
C H A P T E R  2
L IT E R A T U R E  R E V IE W

T he literature rev iew  in th is study cov ers the fo llo w in g  top ics:

1. D rug addiction ,
2 . S trategic M anagem ent,
3. B a lan ce  Scorecard, and,
4 . R elated  R esearch

2.1 D r u g  A d d ic tio n
"N arcotics" m ean s any form  o f  ch em ica ls  or su bstan ces w h ich  upon  
b ein g  con su m ed  w hether by taking orally , in h alin g , sm ok in g , in jectin g  or 
by w h atever m ean s, cau ses p h y sio lo g ica l or m ental e ffec ts  in  a sig n ifica n t  
m anner. T h ese  e ffec ts  includ e strong p h y sica l and m ental n eed  o f  
d osage, n eed  o f  continual increase o f  d o sa g e , h av in g  w ithdraw al 
sym p tom s w h en  deprived  o f  the narcotics, and the health  in general b ein g  
deteriorated. N arcotics a lso  in clu d es p lants or parts o f  p lants that are or 
g iv e  products as narcotics, or m ay be u sed  to  produce n arcotics, and  
ch em ica ls u sed  for the production  o f  su ch  n arcotics as sp elled  out in the  
G overnm ent G azette. H ow ever, certain h ou seh o ld  m ed ic in es  that are 
reco g n ized  by the cou ntry’s pharm aceutical law s are not d efin ed  as 
narcotics.
In order to  b e con trolled  properly, n arcotics are c la ss ified  in to  fiv e  
categories according  to  their lev e l o f  danger to  health  and m ed ic in a l 
purposes. T he fo llo w in g  table sh o w s their categorization  a ccord in g  to  
N o tifica tio n s o f  the M inistry  o f  P ub lic  H ealth  N o . 135 (1 9 9 6 ) and N o . 150  
(1999 ):

C a te g o r y  I D an gerou s narcotics su ch  as heroin , am phetam ine, 
m etham phetam ine, ec sta sy  and L S D .

C a te g o r y  II  Ordinary narcotics su ch  as co ca  lea f, coca in e , co d e in e , 
concentrate o f  p op p y  straw , m ethadone, m orphine, 
m ed icin al opium  and opium .

C a te g o r y  III  N arcotics that are in the form  o f  m ed icin al form ula  
and contain  narcotics o f  C ategory  II as ingredients.
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C a te g o r y  IV  C h em ica ls u sed  for p roducing  n arcotics under  
C ategory I or II su ch  as acetic  anhydride, acety l 
ch loride, eth y lid in  d iacetate, ch lorp seud oep hedrine, 
ergom etrine, ergotam in e, isosa fro le , ly serg ic  acid , 
piperonal and safro le .

C a te g o r y  V  N arcotics w h ich  are n ot includ ed  in ca teg o ries I to  IV , 
such  as cannabis, kra tom  p lant, p op p y  plant and m agic  
m ushroom .

A d d ic tio n

A n  interesting n ote that sh o w s the a d d ictive  p ow er  o f  the drug is  the fact 
that coca in e  and strong am p h etam in es are tw o  drugs. I f  g iv en  the  
opportunity, th ey  w ill fo cu s all o f  their tim e and energy on  d o in g  th ese  
drugs, not eating, drinking, or h a v in g  sex . A nd  th ey  w ill  be very  happy  
and con tent d o in g  so , and w ill n ot p o se  any threat to  other m em bers o f  
their group.

A ll add ictive drugs h ave tw o  th in gs in com m on: they  produce an initial 
pleasurable e ffec t, and th is p leasurab le e ffec t is  fo llo w ed  by a rebound  
u npleasant effect.

T he drug am phetam ine, through its stim ulant e ffec ts , p roduces a p o sitiv e  
fee lin g  but w h en  it w ears o f f  it lea v es  a person  w ith  the o p p osite  fee lin g . 
T his is b eca u se  the drug su p p resses the b o d y ’s norm al produ ction  o f  
adrenaline that over tim e cau ses a ch em ica l im balance. T h is in turn lead s  
to  irritability and a craving  for m ore drugs and the g o o d  fe e lin g  they  
create. T h is p leasu re-ten sion  c y c le  that repeats it s e lf  o ver  and o ver again  
cau ses the b od y  and m ind to lo o se  control to  am phetam ine. T h is m ental 
and p h ysica l con d ition  is k now n  as add iction .

The W orld  H ealth  O rganization  (W H O ) (1 9 5 7 ) d efin ed  drug add iction  as 
a state o f  period ic  or chronic in tox ica tion  produced  by the repeated  
con su m p tion  o f  a drug. Its characteristics include:

1. A n  overp ow erin g  d esire or n eed  (co m p u lsio n ) to  con tinu e  
tak in g  the drug and to obtain  it by any m eans;

2 . A  ten d en cy  to  increase the dose;
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3. A  p sy ch ic  (p sy ch o lo g ica l) and gen era lly  a p h y sica l d ep en d en ce  
on  the e ffec ts  o f  the drug; and,

4. A n  e ffec t detrim ental to  the ind iv idu al and to the so c ie ty .

T he R oyal Institute (1 9 8 2 ) d efin ed  drugs and harm ful drugs as:

1. D ru gs are any substance or m ed ic in e  w h en  u sed  con tin u ou sly  
w ill cau se  p o ison  to the m ental and p h ysica l health  su ch  as op ium , 
cannabis, heroine, barbiturates and a lcohol; and,

2 . H arm ful drugs are ch em ica l su bstan ces or any m aterial in  
w h atever w ay  the b od y  takes, such  as eating, inh aling , sm o k in g , 
in jecting , and cau ses p o iso n  to  m ental and p h ysica l h ealth  lik e  the  
n eed  for m ore drugs, h av in g  craving  sym p tom s w h ile  in 
d etox ifica tion , etc.

