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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



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



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.



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



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



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).



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

(133 (13

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).



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



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.

11



Figure 1 conceptual framework

1.6 CONCEPTUAL FRAMEWORK
INDEPENDENT VARIABLES

VARIABLE

1. SOCIO-DEMOGRAPHIC and CLINICAL
CHARACTERSISTICS:

o Age

e Sex

e Marital Status

e Ethnic group

e Education

e Occupation

® Monthly Income

e History of Psychiatric disorders
e History of Physical illness

12

DEPENDENT

2.—ALCOHOL USE CHARACTERISTICS:

e Number of previous abstinence
attempts

e Age of initiation of alcohol use

e Number of previous admissions at
rehabilitation centers for alcohol use

““STAGES OF CHANGE"”
IN ALCOHOL USE
DISORDER:

(Pre-contemplation,
Contemplation, Action,
Maintenance)

3. MODE OF REFERRAL

4. LOCUS OF CONTROL

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 Iliness: 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 ‘meotivation 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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(133 [3

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’:

e ‘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).

e ‘Alcohol dependence (also known as alcoholism or alcohol dependence
syndrome)’ 1s 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(1CD-10), Alcohol Use
Disorder includes 2 conditions namely, ‘Harmful use of alcohol” and ‘Alcohol

Dependence’:

e “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).

e “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-1V, also defines AUD as 2
conditions: “alcohol abuse” and “alcohol dependence”.
e “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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Prevalence of alcohol use disorders and alcohol dependence (%), 2010*

Alcohol use

disorders™* Alcohol dependence
Males 2.5 1.2
Females 0.5 0.2
Both sexes 1.5 0.7
WHO South-East Asia Region 2.2 1.7

*12-month prevalence estimates {15+),
“*Including alcohol dependence and harmful use of alcohol.

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%

(2.2% 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> 109.

Similarly, a community-based survey in 2002 had looked into alcohol use disorder by
using the CAGE (cut-down, annoyed, guilty, eye-opener) guestionnaire 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-1V 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- 1V 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).

pre-
contemplation

Maintenance

contemplation

preparation

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. VVast 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 1L OCUS OF CONTROL:

2.4.1 INTRODUCTION AND THEORY
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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.
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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

e 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.

e 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

guestionnaire.

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 IlIness.

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 1% 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 O 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(lIOC) 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).

The DRIE is scored on the External direction by summing the number of external response options endorsed.

Total Score—Sum of external 1tems endorsed across the entire scale:
1b+2b+3at4b+5a+6b+7a+8b+9a+10b+11b+12a+13a+14b+15a+16b+17b+18b+19a+20a+21b+22b+23a+24b+25a

Factor 1—Intrapersonal Factor Sum = 9a+11b+13a+14b+16b+17b+25a
Factor 2—Interpersonal Factor Sum= 3a+4b+6b+7a+10b+22b+23a
Factor 3—General Control Factor Sum = 5a+8b+20a

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.



44

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
1t02.9 Low
3to5 Moderate
51to7 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.
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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.



Table 3.2 Score calculation for URICA

Precontemplation Contemplation
Question
1 3
Mumbers
16 13
19 14
22 17
Total:
Divide by: 6 B
Mean:

In order to obtain a Readiness to Change score, first sum items from each subscale and divide by 6

Action

18
23
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Maintenance

10

12
15
20
21
24

to get the mean for each subscale. Then sum the means from the Contemplation, Action, and

Maintenance subscales and subtract the Precontemplation mean (C + A + M — PC = Readiness).

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 AUDIT (+ve) Final*
Narconon Nepal 4n8 3N8 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.

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).

