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EFFECT OF FAMILY COUNSELING ON FAMILY FUNCTIONING IN AMILIES
OF ADOLESCENT METHAMPHETAMINE ABUSER
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ABSTRACT

This quasi-experimental study aimed to determine the effect of family
counseling on family functioning in families of adolescent methamphetamine abuser.
The conceptual framework of this study was derived from the Brief Family Therapy
(BFT). The McMaster Model of Family Functioning (MMFF) was used to describe
family functioning. The purposive samples were comprised of 26 families of
adolescent methamphetamine abuser recruited from the families who attended San
Sam Pan Chaw Wang Clinic, Wang Sam Mo Hospital, Udon Thani Province, from
November 2002 to November 2003. The samples were divided into two groups, the
experimental group comprised 16 families and the control group comprised 10
families. Each family in the experimental group received family counseling once a
week at least 60-90 minutes per session consisting of developing rapport, contract,
discussion, and homework in 6 sessions during 6 weeks from family to family, which
were created by the researcher. The family counseling guideline was validated by five
experts in area of family counseling and therapy. Data of family functioning were by
Chulalongkon Family Inventory (CFI). The pretest and posttest were taken at the first
session and the last session respectively. Data were analyzed using Descriptive
statistics and Analysis of Covariance (ANCOVA).

The result showed that the mean score family functioning of adolescent
methamphetamine abuser in the experimental group after receiving family counseling
was statistically significantly different than the control group (p<.001), and the mean
score family functioning of parents in the experimental group after receiving family
counseling was statistically significantly different than the control group (p<.001).
Therefore, the effect of family counseling could confirm to improve family
functioning in families of adolescent methamphetamine abuser.
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CHAPTER1

INTRODUCTION

Background and Significance of the Problem

The drug situation in Thailand during 2000/2001 remained serious since the
epidemic of drugs, especially methamphetamine (Office of the Narcotics Control
Board, 2001:15), Young people and students have become the main users of
methamphetamine for the past few years, and the drug epidemic in schools had been
worse since the number of student drug dealers had increased (Office of the Narcotics
Control Board, 2001:15). Main abusers were young people aging between 13 — 17
years old (Office of the Narcotics Control Board, 2001: 21). And the age groups
between 15 — 19 years old were the largest group of first time users and the 20-24
years old age group came in second (Office of the Narcotics Control Board, 2001:
56). The Narcotics Control Division, department of Medical Sciences, Ministry of
Public Health randomly conducted urine tests among teenage students in 69 provinces
and found traces of methamphetamine usage in 55 provinces (79.7%). Regarding the
numbers of students who showed positive urine test, it was found that there were
1,375 out of 118,375 students (1.16%). When this figure was analyzed in detail, it was
found that there were severe local problems in certain areas. In 1993, the number of
methamphetamine users was 200,000 persons and approximately increase to as much
as four to five times. In 1997, the statistics from the Office of the Narcotic Control
Board indicated that 57,000 out of 110,000 drug dependents were juveniles and
youths and this number was on rise. In 1999, about 200,000 students were found by
survey to be involved with methamphetamine (Office of the Narcotics Control Board,

2001: 21).
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In 2001, the number of drug addicts attending in the treatment centers
increased from 38,044 patients in 1999 to 41,746 patients in 2000. Among this
number, addicts comprised 39,571 male patients and 2,162 female patients (Office of
the Narcotics Control Board, 2001: 56). In addition, it has spread to youngsters who
are influenced by peers and entertainment venues. Current evidence clearly shows that
methamphetamines have spread widely to young people inside and outside
educational institutions and the numbers of teenage users have been increasing each
year. Teenagers are the future resource of this country. If these great human resources
become addicted to drug, the future of the nation is at risk.

Substance abuse in childhood and teen years may be related to family
condition such as uncertainty of family status, lack of love, family violence, weaken
family system, and broken family members’ relationship (Suwanpatikorn, K., 2001:
1). A variety of family relationship characteristics have been found strongly correlated
with adolescent drug abuse (Lewis, R.A. ed. 1991: 30). Family factors are family
structure, functioning, and parental substance use. Family functioning variables
associated with increased risk included poor relationship with parents (Bukstein, O.G.
1995: 60, Infante, M.R. 2000: 8), inconsistent family management practices, unclear
expectations for behavior, lack of, or inconsistent discipline, low parental educational
aspiration, poor monitoring of behavior, excessive punishment, hostile environment,
family conflict, and poorer parent-child interactions, poor parent-child relationship,
low economic status and disadvantage (Gilvarry, E. 2000: 59).

Drugs abuse can play many roles in a family system, as a catalyst for violent
or abusive acts, as an excuse for the violence and abuse, and as a defensive response
to violence and abuse. Cycles of violence and drug abuse often recur across
generations with one family member’ s drug abuse causing direct or indirect
emotional and physical harm to other family members. Dysfunctional family
interactions resulting from the family’s response to the drug problem can deeply scar
family members’ growth and development. The effects of methamphetamine abuse on
family systems are financial/job-related, when the family member becomes less
reliable and less efficient at work, missing more days of work. The person may
experience feeling of guilt, depression, and other stress-related illnesses. Isolation

from the community, the family becomes increasingly isolated from its previous
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community of extended family, friends, and social clubs (Office of the Narcotics
Control Board, 2001: 59). However, family contract is fulfilled when standard
patterns function smoothly, producing a relatively happy, flexible family. When the
contract is not fulfilled by virtue of disrupted patterns, such as happens with chemical
dependency, individual and family goals become incongruous. The family become
unhappy and adopts a rigid dysfunctional pattern of relating to each other and to the
outside world. Drug abuse can interfere with family relationships and divert that
person and, in turn, the family away from the initial family contract.

Thus, substance-abusing adolescents experiencing inadequate family structure
and functioning will be at a serious disadvantage with regard to recovery, these likely
to be enhanced if family functioning can be improved. Healthy family and functional
family usually positively influence both health and lifestyle of their members. In
contrast, dysfunctional family systems, physical expressions of love and affection are
either absent or used to deny and obliterate individuation or conflict. Anger about
interpersonal conflicts is not expressed directly unless it erupts in explosive violence.
However, anger about drug use and denial of it is expressed quite frequently and is
almost always counterproductive (Kaufman, E. 1996: 522). Then family-oriented
therapies have received the most attention in clinical research. The therapist who is
able to engage the family in appropriate parts of the program while maintain the
family’s trust and optimize the change of a successful recovery (Obert, J.L. ed al.
2000: 159). One of several theory-based models of family therapy shown to be
efficacious in improving parent-adolescent relationships is structural-strategic family
therapy. The most effective elements of structural, strategic, functional, and
behavioral family therapies are to change family systems into healthier environments,
to stem the current methamphetamine abuse by adolescents and to prevent the
development of drug abuse by younger siblings. The relationship between family
health and individual health are multivariate and complex. Just as individuals must
assume increased responsibility for their own health status, families must assume
similar responsibility for their family system as a whole (Suwanpatikorn, K., 2001: 2).
Therefore, it is seemed necessary that the structure and function of family should be

studied and promoted.
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In order to deal with the drug problem more efficiently, the Royal Thai
Government issued the Prime Minister’s Order No. 119/B.E. 2544(2001) on 31* May
2001. The main objective was control illicit drugs, treat drug addicts, and prevent
drug abuse. The government has assigned the Ministry of Public Health to deal with
drug problems by treating drug addicts. Treatment and rehabilitation programs will be
improved to serve all kinds of addicts sufficiently (Office of the Narcotics Control
Board, 2001:11). Methamphetamine creates both physical and psychosocial problems
for adolescents who are addicted to it. Then, the intervention approaches are many
different approaches to treating addicted individuals. No single treatment was
appropriate for all individuals, and no one philosophy suggests the perfect treatment
approach (Perfar, F. 2000: 7). Recently intervention approach use several tactics to
prevent causes of addiction. These causes are usually physical, mental and social
factors. The specific intervention approaches include pharmacotherapy and behavior
treatment. Behavior treatment includes group psychotherapy and group counseling,
therapeutic community, self-help group, and family therapy and counseling. The
emphasis has been placed on four target groups including school-based groups,
community-based groups, workplace groups, and special group (Office of the
Narcotics Control Board, 2001: 51).

Through the years, many substance use disorder treatment programs have
worked with family members in component called family-based therapy, family-
centered therapy, or simply family therapy. They reflect that family-based
interventions work at the level of family change (e.g., parenting practices, family
environment, problem solving) and also aim to account the psychosocial
environments in which the adolescent lives. Some family-focused interventions
assume that information about the 12-Step philosophy, delivered in the context of
family treatment, is sufficient to affect the substance-using behaviors of the
adolescent. The most family-based therapies, assume that the interaction within the
family and between important family members and other extrafamilial individuals is
critical to making change. Data support the link between changes in central aspects of
family functioning and changes in the substance-using and problem behaviors of the
adolescent (Schmindt et al., 1996: 17). The process included four phases in Brief

Family Therapy from literature review is focused on the presenting problem as
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clarified by goals constructed during the initial sessions. Further sessions center on
the effect of the intervention given in the previous session as well as any change or
exceptions that occur in the time between sessions. These studies have been
conducted in research-based setting, not within existing community-based programs.

The area of community health nursing that closely works with families in the
community especially Community Psychiatric Nurses who are in a strategic position
to maintain, promote, and protect health of populations both now and in the future. In
Wang Sam Mo Hospital, the intervention approach use therapeutic camp program 7
days and 6 nights included self-analysis, knowledge of illicit substances, impact of
substance abuse on affects physically, mentally, family, society and country, group
counseling, therapeutic community, self-help group. The end of program, therapeutic
send invitation letters to family members (father and/or mother) of patients to
participate in a one-day participatory meeting to provide social support. That not
enough to improve family functioning and turn reduced adolescent used to fight a
family members drug abuse. Since then more recent research has revealed that
systemic (family-systems centered) drug interventions and treatments are effective in
getting family members off drugs and keeping them off. In contrast, if adolescents are
treated individually and their family systems are not changed, adolescents may return
to their homes and resume the same roles which earlier fostered their addictive
behaviors (Lewis et al., 1991: 30).

Because of the economic limitations of patients and clinic helped press for an
intervention package that was time-limited and cost effective of family therapy at
above, the researcher is interested in creating a family counseling for the families of
adolescent methamphetamine abuser who lived in community with applied the Brief
Family Therapy Model to improving family functioning and family relationship and
turn reducing adolescent methamphetamine abuser. This will emphasize efficiency
and the quality of adaptability so that it can be applied in community service centers

which different problems and different environments.
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Research Questions

Do the family functioning in families of adolescent methamphetamine abuser

who receive family counseling differ from those who don’t?

Research Objectives

1. To compare the difference of family functioning mean score between
adolescent methamphetamine abuser who received family counseling and those who
not received family counseling by controlling the pre-test.

2. To compare the difference of family functioning mean score between
parents of adolescent methamphetamine abuser who received family counseling and

those who not received family counseling by controlling the pre-test.

Research Hypothesis

1. Adolescent methamphetamine abuser who received family counseling have
higher family functioning mean score than who not received.
2. The parents of adolescent methamphetamine abuser who received family

counseling have higher family functioning mean score than who not received

Scope of the Study

This study aims to study the effect of family counseling on family functioning
in families of adolescent methamphetamine abuser focused on problem solving,
communication, roles, affective responsiveness, affective involvement, behavior
control, general function and total. Populations were adolescent methamphetamine

abuser and their parents who lived in Wang Sam Mo District, Udonthani Province and
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attend at San Sam Pan Chaw Wang Clinic ; Wang Sam Mo Hospital during
November 2002 to November 2003 .

Expected outcome and benefit

1. To create the pattern of family counseling to improve family functioning

in the families of adolescent methamphetamine abuser.

2. To expand the role of psychiatric nurses in a community to do substance
abuse treatment program and prevention program in the areas of mental health

promotion and psychological illness prevention.

Definitions of Variables

Family Counseling means the intervention with families of adolescent
methamphetamine abuser by application of the Brief Family Therapy (BFT) help
family members to change family systems into healthier environments. These is
intended to decrease familial resistance to drug treatment, redefine drug use as a
family problem; establish appropriate parental influence; interrupt dysfunctional
sequences of behavior; assess the interpersonal function of drug abuse; implement
change strategies consistent with the family’s interpersonal functioning; and provide
assertion training skills for adolescent and parents. This process included four phases:

joining, implementation, facilitating/monitoring, and termination.