A m p h e ta m in e s

A  H is to r y  o f  A m p h e ta m in e s

T he C h in ese  first described  the properties o f  the stim ulant ephedrine over  
5 00 0  years ago . First syn th esized  in 1887 in G erm any, am ph etam ine w as  
for a lon g  tim e a drug in search o f  a d isea se . N o th in g  w as d on e w ith  the  
drug from  its d iscovery  (sy n th esis) until the late 1920s, w h en  it w as  
seriou sly  in vestigated  as a cure or treatm ent for nearly every th in g  from  
d ep ression  to  d econ gestion .

A m p h etam in e, a synthetic analog  o f  ephedrine, w a s introduced in 1932  as 
an appetite suppressant, and reports o f  its abuse appeared sh ortly  there 
after. In 1935 p h ysic ian s su ccessfu lly  u sed  it to  treat n arcolepsy . In 1937  
am phetam ine w as found to have a p o sitiv e  e ffec t on som e ch ildren  w ith  
A ttention  D efic it  H yperactiv ity  D isord er (A D H D ). W h en  g iv en  
am phetam ine, som e p eop le  w ith  A D H D  - a d ifficu lty  con cen tratin g  - 
n otab ly  im proved  their concentration  and perform ance. Instead  o f  
m aking A D H D  sufferers m ore ju m p y , as m igh t b e ex p ected , 
am phetam ine calm ed  them  d ow n. In the U nited  States, w id esp read  abuse  
occurred in the 1960s and early 1 97 0 s. A lth ou gh  som e p h y sic ia n s in the  
1970s actually  prescribed am ph etam ines to increase a lertn ess and 
productivity , their abuse potential has su bseq uently  lim ited  therapeutic  
u se  to  the treatm ent o f  attention d efic it  -  hyperactiv ity  d isorder (A D H D )  
and n arcolepsy.
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A m p h e ta m in e s  a re  d iv id e d  in to  T h r e e  B a s ic  G ro u p s:

1. M etham phetam ine or M eth ylam ph etam in e, trade nam e
M ethedrine or M ethadine. It is  the m o st p oten t exa m p le  o f  the  
group o f  central n ervou s sy stem  stim ulants k n o w n  as 
am phetam ines. It is about tw ice  as strong as the 
am phetam ines in G roup 2.

2 . D exam p h etam in e or D extroam p hetam in e, trade nam e
D exed rin e. T h ese  are in turn about tw ice  as strong as the  
am phetam ines in the third and last group:

3. A m p hetam ine or D T am ph etam in e, trade nam e B en zed rin e. 
T h is is the w ea k est m em ber o f  the group.

A m p h etam in es h ave ch em ica l properties and action s so  sim ilar that ev en  
sea son ed  users have d ifficu lty  k n o w in g  w h ich  drug they h ave  taken. 
T heir ch em ica l structure is c lo se  in resem b lan ce to  adrenaline and  
noradrenaline that are the b o d y ’s o w n  natural stim ulants. T he d ru g’s 
euphoric e ffec ts  are sim ilar to  but lon ger lastin g  than th ose  o f  coca in e .

Street nam es includ e “sp eed ,” “b en n ies,” “m eth ,” “crank,” “crysta l,” and  
“ic e .” A m p h etam in es can be taken  orally , inhaled  through the n o se , or 
m ay be in jected  intravenously. Ice is  sm ok ed , although it can b e injected .

T h e  A p p lic a t io n s  o f  A m p h e ta m in e

1. Oral. T his is the orig inal m eth od  until now ;

2. Intravenous in jection . A m p h etam in e m ay be m ixed  w ith  the 
other drugs such  as heroine or tranquilizers. T h is is ca lled  
“ S peed  B all;”

3. S m ok in g. A m p h etam in e is b lended  w ith  the to b a cco  in  
cigarettes; and,

4. Inhalation. A m p h etam in e is grinded into p ow der, then  heated. 
Its vapor inhaled  using:
a. A  p ipe. Irritation from  the am phetam ine vapor is reduced  

as it p asses through the water;
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b. A  container su ch  as a lum inum  fo il or pan. T h is tech n iq u e  
is k now n  as “catch in g  the dragon .” It draw s its nam e from  
the d esign  o f  the vap or released  b y  h eatin g  an 
am phetam ine “boat” on  the container. A  tube m ade from  
rollin g  paper is then u sed  to  inhale the vapor. T his  
techn ique is said  to  be m ost popular am on g student abusers 
in the present.

T h e  P h a r m a c o lo g y  o f  A m p h e ta m in e s

A m p h etam in e, a racem ic p h en y lisop rop y lam in e is a syn th etic  con gen er  
o f  ephedrine. M etham phetam ine, a ch em ica lly -re la ted  com p ou n d  is  
syn th esized  either by the reduction  o f  ephedrine or by the con d en satio n  o f  
p h en y laceton e and m eth ylam in e.

