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Foreword

The abuse of alcohol, tobacco and other drugs is a huge problem all over the world. For developing
countries, the impact of poverty, rapid socio-cultural change and lack of treatment further compounds the
problem. Among non-communicable diseases, alcohol and drug abuse are disorders associated with significant
disability.

The public health impact of these behaviours is slowly but surely being recognized. At NIMHANS,
we have been able to demonstrate significant association between trauma, stroke and alcohol abuse. Even
though it is very clear that there are several health related problems associated with the problem use of
alcohol, there is little effective intervention that occurs for early stage problems. The scenario is similar for
tobacco and illicit drugs.

The abuse of substances is not a problem just for the user. It creates tremendous emotional and economic
pressures for family members. Family members require support in helping persons with substance use recover.

Medical officers who encounter a wide range of problems related to alcohol and drug use including
addiction need to know how to handle this problem effectively. Unfortunately, little attention is paid to
such training in the undergraduate curriculum. Thus, the clinical expertise and knowledge in this area is
inadequate. This makes them unsure about how to identify such problems accurately and manage them in
an effective manner.

Many health care providers believe that psychosocial interventions are time consuming, require intensive
training, and are simply not possible to deliver in a busy clinic. In reality, many brief interventions can be
easily learnt, delivered effectively in a short time, and can produce very effective outcomes. Such intervention
can also be the first step in encouraging patients to acknowledge substance related problems and agree to be
referred to specialist settings. Tied in with appropriate pharmacotherapy, the outcome of treatment can
indeed be encouraging. Outcomes in substance use disorders, apart from focusing on stopping or reducing
alcohol or drug use, also focus on improved functioning and reintegration into society.

This manual on Providing Psychosocial Interventions for Persons with Substance Abuse: Theory and
Practice has been edited by staff of the De-Addiction Centre at NIMHANS, which has one and a half
decades of experience in delivering such interventions. There have been contributions from experts in the
area from different parts of the country. I hope this manual will be useful for all health care providers,
especially medical officers, and help them in effectively managing such problems.

D. Nagaraja

MBBS, DPM (Psych), DM (Neuro), FAMS, FIAN, FICP
Director/Vice-Chancellor and Professor of Neurology

National Institute of Mental Health and Neuro Sciences, Bangalore
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Psychosocial Interventions for Persons with Substance Abuse

Aftercare Activities and Procedures

The Aftercare plan
Ensure that the aftercare plan:
e  Specifies the person(s) responsible for providing aftercare
e  Works out time, frequency, place and nature of contact

e Issystematically planned. Every session or activity must conclude with a mutually agreed
plan for the next

e Isreviewed periodically and modified as required.

The Aftercare contact

You can plan various types of aftercare contact including:
e  Personal meeting and interview (most preferable)
e  Personalized letters to the client
e  Personalized messages of care and concern

e  Telephonic contact. Information may be gathered and advice, support and encouragement
offered

e  Structured or semi-structured questionnaires for the client to fill. Questions include frequency
and evel of drug use, family and other interpersonal relationships, work and employment,
finances, health, social and spiritual activities

e  Home visits by counselors or volunteers.

Clear entry and completion criteria

Define clearly the criteria and standards for entry into and ‘graduating’ from the aftercare program. This
maximizes benefit and reduces wastage of resources. Admit only those clients who are ready to use the service.

Components of Aftercare

I. Individual counseling

General Principles of Individual Counseling

e Respect for the Client e Athorough understanding of the basic nature of the

e Rapport problem and client’s ability to improve

o Confidentiality o Ability to identify resources and utilize them for client’s
e Authenticity benefit

e Non-judgmental attitude

e Warmth
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Aftercare Services for Drug Dependent Persons

ii. Continuation of medications

Depending on the recovery model used by the treatment and rehabilitation service where the aftercare
program is based, suitable clients may have been prescribed and maintained on certain medication to facilitate
aftercare and recovery. Such medicines include:

e Antagonists (e.g. Naltrexone in cases of opiate dependence)

e  Agonists that work as maintenance substitutes (e.g. Methadone, Buprenorphine in opiate
dependence)

e Anti-craving medicines (e.g. Naltrexone or Acamprosate in alcoholism)
e  Aversive drugs that cause an adverse reaction (e.g. Disulfiram in alcoholism).
The aftercare staff may need to supervise medication to ensure compliance. Decisions regarding when
to start, change or stop these medicines are best left to the medical professional in charge.
ii.  Psychiatric and medical treatment
Certain clients in aftercare may continue to receive psychiatric or medical treatment for co-morbid
conditions. Such patients require:

e Monitoring of treatment and ensuring compliance
e  Appropriate referral and contact with the treating doctors.

iv. Family counseling

Family counseling should be continued on a single-family basis in the treatment center setting or
through a family support group outside the center, in the community. Counseling includes helping family
members learn new strategies to cope and relate to each other, resolve conflicts and prevent relapse. They
must also learn to overcome social stigma, shame, and pain and their own ‘co-dependence’. In such situations,
aftercare may involve family counseling, family groups, group fellowships and other activities. Even occasional
home visits may be required to assess the living situation and to intervene.

v. Aftercare group

Those clients who show a certain level of readiness could be associated to form an aftercare group that
focuses on common issues of aftercare. Such a group should be formally led by a trained aftercare staff
member and could be co-led by a 'senior’ recovering addict. Regular meetings should be held at least once
weekly. Group therapy in such settings is a powerful technique of aftercare.