Family functioning means family members’ activities in everyday life

including of 7 domains:

1. Family problem solving refer to ability of family functioning in
resolving the family problems sufficiently well to maintain effective family

functioning.
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2. Family communication refer to how, and how well of the family
member to exchanges information and affection; also whether communication is clear
or masked, direct or indirect.

3. Family roles refer to how clear and appropriately roles are defined, how
responsibilities are allocated and accountability is monitored in order to sustain the
family and support the personal development of its members.

4. Affective responsiveness refer to the family’s ability to respond to a
given situation with the appropriate quality and quantity of feelings.

5. Affective involvement refer to the extent to which the family shows
interest in and values the particular activities and interests of its members.

6. Behavior control refer to the pattern the family adopts for handling
dangerous situations, situations involving social interactions within and outside the
family, and for satisfying members’ psychobiological needs such as eating, sleeping,
sex, handling of aggression, and so on.

7. General Functioning refer to the provisional basic family task such as
food, clothing, shelter and money, provision of nurturance and support for the
children, life skill development for the adult as well as the children.

It was measured by Chulalongkorn Family Inventory (CFI) (Trangkasombut,
U. 2540).



Fac. of Grad. Studies, Mahidol Univ. M.N.S. (Psychiatric and Mental health Nursing) / 9

CHAPTER II

LITERATURE REVIEW

To study effect of family counseling on family functioning in families of
adolescent methamphetamine abuser; the review of theoretical and empirical literature
was organized into four major parts: 1) Knowledge of Methamphetamine Abuse and
Addiction, 2) Family with Adolescent Substance Abuse, 3) Family Functioning, and
4) Family Counseling and Therapy.

Part I: Knowledge of Methamphetamine Abuse and Addiction

Methamphetamine (MA) is a central nervous system stimulant that produces
intoxication through the increased stimulation of dopamine and norepinephrine
receptors in the brain (Anglin, et.al, 2000: 137). MA is generally conceptualized as 3
chemical substances including: 1) Amphetamine Sulfate or Benzedrine, 2)
Methamphetamine, called meth, speed, crank, crystal, and ice and 3)
Dextroamphetamine or Dexedrine Obetrol. In Thailand, these three types of
substances are found in amphetamines as well as other substances such as Ephedrine,
Caffeine, Pemoline Theophyllin, Penpropotex, and others (Bureau of the Committee

for Control of and Against Drug Addiction, 1996. Cite in Yuttatri, P., 2001: 28)

Definition and types of Methamphetamine

The Narcotics Control Board described methamphetamines as a kind of drug
that stimulates the central nervous system which functions in the storage of memory
and thinking, controls movement and physical balance. The medical utility is in the

treatment of disorders of depression and narcolepsy.
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The Division of Cosmetics and Hazardous Substance, department of Medical
Science describes “YA BA” or “YA MA” as a drug which stimulates the central
nervous system. The major derivatives are methamphetamines (Narcotic drug type 1)
in accordance with the Narcotics Act, B.E. 2522 (1997). Ephedrine (drug substance
type 2) is also included, in accordance with the Psychogenic Substance Act, B.E.
2518 (1976).

“YA BA” means a narcotic drug substance which is a central nervous system
stimulator in accordance with the Narcotics Act. Initially the drug inducts alertness
and decreases the sense of fatigue. Methamphetamines are popular among groups that

want to increase their physical stamina and endurance.

Methamphetamine has several forms, trademarks and colors. Not only round
white tablets with the head of a horse but also in color of orange, brown, purple, blue,
cream, yellow and pink. Methamphetamine forms include powder, liquid, capsule,
heart-shaped and in triangles, Trademarks include M, U, %, 66, 99, 44, Sp, k on one
side or both sides of the methamphetamine tablet (Aiamma, C., 2001: 20)

Essential chemicals and precursors of methamphetamines include: ephedrine,
caffeine, theophylline, fenethylline, amphetamine, phenazone, fenfluramine,
dextromethorphan, pemoline, benzocain. Presently, 99 percent of amphetamines use
methamphetamine in their production. On the other hand, a total weight of one
amphetamine tab is 60 to 120 milligrams (0.06-012 grams) and the content of
methamphetamine is 18-48 milligrams (0.018-0.048 grams) or 30 to 40 percent.

In Thailand, it was found that methamphetamine had been used since 1957 by
hard-working manual workers. When it was deemed an illegal drug by the Narcotic
Drug Laws B.E. 2465(1922), the widespread 1988, most methamphetamines were
sold in the black market. Methamphetamines have been used among hard-working
laborers, night-shift workers, and students, and thus have become widely used in
educational institutes from 1922 to present time. Finally, the definition of
Methamphetamines are narcotic drug substance which a central stimulator. It is a
synthesized illegal drug. The essential precursor is Ephedrine for producing
methamphetamine hydrochloride. The manufacturing process involves mixing the

essential precursor with some chemical agent such as Thionyl Chloride, Palladium
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and Sodium Acetate. The concentrated methamphetamine is a white crystal form is
mixed with several chemical substances to increase the quantity of drug and produce

methamphetamine tablets.

Effects of Methamphetamines

Methamphetamine can be injected, smoked, snorted, or ingested orally. The
timing and intensity of the “rush” that accompanies the use of MA, which is a result
of the release of high levels of dopamine into the brain, depend in part on the method
of administration. The effects are almost instantaneous when MA is smoked or
injected; they occur approximately five minutes after snorting or 20 minutes after oral
ingestion (Anglin, et.al, 2000: 139). People who used 20 mg to 30 mg of
methamphetamines a day have the physical effects; loss of appetite, tremor of the
hand, talkativeness, excitability, nausea, high blood pressure, abnormal heart rhythm,
insomnia, heavy respiration, diarrhea or constipation, dry mouth, alertness and
irritability, enlarged pupils, heavy smoking.

Mental effects (Anglin, et.al, 2000: 139). that have occurred after sustained
methamphetamine use include increased anxiety, insomnia, aggressive tendencies,
paranoid schizophrenia, visual hallucination and persecutory delusions. These mental
effects can occur when methamphetamine use is 50 mg per day for three days. When
methamphetamine addicts do not use methamphetamine, they often have withdrawal
symptoms such as extreme exhaustion, muscle pain, abdominal pain, vasomotor
disturbance, restlessness, or become violent, depressed or suicidal. Further, increasing
drug dose can lead to toxic effects such as pallor, high fever, high blood pressure,
uncontrolled talking, nausea, vomiting, convulsion, coma and death. Kalechstein
(2000) suggested that the current research has indicated that methamphetamine
dependence is associated with deficits in selected neuropsychological domains,

including learning and memory, and executive systems functioning.

Research related to methamphetamine use

Research on narcotic drug has been developed continuously. Every year,

ONCSB initiates project in order to study about drug related issues. Bray (2001) was
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review significant research findings on adolescent substance abuse found that there
has been a sharp recent resurgence in adolescent drug use. Biological factors,
including genetic and temperament characteristics, as well as family environment
factors, are emerging as important etiological variables. Comorbidity with other
psychiatric disorders, particularly with conduct disorder, is frequent and complicates
treatment. Among treatment modalities, family-based intervention has received the
most study.

Sureeyamani, C.K. (1996: a-b) studied the factors which affect repeat
amphetamine use among teenagers using a questionnaire to collect data. There was no
difference in factors in the second, third, fourth or fifth uses. The factors that affected
to repetition of amphetamine use was residence in an amphetamine using area, peer
persuasion, social unacceptance and a feeling of loneliness.

Yuttatri, P. (2001: 114-142) evaluate the effects of the relapse prevention
program for teenagers at Thanyarak Hospital. The findings revealed that this program
had effects on developing self-control and maintenance of methamphetamine

abstinence to early full remission.

Part II: Family with Adolescent Substance Abuse

Adolescent is defined as the life stage between childhood and adulthood.
Though this period is often described as including the time from the onset of puberty
to the late teen years, Arnett describes adolescence as puberty to the early 20s,
adolescence i1s viewed as the “time from the beginning of puberty until adult
responsibilities are taken on”. Erikson proposed eight stages of human development
namely: oral sensory, muscular-anal, locomotors-genital, latency, puberty and
adolescence, young adulthood, adulthood, and maturity respectively. Compared to
other life stages, adolescent is a period characterized by on a amplified capability for
behaviors that have potentially dangerous outcomes. Adolescent is a period of great
physical, psychosocial, emotional, and cognitive changes. It is most commonly
described as a time of experimental behavior, independence from parents and

importance of being a part of a peer group. This phenomenon of increased risk-taking
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are behaviors such as minor criminal activity, sexual activity, reckless driving,
problem gambling, alcohol consumption, and drug use.

Substance use disorders in adolescent are associated with many problems,
including poor academic performance, increased rates of school dropouts, juvenile
delinquency, sexual promiscuity, early pregnancy, impaired driving, family
difficulties, strained relationships with family and friends, and mental health concerns
including depression and suicide (Gilvarry, 2000: 62). However, some youth are a
higher risk than others. It has also been suggested that participation in many risk-
taking activities during adolescent could stem from a host of risk factors either
inherent in adolescent’s personality, evident in interpersonal relationships or apparent
in the surrounding environment.

This area of research has exploded in recent years as the health of adolescent
is in great danger as a result of participation in these and other risk-taking behaviors.
Weinberg et al. (1998) are review and synthesize the recent scientific adolescent
substance abuse there has been a sharp recent resurgence in adolescent drug use. The
changes in adolescent individuation were related to either increases or decreases in
substance abuse. Biological factors, including genetic and temperament characteristics
of adolescent includes low assertiveness, low self-efficacy, low self-esteem, low self
and social-confidence, as well as low external locus of control have been linked to
substance abuse. As well as family environment factors, are emerging as important
etiological variable. Further research is needed, particularly on the significance of
comorbid conditions and on individualized and effective treatment approaches.

These risk factors are often placed into three broad categories: psychological,
interpersonal and contextual. In items of psychological factors are as noted above.
Interpersonally, adolescence from families where a great deal of conflict is present are
more likely to develop substance abuse problems. Finally, it is important to examine
contextual factors evident in the lives of adolescents. These may include the
community’s attitudes towards risk-taking, the degree to which laws governing such
behaviors are enforced, access to drug use.

In this sequence, adolescents first try substance that are legal for adults-
alcohol (beer and wine) and cigarettes. Beer and wine precede the use of hard liquor

or spirits. The use of alcoholic beverages precede the use of marijuana, followed by
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other illicit or “hard” drugs, such as opiates and stimulants. The progression along this
sequence may have important modifications or alternatives along gender lines. While
progression to illicit drugs among men is dependent upon prior use of alcohol, among
woman either cigarettes or alcohol is a sufficient condition for progression to
marijuana (Bukstein, O. G. 1995: 55-57)

Drug abuse and dependence do not occur in isolation; they afflict a particular
member of a specific family living in community that is part of a larger society
(Kaufman & Kaufman, 1992; 34). The growing number of addicts in the last 10 years
is a result of many interwoven determinants. It is frequently difficult to find which
factor is primary. However, the most important causes over the part decade are
societal, involving community and familial dysfunction.

While these changes are occurring, families may be facing additional
developmental transitions. These transitions may raise new problems and worries:
health problems, increased dependency on the family or death of grandparents each
illustrate one set of potential problems. Parents may be facing individual mid-life
transitions. The accompanying changes can lead to additional stress within the family,
while the family is preparing to launch its adolescent. On the other hand, dealing with
the erratic moods and behaviors of the adolescent may provide a welcome distraction
from these larger, sometimes overwhelming, changes facing the family.

All behaviors in a family system are regarded as uniquely determined by the
operation of restraints. Methamphetamine abusing behavior is no exception.
Adolescent methamphetamine abuse is often associated with other or broader
behavior that is considered, unacceptable, and it is helpful to see both in the wider
interactional context. In adolescent problems a pattern that involves irresponsible
behavior serving as an invitation to super-responsible behavior which in turn invites
more irresponsible behavior, is often a useful framework to apply.