A m p h etam in es are com p lete ly  absorbed b y  the gastrointestinal (G I) tract 
and distributed throughout the b od y  and the brain. In travenous  
adm inistration  a llo w s am phetam ines to  reach the brain w ith in  secon ds; 
inhaled  vapors first con d en se in the lu n gs and are then rapidly  absorbed  
into the b loodstream .

T he liver m eta b o lizes  am ph etam ines to  active  ephedrine d er iva tives and 
in active form s. T he actions o f  both  am phetam ine and m eth am p hetam in e  
are the sam e and the h a lf-liv es  o f  am phetam ine and m eth am p hetam in e  
are eigh t and 12 hours, resp ective ly . R ep eated  d osin g  o f  am ph etam ines  
over  several days, ca lled  “sp eed  runs” k eep s the serum  con cen tration  o f  
the drug and its active m etab o lites e lev ated  and p ro lon gs e ffec ts . The  
m etab o lites are u ltim ately  excreted  in the urine, and m ay be d etected  by  
to x ic o lo g y  screens.
M e c h a n ism  o f  A ctio n

A m p h etam in es, indirect m on oam in e agon ists, produce action  both  
centrally  and peripherally by cau sin g  norepinephrine, seroton in , and 
dop am ine release from presynaptic term inals. T h ese  e ffe c ts  result from  
interactions o f  the drug w ith  both the transporter in v o lv ed  in 
neurotransm itter re-uptake and the v esicu la r  storage sy stem , and from  
inh ib ition  o f  the m onoam ine o x id a se  (M A O ) system  in the p resynaptic  
nerve term inal.
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A lth ou gh  am phetam ines b lo ck  the ca tech olam in e re-uptake m ech an ism , 
th e drug can be transported into the nerve term inal. O n ce in sid e  the ce lls ,  
th ey  inh ib it both  the v esicu la r  storage o f  d op am ine and its breakdow n by  
M A O . T h ese  tw o  action s result in a buildup o f  ca tech o la m in es in  the 
synaptic  c le ft and increased  activation  o f  the p ostsyn ap tic  receptor. The  
u se  o f  am phetam ine increases the am ount o f  ava ilab le  d op am in e in the 
brain, w h ich  lead s to  m o od  e lev atio n  (e .g . fe e lin g s  o f  ela tion  or euphoria) 
and increased  m otor activ ity .

N atural activ ities such  as eating, drinking, and se x  activate the n u cleu s  
cucu m b ers, ind ucing  con siderab le com m u n ication  am on g th is structure's 
neurons. T h is internal com m u n ication  lead s to  the release o f  dopam ine  
that p roduces im m ed iate but ephem eral fee lin g s  o f  p leasure and elation . 
A s dop am ine is again  released  m ore fee lin g s  o f  p leasure and euphoria  are 
produced . T he release o f  dopam ine and the resu lting  p leasurable fee lin g s  
p o sitiv e ly  rein force such  a ctiv ities  in both  hum ans and an im als and  
m otivate  the repetition  o f  th ese  a ctiv ities . D op am in e  is b e liev ed  to  p lay  
an im portant role in the rein forcem ent o f  and m otivation  for repetitive  
action s and there is an increasing  am ount o f  sc ien tific  ev id en ce  
su g g estin g  that the lim b ic reward sy stem  and lev e ls  o f  free dop am ine  
p rovid e the com m on  link  in the abuse and add iction  o f  all substan ces. 
D op am in e  has ev en  b een  lab eled  "the m aster m o lecu le  o f  addiction".

A c t io n s  o f  A m p h e ta m in e

A m p h etam in e w ill m ake vascu lar con striction , trem ors, and palp itation . 
It w ill a lso  stim ulate the central nervous sy stem  b y  secretin g  adrenaline  
and dopam ine in h igher le v e ls  than norm al creating certain p sy ch o tic  
sym p tom s. T he e ffec ts  on  peripheral n ervou s system  are arrhythm ia, 
h igh  b lood  pressure, tachypn ea, ch est d iscom fort, h eadache and etc. 
(E llio tt, 1974)

A m p h etam in es are p ow erfu l central n ervou s system  (C N S ) stim ulants  
w ith  peripheral and (three adrenergic actions sim ilar to  th ose  o f  the 
ind irectly  actin g  sym p ath om im etic  drugs). In the C N S , am ph etam ines  
stim ulate the cerebral cortex , striatum , lim b ic system , and brainstem . 
W ith 1 0 -30 -m g  d o ses o f  dextroam phetam ine (the m ore p oten t isom er), 
th is stim ulation  results in increased  alertness and w a k efu ln ess , d ecreased  
fatigue, e lev ation  o f  m o od  w ith  increased  in itiative and se lf-co n fid en ce , a 
h eigh ten ed  ab ility  to concentrate, d ecreased  appetite, and insom nia . 
Increased  release o f  norepinephrine and dop am ine cau sed  by the drug
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appears to m ediate th ese  e ffec ts . H igher d o ses  can cau se  co n v u ls io n s, 
stereotyp ic  m o vem en ts, or a p sy ch o sis  m ed iated  b y  the re lea se  o f  
d op am ine and p o ss ib ly  seroton in  in the lim b ic  sy stem  and cortex. 
D ep ressio n  and fatigue a lm ost a lw ays fo llo w  th ese  b eh avioral ch an ges  
w h en  the drug is rem oved .