Self-help groups such as Narcotics Anonymous and Alcoholics Anonymous can also form a part of the
network for aftercare support.

vi. Vocational rehabilitation

This 'employee assistance’ component of the aftercare plan aims to reduce the difficulties that recovering
addicts face in adjusting to regular work and employment (such as socializing with fellow workers, coping
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Psychosocial Interventions for Persons with Substance Abuse

with routine and monotony, coping with authority, not being able to speak up, etc.). Since vocational
rehabilitation is crucial for recovery, any risks on the job can be risks to recovery. The aftercare staff might
have to maintain contact with the employer, make non-intrusive visits to the workplace, intervene in crises
on the job, conduct group discussions on job-related issues, and assist in job-or work-related decision making.

vii. Fellowship and community activities

Such activities wonderfully supplement group meetings by providing wholesome recreation and
socializing among members. Meetings should be held regularly, preferably every week. To hasten social
reintegration, guests should be invited from the community and attempts should be made to hold as many
activities in the community as possible.

viii. Community-based meeting sites

Group meetings should preferably be held in locations within the community such as a school, library,
public or social hall, place of worship, or any suitable place, rather than the rehabilitation center. This helps foster
asense of well-being, as it helps clients feel more like respectable members of the community than addicts.

ix. Networking and co-ordination

Close co-ordination must be maintained with similar as well as other social, medical, law enforcing,
religious or other services and groups, to ensure prompt intervention at times of crisis or urgent client needs
(such as for detoxification), client follow-up, vocational rehabilitation, or for any aftercare activity.

Aftercare Outcome and Evaluation

In order to develop and refine an aftercare program, close attention must be paid to the program's
outcome data. The outcome information will help assess the effectiveness of the program and modify it
suitably. Such evaluation will also identify staff training needs and the direction the program must take.

Setting up an Aftercare Program: Summary Steps

e  Before starting an aftercare program, decide whether to ‘own’ the aftercare program or
‘outsource’ it.

e  Set up an ‘Aftercare Team’ with one or more counselors, a manager or member of the
treatment center’s Board, and a recovering addict counselor (if possible). The Aftercare
Team will carry out the planning, implementation and development of the aftercare
program.

e Plan client-by-client individualized aftercare (for smaller treatment programs) or a larger,
formal and structured aftercare program, as suitable.

e  The Aftercare Team should:
e  Plan program components
e Identify areas of staff training and capacity building
e  Estimate financial and other resources for the program and mobilize such resources
e Carryouta periodic evaluation and review.
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Aftercare Services for Drug Dependent Persons

The client who successfully graduates from an aftercare service will have made substantial Whole
Person Recovery to lead a normal life. Yet, the road to recovery does not end here, as recovery is a continuous
journey. Though the risks of relapse decrease with the passage of time, relapse can still occur. The aftercare
experience enhances the client's capacity to cope with this risk and make progress on a drug-free life.
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Crisis Intervention Role of a Counselor

Introduction

Most drug abusers remain in danger of a relapse throughout their life. In addition to the craving,
sudden, unexpected and painful events or situations can break the individual’s normal pattern of
functioning, and even act to push the abstinent person back into the vicious cycle of drug use. Any
such painful event or situation that can disturb the person’s normal functioning and emotional state is
called a crisis.

This pamphlet will help you identify and intervene in such crises.

Not every problem is a Crisis

The recovering addict may face numerous problems, many of which may be solved by the client either
alone or with help from the family. Thus, every problem should not be seen as a crisis. A crisis, as defined in
this pamphlet, is a situation that cannot be solved with just the individual’s usual problem solving resources.

Common Crisis Situations

For a recovering addict, crises may emerge from:

Family Situations: Lack of family support, fights between or separation of parents, violence at home,
or physical illness in the family can give rise to crises for the abstinent user.

Economic Situations: Economic situations that can spark off a crisis include failure to find a job,
loss of an existing job, pressure to repay debts, and the need to provide financially for the family,
especially if the recovering addict is the breadwinner (e.g. children's school fees, medical expenses of a
family member).

Personal and Social Situations: Problems resulting from previous drug use, for example, having to face
legal action because of a previous theft/assault, or ostracism from the community because of earlier behavior,
are also potential causes for a crisis.

