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ABST RACT (ENGLISH) # # 6178864653 : MAJOR PUBLIC HEALTH 

KEYWOR

D: 

ALCOHOL USE DISORDER ‘STAGES OF CHANGE’ 

REHABILITATION CENTERS. 

 Pranab Dahal : FACTORS INFLUENCING ‘STAGE OF CHANGE’ 

AMONG ALCOHOL USE DISORDER PATIENTS IN 

REHABILITATION CENTERS IN KATHMANDU, 

NEPAL                                              . Advisor: Asst. Prof. NAOWARAT 

KANCHANAKHAN, Ph.D. Co-advisor: Nuchanad Hounnaklang, Ph.D. 

  

INTRODUCTION: The ‘stages of change’ model defines behavior change 

as a process with a series of stages. Alcohol use disorder which includes ‘harmful 

use’ and ‘alcohol dependence’ is a serious public health concern. With the ever 

increasing prevalence of ‘alcohol use disorder’ there is an increasing need to better 

understand the complexities of behavior change among this group. 

METHODS: A cross- sectional survey was conducted in 8 alcohol and drug 

rehabilitation centers (residential treatment centers) of Kathmandu, Nepal, in 

September 2018, involving 225 male patients. AUDIT screening test was used to 

screen patients with alcohol use disorder. A self-report questionnaire was developed 

to measure socio- demographic characteristics, clinical characteristics, alcohol use 

characteristics and mode of referral, whereas standard questionnaires were used to 

assess locus of control, perceived social support and ‘stages of change’. 

RESULTS: Data was analyzed using descriptive statistics, chi-square test 

and multivariate analysis was done in linear regression model. The highest number 

of patients were in the contemplation stage of the ‘stages of change’ model. Factors 

that influenced ‘stages of change’ in AUD patients in rehabilitation centers of 

Kathmandu, Nepal were history of psychiatric disorder, marital status and education. 

DISCUSSION: On the ‘Stages of change’ model, those who were either 

single or divorced were found to be a lowers stage then those who were currently 

married, and those with history of psychiatric disorders and those educated less than 

high school were also found to be at a lower stage when compared to those without 

psychiatric disorder and educated until high school and above.        .       
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INTRODUCTION 
1.1. BACKGROUND 

Globally, alcohol is the most commonly used psychoactive substance leading to 

significant disability and death(1) (2).  Worldwide, around two billion people consume 

alcoholic beverages and more than one-third among them are likely to have Alcohol 

Use Disorder (3, 4). Alcohol contributes substantially to global burden of disease, it 

contributes to 4% of the total mortality and between 4% and 5% of disability adjusted 

life years and thus is recognized as a large risk factor which is avoidable(5). 

A spectrum of use has been noticed in alcohol users, ranging from one-time users, 

occasional users, regular users, hazardous users, harmful users ( alcohol abuse) to those 

with alcohol dependence (6). 

Alcohol use disorders( AUDs), which includes alcohol abuse (harmful use) and alcohol 

dependence are considered one of the most important public health problems (7). 

“Alcohol use disorders (AUD) refer to excessive drinking behaviors that can create 

dangerous conditions for an individual”. The two major types of AUDs are alcohol 

abuse and alcohol dependence. “A need for daily use of large amounts of alcohol for 

adequate functioning, a regular pattern of heavy drinking limited to weekends, and long 

periods of sobriety interspersed with binges of heavy alcohol intake lasting for weeks 

or months strongly suggest alcohol dependence and alcohol abuse” (8). 

 Harmful use of alcohol is considered one of the leading risk factors for population 

health throughout the world. It has a direct impact on several  health-related targets of 

the Sustainable Development Goals (SDGs), included in these are maternal and child 

health, infectious diseases (HIV, viral hepatitis, tuberculosis), non-communicable 
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diseases and also health related targets focusing on mental health, injuries and 

poisonings (3).  

According to the South East Asia Regional Office for WHO, it is estimated that from 

one- fourth to one-third of men consume alcohol, while the proportion of women who 

consume in the South East Asia region (SEAR) region is quite low (4%- 9%). 

Traditionally the SEAR region was characterized as a relatively low alcohol 

consumption region but a recent trend of increasing alcohol consumption has been 

noticed in this region, which is in complete contrast to other regions of the WHO, where 

a declining trend in consumption of alcohol is being observed. Alcohol consumption 

has reached a stable and saturated point in many parts of the world, and with ever 

declining consumption in  European and other traditional markets, market lobbies are 

now targeting Asia (6). 

In terms consumption per drinker, the south east Asia region countries are similar to 

other heavy drinking countries with per consumption of 13 to 14 liters of absolute 

alcohol per drinker(6).  

Nepal is classified a low-income country (9) with a human development index rank at 

144 and life expectancy at 70 years(10). Nepal is not only a multicultural, multi-ethnic 

country but has been observed   as being ambivalent society regarding alcohol use. With 

time, traditional sanctions and caste-bound restraints have been found to be slowly 

disappearing. The use of alcohol and drugs has in the recent times affected all classes 

of society. Child Workers (CWIN) in Nepal as part of a Local Action project supported 

by FORUT did a large-scale study in Nepal covering 2400 households which included 

16 districts representing both rural and urban areas as well as all ecological and 

development regions. The study found that around 60% of the population have 



 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 4 

experience with alcohol use and 41% have taken it in the last 12 months. Among those 

who have had tried alcohol, 38% were using it regularly (1-5 days in 30 days) and 10% 

classified as daily users (20+ days in a month). Men drink more than women (21 % 

female as compared to 50% male having taken any type of beverage in the last 30 

days)(11) 

 

The consumption of alcohol per person among 15 years and older in Nepal for the year 

2008-2010 stands at 2.2 (in liters of pure alcohol)which is lower than that for the WHO 

South-East Asia Region which was 3.5 for the same year. The vast proportion of alcohol 

that is consumed is made up of unrecorded alcohol (homemade liquor)(3). 

 

Like in many other parts of the world alcohol is widely available for sale in the country, 

in addition the production of homemade liquor for domestic use is allowed by the 

Liquor Control Act of Nepal. A significant part of homemade liquor trickles down to 

the local markets, especially in rural Nepal. Types of traditional alcoholic beverages 

commonly used in the country include: country liquors (low quality alcohol made from 

molasses which are produced in small distilleries), Jand (home brewed rice liquor), 

Rakshi (home brewed made of rice, millet or barley) and Chang (another type home 

brewed rice liquor). These locally prepared liquors are available for cheap and  is easily 

accessible which promotes its widespread consumption(12). Home brewed alcohol is 

the most common form of alcohol consumed in Nepal (13) and as they are bought and 

sold  without any official records,  resulting in underreporting and incorrect reporting 

of data regarding consumption of alcohol. 
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Although the role of alcohol as an important contributor to Global Burden of Disease 

is well established, data regarding the extent of alcohol use and alcohol related disorders 

is lacking especially in Low and Middle income countries (LMICs). Historically  in 

Nepal, the Hindu castes of Brahmin and Chettris belonged to the Traditional alcohol 

nonusers (TANU) as there was cultural prohibition against them  to indulge in alcohol 

consumption and while Hindu classes other than these Brahmin and Chhetris  and tribal 

communities were considered Traditional alcohol users (TAU) and they freely indulged 

in the consumption of alcohol (14). 

According to WHO, global status report on alcohol and health (2014), in the year 2012, 

about 3.3 million deaths or 5.9% of all global deaths, could be attributable to alcohol 

use. Globally, proportion of alcohol related deaths varied in males and females, for 

example, alcohol attributable deaths in 2012 were 7.2% in males and 4% in females. 

The same year, 139 million DALYS (Disease adjusted life years) or 5.1% of global 

burden or disease and injury could be attributable to alcohol use (3).  

 

According to WHO, Global Status report on Alcohol 2004, judging by the extent and 

magnitude of use of alcohol in Nepal, it could be considered as the number one problem 

drug in the country  and there are newspaper reports almost every day regarding people 

being arrested while behaving irresponsibly while under the influence of alcohol(4). 

 

Alcohol related disorders was found to be the most common diagnosis in people seen 

in consultation liaison psychiatry and psychiatric emergency in a tertiary hospital of 

Nepal (15, 16).In saying this, we should not only acknowledge the extent of use of 
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alcohol but also the global impact of alcohol on the health of people, across national 

boundaries and racial and ethnic divisions. 

According to WHO, Global status report on alcohol and health 2014, health policies 

should be developed at either global, national, regional, subnational levels with the 

primary aim to reduce harmful use of alcohol and alcohol attributable health and social 

burden in the society(3) 

In Nepal, even as there are legal restrictions in place for children less than 18 years to 

drink or to be sold or offered alcohol, the  law allows the TAU groups to prepare alcohol 

at home during ceremonies and as all members of the household then consume the 

alcohol thus prepared, even the children are presented with alcohol and most start 

consumption while still a minor (17).  

According to the Global status report on alcohol and health 2014, there is no written 

national policy or action plan in Nepal regarding Alcohol, there is taxation on all 

alcoholic beverages, the national minimum age limit for alcohol sales is 18. There is no 

restriction in sales in terms of hours, days or places. There is also no national blood 

alcohol concentration ( BAC) cut-off levels while driving (3). 

There are various factors influence alcohol intake in patients with alcohol use. 

According to a study conducted by Girish N, Kavita R, Gururaj G, Benegal V, the 

typical rural alcohol user in India could be defined as a young male, illiterate, involved 

in hard physical labor and from a low socio-economic status background; who prefer 

to consume heavy alcoholic drinks on a daily or almost daily basis and having 

consumed so for more than ten years, at home or at a retail alcohol outlet. While, the 

typical urban user would be a young male, literate, involved in a skilled job who  

consumes alcohol at least once a week, prefers beers over other alcoholic drinks and 
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usually consumes it in commercial establishments like restaurants, bars/pubs (18). 

According to a community-based survey conducted in 2002 on alcohol use disorder 

among a total of 2344 randomized household samples in Dharan, a town in eastern 

Nepal. The prevalence was higher among those of increasing age until the 41-54 age 

range(after which there was a slight decline), lower levels of education, widowers, 

divorcees and those belonging to the ‘Matawali (TAU)’ community (13). From the 

above studies we can infer that there is association between sex, education level, socio-

economic-status, marital status and ethnicity with Alcohol Use Disorder. 

 

Motivation is important in taking the first step towards any action or change in behavior. 

Sayings such as “ You can lead a horse to water, but you cannot make it drink” reflect 

the importance of motivation is successfully carrying out the desired behavior or in 

other words people will not readily participate in behaviors they are not motivated 

towards (19). According to Ryan R.M, Plant R.W, O’Malley S, motivation is a critical 

component in a person’s readiness to pursue intervention to change behavior. The 

writers argue that alcoholics are often perceived as having poor motivation by 

themselves as well as their therapists, so the motivation component plays a significant 

and formidable issue in overcoming alcohol related problems in rehabilitation programs 

and lack of motivation has been found to be the principle cause of treatment failures 

and relapses. Despite of the fact that motivation is presumed to be important in behavior 

change and in getting the desired therapeutic outcome, so far there the evidence of 

motivation’s role in the therapeutic outcome has been mixed (20). 
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The process of ‘‘stages of change’’ which is also known as ‘readiness to change’ or 

‘motivation to change’ can be characterized as a differentiated personal pathway that 

people pursue in order to modify or stop an unwanted behavior(21). Prochaska and 

Diclemente’s (21)“ Transtheoretical Model or simply the “‘stages of change’” or  “ 

readiness to change(RTC)” model recognizes that ‘stages of change’ as a dynamic 

process which can be divided in to five stages,  Pre-contemplation, Contemplation, 

Preparation, Action and Maintenance. 

 

Accurately assessing the motivation level according to the “‘stages of change’” model 

seems to be a crucial step in matching individuals with the appropriate intervention(22). 

Treatment suggestions should be tailored according to the ‘‘stages of change’’, based 

on the theory that individuals at different stages have different needs. Pre-contemplators 

who are not ready to change should be offered different interventions in comparison to 

those who are already taking steps to change and are thus in the ‘action’ ‘stages of 

change’. 

There are various factors that influence ‘stages of change’ in individuals with alcohol 

use disorders. According to a study carried out by D’Souza, P.C and Mathai, P.J in 

2017, the stages of motivation could be correlated significantly with complications of 

alcohol use and medical comorbidities. Besides these two, there was also significant 

association with factors such as religion, education level and socio-economic class (23). 
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1.2 RESEARCH GAP AND RATIONALE OF THE STUDY 

 

There is a paucity of literature particularly looking into the ‘‘stages of change’’ and 

factors influencing ‘‘stages of change’’ among individuals with alcohol use disorder, 

not only in Nepal but also globally.  

Some theories suggest that ‘‘stages of change’’ is a key target of alcohol treatment ( 

e.g: Miller and Rollnick, 2002)(24), therefore accurately assessing the ‘‘stages of 

change’’, seems to be a crucial step in matching patients of AUD to appropriate 

interventions.
 

  

Regarding ‘‘stages of change’’ in alcohol use disorder, so far the evidence has been 

mixed. While some studies demonstrate positive association between ‘‘stages of 

change’’ and alcohol use (higher ‘‘stages of change’’ related to more drinking) (25-27) 

other studies have concluded differently with negative correlation (higher ‘‘stages of 

change’’ related to less drinking) (28-30).  

We hope that the results of the study will provide grounds for better clinical 

management, policy making and public awareness in regards to alcohol use disorder 

and also complement the existing studies. 

 

 

1.3 RESEARCH QUESTIONS 

Q.1) What is the ‘‘stages of change’’ (according to the Transtheoretical Model) among 

Alcohol Use Disorder patients in Rehabilitation Centers of Kathmandu, Nepal? 
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Q.2) What are the clinical characteristics, socio-demographic characteristics, Alcohol 

use characteristics, Locus of Control, Mode of referral and social support among 

Alcohol Use Disorder patients in Rehabilitation Centers of Kathmandu, Nepal? 

 

Q.3) What are the factors influencing ‘‘stages of change’’ among Alcohol Use Disorder 

patients in Rehabilitation Centers of Kathmandu, Nepal? 

 

 

 

1.4 RESEARCH OBJECTIVES 

 

1) To describe the ‘‘stages of change’’ (according to the Transtheoretical Model) 

among Alcohol Use Disorder patients in Rehabilitation Centers of Kathmandu, Nepal. 

 

2) To describe the socio-demographic characteristics, clinical characteristics, Alcohol 

use characteristics, Locus of Control, Mode of referral and Perceived Social support 

among Alcohol Use Disorder patients in Rehabilitation Centers of Kathmandu, Nepal. 

3) To identify the factors influencing ‘‘stages of change’’ among Alcohol Use Disorder 

patients in Rehabilitation Centers of Kathmandu, Nepal. 

 

 

1.5 RESEARCH HYPOTHESIS 

 

Null Hypotheses 
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 There is no association between clinical characteristics, socio-demographic 

characteristics, Alcohol use characteristics, Locus of Control, Mode of referral and 

social support with ‘‘stages of change’’ among Alcohol Use Disorder patients in 

Rehabilitation Centers of Kathmandu, Nepal.  

Alternative Hypotheses 

There is association between clinical characteristics, socio-demographic 

characteristics, Alcohol use characteristics, Locus of Control, Mode of referral and 

social support with ‘‘stages of change’’ among Alcohol Use Disorder patients in 

Rehabilitation Centers of Kathmandu, Nepal.  
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 Figure 1 conceptual framework 

1.6 CONCEPTUAL FRAMEWORK 

INDEPENDENT VARIABLES                                                       DEPENDENT 

VARIABLE 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

‘‘STAGES OF CHANGE’’ 

IN ALCOHOL USE 

DISORDER: 

(Pre-contemplation , 

Contemplation, Action, 

Maintenance) 

2.   ALCOHOL USE CHARACTERISTICS: 

• Number of previous abstinence 

attempts 

• Age of initiation of alcohol use  

• Number of previous admissions at 

rehabilitation centers for alcohol use 

 

 

1. SOCIO-DEMOGRAPHIC and CLINICAL 

CHARACTERSISTICS: 

• Age 

• Sex 

• Marital Status 

• Ethnic group 

• Education 

• Occupation 

• Monthly Income  

• History of Psychiatric disorders 

• History of Physical illness 

•  

4. LOCUS OF CONTROL 

3. MODE OF REFERRAL 

5. PERCEIVED SOCIAL SUPPORT 
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1.7 OPERATIONAL DEFINITIONS: 

 

INDEPENDENT VARIABLES 

1.7.1 SOCIO-DEMOGRAPHIC AND CLINICAL CHARACTERISTICS: 

 

Education: refers to the highest education that the respondent has attained. Respondent 

can choose one of the following options (whichever is applicable) illiterate, can read 

and write, ‘primary school (grade 1-4)’, ‘middle school (grade 5-8)’, ‘secondary 

school(grade 9 and 10)’, ‘high school(grade 11 and 12)’, bachelors  . 

 

Ethnic group: Ethnic groups in Nepal are delineated according to either the spoken 

language, ethnic identity or the Hindu caste system. Those within the same ethnic 

groups share a common culture and are endogamous. 

Monthly Income: It includes individual’s monthly income or allowance provided by 

the family to the individual for his/her own personal expenses. 

 

History of Psychiatric disorders: any pre-diagnosed psychiatric disorders from: 

depression, anxiety, bipolar disorder, schizophrenia, personality disorder and others 

(specify). Both presence of psychiatric disorder in the past (ever) or at present will be 

considered as positive.  
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History of Physical Illness: any pre-diagnosed physical illnesses from: Hypertension, 

Diabetes, Liver Disease, Kidney Disease, Respiratory Disease and others (specify). 

Both presence of physical illness in the past (ever) or at present will be considered as 

positive. For conditions such as Liver Disease, Kidney Disease, Respiratory Disease, 

chronicity of the condition will be taken in to consideration and only chronic illnesses 

will be considered as positive. According to U.S. National Center for Health Statistics, 

a chronic disease is one which should have lasted 3 months or more and conditions 

which cannot be prevented by vaccines, medications and do not disappear on their own. 

This definition will be applied and implied to the participants during the process of data 

collection. 

 

 1.7.2 ALCOHOL USE CHARACTERISITICS: 

 

Number of previous abstinence attempts: Number of times the respondent has 

attempted to abstain in the past, periods without alcohol consumption for at least 1 

month in duration will be considered as abstinent attempt. 

 

Age of initiation of alcohol use: Grant has defined the age of onset as the "age at 

which patients first started drinking, not counting small tastes or sips of 

alcohol"(31).The Grant (1998) definition for the age of onset of initiation shall be 

used in this study. 
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Number of previous admissions at rehabilitation centers for alcohol use: Number 

of times the participants have been admitted at any rehabilitation centers or addiction 

correctional facilities (including hospital) before this admission.  

 

1.7.3 MODE OF REFERRAL: refers to respondent’s answer regarding how he/she 

arrived at the center, either by self-will or request/force from family members/ 

clinicians /health promotion campaign referral, requirement by law for 

misbehavior/crime or others. 

 

1.7.4 LOCUS OF CONTROL: Locus of control as formulated by Rotter (1996) refers 

to “the degree to which an individual perceives reinforcements as being contingent 

upon his/her own behavior or relatively permanent personality characteristic” or in 

other words, the degree to which an individual believes, the success/failure at 

overcoming alcoholism (or any other undesirable behavior) is dependent upon the 

degree of control of behavior by the individual himself/herself. The theory of locus of 

control has a dichotomous construct and suggests that individuals have either ‘internal 

locus of control’ or an ‘external locus of control’ and their subsequent behaviors are 

contingent upon this construct. A person who has internal locus of control believes that 

his/her behavior depends not on anything else but himself/herself but those with 

external locus of control believe that forces beyond ones control( luck, external 

circumstances, influence of others) determine the fate (32). It shall be measured by 

using ‘Drinking Related Internal-External Locus of Control Scale’. The version 

developed in 2007 shall be used(33). 
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1.7.5 SOCIAL SUPPORT: Shumaker and Brownell (1984) described social support as 

“an exchange of resources between at least two individuals perceived by the provider 

or the recipient to be intended to enhance the well-being of the recipients.” Family, 

friends, teachers, community, or any social groups can be sources of social 

support(34).Social support can either be tangible support or assistance provided by 

others (35)or it could be perceived social support, which is an individual’s confidence 

that they will receive the required assistance when they actually require it(36). In this 

study we will assess perceived social support which shall be measured by using 

‘Multidimensional Scale of perceived social support( MSPSS)(37).’ Social support 

includes 3 subscales, Significant other (SO), Family and Friends. For the purposes of 

the study, to be qualified as a friend, the individual shouldn’t be directly related to the 

patient by birth, to be qualified as a family, the individual should be directly related to 

the patient by birth. Significant other (SO) shouldn’t be directly related to the individual 

by birth, and should be held at a special status by the patient (usually wife, husband, 

girlfriend, boyfriend). 

