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CHAPTER |

INTRODUCTION

1.1 Rationales

Globally, there were 13.2 million people who injected drugs of which 22% are
from developed countries. Drug injection is a major social and public health problem.
Injecting drug use is driving HIV epidemics in many countries around the world.
Worldwide, around three million of Injecting Drug Users (IDU) are living with HIV
(UNODC 2011). HIV infection is caused by unsafe drug use, by sharing needle and
injecting equipment with HIV infected persons (WHO 2010). In some countries in
Eastern Europe and Central Asia over 80 percent of all HIV infections is related to
unsafe drug use. In Thailand, the illegality of drug injecting and high levels of stigma
of IDU mean that information on IDU in Thailand is limited. The recent estimation of
the total number of IDU is around 40,300 (Aramrattana and et al 2011). The most
previous estimate of IDU population size for Bangkok in 2009 was 4,200 (Johnston and
et al 2012). HIV prevalence among IDUs in Bangkok and Chiang Mai were reported in
2010 ranging from 11% to 24% (WHO 2010). IDU in Bangkok reported high risk for
HIV by sharing needle and injecting equipment, and unsafe sex (PSI 2008). Not only
HIV infection, unsafe behaviors among IDU can also cause many blood-borne viruses
infection including hepatitis B and C (WHO 2010). However, information regarding
other health consequences of drug injection among IDU is limited.

Drug use cause not only public health problems but also economic and social
problems to the nationwide. In Thailand, drug use is the major problem of the country.
There are many organizations that address this issue including the government and non-
government organization. These strategies implemented including drug control, drug
treatment, and harm reduction. Currently Thailand has HIV/AIDS prevention
intervention for IDU which is supported from Thai Government and The Global Fund.
However, many more innovative treatment and intervention are needed in order to solve

drug problems.



In the context of drug treatment, there are many types of interventions
conducted to investigate the problem and motivate an individual for behavior change
during the intervention. There are many types of behavioral intervention that
implemented with injecting drug users and indicated effectiveness of drug abstinent
including Cognitive Behavioral Therapy (Baker, Lee et al. 2004), Motivational
interviewing (Roberts, Annett et al. 2011) and Motivational Enhancement Therapy
(Smedslund and et al 2011). Social Cognitive Learning Theory was proposed to use
with drug user in a role of craving and relapse (Niaura 2000). This is a major theory for
behavior change and improves self-efficacy. Each theory can offer something to explain
a given situation, context or a certain behavior. Transtheoritical model that involve
progress of behavior change through six stages is another theory that could be applied
to design intervention that match to each stage (Prochaska and Velicer 1997). However,

there is no single theory that able to explain all dimensions.

For opioid dependence, Methadone Maintenance Treatment (MMT) is
implemented to provide long-term prescribing of methadone as a substitution to the
opioid on which the patient is dependent. Many studies indicated effectiveness of MMT
for opioid addiction to decrease harms associated with drug use (Gowing, Farrell et al.
2005), prevent HIV infected and reduce criminal behaviors. However, the illegal nature
of injection drug use can also create barriers to accessing adequate treatment and
prevention services making IDU more vulnerable to HIV and its effects and other
diseases (Fairbairn and et al 2011). Most of those who discontinue MMT later relapse
to heroin use. This reflects the long history of use, the complexity of patients’ situations
and reasons for using drugs, and the biological basis of addiction. It is still unclear to
what extent continued injecting behavior during methadone treatment is related to the
use of non-opioid drugs (Gowing, Farrell et al. 2005). Many studies in Asia were done
to analyze factors that associated with relapse to drug use which including self-efficacy,

family support, and community support (Ibrahim and Kumar 2009).

Even there are many interventions including opioid substitution therapy, relapse
problems still occurred and many IDU continue to use drugs. While there are many
people unable to stop using drugs, harm reduction concept has been introduced to

provide better treatment to them to minimize risks from using drugs and of harming



themselves or others. Many studies have shown that self-efficacy play an important role
in quitting drug and relapse prevention and harm reduction self-efficacy could be
improved to reduce harm associated with injecting drugs in high risk situations (Phillips
2005).

Therefore, Triple-S intervention was designed grounded in Social Cognitive
Learning Theory and Transtheoritical Model. Triple-S intervention has three stages;
Start, Smart and Strong. The intervention focus on enhancing participants’ motivation
to adopt safer behavior and reduce their drug use through observation process, positive
reinforcement, practicing, and sustaining their behavior change. In this study, the
intervention was tested for effectiveness. Main outcomes were assessed in term of
reducing drug injection, safer drug injection behaviors, and improving IDU’s harm
reduction self-efficacy.

1.2 Research question

Is the Triple-S intervention effective on reducing level of drug injection, having
safer drug injection behaviors, and improving harm reduction self-efficacy among
IDU?

1.3 Hypothesis

Hypothesis for this study was IDU in the Triple-S intervention group and the
control group would be difference in term of level of drug injection, drug injection
behaviors, and harm reduction self-efficacy.

1.4 Objectives

General Objectives

To examine the effectiveness of the Triple-S intervention that implemented
with IDU



Specific Objectives

1. To compare level of drug injection, drug injection behaviors, and harm
reduction self-efficacy before and after the intervention in intervention
group and compare between intervention and the control groups.

2. To compare level of drug injection, drug injection behaviors, and harm
reduction self-efficacy at 1-, 3-, and 6-month follow up after the

intervention.

1.5 Definition of terms

Injecting Drug Users (IDU): IDU mean people who use drugs by hollow needle
and a syringe which is pierced through the skin into the intravenous or intramuscular
or subcutaneous with any type of substances in the past 6 months, aged 18-45, male

and female

Triple-S Intervention: Triple-S is a behavior change intervention designed
grounded in Social Cognitive Learning Theory and Transtheoritical Model. Triple-
S intervention was implemented with IDU in the intervention group. It comprises
of six sessions aimed to change IDU behaviors. Triple-S intervention has three parts
as follow;
Start IDU prepare and start building readiness for behavior
change
Smart  IDU change their behavior by improving harm reduction
self-efficacy and having safer drug use behaviors
Strong  IDU reduce rate of drug use, realize benefit and maintain
behavior change

Educational Intervention: Educational intervention implemented with a control
group. This intervention was conducted only once at the beginning by providing
self-help booklet. The information provided include knowledge about safer drug
injection, harm reduction, and HIV risk. This group was assessed in order to

compare with the intervention group.



Level of drug injection: Drugs that were measured include opioid and non-opioid
drugs that IDU inject. Level of drug injection was measured by rate of drug injection
and Opiate Treatment Index (OTI).

Rate of drug injection: Rate of drug injection was measured as a main outcome
for level of drug injection. It was a self-reported of number of drugs injection per

week.

Opiate Treatment Index: OTI was used to reflect the dimensions of treatment
outcome. In this study, the domain chosen to reflect level of drug use was Drug Use

domain to gather information about drug consumption.

Drug injection behaviors: Drug injection behaviors related to harm reduction were
measured in term of polydrug injection, drug mixing, injection at the groin and

injection site rotation.

Polydrug injection: Polydrug injection was measured by using number of study

participants who reported inject more than one type of drugs in the past month.

Drug mixing: Drug mixing was measured by using number of study participants
who reported mixing more than one types of drugs for each injection in the past

month.

Injection at the groin: Groin is an area of hip between stomach and thigh. There
are three to five deep inguinal lymph nodes that play a role in the immune system.
In this study, it was measured by number of study participants who reported

injection at the groin in the past month.

Injection site rotation: This outcome was measured by using number of study
participants who reported rotating injection site every time when inject drugs in the
past month.

Harm reduction self-efficacy: Outcomes from Triple-S intervention were measure

of drug users’ perceived confidence in their ability to utilize specific harm reduction



strategies in high-risk situations; withdrawal, negative emotions and social pressure

condition.

Withdrawal condition: Drug withdrawal is the group of symptoms that occur upon
the abrupt discontinuation or decrease in intake of drugs. The symptoms include

feeling sweaty, having cramps or diarrhea, or be vomiting.

Negative emotions condition: Negative emotions include feeling sad, hate, anger,

jealousy, boredom and depressed.

Social pressure condition: Social pressure condition refer to a situation that
influence a peer group, observers, or an individual exerts that encourages others to
change their attitudes, values, or behaviors to conform to those of the influencing

group or individual.
1.6 Conceptual framework

Conceptual framework of this study as presented in Figure 1.1.



Independent variables

Demographic characteristics Influences
- Age - Duration of drug injection
- Sex - Type of drug injection
- Education - Harm reduction practices
- Marital status - Experiences of non-fatal
- Employment status drug overdose, drug

treatment, incarceration
High risk conditions;
withdrawal, negative

emotions, social pressure

A\ 4
Triple-S Intervention

Start

Smart
Strong

A 4

Dependent variables

Level of drug injection
Drug injecting behaviors

Harm reduction self-efficacy

Figure 1.1: Conceptual Framework




CHAPTER Il
LITERATURE REVIEW

To understand concepts of study, this chapter reviews the content related to
drugs situation in Thailand, injecting drug users, harm reduction, social cognitive

theory, Transtheoretical model, and relevant research.
2.1 History and drugs situation in Thailand

The international drug control regime is based on the three international drug
control conventions, namely the 1961 Single Convention on Narcotic Drugs, the 1971
Convention on Psychotropic Substances, and the 1988 United Nations Convention
against lllicit Trafficking in Narcotic Drugs and Psychotropic Substances with a
comprehensive strategy for the achievement of a “drug-free world” (United Nations
1972). In the context of international drug control, "drug™ means any of the substances
listed in Schedule 1 and Il of this treaty (Takahashi 2009). At present, the Single
Convention controls 118 narcotic drugs and their preparations. Since then, it became
an international treaty to prohibit production and supply of specific drugs and of drugs
with similar effects except for specific purposes (INCB 2006). Drug prohibition spread
worldwide structured by a series of international treaties. Every country is either a
signatory to one or more of the treaties, or it has laws in accord with them. In
consequence, every country has drug prohibition enforced by its police and military. In
the past 80 years, almost every government has endorsed drug prohibition. The main
reasons are not only because of the pressure from the United States but also military

and government powers and influence from the United Nation (Levine 2003).

In Thailand, drug use has been noted in the past decades. It has been recorded
that in the seventh century, Arabian brought opium into China. Later, ethnic people
who live in the mountainous area in the southern part of China started to plant and
smoke opium and brought them to Thailand when trading goods by ship. Drug
prohibition in Thailand has been recorded since then because soldiers who smoked
opium were unable to work efficiently. This situation made drug users into hidden

population. Although there was opium control in that period of time, drug trafficking



were occurred, caused many problems to the country and changed into medical form as
morphine. During the World War, Thailand had been involved in several international
commissions for drug situation assessment and international drug control.
Amphetamine had been started to use in medical and could be bought at pharmacy.
However, after the spread of amphetamine, it had been changed into the control drug.
In 1958, Thailand government banned opium cultivation and use. Heroin started to
spread in Thailand since then (ONCB 2001).

In the past forty years, Thai Government has many strategies to deal with drug
problems in the country. Office of Narcotics Control Board (ONCB) was set up in 1976
to be a national organization that solve drug problems and improve drug policy. Drugs
spread in the border area of Thailand and Cambodia, Myanmar, Laos and Malaysia and
with ethnic people and became a national problem. In 1993, there were more than one
million drug users in Thailand using Inhalant, marihuana, amphetamine, heroin and
opium respectively. Economic and social problems were the main factors that push
people to start using drugs. Thai government tried to solve this problem by working
with neighboring countries, controlling drug trafficking, strengthening the communities
by improving the education, drug policy, family system, and religions, improve
effectiveness of criminal system, and treatment for drug users. In 1998, ASEAN
countries including Thailand concerned that illicit drug abuse and trafficking seriously
endangers the development programs so these countries agreed to sign in Joint
Declaration for A Drug-Free ASEAN (ONCB 2001).

Prior 2002, there were many drug laws in Thailand. Drug policy in Thailand has
prioritized the criminalization and imprisonment of people who use drugs to make
Thailand drug-free country. However, the Narcotic Addict Rehabilitation Act, B.E.
2545 (2002) used alternative approach. Drug users have not been arrested as
“offenders” but “patients”. Instead of being prosecuted, they were diverted to
rehabilitation under appropriate plans. Since the Act came into effect, Thailand’s
compulsory drug treatment system has increased radically. Many drug users are turn
away from prison into treatment program (Canadian HIVV/AIDS Legal Network 2009).
In 2003, Thai government announced a national campaign “war on drugs,” which led

to widespread gross human rights violations. At the end of the three month period, more
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than 2,800 people had been killed (Takahashi 2009, Meesit and Chapchai 2012), and
over 70,000 people involved in the drugs trade were arrested while most of them were
false confession. The aims of the war on drugs were to reduce the use and availability
of drugs. Even drug were reported to higher retail price which related to a significant
fall in availability of drugs, there were reported about drug users switching into other
drugs and more profit gain in drug trafficking (Roberts, Trace et al. 2004). Impacts of
war on drugs were resulted in many unintended negative consequences including
violence and corruption, perverse consequences, HIV/AIDS, imprisonment, and crime
(Roberts, Trace et al. 2004).

Currently, Thai government announces that drug users are patients, not a
criminal. However, it is not clear in practice. Harm reduction policy has not been in
place and drug problems have been addressed inappropriately. Many studies indicated
that drug policy in Thailand should be reformed to response to current situations
(Canadian HIV/AIDS Legal Network 2009, Meesit and Chapchai 2012). Drug use is
still illegal in Thailand make drug users a hidden population, difficult to access to health
system. Since 1989, HIV prevalence among IDU has been reported 30-50% and it is
reported that HIV transmitted through sharing contaminated needles and injecting
equipment. Moreover, HIV and Hepatitis C coinfection have been reported among IDU
in prison as 99% (Canadian HIV/AIDS Legal Network 2009).

Many types of treatment for drug users have been developed and implemented
in order to reduce the harm related to drug use and including drug abstinent. Princess
Mother National Institute on Drug Abuse Treatment at Thanyarak Hospital is a
government lead organization in narcotic drug addiction treatment to treat narcotic drug
addicts to return drug user back to society. There are many types of treatment for
inpatient drug users. Methadone Maintenance is another treatment implemented to
provide long-term prescribing of methadone as a substitution to the opioid on which
the patient is dependent. Many studies indicated effectiveness of MMT for opioid
addiction to decrease harms associated with drug use (Gowing, Farrell et al. 2005).
However, even there are many types of treatment in Thailand, drug use is still a major

problem of the country.
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2.2 Injecting Drug Users

2.2.1 Initiation to drug Injection

People start using drugs with many reasons. Many studies indicated that the
initiation of drug use was strongly affected by the biological and psychological factors
including social influence of other users, use by parents, availability, genetics, poor
family environment, psychological problems and personality (van den Bree, Johnson et
al. 1998, Nyamathi, Bayley et al. 1999). People take drugs for a variety of reasons with
different modes of administration. Current epidemiologic research indicates significant
increases in the use of a variety of illicit drugs of abuse. Drugs can be taken in a variety
of ways including drinking, smoking, snorting, rubbing and injecting. Many literatures
indicated that injecting initiation related to social influences, differed by drug types and
longer duration of drug use (Harocopos, Goldsamt et al. 2009, Small, Fast et al. 2009,

Lankenau, Wagner et al. 2010, Morris, Brouwer et al. 2011)

The most commonly injected drugs are heroin and other opiates, cocaine and
amphetamines. The prevalence of each is likely to vary according to location and
population group. Heroin is the most common injecting drug in most Western European
nations, however, there has been a decline in the injecting of illicit drugs in Europe
(EMCDDA 2014). Across Latin America, cocaine is the most prevalent injected drug.
In Thailand, IDU surveillance report stated that the most prevalent injected drugs were
heroin and methamphetamine (Pansuwan, Wisawakam et al. 2012).

There are several reasons as to why drugs are injected including the availability
of drugs that can be injected, related to production locations and trafficking routes;
cheaper price and faster absorbed method; the sharing of knowledge about the
techniques; and when drug control efforts reduce its availability (EMCDDA 2010).

2.2.2 Effect of drug injection

Injecting drugs for purposes is illegal worldwide, and the criminalization of
drug use and possession can hinder attempts to engage IDU with available HIV

services. Police in Thailand have reportedly acted similarly despite possession of
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syringes being legal in the country. It is estimated that 40% of countries have laws that

interfere with their ability to reach injecting drug users (Human Rights Watch 2007).

Roughly one tenth of new HIV infections result from needle sharing, with this
figure rising to just under a third outside of sub-Saharan Africa. One study estimates
that under one-fifth IDU globally may be infected with HIV (Mathers, Degenhardt et
al. 2008). While Thailand has claimed success in HIV prevention in general population,
IDU may still face higher risk for HIV infected as well as Hepatitis transmission. From
stigma and discrimination problems make this group more vulnerable and become a
hidden population. They are hard to reach and low access of necessary injecting
equipment, knowledge and access to services. Drug injection can cause permanent
damage and negative health consequences not only HIV and Hepatitis infection but also
skin infection such as abscess, scars and overdose risk (UNODC 2012, Gilbert,

Primbetova et al. 2013, Handanagica, Bozicevica et al. 2016).
2.3 Harm reduction

The term “Harm Reduction” was described by the International Harm

Reduction Association as follow (IHRA 2010):

“Harm Reduction refers to policies, programs and practices that aim
primarily to reduce the adverse health, social and economic
consequences of the use of legal and illegal psychoactive drugs without
necessarily reducing drug consumption. Harm reduction benefits people

who use drugs, their families and the community.”

Harm reduction based on the recognition that many people throughout the world
continue to use drugs. Harm reduction accepts that many people who use drugs are
unable or unwilling to stop using drugs at any given time. It is important to provide
good treatment; however, many of them are unable or unwilling to get treatment.
Therefore, there is a need to provide them with options that help to minimize risks from

continuing to use drugs, and of harming themselves or others (IHRA 2010).
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It is therefore essential that harm reduction information, services and other
interventions exist to help keep people healthy and safe. Allowing people to suffer or
die from preventable causes is not an option. Many people who use drugs prefer to use
informal and non-clinical methods to reduce their drug consumption or reduce the risks
associated with their drug use. Harm reduction is defined as policies, programs and
practices that aim to reduce adverse health consequences of drug use. It is a proven,
effective and cost-effective approach for people who use drugs (Strathdee and Vlahov
2001, Ritter and Cameron 2005, Wodak and Cooney 2006, Strathdee and Pollini 2007,
Bridge, Hunter et al. 2015, Stockings, Hall et al. 2016). Harm reduction approaches aim
to prevent the spread of infections, reduce the risk of overdose and decrease the negative
effects of drug use (NPNU Initiative 2007, Logan and Marlatt 2010, Wilsona and et al
2015). UNODC’s work in relation to reduce the adverse health and social consequences
of drug abuse has three part strategy; preventing drug abuse, facilitating entry into drug
dependence treatment and establishing effective measures to reduce adverse health and
social consequences of drug abuse (UNODC 2010). Strategies to reduce individual
harms include: reducing the amount of drugs consumed, avoiding using drugs alone,
using a different vein every time to inject and always use new injecting equipment
(Hunt 2010, Harm Reduction Coalition 2012). Harm minimization strategies are also
directed towards altering drug use behaviors and effects from drug acquisition, drug
use and drug withdrawal (UNODC 2007). Harm reduction seeks conditions
surrounding drug use to prevent the spread of HIV, unequal access to health services,
unsafe injecting behaviors, mental health or other determinants (Hilton, Thompson et
al. 2001). Harm reduction interventions that implemented include needle and syringe
programs, methadone and other replacement therapies, heroin prescribing,
depenalisation and the harms associated with criminal penalties for drug use,
information, education and communication, safer injecting and other drug consumption
rooms, pill testing and allied warning systems and motivational interviewing (Hunt
2010, AMFAR 2015)

2.4 Social Cognitive Theory

Social Cognitive Learning Theory was introduced by Albert Bandura in 1977
with the publication of "Self-efficacy: Toward a Unifying Theory of Behavioral
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Change,” he identified the important piece of the missing element - self-beliefs
(Bandura 1977). With the publication of Social Foundations of Thought and Action: A
Social Cognitive Theory, Bandura (1986) advanced a view of human functioning that
accords a central role to cognitive, vicarious, self-regulatory, and self-reflective
processes in human adaptation and change. From this theory, Bandura believed human
functioning as the product of a dynamic interplay of personal, behavioral, and
environmental influences. This is the concept of ‘reciprocal determinism’. Social
cognitive theory favors a model of causation involving triadic reciprocal determinism.
In this model of reciprocal causation, behavior, cognition and other personal factors,
and environmental influences all operate as interacting determinants that influence each
other bidirectionally (Bandura 1989).

Social Cognitive Theory integrates a large number of discrete ideas, concepts,
and sub-processes into an overall framework for understanding human functioning.
Three core concepts of this theory include observational leaning, self-regulation and

self-efficacy.

Behavior

Personal | Environmental
Factors Factors

Figure 2.1: Model of reciprocal determinism

Observational learning of thinking skills is highly facilitated by modelling
thought processes with action strategies (Meichenbaum 1984). Modelling has been
shown to be an effective means of establishing abstract or rule governed behavior. On
the basis of modelled information, people acquire, among other things, judgmental
standards, linguistic rules, styles of inquiry, information-processing skills, and
standards of self-evaluation (Bandura 1989). Bandura identified three basic models of

observational learning:
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1. A live model, which involves an actual individual demonstrating or acting out
a behavior

2. A verbal instructional model, which involves descriptions and explanations of
a behavior

3. A symbolic model, which involves real or fictional characters displaying

behaviors in books, films, television programs, or online media

Successful modelling of these more complicated patterns of behavior require
development of the major sub-functions that govern observational learning including

attentional, retention, production and motivational processes (Bandura 1989).

o Attention: In the learning process, people need to pay attention. If the learning
topics are interesting, they are more likely to pay full attention.

o Retention: The process of retention is the ability to store information. It is the
ability to pull up information later and act on it is vital to observational learning.

e Reproduction: It is the process after attention and retention when people start
to perform the desired behavior. It will improve their behavior and advance their
skills.

o Motivation: In order for observational learning to be successful, motivation
needs to be created. Reinforcement and punishment play an important role in

motivation.