Interpersonal Crises and Life Events: Difficulties in relationships, within and outside the family, including
romantic as well as peer group relationships, can lead to crises. Crises can also emerge from positive events
like a promotion, marriage or birth of a child, or negative events such as death or separation.
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Crisis Intervention Role of a Counselor

What Happens After a Crisis

Following a crisis, anyone in such a situation can feel anxious, hurt, upset or angry. The recovering
addict may try to deal with the problem by himself/herself or with the help of family. If the client does not
have the skills to handle such a problematic event or situation, the crisis will deepen, emotional problems
may worsen and the person even runs the risk of relapsing. If you as a counselor can intervene at the right
time, and support and help the client develop the strength and appropriate skills to handle such crises, it is
possible for him/her to overcome crises, learn new ways of adapting to problems and actually be stronger in
facing similar situations in the future.

Timing of Intervention

Any crisis, and the possibility of relapse, usually lasts for 4 to 6 weeks after the distressing event. It is
important for the counselor to provide help during this critical time to prevent breakdown, and restore
adequate functioning. As a counselor, you may need to spend several hours with your client initially, and
should always be available to your client during this period.

Counselor’s Input (to provide emotional support or help the client identify new resource
to overcome the problem)

v v

Precipitating event —» Emotional distress Seeking new resources
v 4 e
If successful, If unsuccessful or not
learns to adapt helped, crisis deepens
Crisis resolved. Person many Sense of failure,
be able to handle to handle hopelessness, depression,
crises independently in future drug use

Responding to the Client’s Needs

The client’s psychological responses during a crisis may include feelings of:

e Loneliness and feeling lost
e Tension and fear

e Confusion, restlessness
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Being stuck, as if nothing works
Helplessness

Desperation that something must be done right away.

As a counselor, you must remember that:

Anyone can have a crisis
The crisis is temporary and will pass

Emotional distress is common and does not mean that the person has any mental illness. (It
Is useful to convey this to your client.)

Supporting your Client in a Crisis

Intervene at the appropriate time

Be available

Be supportive

Reassure the client that this is a temporary phase
Help the client with the Problem Solving Approach:

e  Assess the hazardous situation and precipitating factors responsible for the development
of the crisis

e |dentify the maladaptive responses used by the person in dealing with the crisis

e FEvaluate the intensity of discomfort for the person and the potential for rapid
deterioration

e Focus on resolution of the crisis

e  Use every supportive device available, such as suggestion, reassurance, medication,
modification of environment, and if necessary, brief hospitalization.

A Simple Problem Solving Approach

What is the problem?
Whom is it affecting? or Who is contributing to it?
Where did it happen?
When did it happen?

Why did it happen?
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Crisis Intervention Role of a Counselor

How can it be handled? If there are more ways than one:

e  Listthe possible responses

e Discuss the pros and cons of each response

e Decide and act on the most suitable response
e Discuss the effectiveness of the action

e Rethink the most appropriate action.

After the Crisis

Once the crisis has blown over, or the recovering addict has been able to adapt to the new situation, you
can reduce the time spent with the client, and encourage self-reliance. It is also useful to go over the episode
in areview, and help the client strengthen his/her useful responses and change unhelpful responses to a crisis.
This will make the client stronger and help them face any future crises more successfully.
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Relapse Management

Treatment for addiction is seen as an end to all problems that the client faces. Family and society now
expect the addict to live like any other individual, little realizing that recovery brings with it problems which
can be as difficult and complex as those encountered during the days of addiction.

e  Recovery means a new way of life for the client. The transition from a drug-using world to
one that is drug-free calls for numerous adjustments. This may mean a lot of struggle and
the period can be very stressful. Even issues that seem trivial to others, like finding ways to
fill one’s time or conversing with people, can appear difficult.

e The outside world continues to bombard the client with alcohol/drug related situations
that he/she needs to guard against all the time. Brightly lit bars, peddlers and drug taking
peers can tempt him/her to try drugs again.

e  Though the physiological withdrawal symptoms are no longer present, psychological craving
to use the drug again may set in suddenly, even weeks or months after the client has quit.

When he/she is unable to cope with the demands of change, resist drug related cues or handle the
craving, relapse follows.

What is a Relapse?

Relapse needs to be viewed as a process - as a series of maladaptive responses that eventually lead to the
act of taking drugs or alcohol. Changes at the levels of thought and feeling, shifts in attitudes and behavior
patterns can be noticed before the client actually takes alcohol/drugs again.

Relapses vary in intensity. Some may reach out for help after a single incident of drug or alcohol use
while others may go back to regular drug use, with some or all the drug related problems of the past.
Irrespective of the intensity of the relapse, specialized intervention is called for.