3.10 Limitations of the study

e The study was conducted in Rehabilitation Centers (Residential treatment

centers) in Kathmandu, Nepal and may or may not represent patients with
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‘Alcohol Use Disorder’ in the general population (outside the rehabilitation
centers).

e The ‘‘stages of change’> wasn’t assessed before the admission so stage
progression (if it occurred) couldn’t be assessed.

e 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.

e As all the participants in the study were men, the results may not be
generalizable in women.

e 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)

. Patients
Characteristics
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)
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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N Patients
Characteristics
n (%)
Education
IHliterate 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
P 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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. Patients
Characteristics
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
>) 72 320

*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)

Patients
Mode of Referral n (%)
Self 28 (12.4)
Family 177 (78.7)
Clinicians/ Health Promotion Campaigns/ 20 (8.9)

Law/ Crime

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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Patients
Drinking Related Locus of Control
n (%)
Internal 55 (244)
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.
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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
How 18 (8.0)
Moderate 65 (28.9)
High 142 (63.1)
Friends
Low 25 (11.1)
Moderate 18 (524

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)

Patients
““Stages of Change’’
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’’

‘stages of change’

Characteristics p- value
Pre- Contemplatio Action
Contemplation n
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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‘stages of change’

Characteristics p- value
Pre- Contemplatio Action
Contemplation n
n (%) n (%) n (%)
Chhetri 13 (22.8) 36 (63.2) 8 (14.0)
TAU
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
Iliterate 6(37.5) 8(50) 2(12.5)
Can read and 9(28.1) 19(59.4) 4(12.5)
write
Primary 4(18.2) 11(50) 7(31.8)
School
Middle 18(46.2) 16(41) 5(12.8)
School
Secondary 9(26.5) 21(61.8) 4(11.8)
School
High School 8(15.7) 35(68.6) 8(15.7)
Bachelors and 9(29) 16(51.6) 6(19.4)
above
Occupation 0.713
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‘stages of change’

Characteristics p- value
Pre- Contemplatio Action
Contemplation n
n (%) n (%) n (%)
Unemployed 10(25) 26(65) 4(10)
Employed
Business 9(23.1) 23 (59) 7(17.9)
Farmer 7 (38.9) 7(38.9) 4 (22.2)
Laborer 9 (20.5) 25 (56.8) 10 (22.7)
Government 10 (34.5) 14 (48.3) 5(17.2)
Service
Student 9 (31) 16 (55.2) 4 (13.8)
Others 9 (34.6) 15 (57.7) 2(7.7)
Monthly Income (in 0.094
NRS)*
<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’’
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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’

!

“‘Stages of change”’

Alcohol Use ot - |
Characteristics Pre- / Contemplatio  Action p- value
Contemplation  n
n (%) n (%) n (%)
0.311
Number of Previous Abstinence Attempts
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)
0.570
Age of Initiation
<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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““Stages of change”’
Alcohol Use

Characteristics Pre- _ Contemplatio  Action p- value
Contemplation n
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)

‘stages of change’

Characteristic Pre- Contemplation Action p- value
n (%) n (%) n (%)
AUDIT Group (severity of alcohol use) 0.401
Harmful Use 12 (21.1) 35 (61.4) 10 (17.5)
(9- 14)
Alcohol Dependence 51 (30.4) 91(54.2) 26(15.5)
(15 - 40)

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 A4ssociation between Mode of Referral and '‘stages of change’’

‘stages of change’

Pre- Contemplation Action p-
Characteristic Contemplation 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 9 (45.0) 9 (45.0) 2 (10.0)

Promotion Campaigns/

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 Action p-
Contemplation 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 A4ssociation between Locus of control and '‘Stages of change’

‘Stages of change’

Characteristic Pre- Contemplation Action p-
Contemplation 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

9

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)

Alcohol p- value
Harmful Use Dependence
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 (Bo). 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)
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Table 0.17 Multiple Linear Regression Model summary

Unstandardize  Standardized 95.0% Confidence R-
d Coefficients  Coefficients Interval for B squ
B Std. Beta t SIg. " ower Upper ae
Error Bound Bound
(Constant) 0.841 .308 31.929 .000 9.234 10.449
017
History of -.932 .325 -.189 -2.869 .005 -1.573 -.292
Psychiatric
Disorder
Marital -.641  .310 -.134 -2.065 .040 -1.252 -.029
Status
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 (x2)
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
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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 (x 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 (3/4") 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
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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)

2)

3)

4)

5)

6)

7)

8)

Policy and strategies drafted in 2009 should be implemented as soon as

possible

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.)

