out the possibility that
their high level of aggression was due to drug influence.
Previous researches also indicate a relationship between early aggression
and subsequent drug abuse. Aggressive behaviour was found to be a discriminative factor among boys who were and who were not involved in
delinquent activities and substance use within a sample of boys identified
as aggressive by their teacher of those between the ages of 10-21 years.25
Therefore, we can aver that adolescents who use drugs are generally more
aggressive and their aggression shoves them into situations where drug use
is facilitated and encouraged.
On the basis of these findings certain recommendations can be made. Firstly,
because aggression is a risk factor of delinquency and drug abuse, it must be
addressed as early as possible. Detecting risks at early age may help parents,
teachers and children themselves to tackle difficulties in their lives. Schoolbased preventive interventions must be designed to screen and treat high risk
children. Coping skills and life skills training must be imparted to these high
risk children in order to promote their better adjustment in their environment.
Parents and teachers must collaborate to guarantee successful implementation of such preventive interventions. Social unrest and political instability
is rampant in Pakistan and has rendered children and adolescents vulnerable.
A general awareness regarding drug use and its harmful consequences and
early signs and symptoms of drug abuse must be conveyed to families so that
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they can play effective roles in detecting and managing drug abuse problems
at an early stage. It is also because education is found to be a mediating factor and can significantly reduce chances of involvement in anti-social activities. Government and social welfare organisations must identify their roles
and promote educational facilities in socio-economically backward areas.
Awareness regarding importance of education should be spread with a systematic and strategic programme carried out by professionals both at micro
and macro levels. When implementing the programmes to overcome such
problems faced by young people, it is necessary to implement Evidenced
Based Practices (EBPs) in treatment and prevention alike. The EBPs are
cost effective in improving the wellbeing and the quality of life.
In conclusion, adolescents who constantly cope with stressful life situations
and aggressive surroundings are likely to be aggressive as a coping and therapeutic strategy. They systematically progress toward serious anti-social and
delinquent behaviours with progression of opportunities that are offered by
their environment. Their aggressive behaviour makes their affiliation with
deviant peer groups more probable and thus their probability to indulge in
drug abuse and delinquent activities is enhanced.
The present study has limitations which should be considered in future research; Sample 1, ratio of drug users to non-drug users in this sample was
not balanced. Findings must be replicated on a large sample of drug users
in order to generalise findings. Sample 11, consisted of male adolescents
and thus findings could not be generalised on female adolescents. Future
researches must evaluate implications of aggression among female adolescents. Also future researches must focus on risk factors other than aggression that can lead to delinquency and drug abuse among adolescents.
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Abstract
Binge alcohol drinking is a dangerous pattern of alcohol consumption that
may result in intoxication and death. In Myanmar, no prior study for binge
drinking has been conducted. This study aims to assess the alcohol consumption among adults in urban and rural areas of Pha-An Township, the
capital city of the Karen state in South East Myanmar.
Method: This study was conducted via face-to-face interviews among urban
(264) and rural (114) participants . The participants who consume alcohol
were assessed for their alcohol drinking patterns by using the Time Line
Follow Back (TLFB) method. The collected data was analysed using the
Chi-square test.
Results: The result indicated that about 60% had previously consumed alcohol,
and half of them reported practicing binge drinking. The largest age group of
binge drinkers was 25-44. The majority of the participants (over 70%) started
alcohol consumption as teens, especially at the age between 15-20 years, and
the most common type of alcohol for their first time use was toddy (54.4%). The
onset of alcohol consumption, occupations and other substances like smoking
and betel chewing, are associated with binge drinking.
Conclusion: It is concluded that 17.7% of the total study population have
practiced binge drinking and it peaks in the age group of 25-44 years.
Recommendation: It is strongly recommended that a more in-depth research
is carried out regarding binge drinking.
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Introduction
In 2005, the global average consumption of pure alcohol was 6.13 L (over
15 years). Since 1990, the worldwide recorded Adult Per Capita (APC) consumption has remained stable at around 4.3 to 4.7 L of pure alcohol in all
World Health Organization (WHO) regions. The alcohol consumption in
Europe rose again to around 9.5 L after a decrease in the early 1990s, while
in America it stabilised at 6.7 L. By the end of the 20th Century, total APC
rose in the Western Pacific region. About 30% of total APC for worldwide
adult consumption is unrecorded. A total of 28.6% of the unrecorded APC
is homemade, illegally produced or outside the control of the government.
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In the developed world (e.g. Europe) the alcohol consumption was highest
when compared with developing countries. However, high income is not
always directly related to high alcohol drinking and its related risks (WHO
2011).
The annual report of 2.5 million deaths is the result of the harmful effects of
alcohol (WHO 2005). Harmful effects of alcohol have been recognised as a
major risk of morbidity and mortality (UN 2006). Harmful alcohol use plays
the third largest contributor for Global Burden of Disease (GBD) which
results in 3.8% of all deaths and 4.6% of all Disability Adjusted Life Years
Lost (DALYs) ( (Rehm et al., 2009).
In South East Asia, alcohol consumption is increasing gradually, and the
total APC is 2.20. The unrecorded APC is 1.52, and this provides the basis
for the 69% of total APC for South East Asia (WHO 2011).
In Myanmar, while the total population is over 48 million, the population
over 15 years is 73%, and the population in urban areas is 31%. The World
Bank ranks Myanmar as a low income country. Total APC for Myanmar is
0.9 (recorded 0.5 and unrecorded 0.4). Therefore, 80% of the total APC of
Myanmar is contributed by unrecorded APC. For the consumers only, the
total APC is 7.22 (male 7.43 and female 4.44). The percentage of heavy episodic drinkers among males is 18.7, and for females it is 3.3(WHO, 2011)
(UN, 2006).
The Pha-An township, which is the capital city of Karen State, is situated
beside the Asia Highway. It is an important trading town between Thailand
and Myanmar, and is also the central entry city to the Karen state. Generally,
alcohol consumption is highest among adults and starts to increase from
the age group of 18 to 24 years, which is the highest age group for alcohol
consumption. It then starts to reduce among the age group of 55 to 64 years
(CBS 2003).
This study aims to assess the pattern of binge alcohol drinking among adults
from both rural and urban areas of the Pha-An Township, in the Karen state,
Myanmar, and to obtain information on its alcohol consumption patterns.
Material and Method
Study Design
A cross-sectional study design was used for data collection in the study area.
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Sample and data collection
The sample size for this study was calculated using the Krejcie Morgan formula with 378 as the most suitable number of respondents. The target population is adults (19-65 years) from both urban and rural areas of the Pha-An
township. This study is a household survey and the wards and villages from
the township were chosen through cluster sampling. There are eight wards
from urban areas and three villages in a nearby town. Four wards from urban
areas and two villages from rural areas were chosen for data collection. The
respondents were selected based on the inclusion criteria of: 1) anyone aged
from 19 to 65 years, 2) voluntary par ticipants, 3) people who have stayed
in the study area for at least six months before the interview and 4) people
who speak Burmese. The exclusion criteria for this study were: 1) people with
mental illness who could not understand the questionnaire and could not answer properly and 2) physically ill patients with poor health and those who
had uncomfortable conditions for interviewing time and answering questions.
The data collection was carried out via face-to-face interviews in March 2014.
Measurement tools
A structured questionnaire was used, including socio-demographic characteristics i.e. age, gender, onset of alcohol drinking, occupation etc. TLFB
was used in this study to assess detailed alcohol consumption patterns in the
last two weeks before the interview (Sobell and Sobell, 1992). The measurement tools were approved by the ethical committee of the Chulalongkorn
University (COA No.036/2014).
Data analysis
Chi-square was used to determine the statistical significance of the association between the demographic characteristics and binge drinking.
Results
Binge drinking is defined as consuming more than five standard drinks for
men and four standard drinks for women on one occasion, and it could be explored by using TLFB. The participants were divided into two main groups:
urban and rural, and the demographic characteristics were described in numbers and percentages in each category as shown in Table 1. A total of 70%
(264) of the participants were from urban areas and 30% (114) participants
were from rural areas. The participants were divided again into three groups
according to age range: 19 to 24 years, 25 to 44 years and 45 to 64 years.
The number of participants from each age group and gender were similar.
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The largest number of participants in this study was Buddhists (237 participants), followed by Christians (132 participants). Only a small number
consisted of other religions. The majority of participants were the Karen and
Burmese, not only in this study but also in the population of the whole study
area. The total number of participants from the Karen state in this study was
252, and 111 were Burmese. Only a few who were involved in this study
were Indians and Chinese. About 1/3 of the participants were graduates. Approximately 36% of the study population had passed only high school level.
Almost half the participants (176) were married, followed by singles (160
participants). The number of unemployed participants was 126 (33.3%) of
the study population. Various types of occupations were recorded among
the employed participants. A total of 20.6% (78 participants) owned their
local business. Obviously, the unemployed did not have any income. Approximately 1/3 of the employed respondents (31.8%, 120 participants) had
a monthly income of USD 1 to USD 99, and 25.4% (96 participants) had an
income of USD 100 to USD 299.
Table 1. Demographic characteristics of adults from urban and rural
areas of Pha-An Township
Variables

Urban

Rural

n ( % ) n=264

n ( % ) n=114

Male
n=143

Female
n=121

Male
n=61

Feale
n=53

Age ( Years )
19-24

49 (34.3%)

39 (32.2)

21 (34.4%)

15 (28.3%)

25-44

51 (35.7%)

41 (33.9%)

18 (29.5%)

26 (49.1%)

45-65

43 (30.0%)

41 (33.9%)

22 (36.1%)

12 (22.6%)

Buddhist

95 (66.4%)

60 (49.6%)

46 (75.4%)

36 (67.9%)

Christian

43 (30.1%)

57 (47.1%)

15 (24.6%)