Parent and family factors very in importance at different stages of the
substance involvement sequence. The following is the parent and family factors:

- Parent substance use

- Parent beliefs/attitudes about substance use

- Parent tolerance of substance use/deviant behavior

- Lack of closeness/attachment with parents
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- Lack of parental involvement in child’s life

- Lack of appropriate supervision/discipline

Family factors correlated with adolescent drug use, not necessarily in order of
importance, include:

1. Relative lack of parental supervision, less involvement and control, and low
familial gold-directed behavior

2. A weak parent-child mutual attachment

3. Conflictual parent-child relationship

4. Intrafamilial tension and conflicts in adolescent

5

. Parental and sibling tolerance of deviant, illegal, or unconventional

6. Parental and sibling deviant, legal or illegal drug behavior

7. Parental and sibling unconventionality, aggression, or social isolation

8. Parental psychopathology or poverty

9. Parental divorce, death, or abandonment

The effects of parental substance abuse in increasing the risk of adolescent
substance use many be due to both general parental impairment and poor role-
functioning, and a more specific effect through a history of parental substance abuse
(Chassin, Rogosch, & Barrera, 1991 cited in Bukstein, O. G. 1995: 60). Baumrind
(1983) and Reilly (1979) note that as for parent-child interactions, lack of closeness
and lack of involvement in the adolescent’s activities were previously noted to be
antecedent to adolescent use. Parenting styles are also implicated as predictor with
lack of conventionality, family disruption, negative communication patterns, lack of
or inconsistent behavioral limits, and lack of anger control as characteristics of
families with adolescent substance users. Positive parent-child relationship, parent
involvement with children’s activities, and strong child-parent attachment appear to
limit or even discourage adolescent initiation into substance use (Wechsler & Thum,
1973; Jessor &Jessor, 1977 cited in Bukstein, O. G. 1995: 61). The effects of
substance abuse result in adaptive changes at all systemic levels and reflect an
imbalance in the functioning in the total family system (Bowen, 1978 cited by Haber,

In Naegle & D’Avanzo, Eds., 2001: 315). It is evident that there are interrelated
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alterations in management of feelings, role structures, communication, and need
fulfillment within the family system (Haber, In Naegle & D’ Avanzo, Eds., 2001: 315).

Although there are a variety of family approaches, they have common goals:
assistance in limit setting, improvement in family communication, education about
drugs and alcohol and their consequences, parent management training, and improved
family functioning. The paucity of family research studies with adolescent abusers,
recent research continues to illuminate family clustering and familial factors
mediating vulnerability to drug abuse. In particular, assortative mating by drug
abusing parent is both common and a great risk for substance abuse in offspring
(Merikangas et al., 1992). Parental psychopathology (e.g., maternal depression and
anxiety) is also associated with offspring SUD (Merikangas et al., 1992). The
mechaniisms by which these risk factors exert their influence remain under study;
besides genetics, possibilities include parenting styles, family stress, child
victimization, other biological contributors, and the interactions among these
(Weinberg, N., 1998: 255).

Chatsupakul, J.(2001) study problems and needs of families and YABA
addicted repeat treatment adolescents found that the most significant problems of
adolescents was declination from families in characteristic of families often asked
them about whether they reuse yaba, remember of families looked find faults and
families often complained, the significant needs was mental needs in characteristic of
getting good jobs, trust and reason speaking from families. This study suggests that
nurse counselor must emphasize families and adolescent perceived understand and
accept problems and communication skill in families and promote them to search

guideline solving problems together.

Part I1I: Family Functioning

Family Functioning
Family functioning refers to the routine activities of daily living, such as
eating, sleeping, preparing meals, giving injections, changing dressings, and so forth

(Wright, L.M., 2000: 129). The various components of family functioning, the
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important dimensions of family functioning were about communication, problem-
solving, roles and coalitions, affective responsiveness and involvement, and behavior
control (Glick, 1., 1987: 141).

The McMaster Model (Epstein, Bishop, & Baldwin, 1982 cite in Goldenberg,
L., 1996: 353) focuses on those dimensions of family functioning selected, on the basis
of research, as having the most impact on the emotional and physical well-being of

family members. In particular, attention is focused on current functioning in three

areas:

L Basic task area: how the family deals with problems of providing food,
money, transportation, shelter.

II. Developmental task area: how they deal with problems arising as a
result of changes over time, such as first pregnancies or last child
leaving home.

III.  Hazardous task area: how they handle crises that arise as a result of

illness, accident loss of income, job change, and such.

A family’s difficulty in coping with these three task areas is especially
indicative of a propensity to develop clinically significant problems. Family tasks
(Glick I D, 1987: 59-74) are included: provision of basic physical needs, development
of marital coalition, personality development of offspring, and development of sibling
coalition.

1. Provision of basic physical needs: food, shelter, and clothing. Middle-class
therapists treating middle-class families may at time overlook the essential life-
maintaining tasks of family group. Those who have come into contract with family
systems for which these basic have not been provided become much more aware that
there is a fundamental biological requirement for all families.

2. Development of marital coalition: this term implies that the spouses have
been able to loosen their ties appropriately from their families of origin and have been
able to develop a sense of their own individuality and self-worth. Marriage is not
merely a joining together of two individuals; it is also a distillation of their families of
origin, each with its own experiences, history, life style, and attitudes.

3. Personality development of offspring: families are thought of as crucial in

socializing offspring in relation to a particular culture. The degree to which parents
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are physically responsible for determining the outcome of the nature of their children
varies from one culture to another, as well as from one family and one offspring to
another.

4. Development of sibling coalition: the history of developmental theory has
largely neglected the role of siblings in families. There has been greater emphasis on
dysfunctional than functional relationships.

To treat families, must understand not only how families function, but also the
development of dysfunctional. To further complicate matters and “being different”

dose not mean bad, or dysfunctional.

Functional Family

The functional family in the McMaster model is seen as having good problem-
solving skills. The optimal family has clear and direct communication, through
effective role assignment and fulfillment. Members of a functioning family have the
ability to respond to a range of stimuli with the appropriate quality and quantity of
feelings (affective responsiveness skills. The optimal family has clear problem-
solving) and show empathic interest in the activities of other family members
(affective involvement). Finally, the effective family is seen as controlling the
behavior (behavior control) of its members in physically dangerous
situations.

The McMaster Clinical Rating Scale probes family functioning in six crucial

areas:

1. Family problem solving: the ability to resolve problems sufficiently well
to maintain effective family functioning.

2. Family communication: how, and how well a family exchanges
information and affect; also whether communication is clear or masked,
direct or indirect.

3. Family roles: how clear and appropriately roles are defined, how
responsibilities are allocated and accountability is monitored in order to
sustain the family and support the personal development of its members.

4. Affective responsiveness: the family’s ability to respond to a given

situation with the appropriate quality and quantity of feelings.
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5. Affective involvement: the extent to which the family shows interest in
and values the particular activities and interests of its members.

6. Behavior control: the pattern the family adopts for handling dangerous
situations, situations involving social interactions within and outside the
family, and for satisfying members’ psychobiological needs such as eating,

sleeping, sex, handling of aggression, and so on.

Dysfunctional Family

In the McMsatr’s model of family functioning, psychopathological families
are likely to exhibit

1. Poor problem solving.

2. Masked and indirect communication

3. Inadequate family functions (or the allocation of an accountability around
family functions are not maintained).

4. Affective responsiveness is on a very narrow range involving only one or
two affects.

1. The amount and quality of affect responsiveness is distorted (given the
context, affective involvement that is symbiotic or, in the other extreme, the lack of
involvement).

2. Behavior control that is chaotic rather that flexible.

Dysfunction of family relationship system can lead family members especially
adolescents to use the illicit substances and addiction (Trangkasombat U, 1999: 267-
269). There are several ways an adolescent’s drinking/drug abusing problem may be
viewed by the family, given the confusion of roles and rules we have so far described.
The adolescent may be seen as showing the family a ritualized behavior understood
by the family as coming of age. In families where excessive drinking is not the norm,
this form of behavior is not acceptable as a statement that the adolescent is
announcing a developmental shift.

Frequently, dysfunctional family systems cannot be understood or shifted until
many members of the extended family are included. Grandparents, uncles, aunts, and

cousins, as well as friends, thus have been found to be crucial I understanding and
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changing many family systems. Often, the family’s basic interactional pattern is dull
and lifeless and becomes alive only when mobilized to deal with the crises of drug

abuse.

Tools for Assessment Family Functioning

Some useful rating scales and instruments for family and marital assessment.
Although most clinicians do not employ these instruments routinely, they may useful
in two situations:

1. At the beginning of therapy to pinpoint deficiencies and the focus of family
therapy.

2. During the middle stages of treatment to assess progress.

Self-Report Instruments

There are a number of brief and useful self-report measures of overall marital
adjustment and satisfaction, and family functioning, that can be quite useful to the
practicing clinician as the instruments are filled out by the patients at home and can be
brought to the session.

The Dyadic Adjustment Scale is a 31-item self-report measure intended to
assess the quality of marital or dyadic relations. It measures the specific dimensions of
satisfaction, cohesion, consensus, and affectional expression.

The Self-Report Measure of Family Cohesion and Adaptability. Olson and
colleagues have developed a promising family typology around two major
dimensions: family cohesion and adaptability. Family cohesion is defined s the
emotional bonding between members of the family, and relates to such issues as
independence, autonomy, coalition, boundaries, pseudomutuality, undifferentiated
ego mass, and other concepts central in the family theory literature. Family
adaptability is the capacity of the family when confronted with situational or
developmental stress to change its rules, power structure, role relationships, and styles
of negotiating.

The McMaster Family Assessment Device (FAD) is a screening instrument to
assist in the initial process of evaluation of a family for intervention. Each family

member (over age 12) fills out a paper and pencil questionnaire on the family
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functioning in six areas: problem solving, communication, roles, affective
responsiveness, affective involvement, and behavior control. The instrument is easy to
give (takes 15-20 minutes to complete) and provides a face-valid measure of areas of

family function/dysfunction that could be targeted for intervention.

Marital and family Interaction Instruments (Rated by the Therapist)

The Beavers Timberlawn Rating Scales (B-T) is a rating by an outside
observer of family functioning. Across a number of areas including: overt power,
parental coalitions, closeness, mythology, goal-directed negotiation, clarity of
expression, responsibility, invasiveness, permeability, range of feelings, mood and
tone, unresolvable conflict, empathy, and a global health/pathology rating.

As another alternative, it has been recommended that the practicing clinician
utilize the Verbal Problem Checklist (VPC). As the observer of marital interaction,

the clinician can rate the 49 categories of verbal behavior.

Factors related to Family Functioning

To understanding functional and dysfunctional family, we will understand
family functioning and factors related to these. In assessing a family by The Calgary
Family Assessment Model (CFAM) was consists of three major categories: 1)
structural, 2) developmental, and 3) functional, then these factors will relate to family
functioning (Wright, L.M., 2000: 67-147).

1. Structural: Three aspects of family structure can most readily be examined:
internal structure, external structure, and context.

1.1 Internal structure: This aspect includes six subcategories: family
composition, gender, sexual orientation, rank order subsystems, and boundaries. In
this aspect the following factors also influence family functioning. For example,
sibling position is an organizing influence on the personality but is not a fixed
influence.

Gender: The difference in how men and women experience the world is at the
heart of the therapeutic conversation. Often in couple relationships the problems

described by men and women include unspoken conflicts between their perceptions of
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gender-that is, how their family and society or culture tell them that men and women
should feel, think, or behave-and their own experiences.

Each new period of life seems to bring a reevaluation of these influences.
Subsystems used to label or mark the family system’s level of differentiation, it useful
to consider whether clear generational boundaries are present in the family.

Boundaries refers to the rule “defining who participates and how”. Family
systems and subsystems have boundaries, the function of which is to protect the
differentiation of the system or subsystem. Boundaries can be diffuse, rigid, or
permeable, it can facilitate or constrain family functioning, relating it to interpersonal
proximity, intrusiveness, and closeness-caregiving.

1.2 External structure: this aspect includes two subcategories: extended
family, and larger systems. Multiple loyalty ties to extended family members can be
invisible but may be very influential forces in the family structure. Special
relationship and support can exist at great geographical distances. In clinical work we
consider whether there are many references to the extended family. How significant is
the extended family to the functioning of this particular family?

1.3 Context: context is explained as the whole situation or background
relevant to some event or personality. Context includes five subcategories: ethnicity,
race, social class, religion, and environment.

Ethnicity: refers to a concept of family’s “peoplehood” derived from a
combination of its history, race, social class, and religion. This was an important
factor that influence family interaction.

Race: Race influences core individual and group identification. It intersects
with such mediating variables as class, religion, and ethnicity. Racial attitudes,
stereotyping, and discrimination are powerful influences on family interaction. Family
clinicians are now starting to appreciate that the variations in family structure and
development of African-Americans, Asians, Hispanics, Whites, and others are
potentially strengths in helping families to function under various economic and
social conditions.