Self-regulation mechanism operates through three principle sub functions
include self-observation, judgment process and self-reaction (Bandura 1991). Self-
observation can be used to assess one’s progress toward goal attainment. The behavior
should be continuously observed while it occurs. Judgment process or self-evaluation
compares one person’s performance with a goal. People will be satisfied when they
achieve goals that they value. When people achieve these valued goals, they are more
likely to continue to exert a high level of effort, since sub-standard performance will no
longer provide satisfaction (Bandura 1989). Self-reaction refers to one’s performance
can be motivated. If the progress made is deemed acceptable, then one will have a
feeling of self-efficacy with regard to continuing, and will be motivated towards the
achievement of their goal.
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Self-efficacy beliefs are an important aspect of human motivation and behavior.
People are more likely to engage in activities for which they have high self-efficacy
(van der Bijl and Shortridge-Baggett 2001). Self-efficacy has influence over people's
ability to learn, their motivation and performance (Lunenburg 2011).

2.4 Transtheoretical Model (Stages of Change)

Transtheoretical model (TTM) is the theory that identifies key stages that people
can go through when adopting different behaviors. This theory sees behavior as a
process rather than an event (French, Blair-Stevens et al. 2009). TTM was developed
by James O. Prochaska of the University of Rhode Island and colleagues. One of the
key constructs of the TTM is the Stages of Change. Behavioral change can be thought
of a progression through a series of stages (Prochaska 2005). The Stages of Change are

as follows:

PROGRESS Precontemplation

v

Contemplation R

v

v Preparation N

v

Action

v

Maintenance RELAPSE

A

Figure 2.2: The Stages of Change Continuum

Pre-contemplation: The person is unaware or not intending to change a
particular behavior. They are usually not armed with the facts about the risks
associated with their behavior.

Contemplation: The person become aware, begin to understand and desire
to change a particular behavior. The person consider advantages and
disadvantages of the desired behavior and ambivalent about change.
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Preparation: The person has some experience about change and is trying
to change. The person outweighs the disadvantages and plan for action.
Action: This stage means that the person practices the desired behavior. It
is the beginning of behavior change process.

Maintenance: When the person continue commitment to sustain desired

behavior for at least six months.

In this study, Social Cognitive Theory was applied and used in the design of the
Triple-S intervention. It focuses on improving self-efficacy of study participant from
the process of motivation improvement, cognitive recognition and observation learning
from the modelling. The intervention was specific on improving drug users’ perceived
confidence in their ability to utilize specific harm reduction strategies in high-risk
situations; withdrawal, negative emotions and social pressure conditions. The Stages of
Change addresses change is a process that occurs over a period of time. Both linear and
non-linear mechanism can be occurred in these changes. The Stage of Change can be
recycled. This study used this theory to assess level of stage of change for each person
and apply intervention to move IDU to next level of Stage of Change. Standard
questionnaire (SOCRATE 8D) was used to assess each person before attending the

sessions.
2.5 Relevant Research

Literature review was conducted for relevant research from year 1996 to 2011.
The relevant researches are related to drug initiations, IDU risk behaviors and

treatment.

A study in Mexico was conducted to identify background characteristics of
individuals who injected as their first illicit drug-use experience (Morris, Brouwer et
al. 2011). Given these individuals’ accelerated transition into injection drug use, this
study examined how their current drug using and sexual behaviors differed compared
to individuals who initiated illicit drug use through snorting, smoking, or ingesting.
Data provide little support that this IDU subgroup engaged in behaviors that placed

them at higher risk of acquiring blood-borne infections. Instead this unique subgroup
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of IDU may represent a more stable, less risky group who could act as potential leaders

in their community to change social norms and motivate behavior change.

A multi-site study was undertaken in 2004 to describe risk behaviors and
patterns of drug use among young IDU with a recent history of injecting ketamine
(Lankenau, Wagner et al. 2010). Several variables evidenced statistically significant
relationships with drug type: age at injection initiation, level of education, region of
initiation, setting, mode of administration, patterns of self-injection, number of drugs
ever injected, current housing status, and their hepatitis C virus (HCV) status.
Qualitative analyses revealed that rationale for injection initiation and subjective

experiences at first injection differed by drug type.

Another qualitative study was conducted to explore the factors that influence
the initiation of drug and alcohol use among homeless women and the health and social
consequences of drug and alcohol use (Nyamathi, Bayley et al. 1999). Findings
revealed that they had suffered traumatic childhood events and family dysfunction and
had low self-esteem, emotional distress, and poor physical health. The initiation of drug
and/or alcohol use was strongly affected by the social influence of other users.

A study conducted in Thailand revealed situation about IDU (Werb, Hayashi et
al. 2009). This study aimed to identify drug use patterns among IDU participating in a
cross-sectional study conducted in Bangkok. More than half of IDU (61.5%) reported
heroin injection and 52.4% reported injection midazolam use at least daily in the past
six months. Participants in this study reported high levels of illicit drug use, including
the injection of both illicit and licit drugs. In bivariate analyses, no association between
increased police presence and drug use behaviors was observed. These findings
demonstrate high ongoing rates of drug injecting in Thailand despite reports of
increased levels of strict enforcement and enforcement-related violence, and raise

questions regarding the merits of this approach

Effectiveness of a brief intervention and continuity of care in enhancing
attendance for treatment by adolescent substance users was conducted (Tait, Hulse et

al. 2004). This study aimed to evaluate the effectiveness of a brief intervention
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enhanced by a consistent support person in facilitating attendance for substance use
treatment following a hospital alcohol or other drug presentation. Randomized control
trial was used with 127 adolescents from hospital emergency departments. This study
revealed that adolescent attendance for treatment can be improved by brief intervention

with harmful substance use behaviors reduced for both occasional and daily users.

There are many studies worldwide indicated effectiveness of cognitive
behavioral therapy CBT among IDU. A Randomized controlled trial study was
conducted with 214 regular amphetamine users to test feasibility of brief interventions
consisting of motivational interviewing (MI) and CBT compared with a control
condition (Baker, Lee et al. 2004). The main outcomes of this study were to measure
changes in amphetamine use, changes in other drug use and changes in drug-related
harm by using standard measurement related to drugs use and mental health. This study
revealed that there was a significant decrease in the likelihood of amphetamines
abstinent among those receiving treatment sessions. The number of sessions attended

associated with a faster improvement in depression level.

A study conducted to identify feasibility of brief CBT among amphetamine
users, to assess the effectiveness of intervention and to pilot multiple session
interventions (Baker, Boggs et al. 2001). The Opiate Treatment Index (OTI) was the
main measurement for this study. Findings indicated a significant reduction in
amphetamine use. This study concluded that brief CBT appear feasible among regular

users of amphetamine.

A study conducted from Boston University (McHugh, Hearon et al. 2010)
revealed that CBT for substance use disorders demonstrated efficacy as both a therapy
and as part of combination treatment strategies. Evidence supporting the use of CBT
were shown and focused on overcoming the powerfully reinforcing effects of

psychoactive substances.

Another study conducted in Brazil compare individual and group CBT for
alcohol and drug-dependent patients by using a randomized clinical trial (Marques and

Formigoni 2001). This study revealed similar levels of drug consumption, dependence
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and associated problems for both groups. These two groups, individual and group CBT,
presented similar outcomes. While a group format could be used as a good option to
reduce costs, staff and therapist characteristics are also important aspects to be
considered.

An evaluation of a CBT for pregnant IDU at risk of HIV infection was
conducted in Australia by using randomized control trial (O'Neill, Baker et al. 1996).
Findings revealed that there was no change in drug use per se in either group after the
intervention and the intervention had no effect on sexual risk behaviors. An intervention
may be used for individuals persisting with injecting risk behaviors despite methadone
maintenance treatment. The availability of sterile injection equipment should also be

considered.

A systematic review of interventions to increase the uptake of opiate
substitution therapy in injecting drug users was conducted in United Kingdom (Roberts,
Annett etal. 2011). Studies were categorized into MI, case management (CM) or mixed
approaches. Meta-analysis was performed for these six studies. Individuals exposed to
MI were 1.46 times more likely to enter treatment at follow up and individuals exposed
to CM were 2.95 times more likely to be entering treatment at follow up. This study
indicated the use of both CM and MI approaches to increase the uptake of IDU into

treatment.

Methadone treatment of IDU for prevention of HIV infection was revealed from
a systematic review (Gowing, Farrell et al. 2005). Twenty-eight studies involving
methadone treatment were included in the review. MMT is associated with statistically
significant reductions in injecting use and sharing of injecting equipment. It is also
associated with reductions in numbers of injecting drug users reporting multiple sex

partners or exchanges of sex for drugs or money, but has little effect on condom use.

Factors associated with methadone treatment among IDU in Thailand were
analysed (Fairbairn and et al 2011). It was found that non injection methamphetamine
use were negatively associated with methadone treatment and majority of IDU on

methadone continued to inject drugs, and the most common reason for stopping
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methadone was becoming incarcerated. This study suggested that evidence-based
addiction treatment in the form of methadone maintenance therapy, with attention paid

to concomitant midazolam injection in this setting, should be implemented.

From all of these relevant researches, they were indicated about IDU risk
behavior and HIV risk. Behavior change theory is more likely to be applied and
implemented with IDU in either group or individual format. IDU in Thailand is still at
risk behavior and continued to inject drugs. From these reasons, this study aim to reduce
the gap by designing the intervention for IDU to reduce rate of drugs injection, practice

safer behaviors and improve their general and harm reduction self-efficacy.
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RESEARCH METHODOLOGY

This study was done by using quasi experimental research design. This study
assessed the effectiveness of Triple-S intervention. Study participants were assigned
into two groups. The intervention group received Triple-S intervention. Another group
was a control group received self-help booklet only once at the beginning. This study
evaluated effectiveness of the intervention compare to a control group and was assessed
before and after the intervention and follow up at 1-, 3- and 6-month. Outcomes were
assessed in term of reducing rate of drug injection, having safer drug injection

behaviors, and improving harm reduction self-efficacy.
3.1 Study population

In Bangkok, the IDU population was estimated to be around 4,200 (Johnston
and et al 2012).Target population in this study were IDU, aged older than 18 in Bangkok

and its vicinity and reported injecting any type of illicit drug in the past 6 months.
3.2 Sample size

Sample size was calculated for test of different (Cohen 1992), with 95%
confidence interval and 90% power, and equal sample sizes in two groups. The primary
outcome of interest is dichotomous (Chan 2003). From the meta-analytic review of
psychosocial intervention for substance use disorders (Dutra, Stathopoulou et al. 2008),
13% of the participants on the control group achieved a successful outcome for drug
abstinence rate and 27% of the subjects had a successful outcome. The effect size was
also referred from this meta-analytic review which reported 0.23. The formula for
sample size calculation is as follow;

N =Kx[p:(1-p1)+p2(1-p2)]
(p1 — p2)’®
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Where, N = the sample size in each of the groups
K = constant which is a function of o and
(K =10.5 for 90% power)
p1 = proportion of successes on control group

p2 = proportion of successes on intervention group

N =10.5 x [0.13(1 - 0.13) + 0.36(1 - 0.36)]
(0.13 - 0.36)?

N =31.74

From the calculation, it was the minimum number of the sample size. In order
to prevent loss follow up, 20% of sample size was added up and adjusted the sample
size into 45 per group. Totally, 91 IDU were recruited in this study.

3.3 Sampling procedures

Announcement about this study was posted at IDU Drop-in Center in Bangkok
and its vicinity and by word of mouth. Non-probability sampling was done to recruit
eligible respondent to the study. A purposive sample was used as a non-representative
subset of some larger population, and constructed to serve a very specific need or
purpose. Recruitment with snowballing was also done to reach the targeted sample size.
As IDUs are hard to reach population and drug use is illegal, in order to reach and
recruit them into the study, gaining trust and ensuring their security were important

issues in the recruitment process.

Ninety eligible respondents were assigned to one of two groups by intervention
site. The control group consisted of individuals from two sites located in center and
southern of Bangkok (Sathorn and Bang Khae District) and a community in center area
(Klong Toei District). The intervention group was from two sites located in the center
and northern of Bangkok (Phrakhanong and Bang Sue District) as shown in the
Figure 3.1. In order to have the same population characteristics for two groups, average
age, average duration of drug use (Carney and Myers 2012) and sex (Ettorre 2004) were

monitored in the sampling process.
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Figure 3.1: Map of areas of the study site

lusion and exclusion criteria

In order to be eligible to this study, inclusion and exclusion criteria were as

Inclusion criteria:

Aged older than 18 years old

Have been injected any type of substance in the past 6 months
Resident in Bangkok and its vicinity for at least 6 months

Willing to be contacted for follow up assessment in the duration of 10
months

Able to give informed consent
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Exclusion criteria:
Any female participant who is pregnant and early pregnant during the
intervention
Any person who has participated in a similar research study in the past
6 months
Any person who currently receive Methadone Maintenance Treatment
Any medical or psychiatric conditions
Any person who are unable to read and write

Participants were screened for eligibility by using screening questionnaire as

shown in Appendix G.
3.5 Study procedure

Eligible respondents were assigned to one of two groups: intervention group
was the experimental group receiving Triple-S intervention that was being tested and a
comparison group (a control group). These groups were then followed prospectively to

assess the effectiveness of the intervention.

All potential respondents were given an overview of the study. Then, all
potential participants were forwarded to the interviewers and a meeting was arranged.
Interviewers were then administer the informed consent protocol and arrangements
were made for the first measurement to conduct within 2-3 days. Informed consent was
obtained for both the interview and the data analysis. Anonymity of responses was
assured by use of non-identifying nicknames in place of names. Interview, transcripts,
note taking and any other information related to the collection of data was maintained

under secure lock and key for only researchers to access.

Triple-S intervention was done by using grouping format. It was 5 participants
per group. Information from baseline measurement related to stage of change and type
of main drug injection were used to arrange participants into group. Study participants
in the same group that was not available in the same time, groups were merged with the
participants who had the same level of stage of change and type of main drug injection.

Procedure of the study as shown in Figure 3.2.
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6 sessions at the beginning
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Post measurement
1-, 3- and 6-month follow up after the intervention

Figure 3.2: Study procedure

Flow of the Participants through the study as shown in Figure 3.3. There were
125 IDU screened and 91 respondents were eligible to attend the study. 35 persons who
were not eligible because they were in methadone treatment (15 persons), not injecting
drug in the past six months (6 persons) and unreachable after passing the screening
process (13 persons). Of those who were eligible to the study, one person passed away
before assignment to the group. In total, there were 90 participants in this study. 45
participants were assigned to the intervention group and another half were assigned to
the control group. For the intervention group, 36 participants completed all six sessions
of the Triple-S intervention. There were 31 participants completed all three follow up



27

assessment. For the control group, there were 20 participants completed all
assessments. Loss follow up rate for both groups were 43%. The loss follow up rate
was 31% in the intervention group and 56% in the control group. The reasons for loss
follow up were imprisonment (5 persons), died (2 persons) and unreachable (23

persons).

IDU Screened (n=125) IDU(nE=Xa~CzI3l)Jded

In MMT=15
Not inject drug =6
Loss contact=13

\ 4
Eligible IDU (n=91)
I

Ly Died=1
\4 v
Intervention Group (n=45) Control Group (n=45)
v
Sessions Completed
Start I: 45
Start 11: 42
Smart I: 39
Smart 1I: 39
Strong I: 36
Strong I1: 36
s
v \ 4
Follow up 1 month (n=35) Follow up 1 month (n=28)
_+ Loss follow up=2
Loss follow up=1 Died =1
A 4 \4
Follow up 3 months (n=34) Follow up 3 months (n=25)
H Loss follow up=4
Loss follow up=3 Died =1
A 4
Follow up 6 months (n=31) Follow up 6 months (n=20)

Figure 3.3: Flow of study participants through the study
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3.6 Intervention

Many studies used individual format for the intervention and it was found that
both of the individual format and group session presented similar effectiveness (Sampl
and Kadden 2000, Marques and Formigoni 2001, McHugh, Hearon et al. 2010).
Therefore, this study was designed by using grouping format (5 persons per group).
Triple-S intervention was conducted by interventionists who have experience working
with drug users. Totally, two interventionists and two research assistants were hired
and trained for this study.

Details of two types of intervention in this study are as follow;

e Educational intervention
This intervention was applied for control group. Self-help booklet was provided
to study participants only once at the beginning of the study. The overview of
the self-help booklet is as follow (Appendix C);

Harm reduction from drug use

Safe injection

Overdose prevention

e Triple-S intervention

Triple-S is a behavior change intervention designed grounded in Social
Cognitive Learning Theory and Transtheoritical Model. Triple-S was
implemented with IDU in the intervention group. It comprises of six grouping
sessions complemented with individual sessions aimed to change IDU
behaviors. Triple-S intervention has 3 parts as follow;

Start - IDU prepare and start building readiness for behavior change

Smart — IDU change their behavior by improving harm reduction self-

efficacy and having safer drug use behaviors
Strong — IDU reduce rate of drug use, realize benefit and maintain

behavior change
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Main Outcomes that were measured from this intervention are as follow;
Reduce level of drug injection
Safer drug injection behaviors

Improve IDUs’ harm reduction self-efficacy

Triple-S intervention was designed grounded in behavior change theories. The
intervention help the study participants to learn in each session including
discussion with the interventionists. This intervention was applied to

experimental or intervention group. Intervention was designed as in Figure 3.4.

Triple-S Intervention

Transtheoretical

Model START:

Start | — Preparation
Start 11 — Building readiness for change

SMART:
Smart | — Changing behavior
Smart Il — Coping with relapse

Social Cognitive
Learning Theory

STRONG:
Strong | — Benefits of behavior change
Strong Il — Maintaining behavior change

Figure 3.4: Triple-S Intervention

The intervention was conducted in the duration of three months which took
around one hour per group per session. Totally, six sessions of intervention were
conducted with each group complimented with individual sessions. Manual for
Triple-S intervention was created, reviewed and approved by experts from
public health and psychology field before being implemented (Appendix A).
Training for interventionists was also conducted. Individual log sheet with
information from baseline measurement was designed and used with each
participant. Transtheoretical model was applied to assess each participant
readiness to change (Appendix F). Interventionists used this log sheet to record
each participant responses after each session. Details of Triple-S intervention

that was conducted is as follow;
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Start I: Preparation

Objective: To prepare study participant for Triple-S sessions

Each person was contacted for preparation for the sessions. Study participant
provided information about their life situation and drug use problems.
Challenging about their life was discussed and expectation for attending this
intervention were defined. Insights of IDU were generated and this information
was used for segmenting the target group. At this stage, Triple-S intervention
was introduced to study participant. This information was used to plan for
motivation enhancement for each person in each stage. Outline of the sessions
of the intervention was given to the participants. Appointment for the next

sessions was made.

Start I1: Building readiness for change

Objective: To motivate study participant to observe their own behaviors
and start thinking about changing their drug use behavior

This session was about building readiness for change. The interventionist began
the process of assessing and building the participant’s motivation to change by
addresses their life goal. Study participants discussed with the interventionist
about how drug use affect their life goal. Self-efficacy should improve by
changing their belief about their own capability to learn or perform behaviors.
Harm reduction knowledge and concept was given to study participants.
Homework exercise was given to study participant which was about recording

rate of drug use and their injecting behaviors.

Smart I: Changing behavior

Objective: To provide knowledge and information for changing their drug
use behavior

This part includes reviewing about drug use problems that occur with study
participant’s life. Each person defined their drug use behavior that they intended
to change, benefits to their life, and set goals of behavior change. They should
set the plan for changing their behaviors. Role model was shown and discuss to

support attentional, retention and production process. Homework exercise was
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given to study participant to record their drug use behaviors, changes that occur

in their drug use behaviors and their feeling about it.

Smart I1: Coping with relapse

Objective: To develop skills to deal with challenges that may occur during
behavior change process

This session develop further skills for IDU to deal with challenges that may
occur and assist each participant to develop emergency plan in order to cope
with relapse and maintain their behavior change. Self-observation related to
their drug use behaviors was discussed. Past experiences of them related to
relapse were also discussed. Factors that associated with relapse were discussed
with study participants including peer pressure, family support, community
support and employer support. Key person support was identified in order to
assist them during the process. Planning for stronger coping strategies with at-
risk situations were defined and various situations that may cause relapse were
shown with possible solutions. The group discussed about how to deal with each
challenge. Homework exercise was given to study participant to record their
feeling when practicing safe drug use behaviors, problems occur and how to

deal with each situation.

Strong I: Benefits of behavior change

Objective: To realize benefit of their behavior changes and enhance
motivation

Motivation to drug use behavior change was discussed and strengthen benefits
that they got. Motivation can be enhanced by emphasizing that using/injecting
drug may affect their life goal. Changing in their life was discussed. Challenges
from practicing harm reduction were defined and discussed. Environmental
factors that may cause at-risk situation were given and discussed possible
solutions. Internal rewards were reinforced. Capability to behavior change was
strengthened and motivated them to maintain their behavior change and
evaluate trigger for relapse. Homework exercise was given to study participant

to record their feeling and changing in their life after behavior change.
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Strong I1: Maintaining behavior change

Objective: To create commitment for sustaining behavior change

This session assisted each participant to realize advantages of behavior change
that lead to their life goals, belief in their capability to change and deal with
challenging situations and continue commitment to sustaining new behavior.
Advantages of behavior change that lead to their life goals were discussed.
Internal rewards were reinforced. Key person support was identified in order to
assist them during the process. Type of support and how they can get it was

introduced to each participant. Follow up scheduling was planned.

3.7 Research measurement instruments

Research measurement instruments were designed and used to assess the

intervention and outcomes of the study as follow;

3.7.1 Intervention assessment

These assessments were used during the intervention in order to monitor and
evaluate effectiveness of each process and used to apply the intervention as appropriate.

The intervention assessment consists of;

The Stages of Change Readiness and Treatment Eagerness Scale
(SOCRATES). It is an instrument designed to assess readiness for
change in alcohol abusers. A version for drug users was developed that
has three scale scores, including Recognition, Ambivalence, and Taking
Steps, which correspond to the appropriate stages of change. The
Recognition scale examines whether study participants recognize
problems related to their drug use or if they deny that their use is causing
any problems to their life. The Ambivalence Scale consider whether
drug users are in the pre contemplation/contemplation stage, and
examines ambivalence to change, including whether they wonder if they
are in control of their drug use. The Taking Steps subscale looks at
whether study participants are taking any steps to change their drug use.