17 (32.1%)

Hindu

2 (1.4%)

2 (1.6%)

0 (0%)

0 (0%)

Islam

3 (2.1%)

2 (1.6%)

0 (0%)

0 (0%)

Religion
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Ethnicity
Burmese

58 (40.6%)

45 (37.2%)

4 (6.6%)

5 (9.4%)

Karen

76 (53.1%)

70 (57.8%)

57 (93.4%)

48 (90.6%)

Indian

5 (3.5%)

4 (3.3%)

0 (0%)

0 (0%)

Chinese

4 (2.8%)

2 (1.6%)

0 (0%)

0 (0%)

0 (0%)

2 (1.6%)

3 (4.9%)

0 (0%)

Middle

12 (8.4%)

18 (14.9%)

11 (18.1%)

17 (32.1%)

High school

18 (12.6%)

18 (14.9%)

19 (31.1%)

17 (32.1%)

Graduate and
above

48 (33.6%)

50 (41.3%)

24 (39.3%)

15 (28.3%)

65 (45.4%)

33 (27.3%)

4 (6.6%)

4 (7.5%)

Single

66 (46.1%)

46 (38.0%)

28 (45.9%)

20 (37.7%)

Married

61 (42.7%)

63 (52.1%)

26 (42.6%)

26 (49.1%)

Others*

16 (11.2%)

12 (9.9%)

7 (11.5% )

7 (%)

41 (28.7%)

51 (42.1%)

17 (27.9%)

17 (32.1%)

27 (18.9%)

27 (22.3%)

31 (50.8%)

35 (66.0%)

53 (37.1%)

36 (29.8%)

6 (9.8%)

1 ( 1.9% )

22 (15.4%)

7 (5.8%)

7 (11.5%)

0 (0%)

Educational
status
Never been to
school
Primary

Marital Status

*Divorced,
Separated
Widowed
Monthly Income
(US Dollar)
0
1-99
100-299
≥ 300
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Occupation
Government
sector employees
Private sector
employees
Businessmen
Farmers
Vendors
Unemployed
Others
(Taxi drivers,
daily workers
etc.)

22 (13.4%)

16 (13.2%)

1 (1.6% )

1 (1.9% )

17 (11.9%)

8 (6.6%)

6 (9.9%)

0 (0%)

41 (28.7%)

19 (15.7%)

9 (14.8%)

9 (17.0%)

0 (0%)

0 (0%)

25 (40.9%)

11 (20.8%)

9 (6.3%)

21 (17.4%)

1 ( 1.6% )

13 (24.5%)

41 (28.7%)

51 (42.1%)

17 (27.9%)

17 (32.0%)

13 (9.1%)

6 (5.0%)

2 (3.3%)

2 (3.8%)

Most of the participants (60% or 215 participants) were used to alcohol consumption and among them, 31.1% (67 participants) were hooked on binge
drinking, which was commonly seen in the age group of 25-44 years olds.
Table 2. Binge drinking practice as per age group and gender from
urban and rural areas of Pha_AnTwonship n=67
Age Group

Urban

Rural

(In years)
19-24

n ( % ) n= 47
5 (10.6% )

n ( % ) n=20
10 (50.0%)

25-44

29 (61.7%)

6 (30.0%)

45-65

13 (27.7%)

4 (20.0%)

10-15

4 (8.5%)

0 (0%)

16-20

32 (68.1%)

17 (85.0%)

21-25

6 (12.8%)

2 (10.0%)

26-30

2 (4.2%)

0 (0%)

>30

3 (6.4%)

1 (5.0%)

Onset age of alcohol
consumption
(yr)
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Occupation
Government sector employee

9 (19.1%)

0 (0%)

4 (8.5%)

3 (15.0%)

20 (42.6%)

5 (25.0%)

0 (0%)

11(55.0%)

7 (14.9%)

0 (0%)

0 (0%)

1 (5.0%)

7 (14.9%)

0 (0%)

Tobacco (Yes)

42 (89.4%)

15 (75.0%)

Betel nut (Yes)

32 (68.1%)

17 (85.0%)

Private sector employee
Businessmen
Farmers
Vendors
Unemployed
Other
(Taxi driver, daily workers and etc.)
Substance use

The alcohol consumption pattern within two weeks prior to the interview for
this study was also assessed. The number of participants with 6 to 10 times
of binge drinking on weekdays was 31.3% (21 participants). The frequency
of binge drinking on weekdays was higher in urban areas than in rural areas,
and also higher among males than females. Binge drinking on weekends
was also higher in urban males but the females from rural areas had higher
drinking frequency than the males. Considering female drinkers, women
from rural areas drank more frequently on weekdays and also on weekends
than those from urban areas.
The mean standard level of binge drinkers in the two weeks prior to this
study was 49.73. The mean standard level for male drinkers from urban
areas was the highest in the 45-65 year age group; and for the 25-44 year
age group from rural areas as mentioned below in Table 3. Females in the
age group of 25-44 years old from urban areas have the highest mean standard level of drinking within two weeks. Generally, the frequency of binge
drinking was higher in male groups than in the female groups in both urban
and rural areas. But relatively, females in the age group of 25-44 years from
urban areas and those in 45-66 years from rural areas drank more frequently
than males in similar situations (7.3 times vs 5 times and 9.5 times vs 1 time
respectively).
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Table 3. Amount of total standard drink and frequency of binge
drinking in the two weeks prior to study
Amount and frequency of Urban
alcohol consumption in 2 19-24 25-44
weeks
Male
N=5
N=26

45-65

Rural
19-24 25-44

45-65

N=7

N=10 N=4

N=1

Mean SD for 2wk+/

36.2

45

94.86

18.5

34.6

(S.D)

(37.3)

(40.8)

(62.6%) (7.0)

(87.0) (0)

Binge 1+time in 2 wks)

5

5.0

10

1.8

8.

1

Mean Standard Drink for
each binge drinking

7.2

8.4

9.1

5.1

10.2

8

Female

N=0

N=3

N=6

N=0

N=2

N=3

Mean SD for 2wk+/

0

61

51.6

0

43.2

51.5

(71.3)

(58.2)

S.D

96

(15.9) (25.1)

Binge 1+time in 2 wks

0

7.3

6.6

0

8

9.6

Mean standard drink for
each binge drinking

0

8.3

6.9

0

4.7

5.0

There were links between socio-demographic characteristics and binge
drinking. The onset of alcohol consumption was strongly associated with
binge drinking with a significant level of <0.05. There was strong links between occupation and binge drinking and level was <0.001. The usage of
other substances such as smoking had strong links with binge drinking with
a significant level of <0.001. Betel nut chewing was also associated with
binge drinking and level was <0.05. Both smoking and betel nut chewing
were significantly associated with binge drinking with a level of <0.001.
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Table 4. Association between socio-demographic factors and binge drinking
Variables

Binge Drinking

Binge Drinking

Yes n=67

No n=148

10-15

4 (6.0%)

3 (2.0%)

16-20

49 (73.1%)

96 (64.9%)

21-25

8 (11.9%)

37 (25%)

26-30

2 (3.0%)

11 (7.4%)

Above 30

4 (6.0%)

1 (0.7%)

19-24

15 (22.4%)

45 (30.4%)

25-44

35 (52.2%)

56 (37.8%)

45-65

17 (25.4%)

47 (31.8%)

Male

53 (79.1%)

106 (71.6%)

Female

14 (20.9%)

42 (28.4%)

Government sector
employee

9 (13.4%)

17 (11.4%)

Private sector employee

7 (10.4%)

17 (11.4%)

25 (37.3%)

29 (19.6%)

11 (16.4%)

14 (9.5%)

7 (10.4%)

14 (9.5%)

1 (1.5%)

43 (29.1%)

7 (10.4%)

14 (9.5%)

p value

Onset age group

0.009*

Current age
0.139

Gender
0.247

Occupation

Businessmen
Farmers
Vendors
Unemployed
Other

0.000*

Education
Never been to school 2 (3.0%)

0 (0%)

Primary school level

14 (20.9%)

25 (16.9%)

Middle school level

10 (14.9%)

30 (20.2%)

High school level

15 (22.4%)

46 (31.1%)

Graduate and above

26 (38.8%)

47 (31.8%)
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Other substance use
Smoking (Yes)

57 (85.1%)

60 (40.5%)

0.000*

Betel Nut (Yes)

49 (73.1%)

86 (58.1%)