 

 

DEPENDENT VARIABLE: 

 

1.7.6 ‘‘STAGES OF CHANGE’’: The process of ‘‘stages of change’’ which is also 

known as ‘readiness to change’ or ‘motivation to change’ can be characterized as a 

differentiated personal pathway that people pursue in order to modify or stop an 

unwanted behavior(21). Prochaska and Diclemente’s (21)“ Transtheoretical Model or 
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simply the “‘stages of change’” or  “ readiness to change(RTC)” model recognizes that 

‘stages of change’ is a dynamic process which can be divided in to five stages,  Pre-

contemplation, Preparation, Contemplation, Action and Maintenance. 

‘‘stages of change’’ will be assessed as constructs from the trans-theoretical model 

based on work of Prochaska and Diclemente (38). University of Rhode Island Change 

assessment (URICA) scale will be applied to identify the ‘‘stages of change’’. The 

URICA scale measures 4 stages. Only Pre-contemplation, Contemplation, Action and 

Maintenance stages will be assessed in the study (39, 40).  

 

1.7.7 ALCOHOL USE DISORDER: According to WHO, International Classification 

of disease-10(ICD-10), Alcohol Use Disorder includes 2 conditions namely, ‘Harmful 

use of alcohol’ and ‘Alcohol Dependence’: 

• ‘Harmful use of alcohol’ is defined as a pattern of alcohol use that is causing 

damage to health,  the damage may be physical (as in cases of liver cirrhosis) or 

mental (as in cases of depressive episodes secondary to heavy consumption of 

alcohol)”(ICD-10; WHO, 1992)(41). 

• ‘Alcohol dependence (also known as alcoholism or alcohol dependence 

syndrome)’ is defined as a cluster of behavioral, cognitive, and physiological 

phenomena that develop after repeated alcohol use and that typically include a 

strong desire to consume alcohol, difficulties in controlling its use, persisting in 

its use despite harmful consequences, a higher priority given to alcohol use than 

to other activities and obligations, increased tolerance, and sometimes a 

physiological withdrawal state” (ICD-10; WHO, 1992)(41). 
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In this study the AUDIT (Alcohol Use Disorder Identification Test) shall be applied to 

diagnose AUD. According to a systematic review of screening for alcohol problems in 

primary care settings, the diagnostic performance of AUDIT was found to be effective 

and compared well with other popular alcohol use screening instruments(42). AUDIT 

has been validated for use in the Nepali Language(12).  
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LITERATURE REVIEW 
 

2.1 ALCOHOL USE DISORDER 

 

2.1.1 DEFINITION: 

 

According to WHO, International Classification of disease-10(ICD-10), Alcohol Use 

Disorder includes 2 conditions namely, ‘Harmful use of alcohol’ and ‘Alcohol 

Dependence’: 

• “Harmful use of alcohol is defined as a pattern of alcohol use that is causing 

damage to health,  the damage may be physical (as in cases of liver cirrhosis) or 

mental (as in cases of depressive episodes secondary to heavy consumption of 

alcohol)”(ICD-10; WHO, 1992)(41).  

• “Alcohol dependence (also known as alcoholism or alcohol dependence 

syndrome) is defined as a cluster of behavioral, cognitive, and physiological 

phenomena that develop after repeated alcohol use and that typically include a 

strong desire to consume alcohol, difficulties in controlling its use, persisting in 

its use despite harmful consequences, a higher priority given to alcohol use than 

to other activities and obligations, increased tolerance, and sometimes a 

physiological withdrawal state” (ICD-10; WHO, 1992)(41). 

 

American Psychiatric Association (APA) in DSM-IV, also defines AUD as 2 

conditions: “alcohol abuse” and “alcohol dependence”. 

• “Alcohol abuse = repeated use despite recurrent adverse consequences. 

Alcohol dependence = alcohol abuse combined with tolerance, withdrawal, 

and an uncontrollable drive to drink” (43).   

https://en.wikipedia.org/wiki/Drug_tolerance
https://en.wikipedia.org/wiki/Drug_withdrawal
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2.1.2 PREVALENCE OF ALCOHOL USE DISORDER 

According to a 2015 survey, among 135,907 respondents from 50 states and the district 

of Columbia in the U.S on drug use and health (NSDUH), 86.4% of people reported 

using alcohol at some point in their lifetime, 70.1% reported having drunk in the past 

year and 56.0% reported having drunk in the past month and 26.9% reported having 

engaged in binge drinking in the past month. According to the same survey, around 

15.1 million people 18 years and older, comprising 6.2% of the population of this group 

had Alcohol Use Disorder(44).  

 

According to another study conducted by Shealy AE, Murphy JG, et al about alcohol 

use among American college students it was reported that 12% of American adults have 

had an alcohol dependence problem at some time in their life. In 2006, substance 

dependence and abuse was diagnosed in about 22.6 million persons in the United 

States(45). AUD is considered to be one of the most prevalent mental disorders 

worldwide (46), not just in high income countries but also in low and low-middle 

income countries with prevalence of AUD being 9% in Colombia(47), 5% in India(48), 

2.5% in Sri-lanka(49) and 18.4% in Brazil(50). 
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Figure 2 Prevalence of AUD and alcohol dependence in Nepal according to WHO- 

Global status report on alcohol and health-2014  (3) 

According to WHO- Global Status report on alcohol and health-2014, the prevalence 

of AUD in Nepal is 1.5% which comparable with the average for the South East Asia 

Region (2.2%). 

 

In two other studies conducted in Nepal have shown wide variation in results ranging 

from 2.8 % to 25% regarding the prevalence of AUD. However these studies were 

conducted among high risk groups (e.g: torture survivors and refugees) or in 

communities affected by conflicts. Study conducted by Luitel N.P., Jordans M. et. al, 

among over 8000 participants who were Bhutanese Refugees settled in refugee camps 

in Eastern Nepal, the prevalence of Alcohol Use Disorder was 2.8%, (5.1% in males 

and 0.6% for females )while the prevalence of alcohol dependence was found to 0.6% 

(1.2% in males and 0.1% in females)(51). This study used the AUDIT scale for 
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measurement and used AUDIT> 7 for AUD while the score to diagnose alcohol 

dependence was AUDIT> 19. 

 

 

Similarly, a community-based survey in 2002 had looked into alcohol use disorder by 

using the CAGE (cut-down, annoyed, guilty, eye-opener) questionnaire among a total 

of 2344 randomized household samples in Dharan, a town in eastern Nepal. As per the 

study, the prevalence of alcohol dependence was 25.8% with heavy drinking in 19.5% 

(male 28.4% and female 11.67%). The prevalence was higher among those of 

increasing age until the 41-54 age range(after which there was a slight decline), lower 

levels of education, widowers, divorcees and those belonging to the ‘Matawali (TAU)’ 

community(13). The wide difference in the prevalence of AUD among different studies 

could be due the difference in screening tests and cut-off points in different studies. 

 

2.1.3 ALCOHOL USE DISORDERS AND MEDICAL CO-MORBIDITIES. 

 

In 2014, according to WHO, “alcohol contributed to more than 200 diseases and injury-

related conditions, notably DSM-IV alcohol dependence, liver cirrhosis, cancers and 

injuries”. In 2012, 5.1 % of the burden of disease and injury worldwide (139 million 

disability-adjusted life years) could be attributable to alcohol consumption (3). 

Alcohol use disorders (AUDs) and fetal alcohol syndrome (FAS), have been defined as 

being 100% attributable to alcohol, liver diseases (most prominently liver cirrhosis) 

have the highest AAF (Alcohol attribution fraction). These diseases are known to be 
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relatively prevalent and are included in the top 20 causes of death globally, alcohol-

attributable liver disease is a major factor in global burden of disease (Rehm & Shield, 

2013). Beyond AUDs, FAS and liver diseases, use of alcohol is associated with many 

diseases and causes of death but they have a  relatively lower AAFs(3). 

In an epidemiological study of 2 distinct American Indian Tribes from the southwest 

and the northern Plains of the United States, various medical conditions had significant 

relationships with alcohol abuse and dependence including sprains and strains, hearing 

and vision problems, kidney and bladder problems, head injuries, pneumonia, 

tuberculosis, dental problems, pancreatitis and liver problems (52). 

A meta-analysis of 156 studies, including a total of 116,702 subjects showed strong 

trends in risk for cancers of the oral cavity, esophagus and larynx, hypertension, liver 

cirrhosis, chronic pancreatitis and injuries and violence. Relatively less strong direct 

relations could be found for cancers of the colon, rectum, liver and breast (53). 

 A hospital based study  from Nepal incorporated 60 consecutive Alcohol Dependence 

Syndrome inpatient subjects, the most common physical diagnoses were related to 

gastro-intestinal system 42 (70%) and Central Nervous System 16 (26.1%)(16). 

There is also evidence that people who have chronic alcohol dependence have changes 

in neurological structures in the brain, more specifically, cortical gray matter deficits 

and ventricular enlargement (46). 

      

2.1.4 ALCOHOL USE DISORDERS AND PSYCHIATRIC CO-MORBIDITIES 
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 A cross-sectional study in Bahia, Brazil conducted by Almeida-Filho et al (2017) 

among a sample of 2,302 adults, analyzed the co-occurrence of anxiety and depressive 

symptoms in people who consume alcohol. The self-reported survey collected 

information in regards to social and personal health, as well as individual psychological 

status. The prevalence were 15% for anxiety, 12% for depressive disorder and 7% for 

alcohol abuse/dependence. Symptom co-occurrence between  alcohol 

abuse/dependence and either depression or anxiety was found to be around 20% (54). 

As reported by Levander et al in 2007, the prevalence rate of bipolar illness among 

individuals with substance use disorder, according to various studies conducted 

between 1995 and 2003, is estimated to be between 21 -58% (55). 

In one of largest epidemiological surveys (National Institute on Alcohol Abuse and 

Alcoholism’s National Epidemiological Survey on Alcohol and related conditions 

(NESARC)) in the US in 2001-2002 by National Institute of Alcohol Abuse and 

Alcoholism, among 43,093 respondents; 20% of the participants with substance of 

disorder had at least 1 concurrent mood disorder and 18% of those with substance use 

disorder had at least 1 concurrent anxiety disorder(56). 

Results obtained from NESARC suggest that in adults with substance use disorder , the 

likelihood of having either major depression, hypomania, , generalized anxiety 

disorder, dysthymia, panic disorder, phobias, mania and personality disorders is much 

higher than in comparison to individuals without substance use disorder (56, 57). 

Levander et al (2007) in the process of structuring a clinical interview for DSM- IV for 

bipolar men and women, enrolled 350 subjects, who were divided into those meeting 

criteria AUD (n=213) and those who did not(n=137). Comorbid rates of different 

anxiety disorders were compared between the 2 groups. Out of the total 350 individuals 
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with bipolar disorder, 163(46.5%) diagnosed for positive for an anxiety disorder. Panic 

disorder and obsessive compulsive disorder (OCD) were the most common type of 

anxiety disorder in both groups, however, prevalence of OCD was considerably less in 

those with AUD then those without. Whereas, post-traumatic stress disorder was 

significantly higher in bipolar women with AUD then in those without AUD (55). 

 In a study done in 2009 in a tertiary hospital in Nepal, 80% of the subjects with Alcohol 

Dependence Syndrome had other psychiatric co-morbidities (62% had other psychiatric 

disorders and 51% had personality problems). Main co-morbid psychiatric disorders 

were anxiety, mood-affective and other psychotic disorders. Among the personality 

problems; dissocial plus narcissistic and anxious groups were common (58). 

 

2.2 ALCOHOL USE DISORDER AND ‘‘STAGES OF CHANGE’ ’ 

 

Diclemente and Prochaska (1982,1985) conceptualized the “Trans-theoretical 

Model”(also known as “ ‘stages of change’” phenomenon), and have defined 

intentional change as a process with a series of stages. The model has a series of five 

stages, the first stage being precontemplation   (here the individual is unaware or 

unwilling to change and is not involved in the process of change), the second stage is 

contemplation (here there is consciousness raising and the person starts evaluating the 

‘pros’ and ‘cons’ of change),the third stage is the preparation stage, where individuals 

actually start preparing for change and have clear intentions of changing but haven’t 

yet taken effective actions towards changing the problem behavior. The next stage is 

the action stage, where the individual actively partakes in activities that reflect 
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intention to change behavior, the final stage is the stage of maintenance, which 

indicates successful change of behavior, this stage is marked by continued action (that 

indicates behavioral change) for  a longer period of time(59). 

 

Figure 3 Prochaska and DiClemente's Transtheoretical ( '‘stages of 

change’') 

. 

Movement through these stages has been observed not to be merely a linear process, as 

has been described above, but can be cyclical in nature. Individuals may begin to 

contemplate change, but decide not to change and exit the cycle at the point of 

contemplation itself.  Action or maintenance is often interrupted by relapse (i.e., a 

return to the problematic behavior). Individuals, especially those with addictive 

behavior problems like smoking, obesity or alcoholism often make several revolutions 

through the cycle either with or without formal intervention before achieving 

successful change (Prochaska and Diclemente,1984,1986 a; Schachter,1982) (60).  
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There are various factors that influence ‘‘stages of change’’ in individuals with alcohol 

use disorders. According to a study carried out by D’Souza, P.C and Mathai, P.J in 

2017, the stages of motivation could be correlated significantly with various clinical, 

socio-demographic and alcohol use characteristics (23). 

 

Despite the presumed importance of motivation to therapeutic outcome, the empirical 

evidence has been mixed. Some researchers (Finlay, 1977; Orford and Hawker, 1974) 

have failed to find a relationship between an alcoholic’s willingness to participate in 

treatment and outcome, whereas others (Goldfiedl,1969, Gossop,1972; Smart and 

Gray,1972) have found motivation related to outcome (61). 

 

According to a study carried out amongst Canadian adolescents admitted at a residential 

substance abuse treatment center, the ‘‘stages of change’’ construct was used to assess 

risk for treatment dropout, here those belonging to the pre-contemplation stages 

demonstrated significantly attrition rate than those in the higher ‘‘stages of change’(62). 

 

In a study of Department of Psychiatry, in a tertiary hospital of Nepal between July 

2004 to June 2005, 51 consecutive consenting patients with Alcohol Dependence 

Syndrome were admitted in psychiatry ward. Most of the cases (i.e, nearly 70%) did 

not perceive themselves as having problem before developing complications. They did 

not consider habitual drinking as a problem and thus did not seek help for it. So, it can 

be said that they were in the pre-contemplation stage. Vast majority of patients were 
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brought to service by family members after the occurrence of some serious 

complication (63) 

 

 

 

2.3 FACTORS ASSOCIATED WITH ‘‘STAGES OF CHANGE’’ 

 

2.3.1 SOCIO-DEMOGRAPHIC CHARACTERISTICS AND MOTIVATION: 

 

2.3.1.1 AGE: In a study, correlation of age with motivation level was taken into 

consideration, results showed that mean pre-contemplation and contemplation scores 

were high in younger age groups while action and maintenance scores were found in 

older age groups. But statistically significant difference couldn’t be noted, hence it can 

be said that in the study age did not significantly affect the ‘stages of change’. The 

mean age of alcohol use was 20.88 years but most of the subjects in this study were of 

the age group between 31 to 50 years (76%) with mean age group 42.64 years, 

indicating that this is the age group when alcohol users usually seek help for medical 

complications resulting from their long term alcohol use(31). 

In a national survey conducted to assess the risk factors for non-communicable diseases 

in Nepal between July 2012 and June 2013, the prevalence of alcohol consumption 

among current drinkers (consumed alcoholic beverages at least 1 time in the past 30 

days), among men, the highest prevalence ( 37.6%) was found amongst 30- 44 year 
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olds, followed by  45-69 year olds (30.8%) and the lowest(21 %) among the youngest 

group of 15-29 years(64). 

 

2.3.1.2 ETHNIC GROUP:   

In a study conducted among Luitel, N.P, the prevalence of AUD was found to be 

3.6% among the TANU group (Brahmin, Chhetri), whereas the prevalence was 

around 12% among the TAU group (65). 

Although no study could be found exploring the association between ethnic group and 

‘‘stages of change’’, a significant association between religion and ‘‘stages of 

change’’ was found in the study  carried out by  D’Souza, P.C and Mathai, P.J 

majority of the Christians and Hindus were found to be in the pre-contemplation 

stage, whereas majority of the Muslims were found to be either in the contemplation 

stages or action stage(23). 

 

2.3.1.3 SOCIO-ECONOMIC STATUS: Those who were of higher socio-economic 

status were found to be at higher level of motivation compared to those of low socio-

economic status, majority of whom were in the pre-contemplation stage(23). 

 

 2.3.1.4 SEX:. 

Men have been the primary subjects in studies linking alcohol use disorders and factors 

influencing ‘stages of change’, in the study D’Souza, P.C and Mathai, P.J in 2017, 

100% of the subjects were men whereas in the study conducted in 2018 by Slepecky 
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M, Stanislav V et al participants were predominantly men. Similar findings were also 

observed in other studies (18, 60). 

A study done in 2013 by SR Niraula  concluded the  prevalence of alcohol 

consumption in 17% in a cluster of 2340 samples of women of  age more than 15 

years in Dharan, Nepal higher rates of use were seen among women who belonged to 

hilly ethnic groups, those who were divorced and among those who smoked regularly 

(66). 

 

2.3.1.5 EMPLOYMENT STATUS: In the study conducted  in 2018 by Slepecky M, 

Stanislav V et al among patients with alcohol dependence  almost half of the 

individuals (46.5%) were unemployed, 36.4% had a stable employment, 6.9% of 

patients were receiving a disability pension, 9% were retired but no statistically 

significant association could be found between employment status and the ‘stages of 

change’ (67). 

 

2.3.1.6 MARITAL STATUS: In the 2018 study by Slepecky M, Stanislav V et al, 

marital status played a significant role both in the severity of alcohol use and the 

‘‘stages of change’’ regarding drinking behavior. Those who were unmarried declared 

higher severity of alcohol dependence based on the AUDIT score and at the end of the 

treatment the married patients showed a higher readiness to change(67). 
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2.3.2 CLINICAL CHARACTERSITICS AND ‘‘STAGES OF CHANGE’’:  

Clinical factors are important in determining the ‘stages of change’, which has been 

detailed below. 

2.3.2.1 PHYSICAL ILLNESS/ COMORBIDITIES: 

 

In one study among 294 general hospital inpatients, people with alcoholic liver disease, 

peripheral neuropathy, and the presence of comorbidities such as hypertension and 

neurological disorders were found to be at higher stages of motivation. But, in the same 

study, majority of the patients with diabetes and absence of comorbidity were in PC 

stage. Therefore, it could be concluded that ‘stages of change’ was found to be higher 

among inpatients with alcohol-attributable diseases than among inpatients with non-

alcohol-attributable disease. Alcoholic liver disease, peripheral neuropathy, 

hypertension and neurological disorders have higher alcohol attributable fraction 

(AAF) compared to diabetes (23, 68). 

In a study done amongst 59 patients in a rehabilitation center with recent spinal cord 

injury, 17% were non-drinkers, 83% were drinkers and 50% of the sample was screened 

as “at-risk” drinkers. Readiness to change questionnaire was used to assess the ‘‘stages 

of change’’ in these individuals. Among these 21% were in the pre-contemplation 

phase, 45% were in the contemplation phase, 34% in the action phase in regards to 

modifying their alcohol drinking behavior. Multivariate analyses indicated that positive 

history of harmful use of alcohol was associated with higher ‘‘stages of change’’(69). 

 

2.3.2.2 PSYCHIATRIC ILLNESS: According to the household survey conducted in 

Brazil by Almeida- Filho et al in 2007(54) and the structured interview conducted 
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among Bipolar men and women by  Levander et al (2007)(55) there is a strong 

correlation between alcohol use disorders and psychiatric illness but there seems be 

limitation in studies showcasing association between ‘stages of change’ and psychiatric 

illnesses among individuals with Alcohol Use Disorder. 

 According to a review paper by Diclemente, C.C , substance abusing individuals who 

have mental illness and mentally ill individuals  with substance abuse problems have 

attitudes, opinions, beliefs and intentions which makes it difficult for them to adhere to 

different behavior change processes and are found to be less motivated. Both problems 

with commitment and problems with sustaining behavior changes have been observed 

in these individuals. Although it is quite evident that dually diagnosed individuals (1 

mental illness and 1 substance use disorder) have more challenges in adapting to 

behavior change, it is still not clear what strategies can be employed among these 

individuals to make to more adhere to behavior change (70). 