The measure applies a 5-point Likert scale that ranges from 1 (Strongly
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Disagree) to 5 (Strongly Agree). Three subscale scores (Recognition,
Ambivalence and Taking Steps) indicate whether a study participant
scored in the low, medium or high range for a particular stage of change.
SOCRATES 8D is a 19-item drug/alcohol questionnaire for clients as
shown in Appendix F. Standard questionnaires have been tested and
reported for reliability and validity. SOCRATES indicates moderate
internal consistency (alpha range of .60-.96) and high test-retest
reliability (.82-.93) (Phillips 2005). The scoring sheet for SOCATES 8D
can be seen in Appendix G and the scores can be interpreted as in Table
3.1 (McNicholas 2004);

Table 3.1: Interpretation of SOCRATES scores

Score Recognition Ambivalence Taking Steps

90 Very high 19-20 39-40
80 18 37-38
70 High 35 17 36

60 34 16 34-35
50 Medium 32-33 15 33

40 31 14 31-32
30 Low 29-30 12 -13 30

20 2728 9-11 26 - 29
10 very low 7—26 4-8 8-25

Homework after each session to record daily. After each session, study
participant was given homework to record their thought, feelings,
behaviors and how to deal with the situations. This homework have
specific information to record by the topic discussed in each session.
The homework was reviewed by the interventionist before the next
session. Information from participant’s homework was recorded in the

log sheet (Appendix B).
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3.7.2 Outcome assessment

This quasi-experimental study was tested for baseline and follow up for each

participant four times; baseline, after complete the intervention (first month) and follow

up for sustainability (third and sixth month), within group and between group.

Main outcomes that were measured from this intervention are as follow;

Reduce level of drug injection

Rate of drug injection
OTI Scale Score

Safer drug injection behaviors

Polydrug injection
Drug mixing
Injection at groin

Injection site rotation

Harm reduction self-efficacy in three conditions

Withdrawal condition
Negative emotions condition

Social pressure condition

These outcomes were measured by;

Socio-Demographic and drug injection behavior questionnaire:
This  questionnaire includes information about population

characteristics, rate of drug injection, drug injection behaviors

The Opiate Treatment Index (OTI): The OTI consists of six
independent outcome domains. The domains chosen to reflect the
dimensions of treatment outcome were: Drug Use, HIV Risk-taking
Behaviour, Social Functioning, Criminality, Health Status, and
Psychological Adjustment. The reliability and validity of the OTI scales
were tested by a series of sub-studies. Coefficient alpha for each of the
scales to date are as follows: HIV Risk-taking Behavior: 0.70; Social
Functioning: 0.58; Criminality: 0.38; Health: 0.76; Psychological
Adjustment (GHQ): 0.83. For poly-drug use, coefficient alpha was not
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calculated as it could not be combined the drug use data into a single
scale score (Darke, Ward et al. 1991). In this study, Opiate Treatment
Index (OTI) was used in drug use domain to gather information from the
study participants. All questions concern behavior in the month prior to
the day of interview. The intervals between days of drug use, and the
amounts consumed on these days, are employed to estimate recent
consumption. Average amount per day (Q Score) can be calculated by
the formula;
Q = gl +q2
tl +1t2
where Q = average amount per day
gl = amount consumed on the last use occasion
g2 = amount consumed on the second last use occasion
t1 = interval between the last day of drug use and the next to last
use day
t2 = interval between the second and third last days of drug use

Q Score can be interpreted as Table 3.2;

Table 3.2: Interpretation of Q scores

Quantity/Frequency Q
Abstinence 0.00
Once a week or less 0.01-0.13
More than once a week 0.14-0.99
Once a day 1.00 - 1.99
More than once a day 2.00 or more

Harm Reduction Self-Efficacy Questionnaire (HRSEQ): This
questionnaire was used for measurement of drug users’ perceived
confidence in their ability to utilize specific harm reduction strategies in
high-risk situations. HRSEQ was tested by using test-retest reliability

and reported for three conditions. For withdrawal condition, r = .84, p =
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.0001, for negative emotion condition, r = .70, p =.0001 and for social
pressure condition, r = .85, p =.0001 (Phillips 2005).

3.8 Reliability and validity

Questionnaires were tested for content validity by experts from academic and
related field and back translation of all questionnaires were done by English language
specialist who familiar with translating documents related to drug use and harm
reduction. All of research instruments in this study were tested for reliability and
validity. Questionnaires were pilot tested with 30 IDUs in Samutprakarn Province who
were not included in this study. For poly-drug use in OTI, coefficient alpha was not
calculated as it could not be combined the drug use data into a single scale score.
Internal reliability Cronbach’s alpha for HIV Risk-taking Behavior was 0.70. For Harm
Reduction Self-Efficacy Questionnaire, Withdrawal condition, Cronbach’s alpha was
calculated at 0.649, for Negative Mood condition, Cronbach’s alpha was 0.742 and for
Social Situation condition, Cronbach’s alpha was 0.789. Experts in the field of harm
reduction were identified. The experts’ opinions resulted in IOC value of 0.80. The
revisions of the instrument according to experts’ comments were incorporated.
Reliability of the Stages of Change Readiness and Treatment Eagerness Scale that was

used for intervention assessment demonstrated Cronbach’s alpha 0.835.
3.9 Data analysis

This study used a two-parallel group, quasi-experimental design to one of the

two conditions. Data analysis was done as following process;

Baseline data was collected. Prior to testing for intervention effects,
baseline data was analyzed for demographic and drug injection
behaviors between the intervention and the control group to reduce
confounding variables. A chi-square test was used to compare
categorical variables between the intervention and the control
groups. An independent t-test was used to determine the mean
differences between the intervention and the control groups for

continuous variables.
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Outcome assessments was used with two groups to follow up at
baseline, and follow up (1-, 3- and 6-month) to evaluate
effectiveness of Triple-S intervention. After collected data, it was
cleaned and verified for all variables. SPSS software package
version 22 was used to analyze quantitative data. A chi-square test
was used to compare categorical variables between the intervention
and the control groups. Independent t-test were used to measure the
difference of two mean scores between groups. Repeated measures
ANOVA was analyzed to explore the effects of overall changes and
difference within group. A p-value of 0.05 was used as the criterion

for statistical significance for all analyses.

3.10 Ethical consideration

The Ethics Review Committee for Research Involving Human Research
Subjects, Health Science Group, Chulalongkorn University, approved this study on
September 29, 2014 with the research project number 106.1/57.

No participant was interviewed without their informed consent. Prior to data

collection, potential respondents were provided a verbal consent form (Appendix H).



CHAPTER IV
RESULTS

This chapter presents the analysis and interpretation derived from IDU who
participated in the study. The results presented in this chapter include descriptive
findings of the demographic characteristics of the IDU and effectiveness of the Triple-
S intervention. The effectiveness of the intervention was assessed by the differences in
level of drug injection, drug injection behaviors and harm reduction self-efficacy of

IDU who completed the Triple-S intervention compared to the control group.
4.1 Demographic characteristics

Demographic characteristics of study participants were analyzed from the
baseline assessment to provide information and to compare between the intervention
and the control groups. This part presented the frequency distribution of selected
variables describing the background of IDU before the intervention. Data was
aggregated by the intervention and the control group. For categorical variables, a chi-
square was used to determine the differences between the intervention and the control
groups. Independent t-test was used to determine the mean differences between the two
groups. The frequency of distribution for the selected variables of socio demographic
characteristics include sex, age, education level, employment status, income and marital

status, as presented in Table 4.1.

Most of study participants (87%) were male as they are a majority of drug use
population in Thailand. Only 13% of female participated in this study, 16% in the
intervention group and 11% in the control group. Median age of participants was 39
years old and mean age was 41 years old. According to National Education Act of B.E.
2542 (1999), compulsory education shall be for nine years which mean completing
secondary school (Matthayom 3) (ONEC 1999). This information was used to consider
number of IDU who completed basic education. It was found that two-third of study
participants (66%) completed nine years of basic education or higher. There were 67%
for the intervention group and 64% for the control group who completed Matthayom 3
or higher. One-third of study participants (34%) had completed lower than basic
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education. More than half (62%) of study participants had been employed, either a full
time or part time job. There were higher proportion of the intervention group (71%)
compared to the control group (53%) that had been employed, however, it was not
statistically difference. Average and median monthly income was 5,990 and 6,000 Thai
Baht respectively. Average income of the control group (5,378 Thai Baht) was lower
than the intervention group (6,602 Thai Baht). It can be considered that there was a
lower proportion of the control group who had been employed. Around one-third (36%)
of study participants were married. Anyhow, there was no statistically difference in all

demographic characteristics between groups.

Table 4.1: Demographic characteristics of study participants

Variable Intervention Control Total p-value
Group Group
n=45 n=45 n=90
n (%) n (%) n (%)
Sex
Male 38 (84%) 40 (89%) 78 (87%) 0.535 (a)
Female 7 (16%) 5 (11%) 12 (13%)
Age
Mean (SD) 41.56 (8.03) 41.29(8.99) 41.42(8.48) 0.882 (h)
Education
Lower than 15 (33%) 16 (36%) 31 (34%) 0.824 (a)
secondary school

Secondary school and 30 (67%) 29 (64%) 59 (66%)
higher

Employment

Employed 32 (71%) 24 (53%) 56 (62%) 0.082 (a)
Unemployed 13 (29%) 21 (47%) 34 (38%)

Income

Mean (SD) 6,602 (5,737) 5,378 (5,142) 5,990 (5,452) 0.289 (b)
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Variable Intervention Control Total p-value
Group Group
n=45 n=45 n=90
n (%) n (%) n (%)
Marital Status
Married 17 (38%) 15 (33%) 32 (36%) 0.660 (a)
Single/Others 28 (62%) 30 (67%) 58 (64%)

(a) p-value derived from chi-square, (b) p-value derived from independence t-test

Other drug injection behaviors data was also collected to better understand
IDU’s behaviors. A chi-square was used to determine the differences between the
intervention and the control groups for categorical variables. For mean duration of drug
injection, independent t-test was used to determine difference between the intervention
and the control groups. It was found that IDU in Bangkok had been injecting drugs for
an average and median of 19.86 and 20 years respectively. Maximum duration of drug
injection was 42 years. Study participants in the control group reported little longer
duration of drug injection (20.51 years), however, it was not significance difference
between groups. On average, participants injected two types of drugs. There were 60%
of study participants reported injection 2-4 types of drugs or polydrug injection. Higher
proportion of study participants in the control group reported polydrug injection
(intervention group 53% vs control group 67%). However, it was not statistically
difference. Only 3% of the study participants reported sharing needle and injecting
equipment in the past month which mean almost all study participants (97%) reported
not sharing needle and injecting equipment. It was positive to consider that all
participants in the intervention group reported not sharing needle and injecting
equipment at all in the past month. This may be a result of a needle syringe exchange
program that implemented at the drop-in centers. There were 27% of study participants
reported using tourniquet, 22% of the intervention group and 31% of the control group.
This variable has to be considered together with part of the body that they injected.
Anyhow, there was no statistically difference in all drug injection practices between the

intervention and the control groups at baseline assessment as presented in Table 4.2.
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Table 4.2: Drug injection practices in the past month

Variable Intervention Control Total p-value
Group Group
n=45 n=45 n=90
n (%) n (%) n (%)
Duration of drug injection
Mean (years) 19.20 (8.51) 20.51 19.86 0.470 (b)
(SD) (8.64) (8.55)
Number of drug injection
1 type of drug 21 (47%) 15(33%) 36 (40%) 0.197 (a)
2 — 4 types of drug 24 (53%) 30(67%) 54 (60%)
Needle sharing
Yes 0 (0%) 3 (7%) 3(3%) 0.078(a)
No 45 (100%) 42 (93%) 97 (97%)
Tourniquet usage
Yes 10 (22%) 14 (31%) 24 (27%) 0.340 (a)
No 35 (78%) 31(69%) 66 (73%)

(a) p-value derived from chi-square, (b) p-value derived from independence t-test

Study participants reported one type of drug injection including midazolam
(21%), heroin (9%), and methamphetamine (9%). Half of them (50%) reported two
types of drugs injection. Main drugs that one third of study participants (32%) injected
were heroin and midazolam. When considering difference between the groups, it was
found that 16% from the intervention group and 49% from the control group reported

inject heroin and midazolam.
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Variable Intervention Control Total p-value

Group Group

n=45 n=45 n=90

n (%) n (%) n (%)
One type of drug 0.002
Midazolam 10 (22%) 9 (20%) 19 (21%)
Heroin 3(7%) 5 (11%) 8 (9%)
Methamphetamine 8 (18%) 0 (0%) 8 (9%)
Crystal-methamphetamine 0 (0%) 1 (2%) 1 (1%)

(a) p-value derived from chi-square

There were 60% of study participants reported polydrug injection or injected

more than one type of drugs. Around one-third of study participants (32%) reported

inject heroin in combination with midazolam. Other two types of drugs injection

included midazolam and methamphetamine, heroin and methamphetamine etc. There

were 7% of study participants injected three types of drugs and 3% injected four types

of drugs. There was significant difference between the intervention and the control

groups (p-value<0.01) as shown in Table 4.4.

Table 4.4: More than one type of drugs injection in the past month

Variable Intervention  Control Total p-value
Group Group
n=45 n=45 n=90
n (%) n (%) n (%)
Two types of drugs 0.006
Heroin and midazolam 7(16%) 22 (49%) 29 (32%)
Others (i.e. midazolam and 11 (23%) 5(11%) 16 (18%)
methamphetamine)
Three types of drugs 3 (7%) 3 (7%) 6 (7%)
Four types of drugs 3 (7%) 0 (0%) 3 (3%)

(a) p-value derived from chi-square
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Drug injection related behaviors of the intervention and the control groups were
presented in Table 4.4. A chi-square was used to determine the differences between the
intervention and the control groups for categorical variables. In terms of other behaviors
related to drug injection, high proportion of study participants (82%) reported having
received some form of drug treatment, 78% of the intervention group and 87% of the
control group. This study screened only IDU who were not in any type of drug treatment
during the recruitment period. It was interesting that a majority of study participants
had ever been in drug treatment while they discontinued and still injecting drugs. Drug
use is illegal in Thailand, unsurprisingly, there were 83% of study participants reported
ever been in prison as a result of drug related charges. There were 87% of the
intervention group and 80% of the control group, however, it was not statistically
difference.

Drug overdose is currently the leading cause of death among drug users.
Therefore, it is important to consider information on prevalence of non-fatal drug
overdose among IDU. From this study, it was found that almost one-third (29%) of
study participants reported ever experienced a non-fatal drug overdose. There were

equal proportion between the intervention and the control groups (29%).

Data presented in this part regarding the demographic characteristics, drug
injection practices and drug injection related behaviors can be found that even the
control group seem to have less socio-economic status and more complex behaviors i.e.
less income, longer duration of drug injection, higher proportion of study participant
who reported polydrug injection, it had been statistically tested and found that the
intervention and the control groups were no significance difference in any demographic

characteristics, drug injection practices and related variables at baseline assessment.
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Table 4.5: Drug injection related behaviors

Variable Intervention Control Total p-value
Group Group
n=45 n=45 n=90
n (%) n (%) n (%)
Ever been in drug
treatment
Yes 35 (78%) 39(87%) 74 (82%) 0.270 (a)
No 10 (22%) 6 (13%) 16 (18%)

Ever been in prison

because of drug related

Yes 39 (87%) 36 (80%) 75 (83%) 0.396 (a)
No 6 (13%) 9 (20%) 15 (17%)

Ever experienced drug

overdose

Yes 13 (29%) 13 (29%) 26 (29%) 1.000 (a)
No 32 (71%) 32 (71%) 64 (71%)

(a) p-value derived from chi-square

4.2 Effectiveness of the Triple-S intervention

This part presents effectiveness of the Triple-S intervention implemented with
study participants compare to the control group. The effectiveness of the intervention
was assessed by the difference in level of drug injection, drug injection behaviors and
harm reduction self-efficacy of study participants who completed the Triple-S
intervention compared to the control group at baseline, and follow up (1-, 3- and 6-
month). The main outcomes of interest from the intervention were as follow;

Level of drug injection

e Rate of drug injection
e OTI scale score for heroin

e OTI scale score for midazolam
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Drug injection behaviors
e Polydrug injection
e Drug mixing
e Injection at groin
e Injection site rotation
Harm reduction self-efficacy
e Withdrawal condition
e Negative emotions condition

e Social pressure condition

In total, there were 10 measurements to consider effectiveness of Triple-S
intervention. Data was analyzed from study participants who completed each
assessments which were baseline, 1-, 3- and 6- month follow ups. At completed follow
up assessment, data of 51 study participants was analyzed; 31 participants from the
intervention group and 20 participants from the control group. Data was analyzed to
consider differences between and within groups. All measurements were presented as

following results;

4.2.1 Rate of drug injection

Level of drug injection was analyzed by using two measurements which were
rate of drug injection and OT| scale score. Rate of drug injection was measured by using

number of drugs injection per week.

Independent t-test was used to determine differences between the intervention
and the control group at baseline, 1-, 3- and 6-month follow up. It can be found at
baseline assessment that study participants in the intervention group had lower rate of
drug injection compare to the control group (Mean 6.74 and 10.53 respectively).

However, there was no difference between groups as shown in Table 4.6.
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Table 4.6: Comparison of mean rate of drug injection between groups at baseline

assessment
Assessment n Mean SD t-test
Baseline -2.157
Intervention group 45 6.74 7.89
Control group 45 10.53 8.76

* <05 p-value, ** < .01 p-value, *** < .001 p-value, p-value derived from independent t-test

At follow up assessment, it was positive to see difference between the
intervention and the control groups. At 1-month follow up, rate of drug injection
decreased to 3.88 times per week while in the control group it was two times higher
rate of drug injection than the intervention group. Independent t-test was used to
determine difference between the intervention and control group as in Table 4.7. It can

be found that there was significant difference between groups (t = -3.590, p<0.01).

Table 4.7: Comparison of mean rate of drug injection between groups at 1-month

follow up assessment

Assessment n Mean SD t-test
1-month follow up -3.590**
Intervention group 35 3.88 4.23
Control group 28 9.57 8.10

* <.05 p-value, ** < .01 p-value, *** < .001 p-value, p-value derived from independent t-test

The similar pattern has been shown in 3-month follow up assessment. The
control group had two times higher rate of drug injection than the intervention group.
The rate of drug injection in the control was 8.40 times per week and in the intervention
group, it was 4.00 times per week. Results from using an independent t-test showed that
there was significant difference between the groups (t-test = -3.086, p-value<0.01).
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Table 4.8: Comparison of mean rate of drug injection between groups at 3-month

follow up assessment

Assessment n Mean SD t-test
3-month follow up -3.086**
Intervention group 34 4.00 4.32
Control group 25 8.40 6.63

* <05 p-value, ** < .01 p-value, *** < .001 p-value, p-value derived from independent t-test

At 6-month follow up assessment, the control group had around 2.5 times higher
rate of drug injection than the intervention group with mean 8.50 and 3.34 respectively
as presented in Table 4.9. Results from the analysis using an independent t-test showed

that there was significant different between groups (t=-3.753, p<0.001).

Table 4.9: Comparison of mean rate of drug injection between groups at 6-month

follow up assessment

Assessment n Mean SD t-test
6-month follow up -3.753***
Intervention group 31 3.34 3.45
Control group 20 8.50 6.36

* <.05 p-value, ** < .01 p-value, *** < .001 p-value, p-value derived from independent t-test

In order to test the overall change in rate of drug injection, repeated measures
ANOVA was performed. It was found that rate of drug injection of four measurements,
baseline, 1-, 3- and 6-month follow up, differed significantly between the intervention
and the control group (F(1,49) = 8.53, p-value<0.01). For within subjects, there was
significant difference over four assessments at baseline, 1-, 3- and 6-month follow up
(F(3,147) = 4.51, p-value<0.01). There was no interaction between the assessments and
group variables. Output of repeated measures ANOVA analysis as shown in Table 4.10.
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Table 4.10: Effectiveness of Triple-S intervention on rate of drug injection at

completed follow up assessment

Source of variation SS df MS F p-value

Between subjects
Group 902.29 1 902.29 853  0.005
Between subjects error  5,186.23 49 105.84

Within subjects (s)
Assessment 120.47 3 40.16 4.51 0.005
Assessment x Group 39.47 3 13.16 148 0.223
Within subjects error 1308.223 147 8.899

(s)=Sphericity Assumed, p-value derived from repeated measures ANOVA

In conclusion, it was found that the intervention group had significantly reduced
rate of drug injection compare to the control group. There were significant differences
between the group at 1-month (p-value<0.01), 3-month (p-value<0.01) and 6-month (p-
value<0.001) follow up assessments. Therefore, it was concluded that Triple-S

intervention had an impact on reducing rate of drug injection.

4.2.2 OTI scale score for heroin

At baseline assessment, almost half of study participants (48%) reported heroin
injection in the past month. Study participants in the control group reported injecting
heroin higher than the intervention group (60% and 36% respectively). A chi-square
was used to determine the differences between the intervention and the control groups.
It was found that there was significant difference between study participants who
reported heroin injection in the intervention and the control groups (p-value<0.05) as

presented in Table 4.11.
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Table 4.11: Heroin injection at baseline assessment

Variable Intervention  Control Total p-value
Group Group
n=45 n=45 n=90
n (%) n (%) n (%)
Heroin injection
Yes 16 (36%) 27 (60%) 43 (48%) 0.020
No 29 (64%) 18 (40%) 47 (52%)

p-value derived from chi-square test

In order to assess level of drug injection, OTI scale score in drug use domain
was used to gather information from the study participants. OTI scale score measured
the behavior in the month prior to the day of interview. The intervals between days of
drug use, and the amounts consumed on these days, were employed to estimate recent
consumption. For baseline assessment, there were 48% of study participants (n=43)
reported injecting heroin in the past month and only 39 participants responded to OTI
questions (missing = 4). The OTI scale score for heroin was assessed among this group
as shown in Table 4.10. It was found that there was no study participants in abstinent
category. Almost half of them (46%) reported inject heroin more than once a day. More
than half of the control group (56%) reported injecting heroin more than once a day

while it was only 29% in the intervention group.