D ep en d en ce  often  occurs w ith  chronic u se o f  am ph etam ine. R egular  
users u su a lly  d ev e lo p  to lerance to the euphoric and anorectic  e ffe c ts  o f  
am phetam ine w ith in  a few  w eek s. S om e dep end en t in d iv id u als take 1700  
m g per day w ith ou t apparent ill e ffec ts . For unclear reason s, n ot all 
in d iv id u als d ev e lo p  to lerance to  am phetam ines. S om e n arco lep tics have  
b een  treated for years w ith ou t increases in their in itial e ffe c tiv e  d ose .

Peripherally, am phetam ine action s are m ediated  b y  the re lea se  o f  
norepinephrine. T hey  increase the sy sto lic  and d ia sto lic  b lo od  pressure  
sign ifican tly  by stim ulating  a-receptors in the vascu latu re and (3 -  
receptors in the heart). W ith the increased  b lood  pressure, there is  o ften  a 
com p ensatory  decrease in the heart rate. C ardiac arrhythm ia can  occu r  
w ith  a large am phetam ine d ose . In contrast to  ca ffe in e , am ph etam ines  
h ave little e ffec t on  cerebral b lood  flo w .

T he m ost com m on  C N S  e ffe c ts  o f  am ph etam ines in clu d e restlessn ess, 
d izz in ess , trem or, irritability, insom nia , w ea k n ess and hyp eractive  
re flex es . D elirium , co n fu sion , agg ressio n , panic states, and paranoia can  
occu r even  in ind ividuals w ith  no h istory o f  m ental illn ess . T here is a 
great am ount o f  anecdotal ev id en ce  on  the relation sh ip  o f  stim u lant u se  
and various sexual behaviors. Stim ulants m ay be u sed  during sexual 
a ctiv ities to in ten sify  sexual acts, h eigh ten  p leasure, len gth en  the duration  
o f  intercourse and lessen  inh ib itions. T he abuse o f  stim u lants is  a lso  
k n ow n  to lead to uncharacteristically  aberrant or d ev ian t sexual 
b eh aviors, such  as buyin g  the serv ice  o f  a com m ercia l se x  w orker and  
d oin g  H IV  high-risk  behaviors.

C hronic u se can produce a state ca lled  “am phetam ine p sy c h o s is” that 
resem b les acute m ania. In th is state, ind iv idu als exp erien ce  v iv id  
h allu cin ation s and paranoid d elu sion s, fo llo w e d  by fa tigu e and  
d ep ression . C hronic use m ay a lso  result in nausea, v om itin g , diarrhea, or 
w eig h t loss. I f  the patient in jects the stim ulants, the risk o f  n arcotizing  
an giitis or an intracerebral hem orrhage increases.
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G eneral e ffec ts  o f  am phetam ine u se  includ e h eadache, ch ills , pallor or 
flu sh in g , e x c e ss iv e  sw ea tin g  and urticaria. P alp itation s, cardiac  
arrhythm ias, angina pain, hyp erten sion  or h yp oten sion , and eventual 
circulatory co lla p se  com p rise sp ec ific  card iovascu lar e ffec ts . T he GI 
sy stem  e ffec ts  includ e anorexia, nausea, v o m itin g , abdom inal cram ps, 
diarrhea and a m eta llic  taste in the m outh . In fatal d oses, am phetam ines  
cau se con v u ls io n s and com a, u su a lly  due to  cerebral hem orrhage.

In ch ildren, stim ulants, in clu d in g  the am ph etam ines, are thought to  
suppress grow th  esp ec ia lly  in  th ose  w h o  rece iv e  them  for lon g-term  
treatm ent o f  A D H D . T hus, p eriod ic  “drug h o lid a y s” are u sually  
em p loyed . U se  o f  am phetam ines is contraindicated  in patients w ith  
k n ow n  coronary artery d isea se , g laucom a, hyperthyroid ism  and for 
patients concurrently  b ein g  treated w ith  M A O  inhibitors.

E ffe c ts

E ven  sm all am ounts o f  drugs in the am phetam ine fa m ily  can produce  
euphoria, enhanced  w ak efu ln ess , increased  p h ysica l activ ity , d ecreased  
appetite, increased  respiration, and can in clud e fee lin g s  o f  pow er, 
strength, se lf-a ssertion  and enh an ced  m otivation . O n average, taking  
m oderate d o ses, the e ffec ts  o f  am phetam ines w ill  last about four to  
tw e lv e  hours.

S id e  E ffe c ts

S id e e ffec ts  can includ e a th etosis (w rith ing , jerk y , or fla ilin g  
m o vem en ts), irritability, in som n ia , con fu sion , trem ors, an x iety , irregular 
heartbeat, ch est pain, fever, d ifficu lty  in breathing, d izz in ess , irritability, 
n ervou sn ess, insom nia , nau sea, hot flash es, d ryness o f  the m outh, 
sw ea tin g , palp itations, and hyp erten sion . E x c e ss iv e  d ose  can produce  
m ental co n fu sion , severe an xiety , paranoia, and hypertherm ia, and 
con v u lsion s.

In addition, am phetam ines cau se  increased  heart rate and b lood  pressure  
that can lead  to irreversible dam age to  b lood  v e s se ls  in the brain, 
p roducing  strokes.