Social Class: This factor shapes educational attainment, income, and
occupation. Social class affects how family members define themselves and are

defined; what they cherish; how they organize their day-to-day living; and how they
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meet challenges, struggles, and crises. Much of the sociological and psychological
research has been confounded by social class differences among ethnic groups.
Lotrakul, P. (1999) study family functioning in 556 Thai married-couple who
attended parent education program found that the family functioning was correlated to
family structure, years of marriage, and educational level. Marital conflict arises from
many sources, including differences in information, beliefs, interests, desires, and
values, as well as competition between the partners (Glick, 1., 1987: 66). The
variables of potential couples are socioeconomic class, which usually amounts to
education and income, religious, ethnic, and racial backgrounds, political and social
attitudes and values.

Environment: This factor encompasses aspects of the larger community, the
neighborhood, and the home. Environmental factors such as adequacy of space and
privacy and accessibility of schools, day care, recreation, and public transportation
influence family functioning.

2. Developmental: In addition to an understanding of family functioning we
will requires an understanding of the developmental life cycle for each family. The
interface between family development, functioning, and therapy, Carter and
McGoldrick (1988) believed that the family life cycle perspective viewed symptoms
in relation to normal functioning over time and that “therapy” helped to reestablish
the family’s developmental momentum (Wright, L.M., 1944: 66).

with confusion and ambiguity regarding what behaviors are appropriate and/or
acceptable. Former rules and expectations are questioned when both new behaviors
and new ideas are introduced into the family system and the parents and the
adolescent being to adjust to these changes family forms of encouragement and
discipline may no longer be useful or appropriate.

This is time when new behaviors and experimentation can possibly lead to
more serious consequences. When children are at an earlier stage of development,
their activities are usually more carefully supervised. They do not have the freedom or
accessibility to the adult world that is available to most adolescents. Adolescents are
exposed to new activities that can include driving, sex, alcohol, and drugs: any or all

of these activities can have potentially devastating results (Lussardi, D.J., 1990: 227)
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While these changes are occurring, families may be facing additional
developmental transitions. These transitions may raise new problems and worries:
health problems, increased dependency on the family or death of grandparents each
illustrate one set of potential problems. Parents may be facing individual mid-life
transitions. The accompanying changes can lead to additional stress within the family,
while the family is preparing to launch its adolescent. On the other hand, dealing with
the erratic moods and behaviors of the adolescent may provide a welcome distraction

from these larger, sometimes overwhelming, changes facing the family.

Part IV: Family Counseling and Therapy

Family therapy is distinguished from other psychotherapies by its conceptual
focus on the family system as a whole (Glick, 1.D, 1987: 8). It is a psychotherapeutic
approach that focuses on altering interaction between a couple, within a nuclear
family or extended family, or between a family and other interpersonal systems
(Sayger, T. V, 2000: 18). Major emphasis is placed on understanding individual
behavior patterns as arising from and inevitably feeding back into the complicated
matrix of the general family system (Glick, 1.D, 1987: 9). It can be defined as a
professionally organized attempt to produce beneficial changes in disturbed marital or
family unit by essentially interactional, nonpharmacological methods. Its aim is the
establishment of more satisfying ways of living for the entire family and for
individual family members.

Family therapy might broadly be thought of as any type of psychosocial
intervention utilizing a conceptual framework that gives primary emphasis to the
family system and which, in its therapeutic strategies, aims for an impact on the entire
family structure. Thus any psychotherapeutic approach that attempts to understand or
to intervene in a family system might fittingly be called “family therapy”. This is a
very broad definition and allows many differing points of view, both in theory and in

therapy, to be placed under one heading (Glick, .D, 1987: 9).
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Differentiation of Family Therapy from other psychotherapies

Family Therapy as a format of treatment can be distinguished from other

psychotherapies by its goals, focus, participants, etc as in table 1-1

Therapy Intermediate Final
Format Goals Goal Focus Participants
Family  Improve family Improved Family Nuclear family unit:
Communication; family intervention: family:1-2 therapists
Decrease family functioning family extended
Conflict coalitions and roles
Individual Insight into individual Unconscious 1 patient- therapists
Intrapsychic personality/  conflicts:individual’s
Conflicts; symptom thoughts, wishes, and
Insight into change behaviors
Interaction
Group Sharing with improved Group 6-8 patients-
group; improved individual participants 1-2 therapists
relating skills social and feedback
in group functioning

Table 1-1 Family Therapy Format Compared with Other Types of Psychosocial

Therapy Formats

Goals of Family Therapy

The basic goal of family therapy is the restructuralization of the family’s

system of transactional rules, such that the interactional reality of the family becomes

more flexible, with an expanded availability of alternative ways of dealing with each

other.

These goals of family therapy are following:

1. Improve family functioning, primarily by improving communication and

relationships.
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2. Establish the member’s sense of belongingness and simultaneously to

provide the freedom to individuate.

3. Develop contract about family’s member roles.

4. Decrease conflict in family.

5. Decrease distress of client and family’s member.

The Most Common Final Goals (Glick I D, 1987: 182)

1. Reduction or elimination of symptoms, or symptomatic behavior, in one or
more family members. These symptoms may include major or minor symptoms of
mood and affect (anxiety and depression), thought disorder, disruptive behaviors in
children and adolescents, marital conflict and fighting, and sexual disorders.

2. Resolution of problem(s) as originally presented by the family.

3. Increase family/marital intimacy.

4. Role flexibility and adaptability within family matrix.

5. Toleration of differentness and differentiation appropriate to age and
developmental level.

6. Balance of power within the marital dyad, with appropriate sharing of input
and autonomy for the children.

7. Increased self-esteem.

8. Clear, efficient, and satisfying communication.

9. Resolution of neurotic conflict, inappropriate projective identification, and

marital transference phenomena.

Brief Family Therapy Model

Definition

Brief family therapy (Homrich A.M.& Horne A. M., 2000: 243-269) typically
emphasizes the strengths and resiliencies inherent n the family system, which are then
used to facilitate positive change. Generally, brief family therapy approaches include
a problem-solving, solution-focused emphasis structured around the presenting
complaint of the client. Brief family therapists may work with the family, couple, or
individual, helps clients diversify their problem-solving skill by drawing on their own

positive experiences and their vision of future successful functioning as resources to
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create desired changes.

Change is and important concept in brief family therapy. Brief family
therapists assume that families are constantly changing and utilize this belief as a
cornerstone in the therapeutic process. It is assumed that if people, families, and
couple are constantly changing, they and their situations can change positively as
easily as they can negatively, thus creating a sense of hopefulness and the expectation
for success. The therapist’s role is to assist the family in attaining their goals by
skillfully using language to create the expectation for success, crafting opportunities
for the clients to recognize and/or experience change, and helping the family to
generalize their positive ability to change to other areas of their lives. In the brief
therapy perspective, people are viewed as creative, functioning, resourceful
individuals capable of effecting change their lives.

Goals play a very important role in brief therapy. The therapist is expected to
assist in the development of well-defined goals, described outcomes are based on the
vision of the family members, not the expertise or recommendations of the therapist.
Working from the brief therapy perspective, the therapist also uses communication to
encourage the family to generalize successful changes to other areas of their lives.
Sessions are usually quite structured, questions and observations are carefully
constructed, and homework assignments are collaboratively detailed with the

intention of achieving the clients’ goals through experiential learning.

Comparison to other approaches

The brief approach takes a different perspective from the many traditional
systemic, analytical, or intrapsychic approaches to therapy. Brief therapy is a focused
discussion about a specific outcome that is desired by the family seeking treatment.

The most important aspect of brief therapy is not whether it meets some
arbitrary criteria for being “brief” or limited number of sessions, but whether its focus
is on successful outcomes. Identifying and establishing clear, positive goals, and
focusing on clients to broaden their view of their functioning and resulting behaviors
in order to creatively achieve these goals, are considered the measures of effective

treatment.
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Historical Development

Many of the contemporary models of brief therapy originated within the early
family therapy movement, primarily from the strategic approaches that were
developed in the late 1950s and early 1960s.

Milton Erickson, a leading practitioner of medical hypnosis, with introducing
important concepts that ultimately influenced the development of the brief approach.
Erickson’s conceptualizations included valuing the restricting the focus of therapy to
finding a solution for the presenting complaint using the individual’s capabilities as
the primary resource. He sharing his ideas with an eclectic group, they interested in
systems communication models and the cybernetics of human functioning. This group
led by Gregory Bateson, eventually evolved into the Mental Research Institute (MRI)
in Palo Alto, California, founded in 1959 by Don Jackson.

Another brief family therapy approach that paralleled the work of the MRI
theorists developed in Milan, Italy, in the early 1970s. Led by Mara Selvini Palazzoli,
Luigi Boscolo, Gianfranco Cecchin, and Guiliana Prata, incorporated the concept of
“positive connotation” which suggested that the symptoms and patterns of the
problem were good or positive and served to maintain homeostasis in the family
system.

The Brief Family Therapy Center (BFTC) in Milwaukee, Wisconsin, founded
by Steve de Shazer in the late 1970s, incorporated aspects of the MRI model along

with the influences of the Ericksonian perspective.

Tenets of Model

Brief family therapy (BFT) emphasizes the clearly described future-oriented
goals or desired outcomes as defined by the family, the couple, or the individual
seeking therapy. The process of brief family therapy includes cognitive, behavioral,
and constructivist components.

Most clients expect therapy to be a brief experience, and more than 70% begin
therapy expecting to accomplish their treatment goals in 10 or fewer sessions
(McKell, 1996). Koss & Shiang (1994) study on the duration of therapy, brief or

traditional, reveal that the average length of treatment is four to eight sessions. Family
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therapy may be even more complicated, as it takes quite a bit more effort to get two or
several people to therapy session that just one individual.

This brief family therapy is composed of four general phases. Although the
phases are presented as discrete for the purpose of training, in actuality, there is
considerable overlap and the phases very from family to family.

Phase One (Joining). During this phase, the therapist decreases a family’s
initial resistance by promoting rapport, demonstrating relationship skills, and
positively connoting certain problematic behaviors or relationship patterns. The
therapist also attempts to restrain the family from immediate change, begins to
establish greater parental influence, and starts to gather systemic information about
the presenting problem. The therapist will begin to track behavioral sequences and
will make an initial assessment of the function (interpersonal payoff) of drug use in
the family.

Phase Two (Implementation). In phase two, the therapist first gives
directives designed to interrupt dysfunctional sequences of behavior, then, offers
change strategies consistent with interpersonal functions, and finally, initiates
assertion skill training.

Phase Three (Facilitating/Monitoring). This phase entails the therapist’s
monitoring, revising, and facilitating progress on the aforementioned strategies.

Phase Four (Termination). In the last session, the therapist evaluates a
family’s progress and highlights positive changes. The therapist also works with the
family to develop a plan to both preserve their gains and to generalize those gains to
other areas of their lives (Piercy & frangkel, 1987).

Conclusion of therapy, the course of therapy is focused on the presenting
problem as clarified by the goals constructed during the initial sessions. Further
sessions center on the effect of the intervention given in the previous session as well
as any change or exceptions that occur in the time between sessions. When the family
reports that they are experiencing behaviors that are more congruent with their goals,
the therapist helps clarify and amplify the appreciated changes. After this progress is
clear to all family members, the therapist’s role is to focus on maintaining and
expanding these desired outcomes in the future, as well as encouraging the

generalization of the family’s success to all other situations. At this point, therapy is
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concluded and the family is expected to function in more positive ways that reflect the
realizations of their own strengths, resiliency, and ability to solve problems.

Major treatment goals

1) Decrease a family’s resistance to treatment. By reducing family
defensiveness, increase their potential influence. Especially since many clients are
court-referred, their families are often less than enthusiastic about being in therapy.
Gurman and Kniskern (1981) note that the therapists’ relationship skills are not only
important to the process and outcome of family therapy, but also are related to low
drop out rates. Although these joining skills may seem obvious to most therapists,
their importance cannot be overstated. Selvin et al. (1978) show that positive
connotation is the positive relabeling of behaviors that were previously considered
negative.

2) Restrain Immediate Change. One “no lose” strategy emphasized by PBFT
is asking family members to discuss possible negative consequences of change. Either
families find a “silver lining” when the lack of change is discussed or families will
disagree and mobilize to prove to therapists that they do indeed want change. Fisch et
al. (1983) note that “go slow” messages are typically coupled with “consequences of
change” messages in order to deal respectfully with the natural ambivalence that these
families have about change. These “go slow” messages also prevent therapists from
working harder than the families.

3) Establish appropriate Parental Influence. Making parents better
managers can be accomplished directly or indirectly. Piercy and Frankel (1986) have
offered guidelines concerning decisions to intervene directly or indirectly. For
example, direct interventions include:

- Encouraging and supporting the power of parental subsystems.

- Marking boundaries.