0.035*

Conclusion
According to the results of this study, the age group of 25 to 44 years had the
highest alcohol consumption and binge drinking level. Alcohol consumption was higher in males than in females. The link between income and alcohol consumption was demonstrated in this study. Educated middle income
groups were the highest number of alcohol consumers. Therefore, it can be
concluded that those who are educated are more hooked on alcohol.
The incidence of binge drinking in this study area was 17.7%. Generally,
the frequency of binge drinking was higher in males than in females. However, middle aged females from urban areas and older females from rural
areas were more hooked on binge drinking than males in the situation (7.3
times vs 5 times and 9.5 times vs 1 time respectively).
The age group of 25 to 44 years had a higher number of binge drinking
than the other groups. Most of the participants in this group were employed.
Their income levels also contributed to their habit of alcohol consumption.
The starting age of alcohol consumption was a key contributory factor, and
had strong links with binge drinking.
It is suggested in this study that an alcohol control intervention programme
is set up i.e. law enforcement to control buying, selling and producing alcoholic beverages. Awareness programmes about the hazards of binge alcohol
drinking are strongly recommended.
Discussion
The results of this study revealed that the binge drinking habit is higher in
males than in females and in the age group of 25-44 years olds who are linked
with an early start of alcohol consumption. The findings from this study are
consistent with a study conducted in Great Britain (Helen and Adrian, 2013).
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Recommendation
Binge drinking practice is a dangerous pattern of alcohol drinking which
leads to health problems as mentioned above. Therefore, it is strongly recommended that awareness of the hazards of binge drinking should be promoted in that area. Further, the status of alcohol consumption in that area as
well as other parts of Myanmar needs to be established. To implement programmes of intervention to control alcohol consumption in that area, more
information about alcohol consumption is needed. Therefore, detailed studies about alcohol consumption are strongly recommended.
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Abstract
Alcohol consumption pattern in India varies remarkably from many other
countries. In India, most men are abstainers (70% to 90%) while less than
2% of women use alcohol. However, the men who use alcohol tend to drink
at hazardous levels. This study examines alcohol use pattern among married
men in rural sites spreading across five districts in the State of Tamil Nadu
in South India. The type, frequency and quantity of alcohol consumed in the
past one year were examined and all alcohol users were screened using Fast
Alcohol Screening Test (FAST).Out of the 1626 men interviewed, 61.25%
(996) had not used alcohol in the past one year and 8.49% (138) were identified as problem drinkers based on FAST. In terms of the quantity consumed,
37.26% of the alcohol users (234/628) drank five units or more in a typical
drinking day indicating heavy alcohol use. The significantly higher level of
problem drinkers in one of the five study sites indicated that easy access to
cheap liquor can lead to heavy alcohol use. Pattern of alcohol use was also
examined in terms of education and occupation as indicators of socio-economic status. There was a high degree of concordance between the wife’s
reports of the spouse’s alcohol use frequency. Focus group discussions were
also carried out in the community to examine community’s perception of
alcohol use patterns. The study findings are examined in terms of the availability theory related to alcohol use and the Social Determinants Theory
(SDT).
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Introduction
There is much harm in alcohol use which is a cause of concern in many parts
of the world and mostly in India. In India where nearly half of alcohol consumed is undocumented, sales of alcohol which is recorded has increased
by nearly three times between 2000 and 2009.1 With economic development
and globalisation of the world market, alcohol consumption is expected to
rise and eventually increase the incidence of alcohol related health and social problems. Examining variables associated with heavy alcohol use within a community can guide policy development related to alcohol availability
and sale.
India is generally considered a ‘dry’ nation and studies have repeatedly
shown that India has a large population of alcohol abstainers. The National
132
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Household Survey on Drug Abuse in India (2001), reported that 74.1% of
males were life time alcohol abstainers and 21.4% had used alcohol during
the previous month. It was estimated that India had 62.46 million alcohol
users while roughly only one sixth (11.08 million) used drugs other than alcohol.2 The National Family Health Survey - 3 (NFHS 3) showed that 32%
of men aged between 15 to 54 years consume alcohol while in the case of
women it is only 2%.3
Despite the fact that a large proportion of the Indian populace are abstainers,
the pattern of alcohol consumption among those who drink is worrying. Research has shown that more than 50% of alcohol consumers satisfy the criteria for hazardous drinking in India.1 Benegal commented that the “signature
pattern in India was one of heavy drinking wherein more than five drinks
are consumed on a typical occasion”.4 Indian studies have also highlighted
the preference for use of distilled spirits with a higher percentage of alcohol
than wine or beer. Alcohol sales figures in Tamil Nadu show that production
of distilled spirits was about 100 million litres than beer.5
The 2011 NIMHANS report highlights that alcohol use is more prevalent
among the educationally deprived populations. Analysing household expenditure, a Government report showed that regular alcohol use was more
among those below the poverty line (5.9%) when compared to others (3.9%)
with a ratio of 1.5.1 Another study showed that while 12% of men in the lowest wealth quintile drank almost daily, only 6% of men in the highest wealth
quintile did the same.3
Examining alcohol availability and use in a rural area in Tamil Nadu, John et
al surmised that use of Indian-made foreign liquor (distilled spirits) and living in a village which brewed illicit alcohol increased the risk for hazardous
use.6 This indicated that easy access to cheap and strong liquor facilitates the
increased risk related to alcohol use.
Each Indian state has its own set of rules regarding alcohol sale and most states
generate an income of 15% - 20% of its total state revenue from the sale of alcohol.1 In Tamil Nadu, the state where the present study was conducted, 13.6%
of the total state revenue was generated through the sale of alcohol in 2006 2007. In a landmark policy change in 2003, the Tamil Nadu Government took
over the retail sales of alcohol. Through a series of measures, illicit alcohol
trade was wiped out to a large extent and Government-run shops (TASMAC)
were the only sale outlets, apart from a few high end bars and hotels. An increase of 40.34% in turnover was noted and additional revenue of Rs. 15.64
billion was generated in the first 11 months when retail alcohol sales were taken
over by the Government.5 In this scenario, the present study was undertaken in
2007 to describe alcohol use prevalence across the five sites in the rural areas
of Tamil Nadu. Alcohol use pattern was examined in relation to socio economInternational Journal of Prevention and Treatment of Substance Use Disorders
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ic variables such as education and occupation. Focus group discussions were
conducted with men and women in the villages to discuss observations related
to alcohol use.
Tamil Nadu, one of the 28 states in India, is divided into 30 districts and
these are further divided into taluks, panchayats, villages and hamlets. The
study was conducted in 10 hamlets with two adjoining hamlets situated in
five different districts in Tamil Nadu.
Figure 1. The location of the study sites
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Site 1: Virudhunagar district

Site 4: Coimbatore district

Site 2: Nammakal district

Site 5: Vellore district

Site 3: Thiruvarur district

Methods
Using Government records maintained in each village, names of married
couples (where the husband was aged 55 or less) were listed in each hamlet.
Door to door visits were made to interview the husband and wife separately.
The purpose of the study was explained, confidentiality assured and verbal
consent was sought from respondents to participate in the research. Couples
whose names were not in the list but who lived in the village and met the
inclusion criteria were also interviewed during door to door visits. Male interviewers met the husband while female interviewers collected information
from the wife. Table 1 presents information related to the sample covered in
each site.
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Table 1. Number of married couples per village records and coverage
Site
Site 1
Site 2
Site 3
Site 4
Site 5

No. of couples as per
record in each hamlet

No. of couples
covered

No. of
refusals

Percentage
covered

670

240

70

35.82%

450

253

50

56.22%

399

202

25

50.63%

206

116

10

56.31%

89

109

1

122.47%

63

83

2

131.75%

168

127

4

75.59%

228

123

2

53.94%

270

255

4

94.4%

95

118

6

124.21%

Two questionnaires were developed with 14 structured questions in each,
directed at men and women. Both questionnaires elicited basic demographic
data as well as information about alcohol use. Women were asked about
their own alcohol consumption as well as their perception on the husband’s
drinking frequency. Men were asked about the type, quantity and frequency
of their alcohol consumption. FAST was applied to the men who had used
alcohol in the past one year. FAST is a four stepped screening test for the
detection of hazardous drinking with 91% sensitivity and 95% specificity in
comparison with AUDIT as the golden standard when used in a primary care
setting.7 Persons who scored three or more in FAST were identified as Problem Drinkers (PD) and those who used alcohol in the past years but scored
two or less in FAST were treated as Controlled Drinkers (CD). Those who
did not use alcohol in the past one year were considered as Non Drinkers
(ND).
Focus Group Discussions (FGD) were also carried out. Caste-based identification is a reality in all the study sites and some castes were considered
superior. Each group lived in clusters in a specific geographical location in
the village. To ensure a balanced view, 20 FGDs were conducted with men
and women as well as people from both castes to ensure gender and caste
balance.
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Results
Mean age of men was 39.21 years (age range 19 to 55) and women’s mean
age was 33.2 years (age range 18 to 55). Literacy level of men was 76.1%
(1238 of 1626) while that of their wives was 62.1% (1010 of 1626). Unemployment level of men was 1.8% while that of women was 44.8%.
Almost all women and a considerable number of married men (61.38%,
998/1626) below the age of 55 years did not consume alcohol over the past
one year. Only 1.17% (19/1626) of the married women covered in the survey
had consumed alcohol in their lives. In 79.7% of the couples, the wife’s perception of husband’s drinking frequency corroborated with the self reports
of the husband. Distilled spirits (brandy or arrack) were the most preferred
beverage while occasional consumption of beer or toddy was reported from
two sites. Table 2 highlights the FGD excerpts.
Table 2. FGD excerpts about preferred alcoholic beveragescomparison between sites
FGD excerpts from Sites 1 to 4

FGD excerpts from Site 5

Site 1: Arrack is not available here. Whisky &
brandy are bought from TASMAC*.

- Most people drink only arrack. Only 1-2 drink brandy.

Site 2: No arrack. Only TASMAC (outlet liquor)
is available (Brandy, whisky or beer only). Other than beer, they all drink hard liquor (distilled
spirits) only

- Andhra border is only 3km
away. Arrack is sold at the
border. Close to the border
arrack is sold at Rs.10/. Just
15 km away from the border it
costs Rs.5/

Site 3: Arrack is not manufactured here. Therefore, brandy is popular. Arrack is found in Karaikkal about 60 km from here.
Site 4: Arrack is not available. Therefore, toddy
and brandy is popular - most drink brandy. Toddy
is found about 40km away in Kerala

- Can the guy who buys arrack
at Rs. 10/, afford brandy at
Rs. 70/-?