 

 2.3.3ALCOHOL USE CHARACTERISTICS AND ‘‘STAGES OF 

CHANGE’’: 

 

 

Although no studies measuring the association between abstinence attempts or previous 

admission to rehabilitation center/ hospital and ‘‘stages of change’’ could be found; 

majority of the subjects in previous studies have had multiple abstinence attempts 

and/or previous admissions in the past (31), which indicates that Alcohol Use Disorder 

could be considered as a chronic relapsing condition. 

According to the study by Pandey A, Faye A et, al. individuals with age of initiation of 

alcohol use before 25 years demonstrated negative correlation with readiness to change, 
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in other words those who  initiated alcohol use before 25 years were less motivated to 

change their behavior (31). Furthermore, another study found that people who initiated 

using alcohol before 15 years of age were more likely to develop Alcohol Use Disorders 

(71, 72). 

 

2.3.3.4 MODE OF REFERRAL: In a study conducted  in 2018 by Slepecky M, 

Stanislav V et al in Poland, Czech Republic and the Slovak Republic, among alcohol 

dependent inpatients  the most frequent mode of referral was self- admission into the 

treatment center (35.2% of patients) followed by referral after coming into pressure 

from family members (20.3% ), inability to manage everyday life(20.3%) and 

unpleasant health state forcing to patient to seek admission(12.3%)the remaining 

12.3% were court orders (67). Findings regarding mode of referral were different in the 

study D’Souza, P.C and Mathai, P.J in 2017 in India, which showed much higher 

number sought treatment upon request or force by family members (69%).So, there are 

various modalities by which the individual could have sought help at treatment centers 

and the order of the frequency of mode of referral varies from study to study. Likewise, 

association between mode of referral and level of motivation also existed, in 

comparison to those who were referred by the family and others to seek help, those that 

came into the treatment center by self-will were found to be at a higher le level of 

motivation (23). 

 

2.4 LOCUS OF CONTROL: 
 

2.4.1 INTRODUCTION AND THEORY 
 



 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 34 

Locus of control is an important construct in cognitive social learning 

conceptualizations of alcoholism and has been studied extensively (Donovan and 

O'Leary, 1983; Rohsenow, 1983).Locus of control as formulated by Rotter (1996) 

refers to “the degree to which an individual perceives reinforcements as being 

contingent upon his/her own behavior or relatively permanent personality 

characteristic” or in other words, the degree to which an individual believes, the 

success/failure at overcoming alcoholism (or any other undesirable behavior) is  

dependent upon the degree of control of behavior by the individual himself/herself. The 

theory of locus of control has a dichotomous construct and suggests that individuals 

have either ‘internal locus of control’ or an ‘external locus of control’ and their 

subsequent behaviors are contingent upon this construct. 

 

In accordance with the theory, an individual with an ‘internal locus of control’ believes 

that consequences that are associated to him/her occur as a result of his or her own 

action, whereas someone with ‘external locus of control’ believes that the consequences 

that are associated with him/her occur as a result of external factors and perceive 

themselves as not responsible for the consequence. Studies based on locus of control 

among alcoholic patients have suggested that patients tend to shift in their locus of 

control, from external to internal as they complete their treatment at rehabilitation 

centers(32). 

2.4.2 ALCOHOL USE AND ‘LOCUS OF CONTROL’ 
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A study by Mariano  A.J, Donovan  D.M in 1989 that compared ‘locus of control’ 

between problem drinkers with ‘locus of control’ among non-problem drinkers and 

those in remission indicated that those with problematic drinking habits were more 

external in their drinking related expectancies of control compared to non-problem 

drinkers and those who are currently in remission (73). Other studies have also 

concluded that alcoholics tend to have a more ‘external locus of control’ compared to 

non-alcoholics and previous problem drinkers who are currently in remission tend to 

shift their ‘locus of control’ from external to internal and this shift allows them to 

remain in remission(32, 74, 75). Finding from studies also indicate in case of a relapse, 

those who were previously in remission shift back to having an’ external locus of 

control’(76, 77). Therefore, drinking related ‘locus of control’ is predictive of the 

outcome of treatment related to alcohol problems (32, 73-77). In another study 

conducted in Taiwan, among individuals with alcohol dependence, those with severe 

dependence tended to have ‘external locus of control’ and were ambivalent( 

contemplation stage) towards their drinking while those who had light dependence 

tended to have more ‘internal locus of control’ and were in the action (action stage) of 

the “transtheoretical model” indicating that the more severe the alcohol problem, the 

greater the ‘external locus of control’ and less the ‘stages of change’ and less severe the 

alcohol problem, the greater the ‘internal locus of control’ and more the ‘stages of 

change’ drinking behavior (78). 

2.5: PERCEIVED SOCIAL SUPPORT 
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2.5.1 INTRODUCTION AND THEORY 

Shumaker and Brownell (1984) described social support as “an exchange of resources 

between atleast two individuals perceived by the provider or the recipient to be intended 

to enhance the well-being of the recipients.” Family, friends, teachers, community, or 

any social groups can be sources of social support(34).Social support can either be 

tangible support or assistance provided by others (35)or it could be perceived social 

support, which is an individual’s confidence that they will receive the required 

assistance when they actually require it(36). In this study perceived social support will 

be assessed using the MSPSS scale(37). 

 

2.5.2 ALCOHOL USE AND ‘SOCIAL SUPPORT’ 

The therapeutic benefits of social support has been documented extensively in previous 

studies(79, 80), social support has also known to be beneficial in recovery from 

substance use.  Besides predicting further abstinence, it also increases treatment 

retention(81). At the general level, it can be suggested that lack of positive social 

relationships increases the likelihood of negative psychological states such as anxiety 

response and these in turn can influence physical health either directly by affecting 

physiological process which further influences susceptibility towards disease or the 

increase in risk of disease as a result of behavioral changes secondary to the negative 

psychological state(80). One behavioral change that can happen secondary to negative 

psychological state includes alcohol abuse among others. 
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METHODOLOGY 

 

3.1 Study Design 

The study was a cross-sectional study. 

3.2 Study Area 

           The study was conducted in rehabilitation and detoxification centers in 

Kathmandu, Nepal. Kathmandu, which is the capital city of the country, is located in 

the central part of the country (State 3) and has a population of 4 million. People from 

all over the country reside here. Furthermore, many people come to Kathmandu to seek 

medical care. Hence, the study can be representative of individuals with Alcohol Use 

Disorder from all over the country. 

 

 

 

    Figure 4: Map of Kathmandu, Nepal 
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3.3 Study Population  

The population under study were individuals with Alcohol Use Disorder in Kathmandu, 

Nepal.  

 

3.4. Sample 

Samples were selected from patients with alcohol problems in various rehabilitation 

centers. There are around 20 rehabilitation centers in the capital. 

 

 3.4.1 Inclusion criteria 

1) Individuals should be 18 years and above. 

2) Individuals who have endorsed alcohol as either their primary drug of choice or 

as their secondary drug of choice and had used alcohol at least once in the 

previous year (from the day of data collection).  

3) Individuals who give informed written consent to participate in the research. 

4) Male and female patients (individuals) with Alcohol Use Disorder (AUDIT 

score ≥ 8) admitted to in various rehabilitation and detoxification centers. 

 

3.4.2 Exclusion criteria 

 

Patient with clinical condition (severe withdrawal) which may render them unable to 

communicate with the interviewer and thus making them unable to participate in the 

study. 
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 3.5 Sample Size Calculation  

The statistical assessment for factors influencing ‘‘stages of change’’ with Alcohol Use 

Disorder patients in rehabilitation centers of Kathmandu, Nepal required development 

of multiple linear regression model. 

For calculation of the sample size, the minimum required ratio of observation to 

variables is 5:1, but the preferred ratio is 15:1 or 20:1 (Joseph F Hair JR, 2010) 

So, as the proposed number of independent variables for this study is 15, by maintaining 

the ratio of 15:1, 15*15= 225 observations are required. 

Another 15% were added for missing or incomplete responses. So adding 34, we get 

259, making 260 the appropriate number of observations for this study. 

      

3.6 Sampling Technique 

 

• Rehabilitation centers were randomly selected from a list of registered 

rehabilitation and detoxification centers in Kathmandu. After selecting the 

centers, the investigators called the responsible personnel at the centers and 

explained the objectives and the process of the research to personnel at the 

Rehabilitation Centers were contacted and explained about the study.  

 

• There were variation in regards to the number of admitted patients from center 

to center. Upon inquiry with the Rehabilitation centers, it had been realized that 

the average number of patients who endorsed alcohol as either their primary 

drug of choice or as their secondary drug of choice and had used alcohol at least 

once in the previous year who is expected to be around 40, so 6 centers were 
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randomly selected in the beginning to meet the sample size of 260. However, as 

the sample size was inadequate; 2 more centers were randomly selected from 

the remaining centers. 

 

3.7 RESEARCH INSTRUMENTS 

             

3.7.1 INSTRUMENTS USED.    

Screening tool: AUDIT scale, which was used to screen patients for Alcohol Use 

Disorder. Nepali version of the scale will be used. The scale contains 10 items.  

Part 1: Socio-demographic and clinical characteristics, Part 2: Alcohol use 

characteristics and Part 3: Mode of referral was assessed with the self-developed 

questionnaire.  

 Part 1: Socio-demographic and Clinical Characteristics: which includes 9 items: 1) 

Age, 2) sex, 3) ethnic group, 4) marital status, 5) education, 6) employment status, 7) 

Income, 8) Psychiatric disorders, 9) Physical Illness. 

Part 2:  Alcohol Use Characteristics: which includes 3 items:  1) Number of previous 

abstinence attempts, 2) Age of initiation of alcohol use, 3) Number of previous 

admissions at rehabilitation centers for alcohol use. 

Part 3: Mode of Referral was assessed with 1 question, which inquired about their 

method of arrival at the rehabilitation center. The options presented to the participant 

were self-referral, request or pressure by family/ friends, clinician referral/health 

promotion campaigns, requirement by law for misbehavior/crime and others.  
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Part 4: Locus of control was assessed using Drinking Related Internal-External 

Locus of Control Scale. Nepali version will be used. The scale contains 25 items. 

Part 5:  Social Support, was assessed using Multidimensional Scale of Perceived 

Social Support. Nepali version of the scale was used. The scale contains 12 items. 

 

Part 6: ‘‘stages of change’’ was assessed using University of Rode Island Change 

Assessment Scale (URICA). The scale contains 24 items. Nepali version of the scale 

was used.  

 

3.7.2 INSTRUMENT DEVELOPMENT  

 

 Screening tool: AUDIT scale: Alcohol use Disorder Identification Test (AUDIT): 

AUDIT: The AUDIT scale was be used to identify individuals with Alcohol Use 

Disorder. The scale has 10 items. It is a simple method developed by WHO to screen 

for AUD among alcohol users. A brief assessment is required in order to screen for 

excessive drinking. The 1st edition was published in 1989, and it has been updated once 

in 1992(82). The reference standard for AUDIT incorporates key elements of harmful 

and hazardous drinking as defined by WHO and in the ICD-10 system (82). According 

to a systematic review of screening for alcohol problems in primary care settings, the 

diagnostic performance of AUDIT was found to be effective and compared well with 

other popular alcohol use screening instruments(42). 

In another systematic review of articles published between 2002 and 2009, which 

included 47 studies from different countries and in diverse setting and among diverse 
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patient population, the AUDIT scale was found to have validity and efficiency at 

identifying individuals with harmful use and alcohol dependence(83). Although 

different scores and cut-offs have been used in different studies, scores of ≥ 8 will be 

used to diagnose AUD, 8-14 harmful use, ≥15 as cut-off for alcohol dependence(82) as 

proposed by the authors of the scale. The same values were applied in this study. Total 

of 10 items, measured from 0 through 4 for the first 8 items, last 2 items measured as 

either 0, 2 or 4. For our study, the Cronbach’s alpha for AUDIT screening tool was 

found to be 0.804. 

 

Part 1: Socio-demographic and clinical characteristics, Part 2: Alcohol Use 

characteristics, and Part 3: Mode of referral will be assessed using self- developed 

questionnaire, developed by the researcher in accordance with the conceptual 

framework. The questionnaire will be developed in English language and then 

translated to Nepali language by an expert in Nepali language who is also well versed 

in English and back- translated in English by an expert in English language who is also 

well versed in Nepali language. The above 3 questionnaires  were structured by the 

researcher and not taken from already validated questionnaires so they were validated 

using item-objective congruence(IOC) by three experts who were familiar with the 

research topic and had experience in scientific research. The score provided by the 

experts were in the range of ( -1,0,+1) and score equal or more than 0.8 was accepted. 

If the score was less than 0.8 it was revised according to the advice of the experts. 

 

Part 4: Drinking Related Internal-External Locus of Control Scale, is a 25 item 

questionnaire developed by Keyson and Janda (32) and contains 25 items. For each of 
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the 25 items in the questionnaire there are two alternative statements (one statement 

designating internal control, while the other designates external control) about their 

drinking behavior. The participants has to choose one statement, whichever represents 

more closely to his or her behavior. It is a self-report instrument and good construct 

validity, concurrent validity( both convergent and divergent) and reliability has been 

demonstrated for the DRIE (84). Donovan and Leary (1978) suggested the DRIE as a 

reliable and valid measure to assess locus of control relative to drinking behavior( 

alpha=0 .77)(85). The DRIE will be scored based on the external factor response 

endorsed by the participants (33). It contains 25 paired questions and seeks forced 

choice answers from the participants, where they select one answer from one pair of 

opposite statements. Scores 7 and more will correspond to external locus of control, 

whereas patients with scores 6 and less will be considered to have internal locus of 

control(32, 85). 

 

For the purpose of the study the questionnaire will be translated in the Nepali 

language by an expert in the Nepali language who is also well-versed in the English 

language and it will be back-translated into English language by an expert in the 

English language who is also well-versed in the Nepali language. 

 

Part 5:  Perceived Social Support, will be assessed using Multidimensional Scale of 

Perceived Social Support (37). MSPSS is a 12 item scale which has 3 subscales, 

namely a) Family b) Friends c) Significant other, these represent 3 different sources of 

support. 4 questions each for 3 subscales. 
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For interpretation, of the scale: The total score (sum of all 12 items) was calculated and 

then divided by 12, which was the mean score of perceived social support. 

Although there are no established norms for scoring of MSPSS, usually the mean score 

difference between different groups (e.g: married and unmarried) are taken in to 

consideration. The group with the higher score having more perceived social support. 

But, the authors of the scale have provided a guide ( with cut-off scores) to be used as 

an alternative method of scoring and this was applied in the study(37). The Cronbach’s 

alpha for MSPSS in our study was found to be 0. 918. 

 

Table 3.1 Mean score reference for MSPSS 

     Mean score Perceived social support 

 1 to 2.9 Low  

3 to 5 Moderate 

5.1 to 7 High 

 

MSPSS has 3 subscales, significant other (SO), Family and Friend. To avoid confusion 

among the participants, family was defined everyone else in the immediate family 

besides the significant other, whereas significant other was defined as any one person 

whom the participant considered special to him/her. This was explained to the 

participants before starting the questionnaire filling process and after the questionnaire 

was distributed. 



 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 45 

MSPSS has good internal and test-retest reliability as well as moderate construct 

reliability. Cronbach’s alpha, for the scale as a whole was .88, while for the subscales, 

namely, Significant others, Family and Friends it was .91,.81 and .85 respectively(37).  

For the purpose of the study the questionnaire was translated in the Nepali language by 

an expert in the Nepali language who was also well-versed in the English language and 

it was back-translated into English language by an expert in the English language who 

was also well-versed in the Nepali language. 

 

Part 6: ‘‘stages of change’’ will be assessed using University of Rode Island Change 

Assessment Scale (URICA), a self-assessment tool intended to measure motivation to 

modify their behavior as they progress through a process of the ‘‘stages of change’’ . It 

was developed by McConnaughy, Prochaska and Velicer 1983 (86). 

The individual responds in a scale format which is based on how the individual 

(respondent) is feeling at that point in time. A therapist is able to interpret the answers 

of the questionnaire and determine what areas may need work, what level of treatment 

may be required and also at what stages of the problem the individual is at. It has four 

sub-scales that measure the ‘stages of change’; pre-contemplation, contemplation, 

action and maintenance. 

Each item is rated from 1 to 5 using a likert- scale, where 1 indicates” strongly disagree” 

and 5 indicates ”strongly agree”. After that, a scoring grid is used to score each stages 

on the ‘‘stages of change’’ model. 4 stages from TTM are used, namely- pre-

contemplation, contemplation, action and maintenance. The 4 stages are represented by 

4 clusters which are assessed using score- grids, the total  score is divided by 6, and 

further calculation is done as follows. 



 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 46 

             Table 3.2 Score calculation for URICA 

Using the above formula(C+A+M-PC) a readiness score was created, which has a 

possible range of -2 to +14, then the final score was assigned into clusters and measured 

accordingly(as shown below). For the general population, the following cut-off scores may 

be appropriate: (https://habitslab.umbc.edu/urica-readiness-score/. 

8 or lower classified as People in Precontemplation 

8-11 classified as People in Contemplation 

11-14 classified as People in Preparation or Action 

>14 Maintenance 

Psychometric properties of URICA demonstrate a stable four-factor structure using 

confirmation factor analysis and subscale consistency (Carney, et, al 

https://habitslab.umbc.edu/urica-readiness-score/
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(1995):Cronbachs alpha :.80-.84 for each of 4 subscales; DiClemente, et. al (1990): 

Cronbachs alpha :Precontemplation (.69) Contemplation (.75) Action (.82) 

Maintenance (.80)). In our study, the Cronbach’s alpha was found to be 0.75. 

For the purpose of the study the questionnaire was translated in the Nepali language by 

an expert in the Nepali language who was also well-versed in the English language and 

it was back-translated into English language by an expert in the English language who 

was also well-versed in the Nepali language. 

3.8 Data Collection 

Before data collection, ethical approval was sought from National Health Research 

Council (NHRC) Nepal. The letter introducing the researcher and stating the study 

objectives and methodology was received from NHRC and that was shared with 

responsible personnel at each of the centers which are randomly selected. Then, these 

centers were requested to provide the researchers with the permission to conduct the 

study at their centers. After receiving the permission, researchers requested to see the 

record lists of patients with alcohol problems who were admitted at the centers at the 

time of data collection. 

As, only 2 of the 8 centers were alcohol specific treatment centers, the rest included 

patients with alcohol as well as other substance users. 

To identify those patients with alcohol use disorder, those patients who had listed 

alcohol as their primary substance or as their secondary substance (primary substance 

being another, secondary substance used primary substance not available or 

unaffordable) at the time of admission and had used alcohol at-least once in the previous 

year were provided with the screening questionnaire (AUDIT).  
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After that patients were approached one by one and information regarding the study 

was provided to them. From those who agree to participate in the study an informed 

consent was taken and patients who provided the consent and satisfied the inclusion 

criteria were enrolled in the study. They were also provided information regarding 

anonymity, freedom to participate, right to withdraw, confidentiality, access to final 

report and also be assured that the data will not be used for purposes other than the 

current study). 

The data collection procedure will proceed as follows: 

A written informed consent from the patient. 

                                              

                                          AUDIT 

                                              

                                                                     AUDIT – Ve (Score < 8, were not 

considered further)    

 

 

                             AUDIT +Ve (Score ≥ 8)                                                                               

 

 

Questionnaire (self-developed) Part 1 , Part 2 and Part 3) 

 

Part 4: Drinking Related Internal-External Locus of Control Scale                                            

  

Part 5: Multidimensional Scale of Perceived Social Support 

 

Part 6: University of Rode Island Change Assessment Scale (URICA) 
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Any confusion among the participants regarding questions were cleared and explained 

by the researcher and the research assistants.  

Duration of Data collection: 1 month  

A total of 8 Drug and Alcohol Rehabilitation centers were visited in the process of the 

study. In the beginning, 6 rehabilitation centers were randomly selected from a total of 

23 rehabilitation centers (simple random selection was applied). After this personnel 

(authorities) at the centers were contacted via phone and provided information 

regarding the study and requested for permission to conduct the study at their centers. 

They were also enquired for information regarding possible number of participants. All 

6 centers agreed to participate. When the sample size couldn’t be reached from the 

initially selected 6 rehabilitation centers, 2 more centers were selected.  

 

A total of 256 screening questionnaires (AUDIT) were distributed among patients from 

the 6 selected rehabilitation centers, but only 193 samples could be collected from these 

as 63 participants did not pass the screening test( AUDIT score <8). Thereafter, 2 more 

centers were randomly selected from the remaining 17 centers. Total number of 

participants screened with AUDIT was 382. 