- Seeing parents without the children for portions of some sessions

- Providing parents opportunities to practice more effective executive skills.

- Developing change strategies that put parents in cooperative, executive

roles.

4) Systemic assessment of the presenting problem. Ask questions about

what happens before, during, and after problem incidents in order to identify
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predictable cycles of family interactions. Therapists also try to identify interpersonal
functions in family.

5) Interrupting dysfunctional sequences of Behavior. Perhaps the greatest
skill required of therapists is to interrupt previously identified dysfunctional
sequences in ways that are also consistent with families’ previously identified
interpersonal functions.

6) Provide assertion skill training. The heart of approach is to model for
adolescents more appropriate responses and, after feedback and discussion, to
encourage the adolescents themselves to practice the new behaviors within their

sessions.

Techniques and Application

Brief family therapy, from both the strategic and solution-focused models, is
known by some of the therapeutic “tasks” that are routinely included in these
approaches:

Techniques

Reframing: use to change the context provided by the current arrangement of
the problem information by offering alternate meaning to problematic behavior. This
technique helps clients change their own frame on the problem by a therapist-initiated
observation. Reframing may be considered the most basic and necessary operation in
process of change.

Cheerleading: used to facilitate the continuation of change, cheerleading
provides positive encouragement and support that is intended to boost the confidence
the clients have in their ability to change a situation and create the desired outcome.
As with any behavioral approach, reinforcement of desired behavior encourages the
repetition of the behavior.

Predicting: used to amplify inadvertent or chance behaviors that happen to be
useful and consistent with the family’s goals. “Catching” a positive behavior,
deliberate or otherwise, and predicting that it will continue encourages the family
members to behave in similar ways again on a less random basis. It is usually

implemented when the clients have identified a random exception to the complaint
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pattern. This is especially effective with clients who are willing to cooperate with
homework assignments.

Sculpting: the intervention procedure for restructuring roles and functions
within a family system. The emphasis here is on revealing how each member
perceives his or her place in the family as well as that person’s perception of what is
being done to whom, by whom, and in what manner. This is the method of physically
positioning members in space to express a view of their relationship. In some
instances, sculpting helps families overcome resistance to directly revealing their
problems.

Homework: between session assignments are a cornerstone of brief therapy.
Therapeutic change takes place between sessions, and homework provides the
opportunity to change the “viewing” and the “doing” of the problem behavior along
with information about the challenges of change. Several of the techniques previously
described could be used as homework tasks. The therapist might prescribe specific
tasks that require “doing more of the same” once a positive sequence has been enacted

by the family or couple.

Role of the Therapist

As in all therapy, certain characteristics of the clinician seem to contribute to
the success of the therapeutic relationship and effective change on the part of clients
(Sayger & Horne, 2000: 47). Among these characteristics are:

- warmth and genuine concern,

- an unconditional regard for each member of the client family and the
family as a whole,

- respect for the family’s struggles and attempted solutions,

- encouragement and belief in the family’s ability to successfully resolve
their concerns and develop effective coping strategies,

- recognizing the value of utilizing and modeling a sense of humor in a
respectful manner to assist the family in seeing the lighter side of their
predicament and modeling that there is still room for laughter and joy in
the family,

- being optimistic about the family’s potential,
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- being skillful in the exercise of therapeutic interventions, and
- being flexible and adaptive in the therapeutic endeavor, as seldom will
events transpire as predicted
In summary, the successful therapist is characterized by ability to listen in a
supportive, caring manner and to provide the family with the encouragement to

change, a sense that they are understood, and motivation to be hopeful

The roles of the therapist are included: the therapist is like a coach, a surrogate
grandparent (Keith D, 2000: 118), to guide the person or the family through the
process of change (Satir, 2000: 78), to move around within the system, blocking
existing sterotyped patterns of transactions and fostering the development of more
flexible one (Colapinto J, 2000: 153).

From literature reviews on the knowledge of methamphetamine abuse and
addiction, family with adolescent substance abuse, family functioning, and family
counseling and therapy. Many risk factors for the etiology and maintenance of
substance abuse was related to the dysfunctional family, such family-related factors as
parental substance use or abuse, poor parent-child relationships, low perceived
parental support, low emotional bonding, and poor parent management of the
adolescent’s behavior have each been identified in raising the risk for substance abuse
among adolescents. Targeting the family for treatment intervention seems obvious,
although the specific approach to be used in family treatment of adolescent substance
abuse has varied. Until ten years ago very few drug treatment programs involved
spouses or other family members directly in treatment. Since then more recent
research has revealed that systemic drug interventions and treatments are effective in
getting family members off drug and keeping them off. Although the inclusion of
other family members may add greatly to complexity of interventions, their
involvement often provides greater leverage for sustained and successful drug
treatment. However, effective family relationship may be used to fight a family
member’s drug abuse. The various family treatment approaches used for adolescent
substance abusers include structural family systems approaches, multifamily therapy,
and behavioral approaches. In the last ten years there has been much clinical and
research attention on the duration of therapeutic intervention. Economic limitations of

patients and clinics helped press for an intervention package that was time-limited and
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cost effective. Generally, brief family therapy approaches include a problem-solving,
solution-focused emphasis structured around the presenting complaint of the client,
helps clients diversify their problem-solving skills by drawing on their own positive
experiences and their vision of future successful functioning as resources to create
desired changes. Thus, it is applied to determine the effect of family counseling on
family functioning in families of adolescent substance abuse in this study. It was
hoped to enable to change family systems into healthier environments, to stem the
current drug abuse by adolescents and to prevent the development of drug abuse by

younger siblings. The researcher eventually generates the conceptual framework of

the research as showed in diagram 1.

Literature Review / 34

Family with Adolescence Substance Abuse

Parents Parents
Adolescence Family Counseling Adolescence
Family Functioningl Family FunctioningT

(Dysfunctional Family)

(Functional Family)

Diagram 1: Conceptual Model of the Research




Fac. of Grad. Studies, Mahidol Univ. M.N.S. (Psychiatric and Mental Health Nursing) / 35

CHAPTER III

MATERIALS AND METHODS

This study was Quasi-experimental research: non-equivalent control group to
study the effect of a family counseling in families of adolescent methamphetamine

abuser by using the Brief Family Therapy.

Population and Sample

The two groups of population in this study were adolescent methamphetamine
abusers and their parents who attended San Sam Pan Chaw Wang Clinic, Wang Sam
Mo Hospital, Udon Thani Province.

Purposive sampling was used for sampling selection in the non-psychotic
adolescent methamphetamine abuser had at least one parent (father and/or mother)
and lived with their parent for at least 6 months. The parents were selected by the
non-psychotic adolescence methamphetamine abuser in the selected sample according
to the criteria of the significant relatives (father and/or mother) who had been taking
care of the adolescence for at least 6 months and agree to participate in the study.

Sample size was based on the principle of Polit and Hungler (1983: 426-427)
which suggested that the sample size should be 20-30. In this study, the purposive
samples were comprised of 26 families of adolescent methamphetamine abuser during
the period November 2002 to November 2003. The samples were divided into two
groups, the experimental group comprised 16 families with 16 adolescents and 25
parents and in the control group comprised 10 families with 10 adolescents and 16

parents.
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The 16 adolescents in experimental group were through therapeutic camp in March to
April 2003 and 10 adolescents in control group were through therapeutic camp in July
to August 2002. In during the period November 2002 to 2003, both groups were in
follow up period of Wang Sam Mo Hospital treatment.

Therefore, the samples size for this study was 26 and 41 in adolescent

methamphetamine abuser and parents respectively.

Setting

The San Sam Pan Chaw Wang Clinic was a health problems counseling
service unit in Wang Sam Mo Hospital on Si-Tart Wang Sam Mo road, Wang Sam
Mo, Udon Thani. This unit is arranged for outpatient treatment setting and health
problems counseling for substance abuse and addict problems. The adolescent
methamphetamine abuser and their families in experimental group were received
family counseling 6 sessions during 6 weeks, the control group received follow up in

this unit.

Instruments

The instruments used for data collection were composed of procedure research
instrument and Chulalongorn Family Inventory.
1. Procedure research instrument was family counseling guidelines
Family counseling guidelines were created by the researcher based on the
Brief Family Therapy aimed at improving family functioning in families of adolescent
methamphetamine abuser. They were used as the guidelines to build up the set of
family counseling protocols, which were provided by researcher to each family once a
week at least 60-90 minutes per session. The 6 sessions of family counseling during 6
weeks approach consists of developing rapport, contract, discussion, and homework

1n each session.
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Developing rapport: was the period that the counselor established
familiarity with family members. The way of talking was in general conversation
manner to promoted rapport.

Contract: was the period that the counselor made contract with family
about the family counseling objective in each session, length of intervention, role of
counselor and family members. The time that, the counselor reviewed the themes of
previous interventions to warm up the family members in readiness for the counseling
session and provide the way for discussion.

Discussion: this period the information is presented, and discussion
provides clarification and facilitates assimilation of the information into personal
frames of reference. The counselor should guide and focus the discussion and invite
maximum participation by the family members to discussing and exchanging views
with others.

Homework: was the period for summarizing the significant issues of
each counseling session. The family members were asked to carry out “homework”
assignments that are focus on specific and crucial problems in each session. The end
of each session, the counselor was making appointments for the next sessions.

The 6 family counseling sessions were designed to achieve specific objectives.
The brief description of the 6 family counseling sessions are divided into four general
phases: joining, implementation, facilitating/monitoring, and termination. Specific

procedures for each session are included in Appendix C.

Phase I: joining

Session 1: Introduction to the family counseling, family functioning, drug
and adolescent.

This session provides an understanding of the family counseling. The
counselor was created therapeutic relationship with family members to decrease a
family’s initial resistance by promoting rapport. Assessment of family functioning
and function of drug use in the family to helps parents understand drug abuse and
dependence and how adolescents become involved with drugs.

Developing rapport: Created therapeutic relationship with family members

by used greeting and small talk techniques. The counselor’s name, status, and
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institution were introduced with a smiling and polite manner. Talked with family
members in general conversation to build familiarity and relaxed.

Contract: When family members were relaxed, the counselor was present an
overview of the family counseling and the importance of family participation. Give a
brief description of the course of intervention, including least 60-90 minutes of 6
sessions in 6 weeks. Explain that family participate in 6 sessions including the role of
counselor and family members, the counselor and family were discuss the
commitment to recovery process of the parents and adolescent receiving intervention.
The family members were encouraged to express their feelings but nonblaming and
learned to listening the others, the negative comments or criticisms are not allowed.
Allowed all members to ask any questions and motivated family members to
participate in family counseling process by acceptance and increase self-esteem to
help parents to continue to help their child.

Discussion: Distribute the Chulalongkorn Family Inventory (CFI) and ask
parents and adolescent to fill out the questionnaires. Assessed family interaction by
sculpting, the adolescent and parents should take turns placing the members of the
family around themselves in the sculpture according to the “closeness” they fell
toward each person and whom they see as having “positions of power and control.”
The positioned in ways that represent their view of family interactions and dynamics,
it is a visual display of how the members see the family structure. The counselor was
provided family members to discussing and exchanging views with others. The idea is
to allow the family to be aware that each member may see the family structure in a
unique way. There is no right or wrong outcome; this is an exercise in increasing the
family members’ knowledge of one another. The counselor was encouraged family
members to discuss about substance abuse in family by ask family members “How do
drugs create problems for family?” to assessment of function of drug use in the family
and allow them to ask questions. The counselor was share with parents that their child
may be at different stages of drug use. Some may be in the experimental stage.
Explain the nature of drug abuse and dependence and how adolescents become
involved with them and the importance of parents’ motivation to be part of their

child’s recovery.
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Homework: Summarizing and reassurance family to continue attending in
session and reinforce positive responses. Obtain a commitment from family to
continue attending the next session. Provides homework by asking question “How
about three best things do you wish to be appeared in your family?” to family

members to discuss in next session.

Phase II: Implementation

Session 2 and 3: Set goal to change, set priority, and improved
relationship in family.

These sessions focus on how healthy family functioning can make the family a
source of strength for its member. The recovery process in the change in family, the
context of a healthy family, way parents can help their child avoid relapse and when
to appropriately to received intervention, how to improved relationship within the
family, and committing to a drug-free life.

Session 2

Developing rapport: Recognition-giving and small talk with family
members.

Contract: Review contract with family about length of intervention, role of
counselor and family members, ask each member to evaluate his or her progress,
express concerns or fears for the future, and ask questions. Reinforce that the parents’
and adolescent’s participation in family counseling session can play an important role
increasing positive outcome for the family. Present information on the objective of
session 2: to set goal to develop family functioning and improved relationship in
family.