Public health policy should allocate adequate budget for alcohol related
disorders and its control measures.

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.
Provision of rehabilitation care at government institutions at a low price.
Health promotion campaigns to screen people at risk for developing AUD,
and provision of proper counselling and other interventions.

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.

Proper monitoring and evaluation of formulated policies and to redirect

efforts and resources



Recommendations for clinical practice

1)

2)

3)

Detailed counselling for patients diagnosed at stages of less severe AUD,

like harmful use of alcohol abuse.

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.

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

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

| am currently a M.P.H student at Chulalongkorn University, Thailand. | 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. | 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.

| have been notified of the details of the research rationale and the research
objectives, details of how | will be participating in the study, as well as the benefits
to be obtained from this research. | have thoroughly read the details in the
document providing information for the research participants and have received
explanations from the researcher so that | am able clearly to understand the
information.
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| therefore apply to take part in this research project, as specified in the document
providing information for research participants. Concerning this, | 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 | 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.

| 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 | consent to it
so doing.

If 1 am not treated according to what is specified in the document providing
information for the research participants, | have the right to file a complaint to the
Research Ethics Review Committee.

| have sighed my name hereto in the presence of a witness. | have also received a
copy of the document providing information for the research participants and a copy
of the letter of consent.

(Signature)

(o) . )

Principal researcher Research participant

(Signature)......ooeeeeeeen

Witness
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Information Sheet and Letter of Consent (Nepali)
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APPENDIX B
QUESTIONNAIRE (ENGLISH)

Participant Code Number:........ccccceeveveveieceeeenes

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

Il Monthly or less

[1 2-4timesamonth

[1 2-3timesaweek

[1 4 ormore times a week

How many standard drinks containing alcohol do you have on a typical day when drinking?

] 10r2
(] 3or4
] sor6
[1 7to09

1 10 or more
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S.N| Brands Unit | Quantity| Available| Unit in
Peg Peg
Sealed Peg (Hard drinks) 1 #amez | 180 ML | 6 Peg 30
ML=1
Peg
Beer 1 750 ML | 3 Peg 250
Bottle ML= 1
Peg
Jhad/Chyang/Nighar/Tongba| 1 500 ML |2.5Peg |200
Mana ML=1
Peg
Local( home brewed)-Rakshi | 1 120 ML |2 Peg 60
small ML=1
tea Peg
glass

How often do you have six or more drinks on one occasion?

[l

[l

Never

Less than monthly

Monthly

Weekly

Daily or almost daily




4.During the past year, how often have you found that you were not able to stop drinking
once you had started?

D Never
Less than monthly
D 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

O O 0O 0O OO0 0O

6.During the past year, how often have you needed a drink in the morning to get yourself
going after a heavy drinking session?

98
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Never

Less than monthly

Monthly

Weekly

Daily or almost daily

During the past year, how often have you had a feeling of guilt or remorse
after drinking?

Never
Less than monthly
Monthly

Weekly

O OO OO O oo 0O

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
D Less than monthly
Monthly

Weekly

O 0O O

D Daily or almost daily

9. Have you or someone else been injured as a result of your drinking?
No

us, but not in the past year

Yeq Juring 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 D
Yes,Ht 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 — Il. Addiction 1993, 88: 791-803.”

PART 1: Socio-Demographic and clinical Profile

AL e et et s

Sex: o 1.Male o 2.Female

Marital Status: o 1.Single 0 2.Married o 3. Divorced o 4.
Widowed

Ethnic group:

0 1.Brahmin 0 2. Kshatriya o 3. Newar 0O 4.Gurung 0O 5. Rai O 6. Magar
O 7.Limbu o 8. Madhesio9.Tamang 0 10.0thers................