A m p h etam in e u se  during pregnancy  m ay result in prenatal com p lica tion s, 
increased  rates o f  prem ature d elivery , and altered neonatal behavioral 
patterns.
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D r u g  D e p e n d e n c y  T r e a tm e n t

D ru g d ep en d en cy  treatm ent is  cov ered  by the 1979  L eg isla tio n  on  
H arm ful D ru gs and by N o tifica tio n  o f  the M inistry  o f  P u b lic  H ealth  N o .6 
(1 9 8 0 ). T reatm ent is sp ec ified  as fo llow ed :

1. P re-ad m ission
2. D etox ifica tio n
3. R ehabilitation  at T herapeutic C om m unity  C enters
4. A fter-care

L ev in e  (1 9 7 3 ) d efin es drug d ep en d en cy  treatm ent as a return to  the actual 
status to  liv e  a norm al life  and to be a source b en efic ia l to  the so c ie ty . 
T herefore, g o in g  back  to the norm al status, patients w ill  h ave  to  con sider  
h o w  to fo llo w  each  step o f  the treatm ent and h o w  to rem ain  in treatm ent 
in order to  a ch ieve  better m ental, p h ysica l and so c ia l health .

T r e a tm e n t  o f  S u b sta n c e  A b u se

T here are m any approaches to  the treatm ent o f  su bstan ce abuse in 
in d iv id u als w ith  add ictive d isorders. E ach approach has a p h ilo so p h ica l 
d ifferen ce  h ow ev er  som e overlap  in persp ective. A nd  n o  o n e  p h ilo so p h y  
fu lly  or adequately  exp la in s the range o f  addiction  p rob lem s. N o  one  
p h ilo so p h y  su ggests the p refect treatm ent approach.

A t present intervention  approaches u se several tactics to  p reven t relapse  
b ased  on the cau ses o f  add iction  and relapse. T h ese  cau ses u su a lly  are 
p h y sica l, m ental and soc ia l. H o w ev er  the proper in terven tion  w ill be  
se lec ted  based  on the m ost crucial factor that leads to  relapse.

T h is study has rev iew ed  ex istin g  literature in the fie ld  b y  fo cu sin g  on  
sp ec ific  intervention  approaches to  substance abuse in clu d in g  the 
fo llo w in g :

1) P h a r m a c o th e r a p y

Substitution  therapy is the therapy in w hich  the patien ts are g iven  
m ed ic in e  or chem ical su bstan ces that produce sim ilar e ffe c ts  to  drugs. 
H o w ev er , the am ount o f  su b stan ces g iv en  rem ains the sam e. T oday, 
M eth ad on e is g iv en  to heroin  users. H ow ev er, th is therapy a lon e is not 
e ffe c tiv e  enough  as it actually  fu lf ills  and reduces the crav in g  but it d oes
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n ot sa tisfy  the u ser as m uch as the drugs th em se lv es  do. M oreover, as all 
th e problem s cau sin g  add iction  are not e lim inated , patients therefore  
relapse. T h is particular therapy is  n o w  u sed  in com b in ation  w ith  other  
therapies. H o w ev er , n o  M etham phetam ine substitute is g iv en  to  
M etham phetam ine users. A t present, researchers are stud ying  the u se  o f  
brom ocriptine am antedine that is dop am ine agon ist. T h is substance  
p roduces strong sid e  e ffec ts  such  as q u easin ess, h eadaches, vertig o  and  
n erve problem s. C urrently there is not y e t an e ffec tiv e  pharm acotherapy  
for m etham phetam ine u se  d isorders (R aw son , 1999).

2 ) B e h a v io r  T r e a tm e n t

T here are several ty p es o f  behavior treatm ent. T he treatm ent dep end s on  
th e m ain  reason  for relapse. D ep en d in g  on  in d iv idu als, the reason  cou ld  
b e purely p ersonal, a lack  o f  problem  so lv in g  and w eak  or n o  m otivation . 
E nvironm ental factors includ e h igh  pressure from  so c ie ty , pro-drugs  
so c ie ty  or lack  o f  so c ia l support that en cou rages the u se  o f  drugs.

B eh av ior  Treatm ent in clu d es the fo llow in g:

2 .1 )  G roup P sycho therapy  a n d  G roup C ounseling . Group  
P sychotherapy  in c lu d es supportive therapy, patient center therapy, 
co g n itiv e  therapy, b eh avior therapy and cog n itiv e  behavior therapy. E ach  
therapy m ay require d ifferent tech n iq u es but they all share a com m on  
princip le  -  to  help  the patients understand th em selv es and be aware o f  
their problem s. In addition, cou n selors shou ld  k n ow  h o w  to  m ake the 
b est u se  o f  a p atien t’s potential and their supportive surrounding as w e ll 
as to prom ote se lf-d ep en d en cy  and resp on sib ility . A cco rd in g  to  stud ies 
on  Group C ou n se lin g  Therapy, C og n itiv e  B eh a v io r  T herapy is  m ore and 
m ore the practice as it a ssists the patients in tw o  respects: (1 ) it 
en cou rages the patients to  think for th em se lv es  and (2 ) it h elp s them  build  
sk ills  for a norm al p rodu ctive life . In the first respect, patients are gu ided  
to  adjust their th inking to be able to con sid er all relevant factors to  m ake  
reasonab le ch o ice s  w ith ou t b eco m in g  agitated. In the latter respect, 
patients are coach ed  to practice a set o f  sk ills  that can be n eed ed  in real 
life . T his asp ect d iffers from  other cou n se lin g  approaches. C ou n selors  
m o stly  em p h asize  particular aspects on ly  (C riys-C hristoph  & Stquelans, 
1996). S tud ies dem onstrate that cou n se lin g  therapy is based  on the 
C og n itiv e  B eh avior  T herapy (M arlatt & G ardon, 1985) that u ses the 
P roblem  S o lv in g  T heory (G old fried  & D a v in so n , 1978) and that has 
sh ow n  to be m ore e ffe c tiv e  w ith  drug abusers than other therapies
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(C hancy , et a l., 1975; M arlatt & G ordon, 1984 , c ited  by B erg in  &  
G arfied , 1994; C arroll, et a l., 1994). In T hailand , research  has m ostly  
fo cu sed  on  com p aring  o n ly  the rehabilitation  p eriod  o f  variou s therapies, 
in clu d in g  supportive therapy, patient center therapy, and reality  therapy.