* TASMAC - Government owned retail sales outlet

Commenting on the pattern of alcohol consumption in the earlier years
when illicit liqour was available, an FGD participant commented, “Previously when arrack was available at a low price people drank more. You need
at least Rs.100/- to buy liquor. If he worries about the Rs.100/-, his intoxication level reduces.”
Previously, one could get drunk with four glasses of arrack which will cost
him Rs. 10/136

International Journal of Prevention and Treatment of Substance Use Disorders

Now it costs Rs.65/-, therefore people don’t drink as much” (Site 3: male,
31 years, lorry owner, resident for 13 years)”. Another said, “Previously
when arrack was available people drank on a daily basis” (Site 2: woman, 41
years, tailor, resident for 25 years). FGD excerpts such as those cited above
indicate that scarcity of low cost alcohol influenced consumption patterns.
The number of NDs, CDs and PDs in each site as well as distribution in
terms of quantity and frequency of alcohol consumption across the five
sites presented in Table 2.
Table 3. Alcohol use pattern among men across the five rural sites
Site

No. of alcohol using
in men and percentage

& no.
of men

No. of
NDs

(n = 628)
Contro-lled
drinkers

Problem

(CD)

(PD)

drinkers

Frequency and quantity of alcohol use*
(n=628)
Small quantity
less fremore
quent
frequent

Large quantity
less fremore
quent
frequent

Site 1

225

237

31

184

52

15

17

493

(45.64%)

(48.07%)

(6.29%)

(68.66%)

(19.40%)

(5.60%)

(6.34%)

Site 2

217

87

14

38

7

46

10

318

(68.24%)

(27.35%)

(4.40%)

(37. 62%)

(6.93%)

(45.54%)

(9.9%)

Site 3

124

53

15

29

26

5

8

192

(64.58%)

(27.60%)

(7.81%)

(42.65%)

(38.24%)

(7.35%)

(11.76%)

Site 4

164

68

18

32

1

49

4

192

(65.6%)

(27.2%)

(7.2 %)

(37.21%)

(1.16%)

(56.98%)

(4.65%)

Site 5

268

45

60

44

2

28

31

373

(71.85%)

(12.06%)

(16.09%)

(41.90%)

(1.90%)

(26.67%)

(29.52%)

Total

998

490

138

327

67

164

70

1626

(61.38%)

(30.15%)

(8.49%)

(52.07%)

(10.67%)

(26.11%)

(11.15%)

*Small quantity = 1 - 4 units; large quantity = 5 units or more (30 ml of spirits
= 1 unit, 100 ml arrack = 5units)
*Less frequently = Once a week or less frequently; More frequently = Twice a
week or more often
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Alcohol consumption level was examined in relation to the level of education and
occupation. Problem alcohol users were less likely to be literate when compared
to non-alcohol users and controlled drinkers (pd<nd, OR = 0.47, 0. 31 to 0.69,

p=0.00; pd<cd, OR = 0.64, 0.42 to 0.98, p=0.03). The mean age of schooling
of non-consumers of alcohol (7.04 years, s = 4.84) was significantly higher
than that of alcohol consumers (4.94, s = 4.10) with z test showing a significant difference at 0.01 level.

When comparing consumption with occupation type, problem drinkers were
three times more likely to be working as labourers (OR = 3, 1.8 to 5.2,
p=<0.01) than other occupations.
A higher percentage of PD (45.65%, 63/138) reported presence of health
problems when compared to CD (29.84%) and ND (29.2%). Problem drinkers were twice as likely to report health problems when compared to CD and
ND (pd: cd, OR = 2, 95% CI, 1.3 to 3, p=<0.01 and pd:nd, OR=2.1, 95% CI,
1.5 to 3, p=<0.01). Tobacco use was also higher among the problem alcohol
users (79.41%, 108/138) when compared to controlled drinkers (62.17%)
and non-alcohol users (34.31%).
All the five study sites were in rural areas of Tamil Nadu and alcohol retail
sales were managed by the Government. Yet, Site five presented a distinctively different high risk profile. Site five had the highest number of heavy
and frequent alcohol consumers (31/105, 29.52%) as well as problem alcohol users (60/373, 16.09%).
Discussion
Quantity and frequency of drinking and problem drinking based on screening test FAST were two aspects examined in this study. Though more than
half, 61.38% (998/1626) of men abstained from alcohol; among those who
drank 37.3% (234/628) did so at harmful levels using five units or more on a
typical drinking day. On the other hand, FAST identified 21.97% (138/628)
of alcohol users as PDs. This is in line with other Indian studies which reported that although a significant number of men abstain from alcohol, those
who drink tend to consume alcohol at hazardous levels.
Social vulnerability factors and problem alcohol use
Alcohol use risk profile when examined in terms of socio economic indicators showed that PDs were more likely to be illiterate and when literate
had fewer years of schooling and three times more likely to be employed as
labourers when compared to other men in the community. PDs were more
likely to use tobacco and twice as likely to report health problems which
138
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added to the health care costs of this socially marginalised group. These
findings resonated with the social determinants of health theory which indicated that health problems including addiction is bound to be higher among
groups in the lower social ranks of society.8
Alcohol availability in community as risk factor for alcohol related
problems
Among the five sites where this study was undertaken, Site five stood out
on two counts. Site five was situated close to the neighbouring state border
(Figure 1) and the only site that had access to low cost arrack from across
the border. While arrack was the preferred beverage in Site five, brandy
purchased from Government-owned retail outlets were mostly consumed in
the other four sites. In terms of cost, 180 ml of brandy (with 42.8% of ethyl
alcohol) costs Rs. 70/- in the four sites while the same quantity of arrack
(with 50-60% ethyl alcohol) cost Rs.20/- only.
Site five had the highest percentage (29.52%) of heavy and frequent alcohol
consumers compared to the range of 4.65% to 11.76% in the other four sites
(Table 1). Based on FAST scores, alcohol users in Site five were nearly five to
10 times more likely to be PDs when compared to the other four sites (p=<0.01)
(Site 1: OR =10.19, 5.76<OR>10.13 ; Site 2: OR = 8.29,3.99<OR>17.46, Site
3: OR =4.71, 0.24<OR>10.01, Site 4, OR = 5.04 2.52<OR>10.17). It is also
important to note that Site five also had the highest number of men who did
not use alcohol when compared to other sites.
Incidence of high risk drinking practices in Site five can be clearly attributed
to easy access to low cost alcohol. Availability theory proposed by Stockwell and Gruenewald (2004) examines the impact of alcohol price on consumption levels; wherein price includes cost of alcohol as well as the cost
of access. Alcohol consumption, as it has been demonstrated, behaves like
any other commodity, the higher the price, lesser the demand and lesser the
price, the higher the demand with higher levels of consumption leading to
greater levels of harm.9
Reviewing effectiveness of alcohol policies implemented by various countries, increasing the alcohol sale price was presented as the most effective
approach with research evidence of effectiveness. Moreover, the cost of implementation of such population based policies is low and ease of implementation is high making this option highly viable.10 Limiting the number
of sales outlets, restrictions on the time of availability and ensuring price
increase of alcohol in line with the inflation would also help.
In addition to ensuring controls over the sale of alcohol, other public health
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interventions are also required. Presence of a large alcohol abstinent population needs to be recognised as an inherent strength in the community.
However, prevalence of hazardous drinking necessitates efforts to increase
awareness about alcohol-related harm especially among the socially disadvantaged groups. Moreover, brief intervention services at primary health
care settings need to be made available to identify and assist hazardous alcohol users. Considering that the poor sections of the society are affected the
most, making the services available at the Government-owned health care
units emerges as an urgent need.
Restricting alcohol related harm by ensuring higher alcohol cost has demonstrated effectiveness but some difficulties have been cited. Edwards et al
discussed four concerns of which two are related to the situation in Tamil
Nadu and discussed here.9 First of all, price increase on commercial beverages may increase illicit alcohol production. This was addressed by the Government of Tamil Nadu by coming down consistently and strongly on illicit
alcohol production. With retails sales solely in the Government’s control,
the Government also had a vested interest, as illicit alcohol activities would
divert customers and reduce the State revenue.
Secondly, such restrictions on availability will not work effectively if cross
border purchase or imports continue from other communities which do not
follow similar guidelines. The study findings corroborate this. Though Site
five was governed by Tamil Nadu laws, it did not influence alcohol use
patterns as low cost illicit alcohol was easily available in the neighbouring
state. The absence of a National Alcohol Policy in India and the inability to
launch an orchestrated response is brought into sharp focus here.
Easy availability of low cost alcoholic spirits is associated with increased
alcohol consumption and higher prevalence of problem alcohol use. The
study findings urge policy makers to restrict easy access to alcohol at low
cost as it would lead to more hazardous alcohol use affecting the poor more
than the other social classes. Launching efforts to increase awareness about
alcohol and making available brief intervention services in primary health
care settings is also highlighted. The need for developing a National Alcohol
Policy to structure and implement efforts from the public health perspective
is of course crucial and long overdue.
-----------------------------------------------------------------------------------(This study was part of the doctoral research study undertaken by the first author)
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Abstract
Introduction:There have been no previous studies attempting to understand
groin injection among opiate drug users in Malaysia. This paper aims to examine if there are characteristics that distinguish groin injectors from other
Injecting Drug Users (IDUs) and the reasons for resorting to groin injection.
Methods: From a larger survey of 552 participants, recruited using a convenience sample in five locations around the country, a sub-sample of 64
participants was found to be groin injectors. Participants were screened for
HIV and HCV. Another 20 groin injectors were recruited from Penang using
a questionnaire designed specifically to obtain a more in-depth understanding of the groin injection.
Results: Groin and non-groin injectors displayed same high risk behaviours.
Groin injectors had a longer history and they were also more likely to be
HCV positive. Results also show that injecting from other sites in the body
has been hastened to the groin to experience euphoria in the shortest time.
Groin injectors also have a high degree of awareness on the dangers of injecting in the groin.
Conclusion: Early intervention is needed to prevent drug users from becoming injectors. For current groin injectors, proper counselling on the dangers
of groin injection and vein management is crucial.
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Introduction
Groin (femoral vein) injecting carries with it a risk beyond that of injecting
in other sites including Deep Venous Thrombosis (DVT), accidental arterial
injection, venous ulceration and local infections. It was initially seen as a
relatively rare phenomenon resorted as a ‘last resort’ by long-term IDUs
who have run out of other viable sites. Rhodes reported the rise of groin injection as a preferred site rather than a last choice.1 Apart from a few studies,
little is known regarding the incidence of this occurrence elsewhere.2,3,4,5,6,7
However, in the UK where its rise has been documented, there is a debate as
to how existing harm reduction approaches should handle the special challenges posed in counselling groin injectors.3
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None of the previous studies on drug users in Malaysia have reported the
groin injection and little is known regarding its incidence. But in the course
of a larger studyaimed at collecting behavioural data with respect to injecting drug users, the first indication about the existence of groin injectors surfaced.8,9 It was found that 64 out of the 552 subjects (11.6%) who participated in the survey were groin injectors-subjects who reported injecting either
exclusively in the groin or resorting to the groin, alongside other areas. The
details of groin injectors were therefore subjected to a separate analysis and
a follow up survey was initiated to better understand the reasons for resorting to groin injection. This paper reports the findings and discusses the
implications for harm reduction.
Objectives
We had two objectives: first, to examine if there are characteristics that distinguish groin injectors from other IDUs; second, to study the reasons for
resorting to groin injection. Such information might assist in reducing the
associated harm.
Methods
Data collection procedures
As part of a larger World Health Organization funded study on IDU, a
cross-sectional survey was conducted in five locations across Peninsular
Malaysia.
Since drug use is a criminal offence in Malaysia and drug users are a hidden population, it was not possible to get a representative sample through
conventional sampling procedures. Instead, convenience sampling was
used with the help of key informants-former drug users working with local
non-governmental organisations who helped recruit subjects for interviews.
The criteria for inclusion were:
i. Injecting drug use in the last seven days.
ii. Willingness to undergo on-site serological tests for HIV and hepatitis
C (HCV).
iii. Voluntary participation with informed consent, in accordance with the
ethical guidelines of the study.
Trained interviewers collected data via face-to-face interviews using a struc144
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tured questionnaire. Information was elicited on socio-demographic details,
drug injecting practices, and sexual behaviour. The subjects were assured of
complete confidentiality. HIV and HCV screenings were done by the interviewers who were trained to use the rapid test kits (HIV 1/2/0 Tri-line single
use rapid test kit, Acon laboratories Inc.). However, confirmation tests were
not done. Subjects were told that the tests were only screens and the importance of going for confirmation tests at a hospital was emphasised. They
were also provided with information on drug treatment services (not HIV
treatment) available near the study locations.
The research protocol was approved by the Research and Ethical Committee
(Human Studies) of Universiti Sains Malaysia, Penang.
A total of 552 subjects across the five locations were interviewed: Penang
in the north (n=100); Kuala Lumpur in the west (n=118); Johor Bahru in the
south (n=131); Kota Baru in the east (n=104) and Kuantan in the centre (n=
99). After 26 non-IDUs were eliminated, 526 subjects remained. Of this, 64
(12.2%) were found to be groin injectors. Subsequently, another 20 groin
injectors from Penang were interviewed using a specifically designed questionnaire to better understand the groin injecting behaviour of opiate drug
users.
Data analysis
The existence of significant differences between groin injectors and nongroin injectors - with respect to selected variables of interest was first determined via Chi-squared tests. The odds ratio (OR) and related confidence
intervals (CI) were computed for variables of significance. The criterion for
statistical significance was the two-tailed test at P < 0.05 in the bivariate
analysis. Computations of Chi squared values, OR and CI were done using utilities available at Vassar Stats (http://faculty.vassar.edu/lowry/VassarStats.html).
Results from the overall survey
Socio-demographic characteristics
Groin injectors, like all drug users in Malaysia, were predominantly male
and came disproportionately from the Malay community (Table 1). They
were, on average, older than other injectors; their mean age was 39.3 years
(SD=7.48) relative to the 36.7 years (SD=8.08) mean age of other injectors.
The average level of education (9.1 years; SD=2.81) was no different from
the other injectors. About 67% were either unemployed or held irregular
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jobs. However, the majority (69%) reported monthly incomes in excess of
RM500 (USD1=RM3.5).
The overall HIV prevalence rate was 40.6% in the sample while HCV prevalence was even higher at 81.3%.
Table 1. Socio-demographic characteristics of groin and non-groin
injectors
Groin injectors