Education:



o1. llliterate (cannot read and write) 0 2.Can read and write

oO3. primary school (grade 1- 4) o4. middle school (grade 5-8) |
5.secondary school(grade 9 and 10) 06. high school(grade 11 and 12)

o 7. Bachelors 08. masters and above.

09. others ( including vocational schools)

Occupation:
O 1.Business o 2. Farmer O 3.Labor
o 4.Government Service o0 5. Unemployed O 6.Student
Income/month(NPR):
o 1.<10,000 o 2. 10,000-20,000 o3. 20,000-40,000

o 7.0thers

o 4. >40,000
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Have you ever been diagnosed with any one or more of the following psychiatric disorders

?

O 1 Depression O 2. Anxiety 03. Bipolar Disorder

0 4. Schizophrenia 0 5. Personality Disorder

0 6. Others (specify)......ccce....

Have you ever been diagnosed with any one or more of the following physical illnesses?

o 1. Hypertension 0 2 Diabetes o3 Liver Diseases
04 Kidney Disease O 5. Respiratory Diseases.

O 6. Others (specify).....c.........

PART 2: Alcohol Use Characteristics.

Age of initiation of alcohol use: ......ccccoevevevececceicinene (years)



102

Number of previous abstinence attempts: .......cccceeveveevecennne

Number of previous admissions at rehabilitation centers/ hospitals for alcohol use:

PART 3: Mode of referral

13. Mode of referral

O

1.

Self

. Family or friends (request or pressure)

. Clinician referral/health promotion campaigns

Requirement by law for misbehavior/crime

. Others (specify)....ccccceceevenrenns

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.

One of the major reasons why people drink is because they cannot handle their
problems.
People drink because circumstances force them to.

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.
| feel so helpless in some situations that | need a drink.

Abstinence is just a matter of deciding that | no longer want to drink.

4. ]
| 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. : . 1 [/ 24 . .

There is no such thing as an irresistible temptation to drink.
Many times there are circumstances that force you to drink.

7.
| get so upset over small arguments, that they cause me to drink.
| can usually handle arguments without taking a drink.

3. 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.

0. When | see a bottle, | cannot resist taking a drink.

It is no more difficult for me to resist drinking when | am near a bottle than
when | am not.

10. ] )

The average person has an influence on whether he drinks or not.
Oftentimes, other people drive one to drink.

11. \When | am at a party where others are drinking, | can avoid taking a drink.

It is impossible for me to resist drinking if | 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. U | feel powerless to prevent myself from drinking when | am anxious or unhappy. O If
| really wanted to, | could stop drinking.

14. U It is easy for me to have a good time when | am sober. | cannot feel good unless |

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. | have control over my drinking behavior.
| feel completely helpless when it comes to resisting a drink.

17. U If people want to badly enough, they can change their drinking behavior. Q Itis
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. U If someone offers me a drink, | cannot refuse him. | have the strength to refuse a
drink.

20. Sometimes | 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. | can overcome my urge to drink.
Once | start to drink | can’t stop.

22. Drink isn’t necessary in order to solve my problems.
| just cannot handle my problems unless | take a drink first.

23. U Most of the time | can’t understand why | continue drinking. 4 In the long run, | am
responsible for my drinking problems.

24, If I make up my mind, | can stop drinking.
| have no will power when it comes to drinking.

25. Drinking is my favorite form of entertainment.

It wouldn’t bother me if | could never have another drink.
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The DRIE i1s scored on the External direction by summing the number of external response options endorsed.