 

Out of 382 screened, 254 (66.4%) passed the screening test (AUDIT≥ 8) and were 

provided with the complete set of questionnaire. 29 questionnaires were excluded from 

the total (254) for incomplete answers (e.g: some sections left unmarked) and unclear 

answers (e.g: tick marks on two numbers of a likert scale). So, final total of 225 (58.4%) 

was achieved (sample size). 
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Table 3.3 Participants, before and after screening from 8 rehabilitation 

Centers  

Rehabilitation Center Before Screening 

n 

AUDIT (+ve) 

N 

Final* 

Narconon Nepal 48 38 34 

Ashraya Nepal 55 39 36 

Cripa 27 22 18 

Recovering Group 42 29 25 

Hope Foundation 39 31 28 

Namaste Upakar 45 34 29 

Sankalpa 27 22 20 

Maya Nepal 45 39 35 

Total 382 254 225 

 *After cleaning of data 

3.9 Data Analysis 

After completing the data collection, data was entered in Excel and analyzed in SPSS 

22 licensed by Chulalongkorn University. Both descriptive and inferential statistics 

were used to give a clear picture on ‘‘stages of change’’ and to show association and 

direction of dependent and independent variables. 

 

For descriptive statistics, categorical data was analyzed by frequency and percentage 

plus continuous data was reported in mean, range and standard deviation (S.D). 

Intended for inferential statistics, bivariate analysis was performed to determine the 

association between the independent variables and dependent variable – ‘‘stages of 

change’’ using Chi-square test. 
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Later, all the variables were selected to perform multivariate analysis (multiple 

regression). Designed for multivariate analysis, the statistical association was 

considered significant if p-value was <0.05.  

Figure 3.4 Research objective and respective statistics applies. 

 

 

3.10 Limitations of the study 

• The study was conducted in Rehabilitation Centers (Residential treatment 

centers) in Kathmandu, Nepal and may or may not represent patients with 

RESEARCH OBJECTIVES STATISTICS USED 

1) To describe the ‘‘stages of change’’ (according to 

the Transtheoretical Model) among Alcohol Use 

Disorder patients in Rehabilitation Centers of 

Kathmandu, Nepal. 

Descriptive Statistics( frequency, 

percentage) 

2) To describe the socio-demographic characteristics, 

clinical characteristics, Alcohol use characteristics, 

Locus of Control, Mode of referral and Perceived 

Social support among Alcohol Use Disorder patients in 

Rehabilitation Centers of Kathmandu, Nepal. 

Descriptive Statistics( frequency, 

percentage, in addition- mean and 

standard deviation for continuous 

variables) 

3) To identify the factors influencing ‘‘stages of 

change’’ among Alcohol Use Disorder patients in 

Rehabilitation Centers of Kathmandu, Nepal. 

 

Bivariate analysis( chi-square) and 

Multivariate analysis( multiple linear 

regression). 
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‘Alcohol Use Disorder’ in the general population (outside the rehabilitation 

centers).  

• The ‘‘stages of change’’ wasn’t assessed before the admission so stage 

progression (if it occurred) couldn’t be assessed.  

• Also, different patients had been admitted at different times before the study 

(ranging from 1 week to 4 months), which could have affected the ‘‘stages of 

change’’ but the effect of time since admission on ‘‘stages of change’; wasn’t 

assessed in the study.  

• As all the participants in the study were men, the results may not be 

generalizable in women. 

• The use of self-response questionnaires could have led to response bias as 

participants may over or under rate, alcohol use characteristics, perceived social 

support, locus of control, or ‘‘stages of change’’.  

 3.11 Confidentiality and rights of participants 

Any information related to the participant was kept confidential. Even though the study 

will be published names and other identifying information of the participants will not 

be mentioned in the reports or summaries of the reports. The data was kept confidential 

during the process of research and will be kept so in the process of reporting. All data 

including the participants answer to the questions was destroyed after the final reporting 

was completed and data was entered into a software. No harms and/or risks of any kind 

was inflicted upon participants. Participants were able to refuse to answer any question 

or may have refused to take part in any portion of the interview if they felt that the 

questions were personal or if talking about them made them uncomfortable. 
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3.12 Benefits and applications: 

The study will not only provide information regarding ‘‘stages of change’’ of patients 

with AUD but will also provide information regarding the socio-demographic, clinical 

and alcohol use related characteristics, mode of referral of the participants, locus of 

control and social support status of patients with alcohol use disorder in rehabilitation 

centers of Kathmandu, Nepal . This information will potentially help both health 

workers involved in this area of work and policy makers and authorities regarding the 

development of policies and interventions for the welfare of individuals with ‘alcohol 

use disorder’. 
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RESULTS 
 

This research has employed a cross-sectional method with the objective of investigating 

the Factors influencing ‘‘stages of change’’ among Alcohol Use Disorder patients in 

Rehabilitation Centers in Kathmandu, Nepal.   

 

4.1. Socio-demographic, Clinical, Alcohol Use Characteristics, Mode of 

referral, Perceived Social Support and Locus of control of the patients with 

AUD 
 

4.1.1. Socio-demographic and Clinical Characteristics of patients with Alcohol Use 

Disorder  

 

Table 1 shows the socio-demographic and clinical characteristics of the study 

participants. The mean age of the participants was 33.7, with a standard deviation of 

11.2 years. The study participants were all male. This is because the rehabilitation 

centers housed all male or all female members. More than half (54.7%) of the 

participants were in the age group of 25 -45 years. Forty eight percent of the participants 

was ‘married’ and the rest were either single of divorced. The 3 highest ethnic groups 

consisted of 25% Chhetris, 18.2% Brahmins and 11.2% Tamangs. More than one third 

of the participants had high school education or above, while 7% were illiterate and 

14% could only read and write but had never attended formal schooling. The majority 

of the participants were unskilled workers (laborers), followed by business owners, 

government employees and students. Almost 18% were unemployed. More than half 

the participants reported to having an income lower than NPR 20,000 (USD=175.4). 

An interesting finding is that more than a third of the participants had a pre-existing 
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psychiatric disorder, while almost half of them had a physical co-morbidity. Description 

of socio-demogrpahic and clinical characteristics, locus of control, mode of referral and 

social support was research objective no.2. 

 

Table 0.3 Socio- demographic and Clinical Descriptive (n = 225) 

Characteristics 
Patients 

n  (%) 

Age (years)  

 

18-24 61 (27.1) 

25-45  123 (54.7) 

>45  41 (18.2) 

Range 18-61 

Mean ± sd    33.7 ± 11.2 

Marital Status  

 

Single 96 (42.7) 

 

Married 110 (48.9) 110 (48.9) 

Divorced/widow 19 (8.4) 

Ethnic Group   

Traditional Alcohol Non-Users (TANU)   

Brahmin 41 (18.2) 

Chhetri 57 (25.3) 

Traditional Alcohol Users   

Newar 

 
23 (10.2) 

Gurung 

 
22 (9.8) 

Tamang 25  (11.2) 

 Others ( Rai, Limbu, Tamang, Madheshi and others) 

 
57 (25.3) 
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Characteristics 
Patients 

n  (%) 

Education   
 

Illiterate 
16 (7.1) 

Can read and write  32 (14.2) 

Primary School (Grade 1-4)  22 (9.8) 

Middle School (Grade 5-8) 
39 (17.3) 

Secondary School (Grade 9 and 10) 
34 (15.1) 

High School (11 and 12) 
51 (22.7) 

≥Bachelors 
31 (13.8) 

Occupation 

 Unemployed 
40 (17.8) 

 Employed 
  

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

  

Business 
39 (17.3) 

Farmer 
18 (8.0) 

Laborer 
44 (19.6) 

Government Service 
29 (12.9) 

Student 
29 (12.9) 

Others (e.g: Drivers, Cooks, Security Guards) 
26 (11.6) 

 

Monthly Income (NRS)*  
≤ 10,000  63 (28.0) 

>10,000  162 (72.0) 

History of Psychiatric Disorders  

 No 141 (62.7) 
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Characteristics 
Patients 

n  (%) 

 Yes (At least 1) 84 (37.3) 

 Depression   

 No 193 (85.8) 

 Yes 32 (14.2) 

 Anxiety   

 No 199 (88.4) 

 Yes 26 (11.6) 

 Bipolar Disorder   

 No 207 (92.0) 

 Yes 18 (8.0) 

 Schizophrenia   

 No 212 (94.2) 

 Yes 13 (5.8) 

 Personality Disorder   

 No 212 (94.2) 

 Yes 13 (5.8) 

 Others *(e.g:Insomnia, acute psychoses) 
  

 No 213 (94.7) 

 Yes 12 (5.3) 

History of Physical Comorbidity  

 No 128 (56.9) 

 Yes (At least 1) 97 (43.1) 

 Hypertension   

 No 191 (84.9) 

 Yes 34 (15.1) 

 Diabetes Mellitus   
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Characteristics 
Patients 

n  (%) 

 No 200 (88.9) 

 Yes 25 (11.1) 

 Chronic Liver Disease   

 No 204 (90.7) 

 Yes 21 (9.3) 

 Chronic Kidney Disease   

 No 218 (96.9) 

 Yes 7 (3.1) 

 Chronic Respiratory Disease   

 No 204 (90.7) 

 Yes 21 (9.3) 

 Others *(e.g: Gastritis, Peptic ulcer)   

 No 217 (96.4) 

 Yes 8 (3.6) 

 

    

 

*114 NRS = 1USD 

 

 

4.1.2. Alcohol Use Disorder Identification Test (AUDIT) scores and classification: 

 

As we can see from Table 4.2, 57 (25.3 %), participants had scores at the level of 

Harmful Use (AUDIT score 8-14), whereas the rest 168 (74.7%) were screened to 

have alcohol dependence (AUDIT score 15 - 40).  

Table 0.4 Alcohol use disorder (AUDIT) score (n=225) 

Alcohol Use Disorder 

 (AUDIT score) Patients 
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 n  (%)  

Harmful Use  
57 (25.3) 

Alcohol Dependence  
  168 (74.7) 

 

 

4.1.3 Alcohol Use Characteristics 

 

The average age of initiation of alcohol drinking was found to be 20.65 ± 6.87 years; 

with the minimum age found to be 10 years and the maximum 57.  

A total of 177 participants started drinking alcohol after the age 15 years, whereas the 

remaining 48 participants started drinking before or at the age of 15.  Regarding 

previous abstinent attempts, 25 participants had no previous abstinent attempts, 59 had 

been abstinent once in the past, 52 had 2-3 abstinent attempts in the past, whereas 89 

had 4 or more abstinent attempts in the past. Out of a total of 225 participants, 101 

participants did not have previous admissions at a rehabilitation center or hospital  for 

alcohol related problems, whereas 52 had been admitted once before, whereas 72 had 

been 2 or more times in the past. 

The precise range and standard deviation for previous admissions and previous 

abstinent attempts couldn’t be calculated because patients with multiple admissions and 

multiple attempts had difficult remembering the exact figure.  

   

 

 

 

Table 0.5 Alcohol Use Characteristics (n=225) 
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Characteristics 
Patients 

n   (%) 

Age of Initiation (years)   

 ≤15 48 (21.3) 

 >15 177 (78.7) 

 Range 10-57 

 Mean (sd) 20.65 6.87 

Abstinence Attempts (times)*   

 0 25 11.1 

 1 59 26.2 

 2-3 52 23.1 

 ≥4 89 39.6 

Number of previous admissions (Hospital or Rehabilitation Centers)* 

 0 101 44.9 
 

1 52 23.1 
 

≥2 72 32.0 

                   

      *Range and Standard Deviation couldn’t be calculated because unreliable 

information provided by majority of those with ≥ 4 abstinent attempts and ≥ 2 previous 

admissions. 

 

4.1.4 Mode of Referral 

 

The majority (close to 80%) of the participants reported being referred to the center by 

their family members. Whereas only 12 % had come to the rehabilitation center by their 
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own self-will. The remaining (9%) of the individuals had come by either clinical/health 

promotion campaign referrals or for committing crimes/requirement by law. 

 

 

Table 0.6 Mode of referral (n=225) 
  

        Mode of Referral  

                             Patients 

n   (%) 
 

Self 28 (12.4) 

Family 177 (78.7) 

Clinicians/ Health Promotion Campaigns/ 

Law/ Crime 

20 (8.9) 

 

 

 

4.1.5 Drinking Related Locus of control 

 

 

The majority of the participants 1 in 4 patients (24.4%) had internal locus of control as 

measured by DRIE (Drinking Related internal- external locus scale), whereas close to 

3 in 4 patients (75.6%) had external locus of control in regards to their drinking habits. 

The scale values (scores) from 0-6 were taken as internal locus of control whereas those 

≥ 7 were considered to have external locus of control, as was adopted in previous studies 

(85) (32). 

 

 

 

 

 

Table 0.7 Drinking Related Locus of Control (n=225) 
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Drinking Related Locus of Control 
Patients 

                            n   (%) 

 Internal  55 (24.4) 

External  170 (75.6) 

 

 

 

4.1.6 Perceived Social Support (General) 

 

In regard to the perceived social support (general), more than 50% of the participants, 

had high social support, whereas 38.2% of the participants had moderate social support, 

while only 7.1% had low social support. The domain of social support are divided into 

3 aspects, namely: Social support from a ‘Significant Other’, social support from 

‘Family’ and social support from ‘Friends’. 

The mean and standard deviation (in brackets) for MSPSS score (general) was 4.93 

(1.15),  for the subscales, significant other(SO)  5.01 (1.34), for family 5.31(1.38) and 

for friends 4.49( 1.38). 

Perceived Social Support- Significant other 

The perceived social support- Significant Other, which was measured as a sub-scale of 

perceived social support, revealed similar results as seen for the general perceived 

social support. More than 50% of the patients having High social support from their 

significant other. Whereas, 38.2% having moderate social support followed by only 

about 8% having low social support in terms of social support received from their 

significant other. 



 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 63 

Perceived Social Support- Family 

Perceived Social Support- Family, also showed that the largest proportion( 63.1%) of 

the patients in high social support from their families, whereas around 29% had 

moderate social support and the remaining 8% had low social support from their 

families. 

Perceived Social Support- Friends 

In terms of social support received from friends, the largest proportion were noted to 

have moderate social support from friends (52.4%), whereas 36.4% had high social 

support from friends, whereas just over 11% had low social support. 

Table 0.8 Perceived Social Support (n=225) 

Perceived Social Support 
Patients 

                                n          (%) 

 General            
 

Low 16 (7.1) 

Moderate 86 (38.2) 

High 123 (54.7) 

Significant Other 

 Low 18 (8.0) 

 Medium 86 (38.2) 

 High 121 (53.8) 

Family 
 

Low  18 (8.0) 

Moderate  65 (28.9) 

  High  142 (63.1) 

Friends 
 

Low  25 (11.1) 

Moderate  118 (52.4) 

High                             82 (36.4) 
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 4.1.7 ‘Stages of Change’ 

 

‘‘stages of change’’ is the dependent variable for the study and was measured using the 

URICA scale. Based on the total score, each participant was divided into different 

categories. The majority of the patients (56%) were in the contemplation stage, whereas 

28% were in the pre-contemplation stage while 16% were in the action stage. However, 

none of the study participants were found to be in the ‘Maintenance’ stage and hence it 

has been excluded from statistical analyses. Determination of the ‘‘stages of change’’ 

was Research Objective no.1. 

 

Table 0.9 Distribution of patients based on '‘stages of change’' model (n=225) 

 ‘‘Stages of Change’’     

Patients 

n    (%)  
 

Pre-Contemplation  

                            

 63 

 

(28.0) 

Contemplation  126 (56.0) 

Action  36 (16.0) 

 

 

 

 

4.2 Association of Socio-demographic, Clinical, Alcohol Use Characteristics, 

Mode of referral, Social Support and Locus of Control with ‘stages of change’ 

in patients of AUD 
 

The bivariate analysis of the independent and dependant variables was done using chi- 

square test. The association was considered significant at P- value ≤ .05. 
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4.2.1 Association of Socio-demographic and Clinical Characteristics with ‘‘stages of 

change’’ 

 

The ‘‘stages of change’’ and socio-demographic and clinical characteristics were 

studied here were assessed through chi square test. In all three age groups, almost half 

of the participants were in the contemplation group, while more youth particpants (age  

≤ 24 years) were in the pre-comtemplation stage rather than the action stage. However, 

from the results of the chi- square test, there was no significant association between age 

and ‘stages of change’ (p- value = 0.881). Bivariate analysis was done to identify factors 

influencing ‘‘stages of change’’which was research objective no.3 .Only 4 variables, 

history of psychiatric disorders, history of physical disorders, perceived social support 

and locus of control were found to have statistically significant association with ‘‘stages 

of change’’ in the bivariate anaylysis. 

 

Table 0.10 Association between Socio- Demographic/Clinical Factors and '‘stages of 

change’' 

 

  

  

Characteristics  

 

‘stages of change’ 

 

 

Pre-

Contemplation 

 

Contemplatio

n 

 

Action 

p- value 

              n (%)                                                                                              n (%)                                                                                    n (%)  

Age (Years)                  0.881 

 

 

  

18-24  20 (32.8) 33 (54.1) 8 (13.1)  

 25-45 32 (26) 70 (56.9) 21 (17.1)  

>45 11 (26.8) 23 (56.1) 7 (17.1)  

Ethnic Group 

 

   0.061 

TANU     

 Brahmin  11 (26.8)  23 (56.1) 7 (17.1)  
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Characteristics  

 

‘stages of change’ 

 

 

Pre-

Contemplation 

 

Contemplatio

n 

 

Action 

p- value 

              n (%)                                                                                              n (%)                                                                                    n (%)  

 

 

TAU 

 

 

TAU  

Chhetri 13 (22.8)  36 (63.2) 8 (14.0)  

     
 

Newar 3 (13)  18 (78.3) 2 (8.7)  

Gurung 4 (18.2)  11 (50.0) 7 (31.8)  

Tamang          7 (28)  13  (52) 5  (20.0)  

Others 

 

 

 

 

 

 

  

25 (43.9)  25 (43.9) 

 

 

 

  

7  (12.3)  

Marital Status   0.089 

Married 23 (20.9) 

 

66 (60.0) 21 (19.1)  

            Others   

  Single 32 (33.3)  53 (55.2) 11 (11.5)  

Divorced 8(42.1)  7(36.8) 4(21.1)  

Education   0.151 

  Illiterate 6(37.5)  8(50) 2(12.5)  

Can  read and 

write 

  

9(28.1)  19(59.4) 4(12.5)  

Primary 

School 

4(18.2)  11(50) 7(31.8)  

Middle 

School 

18(46.2)  16(41) 5(12.8)  

Secondary 

School 

9(26.5)  21(61.8)  4(11.8)   

 
High School 8(15.7)  35(68.6) 8(15.7)  

Bachelors and 

above 

9(29)  16(51.6) 6(19.4)  

 

 

Occupation 

    

 

0.713 
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Characteristics  

 

‘stages of change’ 

 

 

Pre-

Contemplation 

 

Contemplatio

n 

 

Action 

p- value 

              n (%)                                                                                              n (%)                                                                                    n (%)  

Unemployed 10(25) 

 

26(65) 4(10)  

Employed     

  Business 

 

 

Farmer 

9 (23.1)  23 (59)  7 (17.9)   

 

7 (38.9)  

 

7 (38.9) 

 

4 (22.2) 

 

Laborer 9 (20.5)  25 (56.8)  10 (22.7)   

 
Government 

Service 

10 (34.5)  14 (48.3) 5 (17.2)  

Student 9 (31) 16 (55.2) 4 (13.8)  

Others 9 (34.6)  15 (57.7) 2 (7.7)  

Monthly Income (in 

NRS)* 

 

   0.094 

 
≤ 10,000 

24 (38.1) 33(52.4) 6 (9.5) 
 

>10,000 
39 (24.1) 99(61.1) 24(14.8) 

 

History of Psychiatric Disorders   0.008 

  

 

  

No 30 (21.3) 89  (63.1) 22 (15.6)  

Yes 33 (39.3) 37  (44) 14 (16.7)  

History of Physical Comorbidity    0.019 

  No  30 (23.4)  82  (64.1) 16 (12.5)  

Yes  33 (34.0) 44  (45.4) 20 (20.6)  

*114 NRS = 1USD 

4.2.2 Association between Alcohol use Characteristics and ‘‘stages of change’’ 
 



 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 68 

The various alcohol use characteristics were analysed against the ‘‘stages of change’’ 

in the participants using then chi square analysis. The values of <0.05 were taken to be 

significant. The table below shows the results of bivariate analysis: 

 

 

Table 0.11 Association between alcohol use characteristics and '‘stages of change’' 

 

  

Alcohol Use 

Characteristics 

                            ‘‘Stages of change’’  

Pre-

Contemplation 

Contemplatio

n 

Action p- value 

              n (%)     n  (%)   n  (%)  

 

Number of Previous Abstinence Attempts 

 

0.311 

 

 

 

 

 

 

 

 

 

 

  

0 9 (36.0) 11 (44.0) 5 (20.0)  

1 21 (35.6) 29 (49.2) 9 (15.3)  

2-3  13 (25.0) 34 (65.4) 5 (9.6)  

≥4  20(22.5) 52 (58.4) 17 (19.1)  

 

Age of Initiation 

0.570 

 

 

 

 

 

 

  

≤15  12 (25.0) 30 (62.5) 6 (12.5)  

> 15  51 (28.8) 96 (54.2) 30 (16.9)  

 

Number of Previous Admissions (Hospital/ Rehabilitation Centers) 

 

0.673 

  0 28 (27.7) 56 (55.4) 17 (16.8)  
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Alcohol Use 

Characteristics 

                            ‘‘Stages of change’’  

Pre-

Contemplation 

Contemplatio

n 

Action p- value 

              n (%)     n  (%)   n  (%)  

1 15 (28.8) 32 (61.5) 5 (9.6)  

≥2 20(27.8) 38 (52.8) 14 (19.4)  

 

 

It is interesting to note that the alcohol drinking characteristics were not found to be 

significantly associated with the different ‘stages of change’.  