Table 4.12: Heroin consumption at baseline assessment

Variable Intervention  Control Total
Group Group
n=14 n=25 n=39
n (%) n (%) n (%)
Once a week or less 2 (14%) 1 (4%) 3 (8%)
More than once a week 6 (43%) 4 (16%) 10 (26%)
Once a day 2 (14%) 6 (24%) 8 (20%)

More than once a day or more 4 (29%) 14 (56%) 18 (46%)
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Participants in both the intervention and the control groups dropped out from
the study during the follow up assessments due to loss follow up, imprisonment and
passed away. As a consequence, an effort has made to consider differences between the
intervention and the control groups of the actual number of study participants who
completed the follow up assessment at each stage and responded to OTI scale score
questions for heroin injection. Independent t-test was used to determine differences
between the intervention and control group at baseline, 1-, 3- and 6-month follow up.
At baseline assessment, it can be found that OT]I scale score for the intervention group
was less than the control group. The intervention group had OTI scale score for heroin
injection at 1.18 and it was 1.83 for the control group. However, there was no significant

difference between the groups as presented in Table 4.13.

Table 4.13: Comparison of OTI scale score for heroin injection between groups at

baseline assessment

Assessment n Mean SD t-test

Baseline -1.243
Intervention group 14 1.18 2.02
Control group 25 1.83 1.41

* <.05 p-value, ** < .01 p-value, *** < .001 p-value, p-value derived from independent t-test

At 1-month follow up assessment, OTI scale score for the control group was
higher than the intervention group (mean OTI scale score 1.28 and 0.92 respectively).
However, an analysis by using an independent t-test showed that there was no

significant differences between the groups.

Table 4.14: Comparison of OTI scale score for heroin injection between groups at 1-

month follow up

Assessment n Mean SD t-test

1-month follow up -0.853
Intervention group 10 0.92 0.77
Control group 17 1.28 1.20

* <05 p-value, ** < .01 p-value, *** < .001 p-value, p-value derived from independent t-test
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At 3-month follow up assessment, there were only 10 participants from the
intervention group and 14 participants from the control group respond to OTI scale
score for heroin injection. It can be found that participants in the control group has
almost 2 times higher OTI scale score than the intervention group (mean OTI scale
score of 1.47 and 0.83 respectively). An independent t-test was used to examine
difference between groups and it can be found that there was no significant difference

between the groups at 3-month follow up assessment.

Table 4.15: Comparison of OTI scale score for heroin injection between groups at 3-

month follow up

Assessment n Mean SD t-test

3-month follow up -1.424
Intervention group 10 0.83 0.63
Control group 14 1.47 1.26

* <.05 p-value, ** < .01 p-value, *** < .001 p-value, p-value derived from independent t-test

At 6-month follow up assessment, only 18 study participants responded to OTI
scale score for heroin injection. There were 10 participants from the intervention group
and 8 participants from the control group. OTI scale score for the control group was 2.2
times higher than the intervention group (mean OTI scale score of 1.48 and 0.67
respectively). However, result from the analysis using independent t-test showed that

there was no significant difference between the groups.

Table 4.16: Comparison of OTI scale score for heroin injection between groups at 6-

month follow up

Assessment n Mean SD t-test

6-month follow up -1.338
Intervention group 10 0.67 0.49
Control group 8 1.48 1.75

* <.05 p-value, ** < .01 p-value, *** < .001 p-value, p-value derived from independent t-test

In order to test the overall change in OTI scale score for heroin injection,
repeated measures ANOVA was analyzed. It was found that OTI scale scores of four

measurements, baseline, 1-, 3- and 6-month follow up, were not significantly difference
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between the intervention and the control groups. For within subjects, there was not
significant difference over four assessments. Output of repeated measures ANOVA

analysis as shown in Table 4.17.

Table 4.17: Effectiveness of Triple-S intervention on OT]I scale score for heroin

injection at completed follow up assessment

Source of variation SS df MS F p-value

Between subjects

Group 441 1 441 0.84 0.374
Between subjects error  84.55 16 5.29

Within subjects (s)
Assessment 3.25 3 1.08 1.36 0.267
Assessment x Group 1.82 3 0.61 0.76 0.522
Within subjects error 38.21 48 0.80

(s)=Sphericity Assumed, p-value derived from repeated measures ANOVA

In an effort to use OTI scale score for measurement of level of heroin injection,
even the intervention group demonstrated lower scores than the control group, it was
not statistical difference between the intervention and the control groups. This may
reflect the small number of study participants who responded to the questions and high

loss follow up rate. It may not have enough power to see difference between the groups.

4.2.3 OTI scale score for midazolam

At baseline assessment, most study participants (73%) reported midazolam
injection in the past month. Study participants in the control group reported injecting
midazolam more than the intervention group (87% and 67% respectively). A chi-square
was used to determine the difference between the intervention and the control groups.
It was found that there was no significant difference between study participants who
reported midazolam injection in the intervention and the control group as presented in
Table 4.18.



Table 4.18: Midazolam injection at baseline assessment

Variable Intervention  Control Total p-value
Group Group
n=45 n=45 n=90
n (%) n (%) n (%)
Midazolam injection
Yes 30 (67%) 36 (87%) 66 (73%) 0.153
No 15(33%) 9 (13%) 24 (27%)

p-value derived from chi-square test

In order to assess level of midazolam injection, OTI scale score in drug use
domain was used to gather information from the study participants. At baseline
assessment, there were 73% (n=66) of study participants reported midazolam injection
in the past month and only 57 participants responded to OTI questions (missing = 9). It
can be found that there was no study participants in abstinent category. More than one-
third (35%) of study participants injected midazolam more than once a day. There were
41% of the intervention group reported inject midazolam more than once a day and it
was 30% in the control group. Almost half of the control group (43%) reported
midazolam injection once a day while it was only 18% in the intervention group. The

OTI scale score for midazolam as shown in Table 4.19.

Table 4.19: Midazolam consumption at baseline assessment

Variable Intervention  Control Total
Group Group

n=27 n=30 n=57

n (%) n (%) n (%)
Once a week or less 3 (11%) 2 (7%) 5 (9%)
More than once a week 8 (30%) 6 (20%) 14 (25%)
Once a day 5 (18%) 13 (43%) 18 (31%)
More than once a day or more 11 (41%) 9 (30%) 20 (35%)
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Participants in both the intervention and the control groups dropped out from
the study during the follow up assessments. As a consequence, an effort has made to
consider differences between the intervention and the control groups using the actual
number of study participants who completed the follow up assessment at each stage and
responded to OTI scale score for midazolam injection. Independent t-test was used to
determine differences between the intervention and the control groups. At baseline
assessment, it can be found that OTI scale score for midazolam injection was no
statistically difference between the intervention and the control groups as presented in
Table 4.20.

Table 4.20: Comparison of OTI scale score for midazolam injection between groups

at baseline assessment

Assessment n Mean SD t-test

Baseline -0.016
Intervention group 27 1.41 1.43
Control group 30 1.42 1.13

* < ,05 p-value, ** < .01 p-value, *** < .001 p-value, p-value derived from independent t-test

At 1-month follow up assessment, OTI scale score for the control group was
almost two times higher than the intervention group. An independent t-test was used in
the analysis and it can be found that there was significant difference between the

intervention and the control groups (t-test = -2.141, p-value<0.05).

Table 4.21: Comparison of OTI scale score for midazolam injection between groups

at 1-month follow up

Assessment n Mean SD t-test
1-month follow up -2.141*
Intervention group 17 0.78 0.75
Control group 23 1.40 1.01

* <.05 p-value, ** < .01 p-value, *** < .001 p-value, p-value derived from independent t-test

At 3-month follow up assessment, OTI scale score for the control group was
more than three times higher than the intervention group (mean OTI scale score 1.84
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and 0.57 respectively). Results of using an independent t-test can be found that there

was significant difference between the groups (t-test = -3.938, p-value<0.001).

Table 4.22: Comparison of OTI scale score for midazolam injection between groups

at 3-month follow up

Assessment n Mean SD t-test
3-month follow up -3.938***
Intervention group 17 0.57 0.71
Control group 20 1.84 1.17

* < ,05 p-value, ** < .01 p-value, *** < .001 p-value, p-value derived from independent t-test

A similar pattern was also shown at 6-month follow up assessment. OTI scale
score for the control group was three times higher than the intervention group (mean
OTI scale score 1.82 and 0.62 respectively) and there was significant difference

between the groups (t-test = -3.159, p-value<0.01).

Table 4.23: Comparison of OTI scale score for midazolam injection between groups

at 6-month follow up

Assessment n Mean SD t-test
6-month follow up -3.159**
Intervention group 12 0.62 0.65
Control group 15 1.82 1.37

* <.05 p-value, ** < .01 p-value, *** < .001 p-value, p-value derived from independent t-test

In order to test the overall change in OTI scale score for midazolam injection,
repeated measures ANOVA was performed. It was found that OTI scale score of four
measurements, baseline, 1-, 3- and 6-month follow up, was not significantly difference
between the intervention and the control groups. For within subjects, there was no
significant different over four assessments. However, there was an interaction between
two factors; group and assessment (F(3,75) = 5.82, p-value<0.01). Output of repeated

measures ANOVA analysis as shown in Table 4.24.
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Table 4.24: Effectiveness of Triple-S intervention on OTI scale score for midazolam

injection at completed follow up assessment

Source of variation SS df MS F p-value

Between subjects

Group 12.40 1 12.40 299  0.096
Between subjects error 103.51 25 4.14

Within subjects (s)
Assessment 1.03 3 0.34 1.03  0.385
Assessment x Group 5.84 3 1.95 5.82 0.001
Within subjects error 25.07 75 0.34

(s)=Sphericity Assumed, p-value derived from repeated measures ANOVA

A pairwise comparison was performed to consider differences between the
intervention and the control group in each assessment as shown in Table 4.25. It was
found that there were significant differences between the intervention and the control
groups at 1-, 3- and 6-month follow up (p-value<0.05).

Table 4.25: Pairwise comparisons of the different assessments of OTI scale score for

midazolam injection at completed follow up assessment

Assessment Group (I) Group Mean p- 95%
(J) Difference value? Confidence
(1-J) Interval®

Lower Upper

Baseline Intervention Control -0.274 0.544 -1.185 0.637
1-month follow up Intervention Control -0.763 0.034 -1.464 -0.062
3-month follow up Intervention Control -1.104 0.005 -1.857 -0.352
6-month follow up Intervention Control -1.197 0.004 -1.970 -0.423

a. Adjustment for multiple comparisons: Bonferroni.
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In an effort to use OTI scale score to measure level of midazolam injection, it
was concluded that Triple-S intervention had an impact on improving OT]I scale score
for midazolam injection even only small number of study participants responded on the
questions and high loss follow up rate. There were significant differences between the
intervention and the control groups at 1-month (p-value<0.05), 3-month (p-

value<0.001) and 6-month (p-value<0.01) follow up assessments.

4.2.4 Polydrug injection

Polydrug injection can lead to multiple adverse health consequences. Triple-S
intervention was designed to reduce number of study participants who inject drugs more
than one types. Polydrug injection was measured by using number of study participants
who reported inject more than one type of drugs in the past month.

At baseline, there were 45 study participants in both the intervention and the
control groups. Participants in both the intervention and the control groups dropped out
from the study during the follow up assessments due to loss follow up, imprisonment
and passed away. At 6-month follow up, there were only 31 study participants from the
intervention group and 20 participants from the control group. As a consequence, it is
important to consider differences between the intervention and the control groups of
the actual number of study participants who completed the follow up assessment at each
stage.

A chi-square was used to determine the differences between the intervention
and the control group at baseline, 1-, 3- and 6-month follow up after the intervention.
At baseline assessment, there were 53% of study participants in the intervention group
and 67% in the control group reported injecting more than one drugs in the past month,

however, it was not statistical difference between groups as presented in Table 4.26.
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Table 4.26: Comparison of polydrug injection between groups at baseline assessment

Assessment n % Pearson p-value
Chi-
square
Baseline 1.67 0.197
Intervention group 45 53%
Control group 45 67%

p-value derived from chi-square test

At 1-month follow up, polydrug injections in the control group was more than
two times higher than the intervention group. Result from the analysis by using chi-
square test showed that there was significantly difference between groups (> (1, n =
63) = 8.10, p-value<0.01).

Table 4.27: Comparison of polydrug injection between groups at 1-month follow up

Assessment n % Pearson p-value
Chi-
square
1-month follow up 8.10 0.004
Intervention group 35 29%
Control group 28 70%

p-value derived from chi-square test

At 3-month follow up assessment, polydrug injections was reported 23% in the
intervention group and 54% in the control group. Result from the analysis by using chi-
square test showed that there was significantly difference between groups (> (1, n =
59) = 6.09, p-value<0.01). Data can be presented as in Table 4.28.
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Table 4.28: Comparison of polydrug injection between groups at 3-month follow up

Assessment n % Pearson p-value
Chi-
square
3-month follow up 6.09 0.005
Intervention group 34 23%
Control group 25 54%

p-value derived from chi-square test

At 6-month follow up assessment, proportion of polydrug injection in the
intervention group was almost three times less than the control group (23% and 65%
respectively). There was significant difference between the groups (4 (1, n = 51) =
7.28, p-value<0.01). Comparison of polydrug injection between groups as shown in

Table 4.29.

Table 4.29: Comparison of polydrug injection between groups at 6-month follow up

Assessment n % Pearson p-value
Chi-
square
6-month follow up 7.28 0.007
Intervention group 31 23%
Control group 20 65%

p-value derived from chi-square test

Descriptive analysis of polydrug injection was done. Considering polydrug
injection in the intervention group, it was reduced from 53% at baseline assessment to
23% at 6-month follow up while it was not difference in the control group as shown in

Table 4.30.
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Table 4.30: Comparison of polydrug injection between groups

Assessment Intervention group Control group

n n (%) n n (%)
Baseline 45 24 (53%) 45 30 (67%)
1-month follow up 35 10 (29%) 28 19 (70%)
3-month follow up 34 8 (23%) 25 13 (54%)
6-month follow up 31 7 (23%) 20 13 (65%)

At completed follow up, there were 31 participants in the intervention group
and 20 participants in the control group. It was found that polydrug injection reduced
from 58% at baseline assessment to 23% at 6-month follow up while it was not

difference in the control group as shown in Table 4.31.

Table 4.31: Comparison of polydrug injection between groups at completed follow up

assessment
Assessment Intervention group Control group
n=31 n=20
n (%) n (%)
Baseline 18 (58%) 13 (65%)
1-month follow up 9 (29%) 12 (60%)
3-month follow up 7 (23%) 12 (60%)
6-month follow up 7 (23%) 13 (65%)

It was found that Triple-S intervention had effected on reducing number of
study participants who reported injecting more than one type of drugs. It can be implied
from the differences between the intervention and the control groups at 1-month (p-
value<0.01), 3-month (p-value<0.01) and 6-month (p-value<0.01) follow up
assessments.

4.2.5 Drug mixing

Data regarding pattern of drug injection was collected to consider their injecting
behaviors whether they injected only one type of drug, injected more than one type of
drugs but not mixing or mixing two or more type of drugs before injection. Drug mixing
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can increase their overall drug effect and risk of drug overdose. Drug mixing was
measured by using number of study participants who reported mixing more than one

types of substances for each injection in the past month.

Participants in both the intervention and the control groups dropped out from
the study during the follow up assessments from 90 participants at baseline assessment
to 51 participants at 6-month follow up. Therefore, it is important to consider
differences between the intervention and the control groups of the actual number of

study participants who completed the follow up assessment at each stage.

A chi square was used to determine the differences between the intervention and
the control groups at baseline, 1-, 3- and 6-month follow up. At baseline assessment,
there were 69% in the intervention group and 33% in the control group reported mixing
drugs before injection. It was significant difference between the intervention and the

control groups.

Table 4.32: Comparison of drug mixing between groups at baseline assessment

Assessment n % Pearson p-value
Chi-
square
Baseline 11.38 0.001
Intervention group 45 33%
Control group 45 69%

p-value derived from chi-square test

At 3-month follow up assessments, in the intervention group, number of study
participants who reported mixing drugs were significantly lower than the control group
(% (1, n = 63) = 18.59, p-value<0.001). There were 14% from the intervention group

and 71% from the control group reported drug mixing as presented in Table 4.33.
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Table 4.33: Comparison of drug mixing between groups at 1-month follow up

Assessment n % Pearson p-value
Chi-
square
1-month follow up 18.59 0.000
Intervention group 35 14%
Control group 28 71%

p-value derived from chi-square test

At 3-month follow up assessments, in the intervention group, number of study
participants who reported mixing drugs were significantly lower than the control group
(% (1, n=59) = 17.19, p-value<0.001).

Table 4.34: Comparison of drug mixing between groups at 3-month follow up

Assessment n % Pearson p-value
Chi-
square
3-month follow up 17.19 0.000
Intervention group 34 6%
Control group 25 60%

p-value derived from chi-square test

At 6-month follow up, it was found that only 1 participant in the intervention
group reported mixing drugs and it was 15 times lower than the control group. A chi-
square was analyzed. The result showed that there was significant difference between
the groups (2 (1, n = 51) = 9.72, p-value<0.01).
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Table 4.35: Comparison of drug mixing between groups at 6-month follow up

Assessment n % Pearson p-value
Chi-
square
6-month follow up 9.72 0.002
Intervention group 31 3%
Control group 20 45%

p-value derived from chi-square test

At baseline assessment, in the intervention group, study participants reported
drug mixing 33% and it was reduced to 3% at 6-month follow up assessment. It was
also reduced in the control group, from 69% at baseline assessment to 45% at 6-month

follow up assessment.

Table 4.36: Comparison of drug mixing between groups

Assessment Intervention group Control group

n n (%) n n (%)
Baseline 45 15 (33%) 45 31 (69%)
1-month follow up 35 5 (14%) 28 20 (71%)
3-month follow up 34 2 (6%) 25 15 (60%)
6-month follow up 31 1 (3%) 20 9 (45%)

At completed follow up, there were 31 participants in the intervention group
and 20 participants in the control group. It was found that drug mixing reduced from

36% at baseline assessment to 3% at 6-month follow up as shown in Table 4.37.



64

Table 4.37: Comparison of drug mixing between groups at completed follow up

assessment
Assessment Intervention group Control group
n=31 n=20
n (%) n (%)
Baseline 11 (36%) 13 (65%)
1-month follow up 4 (13%) 13 (65%)
3-month follow up 2 (7%) 11 (55%)
6-month follow up 1 (3%) 9 (45%)

It was found that Triple-S intervention had effected on reducing number of
study participants who reported mixing drugs. Even there was significance difference
between the intervention and the control groups at baseline assessment, it can be
implied from the differences between the intervention and the control groups at 1-
month (p-value<0.01), 3-month (p-value<0.001) and 6-month (p-value<0.01) follow

assessment and changes over time in the intervention group.
4.2.6 Injection at groin

An important component of harm reduction program is to inject into a vein in
low risk areas such as arm and hand. Injecting into other areas such as groin, legs, feet
and neck, are high risk that can cause serious health problems. Therefore, in this study,
injection at the groin was observed to plan for reducing unsafe injection behavior. It
was measured by using number of study participants who reported injection at the groin

in the past month.

Study participants in both intervention and the control groups dropped out from
the study during the follow up assessments, therefore, an effort has made to consider
differences between the intervention and the control groups of the actual number of

study participants who completed the follow up assessment at each stage.

A chi square was used to determine the differences between the intervention and
the control group at baseline, 1-, 3- and 6-month follow up. At baseline assessment,

there were 44% in the intervention group and 38% in the control group reported
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injection at the groin. It was not significant difference between the intervention and the

control groups.

Table 4.38: Comparison of injection at groin between groups at baseline assessment

Assessment n % Pearson p-value
Chi-
square
Baseline 0.73 0.393
Intervention group 45 44%
Control group 45 38%

p-value derived from chi-square test

At 1-month follow up, there were 35 participants from the intervention group
and 28 participants from the control group completed assessments. Among this group,
there were 37% from the intervention group and 39% from the control group report

injection at the groin. There was no significant difference between two groups.

Table 4.39: Comparison of injection at groin between groups at 1-month follow up

Assessment n % Pearson p-value
Chi-
square
1-month follow up 0.14 0.708
Intervention group 35 37%
Control group 28 39%

p-value derived from chi-square test

The similar pattern was found at 3-month follow up assessment. Study
participants in the intervention and the control groups reported injection at the groin not

statistically difference. Data can be presented as in Table 4.40.
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Table 4.40: Comparison of injection at groin between groups at 3-month follow up

Assessment n % Pearson p-value
Chi-
square
3-month follow up 0.33 0.565
Intervention group 34 35%
Control group 25 40%

p-value derived from chi-square test

Number of study participants in the intervention group reported injection at the
groin were decreasing over time, from 44% at baseline measurement to 36% at 6-month
follow up, however, There was no significant difference between the intervention and

the control groups.

Table 4.41: Comparison of injection at groin between groups at 6-month follow up

Assessment n % Pearson p-value
Chi-
square
6-month follow up 0.11 0.745
Intervention group 31 36%
Control group 20 45%

p-value derived from chi-square test

At baseline assessment, in the intervention group, study participants reported
injection at groin 44% and it was reduced to 36% at 6-month follow up assessment. It
was increased in the control group, from 38% at baseline assessment to 45% at 6-month

follow up assessment as presented in Table 4.42.
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Table 4.42: Comparison of injection at groin between groups

Assessment Intervention group Control group

n n (%) n n (%)
Baseline 45 20 (44%) 45 17 (38%)
1-month follow up 35 13 (37%) 28 11 (39%)
3-month follow up 34 12 (35%) 25 10 (40%)
6-month follow up 31 11 (36%) 20 9 (45%)

At completed follow up, there were 31 participants in the intervention group
and 20 participants in the control group. A descriptive analysis showed that injection at
groin was not improve over time for study participants who completed follow up

assessments.

Table 4.43: Comparison of injection at groin between groups at completed follow up

assessment
Assessment Intervention group Control group
n=31 n=20
n (%) n (%)
Baseline 9 (29%) 7 (35%)
1-month follow up 10 (32%) 6 (30%)
3-month follow up 10 (32%) 6 (30%)
6-month follow up 11 (36%) 9 (45%)

Inject into high risk areas can cause serious health problems. Triple-S
intervention has no effect on reducing number of injection at groin. There may be other

factors that associated with this risk behavior.