Discussion: The counselor was asked family members about homework of the
first session “How about three best things do you wish to be appeared in your
family?” by provide each family member to present his or her wish and share with
another. The counselor was act as a facilitator for family members as they make
insights into how each for family members discuss. Restate the commitment to the
family “Water down” activity to support individuals in the family as well as the
family as a unit, this activity focus on how healthy family functioning can make the

family a source of strength for its members and improving relationship in family by
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encouraged family to express their opinions about others family members. The
counselor ask questions and discuss about their family and connect to family
functioning, congruent-incongruent, family empowerment, relationship in family,
reiterate that this will be accomplished by adhering to family rules, structure, and
routines; by respecting each others’ boundaries; and by fighting fair. Provide family
to set priority of change that they want to be by brainstorm ideas for how they will
work on accomplishing the goals, this process the counselor allow them the
opportunity to address any special needs or issues that may have arisen in their
family. These may be issues surrounding such things as communication, problem
solving, and relationship building. Use the remainder of the time with the family to
shed light on family-specific issues. Discuss observations with all family members
and allow them to explore additional concerns they may have.

Homework: When the family have the family goal, the counselor ask each
family members to identify with the family goal and express his or her individual
commitment in the following arrears communication, trust, healthy habits, and
healthy activities by ask question “How can they help with this change?” to family
members and discuss in next session. Obtain a commitment from family to continue

attending the next session.

Session 3

Developing rapport: Maintaining rapport and trust with family members.

Contract: Review contract with family about length of therapy, role of
counselor and family, and progress of family members in session 2. Encourage family
to express their opinions about treatment and progress of change in family. Present the
objective of session 3: to improved positive relationship in family, doing sequence of
family goals, and provide assertion skill training.

Discussion: Discussion about homework in previous session “the first change
in my family” by ask how each is doing, in what way things are improving, and what
is different, whit these types of questions, the counselor not only encourages more
participation but helps the family increase its communication skills. Focus on how
each family member is doing as well as how the family as a unit is doing. Provide

family to share opinions about expression of emotional, empathy, exception,
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relationship in family. The counselor allowed family to express beliefs and feelings
honestly without fear of rejection. Encourage family to positive relationship. Provide
family to participate in the discussion of the ways to improved relationship in family.
Give example things to do that. Provide assertion skill training about listening skill,
responding skills, acceptance, and affective responsiveness.

Homework: Provide homework that they could easily begin using at home

and discuss progress in the next session.

Phase III: Facilitating / monitoring

Session 4 and 5: Interrupt dysfunctional sequences of behavior, skill
training

These sessions were clarification of the major issues in family functioning.
This process helps family members understand the sources of authority in the family
and how to maintain that authority in a healthy way. The methods of healthy
communication, teaches techniques for engaging family members in open and fair
resolution of conflict, and the way to prevent conflict from becoming dangerous are
discussed.

Session 4 and 5

Developing rapport: Maintaining rapport and trust with family members.

Contract: Review contract with family about length of therapy, role of
counselor and family, and progress of family members in previous session. The
counselor allowed family to express their feelings and opinions about treatment and
progress of change in family. Encourage family to participate in this progress. Present
information on the objective of session 4, 5: doing sequence of behavior in the next
goals that family want to be changed, and provide assertion skill training monitoring,
revising, and facilitating progress on the aforementioned strategies.

Discussion: Ask about homework “the skills that trained in previous session
and the change that appear in my family” Discuss that in this article: problem solving,
communication, roles, affective responsiveness, affective involvement, and behavior
control. Monitoring, revising, and facilitating progress on the aforementioned
strategies. Reinforce family to do that continuous and consistency. Discuss about the

next goals that family want to be changed. Provide family to participate in the
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discussion of the ways to improve the next goals including the goal about substance
abuse. Give example things to do that. Provide assertion skill training about
communication skills, setting and maintaining boundaries.

Homework: Provide homework “the next change that appear in my family”
and they could easily begin using at home and discuss progress in the next session. In

session 5, prepare terminate treatment.

Phase IV: Termination

Session 6: Evaluated family progress and positive changes and highlights
positive changes, and develop a plan to both preserve family gains to other areas of
their lives.

Developing rapport: Maintaining rapport and trust with family members.

Contract: Review contract with family about length of therapy, role of
counselor and family, and progress of family members in previous session including
the last session.

Discussion: Ask about homework “the change that appear in my family”
Discuss that in this article: problem solving, communication, roles, affective
responsiveness, affective involvement, and behavior control. Reinforce positive
change in family and facilitate the continuation of change. Review problems once
family started to deal, goal of change, and positive of change in family. Evaluates a
family’s progress and highlights positive changes. Work with the family to develop a
plan to both preserve their gains and to generalize those gains to other areas of their
lives.

Homework: Evaluates treatment by provide family members express feeling
and opinions about treatment, outcome and expected of treatment, and suggestion
about treatment. Congratulate the family on the commitment each member showed in
following through with intervention, and stress the importance of following the
relapse prevention plan. Reinforce that family members that work together in
recovery have more positive outcomes. Evaluates outcome of treatment by distribute
the Chulalongkorn Family Inventory (CFI) and ask parents and adolescent to fill out

the questionnaires.
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2. Chulalongkorn Family Inventory: CFI was developed from the Family
Assessment Device (FAD), the McMaster model of family functioning by Professor
Dr.Umaporn Trangkasombut (2540) to measure family functioning. This 36-items in
Thai Language, four-point rating scale that consists of 2 sections: demographic
characteristics of the samples and the family functioning (Appendix B). The
demographic characteristics of the samples are age, status, education, occupation, and
income. Chulalongkorn Family Inventory (CFI) consists of 7 domains that measure
problem solving, communication, roles, affective responsiveness, affective

involvement, behavior control, and general functioning.

Domain [tem number
Problem solving 1,2,3,8, 25,26
Communication 9,16, 23, 28, 31
Roles 10, 17, 29
Affective responsiveness 4,11, 18, 34, 35
Affective involvement 5,12, 21,24, 33
Behavior control 6, 13,27, 30
General functioning 7,14, 15,19, 20, 22, 32, 36

It is a Likert scale consisting of 36 items. This consists of questions are
positive and negative questions. The positive questions are 1, 2, 4, 5, 7, 8, 10, 11, 13,
14, 16, 17, 19, 20, 22, 23, 25, 26, 28, 29, 31, 32, 34, and 35. Negative questions are 3,
6,9,12, 15, 18, 21, 24, 27, 30, 33, and 36.

This scale was designed to measure family functioning in families using a

four-point rating scale as follows:

Positive questions Negative questions
“Not True” 1 4
“Slight True” 2 3
“Moderately True” 3 2
“Mostly True” 4 1

The scores of each item was classified in 7 domain and total of family
functioning, consisted of Problem solving with 5 items, Communication with 5 items,
Roles with 3 items, Affective responsiveness with 5 items, Affective involvement

with 5 items, Behavior control with 4 items, General functioning with 8 items, and
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total computed to mean scores each domains in two groups of population 1.adolescent
methamphetamine abuse and 2.parents (father and/or mother).

The results of both score should be classified into the level of family
functioning this level was application by Miss Pummapichat Saengkhyo (2542)

1.00-1.49 mean poor family functioning in this domain

1.50-2.49 mean fair family functioning in this domain

2.50-3.49 mean good family functioning in this domain

3.50-4.00 mean very good family functioning in this domain

Validity

Family Counseling guidelines: the content was validated by five experts
including: psychiatrist, psychologist, social worker, and two mental health nursing
instructors. The guidelines were tested with two families of adolescent
methamphetamine abuse, before utilization of the instrument in this study. The
researcher recorded the contents of the counseling interview and they were
represented to the same experts for evaluation and suggestion. The researcher revised

the guidelines before using them as a procedure research instrument.

Reliability

Chulalongkorn Family Inventory: researcher was permitted to use this
instrument from Trangkasombat, U. (2540). Internal consistency reliability for the
CFI analyze by Conbach’s Alpha Coefficient was .86 (Trangkasombat, U; 2540).
Lotrakul, P. (1999) used this form with 556 samples to examine family function in
Thai married-couple who attended parent education program and found that the
Cronbach’s alpha coefficient of the CFI was .88. Saengkhyo, P. (1999) used this to
determine the perceived family functioning and adaptation of 120 schizophrenic
patients and found that the reliability of perceived family functioning was assured by
Cronbach’s Alpha Coefficient was .85. In this study the inventory were used in 30
adolescent methamphetamine abuse and 30 parents, who are similar to the sample of
this study. Analyze the inventory’s reliability by Cronbach’s Alpha Coefficient was

.88. The results of reliability in each domain was problem solving .85,
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Communication .86, Roles .87, Affective responsiveness .86, Affective involvement

.86, Behavior control .90, General functioning .84, and total .84.

Protection of human subjects

The human subjects will be respected in this study, they will receive informed
consent. When the sample decided to participate in the study, they signed the consent
from (Appendix D). After they was informed of due information, the following steps
will have followed. This intervention will have presented no harm at all the subjects.

The researcher will have explained the purpose of this study, the data
collections, methods intervention, length of time, research outcome, subject right, and
they can refuse to participate any time in the study. If the subjects agree to participate,

that the data will have be collected, analyzed and present as group data.

Data collection

1. Preparation stage

1.1 Coordinate with the San Sam Pan Chaw Wang Clinic in Wang Sam
Mo Hospital to ask for permission and cooperation as well as to explain the research
methodology and procedure.

1.2 Explaining the research methodology and procedure with families who
meet San Sam Pan Chow Wang Clinic by researcher based on the protection of
human right.

2. Implementation stage

The researcher performed the family counseling with the experimental
group for 6 weeks in counseling room this room was privacy.

1.1 1* Week: In the first session data collection (pre-test) was assessed in
the experimental group and received family counseling in joining phase. The control

group received only assessed family functioning.
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1.2 2" 3 Week: The experimental group received Family Counseling in
implementation phase and regular treatment. The control group received regular
treatment.

2.3 4™ — 5™ Week: The experimental group received Family Counseling in
facilitating/monitoring phase and regular treatment. The control group received
regular treatment.

1.3 2.4 6™ Week: Data collection (post-test in the same inventory) after the
experiment from both experimental and control groups. The experimental group
received family counseling in termination phase. The control group received the

follow up treatment.

Data analysis.

The researcher analyzed the results statistically using the SPSS program
(Statistical Package for the Social Sciences). The statistical significance for all
analysis was set at p .05 level. The statistical that have been used are as follows:

1. Descriptive statistics: frequency and percentage of demographic data of the
samples.

2. The family functioning of the sample before and after experiment in both
groups were presented by mean and standard deviation.

3. ANCOVA (Analysis of Covariance) was used to compare the difference in
posttest family functioning scores between experimental and the control groups, and
pretest of family functioning score was a covariate. (Indeed, the results from
regression analysis indicated that pretest family functioning scores could account for

variance in posttest family functioning scores).
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CHAPTER 1V

RESULTS

This quasi-experimental research was conducted to determine the effect of
family counseling on family functioning in families of adolescent methamphetamine
abuser. Findings are presented in the following sequence: demographic characteristics
of the sample, family functioning of sample in total and 7 domains, and result of

hypothesis testing.

Demographic characteristics of the sample

Adolescent

A total of 26 adolescents were divide into two groups the experimental
group (n=16) and control group (n=10). The age of the adolescent in experimental
group ranged from 13 to 20 years and a mean of 17.25 (SD = 2.27), control group
ranged from 14 to 20 years and a mean of 16.40 (SD = 2.17). All of subjects were
single. The most of the subjects in both groups were secondary education level (75%
in the experimental group, and 80% in control group). The experimental group was
worked as employees 56.25%, and 50% in control group was students. Family income
ranged widely from 2,501 to 5,000 Baht per month in experimental group and less
than 2,500 Baht per month in control group (Tablel).
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Table 1. The frequency and percentage of demographic characteristics of adolescent

in experimental group (n = 16), and control group (n = 10).