Race
Malay
Non-Malay
Gender
Male
Female
Age
≤28 years
>28
Mean age (years)
Education
≤ 6 years
>Form 6
Mean education
(years)
Employment
None/part time
Full time
Income (month)
≤RM500
>RM500

%

Non-groin
injectors
%

p-value

n=64

n=462

41
23

386
76

0.000

63
1

438
24

0.237*

5
59
39.3
(SD=2.81)

75
387
36.7
(SD=8.08)

0.079

10
54
9.1 (SD=2.81)

58
404
9.2 (SD=2.5)

0.493

42
22

263
199

0.1858

20
44

149
313

0.862

Note: Values in bold indicate p<0.05.
*Fisher’s exact test
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Drug use practices
In common with all drug users in Malaysia, groin injectors were also using heroin (64%) with morphine and benzodiazepine being the other widely
used drugs (Table 2).
Injecting drug use was initiated at a mean age of 24 years (SD=6.34) with
the average length of injecting drug use being 15.3 years. The sharing of
needles and other injecting equipment was common with 70% reporting
sharing of injecting equipment.
Table 2. Drug use and sexual practices of groin and non-groin injectors
Groin injectors

%

Non-groin
injectors

%

pvalue

Heroin

41

64.1

286

61.9 0.740

Morphine & other

23

35.9

176

38.1

≤28 years

52

81.3

374

81.0 1.00

>28

12

18.8

88

19.0

Mean age of injection

24.0 (SD=6.34) -

24.5 (SD=6.10)

-

Mean length of drug use

15.3 years

-

12.2 years

-

Yes

45

70.3

316

68.4 0.752

No

19

29.7

146

31.6

Positive

26

40.6

205

44.4 0.572

No

38

59.4

257

55.6

Positive

52

81.3

301

65.2 0.010

No

12

18.7

161

34.8

Yes

32

50.0

161

34.8 0.018

No

32

50.0

301

65.2

37

57.8

262

56.7 0.862

Type of Drug

Age began injecting

Sharing injecting equipment

HIV status

HCV status

HCV awareness

Sought Physician’s advice

Yes
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No

27

42.2

200

43.3

Homosexual/bisexual

20

31.3

141

30.5 0.920

Heterosexual

44

68.8

321

69.4

Multiple

41

64.1

265

57.4 0.308

Steady/none

23

35.9

197

42.6

Never/sometimes

54

84.4

356

77.1 0.186

Always

10

15.6

106

22.9

Sexual orientation

Sex partners

Condom use

Note: Values in bold indicate p<0.05.

Sexual behaviours
The majority (69%) was heterosexual but many (64%) reported engaging in
sex with multiple partners. Regular condom use, however, was low with just
16% reporting consistent use.
Factors associated with groin injection
Despite the fact that both groups started injecting around the same age (2425 years), not surprisingly, groin injectors had a longer history of injecting drug use (mean =15.3 years) relative to non-groin injectors (mean=12.2
years). With respect to most other variables, groin injectors were no different from other injecting drug users.
However, the former had higher odds of being HCV positive (OR=2.3;
95%CI: 1.20-4.47) as compared to the latter. The former also showed a greater awareness regarding the consequences of HCV seropositivity (OR= 1.87;
CI: 1.10-3.16). In our sample, the odds of groin injectors being non-Malays
were higher (OR= 2.73; CI: 1.54-4.84), despite the fact that many Malaysian studies have shown that the majority of IDUs is Malay. This is clearly a
sample-specific rather than a general characteristic.
Results from the small sample
Age and length of drug use
In our sample of 20 groin injectors, the mean age was even higher (41.3
years; SD=8.93) and all except one (5%) were males. Drug use was initiated
148