4.2.7 Injection site rotation

Harm reduction practices suggested that IDU should rotate their injection site
every time to protect their veins. Therefore, data regarding injection site rotation was
collected in this study. This outcome was measured by using number of study
participants who reported rotating injection site every time when inject drugs in the past
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month. As participants in both the intervention and the control groups dropped out from
the study during the follow up assessments due to loss follow up, imprisonment and
passed away, an effort has made to consider differences between the intervention and
the control groups of the actual number of study participants who completed the follow

up assessment at each stage.

At baseline assessment, there were 71% in the intervention group and 42% in
the control group reported injection site rotation every times when inject drugs in the
past month. It was significant difference between the intervention and the control
groups (#* (1, n = 90) = 7.65, p-value<0.01).

Table 4.44: Comparison of injection site rotation between groups at baseline

assessment
Assessment n % Pearson p-value
Chi-
square
Baseline 7.65 0.006
Intervention group 45 71%
Control group 45 42%

p-value derived from chi-square test

At 1-month follow, there were equal proportion of study participants (57%) in
the intervention and the control groups reported injection site rotation every times when
inject drugs in the past month. There was no significant difference between the

intervention and the control groups.
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Table 4.45: Comparison of injection site rotation between groups at 1-month follow

up

Assessment n % Pearson p-value
Chi-
square
1-month follow up 0.05 1.000
Intervention group 35 S57%
Control group 28 57%

p-value derived from chi-square test

At 3-month follow, there were 47% in the intervention group and 76% in the
control group reported injection site rotation every times when inject drugs in the past
month. A chi-square was analyzed and it was presented in Table 4.46. There was
significant difference between the intervention and the control groups (4 (1, n = 59) =
4.12, p-value<0.05).

Table 4.46: Comparison of injection site rotation between groups at 3-month follow

up

Assessment n % Pearson p-value
Chi-
square
3-month follow up 412 0.042
Intervention group 34 47%
Control group 25 76%

p-value derived from chi-square test

At 6-month follow up assessment, there were 58% in the intervention group and
70% in the control group reported injection site rotation every times when inject drugs
in the past month. There was no significant difference between the intervention and the

control groups.
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Table 4.47: Comparison of injection site rotation between groups at 6-month follow

up

Assessment n % Pearson p-value
Chi-
square
6-month follow up 0.42 0.518
Intervention group 31 58%
Control group 20 70%

p-value derived from chi-square test

At baseline assessment, in the intervention group, study participants reported
injection site rotation 71% and it was reduced to 58% at 6-month follow up assessment.
It was increased in the control group, from 42% at baseline assessment to 70% at 6-
month follow up assessment as presented in Table 4.48.

Table 4.48: Comparison of injection site rotation between groups

Assessment Intervention group Control group

n n (%) n n (%)
Baseline 45 32 (71%) 45 19 (42%)
1-month follow up 35 20 (57%) 28 16 (57%)
3-month follow up 34 16 (47%) 25 19 (76%)
6-month follow up 31 18 (58%) 20 14 (70%)

At completed follow up, there were 31 participants in the intervention group
and 20 participants in the control group. A descriptive analysis showed that injection at
groin was not improve over time for study participants who completed follow up

assessments in the intervention group.
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Table 4.49: Comparison of injection site rotation between groups at completed follow

up assessment

Assessment Intervention group Control group
n=31 n=20
n (%) n (%)
Baseline 23 (74%) 13 (65%)
1-month follow up 19 (61%) 14 (70%)
3-month follow up 15 (48%) 16 (80%)
6-month follow up 18 (58%) 14 (70%)

Triple-S intervention has no effect on increasing number of study participants
in the intervention group to rotate their injection site every time. There may be other
factors that associated with this risk behavior such as vein problems. A further
investigate in this behavior and improvement in the intervention to change this behavior

should be done.

4.2.8 Harm reduction self-efficacy in withdrawal condition

In this study, harm reduction self-efficacy was measured in three high risk
situations; withdrawal, negative emotions and social pressure condition. This study use
HRSEQ to measure harm reduction self-efficacy. It is a tool to gain understanding of
IDU’s confidence to utilize harm reduction interventions (Phillips 2005). Harm
reduction self-efficacy was assessed by using scales construct. The 15 items harm
reduction coping skills using 10-point Likert scale were measured in each situation

resulting total 45 items.

Participants in both the intervention and the control groups dropped out from
the study during the follow up assessments due to loss follow up, imprisonment and
passed away. As a consequence, an effort has made to consider differences between the
intervention and the control groups of the actual number of study participants who

completed the follow up assessment at each stage.

Independent t-test was performed to determine the mean difference between the

intervention and control groups at baseline, 1-, 3- and 6-month follow up after the
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intervention. At baseline assessment, there was no statistical difference between the

groups as presented in Table 4.50.

Table 4.50: Comparison of harm reduction self-efficacy in withdrawal condition
between groups at baseline assessment

Assessment n Mean SD t-test

Baseline 0.084
Intervention group 45 5.54 1.63
Control group 45 5.52 1.37

* < ,05 p-value, ** < .01 p-value, *** < .001 p-value, p-value derived from independent t-test

At 1-month follow up, it was found that mean score of the intervention group
was higher than the control group. The intervention group had mean score of harm
reduction self-efficacy in withdrawal condition of 5.96 and it was 5.38 in the control
group. Results from the analysis using an independent t-test can be found that there was
no statistical difference between the intervention and the control group as presented in
Table 4.51.

Table 4.51: Comparison of harm reduction self-efficacy in withdrawal condition

between groups at 1-month follow up assessment

Assessment n Mean SD t-test

1-month follow up 1.692
Intervention group 35 5.96 1.48
Control group 28 5.38 1.34

* < ,05 p-value, ** < .01 p-value, *** < .001 p-value, p-value derived from independent t-test

At 3-month follow up assessment, harm reduction self-efficacy in withdrawal
condition in the intervention group was higher than the control group (mean 6.17 and
5.33 respectively). An independent t-test was used to examine difference between the
intervention and the control groups and it was found that there was significant
difference between the intervention and the control groups (t-test = 2.442, p-
value<0.05).
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Table 4.52: Comparison of harm reduction self-efficacy in withdrawal condition

between groups at 3-month follow up assessment

Assessment n Mean SD t-test

3-month follow up 2.442*
Intervention group 34 6.17 1.32
Control group 25 5.33 1.28

* <05 p-value, ** < .01 p-value, *** < .001 p-value, p-value derived from independent t-test

In the intervention group, mean score of harm reduction self-efficacy in
withdrawal condition was improved from 5.54 at baseline assessment to 6.29 at 6-
month follow up and it was higher than the control group. Results from using an
independent t-test showed that there was significance difference between the
intervention and the control groups (t-test = 2.701, p<0.01).

Table 4.53: Comparison of harm reduction self-efficacy in withdrawal condition

between groups at 6-month follow up assessment

Assessment n Mean SD t-test
6-month follow up 2.701**
Intervention group 31 6.29 1.12
Control group 20 5.35 1.35

* < ,05 p-value, ** < .01 p-value, *** < .001 p-value, p-value derived from independent t-test

In order to test the overall change for harm reduction self-efficacy in withdrawal
condition, repeated measures ANOVA was performed. It was found that harm reduction
self-efficacy in withdrawal condition of four measurements, baseline, 1-, 3- and 6-
month follow up, were significantly difference between the intervention and the control
groups (F(1,49) =5.06, p-value = 0.029). For within subjects, there was no significant
different over four assessments. There was no interaction between group and

assessment. Output of repeated measures ANOVA analysis as shown in Table 4.54.
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Table 4.54: Effectiveness of Triple-S intervention on harm reduction self-efficacy in

withdrawal condition at completed follow up assessment

Source of variation SS df MS F p-value

Between subjects

Group 27.73 1 27.73 5.06 0.029
Between subjects error  268.27 49 5.48

Within subjects (s)
Assessment 1.24 3 0.42 0.95 0.420
Assessment x Group 3.34 3 1.11 2.54 0.059

Within subjects error 64.450 147 0.438

(s)=Sphericity Assumed, p-value using repeated measures ANOVA

Withdrawal is a complex condition and there are many factors associated with
IDU’s behaviors when having the withdrawal symptoms. Triple-S intervention had
effect on improving harm reduction self-efficacy in withdrawal condition. It was found
that study participants in the intervention group had higher scores than the control group

at 3-month (p-value<0.05) and 6-month (p-value<0.01) follow up assessment.

4.2.9 Harm reduction self-efficacy in negative emotions condition

For harm reduction self-efficacy in negative emotions condition, independent t-
test was used to determine the mean differences between the intervention and the
control group at baseline, 1-, 3- and 6-month follow up after the intervention. As
participants dropped out from the study during the follow up assessments due to many
reasons, an effort has made to consider differences between the intervention and the
control groups of the actual number of study participants who completed the follow up

assessment at each stage.

At baseline assessment, it was found that mean score of the intervention group
was higher than the control group (mean 5.86 and 5.69 respectively). An independent
t-test was used to determine difference between the intervention and the control group
in harm reduction self-efficacy in negative emotions condition. It was found that there

was no statistical difference between the groups as presented in Table 4.55.
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Table 4.55: Comparison of harm reduction self-efficacy in negative emotions

condition between groups at baseline assessment

Assessment n Mean SD t-test

Baseline 0.521
Intervention group 45 5.86 1.69
Control group 45 5.69 1.41

* <05 p-value, ** < .01 p-value, *** < .001 p-value, p-value derived from independent t-test

At 1-month follow up, it was found that mean score of the intervention group
was also higher than the control group (mean 6.32 and 5.74 respectively), however,

there was no statistical difference between the groups as presented in Table 4.56.

Table 4.56: Comparison of harm reduction self-efficacy in negative emotions
condition between groups at 1-month follow up assessment

Assessment n Mean SD t-test

1-month follow up 1.650
Intervention group 35 6.32 1.39
Control group 28 574 1.37

* < ,05 p-value, ** < .01 p-value, *** < .001 p-value, p-value derived from independent t-test

At 3-month follow up assessment, results from the analysis using an
independent t-test showed that there was significant difference between the intervention
and the control groups (t-test = 2.780, p-value<0.01). In the intervention group, mean
score of harm reduction self-efficacy in negative emotions condition was 6.49 and it

was 5.58 in the control group.

Table 4.57: Comparison of harm reduction self-efficacy in negative emotions

condition between groups at 3-month follow up assessment

Assessment n Mean SD t-test

3-month follow up
Intervention group 34 6.49 1.19 2.780**
Control group 25 5.58 1.33

* <05 p-value, ** < .01 p-value, *** < .001 p-value, p-value derived from independent t-test
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At 6-month follow up assessment, there was significant difference between the
intervention and the control groups (t-test = 3.690, p-value<0.01). In the intervention
group, mean score of harm reduction self-efficacy in negative emotions condition was
improved from 5.86 at baseline assessment to 6.63 at 6-month follow up. It was 5.42

for the control group at 6-month follow up assessment.

Table 4.58: Comparison of harm reduction self-efficacy in negative emotions

condition between groups at 6-month follow up assessment

Assessment n Mean SD t-test
6-month follow up 3.690**
Intervention group 31 6.63 1.00
Control group 20 5.42 1.34

* < ,05 p-value, ** < .01 p-value, *** < .001 p-value, p-value derived from independent t-test

At completed follow up assessments, there were 31 study participants in the
intervention group and 20 study participants in the control group. Repeated measures
ANOVA was performed to test the overall change for harm reduction self-efficacy in
negative emotions condition. It was found that harm reduction self-efficacy in negative
emotions condition of four measurements, baseline, 1-, 3- and 6-month follow up, were
significantly difference between the intervention and the control group (F(1,49) =7.15,
p-value<0.05). For within subjects, there was no significant difference over four
assessments, however, there was an interaction between two factors; group and
assessment (F(3,147) = 4.79, p-value<0.01). Output of repeated measures ANOVA

analysis as shown in Table 4.59.
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Table 4.59: Effectiveness of Triple-S intervention on harm reduction self-efficacy in

negative emotions condition at completed follow up assessment

Source of variation SS df MS F p-value

Between subjects

Group 42.27 1 42.27 7.15 0.010
Between subjects error  289.58 49 591

Within subjects (s)
Assessment 0.54 3 0.18 0.56 0.643
Assessment x Group 4.67 3 1.56 4,79 0.003
Within subjects error 47.70 147 0.32

(s)=Sphericity Assumed, p-value using repeated measures ANOVA

A pairwise comparison was performed to consider differences between the
intervention and the control group in each assessment as shown in Table 4.60. It was
found that there were significant differences between the intervention and the control

groups at 1-, 3- and 6-month follow up assessment.

Table 4.60: Pairwise comparisons of the different assessments of harm reduction self-

efficacy in negative emotions condition at completed follow up assessment

Assessment Group Group Mean  p-value? 95%
) (J)  Difference Confidence
(1-J) Interval®

Lower Upper

Baseline Intervention  Control 0.415 0.350 -0.469 1.300
1-month follow up Intervention Control 0.979 0.013 0.218 1.740
3-month follow up Intervention Control 1.124 0.002 0.424 1.823
6-month follow up Intervention Control 1.211 0.001 0.552 1.871

a. Adjustment for multiple comparisons: Bonferroni.

Triple-S intervention had effect on improving harm reduction self-efficacy in

negative emotions condition. It was found that study participants in the intervention
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group had higher harm reduction self-efficacy mean scores than the control group at 3-

month (p-value<0.01) and 6-month (p-value<0.01) follow up assessment.

4.2.10 Harm reduction self-efficacy in social pressure condition

For harm reduction self-efficacy in social pressure condition, independent t-test
was used to determine the mean differences between the intervention and the control
group at baseline, 1-, 3- and 6-month follow up after the intervention. As participants
dropped out from the study during the follow up assessments due to many reasons, an
effort has made to consider differences between the intervention and the control groups
of the actual number of study participants who completed the follow up assessment at

each stage.

At baseline assessment, it was found that mean score of the intervention group
was higher than the control group (mean 6.25 and 5.76 respectively). An independent
t-test was used to determine difference between the intervention and the control group
in harm reduction self-efficacy in social pressure condition and it was found that there
was no statistical difference between the groups as presented in Table 4.61.

Table 4.61: Comparison of harm reduction self-efficacy in social pressure condition

between groups at baseline assessment

Assessment n Mean SD t-test

Baseline 1.475
Intervention group 45 6.25 1.80
Control group 45 5.76 1.37

* < .05 p-value, ** < .01 p-value, *** < .001 p-value, p-value derived from independent t-test

At 1-month follow up assessment, it was found that mean score of the
intervention group was also higher than the control group (mean 6.72 and 6.02
respectively). An independent t-test was used to determine difference between the
intervention and the control group and it was found that there was no statistical

difference between the groups as presented in table 4.62.
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Table 4.62: Comparison of harm reduction self-efficacy in social pressure condition

between groups at 1-month follow up assessment

Assessment n Mean SD t-test

1-month follow up 1.884
Intervention group 35 6.72 1.39
Control group 28 6.02 1.52

* <05 p-value, ** < .01 p-value, *** < .001 p-value, p-value derived from independent t-test

At 3-month follow up assessment, results from the analysis using an
independent t-test showed that there was significant difference between the intervention
and the control groups (t-test = 3.214, p-value<0.01). In the intervention group, mean
score of harm reduction self-efficacy in social pressure condition was 7.14 and it was

5.93 in the control group.

Table 4.63: Comparison of harm reduction self-efficacy in social pressure condition

between groups at 3-month follow up assessment

Assessment n Mean SD t-test
3-month follow up 3.214**
Intervention group 34 7.14 1.27
Control group 25 5.93 1.64

* <.05 p-value, ** < .01 p-value, *** < .001 p-value, p-value derived from independent t-test

At 6-month follow up assessment, there was significant difference between the
intervention and the control groups (t-test = 2.942, p-value<0.01). In the intervention
group, mean score of harm reduction self-efficacy in social pressure condition was

improved from 6.25 at baseline assessment to 7.27 at 6-month follow up.

Table 4.64: Comparison of harm reduction self-efficacy in social pressure condition

between groups at 6-month follow up assessment

Assessment n Mean SD t-test
6-month follow up 2.942*%*
Intervention group 31 7.27 1.11
Control group 20 6.06 1.85

* < ,05 p-value, ** < .01 p-value, *** < .001 p-value, p-value derived from independent t-test
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At completed follow up assessments, there were 31 study participants in the
intervention group and 20 study participants in the control group. Repeated measures
ANOVA was performed to test the overall change for harm reduction self-efficacy in
social pressure condition. It was found that harm reduction self-efficacy in social
pressure condition of four measurements, baseline, 1-, 3- and 6-month follow up, were
significantly difference between the intervention and the control groups (F(1,49) =7.41,
p-value<0.01). For within subjects, there was significant different over four
assessments (F(3,147) = 8.58, p-value<0.001) and there was an effect on the Triple-S
intervention over four assessments and the group (F(3,147) = 3.55, p-value<0.05).

Output of repeated measures ANOVA analysis as shown in Table 4.65.

Table 4.65: Effectiveness of Triple-S intervention on harm reduction self-efficacy in

social pressure condition at completed follow up assessment

Source of variation SS df MS F p-value

Between subjects

Group 52.50 1 52.50 7.41  0.009
Between subjects error 347.24 49 7.09

Within subjects (s)
Assessment 10.97 3 3.66 8.58 0.000
Assessment x Group 4.54 3 1.51 3.55 0.016
Within subjects error 62.61 147 0.43

(s)=Sphericity Assumed, p-value using repeated measures ANOVA

A pairwise comparison was performed to consider differences between the
intervention and the control groups in each assessment as shown in Table 4.66. It was
found that there were significant differences between the intervention and the control

groups at 1-, 3- and 6-month follow up assessments.
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Table 4.66: Pairwise comparisons of the different assessments of harm reduction self-

efficacy in social pressure condition at completed follow up assessment

Assessment Group  Group Mean  p-value? 95%
) (J) Difference Confidence
(1-J) Interval®

Lower Upper

Baseline Intervention Control 0.576 0.191 -0.298 1.450
1-month follow up Intervention Control 0.974 0.019 0.167 1.782
3-month follow up Intervention Control 1.391 0.001 0.570 2.212
6-month follow up Intervention Control 1.215 0.005 0.385 2.045

a. Adjustment for multiple comparisons: Bonferroni.

Study participants in the intervention group had higher scores than the control
group. Therefore, Triple-S intervention had an impact on improving harm reduction
self-efficacy in social pressure condition compare to the control group at 3-month (p-

value<0.01) and 6-month (p-value<0.01) follow up assessment.
4.3 The Triple-S intervention assessment

The Triple-S intervention implemented in this study was designed grounded in
Social Cognitive Learning Theory and Transtheoretical Model. The effectiveness of the
intervention was analyzed and presented in 3 main outcomes, level of drug injection,
drug injection behaviors and harm reduction self-efficacy. It can be found that the
intervention was effective in reducing rate of drug injection at 1-, 3- and 6-month follow
up compare to the control group. It can decrease number of study participants reported
polydrug injection and drug mixing. The intervention also improved harm reduction
self-efficacy in three high risk conditions in the intervention group at 3- and 6-month
follow up compare to the control group. In order to better understand the process of
behavior change, data was analyzed to examine stages of change of study participants
in the intervention group. The assessment used during the intervention was a version of
SOCRATES for drug users which correspond to monitor and evaluate effectiveness of

the intervention process and used to apply the intervention as appropriate. The
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intervention assessment was done three times; pre-intervention, before study
participants attend the Start | session; mid-intervention, before attending Smart Il
session; and post-intervention, after completing Strong Il session. As study participants
dropped out from the study, the sample size for each assessments were 45 for pre-

intervention, 39 for mid-intervention and 36 for post-intervention.

SOCRATES has three scale scores, including Recognition, Ambivalence, and
Taking Steps, which correspond to the appropriate stages of change. The analysis of
SOCRATES was done by using scoring sheet as shown in Appendix G (McNicholas

2004). Descriptive analysis of scores can be presented as following results;

The Recognition scale examines whether study participants recognize problems
related to their drug use or if they deny that their use is causing any problems to their
life. High scorers directly acknowledge that they are having problems related to their
drug use, tending to express a desire for change and to perceive that harm will continue
if they do not change. Low scorers deny that drug use is causing serious problems and
do not express a desire for change. In this study, it was found that at pre-intervention,
study participants were in very low score (mean 27.11). They may be unaware that a
problem exists, that they had to make changes, and that they may need help. At mid-
intervention, the score increased to 28.69, however, it was still very low. At post-
intervention, it was improved to 29.32. It can be interpreted that the Triple-S
intervention can improve the study participants in term of increasing their recognition

from very low to low score.

Table 4.67 SOCRATES in recognition score among the study participants in the

intervention group

Scale score n Mean SD
Recognition
Pre-intervention 45 27.11 4.93
Mid-intervention 39 28.69 2.35

Post-intervention 36 29.32 2.48
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The Ambivalence Scale consider whether drug users are in the pre
contemplation or contemplation stage, and examines ambivalence to change, including
whether they wonder if they are in control of their drug use. High scorers say that they
sometimes wonder if they are in control of their drug use and are hurting other
individuals, and/or are drug addict. A high score reflects some openness to reflection,
as might be particularly expected in the contemplation stage of change. Low scorers
say that they do not wonder whether they are in control, are hurting others, or are drug
addict. In this study, it was found that at pre-intervention, study participants were in
low score (mean 13.95) and it was improved to 14.21 at mid-intervention and medium
score (mean 15.35) at post-intervention. When considering this score with recognition
score, it can be interpreted that study participants have started to realize that drug using
is causing problems to their life. However, they may not fully accept it.

Table 4.68 SOCRATES in ambivalence score among the study participants in the

intervention group

Scale score n Mean SD
Ambivalence
Pre-intervention 45 13.95 2.99
Mid-intervention 39 14.21 2.09
Post-intervention 36 15.35 2.20

The Taking Steps subscale looks at whether study participants are taking any
steps to change their drug use. High scorers report that they are already doing things to
make a positive change in their drug use, and may have experienced some success in
this regard. Low scorers report that they are not currently doing things to change their
behavior and have not made such changes recently. In this study, it was found that at
pre-intervention, study participants were in low score (mean 30.23) and it was improved

to 31.75 at mid-intervention and medium score (mean 32.14) at post-intervention.
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Table 4.69 SOCRATES in taking steps score among the study participants in the

intervention group

Scale score n Mean SD

Taking Steps

Pre-intervention 45 30.23 5.01
Mid-intervention 39 31.75 3.55
Post-intervention 36 32.14 3.95

Analysis by using SOCRATES was done and it can be found that the Triple-S
intervention can move study participants further the process of stages of change,
however, changing behaviors of IDU who injected drugs for a long time is a complex
task. There may be other factors to be considered such as environmental, social and

psychological factors.