The severity of alcohol use disorder determined from the screening tool (AUDIT) was 

also analyzed to find if any association existed between it and the ‘stages of change’. 

This variable was only analyzed in the biavriate analysis and would not have been 

considered for multiple linear regression. However, there was no significant association 

( p- value = 0.401) between the AUDIT score and the ‘stages of change’. AUDIT score 

represents severity of alcohol use, higher the score more severe the use. 

 

Table 0.12 Association between AUDIT and '‘stages of change’'(n=225) 

 

Characteristic 

 

‘stages of change’  

Pre-

Contemplation 

Contemplation Action p- value 

  

 

 

   n (%) n (%) n (%)  

AUDIT Group (severity of alcohol use) 0.401 

  Harmful Use 

 (9- 14) 

12 (21.1) 35 (61.4) 10 (17.5)  

Alcohol Dependence  

(15 - 40) 

51 (30.4) 91(54.2) 26(15.5)  

 

4.2.3. Association between Mode of Referral and ‘stages of change’  
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The study included mode of referral as an independent variable to assess its influence 

on the ‘stages of change’. The modes of referral to the rehabilitation was classified as 

‘Self ’ , ‘Family/ Friends’ and through ‘ clinicians, health promotion campaigns or 

through law after committing a crime’. However, the study did not find any association 

between the mode of referral and the ‘‘stages of change’’ of the participants (p- value 

= 0.285). As stated above, almost 79% of the participants had been referred by their 

family. 

 

Table 0.13 Association between Mode of Referral and '‘stages of change’' 

 

 

 

Characteristic 

‘stages of change’  

Pre-

Contemplation 

Contemplation Action p- 

value 

  n(%) n(%) n(%)  

 Mode of Referral    0.285 

  Self 6 (21.4) 15 (53.6) 7 (25.0)  

Family 48 (27.1) 102 (57.6) 27 (15.3)  

Clinicians/ Health 

Promotion Campaigns/ 

Crime/ Law 

9 (45.0) 9 (45.0) 2 (10.0)  

 

 

 

 

 

4.2.4 Association between Perceived Social Support and ‘stages of change’. 

 

 

On bivariate analysis between perceived social support and ‘stages of change’, there 

was a significant difference (p-value = 0.004) between the different ‘stages of change’ 

and the varying levels of social support, as shown in table 4.12 Although the different 

domains of social support (i.e. Significant Other, Family and Friends) were also 
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analyzed for descriptive statistics; they have not been considered for bivariate analysis. 

As we can see,  higher number of participants who had high social support were in the 

action (20.3%) and contemplation (60.%) when compared to particpants having low 

perceived social support (10.8% and 51 % respectively). 

Table 0.14 Association between Perceived Social Support and '‘stages of change’' 

 

  ‘Stages of change’  

Pre-

Contemplation 

Contemplation Action p- 

value 

                                                  n(%)           n (%)      n(%)  

Perceived Social Support 

  

    0.004 

  Low/ Moderate 39 (38.2) 52 (51.0) 11 (10.8)  

High 24 (19.5) 74 (60.2) 25 (20.3)  

 

 

 

4.2.5. Association between Locus of Control and ‘‘stages of change’’ 

 

 

The drinking related locus of change indicates a person’s tendency to infere whether or 

not they are able to control their drinking behavior. The Locus of control was found to 

be significantly different in the different different ‘stages of change’ ( p- value = 0.02). 

From table 4.13 We can see that most participants (61.8%) with internal locus of control 

were in the contemplation stage, whereas a significant number ( 32.4 %) of those with 

external locus of control were in the pre-contemplation stage. 

 

Table 0.15 Association between Locus of control and '‘Stages of change’' 
  

 

Characteristic  

‘Stages of change’  

Pre-

Contemplation 

Contemplation Action p- 

value 
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  n(%) n(%) n(%)  

 Locus of Control    0.02 

  Internal 8 (14.5) 34(61.8) 13(23.6)  

External  55 (32.4) 92(54.1) 23(13.5)  

 

 

4.2.5. Association between Locus of Control and ‘Severity of alcohol 

use’ 
 

As shown in the table below, there was a statistically significant association (p value: 

0.04) between locus of control and severity of alcohol use. Among patients with 

external locus of control, 80% had alcohol dependence (more severe form) whereas 

among those with internal locus of control, only 60% had alcohol dependence. 

Table 0.16 Association between Locus of control and 'severity of alcohol use' 

  

Severity of alcohol use (AUDIT) 
 

Harmful Use  

Alcohol 

Dependence  

p- value 

             

p-value 

                n (%)            n (%)  

 Locus of Control 
  

0.04 

 
Internal 

       22 (40.0%)  33 (60.0%) 
 

External Locus 

      35 (20.6%)  135(79.4%) 

 

4.3 Factors influencing ‘stages of change’  
 

 

All 15 independent variables were selected for the multiple linear regression model; in 

order to identify to the factors influencing ‘‘stages of change’’ which was the third 

research objective. 
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The variables were manually entered in the linear regression model in the statistical 

software SPSS version 22. A multiple linear regression was run by the forward method. 

The value yielded by the regression was put into an equation; from which prediction of 

URICA score (‘stages of change’) can be done. The regression model and equation if 

detailed as follows: 

The regression model included three independent variables that was found to influence 

the URICA score, which are: Psychiatric Disorder, Marital Status and Education. These 

variables were grouped before being put in the regression model as follows: 

1. History of Psychiatric Disorder: Absent (0) and Present (1)  

2. Marital Status: Married (0) and Single/ Divorced/ Widowed (1) 

3. Education: High School and above (0) and Below High School (1)  

According to the regression model, the grand mean of the URICA score in the study 

population was 9.841 (B0). The coefficients of the variables History of Psychiatric 

Disorder, Marital Status and Education were -0.932, -0.641 and -0.648 respectively. 

The factors were significant at p- values of 0.005, 0.040 and 0.047 respectively. Based 

on these value, the following linear regression equation was developed for the model. 

 

URICA score = 9.841 - 0.932 (History of Psychiatric Disorder) – 0.641 (Marital 

status) – 0.648 (Education) 

 

 



 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 74 

Table 0.17 Multiple Linear Regression Model summary  
Unstandardize

d Coefficients 

Standardized 

Coefficients 

 

 

t  

 

 

Sig.  

95.0% Confidence 

Interval for B 

R-

squ

are 
 

B Std. 

Error 

Beta Lower 

Bound 

Upper 

Bound 

(Constant) 9.841 .308  31.929 .000 9.234 10.449  

 

.017 
History of 

Psychiatric 

Disorder 

-.932 .325 -.189 -2.869 .005 -1.573 -.292 

Marital 

Status 

-.641 .310 -.134 -2.065 .040 -1.252 -.029 

Education -.648 .324 -.131 -1.999 .047 -1.286 -.009 

 

                                    

• Interpretation of the linear regression model: 

 

When the marital status and education remains constant, a person with history of 

psychiatric disorder will have a URICA score 0.932 less than a person without 

psychiatric disorder.  

When the psychiatric disorder and education remains constant, a person who is married 

will have a URICA score 0.641 higher than a person who is not married.  

When the marital status and psychiatric disorder remains constant, a person with high 

school education or higher will have a URICA score 0.648 higher than a person with 

education lower than high school.                                
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DISCUSSION 
 

Alcohol contribues to more than 200 diseases, including AUD. AUD along with FAS 

has 100% AAF (3). AUD is also one of the biggest public health problems of today. 

The role of alcohol and its detrimental consequences on health is well established but 

the treatment process of substance(alcohol) use is  complex and multidemensional (7). 

The ‘‘stages of change’’ model, as a conceptual model provides a guide to appraoch the 

complex phenomenon of substance use. Much like how Watson’s and Cricks 

description of the double helix has helped us better understand the structure of DNA, 

the ‘‘stages of change’’ model has likewise helped us better understand the structure 

and the process  of behavior change (38). 

Residential treatment centers( Rehabilitation centers) for substance abuse, first emerged 

in the late 1950s in the United States with the  aim to create an environment of 

abstinence for the individuals and help them recover from their alcohol and drug use 

problem(87). According to NIH, rehabilitation centers can be effective in treating 

individuals with substance abuse problems. Lincensed treatment centers provide  24 

hour coverage and besides providing safe housing they also provide medical attention 

when needed (88). 

According to SAMHSAs National survey on drug use and health among the 22.5 

million people in the U.S who need treatment for either illegal drug or alcohol use 

problem, in the year 2014, only 4.2 million received treatment(89).For Nepal, the data 

regarding this was not available. 

A variety of therapeutic options( e.g: short term residential treatment, therapeutic 

community, recovery housing) are provided by the centers to the patients  (90). 
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In Kathmandu, Nepal, residential treatment centers (rehabilitation centers) were located 

in either  high density urban areas(4 centers) or in  semi-urban areas( outskirts of the 

city) and provided an abstinent enviornment. All the centers which were visited used 

therapeutic community as their modality of treatment, where not just the treatment staff 

but also those  recovering act as key agents of support to others members of the 

residential recovering group. This is the basic tenet of therapeutic community(87). 

Upon enquiry with the staff at the each of the 8 centers, it was realised that the programs 

focused mostly on raising the motivation of the patients and prinicipaly employed non-

pharmacological approach( except in the detoxfication period, which is the earliest 

phase, lasting between 3 days to 1 week). Patients usually stay for a period of 6 months, 

after which an assessment is carried out by the treatment staff and a decision is reached 

regarding releasing the patient back into the community. Focussed discussions,one to 

one sessions and group discussion sessions are carried out in the centers on a regular 

basis. Patients also participate in literature sessions, Builiding relationship sesssions 

and Game sessions. 

In regards to the results obtained from the study, upon performing bivarate analysis (χ2) 

of the socio-demographic factors, none were found to be significantly associated with 

‘stages of change’. However, upon running multivariate test( linear regression model) 

marital status was found to be  significant. 

 

Among clinical charactersitics, psychiatric disorders and physical illness both showed 

significant association in  bivariate analysis with ‘‘stages of change’’. But upon running 

multivariate analysis (linear regression model) only psychiatric disorders showed 

significant association with ‘‘stages of change’’. 
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Mode of referral failed to show a significant association between ‘‘stages of change’’ 

in both bivariate and multivariate analyses. Locus of Control and Percived Social 

Support was found to have significant association with ‘‘stages of change’’ in bivariate 

analysis but did not show any significance in multivariate analysis. 

 

5.1 ‘Stages of Change’ among AUD patients in Rehabilitation Centers of Kathmandu, 

Nepal. 

 

In our study, 28% of the inpatients in rehabilitation centers were found to be in the pre-

contemplation stage, whereas 56 % were found to be in the contemplation stage while 

the remaining 16% were found to be in the action stage. In another study conducted 

among 6000 male outpatients who were screened positive for alchol abuse, 25% were 

in the pre-contemplation stage and did not show any readiness to change, whereas 75% 

revealed readiness to change with (contemplatin 24%, action 51%)(22). This is different 

from our study in which most of the patients ( 56%) were in the contemplation stage. 

 

5.2 Association of Age with AUD and ‘‘stages of change’’   

 

The mean age  of the patients in our study was 33.7 years. According to a previous 

community based study conducted in Nepal, prevalence of AUD was lowest in the 18-

24(youth) age group and highest in 45- 54 age group. The  prevalence of alcohol 

dependence increased with increasing age until 45-54 age group after which it dropped 

(13). Our study supports this finding with greater fraction (73%) of the patients in the 

adult (>24) category and smaller fraction (27 %) being of 18-24(youth) age group. But 

some studies also suggest patients who seek help for substance use problems are usually 
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older adults who have who have already held a full-time job and had children,a nd 

younger patients do not seek help as readily(91) . 

 Although the percentage of youths(18-24 year old) patients were more in pre-

contemplation and less in the action stage relative to >24year old patients, in bivariate 

analysis and multivariate analysis no significant association was seen between age of 

the patient and ‘‘stages of change’’. Hence, we may conclude that age did not 

significantly influence ‘stages of change’. 

 

5.3 Association of gender with AUD and ‘‘stages of change’’   

 

100% of our sample was male, primarily because of the fact among the 23 alcohol 

rehabilitation and detoxification centers in Kathmandu, Nepal only 1 female exclusive 

rehabilitation center was present, whereas the remaining 22 were exclusively male, and 

upon simple random selection only male centers got selected. The significantly more 

exclusively male rehabilitation centers in Kathmandu could reflect the phenomenon 

that alcohol use is predominantly male phenomenon. In a national survey conducted in 

Nepal among 4,143 participants(15-69 year olds), 88.3% women and 58% men reported 

to be life-time abstainers( having never had drunk alcohol in their lives).In the same 

survey, current drinkers, measured at 17.4% (28% men, 7.1% women). It is also 

consistent with another study from Colombia where males represented 88% of the 

sample of individuals with AUD (47). Therefore it could be suggested that prevalence 

of alcohol consumption and alcohol use disorder is significantly more in men (64). 

There is also a chance the vast difference between male and female treatment centers 

could be due to social stigma being greater against women who use alcohol therefore, 
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despite the possibility of  AUD they may decide not to seek treatment(31). Regarding 

association between sex (gender) and ‘‘stages of change’’, no significant association 

was found on bivariate analysis. 

 

5.4 Association of ethnic group with AUD and ‘‘stages of change’’   

 

Regarding ethnic group, the patients represented more than 9 ethnic groups. 43.5% of 

the patients were from the TANU group, whereas the other 56.5 % represented TAU 

group. This is a slight variation from a previous study done in a different city (Dharan) 

of Nepal among over 2300 individuals from 500 households, where the TAU group 

represented 68% of the sample with alcohol dependence (13). Studies have found socio-

demographic, cultural and  biological basis as a cause of difference in harmful use and 

alcohol dependence among different ethnic groups, as in the study from Taiwan where 

aboriginal tribes had higher harmful use and dependence than Han Chinese(92) . Even 

though a significant difference existed in the fraction of our patients between the TAU 

and TANU, on bivariate analysis and multivariate analysis no statistically significant 

association was found between ethnic group and ‘‘stages of change’’. No studies 

measuring ‘‘stages of change’’ and its association with ethnic group could be found in 

Nepal.  

 

5.5 Association of marital status with AUD and ‘‘stages of change’’   

 

The patients were equally divided on the basis of marital status; a little less than 50% 

married whereas slightly more than 50% either single, divorced or widowed. Marital 

status was not found to be significantly associated with ‘‘stages of change’’ on bivariate 



 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 80 

analysis but was found to be associated in multivariate (linear regression) analysis. 

Based on the regression equation, married people were predicted to have a higher 

URICA score (higher ‘‘stages of change’’) when compared to single, divorced or 

widowed patients. This finding supports that of another study from Poland, where in a 

sample of 380 alcohol dependent inpatients, the unmarried patients were found to have 

a higher severity of alcohol use (higher score on AUDIT) scale and after completion of 

the inpatient therapeutic program (6 weeks to 12 weeks) the married patients were 

found to be at a higher ‘‘stages of change’’ in comparison to unmarried patients(67).  

 

5.6 Association of education with AUD and ‘‘stages of change’’   

 

In the study from India by D’Souza, P.C and Mathai, P.J (2017) among inpatients with 

alcohol dependence, 4% of the subjects were illiterate while 34% had high school 

education. Whereas in our study, 7.1% were illiterate while 22.7% had been educated 

upto high school and only 13.8% had education beyond high school. In a study 

conducted amongst 224 adults at Outpatient Alcoholism treatment program at the Texas 

Research Institute for mental sciences in 1990, 36% had completed high school 

treatment, while none of the patients were illiterate (60). This could reflect the 

difference in the education level among alcohol users in developing countries versus 

that of the developed world. In the study by D’Souza, P.C and Mathai, P.J (2017), 

socioeconomic status (which includes education, income and occupation) influenced 

the ‘stages of change’, with higher socioeconomic status being associated with higher 

‘‘stages of change’’. In our study education, occupation and monthly income did not 

have statistically significant association with ‘‘stages of change’’ on bivariate analysis. 
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Education did show significant association on multivariate analysis, where according 

to the regression equation those with education below high school level were found to 

be at a lower ‘‘stages of change’’ when compared to those with education at or above 

higher school. For the 7.1% of patients who were illiterate, questions were read out to 

them by the staff at the rehabilitation centers, further interpretation was done on the 

basis of  patient’s own judgments, further explanations not provided. 

 

5.7 Association of mode of referral with AUD and ‘‘stages of change’’   

 

 In this study, the vast majority of the patients, 79% were brought to the center either 

by force or request by family and less 13% of the individuals came by their own self-

will. This result is similar to a previous study from India where 70% of the patients 

were brought to treatment centers by family members. (31), in which the mean score 

for pre-contemplation was higher in those brought by family than among those who 

came by self-will. The mean score for action stage was higher amongst those who came 

by self-will compared to those who brought by family. This finding is also similar to 

another study at a tertiary care hospital in India, where those brought by family had a 

lower motivation level to change in comparison to those who came by their own self-

will(31). However, a statistically significant association couldn’t be found between 

model of referral and ‘‘stages of change’’ in bivariate and multivariate analyses in our 

study.  

 

5.8 Association of age of initiation of alcohol use with AUD and ‘‘stages of change’’   
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The mean age of initiation was 20.65(± 6.87) in our study. This finding was similar to 

that of another study done among 200 consecutive patients admitted for alcohol related 

patients in a tertiary hospital where the mean age was 21.39 (± 5.34) (93) while the 

mean age of initiation from yet another study carried from India was 23.9 (± 

5.63)(94).In all three studies the mean age of initiation was early 20s. Regarding Age 

of initiation of alcohol use, there have been various studies which have indicated there 

is strong relationship between people who start drinking “heavily” at early age (by the 

age 15 years) have a stronger chance to have alcohol abuse or dependence, later on in 

their lives (71, 72, 95, 96).But other studies have concluded that the link between early 

age of initiation and AUD is not a causal link but is due to the underlying genetic 

factors. People who are prone to develop AUD genetically, start drinking early (97, 98). 

(99)AUD is 62% heritable(98). In our study the youngest age of initiation was 10 

whereas the oldest age of initiation was 57. About 20% of the individuals had started 

before the age of 15, whereas close to 80% of the patients started alcohol use after the 

age of 15. Furthermore, our study did not find statistical significance in both bivariate 

and multivariate analysis between ‘‘stages of change’’ and age of initiation of alcohol 

use.  

 

5.9 Association of number of previous admissions with AUD and ‘‘stages of change’’   

 

In our study, slightly more than 10% of patients had no previous attempts of abstinence 

whereas almost 90% had made at least one attempt in the past to abstain from alcohol. 

This supports the study from India, where 92% of the subjects had at least 1 abstinent 

attempt in the past and 60% had multiple attempts(31). In our study, 62% of the patients 

had multiple (more than 1) attempts in the past. This also supports the statement as to 
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why some claim alcoholism to be a chronic relapsing condition (100-102). But, we 

should use this term cautiously as from this study although we have data for those who 

have relapsed in the past and come back to treatment, we don’t have data regarding 

those who have not relapsed and have not come back to the center.  