Characteristics Experimental group Control group
n=16 % n =10 %
Age Groups
Below 15 2 12.50 2 20.00
15-19 11 68.75 6 60.00
20-24 3 18.75 2 20.00
Education
Primary education 4 25.00 2 20.00
Secondary education 12 75.00 8 80.00
Occupation
Agriculturist 2 12.50 1 10.00
Employee 9 56.25 4 40.00
The other (student) 5 31.25 5 50.00
Family income / month (Baht)
Less than 2,500 4 25.00 7 70.00
2,501 - 5,000 5 31.25 1 10.00
5,001 — 7,500 1 6.25 2 20.00
7,501 — 10,000 3 18.75 0 0
More than 10,000 3 18.75 0 0
Parents

The samples of 41 parents of adolescent in the both groups were 25
subjects in experimental group and 16 subjects in control group. The age of the
parents in experimental group ranged from 31 to 55 years and a mean of 42.60 (SD =
4.80), control group ranged from 35 to 56 years and a mean of 42.31 (SD = 5.91).
Most of them (51.22%) were female, 56% in experimental group and 43.8% in control
group. The largest group of subjects in both group lived with their spouse (72% in the

experimental group, and 75% in control group). The largest group of subjects in
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experimental group had graduated at the secondary education level (40%). Half of the
parents in control group had graduated at the primary education level. The
experimental group was worked as government officer 36%, and 37.5% in control
group was agriculturist and employee. Monthly family income ranged widely from
2,501 to 5,000 Baht per month in experimental group and less than 2,500 Baht per
month in control group (Table 2).

Table 2. The frequency and percentage of demographic characteristics of parents in

experimental group (n = 25), and control group (n = 16).

Characteristics Experimental group Control group
n=25 % n =16 %
Gender
Male 11 44.00 9 56.30
Female 14 56.00 7 43.70
Age Groups
30-34 2 8.00 0 0
35-39 3 12.00 5 31.25
40-44 12 48.00 8 50.00
45-49 7 28.00 1 6.25
50-54 0 0 1 6.25
55-59 1 4.00 1 6.25
Marital status
Couple 18 72.00 12 75.00
Widowed and Separated 7 28.00 4 25.00
Education
Primary education 6 24.00 8 50.00
Secondary education 10 40.00 8 50.00

Higher education 9 36.00 0 0
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Table 2. The frequency and percentage of demographic characteristics of parents in

experimental group (n = 25), and control group (n = 16).

Characteristics Experimental group Control group
n=25 % n =16 %
Occupation
Agriculturist 4 16.00 6 37.50
Employee 3 12.00 6 37.50
Business owner 6 24.00 4 25.00
Government officer 9 36.00 0 0
Housewife 2 8.00 0 0
The other 1 4.00 0 0
Family income / month (Baht)
Less than 2,500 4 16.00 10 62.50
2,501 - 5,000 7 28.00 2 12.50
5,001 — 7,500 2 8.00 4 25.00
7,501 — 10,000 6 24.00 0 0
More than 10,000 6 24.00 0 0
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Family functioning:

Family Functioning of Adolescents

Family functioning score of adolescent in experimental and control group are
presented in Table 3. The total pretest family functioning mean score had been 2.85
and 2.90 in experimental and control group respectively, whereas the posttest family
functioning mean score become 3.25 and 2.96 in experimental and control group
respectively. The mean of total family functioning score and all 7 domains were over
2.50. The three lowest means pretest in the experimental group were behavior control
(Mean = 2.64, SD = .56), communication (Mean = 2.66, SD = .58), and problem
solving (Mean = 2.80, SD = .39) respectively, while the three lowest means pretest in
the control group were behavior control (Mean = 2.52, SD = .71), communication
(Mean = 2.66, SD = .55), and problem solving (Mean = 2.81, SD = .35) respectively.

The three highest means posttest in the experimental group were general
functioning (Mean = 3.39, SD = .36), affective responsiveness (Mean = 3.37, SD =
.30), and affective involvement (Mean = 3.30, SD = .31) respectively, while in the
control group were general functioning (Mean = 3.15, SD = .56), problem solving
(Mean = 3.13, SD = .28), and affective involvement (Mean = 3.08, SD = .35)
respectively (Table 3).
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Table 3 Mean and Standard Deviation (SD) of family functioning of adolescent
methamphetamine abuse in the experimental and control groups clarified by family

functioning domains and time. (n = 26)

Domains of Experimental group Control group

Family Functioning  Time Mean SD Mean SD

Problem solving

Before 2.80 .39 2.81 35

After 3.11 24 3.13 28
Communication

Before 2.66 .58 2.67 55

After 3.22 .26 2.64 .54
Roles

Before 2.92 .68 3.03 .62

After 3.27 32 3.03 .62

Affective responsiveness

Before 2.87 .56 2.96 .61

After 3.37 .30 2.98 .55
Affective involvement

Before 291 51 3.04 36

After 3.30 31 3.08 35
Behavior control

Before 2.64 .56 2.52 71

After 2.95 43 2.57 .68
General functioning

Before 3.05 .63 3.12 .61

After 3.39 36 3.15 .56
Total

Before 2.85 41 2.90 38

After 3.25 .20 2.96 35
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Family Functioning of Parents

Family functioning score of parents in experimental and control group are
presented in Table 4. The total pretest family functioning mean score had been 2.81
and 2.81 in experimental and control group respectively, whereas the posttest family
functioning mean score become 3.33 and 2.93 in experimental and control group
respectively. The mean of total family functioning score and all 7 domains were over
2.00. The three lowest means pretest in the experimental group were behavior control
(Mean = 2.31, SD = .54), affective involvement (Mean = 2.52, SD = .59) and
communication (Mean = 2.72, SD = .48) respectively, while the three lowest means
pretest in the control group were behavior control (Mean = 2.42, SD = .53),
communication (Mean = 2.66, SD = .37), and affective involvement (Mean = 2.67,
SD = .54) respectively.

The three highest means posttest in the experimental group were affective
responsiveness (Mean = 3.44, SD = .36), general functioning (Mean = 3.37, SD =
.39), and behavior control (Mean = 3.32, SD = .35) respectively, while in the control
group were general functioning (Mean = 3.19, SD = .42), affective responsiveness
(Mean = 3.05, SD = .39), and communication (Mean = 2.92, SD = .37) respectively
(Table 4).
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Table 4 Mean and Standard Deviation (SD) of family functioning of parents in the
experimental and control groups clarified by family functioning domains and time.

(n=41)

Domains of Experimental group Control group
Family Functioning  Time Mean SD Mean SD
Problem solving

Before 2.86 .58 2.71 .56

After 3.31 42 2.86 48
Communication

Before 2.72 48 2.67 37

After 3.26 36 2.92 37
Roles

Before 3.27 .61 3.37 45

After 3.30 .39 2.92 .50
Affective responsiveness

Before 2.90 .39 2.83 .39

After 3.45 36 3.05 .39

Affective involvement

Before 2.52 .59 2.67 .54

After 3.26 36 2.83 .50
Behavior control

Before 2.31 54 2.42 .53

After 3.32 35 2.50 45
General functioning

Before 3.04 .56 3.04 Sl

After 3.37 39 3.19 42
Total

Before 2.81 43 2.81 33

After 3.33 .29 2.93 24
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Result of hypothesis testing
The hypothesis:

1. Adolescent methamphetamine abuse who received family counseling
have higher family functioning mean score than who not received.

Histogram and Normal Q Q Plots were used to examine the baseline
characteristics of family functioning mean scores of adolescent in both groups, and
they showed normal distribution. They were confirmed statistically significant to tests
of Normality by Shapiro-Wilk (Pongvichi, 2000: 150). In this study, the researcher
intended to use the ANCOVA statistic with pretest family functioning score as the
covariates. Pearson’s product moment correlation was used to analyzed the
correlations among pretest (independent variable) and posttest (dependent variable)
without concern for difference in treatment between groups (n = 26). The results
revealed that posttest was significantly positively correlated with pretest (r = .74, p <
.01). Thus, it let to comparison of posttest family functioning mean scores between
the experimental group and the control group by analysis of covariance (ANCOVA)
by adjusting pretest family functioning scores as the covariate. There was a
statistically significant difference between the subjects of two groups (F =31.901, P <
.001) (Table 5). Analysis of covariance can be adjusted for pretest in both groups so
that final analysis will reflect more precisely the effect of experimental intervention.
This result indicated that after received family counseling adolescent

methamphetamine abuse had family functioning better than who not received.

Table 5 Comparison of family functioning in adolescent between the experimental

and control group using Analysis of Covariance (ANCOVA) (n = 26)

Source of variance df SSy MSy F p-value
Covariate 1 1.335 1.335 73.579 <.001
Main effect 1 579 579 31.901 <.001
Residual 23 417 1.814

Total 25 2.237
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2. The parents of adolescent methamphetamine abuse who received
family counseling have higher family functioning mean score than who not
received.

Histogram and Normal Q Q Plots were used to examine the baseline
characteristics of family functioning mean scores of the parents in both groups, and
they showed normal distribution. They were confirmed statistically significant to tests
of Normality by Shapiro-Wilk (Pongvichi, 2000: 150). Pearson’s product moment
correlation was used to analyzed the correlations among pretest (independent
variable) and posttest (dependent variable) without concern for difference in treatment
between groups (n = 41). The results revealed that posttest was significantly
positively correlated with pretest (r = .62, p < .01). Thus, it let to comparison of
posttest family functioning mean scores between the experimental group and the
control group by analysis of covariance (ANCOVA) by adjusting pretest family
functioning mean scores as the covariate. There was a statistically significant
difference between the subjects of two groups (F = 47.549, P < .001) (Table 6).
Analysis of covariance can be adjusted for pretest in both groups so that final analysis
will reflect more precisely the effect of experimental intervention. This result
indicated that after receiving family counseling the parents had family functioning

better than who not received. Therefore, the result supported research hypothesis II.

Table 6: Comparison of family functioning in parents between the experimental and

control group using Analysis of Covariance (ANCOVA)(n=41)

Source of variance df SSy MSy F p-value
Covariate 1 1.778 1.778 54.782 <.001
Main effect 1 1.544 1.544 47.549 <.001
Residual 38 1.234 3.247

Total 40 4.564
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CHAPTER V

DISCUSSION

In this chapter, the interpretation and discussion of the data are presented in
sequence of the study hypothesis as following topics:

1. The comparison of family functioning mean score between adolescent
methamphetamine abuser who received family counseling and who not received.

2. The comparison of family functioning mean score between parents of
adolescent methamphetamine abuser who received family counseling and who not

received.

Hypothesis I:

Adolescent methamphetamine abuser who received family counseling
have higher family functioning mean score than who not received.

With regard to comparison of posttest family functioning mean score between
adolescent methamphetamine abuser who received family counseling in experimental
group and who not received family counseling in control group on 6™ week by
controlling the pre-test family functioning mean score on 1% week, the result revealed
that the posttest family functioning mean score of experimental group was statistically
significantly higher than the control group (p<.001)(Table 5). This result support the
hypothesis 1.
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These result can be explained that, because of the relationship between
adolescent substance abuse and family functioning in the part of family with
adolescent that presented in literature review, improvement in core dimensions of
family functioning (e.g., communication, cohesion, conflict, parenting practices) its
effects on drug use and other areas of adolescent functioning (Ozechowski et al.,
2000: 212), and family-based therapy has been shown to significantly reduce levels of
adolescent drug use from pre- to post-treatment as measured primarily by adolescent
self-reports, superior pre- to post-treatment effects on drug use compared to individual
therapy (Henggeler at al., 1991; Liddle, 2002; Waldron et al., 2001), adolescent group
therapy (Azrin et al., 1994; Joanning et al., 1992; Liddle et al., 2001), and equally
effective compared to a parent training group intervention (Frieman, 1989: 340).
Especially, Brief Family Therapy often can quickly cut through to the reality of a
situation. This makes it an effective tool in treatment with economic limitations of
patient and clinics helped press for an intervention package that was time-limited and
cost effective. As illustrated above, the researcher was conducted the family
counseling in 6 sessions during 6 weeks to improving family functioning in each
family of the experimental group comprised four phases: joining, implementation,
facilitating/monitoring, and termination and the researcher is taking role of counselor.

In joining phase, the counselor decreased initial resistance of adolescent and
parents by promoted rapport, created therapeutic relationship. At the time it is
essential to deal with adolescent and/or parents resistance, the counselor was attended
to the adolescent and/or parents need to deny the seriousness of the problem.
Assessment of family functioning by Chulalongkon Family Inventory (CFI) helped
provide information of family functioning about family problem solving,
communication, roles, affective responsiveness affective involvement, behavior
control, and general functioning. The pretest family functioning mean score on first
session were 2.85 and 2.90 in experimental group and control group respectively. The
three lowest means pretest in the both group were behavior control, communication,
and problem solving. That the same reported of Baumrind (1985) and Reilly
(1976)note that as for parent-child interactions, lack of closeness and lack of
involvement in the adolescent’s activities were previously noted to be antecedent to

adolescent use. Parenting styles are also implicated as predictor with lack of
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conventionality, family disruption, negative communication patterns, lack of or
inconsistent behavioral limits, and lack of anger control as characteristics of families
with adolescent substance users. As a result, communication is unclear, inconsistent,
indirect, and closed. For example, Suriya’family, his mother discussed her husband
heavy drinking in an angry, resentful with her sun, as same as a half of adolescents
that participant in this study. Many adolescents and there partners spent their
childhoods with addicted parents, assuming dysfunctional roles and rarely
experiencing healthy functional interpersonal relationships.