Misconceptions about Relapse

e Relapse is not a sign of poor motivation as is generally believed. Most clients in treatment
are motivated to give up drugs and alcohol and are willing to make changes in lifestyle to
support their recovery. Yet, when they are unable to cope with the demands and challenges
this entails, many relapse. We need to remember that relapses are equally if not more
emotionally painful for the addict, as for disappointed family members.
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e Relapse does not signal failure of treatment. It instead points to the need to refine or fine
tune treatment plans. Addiction is to be viewed as a chronic disorder in which relapses are a
natural part of the recovery process. It may not be possible to avoid relapses altogether but
instead they can be used constructively to help the client work towards the goal of abstinence.

e Repeated relapses do not indicate that there is no hope for recovery. A closer search for
previously unnoticed relapse triggers is called for. Depression or other underlying psychiatric
problems, physical illness like diabetes or unresolved childhood or marital issues may need
to be handled.

e Clients need not hit bottom once again to ask for help. Relapse actually brings with it a
hugeload of guilt and shame. The client hesitates to approach the counselor and may instead
continue to abuse drugs and alcohol to obtain relief from these feelings. Relapse also shakes
his/her self-confidence and he/she may wrongly conclude that they will never be able to
recover. The counselor may need to make the first move and encourage the client to take
help. Postponing help may only permit him/her to sink deeper into drugs and make
intervention more difficult.

While it is true that all clients do not recover, it must be emphasized that the majority do. So, the extra
effort made to handle relapses is definitely warranted.

Issues to be Addressed

Relapse education is an essential part of the primary treatment program itself. While detoxification
gives the client relief from the withdrawal symptoms that keep him/her chained to addiction, the following
issues need to be addressed during psychological therapy:

e understanding the nature and intensity of problems caused by addiction and strengthening
the resolve to abstain
e identifying high-risk situations for a relapse and making plans to handle it
e focusing on qualitative recovery by initiating lifestyle changes
e  maintaining regular follow-up to sustain recovery.
When relapses take place in spite of these efforts, an especially tailored relapse prevention program is

necessary. Through the program, clients can be helped systematically to resist craving, recognize and manage
relapse warning signs and work through their recovery.

Planning a Relapse Prevention Program

Relapse prevention programs can be conducted on a regular basis. The program may be conducted on
an inpatient or outpatient basis for 4 to 5 hours each day and run continuously for 4 to 7 days. However,
relapse prevention programs can also be conducted for about 1 to 2 hours per week and last for a few
months.
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The program module includes lectures to present facts, group therapy and counseling sessions.
Assignments or workbook activities can also be used to enhance effectiveness. Role-play sessions on refusal
skills, assertiveness and communication skills are particularly useful.

Depending on the treatment center's resources, particularly the availability of skilled staff, the frequency,
duration and the impact of the program can be decided upon. Itis, however, extremely important to document
efforts made to evaluate effectiveness.

Four Components of Relapse Prevention

A relapse prevention program essentially covers four major areas: stabilization, insight into the pattern
of relapse, developing a recovery plan, and strengthening social support.

i. Stabilization

As part of stabilization, medical assistance may be necessary to ease withdrawal symptoms and help the
client become drug-free again. As the first step in recovery, the client needs help to deal with the immediate
crisis. Counseling sessions may be needed to sort out issues and get the client to focus on the task at hand
- establishing abstinence.

ii. Insight into Relapse Pattern

Clients are helped to:
e identify the relapse triggers
e  recognize the relapse warning signs and

e understand the relapse process.

a. ldentify the relapse triggers

Listed below are some issues that clients in recovery find particularly difficult to deal with, which thus
act as relapse triggers:

e  stress related to work, finance or even boredom
e interpersonal conflicts related to family/friends
e strong positive or negative feelings like happiness, anger, grief or anxiety

e  presence of drug/alcohol related cues in the immediate environment - conversations related to
drugs, social events where drugs/alcohol are being openly used, news of a new drug or pusher

e repeated invitations to try ‘alcohol’ or ‘drugs'.

b. Recognize the warning signs

When the client responds to these circumstances inappropriately or ineffectively, relapse warning signs
set in. Relapse warning signs can be seen at three levels.
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e Irrational thoughts - He/she may have recurrent thoughts of alcohol/drugs or try to justify
its use. Even while recognizing the need to stay drug-free, the client can find himself/herself
thinking, 'l can use just a little and exercise control'; "Heroin is my problem so why can't |
have some beer?'

e Unmanageable feelings - Due to an inability to handle feelings appropriately, he/she permits
them to build up and intensify, making him/her uncomfortable. For instance, the client's
unemployed status over a long period, say six months, may give rise to self-pity and a sense
of worthlessness. The unexpressed anger may lead to severe resentment. The client may
then be tempted to try alcohol or drugs in an effort to handle these feelings.

e  Self-defeating behavior patterns - The client’s over-confidence may lead him/her to take
unnecessary risks like associating with drug-using friends. He/she may become casual in his/
her efforts to maintain recovery - may skip/ reduce self-help group meetings or counseling
sessions. There may be a progressive loss of daily structure; the client may not eat or sleep
on time, may overwork or just be lethargic. When these unhealthy signs are not recognized
and checked, the relapse process is set into motion.

¢. Understand the relapse process

A series of seemingly irrelevant decisions build up to a relapse. One thing leads to another and the client
gradually slips back into alcohol/drug use. The lack of social skills keeps him/her from making new friends,
giving rise to boredom. This may lead him/her to visit drug-using friends and just watch them smoke a
joint. The conversation may drift on to how fun drugs can be and he/she may start using all over again.