Total Score—Sum of external items endorsed across the entire scale:
1b+2b+3a+4b+5a+6b+7a+8b+9a+10b+11b+12a+13a+14b+15a+16b+17b+18b+19a+20a+21b+22b+23a+24b+25a

Factor 1—Intrapersonal Factor Sum = 9a+11b+13a+14b+16b+17b+25a
Factor 2—Interpersonal Factor Sum = 3a+4b+6b+7a+10b+22b+23a
Factor 3—General Control Factor Sum = 5a+8b+20a

Part 5: Multidimensional scale of perceived social support (MSPSS)

\Very Strongly [Mildly Neutral  [Mildly Agree [Stron  [Very Strongly
Strongly |Disagree |Disagree aly Agree
Disagree Agre e
1) There is a special person who
is around when | am in need. i 3 4 o 6 /
2
2) There is a special person with |1 3 4 5 6 7
whom | can share joys and
SOrrows.
3) My family really tries to help |1 2 3 4 5 6 7
me.
4) | get the emotional help &
support | need from my 1 2 3 4 S 6 U
family.
5) I have a special person who is
1 2 3 4 5 6 7
a real source of comfort to me.
6) My friends really try to help 2 3 4 o 6 /
me.
7) | can count on my friends
when
things go wrong. 1 2 3 4 5 6 7
8) | can talk about my problems
with




my family.

106

9) I have friends with whom |
can  share my joys and sorrows.

10) There is a special person
with  whom | can share joys and
SOrrows.

11) My family is willing to help
me make decisions.

12) | can talk about my problems
with my friends.

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 scoreof 3to 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 |Undecided |Agree [Strongly
Disagree Agree
1) I'm not the problem one. It doesn’t 1 2 3 4 5
make much sense for me to consider
changing.
1 2 3 4 5
2) | am finally doing some work on my
problem.
1 2 3 4 5
3) I've been thinking that | 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 | will be able to
understand myself better.
7) | guess | have faults, but there’s nothing |1 2 3 4 5
that | really need to change.
8) | am really working hard to change. 1 2 3 4 5
1 2 3 4 5
9) | have a problem and I really think |
should work on it.
10) I’'m not following through with what | 1 2 3 4 >
had already changed as well as | had
hoped, and | want to prevent a relapse of
the problem.
11) Even though I’'m not always successful [1 2 3 4 5
in changing, | am at least working on my
problem.
Strongly Disagree Undecided |Agree [Strongly
Disagree Agree
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12) I thought once | had resolved the
problem | would be free of it, but
sometimes | still find myself struggling
with it.

13) I wish | had more ideas on how to
solve my problem.

14) Maybe someone or something will be
able to help me.

—

15) I may need a boost right now to help
me maintain the changes I've already
made.

=

16) | may be part of the problem, but |
don’t really think I am.

17) | hope that someone will have some
good advice for me.

18) Anyone can talk about changing; I'm
actually doing something about it.

19) All this talk about psychology is boring.
Why can’t people just forget about their
problems?

ey

20) I'm struggling to prevent myself from
having a relapse of my problem.

21) It is frustrating, but | feel | might be
having a recurrence of a problem |
thought | had resolved.

22) | have worries but so does the next
guy. Why spend time thinking about
them?

23) | am actively working on my problem.

=

24) After all | had done to try and change
my problem, every now and then it comes
back to haunt me.
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Precontemplation Contemplation Action » Maintenance

Question ‘ 1 | 3 -‘ 2 . 10
Numbers ' | .

5 | 6 . 4 12

7 _ | ' 15

16 ' 13 . 11 : 20

19 ' 14 | 18 | 21

22 17 | = | 24
Total: ' _ | .

Divide by: 6 6 6 6

Mean:

In order to obtain a Readiness to Change score, first sum items from each subscale and divide by 6
to get the mean for each subscale. Then sum the means from the Contemplation, Action, and
Maintenance subscales and subtract the Precontemplation mean (C + A + M — PC = Readiness).