S tu d ies found better results in patients w h o  jo in ed  the co u n se lin g  group  
than th ose w h o  jo in ed  the control group. T he grou p s g iv en  cou n se lin g  
had a h igher abstin ence rate, m ore se lf-e steem  and a low er  lev e l o f  
sadn ess. T he eva lu ation  n orm ally  occurred four w ee k s  after in tervention  
(K lan gk la , p . 1989; N ila k a m , T. 1989 , In thasaw aek , J .1 9 9 7 ). It is 
su gg ested  for future research to  p ro lon g  the tim e u sed  to  fo llo w  the  
results. T he length  o f  tim e recom m en d ed  is at lea st 2 4  w ee k s  (Bandura, 
1997 , R aw w so n , 1999).

2 .2 )  Therapeutic  C om m unity  con sid ers the env ironm en t and  
culture as the m ain  in flu en ce  on  behavioral ch an ge. A  supportive so c ie ty  
en ab les p eop le  to  be resp on sib le  and to face p rob lem s. T herefore, the  
treatm ent is organized  in a h om e-lik e  atm osphere w here the patients  
practice a n ew  w ay  o f  life . T h is therapy h o w ev er  requires regular ch eck s  
to  see  i f  patients, supported by their peers in their o w n  com m u n ity , do  
abstain from  drugs. T h ese  ch eck s are carried out by com m u n ity  staff, 
so m e o f  w h om  w ere th em se lv es  o n ce  drug abusers. A  therapeutic  
com m u n ity  con d u cts m any a ctiv ities  aim ed  to p rom ote se lf-resp o n sib ility  
sk ills , se lf-d ep en d en cy , b e in g  role m o d els  to  on e another and exch an ge  o f  
inform ation . A ll th ese  a ctiv ities  are a im ed  to fu lly  rehabilitate the 
patients: p h y sica lly , m en ta lly  and soc ia lly ; and to  prepare them  for a n ew  
life . S tud ies confirm  that th is therapy appears to  be the m o st e ffec tiv e  
(W alsh , et al, 1991). N ev erth e less , th is k ind  o f  therapy has a very  h igh  
drop out rate and is the m o st co stly  as the patients m ust rem ain in the 
therapeutic com m u n ity  for at least s ix  m onths to  tw o  years. In the U S , 
the govern m ent has the p o lic y  to  u se  th is therapy o n ly  after others have  
fa iled  due to various lim itations. In T hailand, there is no such  p o licy  but 
the country has a lim ited  b u d get and is facin g  a num ber o f  d ifficu lties  in 
organ izin g  the e ffec tiv e  therapeutic com m u n ities. T herefore, th is therapy  
is  probably su gg ested  for th ose  w h o  cannot be treated w ith  other  
therapies or treated as outpatients.

2 .3 ) Self-he lp  group . O ne exam p le  o f  se lf-h e lp  groups is 
A lc o h o lic  A n o n y m ou s (A .A ). T h is therapy is a g rou p in g  o f  volun teers  
w h o  w ere o n ce addicts but have m aintained stab le ab stin en ce. T h ey  w ill  
share their exp erien ces in add iction  and h o w  th ey  su cceed ed  to quit.
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G roup m em bers a lso  cou n sel o n e  another and organ ize  so c ia l a ctiv ities  
such  as tea  parties and even ts for sp ecia l o cca s io n s  that are free o f  drugs. 
T he advantage o f  th is therapy is that the m em bers trust, accep t and  
encourage each  other. B e in g  gu ided  by exp erien ced  drug abusers, 
patients are m otiva ted  to abstain. Still the drop ou t rate is a lw ays h igh . 
L ike in the T herapeutic C om m u nity  group, 50%  dropped out by the first 
three m onths (M iller  and M cC rady, 1993 cited  b y  E dw ards & D are, 
199 6 .) and relapsed  as they  rejected  the reasons th ey  th em se lv es  have  
id en tified  and accep ted  during therapy, for not u sin g  drugs. T he m ain  
reason  is the lack  o f  m otivation  and for som e patients the group did  not 
seem  to  be b en efic ia l to them  (M iller  et a l., 1995 c ited  by Bandura, 
1997). In T hailand, se lf-h elp  groups are h eld  o n ly  a m on g  a lco h o lics .