The client needs to revisit the past and piece together the relapse process to understand what initiated
the relapse and why it all happened. This understanding is crucial to their future recovery so they can now see
where they went wrong.

iii. Develop a Recovery Plan to Safeguard Sobriety

Based on a realistic assessment of the client’s problems and resources a recovery plan is developed.
Recovery plans need to address these aspects.

a.  Handling relapse triggers - Stress management techniques, conflict resolution skills and
appropriate ways of dealing with feelings need to be discussed.

b.  Recognizing warning signs - Using a daily/ weekly inventory is an excellent way to make
sure the client stays on track. By assessing himself/herself each day on what they set out to
do and what they actually did is a good way to ensure self-introspection and growth.

A daily routine with emphasis on timing and discipline is essential. Regular eating, sleeping
and work habits as well as healthy leisure activities are very important.

A regular follow-up regimen with the counselor also helps to identify relapse warning signs.
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c.  Dealing with craving to use - Reciting the serenity prayer, focusing on the benefits of sobriety,
remembering the damage due to addiction as well as his/her powerlessness over drugs on a
daily basis are all effective strategies. Use of self-motivating statements like, 'l can do it',
'Easy does it', 'One day at a time" can also be very helpful.

d. Improving lifestyle - Apart from staying drug- or alcohol-free, clients need to work towards
improving the quality of their lives. Recovery plans should list goals and activities aimed at
personality growth, healthy social relationships and a value based and productive lifestyle.

e.  Medical help - This can be of great support in avoiding relapses. Use of disulfiram for
alcoholics and naltrexone for drug abusers can be useful. Medications to handle depression,
anxiety, obsessive thoughts etc. may also be needed.

iv. Strengthening Social Support

The counselor needs to make special efforts to increase the support the client receives from his/her
family and friends. By providing a supportive family environment and helping him/her to become aware of
the warning signs, family members can be of valuable assistance in preventing relapses.

Introducing the clients to self-help groups is very helpful. Apart from providing a readymade support
base of non-drug using peers he/she also gets to meet appropriate role models who cope with life without
drugs or alcohol.

Conclusion

It is not possible to treat alcohol and drug problems without addressing relapse issues. The counselor
plays a key role in helping clients recover from relapse and reestablish their sobriety. The early period of
sobriety can be difficult and the counselor needs to appreciate every progress made and support him/her
through difficult times with messages of hope and optimism. In a way the counselor walks with the client
asaqguide, identifying pitfalls - some evident and some hidden - and teaching him/her much needed coping
skills to overcome or sidestep each of them.
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Prevention in the Community:
Role of a Community Worker

Introduction

When it comes to drug abuse, people within a community can be seen as belonging to three different
zones. The three zones can be best compared to a traffic light. People in the green zone are those who do not
use drugs presently. Those in the amber zone are the early users, who run a great risk of developing problems.
Those in the red zone are persons who are addicted. People in the red zone need treatment that is expensive
and requires a lot of effort, and relapses are frequent. Therefore, red zone strategies include detoxification
and rehabilitation. Green zone strategies, which include awareness and education, reach a lot of people in the
community. Amber zone strategies, including early identification and referral to treatment centers, are very
effective, especially when the person is willing to work towards behavioral change.

This pamphlet addresses the role of the community worker in understanding the needs of the community
and planning prevention of drug abuse.

Learn about the Community

Itis useful to carry out drug abuse prevention work in a defined geographical area. The characteristics of
the people in that community, including age groups, occupations, socio-economic status, and cultural practices
help in planning a community program specific to their needs. It is important to be aware of the attitudes of
the local government, local community leaders and to understand the 'needs' of the community.

Focus on the most vulnerable groups

At what age do people start using drugs in this community? In most cases, drug abuse begins around
adolescence. How are the children and adolescents in this community spending their time: do they go to
school, do they work, or do they stay at home, idle? How do they spend their free time: do they play, do
they 'hang out'? How strong is the peer group? Do they use drugs with peers? What recreational activities do
they have?

Know the social patterns

How closely knit or isolated are members of the community? Are neighbors friendly with each other?
What are the formal and informal social networks within the community? Do they have contacts outside
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the community? If so, what are they? What are the common activities that involve a lot of community
members? How long have people been in the community? Do they move in and out? Is there frequent
mobility?

Assess the strengths, resources and vulnerabilities of the community

What is the community proud of? How involved are people with community activities? Are they
motivated to solve problems, or is the neighborhood experiencing rapid deterioration -increasing
unemployment, growing problems with children? Has the community thought about drug and alcohol
abuse as a problem? Have they considered possible responses?

The answers to some of these basic questions will shape the kind of community program that is
required.

Define the Needs and Plan a Project

The following steps are useful in assessing needs, and then planning and initiating a community project
to prevent drug abuse.

I. Carry out a Systematic Needs Assessment

e Identify the needs: What are the current problems faced by the community and what would
constitute ideal community living? What does the community need to reach that ideal?

e  Prioritize the needs: Decide which needs are most vital and can be met by your organization.

e Level the needs: Match the needs of all concerned - community needs, your organization’s
needs, needs of funding agencies (if any).

e  Useafilter process: Decide which needs can be considered by your organization.