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]

TTHT § FIAT qUTee TR G2 &% Bl FASTATH Bl qw= ameAr &g
FRTHTAT TRA


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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qrgar Amg)

weed dfem —  99q F. /90 HI
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HAIEATHT T o7 T Il FH......o AEAHHT R-¥ UdF
........................................ BEATHT  R-3 TP,
TCTHT ¥ b aT <Al 7l M@,

TS QAR (gra-srar fage TRie uery) fuser us fear
FHid AT 03 g7 7 (RIS 9T qe1deh! |TATals ANH] F8ey oefald)

(FARCTATA TAhI THISATE TNTHT TSorThl AINT dAbl dadT 21ard 1)

Brands Unit Quantity Available Unit
S.N Peg in
Peg
1 Sealed Peg 1 180 ML 6 Peg 30
(Hard drinks) REICH ML=1
Peg
2 EEN 1 750 ML 3 Peg 250
A ML=
1 Peg
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3 RIEFCEIEE LA 1 500 ML 2.5 Peg 200
qrgar AT ML=
1 Peg
4 oATehet TeRAT 1 120 ML 2 Peg 60
. 1 Pe
iy g

qUTS Tk GEhHT 2.4 HIAT vl d¢l S ar 3 Niard w1 el Tl a1
Fraadal el foaaw a1 tsk F@rex (a small bottle) w=r &€t sirgaT /I (
A1) Fiderl e g ?

G T e B et - SO U

Fauet sTaee| Bred Uf¥xf ePsf stawem wdt qeh st gier 2

FRE TFT TR T o [fg=am™T 9
qah Wl &H (Hied =, 9w &H°) el 93l

e =g TaT AT T
s, TRl ST I A7 9T e
T

TUHT T AT qATedl TR qaTd [IUET PRI AERUTAT ATHA TH HH
HiAebl IRT T o AUA 7

HiEwTAT Q 92 9T 9 (Ahe" f=g, w1 F7) W@ T Gqlepe..
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%

fer AU foll » Ffeed o1 WU faue

TUH TF FAT qUeel TR TaTe 9T Ul FRO T AThaTs Hiadh!
MY q=TATT) ST AT 7 (ST THRAT TR g =)

BIE THT BT BT

HIEATHT § o 9vaT &H (Hied U=, 9Iwar &) 2 o

Afed R G B 7 freey
AT BT o T A1 g S oA

FEE GEHT Hichl el TAT ?

BIE TIT TTET TUT.

AIEATHT 9 Teh AT FH (Aied e, W=eT %H) Ml 9l

wfed Ry TaT T8 T Ty
TTRT BT I a1 9T el
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TS TR TaTY UG HUHT HRIT qUTE a1 q7T FIATg ATqdh ARH]
a1 HTed EUATH AT ?

o

JUTEh! ATAER, T, STaeR a7 qF W HAFAEsd qUTgehl THRT I3
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JECIITTA (BT 3-¢)

O 9| fooregife aégioy (FHERH R- f0) O &l 39 fSoreafAs
qEINMOT (FERAILS- 22 )

O u| &A1 (Bachelors) O<¢l

< (masters)

O RI3T (SArHTATS FAGRBT TEGTE).omrrrrs
&l 9fFr O ¢8| AR O Wfed O3 &
O ¥l SR ager O gl SR (3fe O ¢ sREGoriae Asremy
EEy))
O &l acared O 6I3T i,

bl 9T Hggar AT (A SR



115

21 O <20,000 I O 20,000 - 0,000

31 g 20,000- ¥0,000 gl [ > %0,000

¢.Tele s Sefoui MTes AH & FoUTiEIg Rihehcteh gaRT ot 9T foTatent
T UG eIl HTHI &?

O 3ratf> (zzoeme)

O zaafer seer (Tseraee 3381y )

O

3 <Z}3—]Q=|SI?‘:C|?:|D' STl (agmf\{gg'\q’lgi )

~

O farssa @ehsithde1an)

O garenfad sz

O a2 (3ef@0W a1etgr o ).