2 .4 )  F am ily  Therapy  is  b asica lly  practiced  at the sam e tim e as 
ind ividual therapy in order to  in v o lv e  each  m em ber o f  the fam ily  and to  
encourage the p atien t’s adjustm ent. F am ily  m em bers w ill learn h o w  to  
deal appropriately w ith  their ch ildren  or sib lin g s w h o  are addicted  by  
g iv in g  them  an opportunity to  exp ress ideas, to b e resp on sib le  for their  
liv e s  and to  set s e l f  d isc ip lin e . T his h elps prom ote se lf-regu lation  and  
strengthen determ ination  to  liv e  a norm al life  as w e ll as to abstain from  
drugs. In addition  patients a lso  n eed  clear and p rec ise  com m u n ication  
that sh ow s lo v e  and care from  their fam ily . A s a result, patients w ill find  
th em se lv es  w orthy and sign ifican t thus en cou ragin g  abstin ence. S tud ies  
reveal that fam ily  therapy is one essen tia l factor that p revents relapse  
(L ew is , et al, 1990; T odd, Selekm an, 1991). U nfortu nately , it seem s to  
be d ifficu lt to  practice fam ily  therapy sin ce  fam ily  m em bers o ften  cannot 
jo in  the therapy due to  finan cia l/p rofession a l reasons, and in so m e cases , 
a lack  o f  understanding o f  the b en efit o f  the therapy. T h is approach w as  
adjusted to  fam ily  in vo lv em en t rather than therapy b y  a ssig n in g  a certain  
fam ily  m em ber or a certain person  w h o  is im portant to the patients to  jo in  
the group. T his person  is a ssign ed  to exp lain  and relate the treatm ent 
approach to other m em bers. R esearch  sh o w s no sig n ifica n t d ifferen ces  
b etw een  th ese  tw o  therapies (S zap ocn ik  et al., 1986). In T hailand , fam ily  
in v o lv em en t has b een  practiced  though cou n se lin g  w ith  a nurse and socia l 
w orkers o n ce  a m onth for on e year at Thanyarak H osp ita l. H ow ev er, 
there is no form al evaluation  o f  th is approach to date.

3 ) M u ltim o d a lity  In v e n tio n  A p p ro a ch
S in ce  the ab ove therapies fo cu sin g  on  sp ec ific  factors do not g iv e  
satisfactory  results (on ly  30-40%  can abstain from  d rugs), therapy today  
em p h asizes the personal and environm ental a sp ects o f  the patients.
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M u ltim od ality  In ven tion  A pproach  is p racticed  in the b e l ie f  that relapse is 
cau sed  by personal and environm ental factors. T h is approach in clu d es  
d etox ifica tion , substitute drug, C ou n se lin g , P eer  G roup Support, F am ily  
In vo lvem en t and G roup A ctiv ity . T h ese  can  b e  u sed  for both  in and  
outpatients. A fter the d etox ifica tion  p eriod  that redu ces w ithdraw al 
sym ptom s, patients w ill  be treated in groups or b y  ind iv idu al cou n se lin g  
alon g  w ith  other group a ctiv ities such  as group m eetin g s  (in  the form  o f  
se lf-h elp  groups), recreation  and w ork  therapy. In addition , th ey  a lso  
rece ive  F am ily  In vo lvem en t T herapy either in  the form  o f  G roup  
C ou n selin g , P sych o-ed u ca tio n  groups or S e lf-H e lp  G roups. Patients w ill  
be encouraged  to  participate in their co m m u n ity ’s se lf-h e lp  groups. T h ey  
are a lso  ad v ised  b y  several centers, w h ich  h elp  them  to  adjust and  
d ev elop  th em selv es . T h ose  p la ces are a cad em ic serv ice  centers, career  
practice centers, jo b  recruiting a g en cies  and h ot lin es. (S u lliv a n , 1995; 
Penger, H ahon, P ayn e.& P enger, 1991).

3 .1 ) Inpa tien ts  C are P rogram . Inpatient care program s d iffer  
from  com m u n ity  therapy in  that it in v o lv es  p ro fessio n a lly  trained staff. 
A gain  som e o f  th ese  s ta ff  w ere th em se lv es  form er addicts w h o  w ere part 
o f  a com m u nity  therapy. A nother d ifferen ce is the structure o f  the  
program  - com m u n ity  therapy is  com parable to  a h om e that is ruled by a 
sen iority  sy stem  - w h ereas th is program , s ta f f  w ill  in v o lv e  patients to  
organize activ ities aim ed  to enhance their o w n  d ev elop m en t. S in ce  this  
kind o f  therapy is q u iet co stly , certain requ irem ents for patients ex is t as 
fo llow s:

1. Patients are lik e ly  to  be harm ful to  th em selv es or others;

2. Patients h ave m ental or p h y sica l com p lica tion s;

3. Patients are addicted  to  m ore than on e drug for o ver  a 
year w ith  the least p o ss ib ility  for abstin ence i f  treated as 
outpatients;

4. Patients h ave already b een  treated as outpatients several 
tim es but u n su ccessfu lly ; and,

5. P atien ts stay in bad surroundings or have m ental 
p rob lem s su ch  as b ein g  abandoned , left a lon e, or b ein g  
unable to  liv e  in so c ie ty .
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It w as found that patients usually  refuse th is therapy as they  m ust stay in  
the hosp ital for at least 12-14  w eek s.