Besides these, counselor was informally gather information on the
hierarchies within the family, the appropriateness and flexibility of boundaries among
subsystems. Finally, counselor assessed the functions of methamphetamine and drug
use in the family. In this study, some adolescent methamphetamine abuser do not
believe their methamphetamine abuser was a problem and rarely seek treatment. A lot
of adolescents are brought into treatment by their parents or coerced into treatment by
the criminal justice system. Such specialized engagement interventions allow
counselor to diagnose, join, and restructure a family from the first contact to the first
family counseling session (Szapocznik et al., 1988). Education of the adolescent and
parents about methamphetamine or other drug abuse was very important, they need
information to correct misperception and break through their resistance. In this phase,
the counselor found many families demonstrate that counselor have joined with them,
for example their verbal and nonverbal display of affection toward counselor, express
their feeling, and have participate with process in session. In the end of first session,
the counselor obtain a commitment from family to continue attending the next session
and provided homework by asked family member about three best things that they
want to be appeared in their family to discuss in next session.

Implementation phase: in session 2 and 3, the counselor will begin to track
behavioral sequences and designed to interrupt dysfunctional of behavior, offers
change strategies consistent with interpersonal functions, and initiates assertion skill
training. The intervention aims to bring about change in the way of adolescent relate
to parents by examining the underlying causes of dysfunctional interactions and by
encouraging new ones, by creating a context in which adolescent and parents focus on

revitalizing interpersonal bonds and acting in more adaptive ways within the family.
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In session 2, the counselor improving relationship in family by “Water down” activity
to encourage adolescent and parents to express their opinions about the other. The
process helps adolescent and parents to change negative emotional and attributional
components (especially blaming) of their interaction. In doing so, the counselor helps
adolescent appreciate how the values and perspectives of parents may differ from
their own, but that differences do not have to be a source of conflict. Provide
adolescent and parents to set priority of change that they want to be and share their
goals to the other, helping adolescent and parents solve problems together in
therapeutic setting enables them to learn strategies that can be applied with the
adolescent in the home (Winter, 1999). In session 3, the counselor provided family to
discussion of the ways to improved relationship in their family. The result of this
phase, the counselor found that parents and their child could express their emotional,
empathy, and accepted the opinions of the other family members. In the end of
session, the counselor was provided assertion skill training by based on family
situation. For example, listening skill, responding skill. And provided homework to
using at home.

Facilitating/monitoring phase, in session 4 and 5: to interrupt dysfunctional
sequences of behavior, provide assertion skill training, monitoring, revising, and
facilitating progress on the aforementioned strategies. In this study, counselor
decrease family conflicts and improve the effectiveness of communication. Both
parents and adolescent, learn how to listen to one another and solve problems through
negotiation and compromise. For example, in family counseling sessions, the
counselor may help the adolescent understand the originals of expressions of hostility
toward him by family members. Take the situation in which the parents are upset
about the teenage son reckless driving. The counselor introduce the concept of “I”
statements. “I” statements focus on the effect of an action on the speaker rather than
on the action itself. Instead of saying “you always do ...” the parents would say, “I
feel ...when you ... because ...” Further expansion on this technique would involve a
listening skills exercise.

At the last session of family counseling, it time to evaluates a family’s
progress and highlights positive changes, and develop a plan to both preserve family

gains to other areas of their lives. Counselor asked about the change that appear in
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their family, reinforce positive change in family and facilitate the continuation of
change. Review problems once family started to deal, goal of change, and positive of
change in family. Evaluated treatment by provide family members express feeling and
opinions about treatment, outcome and expected of treatment, distribute posttest. The
posttest family functioning mean score become 3.25 and 2.96 in experimental and
control group respectively. The three highest means posttest in the experimental group
were general functioning, affective responsiveness, and affective involvement
respectively. These result confirmed that the family counseling can be improving

family functioning in adolescent methamphetamine abuser.

Hypothesis II:

The parents of adolescent methamphetamine abuser who received family
counseling have higher family functioning score than who not received

With regard to comparison of posttest family functioning mean score between
the parents of adolescent methamphetamine abuser who received family counseling in
experimental group and who not received family counseling in control group on 6
week by controlling the pre-test family functioning mean score on 1% week, the result
revealed that the posttest family functioning mean score of experimental group was
statistically significantly higher than the control group (p<.001)(Table 6). This result
was support the hypothesis II.

The results of this hypothesis can be explained in the concept of the
intervention goals. To improving family functioning in families, the parents were
received family counseling with their child 6 sessions during 6 weeks in four phases:
joining, implementation, facilitating/monitoring, and termination. The intervention
aims to bring about change in the way family members relate to each other by
creating a context in which families focus on revitalizing interpersonal bonds and
acting in more adaptive ways within the family, the process helps parents and their
child change negative emotional of their interaction. At the first session, the counselor
concerned about decrease the parent’s resistance treatment and used the usual
therapeutic tools of family counseling but uses them to deal first with the problem of

engagement until resistance to participation is overcome. To decrease the parent’s
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resistance treatment, the counselor approached the parents to motivate them to
continue to help their child, this process was doing in each family counseling session.

The pretest family functioning mean scores of parents on the first session in
experimental group was 2.81, in the control group was 2.81 too when data was collect
at the first follow up period. The three lowest means pretest in the experimental group
were behavior control, affective involvement, and communication respectively. While
the three lowest means pretest in the control group were behavior control,
communication, and affective involvement respectively. Bowen (1978) note that, the
effects of substance abuse result in adaptive changes at all systemic levels and reflect
an imbalance in the functioning in the total family system. It is evident that there are
interrelated alterations in management of feelings, role structures, communication,
and need fulfillment within the family system. To retrain immediate change, establish
appropriate parental influence, systemic assessment of the presenting problem,
interrupting dysfunctional sequences of behavior was conducted in implementation
phase. In this time, the counselor encouraged parents to express their opinions about
treatment and progress of change in their family.

Another goal in the family counseling of adolescent methamphetamine abuse
was to equip parents with the skills and resources needed to address the inevitable
difficulties that arise in raising adolescents. Moreover, by the time parents seek
therapy for their child they have “tried everything” and fell quite hopeless about being
able to improve the situation. It was the counselor’s role to help parents regain their
optimism and motivate them to continue to help their child. Then, family counselor
was bolster the parents’ self-confidence as parents and at the same time help them
improve their parenting skills. Parents are taught how to provide age-appropriate
monitoring of their child (e.g., to know their friends, to know they spend their time),
set limits (e.g., negotiate with the youth about reasonable curfews, schedules, and
family obligations), rebuild emotional attachment, and take part in activities with the
child outside the home. For this process, interactional impasses within the context of
family counseling sessions can be resolved if the interaction can be facilitated through
certain stages (Diamond and Liddle, 1996).

At the terminal phase in the last session of family counseling, it time to

evaluates a family’s progress and highlights positive changes, and develop a plan to
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both preserve family gains to other areas of their lives. Counselor asked about the
change that appear in their family, reinforce positive change in family and facilitate
the continuation of change. Review problems once family started to deal, goal of
change, and positive of change in family. Evaluated treatment by provide parents
express feeling and opinions about treatment, outcome and expected of treatment,
distribute posttest. The posttest family functioning mean score become 3.33 and 2.93
in experimental and control group respectively. The three highest means posttest in
the experimental group were affective responsiveness, general functioning, and
behavior control respectively. These result confirmed that the family counseling can
be improving family functioning in the parents of adolescent methamphetamine

abuser.

Effect of family counseling on family functioning in families of adolescent
methamphetamine abuser

With regard to results of two hypothesizes at above and from literature review
in chapter II, the research found that the family counseling using process and goals of
Brief Family Therapy was effect on family functioning in families of adolescent
methamphetamine abuser. There is evidence linking improvements in family
functioning to reductions in drug use and delinquent behavior in family-based
therapy. Specifically, Schmidt and colleagues (1996) conducted observational ratings
of the quality of parenting behaviour exhibited during the first three and last three
sessions for 29 adolescents completing 14 to 16 sessions of Multidimensional Family
Therapy (MDFT). And found the quality of parenting behaviour improved in 20 out
of 29 cases. Furthermore, improvements in parenting quality were accompanied by
reductions in drug use in 59% of cases and by improvements in delinquency in 50%
of cases. Along the same lines, Huey and colleagues (2000) found that levels of both
family cohesion and parental monitoring improved in Multisystemic Therapy (MST),
and that these improvements were related to reductions in delinquent behaviour.
Moreover, using a path analytic strategy Huey and colleagues (2000) found the effects
of MST on delinquent behaviour were mediated by improvements in family
functioning, thereby supporting the hypothesis that improved family functioning is a

mechanism for reducing adolescent delinquency in MST. Factors related to successful
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outcomes in family-based therapy include high rates of engagement and retention in
treatment, improvements in core dimensions of family functioning, and increased
attendance and performance in school. Process-outcome studies have helped explicate
the link between the implementation of manual-based interventions and key treatment
mechanisms such as engagement and alliance building, and parent-adolescent impasse

resolution.
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CHAPTER VI

CONCLUSION

This quasi-experimental study aimed to determine the effect of family
counseling on family functioning in families of adolescent methamphetamine abuser.
Brief Family Therapy (BFT) was used as the conceptual framework of the study, and
the McMaster Model of Family Functioning (MMFF) was used to describe family
functioning. The two samples for this study comprised of 26 adolescent
methamphetamine abusers and 41 parents in 26 families who were attended San Sam
Pan Chow Wang Clinic, Wang Sam Mo Hospital, Udonthani Province, from
November 2002 to November 2003. The inclusion criteria for the samples were
families with non-psychotic adolescent methamphetamine abuser who lived with their
parent (Father and/or mother) for at least 6 months and agree to participate in the
study. The samples were divided into two groups, the experimental group comprised
16 families with 16 adolescents and 25 their parents, in the control group comprised
10 families with 10 adolescents and 16 parents. The experimental group received
family counseling 6 sessions during 6 weeks from family to family, whereas the
control group received follow-up at the first attention and 6 week ago to assessed
family functioning two times. Data of family functioning were collected two time as
same as the control group, pretest was collected at the first session and posttest was

collected at 6™ session.

The instruments in this study were the family counseling guideline that created
by the researcher (provided intervention or counseling by the researcher) and assessed
family functioning by Chulalongkon Family Inventory (CFI) that develop by
Umaporn Trangkasombut (2540). Data were analyzed using Descriptive statistics and

Analysis of Covariance (ANCOVA).
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The results of the study show that the mean score of family functioning in the
adolescent methamphetamine abuser and their parents who received family
counseling was statistically significantly higher than the families who not received
family counseling (p<.001). These result confirmed that the family counseling can be

improving family functioning in the families of adolescent methamphetamine abuser.

Limitations
The populations were small and not randomized but selected by purposive
sampling. As such, the result could be generalized to a population similar to the

sample but not to other population groups.

Recommendations

The research findings from this study have several implications for nursing
practice and nursing research.
Implications for Nursing Practice
Treatment of families presenting with substance abuse issues is a
clinical challenge for advanced practice psychiatric nurses. In this study, the
researcher was created the family counseling to improved family functioning in
families of adolescent methamphetamine abuser and in turn reducing drug use. It may
be use to fight a family member’s drug use problem. Moreover, this study can apply
to use in other patients for example HIV/AIDS and mental health illness, it can apply
to provided this to the other areas included the prevention program in community,

mental health promotion, and psychological illness prevention.

Implications for Nursing Research
Addictions nursing practice and research are closely interrelated.
Directing and improving addictions nursing practice is perhaps the most straight
forward reason for trained addictions nurses to engage in research. Research-based
trials are clearly defining and studying the use of family-based therapy among
adolescents in treatment for substance use disorders. In this study, the concept of
family functioning can expand to use with the community functioning and conduct the

prevention program in community in the future.
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CHULALONGKORN FAMILY INVENTORY
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APPENDIX C

Family Counseling Guideline
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APPENDIX D
THE EXAMPLE OF FAMILY COUNSELING
IN THE EXPERIMENTAL GROUP
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