This chapter presented descriptive findings of the demographic characteristics
of the IDU and effectiveness of the Triple-S intervention which were assessed by the
differences in level of drug injection, drug injection behaviors and harm reduction self-
efficacy of IDU who completed the Triple-S intervention compared to the control
group. Findings and effectiveness of Triple-S intervention was discussed in the next

chapter.



CHAPTER V
DISCUSSION

This study aimed to examine the effectiveness of the Triple-S intervention that
implemented with IDU in terms of level of drug injection, drug injection behaviors, and
harm reduction self-efficacy. This chapter explained the study findings from the
research questions and generated hypothesis. This discussion part is mainly depended
on the evidence based findings and theoretical support on behavior change theory and
harm reduction. Conclusion has been mentioned in the light of research findings from
the interventional study and recommendations with limitation have also been discussed
for the future researchers, further relevant activities and recommendations in the field

of injecting drug use and harm reduction.

5.1 Summary of research findings

5.1.1 Level of drug injection

Level of drug injection was analyzed by using two measurements which were
rate of drug injection and OT| scale score. Rate of drug injection was measured by using
number of drugs injection per week. Data was analyzed from study participants at
baseline, 1-, 3- and 6- month follow up assessments by using independent t-test and
repeated measured ANOVA. It was found that rate of drug injection differed
significantly between the intervention and the control groups at 1-month (p-
value<0.01), 3-month (p-value<0.01) and 6-month (p-value<0.001). For within
subjects, there was significant difference at baseline, 1-, 3- and 6-month follow up
(F(3,147) = 4.51, p-value<0.01).

OTI scale score in drug use domain was used to gather information from the
study participants. OTI scale score measured the behavior in the month prior to the day
of interview. The intervals between days of drug use, and the amounts consumed on
these days, were employed to estimate recent consumption. For heroin injection, it was

found that OTI scale score of four measurements, baseline, 1-, 3- and 6-month follow
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up, was no significantly difference between the intervention and the control groups. For

within subjects, there was no significant difference.

OTI scale score was also used for midazolam injection. It was found that OTI
scale scores were significantly difference between the intervention and the control
groups at 1-month (p-value<0.05), 3-month (p-value<0.001) and 6-month (p-
value<0.01). For within group, there was not significant difference over four

assessments.

5.1.2 Drug injection behaviors

In this study, drug injection behaviors related to harm reduction were measured
in term of polydrug injection, drug mixing, injection at the groin and injection site
rotation. The effectiveness of the intervention was assessed by the difference in drug
injection behaviors of study participants who completed the Triple-S intervention
compared to the control group at baseline, and follow up (1-, 3- and 6-month).

Triple-S intervention aim to reduce number of study participants who inject
drugs more than one types. Polydrug injection was measured by using number of study
participants who reported inject more than one type of drugs in the past month. Data
was analyzed from study participants who completed each assessments which were. A
chi-square was used to determine the differences between the intervention and the
control groups at baseline and 1-, 3- and 6-month follow up after the intervention. There
were statistically significant difference between the intervention and the control groups
at 1-month (p-value<0.01), 3-month (p-value<0.01) and 6-month (p-value<0.01)
follow ups.

Drug mixing was measured by using number of study participants who reported
mixing more than one types of substances for each injection in the past month. A chi
square was used to determine the differences between the intervention and the control
group at baseline, 1-, 3- and 6-month follow up. There were significant difference at
baseline (p-value<0.01), 1-month (p-value<0.001), 3-month (p-value<0.001) and 6-

month (p-value<0.01) follow up.
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In this study, injection at the groin was measured by using number of study
participants who reported this behavior in the past month. A chi square was used to
determine the differences between the intervention and the control groups. There was
no significant difference at baseline, 1-, 3- and 6- month follow up.

Data regarding injection site rotation was collected in this study. This outcome
was measured by using number of study participants who reported rotating injection
site every time when inject drugs in the past month. A chi square was used to determine
the differences between the intervention and the control groups at baseline, 1-, 3- and
6-month. There was no significant difference at 1-, and 6-month follow up between the
intervention and the control groups. There was statistically difference at baseline and
3-month follow up, study participants in the control group reported higher proportion
of injection site rotation.

5.1.3 Harm reduction self-efficacy

In this study, harm reduction self-efficacy was measured in three high risk
situations; withdrawal, negative emotions and social pressure condition. Data was

analyzed by using an independent t-test and repeated measured ANOVA.

Harm reduction self-efficacy in withdrawal condition of 3- and 6-month follow
up were significantly difference between the intervention and the control group (3-
month follow up, p-value<0.05; 6-month follow up, p-value<0.01). For within subjects,

there was no significant difference between assessments.

Harm reduction self-efficacy in negative emotions condition of 3- and 6-month
follow up measurements were significantly difference between the intervention and the
control groups (3-month follow up, p-value<0.01; 6-month follow up, p-value<0.01).

For within subjects, there was no significant different between assessment.

Harm reduction self-efficacy in social pressure condition at 3- and 6-month
follow up assessments were significantly difference between the intervention and the
control groups (3-month follow up, p-value<0.01; 6-month follow up, p-value<0.01).
For within subjects, there was significant different over four assessments (p-
value<0.001).



&8

Findings suggest that Triple-S intervention can significantly reduce the rate of
drug injection and improve safer injecting behavior, as well as increase harm reduction
self-efficacy in high risk conditions. Self-efficacy is an important factor towards drug
use behavior change and other treatment outcomes. The results of the present study
may be taken to suggest the importance of behavior change intervention implemented
with IDU. Triple-S intervention can be applied to cover other harm reduction behaviors

and further improve harm reduction self-efficacy.

5.2 Discussion

5.2.1 Demographic characteristics and drug injection practices

Among the most problematic drug users are those who inject drugs and injecting
drug use is the main cause of health problems among drug users (UNODC 2011). In
Thailand, an estimated of the total number of IDU was 40,300 (Aramrattana and et al
2011) and in Bangkok, the IDU population was estimated to be around 4,200 (Johnston
and et al 2012). Drug use has been noted in the past decades and Thai Government has
many strategies to deal with drug problems in the country, however, high rates of drug
use continue, and Thailand has been facing with an epidemic of HIV among IDU
(Assanangkornchai, Aramrattana et al. 2008, Hayashi, Ti et al. 2013). Not only HIV
infection, unsafe behaviors among IDU can also cause many blood-borne viruses
infection including hepatitis B and C and other health-related complications including
venous blockages that may lead to amputation and deep vein thrombosis which can
cause serious health problems (WHO 2010, Hope, Scott et al. 2015).

Over the past decade, there has been an increasing concern of society in
preventing and controlling drug use. Drug use patterns among IDU has been changed
in terms of drug of choice and injecting patterns (Kerr, Kiatying-Angsulee et al. 2010,
Hayashi, Ti et al. 2013). In order to better understand this target population, data in this
study was analyzed to consider socio demographic profiles and drug use patterns among
study participants. In this study, most of study participants were male and around one-
tenth were female. It was consistent with a surveillance conducted in Thailand as male
are a majority of IDU population (Pansuwan, Wisawakam et al. 2012). Mean age of
study participants was 41 years old. Two-third of study participants completed nine
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years of basic education or higher. More than half of study participants had been
employed, either a full time or part time job. Average monthly income was 5,990 Thai
Baht (180 USD). Demographic characteristics of participants in this study were
consistent with studies conducted with IDU in Thailand (Kerr, Hayashi et al. 2010,

Pansuwan, Wisawakam et al. 2012).

Regarding injecting behaviors, in this study, participants had been injecting
drugs for an average of 20 years. IDU that have used drugs for an extended period of
time face complex health and social situations. Their median of drugs injections were
9 times per week. Participants reported having injected the following drugs in the month
prior to the questionnaire: midazolam (73%), heroin (48%), and methamphetamines
(31%). More than half of participants reported using more than one type of substance
and mixing more than one drug for each injection. Most participants (73%) reported
midazolam injection had taken the drug in combination with heroin (52%),

methamphetamines (21%), methadone (11%), and crystal-methamphetamines (6%).

Midazolam injections in Bangkok have increased over the past years. There
were 73% of study participants reported midazolam injection. Reported use of
midazolam injections in this study was higher than in previous studies. A study in 2000
found that 30% of IDU reported midazolam injections in the previous six months
(Griensvan, Pitisuttithum et al. 2005). A study in 2010 reported 68% of IDU in Bangkok
used midazolam with 57% reporting daily midazolam injections (Kerr, Kiatying-
Angsulee et al. 2010). Several studies conducted in the past few years have indicated
an increasing amount of midazolam injections among the IDU population in Thailand
(Kiatying-Angsulee, Kulsomboon et al. 2004, Kerr, Kiatying-Angsulee et al. 2010,
Hayashi, Ti et al. 2013). Midazolam, the highest proportion of drug injection reported
in this study, also known by its tradename Dormicum, causes sleepiness and relaxation
and is prescribed in tablet form. Midazolam is also known to induce amnesia, possibly
affecting IDU’s recall following injections. This side effect may increase the likelihood
risky behaviors among IDU like sharing injection equipment or other unsafe practices
(Griensvan, Pitisuttithum et al. 2005). Health-related complications related to
intravenous use of midazolam include venous blockages that may lead to amputation

(Hope, Scott et al. 2015). The reasons of using midazolam include: similar effect to
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heroin; its affordability compared to heroin; and its legality (Kerr, Kiatying-Angsulee
et al. 2010). Polydrug injection is a concern as it can lead to multiple adverse health
consequences and increased risk of drug overdose (Darke 2003, Darke and Hall 2003).
Most participants in this study reported ever been in MMT, however, they discontinued
the treatment for a period of time while still injecting drugs. It is consistent with a study
conducted with IDU in Bangkok that accessing MMT was positively associated with
frequent midazolam injection (Fairbairn and et al 2011). This may indicate a
challenging situation of MMT in Thailand.

In this study, around half of study participants reported injecting drugs at the
groin. The rate of injections at the groin in this study was higher than in previous study.
In 2011, 34% of IDU in Bangkok reported injections at the groin (Ti, Hayashi et al.
2014). While the groin is rarely the initial site for injection, there was a clear
progression in injection at the groin after 10 years of injecting (Darke, Ross et al. 2001).
An important component of harm reduction program is to inject into a vein in low risk
areas such as arm and hand. Injecting into other areas such as groin, legs, feet and neck,
are high risk that can cause serious health problems. The risks of infection associated
with injecting drug use are include soft tissue infection, abscess formation and transient
bacteremia (Mackenzie, Laing et al. 2000). Groin injection become an emerging health
concern among IDU (Maliphant and Scott 2005). This behavior has been identified as
an increasing trend among IDU, including in Thailand (Senbanjo and Strang 2011).
Injections at the groin are associated with many health-related risks, including deep
vein thrombosis which can cause serious health problems (UNODC 2012). Studies have
indicated reasons of groin injection which include convenient and speedy injection and
it became acceptable risk (Rhodes, Stoneman et al. 2006, Rhodes, Briggs et al. 2007).
Groin injections were also used when no other injection sites were perceived to be
accessible (Maliphant and Scott 2005). As midazolam is often used instead of heroin as
it is cheaper, availability and have similar effects, this study also reported high rates of
midazolam injection (Kiatying-Angsulee, Yampayak et al. 2004). Midazolam is highly
acidic and can be damaging to veins, therefore, midazolam injection may predict future
groin injecting as they may face difficulty to accessing other veins at safer area such as

arm and hand (Coffin, Coffin et al. 2012). As a consequence, they chose to inject at
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groin. Moreover, groin injections were also associated with experiences of non-fatal
drug overdoses. In this study, around one-third of study participants reported having
experienced a non-fatal drug overdose. It is consistent with another study conducted in
Thailand reported that 30% of participants had experienced an overdose (Milloy,
Fairbairn et al. 2010). Drug overdose is the primary cause of morbidity and mortality
among IDU in many countries (Bargagli, Hickman et al. 2005). There are many factors
that caused the risk of overdose such as parenteral route of administration and polydrug
use (Milloy, Fairbairn et al. 2010, Arribas-lbar, Sdnchez-Niubo et al. 2014). Another
study indicated associations between non-fatal drug overdose and younger age,
unemployment, rate of drug injection and history of drug treatment (Bergenstrom, Quan
et al. 2008).

In this study, there were 31% of study participants reported methamphetamine
injection. This result was not different with many studies that reported
methamphetamine injection among this vulnerable population range from 3 — 34%.
(Wattana, van Griensven et al. 2007, Werb, Hayashi et al. 2009). Methamphetamine
injection was reported differently in each region; 15% in the northern part and 3% in
the southern part of the country (Perngmark, Celentano et al. 2003, Quan, Vongchak et
al. 2007). In Bangkok, a study found that 49% of people who inject drug had injected
methamphetamine and 34% of them reported at least daily injection (Wattana, van
Griensven et al. 2007, Werb, Hayashi et al. 2009). Globally, methamphetamine use has
increased continuously and effected health and social challenges. Recently, Southeast
Asia have reported a spread of methamphetamine use and the number of people
requiring treatment is also increasing (UNODC 2015). In Thailand, Methamphetamine
locally known as Yaba is usually found in crystal and pill forms (Colfax, Santos et al.
2010). Many factors related to injection initiation include less time spending when
injecting occurred, social acceptability and association with current injectors
(Harocopos, Goldsamt et al. 2009, Degenhardt, Mathers et al. 2010). Methamphetamine
injection provide higher peak effects than other route of administration, and increase
risk of dependence (Volkow, Fowler et al. 2007). Methamphetamine injectors may be
more likely to engage in risky injecting practices than those injecting other drugs

(Degenhardt, Mathers et al. 2010). Methamphetamine can also increase the risk of
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heroin overdose, as the effects of heroin might be dulled by the methamphetamine
effects and more heroin could be used than intended (Jenner and Lee 2008). In Thailand,
smoking is an important route of administration and methamphetamine users were
found to be a much younger and different population from other drugs (Degenhardt,
Mathers et al. 2007). Another study conducted in Thailand reported that
methamphetamine injection was independently associated with syringe sharing
(Hayashi, Wood et al. 2011). This group was highly unlikely to have accessed treatment
(Wattana, van Griensven et al. 2007). High rates of methamphetamine use also
associated with sexually transmitted infections (Colfax, Santos et al. 2010). A study
reported that injecting methamphetamine was associated with more frequent use
patterns, treatment demand, higher levels of risky behavior and other health and
psychiatric consequences (McKetin, Ross et al. 2008).

This study presented information regarding socio demographic data and drug
injecting behaviors among IDU in Bangkok. Data could be used to further develop an

intervention to reduce unsafe injecting behaviors.

5.2.2 Level of drug injection

In this study, the Triple-S intervention was designed grounded in Social
Cognitive Learning Theory and Transtheoretical Model. The intervention focuses on
enhancing participants’ motivation to adopt safer behavior and reduce their drug
injection through a process of observation, positive reinforcement, practicing, and
sustaining behavior change. This study used quasi-experimental designed to test
effectiveness of the Triple-S intervention. There were 125 IDU screened and 91
respondents were eligible to attend the study, however, one respondent passed away.
Therefore, there were 90 eligible participants in this study. They were assigned to the
intervention and the control groups by study sites. Data at baseline assessment was
tested and it was found that there was no statistically difference in all demographic
characteristics between the intervention and the control groups. There were only 51
participants completed the baseline, 1-, 3- and 6-month follow up assessments. The loss
follow up rate was 31% in the intervention group and 56% in the control group due to

imprisonment, died, unavailable and unreachable. Of participants completed the
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baseline, 1-, 3- and 6-month follow up assessments, there were 31 participants from the
intervention group who completed six sessions of Triple-S intervention and all
assessment and 20 participants from the control group who completed all assessments.
The effectiveness of the intervention was assessed by the difference in level of drug
injection, drug injection behaviors and harm reduction self-efficacy of study
participants who completed the Triple-S intervention compared to the control group at

baseline, and follow up assessment (1-, 3- and 6-month).

Level of drug injection was measured by rate of drug injection and OTI scale
score for heroin and midazolam injection. An independent t-test was performed to test
changes in rate of injection and it was found that rate of drug injection at 1-, 3- and 6-
month follow up, differed significantly between the intervention and the control groups.
It can be concluded that Triple-S intervention had an impacted on reducing rate of drug
injection. In an effort to use OTI scale score for measurement level of heroin injection,
even the intervention group demonstrated lower scores than the control group, it was
not statistical difference for those completed all four assessments. This may reflect the
small number of study participants who responded to the questions and high loss follow
up rate. It may not have enough power to see the difference between groups. For OTI
scale score of midazolam injection, it differed significantly between the intervention
and the control groups. Therefore, it can be concluded that Triple-S intervention
impacted on reducing level of drug injection. It can be added that reducing rate of
injection may be a consequence of reduce number of polydrug injection. There were
58% of study participants in the intervention group reported polydrug injection at
baseline assessment and it was decreased to 23% at 6-month follow up assessment. At
baseline assessment, participants reported having injected midazolam, heroin, and
methamphetamines. The intervention focused on improving knowledge of drug
categories; stimulants, depressants and hallucinogens and discussed about effects when
using drugs in different categories together. Moreover, a strategies to prevent drug
overdose by not injecting drug in combination was also encouraged. This type of
intervention implemented with IDU in difference context was found to be effective in
reducing rate of injection (Marlatt, Baer et al. 1995). This included intervention

grounded in Cognitive Behavioral Therapy (Baker, Lee et al. 2004), Motivational
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Interviewing (Roberts, Annett et al. 2011), and Motivational Enhancement Therapy
(Smedslund and et al 2011).

5.2.3 Drug injection behaviors

In term of drug injection-related behaviors, in this study, four behaviors were
defined and analyzed to measure effectiveness of Triple-S intervention which were
polydrug injection, drug mixing, injection at groin and injection site rotation. It was
positive to report that needle and syringe sharing behavior was not considered in this
study as there was only 3% of study participants reported sharing needle at baseline
assessment. This may be a consequence of the distribution of clean injecting equipment
by peer educators at the drop-in centers and a voucher scheme through pharmacies as
part of other harm reduction program (PSI 2014).

Polydrug injection can lead to multiple adverse health consequences. In this
study, more than half of study participants reported polydrug injection. They reported
having injected midazolam, heroin, methamphetamines and other drugs. Another study
also indicated that almost two-third of IDU in Bangkok used drugs in combination with
other drugs, including midazolam, heroin, methamphetamine and alcohol (Kerr,
Kiatying-Angsulee et al. 2010). Using more than one drug and drug accessibility can
make it hard to make safe decisions about how much to take of each drug, therefore, it
increased risk of drug overdose (Bazazi, Zelenev et al. 2015, Lake, Hayashi et al. 2015,
Mars, Fessel et al. 2015). It was found that the intervention was effective in term of
reducing number of polydrug injection among study participants. The intervention
group reduced number of polydrug injection significantly overtime and compared to
the control group (p-value<0.01). It can be interpreted that reduction of drugs injections
in the intervention group may accompanied by reducing the types of drugs being
injected. The Triple-S intervention focused on improving knowledge about effect of
using drugs in different categories together. Linkage to individual’s life goal was
discussed while considering number of drugs that study participants injected.
Moreover, it also strengthened that polydrug injection increase risk of drug overdose.
As polydrug injection was found to have relationships with midazolam injection and it

was found that midazolam injectors had injected the drug in combination with heroin,
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methamphetamines, methadone, and crystal-methamphetamines, a further
improvement of the intervention could be done to target IDU who inject these drugs in

combination.

Regarding effectiveness of Triple-S intervention on reducing number of
participants who reported mixing drugs, even there was significance difference between
the intervention and the control groups at baseline assessment, it can be implied from
the differences between the intervention and the control groups at follow up
assessments and changes over time in the intervention group that the intervention was
effective in reducing number of drug mixing in the intervention group (p-value<0.01).
It may be a consequence of the Triple-S intervention that focused on improving
knowledge about effect of using drugs in different categories together. This behavior
can be considered together with reducing rate of drug injection and polydrug injection.
Drug mixing can also increase their overall drug effect and risk of drug overdose
(Gilbert, Primbetova et al. 2013). Mixing drugs increased overdose risks because each
drug has different mechanisms in the body to create sedation. These mechanisms
represent overlapping protections from the brain and respiratory system shutting down

which diminished when mixing drugs (Harm Reduction Coalition 2012).

In term of injection at the groin, at baseline assessment, it was found that almost
half of study participants reported injection at the groin and it was not significance
difference between the intervention and the control groups. Unexpectedly, it was not
significance difference between groups at follow up assessments. This may explained
that a majority of study participants reported midazolam injection and they had injected
drugs for 20 years. As a result, their veins may damage and it is difficult to accessing
other veins. This may explain that there are other factors related to these behaviors,
including difficulty to find a vein leading to injections at the groin (Hope, Scott et al.
2015). A previous study reported that many IDU who inject midazolam have turned to
groin injections (Ti, Hayashi et al. 2014). Injection at groin is considered to be a high
risk behavior that can cause serious health problems (UNODC 2012). Groin injection
become an emerging health concern among IDU (Maliphant and Scott 2005). It was
also documented that groin injections were used when no other injection sites were

perceived to be accessible (Maliphant and Scott 2005). Changing this behavior may be
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a complex task, however, harm reduction knowledge to be a guide for injection at groin

should be developed in order to reduce their unsafe behaviors.

Harm reduction practices suggested that IDU should rotate their injection site
every time to protect their veins and avoid infection (Harm Reduction Coalition 2011).
According to WHO, alternating and rotating the injecting site will reduce scarring
(WHO 2009). At baseline assessment, it was positive to consider that more than half of
study participants reported injection site rotation every time in the past month.
However, it was not improved after participating in the intervention. While injection
site rotation was not impacted by the intervention, it was positive to consider that most
study participants already practiced this behavior. Changing this behavior is related to
the accessible of other veins. As mentioned earlier that almost half of the study
participants inject at the groin. It can be implied that their veins at other safer site such
as arm and hand are not accessible. However, it is important to encourage them to rotate

their injection site every time to protect their veins and avoid other health consequences.