Q. Teled SATOWTY N9TgT HEH oh TATTSTS Ferehehedieh G@RT Fhet 9T fosmaent
T UG Tl HTHI &?

O 3= @ (88 905 R

O =2y 3% (seeecs )

O et grae=s @
O fmeifor arae=y &ear

|:| Jord W:Z:-@T ﬁR—TIT

O 3= (Fafadg aTeTg] %) o= B YRR



116

T Il oot TeT Feasifetr geaAfdr FudT WIATFT (v) Tdeg
fﬁm-gr T ool WY T Iofods ITs UG ORT

20| AR MR 3IRFHH 3AT (T@AT G g8 T Fgigepliel Iade fooreT
Ieh, T T Tl ATDEHY) o I e ST

22| g wfa e fowfS ¢ Aggar sfoor S8 afd Fr Dorer ey

¢ | SEfIAT S Yook fOUTS ool qu3a HAATCCERT HRI0T e
3YaT 9e] IHT hef (WY ©R e ) AT AT gF 5 7R 72

£3. & TOUTE ToRiT S8 Tofoed el o Il faram feT a1efgr o752
O =% o

O avem

[ S RsC)

D@#ﬁ/@r“r

O 37 @Eafdw LGRS ) E———— .

HET 11l : TR HY afer / gehfdor

ST @ifA [ gaaroo (V) TT=E fadlléc-lg SN

¢, FOUTS @ hfal HEdr 9oty 78] A? (FEHRH &I Sfe / gehar )

O ¢ 3fh



117

N WRER Lol A1t (Y 3% g T foame)

3| STdeX / FoTHed doid FHAIAR Foliowrg

81 3O T TN iefe] T UGN

O O O 04O

9] 3T (3afodm TeTg] ) 0= B W

AT |y - Drinking Related Internal - External Locus of Control

o @i O sqarfzer (y) gdee fomsag <5 «.

1
O TTeeee Wt SUSAs <7 TGy T HROT SATH GO 88 o

STETiy TG 3/

O HTeHHEE ATHI TIEEdeh! HRUCT T @6l SU3 ared &1
EZ]

0 T%:; T 91 Aegel 8% -3 AW < T omdt ot TR

O & WISATS ATeT o] 6 HISHH STE T Hshl SR FH0Td
Tt SIS Wiy ©




118

O el TESTEATEEHT H 3T g ol HFSIL HEwq ToY o, HaTg

O T 99937 1 o] “H S Eff Juss” 9t A T g
BRI

O ATHFT FHEAYEIA ol a1 Ied T 0T § 919

O OR 9T HIEATEITHT HATUA TR 0T TeATS TR SIua aresy

fiaes

0 HaE qeREd 3R GUSHT Hay W& ATdige fie aem
O Tl BIG T8e% 31 U321 R, T8 &HT G SHhE T
EREEAR R CT |

O Tt TeTeRIeRe T2 Wshe THe ST WTeiehl % 7 < Toi ca&al
USTESI ST % STheiH hi U YT &g o

W JU3 Feh s
O T Ao o 37 8% reted T Heliy Fo |




119

8.
O TR BIed I%d g ATYAAT . Hedd Y@ HRU &7 T TG
~ Q =
TR T GEISTAehl el AHbT gad |
O T8 TeEed sHeieh! TUSHT HT Tl JUS BIg qah
9. O ¥R 3@t AfTgdd e qiaa |
O T 3 91 7o afd 7 Ageh o dag |
10.
O T g a1 A9 A= faoaaT HATg Ay AT el THTe
f:@t wEcau ¥ &y B
O 8% 92 HATETd Thl BRI T e |
. O TAREEEHT A&t TR frgegal srazarar afs 7 afugsd a<
gl
N = = $ ﬁ LN " q (ﬁ T
e AT |
12,
O TRl & SIed Tes aqad IRaqer g1 |
ORI TIET qaesd! TaIe 8 Yarg T Hedd g g ¥ TIAT
TRIHT FET THPT 5 |
13, O 7 fafad a1 gfa quH daedr T TR feaare dhdrs A dfa) |

O difea A& GUeHT TR BT T |




120

14.
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HTIT V : Social Support (Multidimensional Scale of Perceived

Social Support)
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HATIT VI: University of Rhode Island Change Assessment Scale (URICA)
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