Who needs what as defined by whom?

Who are the persons in need of services?
e  Out of school youth?
e Youth already experimenting with drugs?
e  Youth using drugs in dangerous ways?
What are the needs of the community? For instance, do they need facilities to read and write? Do the
children need a safe place to play? Do young men need alternative recreational activities for the evenings?

What kind of health services are required? Do people need to develop skills to get jobs? How can their job
opportunities be enhanced?

These needs are defined by whom? What are the different categories of people who can define the
community’s needs? It will not be feasible to talk to all members of the community. Therefore, we need
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to identify ‘key informants’ and ‘gate keepers’ who have an understanding of the community because of
their position (leaders, teachers, project planners in government, and local ‘know-alls’), role in the
community (non-governmental organization representatives), or their needs (community persons in
need of services themselves).

ii. Plan the Project

Decide what is important and what can be done, based on community priorities.

Focus on the persons who use drugs and not on the drug itself.

List out the resources needed for the program, what you (your organization) and the

community can offer.

Check the difference (between needs and resources available) and plan to raise the additional

resources needed.

Decide whether the drug abuse prevention and program can be a 'stand-alone’ one, or it
should be a component of another project that the community needs.

List the immediate activities from the priorities identified.

Monitor the program at every stage. Evaluate impact by deciding beforehand what your

program aims to achieve.

iii. Mobilize the Community

Assess the existing degree of involvement among community members, and also gauge how much they
will involve themselves in bringing about change. It is important to create active interest in your program
among the community. Identify the right community members to participate in the program and give them
well-defined leadership roles, so that community ownership for the program is developed from the start.

Potential community members who can be included in drug abuse prevention programs include:

Youth groups .
Women's groups .
NGOs .
Community leaders .
Community workers .
Health professionals .
Police .
Policy makers .

Government officials

Municipal officials

Local counselors

Social clubs like Lions, Rotary etc.
Scouts and Guides

NSS

NSC

Parent Teacher Associations
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Effective community members are those:

e \Who can empathize with drug users
e Have knowledge of substance abuse
e  Have regular contact with drug users and the project staff

e  Arewell respected by the local community and have social, political or financial power that
Is important for drug abuse prevention

e  Who respect differing opinions.

Techniques of involving key community members

e Discussion among focus groups is a useful way of involving key community members. In
this method, about 6-8 potential members are brought together to discuss a specific issue.
Their opinions, including points of agreements and disagreements, are recorded and are
very useful in understanding the problems in the community, and in planning programs.

e  Encourage formation of self-help groups. This could include groups of ex-users, groups of
youth at risk, families of drug users, etc.

e \oluntary drug abuse prevention committees may be another effective strategy to prevent
drug abuse in the community. These committees may plan programs for the community:
e.g. recreational facilities for the youth, starting an employment agency in the community,
setting up a counseling center for people in distress. These may be important measures to
prevent drug abuse.

e Add on a drug abuse prevention component to existing programs in the community. In
many communities there may be ongoing programs such as programs for adult literacy,
self-employment, health and so on. Drug and alcohol prevention messages can very easily
be incorporated into such programs.

Breaking the denial of the community

Members of the neighborhood might think that the problem identified by you does not exist or
Is not as significant as you have indicated. The denial of existence or significance of the problem varies
from one neighborhood to another. Breaking through the denial by the community is a process not an
event, and is tackled in several, at times overlapping, steps. This is achieved by:

e Creating awareness of the problem of drug abuse in the community and how it affects
the community members and their children (increasing knowledge). At the end of
this step, the community members will accept that there is a problem

e  Encouraging participation of community members
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e  Selecting community members to work for the project

e Involving the community in project planning, implementation and evaluation, and
giving them ownership of the project.

At the end of these steps, the community members would have understood the problem
and would have ownership of the project.

e  Demonstrating change to the community as a result of project work, by sharing success
stories of the project with other community members. This increases the understanding
of the problem by a larger number of people in the community

e  Facilitating evaluation of attitudes and attitude change in members of the community
after getting involved in the project. Changing attitudes of community members is the
goal of breaking the denial.

iv. Create Awareness

Create awareness about:
e The Problem
e TheResponses
e TheResources

Awareness programs help to:

e Motivate people to come together for action. Targeted awareness
can be conducted for parents, teachers, NGOs, community leaders,
community members, government officials, administrators and policy
makers

The Problem

e  Reach high-risk groups like street children, injecting drug users, industrial
workers, prisoners etc.

e  Promote alternative strategies like sports and recreational activities to
prevent drug abuse