5.2.4 Harm reduction self-efficacy

Many studies have shown that self-efficacy is a predictor of treatment outcomes
and plays an important role in stopping drug use and preventing relapse (Kaddena and
Litt 2011). While many drug users do not initially wish to stop, harm reduction
approach is embraced to reduce the harms associated with drug use and implied to the
treatment of drug users in terms of matching with their needs and applying more
appropriate therapy format (Tatarsky 2003). Harm reduction approaches aim to prevent
the spread of infections, reduce the risk of overdose and decrease the negative effects
of drug use (NPNU Initiative 2007, Wilsona and et al 2015). In order to reduce harms
associated with injecting drugs, especially in high-risk situations, harm reduction self-
efficacy could be improved to build IDU’s belief in their ability to change their
behaviors as shown in Figure 5.1 (Phillips 2005, Racz, Gyarmathy et al. 2007, Wagner,
Unger et al. 2011, Abdollahi, Taghizadeh et al. 2014, Ashrafioun, Kraus et al. 2014,
Lopes, Prieto et al. 2014). The assessment of self-efficacy continues to be a challenge,
especially considering the context-specific nature of the construct. Although many self-

report instruments have been developed to measure past and current self-efficacy in
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relation to drug use, these measures are limited to assessing self-efficacy within a
specific condition (Witkiewitz and Marlatt 2004). Three high risk conditions:
withdrawal, negative emotions and social pressure were found to have influence on
self-efficacy to practice harm reduction behaviors (Phillips 2005). Harm reduction self-
efficacy questionnaire was used for measurement of drug users’ perceived confidence

in their ability to utilize specific harm reduction strategies in high-risk situations.

High risk situations

- Withdrawal condition
- Negative emotion condition
- Social pressure condition

Effective response Ineffective response
Y Y
Increase self-efficacy Decrease self-efficacy
A 4 A 4
Decrease probability of Increase probability of
unsafe behaviors unsafe behaviors

Figure 5.1: Safer behaviors process under high risk situations

Drug withdrawal is a substance-specific syndrome due to the cessation or
reduction of heavy and prolonged drug use (Gowing, Ali et al. 2014). In this study, it
was found that the intervention had effect on improving harm reduction self-efficacy
compared to the control group at 3- and 6-month follow up assessments. The
intervention strengthened the possible solutions that study participants could apply
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when withdrawal. However, withdrawal is a complex condition and there may be other
factors associated with IDU’s behaviors when having the withdrawal symptoms. The
severity of symptoms depends on the particular opiate used, the dose and duration of
use. Withdrawal symptoms from opiates are including anxiety, yawning, rhinorrhoea,
lacrimation, diaphoresis, shaking, chills and piloerection, anorexia, nausea, vomiting
and abdominal cramps begin 6 to 12 hours after the abrupt discontinuation of heroin or
morphine (Hodding, Jann et al. 1980). During the severity of withdrawal symptom, IDU
are more likely to have risky injection behaviors and overcoming withdrawal becomes
a challenging priority (Mateu-Gelabert, Friedman et al. 2010). A strategy need to be
developed to further improve their harm reduction self-efficacy to navigate these

difficulties during withdrawal and manage to inject safely.

Negative emotions condition is a high-frequency events that most drug users
will encounter (Larimer, Palmer et al. 1999). It was found that the intervention group
could significantly improve harm reduction self-efficacy in negative emotional
conditions compare to the control group at 3- and 6-month follow up assessments. It is
considered to be an important step as studies found that negative emotions including
stress and anxiety play a key role in drug dependence (Drapela 2006, Wang and Chen
2015). Negative emotional states, such as anger, anxiety, depression, frustration, and
boredom are also associated with drug use (Witkiewitz and Marlatt 2004). A recent
study also found direct relation between the acute heroin effects on stress-related
emotions (Schmidt, Borgwardt et al. 2014). A study reported that this type of situation
is high risk for IDU that might threaten a goal to use drugs more safely (Phillips 2005).
It reinforced safer injecting practices that study participants could apply when having

negative emotions.

It was found that the intervention group indicated an increase in harm reduction
self-efficacy in social pressure condition compare to the control group at 3- and 6-
month follow up. Social pressure contributed to more than 20 percent of relapse
episodes. (Larimer, Palmer et al. 1999). Peer pressure was cited as the major reason for
drug use among IDU (Samo, Agha et al. 2016). Regarding social pressure condition,
study participants respond when imagine that they were with another person and about

to use the drugs unsafely. Triple-S intervention aim to improve harm reduction self-
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efficacy in social pressure condition by discussing challenges that may occur and
possible solutions that they could apply to practice safe injection behaviors. However,
there may be other factors related to this condition including social network
characteristics such as family member and injections with the sexual partner have been

associated with unsafe injection behaviors (Gupta, Ambekar et al. 2014).

It can be found that the Triple-S intervention was effective in term of improving
harm reduction self-efficacy in three high risk conditions at 3- and 6-month follow up
compare to the control group. The intervention was designed grounded in Social
Cognitive Learning Theory and Transtheoretical Model which results in foster behavior
change and improve self-efficacy. It can be added that during the intervention process,
homework was assigned to study participants to review their own behaviors and
changed their cognitive recognition. However, as high loss follow up in this study, data
had to be interpreted with caution in the within group. SOCRATES was also analyzed
including recognition, ambivalence, and taking Steps, which correspond to the
appropriate stages of change. It can be found that the Triple-S intervention can move
study participants further the process of stages of change, however, changing behaviors
of IDU who injected drugs for a long time is a complicated task. There may be other
factors to be considered such as environmental, social and psychological factors. It was
proven that the intervention has effect on their behavior change. Even there was a
positive impact from Triple-S intervention on changing drug use behaviors and
improving harm reduction self-efficacy in high risk conditions, an effort should be
made on applying the intervention for further improvement. When comparing three
high risk conditions, it was found that study participants reported lower harm reduction
self-efficacy when imagining themselves in withdrawal, compared to a negative
emotion condition and a social situation where others are using unsafely. This reflect
that withdrawal is a complex condition and there may be other factors associated with
IDU’s behaviors when having the withdrawal symptoms. Consistent with other studies,
the results suggest that self-efficacy is an important factor towards drug use behavior
change and other treatment outcomes (Dolan, Martin et al. 2008, Hayaki and et al 2011,
Caviness and et al 2013).
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5.3 Limitation of the study

First, due to the illegal nature and the rarity of injection drug use, barriers in the
recruitment of the sample group were found. This study aimed to test the effectiveness
of Triple-S intervention, therefore, measures were taken to prevent bias by screening
out those who were in any type of treatment. These measures contributed to the
difficulty in recruitment and small sample size as around half of IDU in Bangkok
reported to be receiving treatment (Fairbairn and et al 2011). The study sample was
selected by using snow ball sampling with a small sample size and as such may not be
representative of the IDU population in Bangkok. Second, the study could not
randomize individual IDU to the study. Instead, IDU were assigned to groups
depending on site location. Efforts were made to consider the demographic
characteristics of both groups in the sampling process for comparison reason. Third,
Even though interviewers were trained to build relationships and gain trust from IDU
before conducting interviews, findings were based on self-reported data that may have
been influenced by social desirability. Focusing on drug injection behavior over the 30
days prior to the interview minimized recall error. Most IDU reported not sharing
needles and syringes in the past 30 days. This may be the result of improved needle and
syringe programs in Thailand. These findings should be followed up to reduce risks to
IDU in Thailand. Finally, due to the nature of IDUs, they are hard to reach and
marginalized population, it was difficult to reach and conducted follow up assessments
with them. Some of them passed away during the study period. Four of them were
imprisonment. Most of them could not be reach to make an appointment and they were
not at the venue where conducting the baseline assessment. Some peer educators from
the drop-in centers who provided support during the recruitment period could not be
contacted. Therefore, it was difficult to reach them and conduct follow up assessments,
especially with the control group. As a result, there was a loss follow up rate of 31% in
the intervention group and 56% in the control group. This also affect the analysis of
this study to test effectiveness of the Triple-S Intervention with small sample size. It

was impossible to conduct sub-group analysis.
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5.4 Recommendation

The recommendations from the findings were presented in terms of
implementation of Triple-S intervention, improvement of health services for IDU and

future research suggestion;

5.4.1 Triple-S intervention implementation

The results of the present study may be taken to suggest the importance of
behavior change intervention implemented with IDU. The recommendations for

implementation of Triple-S intervention and improvement are as follow;

Triple-S intervention could be implemented with IDU in order to reduce their
rate of drug injeciton, reduce their unsafe injecting behaviors and improve their
harm reduction self-efficacy. It should be integrated with services provided by
drop-in centers where IDU can be reached voluntarily. Gaining trust before
implementing the intervention is an important role to help in the change process.
Efforts should be made to further reach out to this population and providing
harm reduction program especially knowledge on health consequences of
unsafe injection such as polydrug injection, mixing drugs, injection at the groin
and injection site rotation.

Triple-S intervention could be applied to implement with IDU in other context.
It needs to integrate social, structural, and environmental context of behavior
into applying the intervention.

Triple-S intervention can be further developed to cover other harm reduction
behaviors and improve harm reduction self-efficacy.

Follow up mechanisms of study participants should be improved in order to
reduce loss follow up rate. It could be done by gaining trust from them and ask
for more contact information such as contact number of their family members.
It is important to monitor behavior change over time. A follow up session to
refresh harm reduction knowledge may support them to better maintain their
behavior change.
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5.4.2 Improvement of health and harm reduction services for IDU

The results of this study may be taken to suggest the improvement of health and
harm reduction services for IDU as follow;

Harm reduction programs in different contexts may provide a range of services
that include the provision of injection equipment, education and information on
reduction of drug-related harms, overdose prevention, referral to drug treatment,
medical care and legal and social services.

Harm reduction strategies should include a focus on reducing unsafe midazolam
injection behavior by discouraging repeated injections at the same site and not
mixing drugs. In Thailand, midazolam is easily accessible from private clinics
or hospitals. There might be a need for advocacy work aimed at making
midazolam more difficult to acquire.

Almost half of study participants reported injection at the groin. This may be a
result of midazolam injection that damage their veins. Injection at the groin can
cause serious health problems. The risks of infection associated with injecting
drug use are include soft tissue infection, abscess formation and transient
bacteremia. Knowledge of safer injection should be provided to IDU regarding
how to protect their vein.

Withdrawal symptoms is a complex condition and there may be other factors
associated with IDU’s behaviors when having the withdrawal symptoms. It is
also a condition that lower harm reduction self-efficacy. In Thailand, data
regarding prevalence of withdrawal cases is limited, however, withdrawal
treatment should be in place to support IDU with this symptom or encourage
them to receive methadone maintenance treatment.

As methadone maintenance treatment is an effective treatment for opioid drug
dependence. Accessible to the treatment and maintain them is a priority. Follow
up mechanisms should also be established for IDU who had been in drug
treatment programs as in this study, a majority of study participants had ever
been in drug treatment, while they discontinued and still injecting drugs.

Drug overdose is currently the leading cause of death among drug users. From
this study, almost one-third of study participants reported having experienced a
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non-fatal drug overdose. Results may be taken to suggest the overdose
prevention intervention in order to minimize risk among IDU.

Drug use is illegal in Thailand, therefore, a majority of study participants
reported having been in prison as a result of drug related charges. Harm
reduction program could be implemented in prison to provide knowledge to this
population as it is an opportunity to reach them. Methadone maintenance

treatment could also be considered to provide in prison.

5.4.3 Future research

Other studies could be done to confirm the result of this study and provide more

information and insight to better inform harm reduction program as follow;

A similar study with larger sample size of IDU could be done to confirm
effectiveness of the Triple-S intervention. It could also be implemented and
tested in difference context such as in other geographic area. The intervention
could also be applied to difference target group such as drug user.

A study to provide prevalence of drug withdrawal cases could be done as there
is a knowledge gap in Thailand regarding number of withdrawal cases among
IDU, their symptoms and unsafe behaviors during drug withdrawal. An
approach to manage when having withdrawal symptom could be developed to
better understand this condition and provide more targeted intervention.

A study to understand factors associated with drug overdose and an approach to
prevent it should be done. The results will benefit the harm reduction program
to promote safer drug use behaviors among IDU.

A study to understand midazolam injection behavior and injection at the groin
could also be done to better understand the situation and provide more targeted

approach.
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APPENDIX A

Triple-S Intervention Manual

Triple-S is a behavior change intervention designed grounded in Social
Cognitive Learning Theory and Transtheoritical Model. Triple-S will be implemented
with IDU. It comprises of six sessions aimed to change IDU behaviors. Triple-S
intervention is from the concept as follow;

Start IDU prepare and start building readiness for behavior change

Smart  IDU change their behavior by improving harm reduction self-
efficacy and having safer drug use behaviors

Strong IDU reduce rate of drug use, realize benefit and maintain

behavior change

Main Outcomes that will be measured from this intervention are as follow;
Reduce drug use
Safer drug use behaviors

Improve IDUs’ harm reduction self-efficacy
Format and timing of Triple-S intervention

The Triple-S intervention was conducted at two injecting drug users drop-in
center under supported from The Global Fund and PSI Thailand Foundation.
Researcher received permission from the organization to use the meeting room at these
centers. Triple-S intervention was conducted in the period of three months which took
around one hour per group per session. Totally, six sessions of intervention were
conducted with each group of 3-5 persons per group. Each group was arranged by main
type of drug use and level of stage of change. Each session was conducted every two
weeks. In case participant cannot attend the session, that person should join another
group with the same main type of drug use and same level of stage of change.
Otherwise, individual format should be applied with that participant. Interventionist
will consider if that person is comfortable to join other group or not. Introduction of

that person and ice breaking will be done again with the group. In case that person
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refuse to join the new group, individual format will be applied with the session and
he/she will re-join his/her own group for the next session. Interventionist will be a key
person to facilitate the group discussion and run the activities. Strategies will be used
to prevent not attending the intervention and loss follow up by agreement to provide
contact number to follow up in the recruitment stage, incentive will be provided to
research participants to encourage them to participate in the intervention and staffs at
drop-in center and their peers will assist in following up the participants. The
intervention will be conducted at the meeting room in the drop-in center where there
are staffs working there. In case there is any problem occurs, staff will be assisted in
the issues that may arise. Normally, injecting drug users use opioids substance which
is depressants so study participants may tend to feel sleepy during the session, rather

than being dangerous.
Triple-S Intervention Review

Intervention was reviewed by experts as follow;
1. Dennis McCarty, Ph.D., Professor, Department of Public Health & Preventive

Medicine, Oregon Health & Science University

2. Thomas Kerr, Ph.D., Director, Urban Health Research Initiative British
Columbia Center for Excellence in HIV/AIDS

3. Apinun Aramrattana, MD, Ph.D., Department of Family Medicine, Chiang Mai

University
Interventionists Qualification and Key Responsibilities
Quialifications of the interventionists are as follow;

Minimum degree in Psychology, Social science or related degree

Excellent communication and counselling skills

Have experiences in working with addict or injecting drug users
Understanding of drugs, counselling, communication, behavior change theory
and practice, motivation interviewing

Pass the training of Triple-S intervention
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Key responsibilities;

Conduct 6 sessions of Triple-S intervention with IDU
Assessment Process

Before the first session of intervention, at mid-intervention and post-
intervention, each participant will be assessed in term of level of stage of change. This
information will be used to assess each person readiness to change and for arranging
the group. Information from outcome assessment questionnaire will be recorded in the
log sheet.

For the follow up assessment, only questionnaire in section 2 to 4 will be used
with the participants. Strategies will be used to manage to have participants come back
for follow up at 1-, 3- and 6-month after the intervention as follow;

Agreement to provide contact number to follow up in the recruitment stage

Research assistants will call to make an appointment with study participants to

do the follow up assessment

Staffs at drop-in center and their peers will assist in following up the

participants

If needed, research assistants will do the follow up assessment at their

convenience place
Research Assistants Qualification and Key Responsibilities

Quialifications of research assistants are as follow;
A bachelor's or master’s degree in social sciences, psychology, or a related
field.
A few years of experience working with drug users are required.
Excellent communication skills

Pass the questionnaire training and test for the interviewing

Key responsibilities;
Conduct baseline and follow up surveys with injecting drug users in control and

intervention group



Start |: Preparation

Objective: To prepare study participant for Triple-S sessions
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Overview: Each person must be contacted for preparation for the sessions.

Study participant will provide information about their life situation and drug use

problems. Challenging about their life will be discussed and expectation for

attending this intervention will be defined. Insight of IDU will be generated and

this information will be used for segmenting the target group. At this stage,

Triple-S intervention will be introduced to study participant. This information

will also be used to plan for motivation enhancement for each person in each

stage. Outline of the sessions of the intervention will be given to the participants.

Appointment for the sessions will be made.

Details of Start I:

Materials: Plasticine, Flipchart, papers

activity for icebreaking by
providing plasticine to
participants and let each
person make it to best
represent them.

Each person identifies their
nickname to use for the
whole Triple-S sessions and
present the plasticine to the
group with reasons.
Interventionist could probe
about how it represent each
person and meaning to their
life

Activity Topics Method Time
1. Activity Icebreaking Interventionist introduces 20 min
“Myself” themselves and starts this
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Activity Topics Method Time

After the presentation,
interventionist or other
participants can probe for
each participant’s response

for better understanding and

clarification
2. Presentation | Introduction |- Interventionist explain 10 min
to Triple-S overview and objective of

Triple-S intervention

3. Discussion Preparation |- Interventionist discuss with 15 min
for Triple-S participant and set up a
intervention shared common rules for

participation in Triple-S
sessions

Interventionist provide pieces
of paper for participant to
write up their expectations
and self-assessment for
participating in Triple-S
intervention

Scheduling for another
Triple-S sessions

Start |1: Building readiness for change

Objective: To motivate study participant to observe their own behaviors and start

thinking about changing their drug use behavior

This session will be about building readiness for change. The interventionist
will begin the process of assessing and building the participant’s motivation to
change by addresses their life goal. Study participants will discuss with the

interventionist about how drug use affect their life goal. Self-efficacy will be
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improved by changing their belief about their own capability to learn or perform
behaviors. Harm reduction knowledge and concept will be given to study
participants. Homework exercise will be given to study participant which is

about recording drug use and behaviors.

Details of Start I1:
Materials:  papers, crayon, Triple-S Card 1, 2 and 3, Triple-S Log Sheet

Activity Topics Method Time
1. Activity Goal - Interventionist provide 10
“Story of My | setting pieces of paper and crayon min
Life” to participants and ask them

to draw pictures about their
life in the next 5 years in
realistic and put the picture

to the wall
Life - Intervention provide Triple- | 5 min
situation S Card 1 to participant

asking about their daily life
and challenges in life that

make it not reaching their

life goal
Druguse |- Intervention provide Triple- | 5 min
problems S Card 2 to participant

asking about how drug use
related to life goal, problems
from using drugs including
personal, family or

community problems

Harm - Intervention provide Triple- | 5 min
reduction S Card 3 to participant

asking about how harm




Activity

Topics

Method

Time

reduction practice can make
them reach their life goal

2. Presentation

After answering three
questions, participants put
these three cards to the wall
under their picture. Each
person presents their story to
the group. Interventionist or
other participants can probe
for each participant’s
response for better
understanding and
clarification

Interventionist record their

story in Triple-S Log Sheet

15

min

3. Presentation

Harm
reduction
knowledge
and
concept

Interventionist provide
information about drug use
and injecting behaviors
including safer injecting
drugs, harm reduction
knowledge, overdose
prevention, perception of
benefits from drug abstinent,
harm reduction and behavior

change

15

min

4. Assignment

Interventionist explain the
assignment to record their
drug use and their behaviors

daily in the next 2 weeks

5 min
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Smart |I: Changing behavior
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Objective: To provide knowledge and information for changing their drug use

behavior

This part includes reviewing about drug use problems that occur with study

participant’s life. Each person has to define their drug use behavior that they

intend to change, benefits their life, and set goal of behavior change. They will

set the plan for changing their behaviors. Role model will be shown and discuss

to support attentional, retention and production process. Homework exercise

will be given to study participant which is about recording drug use behaviors,

changes that occur in their drug use behaviors and their feeling about it.

Details of Smart I:

Materials:  papers, Triple-S card 4
Activity Topics Discussion/Activity Process | Time
1. Reviewing Interventionist start the 15
assignment session by asking each min

participant to present their
assignment to the group to
assess their own behavior
(In case anyone do not
complete their assignment,
interventionist should
provide a piece of paper for
them to review their
behaviors in the past 2
weeks while others can
think about their behaviors
again)

Assessment of each person
will be reviewed, discussed
and recorded in Triple-S
Log Sheet




Activity

Topics

Discussion/Activity Process

Time

2. Discussion

Planning for
changing

behavior

Interventionist ask
participant to choose one of
their drug use behaviors
that they want to change
and relate to their life goal.
Then each person discuss
about benefit from drug use
behavior change that
related to their life goal
Interventionist asks them to
fill in Triple-S Card 4.
Then ask each person to set
their goal for behavior
change, plan for drug use
behavior change and harm
reduction, fill in Triple-S

Card 4 and present to the
group.

25

min

3. Presentation

Role model

Success stories of drug
users who are able to
change their drug use
behavior will be shown and
discussed. Each participant
will be asked to tell their
role model by not stating
real name but use

nickname instead.

15

min

4. Assignment

Interventionist explain the

assignment to record their

5 min
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Activity Topics Discussion/Activity Process | Time

planed behavior change in
the next 2 weeks

Smart Il: Coping with relapse

Objective: To develop skills to deal with challenges that may occur during

behavior change process

This session will develop further skills for IDU to deal with challenges that may
occur and assist each participant to develop emergency plan in order to cope
with relapse and maintain their behavior change. Self-observation related to
their drug use behaviors will be discussed. Past experiences of them related to
relapse will be discussed. Factors that associated with relapse will be discussed
with study participant including peer pressure, family support, community
support and employer support. Key person support will be identified in order to
assist them during the process. Planning for stronger coping strategies with at-
risk situations will be defined and various situations that may cause relapse will
be shown with possible solutions. The group will discuss about how to deal with
each challenge. Homework exercise will be given to study participant which is
about recording their feeling when practicing safe drug use behaviors, problems

occur and how to deal with each situation.