International Journal of Prevention and Treatment of Substance Use Disorders

at a mean age of 20.5 years (SD=3.67 and the average drug use history was
20.8 years (measured as the difference between current age and age of first
initiation into drug use) and the transition from initiating drug use to becoming a groin injector took an average of 11.7 years.
Length of time injecting
Drug use was initiated at a mean age of 20.5 years (SD=3.67) while injecting drug use began at a mean age of 25.7 (SD=6.06). Thus, on average, the
transition from being a drug user to an injecting drug user took 5.2 years.
The mean length of time injecting (in the groin or otherwise) was 15.6 years.
Length of time in groin injecting
The mean age at which groin injection was initiated was 32.2 years (SD=8.56)
and the average length of transition from injecting to groin injecting was 6.5
years. The mean length of time injecting in the groin was 9.1 years.
Injecting sites
A total of 75% of the subjects (15/20) injected only on the groin while the
others 25% (5/20) injected on the groin along with other sites such as the
arm, leg, feet and the neck. A full 95% (19/20) practiced back-loading when
injecting in the groin.
Reasons for choosing the groin
A clear majority (65% or 13/20) reported having no other choice as all other sites were exhausted. These were subjects with a long history and aged
above 40 and could be considered ‘last resort’ groin injectors.5 However,
30% (6/19) had other choices but preferred the groin and may be categorised
as ‘convenience’ groin injectors.1,6
Regardless of whether they injected solely in the groin or otherwise, 95%
(19/20) claimed it delivered euphoria more speedily and more intensely.
Many claimed this had become important because the purity level of heroin
on the street had declined over the years. Furthermore, the groin was easy to
inject on and convenient because of its size, it was a ‘sure shot’.7
Dangers of groin injection
Most groin injectors were well aware of the dangers of injecting in the groin.
Some 80% (16/20) knew it could lead to localised skin and soft tissue infecInternational Journal of Prevention and Treatment of Substance Use Disorders
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tions; 70% (14/20) knew it could result in DVT while 15% (3/20) knew it
raised the risks of endocarditis.
Many injectors (65%; 13/20) had personally experienced the consequences
of injecting wrongly; 35% (7/20) had at least one experience of suffering
extreme (‘burning’) pain, while 30% (6/20) had endured continuous itching,
swelling and bleeding which required medical attention.
Needle size, access and reuse
A total of 65% (13/20) of subjects used 0.5 x 23 mm, 25G while the rest used
0.5 x 25 mm, 25G needles. Nearly all (90%) obtained their needles from the
needle and syringe exchange programme (NSEP) while two obtained their
supply from a pharmacy or medical store. Eleven subjects (55%) re-used
the needles with seven subjects re-using it between two to three times in a
week, two re-using between 6-7 times a week and one re-using it between
4-5 times a week and another between 12-13 times a week.
Injecting in a group and needle sharing
Less than half (45%; 9/20) injected with acquaintances; out of which four
subjects engaged in needle sharing at a frequency of 2-3 times a week.
Discussion
Groin and non-groin injectors were no different with respect to most socio-demographic variables, sexual practices and injecting drug use. Both
groups therefore displayed the same high risk behaviour. Despite the fact
that needles were being obtained from the needle exchange programme,
it was being re-used frequently. Sharing of injecting equipment was widespread as was the practice of back loading. Regular condom use was infrequent and having multiple sex partners was quite common.
The length of injecting drug use was positively co-related to groin injection; groin injectors had a longer period of injecting drug use (15.3 years)
compared to other injectors (12.2 years). Groin injectors were also significantly more likely to be HCV positive but had the same likelihood of being
HIV positive than non-groin injectors. This is not surprising since HCV has
greater infectivity relative to HIV.
A previous local study suggested that the declining purity levels of heroin
available in the street has led to increased frequency of injections and quicker conversions from smoking to injecting since the latter is a more efficient
way of delivering the drug.10 Our data further uncovered that it has hastened
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the move from other injecting sites to the groin because it ensured a more
intense euphoria within a short time span.
It is disconcerting to note that injectors prefer the groin despite the high degree of awareness of the dangers it poses. Some have reported experiencing
complications like collapsed veins, localised skin infections and soft tissue
infections but still continue with their practice.
Within this sample of injecting drug users behavioural changes are unlikely
to significantly influence the likelihood of injecting in the groin because
these are long period injectors. Early prevention efforts and interventions
that prevent a drug user from becoming an injecting user will reduce the
likelihood of injecting in the groin. Making drug treatment widely available
might also slow down the process of conversion to groin injection. Furthermore, although controversial, ensuring purity levels of heroin available
to heroin users may also slow down the conversion to injecting drug use
and subsequent groin injection. However, providing proper counsel on vein
management and injection routines that minimise vein damage is essential.
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Abstract
This paper focuses on Kenya’s course of action to address the drug problem, specifically, treatment and rehabilitation of persons with Substance Use
Disorders (SUDs). Treatment and rehabilitation of persons with SUDs was
formally initiated in Kenya in 1978 and has grown since early 2000. Kenya national strategy on prevention, control and mitigation of drug and substance abuse in 2009 highlighted the essence of provision of quality, comprehensive and holistic care programmes to drug users and their immediate
families. According to the 2009 - 2014 National Campaign Against Alcohol
and Drug Abuse (NACADA’s) strategic plan, there was a need to improve
the overall legal framework on treatment of SUDs. Thus certification process and National Standards were established so that practices are consistent
with international guidelines of services offered by treatment providers. To
improve treatment and rehabilitation, one must ensure that the people who
work in drug addiction related matters in Kenya are not only trained but also
licensed to practice based on their level of education, training and supervised experience. This paper outlines the training, examination and certification of Kenyan service providers to provide standard and quality services
to treat and rehabilitate SUDs.
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Introduction
Africa is the second largest and the second most populous continent in the
world with a population of about 1.111 billion people.1 The World Health
Organisation (WHO) and UNODC World Drug reports indicate that the continent has not been spared the problem of drug abuse and trafficking. For
instance, in West and Central Africa, the incidence of cannabis consumption
is at 12.4% (a much higher level than the global average of 3.8%). Amphetamine-Type Stimulants (ATS), cocaine and heroin use are also on the rise;
suffice to say that reliable and comprehensive information on the drug situation in Africa is barely available.2 Documentations, such as this paper, will
reduce the existing gap.
This paper will focus on what Kenya is doing in order to address the drug
problem: treatment and rehabilitation of persons with SUDs. Most particu154
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larly in developing a cadre of professionals in the field who can ensure that
desired treatment outcomes are achieved.
Treatment and rehabilitation of persons with SUDs was formally initiated in Kenya around 1978 and has grown exponentially since early 2000.3,4
Despite the growing need for treatment and rehabilitation, there is still a
deficit of affordable treatment facilities as well as competent professionals
to undertake responsibility. Qualifications of the current service providers
have been largely gone undocumented and therefore given no guarantee on
professionalism or the quality of professionals undertaking treatment and
rehabilitation services in Kenya.
The Kenya National Strategy on Prevention, Control and Mitigation of Drug
and Substance Abuse of 2009 highlighted the essence of provision of quality, comprehensive and holistic care programme to drug users and their immediate families.
The Kenya National Drug Control Master Plan of 2000, on the other hand,
identified the need for establishing a sub committee responsible for developing, monitoring and evaluating a comprehensive national (including public
and private sectors) treatment and rehabilitation policy for drug addiction.
The policy would be based on an analysis of available information leading
to an identification of target groups, existing human and physical resources, and an evaluation of the most efficient methods of integrating the programmes into the existing health and social structures such as the primary
health care system.
According to the then National Campaign against NACADA’s strategic plan
2009 - 2014, there was a need to improve on professionalism and the perception of treatment facilities both from the public and persons with SUDs.
Secondly, NACADA sought to improve the availability, affordability and
quality of treatment as well as to improve the overall legal and policy frameworks on treatment of persons with SUDs.
The strategic plan further stated that NACADA would guide and monitor
implementation of the standards and develop clear certification criteria. This
would aid in the process of regularising treatment and rehabilitation care in
the country.
The objective of the certification process and the national standards was to
promote professionalism and establish best practices consistent with international guidelines namely: to improve transparency, consistency, comparability, completeness and confidence in services offered by treatment providers. To accomplish this, a certification body would be formed to expedite the
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certification process and oversee quality assurance.
The national standards on treatment and rehabilitation of persons with SUDs
was developed in 2009 to address best practices in the treatment and rehabilitation of such persons that would include their families and significant
others. One of these was certification.
Certification is defined as a process by which an agency evaluates a person
according to pre-determined professional standards. Whereas certification
applies to people, a similar term; accreditation applies to institutions.5 Certification in the field of drug dependence treatment, therefore, is a process that
sets the minimum competency requirements to diagnose and treat persons
with SUDs and aims to consistently achieve superior results. Patients, physicians, healthcare providers, insurers and quality organisations will refer
to the certification process as a means of measuring a professional’s knowledge, experience and skills to provide quality care. The objective of this exercise is to give an opportunity to addiction professionals in Kenya to enrol
and participate in the certification process and receive credentials required
for professional practice.
The essence of the process has been to ensure that the people who work
in matters relating to ‘addiction’ in Kenya are not only trained but also licensed to practice based on their level of education, training and supervised
experience. Only then, can professionalism and professional development
be assured. Clients, therefore, will be in the hands of qualified and competent personnel who can guarantee quality.
This issue of certification is raised in the standards document as follows:6
9.5.2 Staff qualifications and registration: Facilities employ only professional, accredited and administrative staff with the appropriate accredited and
recognised professional qualifications. All professional staff is appropriately
registered with an official professional or accrediting body. The minimum
qualification for the clinical team is a diploma in their areas of specialisation.
9.5.3 Staff composition: Treatment facilities will have the following composition of staff:
a. A medical doctor/ psychiatrist and a nurse are employed or are on call
for 24-hour backup and consultation.
b. The minimum multi-disciplinary team consists of a social worker, clinical/counselling psychologist, accredited addiction counsellor and a
trained nurse.
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c. Where detoxification is carried out, a multi-disciplinary team will consist of a medical doctor, a psychiatrist and a trained nurse.
Having established the basis on which certification in Kenya was founded,
we can now move on to the historical developments of the certification process; 26 - 30 January 2009 becomes the best time period to begin.
During this period, the first training of 24 Kenyans with American partners
was conducted at the Kenya Institute of Administration (KIA), sponsored by
the Government of USA through the International Narcotics and Law Enforcement Agency (INL). This inaugural training identified the acute need of
introducing a credentialing system which ensures that the people who work
in matters related to addiction are competent. During the training, participants had an opportunity to sit for NAADAC and NCAC I examinations in
which certification credentials for NCAC I and basic levels were issued to
some participants upon the marking of the examinations by the Professional
Testing Centre. Professional and academic papers were forwarded to the
USA-based NAADAC.
The NAADAC credentialing criteria which were presented then and has
been the precedence for Kenya is as follows:
National Certified Addiction Counsellor, Level I (NCAC I):
A national certification intended for professionals working within addiction
related disciplines who wish to demonstrate their skills gained through years
of supervised work experience.
●● To qualify for the NCAC I certification, one must have:
●● A current State certificate or license as a substance abuse counsellor.
●● A total of 270 contact hours of substance abuse counselling training, including six hours of ethics training and six hours of HIV/AIDS training.
●● Three years full-time work experience or 6,000 hours of supervised
experience as a substance abuse counsellor.
●● Evidence of ethics and HIV/AIDS training/education received in the
past five years (for new applicants).
National Certified Addiction Counsellor, Level II (NCAC II):
A national certification intended for professionals working within addiction
related disciplines who wish to demonstrate their specialised addiction treatment skills gained through years of supervised work experience and specific
undergraduate coursework.
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To qualify for the NCACII certification, one must meet the following criteria:
●● A Bachelor’s degree from an accredited college or university.
●● A current State certificate or license in an applicable profession.
●● A total of 450 contact hours of substance abuse education and training,
including six hours of ethics training and six hours of HIV/AIDS training.
●● Five years full-time experience or 10,000 hours of supervised experience as a substance abuse counsellor.
●● Evidence of Ethics and HIV/AIDS training/education received in the
past five years (for new applicants).
Master Addiction Counsellor (MAC): A national certification intended
for professionals working within addiction-related disciplines who wish to
demonstrate their specialised addiction treatment skills gained through years
of supervised work experience and specific graduate coursework.
To qualify for the MAC, one must have attended:
●● A total of 500 hours of education and training to include a Master’s
degree in the healing arts - counselling, social work, family therapy,
nursing, psychology, or any other humanitarian services.
●● A current State certificate or license in one’s profession, such as a Licensed Professional Counsellor (LPC) or a Licensed Social Worker
(LSW).
●● Three years of supervised experience - 2/3 of which must be post-master’s degree award.
●● Evidence of ethics and HIV/AIDS training/education received in the
past five years (for new applicants).
The participants also reviewed the applicability of NAADAC Certification
Examinations to the Kenyan scenario and suggested possible modifications.
Among the suggestions made was use of local names and examples so as to
fit within the context of the country. They were also tasked with reviewing
the NAADAC curriculum in a bid of contextualising it and providing relevant case studies.
The participants then began to develop the Kenyan Credentialing Process,
and came up with the following:
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Mission
To provide standards and credentials that ensure quality service delivery in
the prevention, intervention, treatment and continuing care of substance use
disorders.
Scope of practice
The following is the scope of practice: Ongoing treatment plan, Documentation
Case management, Clinical assessments, Clinical supervision.
Counselling Services include: Individual (relapse prevention), Family;
Group pharmacology, Relapse prevention); and Crisis Intervention); Client
education (HIV/AIDS, ADHD, relapse prevention); Discharge; Treatment
admission and Continuing care.
The performance evaluation and requirements for trainings were also developed. Listed below is what was agreed.
A. Pharmacology