 

5.10 Association of history of psychiatric disorder with AUD and ‘‘stages of change’’   

 

According to a 2004 study in the U.S (which used data from the National Epidemiologic 

Survey on Alcohol and related conditions), there was found to be a statistically 

significant association between independent mood and anxiety disorder with substance 

use disorder (56). Those who seek treatment for substance abuse have a complex set of 

difficulties other than pure substance use, including mental health issues (103), which 

could be the reason for their relapse, thus raising the possibility that substance use 

disorder may not be a relapsing condition in itself. The findings from our study also 

reflects the fact that patients with AUD have had or currently have some form of 

psychiatric disorders, with 37.3% of the patients admitting to a history of psychiatric 

disorder, mood disorder (depression-14.2%) and anxiety disorder (11.6%) being the 

most common disorders; which is comparable to the findings from the study in the U.S., 

mentioned above. 

 Our study found significant association between psychiatric disorders and ‘‘stages of 

change’’ on bivariate analysis as well as on multivariate analysis. The linear regression 

model predicted that AUD patients who had a history of psychiatric disorders will have 

a lower URICA score in comparison to patients without psychiatric disorders. Lower 

URICA score correlates with a lower stage in the ‘‘stages of change’’ model. This 
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finding supports the findings by Diclemente, C.C, that substance abusing individuals 

have difficulties in commitment towards behavior change as well sustaining the change 

after committing to it; thus making it a bigger challenge for individuals with psychiatric 

disorders (70).  

 

5.11 Association of history of physical illness with AUD and ‘‘stages of change’’   

 

Our study found statistically significant association between physical illness and 

‘‘stages of change’’ on bivariate analysis, indicating that the presence or absence of 

physical illness does affect ‘‘stages of change’’. On the bivariate analysis, almost 2/3rds 

(64%) of the patients without history of physical illness were in Contemplation stage 

whereas less than half (45%) of those with some sort of physical illness were in the 

Contemplation stage. Likewise, around 34% of the patients with physical illness were 

Pre-contemplation stage whereas only 23% of those without physical illness were in 

the Pre-contemplation stage. Therefore, more patients without physical illnesses 

exhibited more ‘readiness to change’ compared to those with physical illness. But, in 

the study by D’souza and Mathai ( 2017) patients with liver disease, peripheral 

neuropathy, hypertension and neurological ‘disorders were found to have higher stage 

whereas those with Diabetes and without physical comorbidity were found to be in 

lower ‘‘stages of change’’(23). This seems to be different from the findings in our 

study, which could be due to the fact that association between individual diseases and 

‘‘stages of change’’ wasn’t checked in our study (only yes/no disease versus ‘‘stages 

of change’’). According to another study from Germany, among hospital inpatients, 

those  who had alcohol attributable disease had a higher motivation to change than those 

who had no alcohol attributable disease(68).In our study, diseases weren’t classified as 
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either alcohol attributable and alcohol non-attributable and response was only sought 

as yes/no for diseases under broad categories( Kidney disease, Respiratory disease, 

Liver disease. etc) and causality of the diseases were also not explored. Therefore, 

assessment regarding alcohol attributable fraction couldn’t be done in our study, which 

could be considered a limitation of the study. 

 

 5.12 Association of history of locus of control with AUD and ‘‘stages of change’’   

 

There is a general understanding based on previous studies that alcoholics tend to have 

a more ‘external locus of control’ compared to non-alcoholics and those patients with 

problematic alcohol drinking in the past who are currently in remission tend to shift 

their ‘locus of control’ from external to internal and this shift allows them to remain in 

remission (32, 74, 75). Likewise there are also  studies that indicate that the 

phenomenon of  relapse, will shift the focus back to ‘external locus of control’(76, 77). 

Our findings have revealed that the majority (3/4th) of patients despite being in 

residential treatment (in remission in an abstinent environment) have external locus of 

control (which is contrary to the previous findings). It could be due to the fact that 

although they were currently in residential treatment, they had not completed their 

treatment and were in the process of change (shift of locus of control). Furthermore, 

majority of them had been referred to the centers by their family (requested or 

compelled); which may explain the lack of shift of locus of control. The association 

between locus of control and ‘‘stages of change’’ was also found to be statistically 

significant on bivariate analysis where  higher percentage of those with internal locus 



 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 86 

of control were found to be in higher ‘‘stages of change’’ in comparison to those with 

external locus of control. 

.In a study conducted in Taiwan, among individuals with alcohol use disorder, those 

with severe dependence tended to have ‘external locus of control’ and were ambivalent                         

(contemplation stage) towards their drinking while those who had light dependence 

tended to have more ‘internal locus of control’ and were in the action stage. (78). 

Similarly in our study, among those with internal locus of control, 60% had alcohol 

dependence (more severe) whereas among those with external locus of control, 80% 

had alcohol dependence. This result was statistically significant on bivariate analysis, 

indicating locus of control affects the severity of alcohol use. 

 

5.13 Association of history of perceived social support with AUD and ‘‘stages of 

change’’   

 

The mean score of perceived social support (general) was 4.93. Majority of the patients 

(>50%) had high social support, whereas a small fraction (<10%) had low social 

support. Perceived social support was divided into 3 sub-scales (significant other, 

family, friends). Majority of the patients had high range of support in the subscales 

‘significant other’ and ‘family’ (with mean scores 5.01 and 5.31 respectively). Among 

the subscale ‘friends’, the mean score was 4.49 and the majority of patients had 

moderate social support from friends. Patients with low/moderate perceived social 

support were found to be at lower ‘stages of change’ in comparison to those with higher 

social support. On bivariate analysis, social support was found to be significantly 

associated with ‘‘stages of change’’ but the statistical significance couldn’t be found on 

multivariate analysis.  
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Although there is evidence that social support catered through social relationships can 

motivate patients in dealing with problematic behavior, including overcoming 

substance use(104),theories also suggest that the composition of the support group 

(size, frequency of received support) also affects the treatment outcome rather than just 

the presence or absence of social support(105).  Particularly social support provided 

from peers who use the substance themselves (or have other problematic behavior) can 

have detrimental impacts on individuals seeking to change behavior (enter remission) 

or continue with the improved behavior (sustain remission/prevent relapse) (106). In 

our study while majority of the patients revealed they had high perceived social support 

from their significant other and their respective families, majority mentioned they 

received only moderate support from friends (peers). This may indicate the possibility 

that some of the patients were part of social networks where peer pressure from friends 

who consume alcohol themselves may not have positive effects on their recovery 

process; however since this was beyond the scope of this study, it was not addressed 

further. This is an area where further research can be conducted (preferably qualitative 

research) to explore the scope of social support among patients of AUD. Studies have 

also be done on expressed emotion (EE) such as overprotection or criticism from a 

spouse (significant other) or other sources of social support may have detrimental 

effects on the recovery process and may facilitate relapse(107), patients who have such 

relationships may have perceived themselves to have high social support without 

realizing the fact that such relationships are in fact a deterrent to the recovery process, 

affecting their motivation level or ‘‘stages of change’’.  Therefore, one of the reasons 

why we couldn’t achieve significant association between perceived social support and 

‘‘stages of change’’, could be because of the complexity of the issue of social support. 
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 5.14 CONCLUSION 

This study was a cross-sectional observational study conducted among patients of 8 

drug and alcohol rehabilitation centers of Kathmandu, Nepal, patients who had 

identified alcohol as their primary substance or as a secondary substance were identified 

to be enrolled in the study, but after undergoing the screening test only 66.4% were 

found to have alcohol use disorder, after removal of incomplete questionnaire 

58.4%(225) of the original enrolled patient’s questionnaire were evaluated for 

assessment.  

Close to 75% of those who screened positive for AUD had alcohol dependence. 

Majority of the patients (55%) were in the contemplation stage, whereas only 16% were 

in the action stage, which was comparable to previous studies. Factors that influenced 

the ‘‘stages of change’’ were history of psychiatric disorder, education and marital 

status. More specifically, those who were married, did not have history of psychiatric 

disorders and were married were likely to be at higher’ ‘stages of change’’ and thus 

more motivated to change their behavior. 

 

5.15 Recommendations 

 

Recommendations for future research 

1) Future research involving social support mechanism, coping strategies and 

personality traits among patients of AUD, especially qualitative studies. 

2) A case control or cohort study design that is community based and conducted 

in a larger population will help understand the issues to a greater extent. 
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3) Studies should be conducted examining the effectiveness of interventions at 

rehabilitation centers as well as the patient empowerment programs being run 

there. 

Recommendations for policy makers 

1) Policy and strategies drafted in 2009 should be implemented as soon as 

possible 

2) Alcohol related national policies should be strengthened (e.g. Minimum 

legal age for drinking; legally permitted Blood Alcohol Concentration for 

driving; written national polices about sale and advertisement of alcoholic 

beverages etc.) 

3) Public health policy should allocate adequate budget for alcohol related 

disorders and its control measures. 

4) Nationwide health promotion strategies such as campaigns, posters, 

pamphlets, advertisements making people aware about the harmful effects 

of alcohol abuse and ways in which people can prevent/ remit from these. 

5) Provision of rehabilitation care at government institutions at a low price. 

6) Health promotion campaigns to screen people at risk for developing AUD, 

and provision of proper counselling and other interventions. 

7) Social support groups for patients with AUD. This can include group 

sessions like Alcoholic Anonymous. This will help to increase social 

support among those affected. 

8) Proper monitoring and evaluation of formulated policies and to redirect 

efforts and resources 
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Recommendations for clinical practice 

1) Detailed counselling for patients diagnosed at stages of less severe AUD, 

like harmful use of alcohol abuse. 

2) Treatment of cases of AUD should be individualized and tailored to the 

individual’s unique medical, psychiatric, cultural, and social situation; 

since it has been shown that these factors can play a role in the ‘stages of 

change’ among these patients. 

3) Government and Private hospitals should include education programs 

regarding alcohol misuse and conduct skills training that helps them cope with 

their situation and improve various aspects of their life. 
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APPENDIX A  

  

Information Sheet and Letter of Consent (English)         

 INFORMATION SHEET                                                                

Date…………./Month……..……/Year………….  

Title of the research project: FACTORS INFLUENCING ‘STAGE OF CHANGE’ IN 

INDIVIDUALS WITH ALCOHOL USE DISORDER IN REHABILITATION CENTERS OF 

KATHMANDU, NEPAL.  

Name of the principal researcher:  Dr. Pranab Dahal    

Contact address: Gyaneshwor, Kathmandu, Nepal  

Telephone number: 9818643589  

  

I am currently a M.P.H student at Chulalongkorn University, Thailand. I am 

conducting this study as part of my thesis, it is an observational study about alcohol 

drinking habits and a behavior change process called ‘Stage of Change’ in 

Kathmandu, Nepal. I will be conducting this study in 8 drug and alcohol rehabilitation 

centers of Nepal, a part of results obtained from the study will be published in 

scientific papers and presented in health conferences. Please enquire with the 

researcher if you have any further queries.  

  

  

CONSENT FORM   

  

Research participant ID/Number……………………………...  

 I, the signatory of this letter, wish to consent to take part in this research project.  

  

 I have been notified of the details of the research rationale and the research 

objectives, details of how I will be participating in the study, as well as the benefits 

to be obtained from this research. I have thoroughly read the details in the 

document providing information for the research participants and have received 

explanations from the researcher so that I am able clearly to understand the 

information.  
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 I therefore apply to take part in this research project, as specified in the document 

providing information for research participants. Concerning this, I consent to 

participate in the study and answer the questions present in the questionnaire of the 

research study.   

 It has been explained to me that I have the right to withdraw from the research at 

any time during the research without having to state the reason.  This withdrawal 

will in no way negatively affect me.   

  I have been assured and confirm that the researcher will treat me in accordance 

with what is specified in the document providing information for the research 

participants and any information about me will be treated by the researcher as 

confidential. The research will be presented as a whole picture only. No information 

in the report will lead to identifying me as an individual, except when I consent to it 

so doing.  

 If I am not treated according to what is specified in the document providing 

information for the research participants, I have the right to file a complaint to the 

Research Ethics Review Committee.   

 I have signed my name hereto in the presence of a witness.  I have also received a 

copy of the document providing information for the research participants and a copy 

of the letter of consent.  

(Signature)…………………………………….         (Signature)………………………………………….…  

       (…………………………..……….)                                  (…………………………………………..)  

           Principal researcher                                 Research participant  

                           

(Signature)………………………………………….…                              

                  (…………………………………………..)  

                                                                                                                        Witness   
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     Information Sheet and Letter of Consent (Nepali) 

 अनसुन्धानमा भाग लिने सहमति पत्र  

                                                                       

सहभागी कोड नम्बर………………………………….           ठेगाना 
………………………………………………………                                             
लमति.............................................. ि , यो पत्रको हसि्  ाक्षरकरककाा, यस अनसु 
न्धातना भाग लमन सहहि  गना चाहन्छु. अनुसन्धान पररयोजनाको शीर ्ाक: FACTORS 

INFLUENCING ‘STAGE OF CHANGE’ IN  

INDIVIDUALS  

WITH ALCOHOL USE DISORDER IN REHABILITATION CENTERS OF KATHMANDU,  

NEPAL  (काहठाडौँका पुनर ्ा ास केन्रहरूि  ा 'ि हिरा प्रयोग वकाार' भएका 
व्यितिहरुि  ा 'परररि्  ानको चरण' ि  ाइ असर गन  े कारकहरू).  

प्रप्रख ुअनसु न्धानककाका  ो नाि :  डा. प्रणर ्ि  ाहाि  अनसु न्धानककााको ठेगाना: 
ज्ञानेश्र ्ोर, काहठाडौँ, नेपाि   

टेलमफोन नम्बर: ९८१८६४३५८९  

 ि ि  ाई अनुसन्धानका उद्िेश्यहरू  अनुसन्धानको कारण, ि  अध्ययतना कसरी भाग 
लमने छु भन्ने वर्ाणहरूका साथ ैयस अनुसन्धानबाट प्रापि्  हुने फािइाहरूबारे पिन 
सूचचच गररएको छ। ि  ैि  े अनुसन्धातना भाग लमने सहभागीहरूि  ाई जानकारी 
प्रप्रान गने कागजाि ि  ा भएका वर्ाणहरू राम्ररी पढेको छु। ि  ैि  े 
अनुसन्धानककााबाट जानकारी र स्पष्टीकरण पिन प्राप्रप ्गरेको छु र स्पष्टसँग 
जानकारी बझ ्ु न सक्षरकक छ।  

ि  अध्ययतना भाग लमन र अनुसन्धान अध्ययनको प्रश्नारि्  ीि  ा उपितस्थ 
प्रश्नहरूको उिि् र हिन सहहि  गछुा।   

ि ि  ाई व्याख्या गररएको छ कक कुनै पिन लसतया, कारण बबाए बबना 
अनुसन्धानबाट बािहर िनतस्कने अचधकार ि ि  ाई छ। यलस ेकुन  ै पिन िहसाबबा 
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ि ि  ाई नकारािि् क असर पन   े छैन।   ि ि  ाई यो आश्र ्ासन हिइएको छ कक 
अन्र ्ेककिे  ि संग  सूचना कागजाि ि  ा उिि्  ेखखख अनुसार व्यहाार गनेछन  र 
ि  ेरो बारेि  ा सबै जानकारी अन्र ्ेककिे  गोप्य राखने छन.  ् साथ,ै अनुसन्धानको 
ररपोटा ि  ात्र सम्पणू  ा ि स्र ्ीरको रूप्रपा प्रसि् ि  ु गररनेछ र ररपोटाि  ा 
उिि्  ेख हुन  े कुन ैपिन जानकारीि  े ि ि  ाई व्यितिचग रूप्रपा पिहचान गना 
सककने छैन.  यहि ि संग कागजाि ि  ा ि  ोककए बबोितज व्यहाार गररएन भने 
ि ि  ाई अनुसन्धान नैतिक लसीक्षरका  

सलमतिि  ा (Research Ethics Review Committee) गनु  ासो गन  े अचधकार छ।  

 ि  ैि  े ि  ेरो नाि ि  ा साक्षरकीको उपतस्थतिि  ा हसि्  ाक्षरकर गरेको छु। 
ि  ैि  े अनुसन्धातना सहभागीि  ाई जानकारी प्रप्रान गन  े कागजाि को प्रतिलमवप र 
सहहति पत्रको एक प्रतिलमवप पिन प्रापि्  गरेको छु।  

         

(हसि्  ाक्षरकर)…………………………………….                                 

(हसि्  ाक्षरकर)………………………………………….…  

       (…………………………..……….)                                           

(…………………………………………..)  

           प्रप्रख ुअनसु न्धानककाा                                              सहभागी     

                                                                                                

(हसि्  ाक्षरकर)………………………………………….…                              

                  (…………………………………………..)  

                                                                                                                        साक्षरकी  
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                                                          APPENDIX B  

                                                QUESTIONNAIRE (ENGLISH)  

Participant Code Number:………………………………..  

Date:……………………………………..   

                                   AUDIT ( screening tool for AUD)     

   

Be sure to select the one you actually believe to be more true rather than the one 

you would like to be true. This is a measure of personal belief and there are no right 

or wrong answers.   

    

                        Please tick the answer that is correct for you    

How often do you have a drink containing alcohol?    

 □    Never   

 □   Monthly or less   

□     2−4 times a month   

□   2−3 times a week   

□   4 or more times a week   

   

How many standard drinks containing alcohol do you have on a typical day when drinking?    

□    1 or 2   

□   3 or 4   

□   5 or 6   

□   7 to 9   

□   10 or more   
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  S.N  Brands  Unit  Quantity  Available  
Peg  

Unit in 
Peg  

1   Sealed Peg (Hard drinks)  1 Sjf6/  180 ML  6 Peg  30 
ML=1  
Peg  

2   Beer  1 
Bottle  

750 ML  3 Peg  250 
ML= 1  
Peg  

3   Jhad/Chyang/Nighar/Tongba  1 
Mana  
  

500 ML  2.5 Peg  200 
ML= 1  
Peg  

4   Local( home brewed)-Rakshi  1 
small 
tea 
glass  

120 ML  2 Peg  60 
ML= 1  
Peg  

  

How often do you have six or more drinks on one occasion?    

□      Never   

□      Less than monthly   

□      Monthly   

□      Weekly   

□      Daily or almost daily   
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4.During the past year, how often have you found that you were not able to stop drinking 

once you had started?    

      Never    

      Less than monthly    

      Monthly    

     Weekly    

   Daily or almost daily    

   

5.During the past year, how often have you failed to do what was normally 

expected of you because of drinking?    

 

 

Never    

Less than monthly    

Monthly    

Weekly    

Daily or almost daily   

    
6.During the past year, how often have you needed a drink in the morning to get yourself 

going after a heavy drinking session?    
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             Never    

  Less than monthly    

  Monthly    

  Weekly    

  Daily or almost daily    

   

7. During the past year, how often have you had a feeling of guilt or remorse 

after drinking?    

Never    

Less than monthly    

Monthly    

Weekly    

Daily or almost daily   

   

8. During the past year, have you been unable to remember what happened the night before 

because you had been drinking?    

Never    

Less than monthly    

Monthly    

Weekly    

 

            Daily or almost daily   

 

9. Have you or someone else been injured as a result of your drinking?    

                  No    

   Yes, but not in the past year       
 

  Yes, during the past year    
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10.Has a relative or friend, doctor or other health worker been concerned about your 

drinking or suggested you cut down?    

  No    

  Yes, but not in the past year       
  Yes, during the past year    

   

   

   

Scoring the audit    

“Scores for each question range from 0 to 4, with the first response for each question (eg 

never) scoring 0, the second (eg less than monthly) scoring 1, the third (eg monthly) scoring 

2, the fourth (eg weekly) scoring 3, and the last response (eg. daily or almost daily) scoring 4. 

For questions 9 and 10, which only have three responses, the scoring is 0, 2 and 4 (from left 

to right). “ 

“A score of 8 or more is associated with harmful or hazardous drinking, a score of 13 or more 

in women, and 15 or more in men, is likely to indicate alcohol dependence.” 

    

“Saunders JB, Aasland OG, Babor TF et al. Development of the alcohol use disorders 

identification test (AUDIT): WHO collaborative project on early detection of persons with 

harmful alcohol consumption — II. Addiction 1993, 88: 791–803.”   

                                               

                                        PART 1: Socio-Demographic and clinical Profile   

Age :……………………………………………………………   

Sex: □ 1.Male                                           □ 2.Female   

   

Marital Status: □1.Single       □2.Married              □3. Divorced                                              □  4. 

Widowed   

Ethnic group:   

□ 1.Brahmin            □ 2. Kshatriya          □  3. Newar   □  4.Gurung  □ 5. Rai            □ 6. Magar                

□  7. Limbu   □  8. Madhesi □ 9.Tamang                        □ 10.Others…………….   