Details of Smart I1:
Materials:  Triple-S Card 4

Activity Topics Discussion/Activity Process | Time
1. Reviewing - Interventionist start the 15 min
assignment session by asking each

participant to present their
assignment to the group to
assess their own behavior
(In case anyone do not

complete their assignment,




Activity

Topics

Discussion/Activity Process

Time

interventionist should
provide a piece of paper for
them to review their
behaviors in the past 2
weeks while others can
think about their behaviors
again)

Assessment of each person
will be reviewed, discussed
and recorded in Triple-S
Log Sheet

Interventionist ask each
person to discuss about
their feelings, factors that
make them change their
behavior successful or
unsuccessful and how to

deal with each situation

2. Presentation

“Case study 17

Withdrawal

situation

Interventionist present Case
Study 1 and discuss with
participant.

Interventionist ask
participant to discuss their
experience, feelings and
drug use behaviors when
withdrawal

Interventionist ask
participant to brainstorm
possible solutions for each

situation

10 min
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Activity

Topics

Discussion/Activity Process

Time

3. Presentation
“Case study 2”

Negative
emotions

situation

Interventionist present Case
Study 2 and discuss with
participant.

Interventionist ask
participant to discuss their
experience, feelings and
drug use behaviors when
they are in negative
emotions

Interventionist ask
participant to brainstorm
possible solutions for each

situation

10 min

4. Presentation
“Case study 3”

Social

pressure

Interventionist present Case
Study 3 and discuss with
participant.

Interventionist ask
participant to discuss their
experience, feelings and
drug use behaviors when
they are in social pressure
Interventionist ask
participant to brainstorm
possible solutions for each

situation

10 min

5. Discussion

Interventionist provide

Triple Card 4 to participant
and ask them to summarize
their own behaviors in the

past 2 weeks from their

10 min
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Activity Topics

Discussion/Activity Process

Time

assignment, changes and
challenges

Interventionist ask them to
set up a plan to deal with
challenges that make their
behavior change

unsuccessful

6. Assignment

Interventionist explain the
assignment to record their
planed behavior change in

the next 2 weeks

5 min

Strong |: Benefits of behavior change
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Objective: To realize benefit of their behavior changes and enhance motivation

Motivation to drug use behavior change will be discussed and strengthen

benefits that they will get. Motivation can be enhanced by emphasizing that

using/injecting drug may affect their life goal. Changing in their life will be

discussed. Challenges from practicing harm reduction will be defined and

discussed. Environmental factors that may cause at-risk situation will be given

and discussed possible solutions. Internal rewards will be reinforced. Capability

to behavior change will be strengthened and motivated them to maintain their

behavior change and evaluate trigger for relapse. Homework exercise will be

given to study participant to record their feeling and changing in their life after

behavior change.



Details of Strong I:

Materials:

papers, Triple-S Card 4

Activity

Topics

Discussion/Activity Process

Time

1. Reviewing

assignment

Interventionist start the session
by asking each participant to
present their assignment to the
group to assess their own
behavior (In case anyone do not
complete their assignment,
interventionist should provide a
piece of paper for them to
review their behaviors in the
past 2 weeks while others can
think about their behaviors
again)

Assessment of each person will
be reviewed, discussed and
recorded in Triple-S Log Sheet
Interventionist ask each person
to discuss about their feelings,
factors that make them change
their behavior successful or
unsuccessful and how to deal
with each situation

15 min

2. Activity
“In 3
Words”

Benefit
from
behavior

change

Interventionist ask participant
to write down 3 words that
represent their drug use
behavior change in the past
month.

Each person present these 3

words to the group with reasons

30 min
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Activity

Topics

Discussion/Activity Process

Time

Interventionist ask them to
discuss about result from their
behavior change related to their
life goal and encourage their
changes by providing positive
reinforcement and strengthen
their ability to change their
behavior

Interventionist ask them to
discuss about how others
perceive about their behavior
change and their feedback
Interventionist ask participant
to write down 3 words that
represent their plan for drug use
behavior change in the next 2

weeks

7. Discussion

Interventionist provide Triple
Card 4 to participant and ask
them to summarize their own
behaviors in the past 2 weeks
from their assignment, changes
and challenges

Interventionist ask them to set
up a plan to deal with
challenges that make their

behavior change unsuccessful

10 min

8. Assignment

Interventionist  explain  the

assignment to record their

5 min
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Activity

Topics

Discussion/Activity Process

Time

planed behavior change in the

next 2 weeks

Strong I1: Maintaining behavior change

Objective: To create commitment for sustaining behavior change
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This session will assist each participant to realize advantages of behavior change

that lead to their life goals, belief in their capability to change and deal with

challenging situations and continue commitment to sustaining new behavior.

Advantages of behavior change that lead to their life goals will be discussed.

Internal rewards will be reinforced. Key person support will be identified in

order to assist them during the process. Type of support and how they can get it

will also be introduced to each participant. Follow up scheduling will be

planned.

Details of Strong II:

Materials:  papers, Triple-S Card 4

Activity Topics Discussion/Activity Process | Time
1. Reviewing Interventionist  start the | 15 min

assignment session by asking each

participant to present their
assignment to the group to
assess their own behavior
(In case anyone do not
complete their assignment,
interventionist should
provide a piece of paper for
them to review their
behaviors in the past 2
weeks while others can
think about their behaviors

again)




Activity

Topics

Discussion/Activity Process

Time

Assessment of each person
will be reviewed, discussed
and recorded in Triple-S
Log Sheet

Interventionist ask each
person to discuss about their
feelings, factors that make
them change their behavior
successful or unsuccessful
and how to deal with each

situation

2. Discussion

Sustainability
of behavior
change

Interventionist ask
participant to think about
what will help them to
remind for behavior change
in the future, write down in
the a piece of paper and
present to the group

15 min

3. Discussion

Other Support

Interventionist ask
participant to identify other
support that they need in
order to change their
behavior sustainably

Interventionist ask them to

record it in Triple-S card 4

10 min

4. Conclusion

Conclusion of  Triple-S

intervention and feedback

15 min

5. Planning for

follow up

Follow up assessment will
be scheduled with each

participant

5 min
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APPENDIX B
Triple-S Log Sheet and Card

Participant ID:

132

Group No:
Main type of drug use:
START

Session Note Assessment

Start | Stage of change:_
Date
Time

Start 11 Stage of change:_
Date

Time




Triple-S Log Sheet

Participant ID:
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Group No:
Main type of drug use:
SMART

Session Note Assessment

Smart | Stage of change:_
Date
Time

Smart Il Stage of change:_
Date

Time




Triple-S Log Sheet

Participant ID:
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Group No:
Main type of drug use:
STRONG

Session Note Assessment

Strong | Stage of change:
Date
Time

Strong 11 Stage of change:
Date

Time




Triple-S Card 1
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Triple-S Card 3
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Triple-S Card 4

Participant ID:

Group No:
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APPENDIX C
Self Help Booklet for Control Group
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APPENDIX D

Outcome Assessment Questionnaire
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Respondent ID:

Interview Place:

Interviewer:
SECTION 1: DEMOGRAPHICS
1.1 Please specify your gender
o (1) Male o (2) Female

1.2

13

1.4

How old were you on your last birthday?

[ | 1Years

What is the highest level of education you have completed?

o (1) None

o (2) Primary school (Class 4)

o (3) Primary school (Class 6)

o (4) Lower Secondary (Junior High)

o (5) Upper Secondary (Senior High)/ VVocational Certificate

o (6) Bachelor degree or higher

How are you employed at the moment?
o (1) Not employed

o (2) Full time please specify

o (3) Part time please specify

o (4) Student

o (5) Other please specify
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1.5 What is your average monthly personal income?

[ ] Baht o (0) No income

1.6 What is your current marital status?

o (1) Single
o (2) Married
o (3) Divorced / Separated / Widowed

SECTION 2: DRUG USE

2.1 How long have you been injecting drugs?

[ | Tyear(s) [__| ] month(s)

2.2 When was the last time you injected drugs?

o (1) Today

o (2) Last 7 days

o (3) Within a month
o (4) Within 2 months
o (5) Within 3 months
o (6) Within 6 months

o (7) More than 6 months



2.3

2.4

2.5

2.6

141

In the past month, what type of substance have you used? (Multiple answers)
o (1) Heroin

o (2) Amphetamines (Yabaa)

o (3) Domicum

o (4) Marijuana

o (5) Other, please specify

In the past month, what type of substance have you injected? (Multiple answers)
o (1) Heroin

o (2) Amphetamines (Yabaa)

o (3) Domicum

o (4) Marijuana

o (5) Other, please specify

In the past month, what is your drug of choice?
o (1) Heroin

o (2) Amphetamines (Yabaa)

o (3) Domicum

o (4) Marijuana

o (5) Other, please specify

In the past month, what is your main pattern of drug use when you inject?

o (1) Use only one type of substance
o (2) Use many types of substance but use one for each injection (not mix)

o (3) Mix more than one types of substances for each injection



2.7

2.8

2.9

2.10

In the past month, how many times did you inject in an average week?

[ | ]time(s)

Have you been in any types of treatment in the past?

o (1) Yes Please specify Type of treatment

Time period

o (0) No

Have you ever been in prison because of drug-related?

o (1) Yes Please specify Time Period
o (0) No

Have you ever experienced drug overdose?
o(1) Yes Please specify Time Period
o (0) No

Only those who answer ‘Heroin’ in question 2.4

Now I'm going to ask you some questions about heroin

211
212
2.13

On what day did you last use heroin? (exclude today)
How many hits did you have on that day?
On which day before that did you use heroin?

2.14 And how many hits did you have on that day?
2.15 And when was the day before that?

Other Drug (from question 2.4)
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2.16 These questions are about other drugs, please specify 2.22
2.17 On what day did you last use this drug? (exclude today) 2.23
2.18 How many hits did you have on that day? 2.24
2.19 On which day before that did you use this drug? 2.25
2.20 And how many hits did you have on that day? 2.26
2.21 And when was the day before that? 2.27
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SECTION 3: INJECTING AND SEXUAL PRACTICES

Injecting Practices

3.1

3.2

3.3

In the past month, how many times have you used a needle after someone else
had already used it?

o (0) No times

o (1) One time

o (2) Two times

o (3) 3-5 times

o (4) 6-10 times

o (5) More than 10 times

In the past month, how many different people have used a needle before you?
o (0) None

0 (1) One person

o (2) Two people

o (3) 3-5 people

o (4) 6-10 people

o (5) More than 10 people

In the past month, how many times has someone used a needle after you have
used it?

o (0) No times

o (1) One time

o (2) Two times

o (3) 3-5 times

o (4) 6-10 times

o (5) More than 10 times



3.4

3.5

3.6

3.7
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In the past month, how often have you cleaned needles before re-using them?

o (0) Doesn't re-use
o (1) Every time

o (2) Often

o (3) Sometimes

O (4) Rarely

o (5) Never

In the past month, which part of body have you injected?
1
2:
3:

In the past month, did you change your injecting site every time you inject?
o(1) Yes
o (0) No

In the past month, do you use tourniquet when you inject?

o(1) Yes Type of tourniquet

o (0) No Please specify reason

Sexual Practices

3.8

In the past month, how many people, including clients, have you had sex with?

o (0) None *** |f no sex in the past month, go to next section***
o (1) One person

o (2) Two people

o (3) 3-5 people

o (4) 6-10 people

o (5) More than 10 people



3.9

3.10

3.11

In the past month, how often have you used condoms when having sex with
your regular partner(s)?

0 (0) No reg. partner/No penetrative sex
o (1) Every time

o (2) Often

o (3) Sometimes

O (4) Rarely

o (5) Never

In the past month, how often did you use condoms when you had sex with
casual partners?

o (0) No cas. partners/No penetrative sex
o (1) Every time

o (2) Often

o (3) Sometimes

O (4) Rarely

o (5) Never

In the past month, how often have you used condoms when you have been

paid for sex?

o (0) No paid sex/No penetrative sex
o (1) Every time

o (2) Often

o (3) Sometimes

o (4) Rarely

o (5) Never
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SECTION 4: HARM REDUCTION SELF-EFFICACY

Imagine yourself as you are right now in each of these situations. Circle a number from
0 (Not at all confident) to 10 (Very confident) to say how confident you are that you
could do each of the behaviors in each situation. (SHOW CARD)

Situation #1: Withdrawal
Imagine that you are currently in withdrawal from your drug of choice (heroin or

another opiate). Think about how you have felt in the past when in withdrawal. You
might be feeling sweaty, having cramps or diarrhea, or be vomiting. Imagine that you
are not feeling depressed or sad, even though you are feeling physically ill. Imagine

you are alone. In this situation, how confident are you that you could...

Not at all Somewhat Very
confident confident confident
4.1 Cutbackontheamountof |0 1 2 3 4 5 6 7 8 9 10

drug that you usually use
4.2 Use only heroin or other |0 1 2 3 4 5 6 7 8 9 10

opiates when you inject

(do not mix with alcohol,
cocaine or others)
43 Do a test shot (use a|0O 1 2 3 4 5 6 7 8 9 10

smaller dose than usual)

before injection all of your
drug
4.4 Do a taster shot before |0 1 2 3 4 5 6 7 8 9 10

injecting all of your drug

(left the tourniquet off
after you insert the needle

and before pushing in the

plunger)
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Not at all Somewhat Very
confident confident confident

45 Use a clean cooker and |0 1 2 3 4 5 6 7 8 9 10
clean cotton or filter when

you inject

46 Take a warm bath, or{0 1 2 3 4 5 6 7 8 9 10
move your arms around to
bring out a vein before

trying to shoot up

4.7 Use a different injection|0 1 2 3 4 5 6 7 8 9 10

site so old sites can heel

48 Wash and clean your |0 1 2 3 4 5 6 7 8 9 10
arms, legs, and injection
sites with alcohol wipes or
soap and water before and

after injecting

4.9 Inject into arms or the(0 1 2 3 4 5 6 7 8 9 10
back of legs before trying

anywhere else

4.10Smoke your drug ifavein |0 1 2 3 4 5 6 7 8 9 10

is not available

4.11Get a brand new needleto |0 1 2 3 4 5 6 7 8 9 10

inject

4.12 Clean all surfaces where |0 1 2 3 4 5 6 7 8 9 10
you will prepare your
injection with soap and

water

4.13Use watertocleanadirty |0 1 2 3 4 5 6 7 8 9 10
needle/syringe before

using it again
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Not at all Somewhat Very
confident confident confident
4.14Choose a safe place to|0 1 2 3 4 5 6 7 8 9 10

inject that is private, clean

and well lit
4.15Use a rubber tourniquetto |0 1 2 3 4 5 6 7 8 9 10
tie off rather than a belt

Situation #2: Negative Emotions

Imagine that you are currently feeling sad and depressed. Imagine you are not
experiencing withdrawal and that you are alone. Think about how you have felt in the

past when in this type of mood. In this situation, how confident are you that you could...

Not at all Somewhat Very
confident confident confident
4.16 Cut back onthe amountof |0 1 2 3 4 5 6 7 8 9 10

drug that you usually use
4.17Use only heroin or other (0 1 2 3 4 5 6 7 8 9 10

opiates when you inject

(do not mix with alcohol,
cocaine or others)
418Do a test shot (use a|0 1 2 3 4 5 6 7 8 9 10

smaller dose than usual)

before injection all of your
drug
4.19Do a taster shot before |0 1 2 3 4 5 6 7 8 9 10

injecting all of your drug

(left the tourniquet off

after you insert the needle
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Not at all

confident

Somewhat

confident

Very
confident

and before pushing in the

plunger)

4.20Use a clean cooker and
clean cotton or filter when

you inject

4.21Take a warm bath, or
move your arms around to
bring out a vein before

trying to shoot up

4.22Use a different injection

site so old sites can heel

4.23Wash and clean your
arms, legs, and injection
sites with alcohol wipes or
soap and water before and
after injecting

4.241nject into arms or the
back of legs before trying

anywhere else

4.25 Smoke your drug if a vein

is not available

4.26 Get a brand new needle to

inject

4.27 Clean all surfaces where
you will prepare your
injection with soap and

water
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Not at all Somewhat Very
confident confident confident
4.28Use waterto clean adirty ([0 1 2 3 4 5 6 7 8 9 10
needle/syringe before
using it again

4.29Choose a safe place to|0 1 2 3 4 5 6 7 8 9 10
inject that is private, clean
and well lit

4.30Use a rubber tourniquetto |0 1 2 3 4 5 6 7 8 9 10
tie off rather than a belt

Situation #3: Social Pressure

Imagine that you are with another person (such as a friend or partner) or with a group,
and are about to use the drugs you just scored. You can see that your friends are using
in a way that you feel is unsafe. Imagine that you are not in withdrawal and are not

feeling sad or depressed. In this situation, how confident are you that you could...

Not at all Somewhat Very
confident confident confident
4.31Cut back ontheamountof |0 1 2 3 4 5 6 7 8 9 10

drug that you usually use
4.32Use only heroin or other (O 1 2 3 4 5 6 7 8 9 10

opiates when you inject

(do not mix with alcohol,
cocaine or others)
433Do a test shot (use a|0 1 2 3 4 5 6 7 8 9 10

smaller dose than usual)

before injection all of your
drug
4.34Do a taster shot before ([0 1 2 3 4 5 6 7 8 9 10

injecting all of your drug
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Not at all

confident

Somewhat

confident

Very
confident

(left the tourniquet off
after you insert the needle

and before pushing in the

plunger)

4.35Use a clean cooker and
clean cotton or filter when

you inject

4.36Take a warm bath, or
move your arms around to
bring out a vein before

trying to shoot up

4.37Use a different injection

site so old sites can heel

4.38Wash and clean your
arms, legs, and injection
sites with alcohol wipes or
soap and water before and

after injecting

4.391Inject into arms or the
back of legs before trying

anywhere else

4.40 Smoke your drug if a vein

is not available

4.41 Get a brand new needle to

inject

4.42 Clean all surfaces where
you will prepare your
injection with soap and

water
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Not at all Somewhat Very
confident confident confident
4.43Use water to cleanadirty |0 1 2 4 5 6 7 8 9 10
needle/syringe before
using it again
4.44Choose a safe place to |0 1 2 4 5 6 7 8 9 10
inject that is private, clean
and well lit
4.45Use a rubber tourniquetto |0 1 2 4 5 6 7 8 9 10
tie off rather than a belt
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Show Card for Scale Questions
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APPENDIX F

Intervention Assessment Questionnaire

The Stages of Change Readiness and Treatment Eagerness Scale (SOCRATES)
Respondent ID:
Center No:___
Interviewer:

Personal Drug Use Questionnaire (SOCRATES 8D)

Instruction: Please read the following statements carefully. Each one describes a way
that you might (or might not) feel about your drug use. For each statement, circle one
number from 1 to 5 to indicate how much you agree or disagree with it right now. Please

circle one and only one number for every statement.

Strongly | Disagree | Undecided | Agree | Strongly
Disagree or Unsure Agree

1. | really want to make 1 2 3 4 5
changes in my use of
drugs.

2. Sometimes | wonder if | 1 2 3 4 5
am an addict.

3. IfIdon’t change my drug 1 2 3 4 5
use soon, my problems
are going to get worse.

4. 1 have already started 1 2 3 4 5
making some changes in
my use of drugs.

5. | was using drugs too 1 2 3 4 5
much at one time, but I’ve
managed to change that.

6. Sometimes | wonder if 1 2 3 4 5
my drug use is hurting
other people.

7. 1 have a drug problem 1 2 3 4 5
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Strongly | Disagree | Undecided | Agree | Strongly
Disagree or Unsure Agree

8. I'm not thinking about 1 2 3 4 5
changing my drug use,
I'm  already  doing
something about it.

9. | have already changed 1 2 3 4 5
my drug use, and | am
looking for ways to keep
from slipping back to my
old pattern.

10. 1 have serious problems 1 2 3 4 5
with drugs.

11. Sometimes | wonder if | 1 2 3 4 5
am in control of my drug
use.

12. My drug use is causing a k 2 3 4 5
lot of harm.

13. I am actively doing things 1 2 3 4 5
now to cut down or stop
my use of drugs.

14. 1 want help to keep from 1 2 3 4 5
going back to the drug
problems that | had
before.

15. I know that | have a drug 1 2 3 4 5
problem.

16. There are times when | 1 2 3 4 5
wonder if | use drugs too
much.

17. 1 am a drug addict. 1 2 3 4 5
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Strongly | Disagree | Undecided | Agree | Strongly
Disagree or Unsure Agree
18.1 am working hard to 1 2 3 4 5
change my drug use.
19.1 have made some 1 2 3 4 5

changes in my drug use,
and | want some help to
keep from going back to

the way | used before.
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Intervention Assessment Questionnaire (Thai)
The Stages of Change Readiness and Treatment Eagerness Scale (SOCRATES)
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APPENDIX G
SOCRATES 8D Scoring Sheet

For each item, copy the circled number from the answer sheet next to the item
above. Then sum each column to calculate scale totals. Sum these totals to calculate
the Total SOCRATES Score.

Recognition Ambivalence Taking Steps
1
2
3
4
5
o= \\
[
8
9
10
34193
12
13
14
15
16
17
18
19
Total SOCRATES Score = Recognition + Ambivalence + Taking Steps
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APPENDIX H

Screening Questionnaire

Instruction to Project Staff:

Ask each question and tick in a box to screen respondent

1. How old are you?

[ | ]Years

2. When was the last time that you inject drugs?
o Within 6 months o Longer than 6 months
3. Where do you live?
o Bangkok and its vicinity o Outside Bangkok and its
vicinity
4. Are you currently receiving Methadone Maintenance Treatment?
o Yes o No
5. In the past 6 months, did you participate in any research project?

o Yes o No

6. Do you willing to be contacted by our project staff in the period of 10

months?
o Yes o No
Checked by project staff
For respondent who is a female, is she pregnant? oYes oNo aDon’tknow
Does he/she has any medical or psychiatric conditions? oYes oNo oDon’tknow
Is he/she able to read and write Thai? oYes o©oNo oDon’tknow

Pass screening criteria oYes oNo
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Screening Questionnaire (Thai)
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APPENDIX I

Informed Consent Form
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APPENDIX J
Photos of the Activities in the Triple-S Intervention Group
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