The Responses

e |dentify the problem and intervene early, as change occurs best with
early intervention

e Provide information on treatment and rehabilitation

e  Advocate a change in approach from only treatment and rehabilitation
of addicts,which is expensive, to prevention, which is cheaper and reaches The Resources
more people

e  Mobilize resources from funding agencies (industry, government, private
and international agencies)
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Techniques of awareness building
e Individual and group interviews
e  Focus group discussions
e Films
e  Slide shows
e lectures
e Roleplays
e Dramaor street theatre

e  Puppet shows

Prevention Activities
Certain principles are useful to remember when deciding on the techniques and methods of planned
prevention. Some important principles are:
e Avoid mass awareness campaigns. Targeted interventions are more useful in drug abuse

prevention.

e  Focus on the positive aspects of not using drugs. This includes messages on saying 'NO' to
drugs and resisting peer pressure.

e  Provide factual information on drugs. Scare tactics (showing skulls and bones) usually do
not work.

e  Focus on healthy ways of having fun. This may include group activities like games, cultural
programs or activity workshops.

e  Education, including academic education, vocational training and value-based education,
are useful techniques of prevention.

e Job placements and pre-job training are especially useful for high-risk youth.

e Harm minimization may be the first step to help youth at risk (e.g. providing
information on clean injecting practices to youth not yet willing to give up injecting
drug use).

Messages of Prevention
e Drug abuse is preventable
e Drugdependence is treatable

e  Those not abusing drugs must protect themselves from pressure to use (e.g. peer pressure)
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You can add to this list. Be innovative. Be sensitive to the specific needs of the community. Monitor
your messages and make sure they are understood. If they are not, alter the message or the way it is conveyed.

The Humane Community Worker

In any program, it is the sincerity and warmth of the community worker that is crucial to success.
In addition to developing good communication skills, here are some practical tips to gain rapport with
the community, especially the drug user in need of help:

e Awarm ‘hello’ at every meeting goes a long way.
e  Establish rapport. Listen with interest and understanding. Do not moralize.

e  For those not using drugs, strengthen involvement in sports and social activities not
involving drugs.

e  For the drug user, convey a positive message that giving up drugs is possible and a
drug-free life can be healthier and happier.

e  Use success stories of persons who have recovered to motivate the community and
the drug user.

e  Encourage attendance to self-help groups. For alcohol-and drug-dependents, Alcoholics
Anonymous and Narcotics Anonymous groups are available in larger cities. Self-help
groups can be formed in smaller communities.

e  Encourage the community to support the drug user to get treatment and support his/
her reintegration into the community.

e Involve the families actively. Convey the same message of hope.
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Appendix 2 printed with permission from UNODC, ROSA, New Delhi

Developing Community Drug Rehabilitation and Workplace Prevention Programme
(AD/IND/94/808)

Ministry of Social Justice and Empowerment
Shastri Bhawan, New Delhi - 110 001
Tel : 23388580 Fax : 23384918

United Nations Office on Drugs and Crime, Regional Office for South Asia
EP 16/17, Chandragupta Marg, Chanakyapuri, New Delhi - 110 021
Tel : 24104970, 71, 72, 73 Fax : 24104962, 63 E-mail : fo.india@unodc.org

International Labour Organization
Core 4B, lllrd Floor, India Habitat Centre, Lodi Road, New Delhi - 110 003
Tel : 24602101 Fax : 24602111 E-mail : delhi@ilodel.org.in

European Commission
65 Golf Links, New Delhi - 110 003
Tel : 24629237, 38 Fax : 24629206 E-mail : eu@delind.cec.eu.int

National Centre for Drug Abuse Prevention
Ground Floor, West Block 1, Wing 7, Rama Krishna Puram, New Delhi - 110 066
Tel : 26173257, 26100058 Fax : 26173257 E-mail : contact@nisd.gov.in

Coordinated by : UNDCP, Regional Office for South Asia
Year of Publication: 2002

The original pamphlets can be accessed at http://www.unodc.org/india/thematic_pamphlets.html
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Appendix - I

Alcoholics Anonymous (A.A.) at a Glance

What is Alcoholics Anonymous (AA)?

Alcoholics Anonymous is a voluntary, worldwide fellowship of men and women from all walks of life
who meet together to attain and maintain sobriety. The only requirement for membership is a desire to stop
drinking. There are no dues or fees for AA membership.

Current Membership

It is estimated that there are more than 100,000 groups and more than 21,00,000 members in 150
countries. In India, there are over 500 groups which hold over 750 AA meetings every week, inclusive of 25
meetings in large industrial organizations and group meetings in hospitals. There are over 10,000 members.

Relations with outside Agencies

The Fellowship has adopted a policy of “co-operation but not affiliation” with other organizations
concerned with the problem of alcoholism. We have no opinion on issues outside A.A. and neither endorse
Nor Oppose any causes.

How is AA Supported?

Over the years, Alcoholics Anonymous has affirmed and strengthened a tradition of being fully self -
supporting and of neither seeking nor accepting contributions from non-members.

How AA Members Maintain Sobriety?

AA is a program of total abstinence. Members simply stay away from one drink, one day at a time.
Sobriety is maintained through sharing experience, strength, and hope at group meetings and through the
suggested Twelve Steps for recovery from alcoholism.