   

Education:   
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□1. Illiterate (cannot read and write)              □ 2.Can read and write      

□3. primary school (grade 1- 4)                        □4.  middle school (grade 5-8)           □ 

5.secondary school(grade 9 and 10 )           □6. high school(grade 11 and 12)       

□ 7. Bachelors                                                     □8. masters and above.   

□9. others ( including vocational schools)   

Occupation:   

□   1.Business                   □ 2. Farmer            □ 3.Labor                   

     □    4.Government Service    □  5. Unemployed           □ 6.Student              □    7. Others                      

   

Income/month(NPR):   

   □ 1. <10,000             □ 2. 10,000-20,000         □3. 20,000-40,000                  □ 4.  >40,000   

   

Have you ever been diagnosed with any one or more of the following    psychiatric disorders 

?   

         □ 1 Depression               □ 2. Anxiety                    □3. Bipolar Disorder   

         □ 4.  Schizophrenia       □  5. Personality Disorder    

               □ 6. Others (specify)…………….        

  

Have you ever been diagnosed with any one or more of the following physical   illnesses?    

 □ 1. Hypertension             □ 2 Diabetes                 □3 Liver Diseases    

□ 4   Kidney Disease          □  5. Respiratory Diseases.            

 □ 6. Others (specify)…………….        

   

     

   

  

  

PART 2:  Alcohol Use Characteristics.   

Age of initiation of alcohol use: ………………………………(years)              
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Number of previous abstinence attempts: …………………………     

   

Number of previous admissions at rehabilitation centers/ hospitals for alcohol use: 

………………………..   

       

                                          PART 3: Mode of referral    

 13.   Mode of referral   

□   1.  Self                                 

□   2.  Family or friends (request or pressure)                                                                         

□   3.  Clinician referral/health promotion campaigns   

□   4.  Requirement by law for misbehavior/crime       

□   5.  Others (specify)…………………….   

   

                     

   

  

  

  

  

PART 4: DRINKING RELATED INTERNAL EXTERNAL CONTROL ( DRIE)   

Be sure to select the one you actually believe to be more true rather than the one 

you would like to be true. This is a measure of personal belief and there are no right 

or wrong answers.   

   

   

1.   One of the major reasons why people drink is because they cannot handle their 
problems.   
People drink because circumstances force them to.   

2.   The idea that men or women are driven to drink by their spouses is nonsense.   
Most people do not realize that drinking problems are influenced by accidental 
happenings.  
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3.   
I feel so helpless in some situations that I need a drink.   
Abstinence is just a matter of deciding that I no longer want to drink.   

4.   
I have the strength to withstand pressures at work.   
Trouble at work or home drives me to drink.   

5.   Without the right breaks one cannot stay sober.   
Alcoholics who are not successful in curbing their drinking often have not taken 
advantage of help that is available.   

6.   
There is no such thing as an irresistible temptation to drink.   
Many times there are circumstances that force you to drink.   

7.   
I get so upset over small arguments, that they cause me to drink.   
I can usually handle arguments without taking a drink.   

8.   Successfully licking alcoholism is a matter of hard work, luck has little to do with 
it.   
Staying sober depends mainly on things going right for you.   

9.   When I see a bottle, I cannot resist taking a drink.   
It is no more difficult for me to resist drinking when I am near a bottle than 
when I am not.   

10.   
The average person has an influence on whether he drinks or not.   
Oftentimes, other people drive one to drink.   

11.   When I am at a party where others are drinking, I can avoid taking a drink.   
It is impossible for me to resist drinking if I am at a party where others are 
drinking.   

12.   Those who are successful in quitting drinking are the ones who are just plain lucky.   
Quitting drinking depends upon lots of effort and hard work (luck has little or nothing to 
do with it).   

13.   ❑ I feel powerless to prevent myself from drinking when I am anxious or unhappy.  ❑ If 
I really wanted to, I could stop drinking.   

14.   ❑ It is easy for me to have a good time when I am sober.  ❑ I cannot feel good unless I 

am drinking.   
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15.   As far as drinking is concerned, most of us are victims of forces we can neither 
understand nor control.   
By taking an active part in our treatment programs, we can control our drinking.   

16.   I have control over my drinking behavior.   
I feel completely helpless when it comes to resisting a drink.   

17.   ❑ If people want to badly enough, they can change their drinking behavior.  ❑ It is 

impossible for some people to ever stop drinking.   

18.   With enough effort we can lick our drinking.   
It is difficult for alcoholics to have much control over their drinking.   

19.   ❑ If someone offers me a drink, I cannot refuse him.  ❑ I have the strength to refuse a 

drink.   

20.   Sometimes I cannot understand how people can control their drinking.   
There is a direct connection between how hard people try and how successful they are in 
stopping their drinking.   

21.   I can overcome my urge to drink.   
Once I start to drink I can’t stop.   

22.   Drink isn’t necessary in order to solve my problems.   
I just cannot handle my problems unless I take a drink first.   

23.   ❑ Most of the time I can’t understand why I continue drinking. ❑ In the long run, I am 

responsible for my drinking problems.   

24.   If I make up my mind, I can stop drinking.   
I have no will power when it comes to drinking.   

25.   Drinking is my favorite form of entertainment.   
It wouldn’t bother me if I could never have another drink.   
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Part 5: Multidimensional scale of perceived social support (MSPSS)   

   Very   
Strongly   
Disagree   

Strongly 
Disagree   

Mildly 
Disagree   

Neutral   Mildly Agree   Stron 
gly   
Agre e   

Very Strongly 
Agree   

  1) There is a special person who                        

     is  around when I am in need.   
   

1   2   3   4   5   6   7   

  2) There is a special person with    
whom I can share joys and   
sorrows.   

   
1   

  2      
3   

   
4   

   
5   

   
6   

   
7   

  3) My family really tries to help 
me.   

1   2   3   4   5   6   7   

 4)  I get the emotional help &                          

      support I need from my 
family.   
   

1   2   3   4   5   6   7   

  5)  I have a special person who is                        

     a real source of comfort to me.   
   

1   2   3   4   5   6   7   

   6) My friends really try to help 
me.   
   

1   2   3   4   5   6   7   

   7) I can count on my friends 
when      

                     

things go wrong.   1   2   
   

3   4   5   6   7   

  8)  I can talk about my problems 
with   
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my family.    1   2   3   4   5   6   7   

  9)  I have friends with whom I 
can      share my joys and sorrows.   

   

1   

  2   
   

   

3   

   

4   

   

5   

   
6   

   
7   

  10) There is a special person 
with    whom I can share joys and 
sorrows.   

   

1   

  2      

3   

   

4   

   

5   

   
6   

   
7   

   11)  My family is willing to help 
me     make decisions.   

   1     2      3      4      5      
6   

   
7   

12) I can talk about my problems 
with my friends.   

 
1 

  
2 

 
3 

  
4 

  
5 

  
6 

   
7   

   

 Scale Reference:    

Zimet GD, Dahlem NW, Zimet SG, Farley GK. The Multidimensional Scale of 

Perceived Social Support.    

Journal of Personality Assessment 1988; 52:30-41.   

     

Total Scale: Sum across all 12 items, then divide by 12.    

Mean scale score ranging from 1 to 2.9 could be considered low support; a score of 3 to 5 

could be considered moderate support; a score from 5.1 to 7 could be considered high 

support.    

      

  

  

  

 

PART 6: University of Rhode Island Change Assessment Scale 

(URICA)   
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   Strongly   
   Disagree   

   
Disagree   

   
Undecided   

   
Agree   

   
Strongly 
Agree   

1) I’m not the problem one. It doesn’t 
make much sense for me to consider 
changing.   

1   2   3   4   5   

2) I am finally doing some work on my 
problem.   

1   2   3   4   5   

3) I’ve been thinking that I might want to 
change something about myself.   

1   2   3   4   5   

4) At times my problem is difficult, but I’m 
working on it.   

1   2   3   4   5   

5) Trying to change is pretty much a waste 
of time for me because the problem 
doesn’t have to do with me.   

1   2   3   4   5   

6) I’m hoping that I will be able to 
understand myself better.   

1   2   3   4   5   

7) I guess I have faults, but there’s nothing 
that I really need to change.   

1   2   3   4   5   

8) I am really working hard to change.   1   2   3   4   5   

9) I have a problem and I really think I 
should work on it.   

1   2   3   4   5   

10) I’m not following through with what I 
had already changed as well as I had 
hoped, and I want to prevent a relapse of 
the problem.   

1   2   3   4   5   

11) Even though I’m not always successful 
in changing, I am at least working on my 
problem.   
   

1   2   3   4   5   

   Strongly 
Disagree   

Disagree   Undecided   Agree   Strongly   
Agree   
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12) I thought once I had resolved the 
problem I would be free of it, but 
sometimes I still find myself struggling 
with it.   

1   2   3   4   5   

13) I wish I had more ideas on how to 
solve my problem.   

1   2   3   4   5   

14) Maybe someone or something will be 
able to help me.   

1   2   3   4   5   

15) I may need a boost right now to help 
me maintain the changes I’ve already 
made.   

1   2   3   4   5   

16) I may be part of the problem, but I 
don’t really think I am.   

1   2   3   4   5   

17) I hope that someone will have some 
good advice for me.   

1   2   3   4   5   

18) Anyone can talk about changing; I’m 
actually doing something about it.   

1   2   3   4   5   

19) All this talk about psychology is boring. 
Why can’t people just forget about their 
problems?   

1   2   3   4   5   

20) I’m struggling to prevent myself from 
having a relapse of my problem.   

1   2   3   4   5   

21) It is frustrating, but I feel I might be 
having a recurrence of a problem I 
thought I had resolved.   

1   2   3   4   5   

22) I have worries but so does the next 
guy. Why spend time thinking about 
them?   

1   2   3   4   5   

23) I am actively working on my problem.   1   2   3   4   5   

24) After all I had done to try and change 
my problem, every now and then it comes 
back to haunt me.   

1   2   3   4   5   
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       For the general population, the following cut-off scores may be appropriate:   

(https://habitslab.umbc.edu/urica-readiness-score/.   

or lower classified as People in Pre-contemplation   

8-11 classified as People in Contemplation   

11-14 classified as People in Action   

   

   

QUESTIONNAIRE (NEPALI)   

  

  

AUDIT [Alcohol Use Disability Identification Test]  

uPsf] ! aif{df tkfO{Fn] /S;LhGo kbfy{ s] slt lkpg'ePsf] lyof] eGg] af/]df s]lx 

s'/fsfgL u/f}+   

https://habitslab.umbc.edu/urica-readiness-score/
https://habitslab.umbc.edu/urica-readiness-score/
https://habitslab.umbc.edu/urica-readiness-score/
https://habitslab.umbc.edu/urica-readiness-score/
https://habitslab.umbc.edu/urica-readiness-score/
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tkfO{ /S;LhGo k]o kbfy{ slQsf] lkpg' x'G5 < -h:t}M hfF8, /S;L, ljo/, ef]8\sf, 

tf]Ëjf cflb_  

  slxNo} lkpFlbg=================================================   k|Zg g+= (÷!) df 

hfg'xf];\ .  

 dlxgfdf ! k6s jf Tof] eGbf sd=======================  dlxgddf @–$ k6s 

========================================   xKtfdf  @–# k6s============================================  

xKtfdf $ k6s jf Tof] eGbf al9========================  

 tkfO{ k|foMh;f] s] lkpg' x'G5 < -h:t}M hf8F, /S;L, ljo/, ef]8\sf, tf]Ëjf, 5\ofË 

cflb_  

tkfO{n] ;fwf/0ftof===================-k|foMh;f] lkpg] /S;LhGo kbfy{_ lkpFbf Ps lbgdf 

slt dfqfdf lkpg' x'G5 < -/S;LhGo k]o kbfy{sf] dfqfnfO{ Kofudf abn]/ n]Vg'xf];\_  

  ! b]lv @ Kofu =====================================================  

  # b]lv $ Kofu =====================================================  

  % b]lv ^ Kofu =====================================================  

  & b]lv (Kofu ======================================================  

 !) eGbf w]/} Kofu =================================================  

-pQ/bftfn] eg]sf] OsfO{nfO{ Kofudf abNgsf] nflu tnsf] 6]an x]g{'xf];\ ._  

 

S.N  
Brands  Unit  Quantity  Available  

Peg  
Unit 
in  
Peg  

1  Sealed Peg 
(Hard drinks)  

1  
Sjf6/  

180 ML  6 Peg  30  
ML=1  
Peg  

2  lao/  1 
af]Qn  

750 ML  3 Peg  250  
ML=  
1 Peg  
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3  hfF8÷5ofË÷lg3f/÷\

 tf]Ëjf  
1 
dfgf  

500 ML  2.5 Peg  200  
ML=  
1 Peg  

4  nf]sn /S;L  1  
;fgf] 

lrof 

lunfF;  

120 ML  2 Peg  60  
ML=  
1 Peg  

  

  

  

tkfO{F Ps k6sdf @=% dfgf eGbf a9L hfF8 jf # lu+nf; eGbf a9L /S;L jf @ 

af]tneGbf a9L lao/ jf Ps Sjf6/ (a small bottle) eGbf a9L ef]8\sf÷/d -

cflb_ slQsf] lkpg' x'G5 <  

  slxNo} klg lkpFlbg============================================================  

  dlxgfdf ! k6s eGbf sd -dlxg} lkR5]= eGbf sd_ lkpF5'=========   

 dlxg} lkR5]= lkpF5'==============================================================    xKt} 

lkR5] lkpF5'=================================================================  

  ;w}F jf k|foMh;f] lkpF5' =======================================================   

बितेको वर्मषा, तपाईले एक पटक िपउन शरूु  गरेपछी,  cfFkm'लाई रोक्न ैनसिक्कने गरी 

िपएराख्न ेअवस्था। छोड्न uf¥xf ePsf अवस्था कती पटक आयो  होला ?  

        slxNo} klg uf¥xf] ePg========================================================      dlxgfdf ! 

k6s eGbf sd -dlxg} lkR5]= eGbf sd_ ufx|f] eof]====  

  dlxg} lkR5] ufx|f] eof] =========================================================   xKt} 

lkR5]= ufx|f] eof] ==========================================================   ;Fw} jf k|fo ufx|f] 

eof]===========================================================   

uPsf] Ps jif{df tkfO{Fn] /S;LhGo kbfy{ lkPsf] sf/0fn] ;fwf/0ftof cfFkm'n] ug{ sfd 

slQsf] k'/f ug{ ;Sg' ePg <  

  ;w} jf k|fo k'/f ug{ ;s]===========================================================  

  dlxgfdf ! k6s eGbf sd -dlxg} lkR5]= eGbf sd_ k'/f ug{ ;lsg===   
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     dlxg} lkR5] k'/f ug{ ;lsg========================================================       xKt} 

lkR5]= k'/f ug{ ;lsg ========================================================      slxNo} k'/f ug{ 

;lsg -;w} k'/f ug{ g;s]sf_  ============================    

    

uPsf] Ps jif{df tkfO{n] cl3Nnf] /ft w]/} /S;LhGo kbfy{ lkpg' ePsf] sf/0fn] ef]nL 

kN6 laxfg} lkpg} kg]{ slQsf] ePsf lyof] <  slxNo}  kgL  ePsf lyPg 

====================================================  

  dlxgfdf ! k6s eGbf sd -dlxg} lkR5] eGbf sd_ ePsf] lyof]====    

  dlxg} lkR5] ePsf] lyof]=========================================================   xKt} 

lkR5] ePsf] lyof]===========================================================  

        ;w} jf k|fo ePsf] lyof]=========================================================  

  

  

uPsf] Ps jif{df tkfO{n] /S;LhGo kbfy{ lkpg' ePsf] sf/0fn] ubf{ cfk}+mnfO{ slQsf] 

bf]lif kZrftfk_ 7fGg' eof] < -h:t}M a]sf/df /S;L lkP5' eGg]_  

  slxNo} kgL bf]lif 7fgLg======================================================  

  dlxgfdf ! k6s eGbf sd -dlxg} lkR5]=eGbf sd_ bf]lif 7fg]=====  

  dlxg} lkR5] bf]lif 7fg] ========================================================   xKt} lkR5] 

bf]lif 7fg] ==========================================================   ;w} jf k|fo bf]lif 7fg] 

========================================================  

  

uPsf] Ps jif{df tkfO{n] /S;LhGo kbfy{ lkPsf] sf/0fn] ubf{ cl3Nnf] /ftdf  ePsf 

s'/fx? ;Demg slQsf] ufx|f] eof] <   

  slxNo}] klg ufx|f] ePg=========================================================  

 dlxgfdf ! k6s eGbf sd -dlxg} lkR5]= eGbf sd_ ufx|f] eof]====  

  dlxg} lkR5] ufx|f] eof] ========================================================   xKt} lkR5] 

ufx|f] eof] ==========================================================   ;w} jf k|fo ufx|f] 

eof]=========================================================  
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tkfO{n] /S;LhGo kbfy{ lkpg' ePsf] sf/0f tkfO{ jf cGo s;}nfO{ rf]6k6s nfu]sf] 

jf 3fO{t] x'g'ePsf] lyof] <  

  lyPg================================================================================ lyof], t/ 

uPsf] jif{df xf]O{g=================================================  

  lyof], xfn} uPsf] jif{ -olx jif{ leq_=======================================  

  

tkfO{Fsf] gft]bf/, ;fyL, 8fS6/ jf c? :jf:Yo sfo{stf{x?n] tkfO{Fsf] /S;L lkpg] 

afgLdf rf;f] lbP/ glkpgsf] nfuL ;Nnfx lbg' ePsf] lyof] <  

  lyPg================================================================================ lyof], t/ 

uPsf] jif{df xf]O{g=================================================  

  lyof], xfn} uPsf] jif{ -olx jif{ leq_=======================================   

  

  

  

  

                              प्रश्नाप्रवी         

सहभागी कोड नम्बर……………….                                लमति ……………………  

 भाग  I :               सामािजक – ि नसाांजतयकीि  र जलििनकक प्रोफािइ  

 कृप्रपा  खालि □ मा (√) चचन्ह  ि गाउनहु  ोस   ्वा  खाि  ी  स्थानमा  वासि् ववक  पाठ  थप्नहु 
 ोस   ्

  

१।    उमेर   ……………………………………………बर ्ा  

  

२।     लिङ्ग          □   १।   परु  ुर ्              □ २। ि िहहा    

   

३।   ववाैहहक जस्थति    □   १।   अवर्ा ािहह                         □  २। बबबािहह      ्   
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                    □ ३। सम्बन्धवर्च्छिेि                       □  ४।   वधार ्ा / वधारु  

४। ि तिि  समहु      □   १। ब्रितमन          □   २।क्षरकबत्रय             □ ३।   
नेर ्ार             

                   □  ४। गरु ु ङ                           □   ५। राइ                                 □   ६।   
ि गर             

                                          □   ७।   लमम्ब                            ु□   ८। ि धेसी                       □      

९।   ि ि  ाङ   

                                           □  १०।   अन्य ………………   

५।  लिक्षा      

      □ १। अमशक्षक्षरकक (ि  खे पढ् गना नजान्ने)        □ २। साधारण पढ्न र 
ि  खे्न ि  ात्र जान्न े  

     □ ३। प्राथलमक बबद्याि य (कक्षरका १-४)          □ ४। िनम्न ि ध्यलमक 
बबद्याि य(कक्षरका ५-८)  

     □ ५। ि  ाध्यलमक वद्ायाि य (कक्षरका ९- १०)          □ ६। उर्च्च ि  ाध्यलमक 

वद्ायाि य (कक्षरका११- १२ )  

     □ ७। स्नाि क (Bachelors)                            □ ८। 
स्नाि कोिि् र(masters)       

     □ ९।अन्य (व्यासााियक मशक्षरका सिहह)……………  

६। पेि  ा    □  १।  व्यापार              □ २।  खेि  ी                             □ ३। चश्र  

              □  ४। सरकारी सेर ्ा      □  ५। बेरोजगार (यहि चग १ बरि्  ा ेखख रोजगारी 
नभिएा)  

              □  ६।  वद्ायाथी             □   ७। अन्य  ……………………  

७। प्रति महहना िआ (नेपाि  ी रुप्रपाैमा)     
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१।   □ <१0,000                         २।   □ १0,000 - २0,000        

३।   □ २0,000- ४0,000                  ४।   □ > ४0,000   

८.िनन्म उिि्  ेखखख  रोगहरु मद्धे के ि पािइाई चचककत्सक द्वारा कुन ैरोग ि  ागेको 
भिन पहहहान भएको छ?  