15%

1. Definition of and its relationship to addiction
2. Drug classification
3. Addiction process
B. Counselling practices

50%

1. Client evaluation
2. Treatment planning
3. Counselling
4. Patient care
5. Education
6. Continuing care
7. Special issues/populations

International Journal of Prevention and Treatment of Substance Use Disorders

159

C. Theoretical base of counselling

25%

1. Addiction counselling
2. Human growth and development
3. Behaviour/cognitive/analytic theories
D. Professional issues

10%

1. Law and regulations
2. Ethics
3. Supervision
4. Research and outcome studies
Some of the participants in this training were privileged to form the Kenya
Certification Council for Addictions Professionals. Others are playing active
roles in government and private sector in the drug dependence field.
The second major step was undertaken from 10th - 15th July 2009. This was
the validation of certification examination for addiction treatment professionals in Kenya at Karen Holiday Homes; INL sponsored the event.
The facilitators were Shirley Beckett Mikell, Director of Certification and
Education NAADAC, Sara Lee, Senior Programme Analyst at Alvarez and
Associates and Dr. Henry Sallyann, President, Professional Testing Corporation (PTC).
The objectives of the forum were to have validation of the certification examination questions for addictions treatment professionals for Basic Level
and Level I; and to validate the Credentials targeting Professionals dealing
with SUDs in the country such as Psychiatrists, Pharmacists, Psychologists,
Counsellors, Nurses and Social workers.
It was resolved that basic level examination would involve 189 items which
were eventually worked to the following proportions: Pharmacology (25%);
Counselling practice (40%); Theoretical base (25%) and Professional issues
(10%).
The criteria for eligibility would be 150 hours of education/training, one
year of practical experience and 250 hours of supervision.
The examination would be referred to as basic level and would produce
technicians.7
Content areas include the following: screening/intake; Orientation; Pre-as160
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sessment; Contribute to Treatment plan; Case Management; Crisis; Education/group education; Documentation; Supervised skills such as individual
and group counselling; and Continuing Care.
It is worth noting that the Kenya system has since dropped the basic level
credentials since the national standards require minimum of a diploma for
the clinical positions. It is envisaged that those with lower qualifications can
enrol for other programmes such as the recovery coach that is currently being implemented by the International Centre for Certification and Education
of Addictions Professionals (ICCE).
Level I credentials on the other hand, would equip a Clinical Counsellor.
The criteria for eligibility is Diploma in one’s area of specialisation including 270 hours of training on drugs, three years of hands on experience and
2000 hours of supervised practice.
Level II credentials would produce department heads. The criteria for eligibility are a Bachelor’s Degree, 450 hours of education, five years full-time
and 3000 hours of supervision.
Level III credential would equip institutional managers/directors. The criteria for eligibility are a Master’s or Doctorate Degree, three letters of reference, 2000 hours of peer review for every three years of practice. Other
skills, knowledge and competencies in addiction treatment, extensive research, consultations and supervisions would be expected.
The third milestone in the process of development of certification in Kenya
was the Train of Trainers (TOT) which took place from 14-19 December 2009.
The facilitators were Cynthia Moreno, NAADAC Executive Director and
Shirley Beckett, NAADAC Director of Certification. 		
This training’s objective was to prepare a team of core trainers, (12) that
would soon be rolling out trainings to all parts of the country to not only
introduce the concept of certification but also train addiction professionals
on pertinent issues as learnt.
The thematic areas covered were as follows: Intake, Screening and Assessment; Referral; Treatment Planning; Documentation; Case Management;
Continuing Care and Discharge; and Ethics. For their practicum, the core
trainers held their first roll-out training from 15 - 27 February 2010 at NACADA’s Karen office. A total of 24 persons were trained.
TOT II was conducted from 10th - 18th May 2010. The topics covered during
the TOT are as follows: Counselling (individual, group and family); Client
education; Crisis management; and Clinical supervision.
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The second roll-out training (referred to as echo training in certain parts of
the world) was conducted from August 5th - 11th 2010 at NACADA’s Karen
office.
From 5 - 16 September 2010, TOT III, the final TOT, was conducted. It
covered pharmacology and also developed test items for levels II and III, in
preparation for the certification examination to be conducted in future.
The first Kenyan Certification Examination was conducted in 2012. A total
of 25 persons sat for the examination, with all of them scoring over 66%
which is the pass mark set by PTC. This was an online examination taken at
the Kenya Institute of Administration Computer lab.
The second certification examination was conducted in April 2014 at the decentralised sites in Nairobi (Kenya Institute of Administration - now known
as Kenya School of Government), Mombasa (Bandari college and Eldoret
(Eldoret Polytechnic) where 75% professionals were certified.
The third Certification Examination is slated for April 2015 at five different
sites: Nairobi, Mombasa, Eldoret, Kisumu and Nyeri. It is expected that 120
people will sit the exam. This will be undertaken in collaboration with the
Colombo Plan International Centre for Certification and Education of Addictions Professionals (ICCE). For one, this will be a cost-effective initiative
reducing the examination costs by nearly 50% to make it affordable. In addition, this will offer the candidates internationally-recognised credentials.
Finally, it will enhance the mutually-beneficial collaboration between the
Kenya Certification Council and the ICCE.
The certification process in Kenya has come a long way. It is now guided
by the Policy and Procedure Manual for Certification.9 It is hoped that other African countries, including other developing nations, will learn some
things as they develop their own processes. It is encouraging to note that African countries contemplate developing an African certification system and
are considering partnerships and mergers with an international certification
system. This will save on costs, time and sharing of experiences. Without
doubt, that will impact immensely on professionalisation of the addiction
treatment field in Africa and the world.
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Does your present job require you to develop, coordinate and implement
educational programmes to prevent substance use and other related risk behaviours in your school, workplace and community? Or, are you presently
working as a social worker, counsellor, peer helper or health staff in a drug
treatment and rehabilitation setting?
Do you know whether your current practices are science-based or evidence-based?
Do you aspire to be recognised as a professional in your field of expertise?
In other words, are you aiming to be credentialed in your professional work?
If so, we are sure that you have several questions that you would like to have
answers to.
Question 1: Which credentialing agency can help me achieve my aspiration
to be a certified Drug Demand Reduction Professional?
Answer: Have you heard of the International Centre for Certification and
Education of Addiction Professionals (ICCE) of the Colombo Plan? ICCE
was established in February 2009 as the training and credentialing arm of
the Drug Advisory Programme. In addition, ICCE has a prominent role in
the global initiative funded by the Bureau for International Narcotics and
Law Enforcement Affairs (INL), the US Department of State to develop,
expand, and professionalise the field of drug demand reduction.
With the status of an International Certified Education Provider of the United
States National Association of Alcohol and Drug Abuse Counsellors (NAADAC) and National Certification Commission of Addiction Professionals
(NCCAP), ICCE, through the assistance of NAADAC, has developed three
levels of credentialing for treatment professionals and two levels of credentialing for prevention specialists. In its effort to effectively manage the
certification examinations for these five levels, ICCE has contracted the services of the Professional Testing Centre (PTC), New York, USA, to manage
examinations for the various certification levels.
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Question 2: Is there an autonomous body to regulate the policy and standards in the credentialing of addiction professionals?
Answer: Yes. The ICCE Commission which consists of representatives
who are professionals in the field, policy makers from participating countries and education providers, meet twice a year to regulate the policies and
procedures for certification, approve the relevant training curricula for both
prevention and treatment, and enforce a set code of ethics for addiction professionals.
Question 3: What credentials are currently available? Do they cater for prevention and treatment?
Answer: Currently, ICCE has credentials for both prevention and treatment
practitioners. Basically, prevention professionals fall into two categories, i.e.
Prevention Specialists who implement prevention interventions and/or policies,
and Prevention Coordinators who coordinate and supervise prevention interventions in the community or country. ICCE is currently developing two levels
of credentials and certification examinations, namely, (i) Implementer Level
- International Certified Prevention Specialist I (ICPS I); and (ii) Coordinator
Level - International Certified Prevention Specialist II (ICPS II).
Interested candidates for the ICPS I or ICPS II are required to complete the
full UPC - 1 training series comprising nine curricula. If they so wish, they
may then proceed to take the endorsement examinations in any one of the
seven prevention tracks offered in the UPC - 2 training series. The figure
below illustrates the ICPS certification process.
On the other hand, the three levels of credentials and certification examinations available for treatment professionals are: (i) Basic Level – International Certified Addiction Professionals I (ICAP I); (ii) Clinical Level – International Certified Addiction Professionals II (ICAP II); and (iii) Advanced/
Master Level – International Certified Addiction Professionals III (ICAP III)
as shown in the figure below.
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Figure 1. Advanced/Master Level – International Certified Addiction
Professionals III (ICAP III)