Why Alcoholics Anonymous is Anonymous’?

Anonymity is the spiritual foundation of AA. It disciplines the Fellowship to govern itself by principles
rather than personalities. We are a society of Peers. We strive to make known our program of recovery, not
individuals who participate in the program. Anonymity in the public media is assurance to all AAs especially
to newcomers, that their AA membership will not be disclosed.

169



Psychosocial Interventions for Persons with Substance Abuse

Anyone may attend AA Open Meetings

Anyone may attend open meetings of AA. These usually consist of talks by a leader and two or three
speakers who share their experiences as it relates to their alcoholism and their recovery in AA. Some meetings
are held for the specific purpose of informing the non-alcoholic public about AA. Doctors, clergymen and
public officials are invited. Closed discussion meetings are for alcoholics only.

How AA Started?

AA was started in 1935 by a New York stockbroker and an Ohio surgeon (both now deceased), who
had been “hopeless” drunks. They founded AA in an effort to help others who suffered from the disease of
alcoholism and to stay sober themselves. AA grew with the formation of autonomous groups, first in the
United States and then around the world.

What AA Does Not Do?

AA does not: Keep membership records or case histories..... engage in or support research.... join
“councils” or social agencies (although AA members, groups and service offices frequently co-operate with
them).... follow up or try to control its members........... make medical or psychiatric prognoses or dispense
medicines or psychiatric advice... .provide drying-out or nursing services or sanitoriums.... offer religious
services... .provide letters of reference to parole boards, lawyers, court officials, social agencies, employers,
etc. housing, food, clothing, jobs, money or other welfare or social services..... provide domestic or vocational
counselling.

Will AA Work for Everyone?

The AA programme of recovery from alcoholism, we believe, will work for almost anyone who has a
desire to stop drinking. It may work even for those who feel they are being prodded in the direction of AA.
Many of us made our first contact with AA because of social or job pressures.

But no matter how down-and-out an alcoholic may be, or how high he or she may be on the social and
economic scales, we know from experience and observation that AA offers a sober way out of the squirrel
cage of confused problem drinking. Most of us have found it an easy way.

Accessed at: http://www.karmayog.com/ngos/aa.htm
Alcoholic Anonymous contact:

E-mail : gsoindia@ysnl.com

Website : www.aagsoindia.org
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Development

Narcotics Anonymous sprang from the Alcoholics Anonymous Program of the late 1940s, with
meetings first emerging in the Los Angeles area of California, USA, in the early Fifties. The NA program
started as a small US movement that has grown into one of the world’s oldest and largest organizations of
its type.

For many years, NA grew very slowly, spreading from Los Angeles to other major North American
cities and Australia in the early 1970s. In 1983, Narcotics Anonymous published its self-titled Basic Text
book, which contributed to tremendous growth. Within a few years, groups had formed in Brazil, Colombia,
Germany, India, the Irish Republic, Japan, New Zealand, and the United Kingdom.

Program

NA's earliest self-titled pamphlet, known among members as “the White Booklet,” describes Narcotics
Anonymous this way:

“NA is a nonprofit fellowship or society of men and women for whom drugs had become a major problem.
We ... meet regularly to help each other stay clean. ... We are not interested in what or how much you used ...
but only in what you want to do about your problem and how we can help.”

Membership is open to all drug addicts, regardless of the particular drug or combination of drugs used.
When adapting AA’s First Step, the word “addiction” was substituted for “alcohol,” thus removing drug-
specific language and reflecting the “disease concept” of addiction.

There is no social, religious, economic, racial, ethnic, national, gender, or class-status membership
restrictions. There are no dues or fees for membership; while most members regularly contribute small sums
to help cover the expenses of meetings, such contributions are not mandatory.

Narcotics Anonymous is not affiliated with other organizations, including other twelve step programs,
treatment centers, or correctional facilities. As an organization, NA does not employ professional counselors
or therapists nor does it provide residential facilities or clinics. Additionally, the fellowship does not
provide vocational, legal, financial, psychiatric, or medical services. NA has only one mission: to provide
an environment in which addicts can help one another stop using drugs and find a new way to live.

Accessed at: http://www.na.org
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How Does NA Work?

Addicts helping each other recover are the foundation of NA. Members meet regularly to talk about
their experiences in recovery. More experienced members (known as sponsors) work individually with newer
members.

The core of the NA program is the Twelve Steps. These “steps” are a set of guidelines outlining a
practical approach to recovery. By following these guidelines and working closely with other members,
addicts learn to stop using drugs and face the challenges of daily living.

Narcotics Anonymous is not a religious organization and does not mandate any particular belief system.
It does teach basic spiritual principles such as honesty, open-mindedness, faith, willingness, and humility
that may be applied in everyday life. The specific practical application of spiritual principles is determined by
each individual. Recovery in NA is not a miracle cure that happens within a given period of time. It isa
process, ongoing and personal. Members make an individual decision to join and recover at their own pace.

Accessed at: http://www.naindia.org/
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