 असााि   ( डडप्रेशन )        

 चचनि्  ा बबकार  (एञ्जयिट डडसोडरे )  

 उनि् िि्  असााद्पनु  ाब्यथा (बाइपोि र डडसोडरे )  

 ि नोभाजन (तस्कजोफे्रिनया)  

 पसोनालमटी डडसोडरे  

 अन्य (उिि्  ेख गनहुा  ोस ).......................   

९.िनन्म उिि्  ेखखख  रोगहरु मद्धे के ि पािइाई चचककत्सक द्वारा कुन ैरोग ि  ागेको 
भिन पहहहान भएको छ?  

  

 उर्च्च रतिचाप (हाइ बि् ड प्रेशर )  

 ि चध ु ेह (डायबबिटज )  

  

 ककेजो सम्बतन्ध लसस्या   

 लमगौि  ा सम्बतन्ध लसस्या  

 स्र ्ास प्रस्र ्ालसा  लसस्या  

 अन्य (उिि्  ेख गनहुा  ोस ).......................  
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भाग  II  :             रिसीको प्रप्रोग सम्बजिन्ध प्रश्नाप्रवी कृपया  खालमि  ा (√) चचन्ह  

ि गाउनहु  ोस   ्र ्ा  खाि  ी  स्थातना  र ्ासि् वका   पाठ  थप्नहु  ोस  ् 

  

१0। महहरा प्रप्रोगको आरम्भको उमेर (साना घांट हरू र कहहहेकााँही रिसीको ि  ायने 
बाहेक, राम्रै साँग खान थाि  ेको) …………………………………………………………….. बर ्ा  

११। ववचगमा कति पटक ि पािईे १ महहना भनि्  ा बढी सलम को ि  ाचग रिसी 
वपउन  ु भएन …………………………….………………………….  

१२ ।  बबचगमा कति पटक ि पाई रजिस वपउने समसि्  ाका काराण अिस्पाि  
अथवा पनु वासा केन्र (सध ु ार गहृ ) मा भनाा हुन  ु भएको छ? 
………………………………………………………………  
  

१३. के ि पाईं रिसी बाहेक िनम्न कुन  ै पिन प्रपाथा प्रप्रोग गनहुा  ुन्छ?  

 चरु  ोट  

 गाँजा   

 सपु  ाडी   

 खनैी / लसु  ी   

 अन्य (उिि्  ेख गनहुा  ोस )………………………………..  

भाग  III  :              िसफररस को बबबी / प्रकृि  ा    

       कृपया  खालम □ बिसाि  ा  (√) चचन्ह  ि गाउनहु  ोस  .्   

१. ि पाई यस केतन्रा कसरी पग ्ु नभ ुयो? (मसफररस को बबबी / प्रकृया )  

  १। आँफै                           
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  २। पररर ्ार र ्ा साथी (को अनरु  ोध र ्ा  ि बाब)  

  ३। डािटर / स्र ्ास ््य वकाास अमभयानको सिि्  ाह      

  ४। अपराध र ्ा गरै काननू  ी व्यहाार  

  ५। अन्य (उिि्  ेख गनहुा  ोस )………………………………..  

  

भाग  IV  :              Drinking Related Internal – External Locus of Control              

कृपया  खालम □ बिसाि  ा  (√) चचन्ह  ि गाउनहु  ोस  .्   

1.  

 □  र्ािनसहरुले  रक्सी िपउनक  ुो र्ख्ु   य कारण आफ्नो सर्स्या हरु सँग 

जझ्ु   न नसक्न  ु हो   

    

 □ र्ािनसहरु आफ्नो पररिस्थितको कारणले गर्ु ाष  रक्सी िपउन वाध्य हन्ु   

छन  

      

2.  

 □ परुु  र ्वा र्िहला हरु आ-आफ्नो श्रीर्ान ु् र श्रीर्ती   को करणले गर्ु ाष 

रक्सी िपउछन भन्न  ु बुुेक्कारको क  रा हो    

  

 □ धेरै र्ान्छेलाई थाहा नहन  सक्छ र्ािनस आफू सँग घटेको घट्नाको करणल े

रक्सी िपउन पग्ु   छ   
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3.  

  □ केही पररिस्थतीहरुर्ा र् आफू लाई यित कम्जोर र्हसस  गछ ष िक, र्लाई 

रक्सी िपउनै पने बुुाध्यता हन्ु   छ   

  

 □  रक्सी निपउन को लािग ' “र् आज  खेेी िपउिनम” भनेर अठोट गन ष  नै 

काफी छ  

    

4.   □  आफ्नो कायषस्थल को तनाबु  सहन सक्ने क्षर्ता र् सँग छ  

         

 □  घर वा  कायषस्थलर्ा आइपने तनावको करणले र्लाई रक्सी िपउन वाध्य 

बुनाउछ        

5.  

 □ सिह पररिस्थित नआएको खण्डर्ा र्िनर ्रक्सी नापीइकन बुस्न सक्र्नै   

 □ रक्सी छोड्न नसक्नक  ुो एउटा कारण, यस क्षेत्रसँग सर्ब्ुिधत िनकाय एवं 

बिज्ञहरुको सहायता निलन  ु हो  

6.  

  □ रक्सी नािपियकन बुस्न सक््रुै नसक्न ेभन्ने खालको क  न ुै पिन त्यस्तो 

पररिस्थित अथवा क  नै िकिसर् को पेय पद्दाथष हर्ु   नै   

  □ धेरै जस्तो पररिस्थित नै हो जस्ल ेर्ािनसलाई रक्सी िपउन बुुाध्य पाछष  

7.  

□   सा-साना बिबुुाहमरुले र्लाई यित उर्ु ािसन बुनाउछन िक त्यिह रे्रो 

रिक्स िपउन ेकारक बुन्छ   

□   र् रिक्स नािपियकन बिबुुार ्हरु सम्हाल्न र सल्ु   झाउन सक्छ    
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8.  

□ /S;L 5f8g ;kmn x'g'df cfk\ mgf] \ रे्हनेत k|d'v sf/0f xf] / o;df  

भाग्य वा पररिस्थितsf] s'g} e"ldsf x'Fb}g .  

□ बसै पररिस्थित िर्लेको खण्डर्ा र्ातै्र रक्सी िपउन छोड्न सिकन्छ   

9.  □ /S;L b]v]kl5 glkOsg a:g} ;lSbg .  

□ /S;L b]v] klg gb]v] klg d glkOsg a:g ;S5' .  

10.   

□ /S;L lkpg] jf glkpg] eGg] ljifodf आफू र्ािथ आफ्नै सोचको प्रभाव  

बुढी र्हत्वपण  ष हन्ु   छ.\  

□ w]/} k6s c?x?n] eg]sf sf/0fn] /S;L lkOG5 .  

11.   □ ;df/f]xx?df c?n] /S;L lkO/x]sf] cj:yfdf klg d glkOsg a:g 

;S5' .   

□ ;df/f]xx?df c?n] /S;L lkO/x]sf] cj:yfdf d cfk"mnfO{ lkpg af6 

/f]Sg ;lSbg .  

12.   

□ /S;Lsf] nt 5f8g ;Sg]x? jf:tjd} efUodfgL x'g\ \ .  

□/S;L 5f8g ;Sg]x?sf] k5fl8 w]/} k|of; / d]xgt x'g] u5{ / o;df \ 

efUosf] s]xL e"ldsf x'Fb}g .   

13.  □ d lrlGtt jf b"lv ePsf] cj:yfdf /S;L lkpgaf6 cfk"mnfO{ /f]Sg ;lSbg .  

□  ;f+lRrg} rfx]sf] v08df /S;L 5f8g ;S5' . \   
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14.  □  रक्सी glkPsf] cj:yfdf klg /dfOnf];Fu a:g ;lhn} 5 .   

□   रक्सी glkP;Dd d l7s dxz'; ug{ ;lSbg .  

15.  □ ae'mg g;lsg] / ;DxfNg g;lsg\ ] kl/l:yltsf] िशकार भएर र्ािनस रिक्स िपउने  

बुुाध्य हन्ु   छ.  

□  आफ्नो  उपचारर्ा  सबिय भाग िलएर, हार्ीले  हाम्रो रिक्स िपउने
  बुुानीलाइ  

िनयन्त्रण गनष सक्छौं  

16.  □ d]/f] /S;L lkpg]  बुुानी df cfkmgf] lgoGq0f 5 . \   

□ /S;L lkpg]÷glkpg] ljifodf d cfk"mnfO{ cToGt sdhf]/ dxz'; ub{5' .   

17.   □ dflg;x?n] rfx]sf] v08df cfkmgf] lkpg] \ िानी  kl/jt{g ug{ ;S5g \ 

.   

 

□ s]xL JolQmx?sf] xsdf lkpg aGb ug{' c;Dej हो  .   

18.  □ k|z:t k|of; u/]sf] v08df xfdL /S;L glkpg] x'g ;S5f}+ .   

□ /S;Lsf] s'ntdf nflu ;s]kl5 lkpg] jf glkpg] eGg] ljifo cfkmgf]  \ 

lgoGq0fdf /fVg ufx|f] x'G5 .   

    

19.  □ s;}n] dnfO{ /S;L lkpg lgdGq0ff lbG5 eg] d To;nfO{ gsfg{ ;lSbg .  

□ d;Fu /S;L vfGg eGg] zlQm 5 .   
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20.  

□  dflg;x? cfkmgf] lkpg] \  िानीnfO{ s;/L lgoGq0fdf /fV5g \ eGg] s'/f d 

slxn]sflx+ a'e\mg ;lSbg .   

□  /S;Lsf] s'ntaf6 pDsg JolQmx? slt k|of; u5{g \ eGg] ljifon] pgLx? 

slt ;kmn x'G5g \ eGg] s'/fnfO{ k|efljt u5{ .   

21.  □   lkpg OR5f eP klg d To;nfO{ /f]Sg ;S5' . ]  □   lkpg ;'? u/]kl5 d 

cfk"mnfO{ /f]Sg ;lSbg .   

22  □ d]/f] ;d:ofx? ;dfwfg ug{ lkpg} k5{ eGg] h?/L 5}g .   

□ lkpg gyfn];Dd ;d:ofx?nfO{ ;'Nemfpg ;lSbg .   

23  

□ d lsg lkpg] sfo{nfO{ lg/Gt/tf lbO/x]sf] 5' eGg]  क  रा  d cfkm}+ a'emg \ 

;lSbg .   

□  sfnfGt/df d]/f] lkpg] ;d:ofsf] nflu d cfkm}+ lhDd]jf/ x'g]5' .    

24  □ d}n] b[l9 lglZrt u/]sf] v08df d]/f] lkpg] jfgLnfO{ /f]Sg ;S5' .   

□ hxfF;Dd lkpg] glkpg] k|Zg 5 d cfk"mnfO{ o; dfdnfdf cToGt sdhf]/ 

kfpF5' .   

25  □   d]/f] nflu /S;L lkpg] /fd|f] dgf]/~hgsf] ;fwg xf] .     

 □   d}n] csf]{ k6s lkpg kfOg eg] klg of] d]/f] nflu s'g} ;d:ofsf] ljifo x'g] 

5}g .   

 भाग  V : Social Support (Multidimensional Scale of Perceived 

Social Support)  
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कृप्रपा ि ि का वालिहरु पढ्नहु  ोस र हरेक वालिमा ि पाइको बबबारसगा ंसब ैभनि्  ा िमिि्  ो 
अ ा ंकमा घेरा हाल्नहु  ोस  

  

   एककि   

धेरै  
असहहि   

  
  

धेरै  
असहहि   

  

 असहहि   

  

ि टस्थ  

(Neutral)  

 सहहि     

 धेरै  

  सहहि   

 एककि  
धेरै सहहि   

1. ि ि  ाइ आस्याकका परेको लसतया 
ि ि  ाइ  साथ  ्हिन ेएउट बबशर ् े

व्यिति छ  

१   २  ३  ४  ५  ६  ७  

2. ि  ेरो सखु र ि खु का कुराहरु 
बाढ्न लमल्न ेएउटा बबशर ् ेव्यिति छ  

१   

  

२  ३  ४  ५  ६  ७  

3. ि  ेरो   पररर ्ाररे ि ि  ाई  

र ्ासि् र ्ि  ै   
ि द्हि  गन  ा कोमशश गछा  

१   २  ३  ४  ५  ६  ७  

    

  

4. ि ि  ाइ आस्याक परेको 
भानाािि् क  साहतया र सहयोग 

ि  ेरो पररर ्ारबाट  

एक१ि  
ि   धेरै  
असहहि   

धेरै२   

असहहि    

अस३ह 
ि ि    

ि टस्थ४   

(Neutral)   

सह५ि  
ि    

  धेरै६   

 सहहि   

एकक७ि   
धेरै 
सहहि   

5. ि ि  ािइि   ैे  प 

 ाआस्र्सस्थउछु    
१   २  ३  ४  ५  ६  ७  
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ि ि ् ुयाउन सिने एउटा  बबशर ्े 
व्यिति ि  ेरो  
साचथा छ  

       

6. ि  ेरा साथीहरुि   ेसार्च्चै न ै

ि ि  ाई सहयोग  गना कोमशश 

गछान  

१   २  ३  ४  ५  ६  ७  

7. अस्थाा बबचरा ि  ि  ेरा 
साचथहरु ि  ाचथ  बबश्र ्ास गना 
सिछु  

१   २  ३  ४  ५  ६  ७  

8. ि  ि  ेरो पररर ्ार सगं आफ्ना 
लसस्याहरुका बारेि  ा कुरा गना 
सिछु   

१   २  ३  ४  ५  ६  ७  

9. ि सगं यसि्  ा साथीहरु छन   ्
जो सगं ि   आफ्नो सखु - 

ि ख ुका कुरा हरु बाढ्न  सिछु  

१   २  ३  ४  ५  ६  ७  

10. ि  ेरो जीना ि  एउटा यसि्  ो 
व्यिति छ  जलसे ि  ेरो भानााहरुको 
ककर गछा   

१   २  ३  ४  ५  ६  ७  

    

    

  एककि   

धेरै  
असहह
ि    

धेरै  
असहहि    

असहहि    ि टस्थ  

(Neutral)   

सहहि      धेरै  

 सहहि   

एककि  
धेरै 
सहहि   
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11. ि  ेरो पररर ्ाररे 

ि ि  ाइ आफ्नो िनणया 
लमने  बबया ि  सहयोग चगाछ  

१   २  ३  ४  ५  ६  ७  

12. ि  ेरा साथीहरुसग ंि  

आफ्नो लसस्याहरुको  
बारेि  ा कुरा गना सिछु   

१    २  ३   ४   ५   ६   ७   

भाग  VI: University of Rhode Island Change Assessment Scale (URICA)  

कृपया ि ि का र ्ाियहरु पढ्नहु  ोस र हरेक र ्ाितया ि पाइको बबचारसंग सबै 
भनि्  ा लमिि्  ो अकंि  ा घेरा  

हाल्नहु  ोस  

  

 बबल्कुि    
असहहि   

  

असहहि   

  

      
अिन 

ितश्च  

  

  सहह 
ि   

  

बबल्कुि ि   

सहह 

1) ि  ि  ात्र लसस्या हैन। आफुि  ाई 
परररि् ना गरेर केिह हुन्छ जसि्  ो 
ि  ागि्  ैन।  

१   २  ३   ४   ५   

2) ि  आफ्नो लसस्याको बारेि  ा केिह गना 
थाि  ेको  
छु ।  

१   २  ३   ४   ५   

3) ि  आफुि  ा केिह परररि् ना हुनपु छा 
भन्ने सोर्च्न थाि  ेको छु ।  

१   २  ३   ४   ५   

4) लसय लसतया ि  ेरो लसस्याहरु जिहट 

हुन्छन, ि र पिन ि  यलसा ि  ाचगरहन्छु।  

१   २  ३   ४   ५   

  
बबल्कुि  
असहहि  

 
 अस
ह  

अिन 

ितश्च  
सहहि   

बबल्कुि  

सहहि  
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 ि 
ि   

5) लसस्याहरु ि  ेरो कारखणे आइपरेका 
होइनन, त्यसैि   ेि  ैि  े आफुि  ाई 

परररि् ना गन  ु ालसय को बरबाि  ी 
ि  ात्र हो।  

१   २  ३   ४   ५   

6) आफुि  ाई अझ राम्रो सगं िछन्न ि  सकफ 

हुन्छु  भन्ने बबतयाा ि  आशार ्ाि  ी छु।  

१   २  ३   ४   ५   

7) ि  ेरा केिह कलम ककजोरी हुन सिछन, 

ि र ि  ैि  े आफुि  ाई परररि् ना नै गनपुा 
न   े केिह छैन।  

१   २  ३   ४   ५   

8) आफुि  ाई परररि् ना गना ि  िनकै 

प्रयासरर छु।  १   २  ३   ४   ५   

9) ि ि  ाई लसस्या छ, र ि  ैि  े यसको 
बारेि  ा  केिह गनपुा न   े जसि्  ो 
ि ि  ाई ि  ाग्छ।  

१   २  ३   ४   ५   

10)  ि  ैि   ेपिहहै परररि् ना गररसकेको 
कुराहरु आशा गरेजति अनसु रण गरेको छैन, 

र ि  ि  ेरा परु  ाना लसस्या ि  ै फेरी 
ि  ोहोयााएर  फककान हिन चाहन्न।  
  

१   २  ३   ४   ५   

11) आफुि  ाई पणु रुा प्रपा परररि् ना गना 
सकफ नभए ि  ापिन ि  आफ्नो लसस्याहरु 

संग  

ि डडरहेको छु।  

१   २  ३   ४   ५   

12) ि ि  ाइ ि  ाग ््यो कक एक पटक 

लसस्याको लसाधान हुने बबतिि् कै ि  ि िु 
ि  हुनछे  ु , ि र  

लसय लसतया ि  पनु    त्यिह लसस्या संग 

ि डडरहेको हुन्छु।  

१   २  ३   ४   ५   
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13) ि  संग आफ्नो लसस्याहरु संग जझ ्ु न 

 ेि ररका हरु अझ धेरै भए हुन ््यो।  

१   २  ३   ४   ५   

14) शातय 'कोिह' र ्ा 'केिह' ि  े ि ि  ाइ 

ि ि ि  गना सिछ।  
१   २  ३   ४   ५   

    

  बबल्कुि   

असहहि  

 
असहहि   

  

अिनितश्च  सहहि   बबल्कुि  

सहहि    

15) ि  ैि  े ल्याएका परररि् नाहरुि  ाई 

यथारि्  राख्न ि ि  ाइ िनकै ठुि  ो प्रेरणा 
को खाँचो छ।  

१   २  ३   ४   ५   

16) ि  लसस्या को एक भाग हुन सिछु , ि र 

ि ि  ाइ र ्ासि् बबै यसि्  ो होि  ा 
जसि्  ो ि  ागि्  ैन।  

१   २  ३   ४   ५   

17) ि ि  ाइ आशा छ कससैंग 

ि  ेरोि  ाचग कुनै राम्रो सिि्  ाह हुन 

सिछ।  

१   २  ३   ४   ५   

18) परररि् नाको बारेि  ा ि  जलसे पिन 

कुरा गना सिछ, ि  ि  यलसा काया न ै

गरररहेको छु।  

१   २  ३   ४   ५   

19) ि नोवज्ञाानको बबतयाा कुराहरु बेकार 

हुन। ् ि  ािनसहरु आफ्ना लसस्याि  ाइ 

बबमसना ककन सतिैनन? ्  

१   २  ३   ४   ५   

20) आफ्नो लसस्या तनोहोररयोस भन्नेि  ा 
ि  लसका छु र यलसा िनरनि् र काया 
गरररहेछु।  

१   २  ३   ४   ५   

21) यो िनराशाजनक छ, ि र ि  ेरो 
लसाधान भैसकेका लसस्याहरु पनु    
ि  ोहोररन ि  ागेका छन  ्जसि्  ो 
ि ि  ाइ ि  ाग्छ।  

१   २  ३   ४   ५   
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22) ि  चचतनि् ि  र लसस्यारसि्  छु , 

ि र को छैन र?  

यसका बारेि  ा सोचरे ककन लसय खचा 
गन? े  

१   २  ३   ४   ५   

23) ि  आफ्नो लसस्याहरु ि  ाचथ 

ि ि  ारुककाका साथ काया गरररहेको छु।  

१   २  ३   ४   ५   

24) लसस्याहरु ि  ाइ परररि् ना गन 

 ेि र ्ा यति धेरै काया गररसतिा पिन ति 

लसस्या बारम्बार ि ि  ाइ ि सााउन 

आइरहनछन।  

१   २  ३   ४   ५   
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