In addition, ICCE also offers a credential named Recovery Coach (RC),
which is shaped after the Peer Recovery Specialist credential of NCCAP.
Endorsements related to Clinical Supervision will soon be made available
for those qualified at the Clinical Level.
Question 4: What kind of training should I attend to be part of the certification process?
Answer: Aligned with the two types of credentialing available, ICCE offers
two curricula, namely the Universal Prevention Curriculum for Substance
Use (UPC) for prevention specialists and the Universal Treatment Curriculum for Substance Use Disorders (UTC) for treatment professionals.
Prevention specialist candidates who are sitting for the ICPS l or ICPS ll
will be tested on the UPC - 1 consisting of the following: (i) Introduction
to Prevention Science (35 hours); (ii) Physiology and Pharmacology for
Prevention Specialists (20 hours); (iii) Monitoring and Evaluation of Prevention Interventions and Policies (35 hours); (iv) Family-based Prevention Interventions (32 hours); (v) School-based Prevention Interventions
(35 hours); (vi) Workplace-based Prevention Interventions (32 hours); (vii)
Environment-based Prevention Interventions (20 hours); (viii) Media-based
Prevention Interventions (20 hours); and (ix) Community-based Prevention
Implementation Systems (35 hours). For the Endorsement, certified ICPS 1
or ICPS ll prevention professionals can register for one of the seven tracks
contained in the UPC - 2, viz: (i) Monitoring and Evaluation Prevention
Specialist (100 hours); (ii) Family-based Prevention Specialist (140 hours)
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(iii) School-based Prevention Specialist (140 hours); (iv) Workplace-based
Prevention Specialist (130 hours); (v) Environmental Prevention Specialist
(110 hours); (vi) Media Prevention Specialist (115 hours); and (vii) Community-based Prevention Specialist (150 hours).
In comparison, treatment professionals candidates can start with the Basic
Level UTC comprising the following: (i) Physiology and Pharmacology
for Addiction Professionals (20 hours); (ii) Treatment for Substance Use
Disorders-The Continuum of Care for Addiction Professionals (35 hours);
Community Outreach (30 hours); (iii) Common Co-Occurring Mental and
Medical Disorders-An Overview for Addiction Professionals (20 hours);
(iv) Basic Counselling Skills for Addiction Professionals (35 hours); Psycho-education for Clients and their Families (30 hours); (v) Intake, Screening, Assessment, Treatment Planning and Documentation for Addiction Professionals (35 hours); (vi) Case Management for Addiction Professionals
(16 hours); (vii) Crisis Intervention for Addiction Professionals (16 hours);
and Ethics for Addiction Professionals (32 hours).They can also sign up for
the Intermediate/Clinical Level or the Advanced/Master Level, if they so
wish.
The UTC intermediate level is a set of 10 curricula, which is currently being
developed to provide a more comprehensive and theoretical foundation in
the clinical practice of substance use disorder treatment. It is a specialised
training that aims to provide an in-depth continuing education with the latest
information and skills-based activities to further enhance the capacity of the
treatment workforce and standardise the quality of care and and services
they provide for their clients.
The 10 curricula are as follows:
●● Curriculum 1: Pharmacology and SUD
●● Curriculum 2: Managing Medication Assisted Treatment Programmes
●● Curriculum 3: Enhancing Motivational Interviewing Skills
●● Curriculum 4: Cognitive Behavioural Therapy (CBT)
●● Curriculum 5: Contingency Management
●● Curriculum 6: Working with Families
●● Curriculum 7: Skills for Screening Co-occurring Disorders
●● Curriculum 8: Intermediate Clinical Skills (and Crisis Management)
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●● Curriculum 9: Case Management Skills and Practices
●● Curriculum 10: Clinical Supervision for SUD Professionals
Question 5: Apart from having continuing education hours, what are the
other eligibility criteria for certification?
Answer: Before a candidate can register to take the ICPS or ICAP examination, he/she must possess the required number of supervised working hours
as shown in the chart below.
Credential
ICPS I

ICPS Il

Eligibility Criteria
•

Supervised working experience of two years in the prevention field (3,000 hours), and possess a Bachelor degree, or

•

Supervised working experience of five years (7,500 hours) in
the prevention field, and possess a High School Diploma
Supervised working experience of five years (7,500 hours) in
the prevention field, and possess a Masters degree, or

•
•

Endorse-ment •
•

Supervised working experience of seven years (10,500 hours)
in the prevention field and possess a High School Diploma
One year working experience in the specialised prevention
track or 1,500 hours of supervised working experience
120 continuing education hours in any of the prevention track

•
ICAP l

Must possess the ICPS I prior to acquiring the endorsement
in a specialised track, such as school, workplace, family,
media, etc.
1 year of full time or 1,500 hours of supervised work experience,
High School education, 120 contact hours of education

ICAP ll

2 years of full-time or 3,000 hours of supervised experience,
Bachelor degree, 240 contact hours of education

ICAP lll

5 years of full-time or 8,000 hours of supervised experience,
Masters degree, 500 contact hours of education

RC

1 year of supervised work experience in substance use disorders,
High School education,100 contact hours of education
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Question 6: How do I get to attend the UPC/UTC training courses?
Answer: For the purpose of preparing yourself to take the ICPS and ICAP
examinations, you have two options, i.e. either attend echo trainings which
are fully funded by the host organisation(s) in your home country and conducted by national trainers; or attend Cost-Sharing Initiatives (CSIs) where
ICCE will provide the training package and trainers’ expenses, while you, as
the participant will cover your own travel and accommodation expenses as
well as registration fees to cover the training materials provided. CSIs can
either be conducted by regional trainers, or a combination of both regional
and national trainers. The training period for each training cycle which covers two curricula of either the UPC or UTC, is usually between eight to nine
days, but can be shortened where necessary.
Question 7: How are the certification examinations conducted?
Answer: Certification examinations can be conducted either as a pencil-and-paper examination, or online. The ICCE has upto date conducted
four pencil-and-paper examinations for the ICAP I, ICAP II and ICAP III in
Jakarta (twice), Bangkok and Johor Bahru, as well as four online examinations in Chennai (twice), and Colombo and Kenya (five centres).
Question 8: How is the credentialing process done?
Answer: The credentialing process can be summarised in 12 simple steps
below:
Step 1: Attend UPC/UTC training.
You will need to complete the required number of training cycles for the full
curriculum.
Step 2: Accumulate an adequate number of continuing education and training hours.
Upon completion of each training cycle, you will receive a Certificate of
Completion for the two curricula with the stated number of continuing education and training hours.
Step 3: Obtain the required number of supervised working hours.
Check with the ICCE Examination and Certification Coordinator the required number of supervised working hours for each certification level.
Step 4: Complete the ICCE application form and provide all required information.
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Contact the ICCE Examination and Certification Coordinator for the e-copy
to be emailed to you, and return the completed form.
Step 5: Send all forms to ICCE along with the examination fee
The examination fee of USD 100 has to be bank transferred to the ICCE for
processing.
Step 6: Receive confirmation of qualification/eligibility for examination
from the ICCE
The ICCE Examination and Certification Coordinator will contact you about
your eligibility to sit for the examination together with the examination details.
Step 7: Sit for examination
You will be informed of the date, time and venue of the examination. Present
yourself on the examination day, and sit for the examination that you have
registered for.
Step 8: Receive detailed examination results from ICCE
You will be notified of your results at least one month after you have sat for
your examination.
Step 9: If you pass, receive credential and are encouraged to display credential after your name
Congratulations! You are now a certified drug demand reduction professional.
Step 10: If you fail, you can try again by repeating Step5.
Do not despair! You can always try again.
Step 11: Now that you are an addiction professional, you must always conduct yourself as a professional adhering to the Code of Ethics
You will need to abide by the Code of Ethics that you read and signed before
you sat for your examination.
Step 12: Renew credential every two years – with 40 continuing education
hours and renewal fee
Contact the ICCE Examination and Certification Coordinator of your renewal and bank transfer USD 100.
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Question 9: Are the credentials of ICCE recognised in other countries?
Answer: Yes. As ICCE currently has certification training initiatives in 40
countries, the credentials offered are the same. Hence, an addiction professional with an ICAP I credential in Indonesia will have the same level of
knowledge, skills and competence of another addiction professional with
the same credential in the Philippines. NCCAP in USA will recognise the
credentials of ICCE and thus this reciprocity does facilitate addiction professionals to move from one country to another.
So, now that you have got all the answers you need, hesitate no longer! Become a member of the family of internationally credentialed drug demand
reduction professionals! Be a professional in your field of expertise.
If you need further information, visit the Colombo Plan website at www.
colombo-plan.org/icce or email icceinfo@colomboplan.org
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