3 .2 )  O utpa tien t C are Program . T h is is  a preferred ch o ice  in 
therapy as it is m ore con ven ien t, le ss  co stly , and n eed s less  s ta ff  w h ile  
p rovid in g  m ore serv ices. M oreover patients do not fee l th ey  are forced  
into the treatm ent as th ey  are able to  be w ith  their fam ily . H o w ev er  there  
are uncertain e ffec ts . Patients are m ost lik e ly  to  relapse s in ce  th ey  a lw a y s  
return to  the sam e surrounding w here drugs are availab le . T he ou tcom e  
o f  th is program  therefore depends m o stly  o n  the patients and their  
fam ilies. I f  the patients are not determ ined  or are not ready to  confront 
the h igh-risk  situation , or have no fam ily  support th ey  are lik e ly  to  
relapse. D uring the first tw o  to four w eek s  o f  the program , patients w ill  
jo in  several a ctiv ities each  w eek . T hen  th ey  w ill  be asked  to a m eetin g  
o n ce  a w eek . T hey are a lso  encouraged  to  participate in com m u n ity  
activ ities that can contribute to  their s e l f  grow th  aw ay from  drugs. S in ce  
M u ltim od ality  Intervention  A pproach has o n ly  b een  practiced  over the 
past 10 years, research on its e ffec tiv en ess  is still lim ited . N ev erth e less , 
th is approach appears e ffec tiv e  for 4 0 -5 0  % in the lon g  run.

N o  particular com b in ation  o f  d ifferent m eth od s has b een  o ffic ia lly  
accepted  as m ost e ffec tiv e . There sh ou ld  be m ore research.

W ith  respect to  the ab ove, the author find s three factors in flu en c in g  the  
e ffec tiv en ess  o f  assistan ce as fo llo w s:

1. E ffec tiv e  assistance requires p h y sica l, m ental and so c ia l support; 
and,

2. T he num ber o f  treatm ent and the length  o f  the treatm ent h ave a 
bearing on su ccess .

T he m ore in ten sive and com p reh en sive  the cou rse, the m ore su ccessfu l it 
is  lik e ly  to be. H o w ev er, w e  shou ld  a lso  th ink  about co st and e ffec ts , 
thus further research for the m ost e ffec tiv e  therapy is needed .

T he determ ining factor o f  su ccess  in any treatm ent is the eventual 
realization  by the patients that they h ave an add iction  problem  and o n ly  
w ith  a strong determ ination , w ill they o vercom e. T h ey  sh ou ld  learn h o w  
to  control th em selv es , not to relapse and to be sa tisfied  w ith  their liv es . 
Stud ies indicate that im portant factors that m ake p eo p le  content w ith  life
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are the fact that th ey  can be resp o n sib le  for their jo b s  and liv e  in  a 
supportive so c ie ty . T h ese  tw o  factors therefore m ust be part o f  any  
assistan ce program .

T h e  M a tr ix  M o d e l

T he m atrix program  p rov id es a fram ew ork  for en g a g in g  stim ulant abusers 
in treatm ent and h elp in g  them  a ch iev e  a b stin en ce. Patients learn about 
issu es critical to  add iction  and relapse, rece iv e  d irection  and support from  
a trained therapist, b eco m e fam iliar w ith  se lf-h e lp  program s, and are 
m onitored  for drug u se  by urine testin g.

T he program  in c lu d es edu cation  for fa m ily  m em bers. T he therapist 
fu nctions sim u ltan eou sly  as teacher and coach  by fosterin g  an 
encouraging  relationsh ip  w ith  the patient to  rein force p o sitiv e  behavior  
change. T he therapist-patient interaction  is realistic  and direct, and n on - 
confrontational or parental. T herapists are trained to con du ct treatm ent 
sess io n s in a w a y  that p rom otes the p atien t’ร se lf-e steem , d ign ity , and  
self-w orth . A  p o sitiv e  relationsh ip  b etw een  patient and therapist is a lso  a 
critical e lem en t for patient retention.

Treatm ent m aterials draw h ea v ily  on  tested  treatm ent approaches that 
includ e e lem en ts pertaining to the areas o f  relapse prevention , fam ily  and  
group therapies, drug education , and se lf-h e lp .

T he fo llo w in g  are k ey  com p on en ts o f  the program :

Ind iv id ua l Sessions  are d esig n ed  to  orient the patient and w h en  p oss ib le  
fam ily  m em bers to  the exp ectation  o f  the M atrix Program , com p lete  the  
adm inistration docum en tation , and estab lish  rapport w ith  the patient to  
encourage treatm ent com p lian ce. T he se ss io n s  are sched uled  w eek ly  for  
the first tw o  m onths and then m onth ly . A d d ition a l se ss io n s m ay be 
n ecessary  for so m e patients. C onjoin t se ss io n s  shou ld  be arranged as 
early in the treatm ent as p o ss ib le  and sh ou ld  con tinu e regularly  
throughout the treatm ent.

E arly  R ecovery  Skills G roup  co n sists  o f  e ig h t one-hour group sess io n s  
that take p lace over  the first m onth o f  treatm ent. D uring th is tim e, 
patients rece ive  m any o f  the b asic  sk ills  th ey  n eed  to a ch iev e  initial 
sobriety. T he early recovery  sk ills  group p rov id es an introduction  to
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w hat is k now n  as the 12 -S tep  In vo lvem en t and re in forces the v a lu e  o f  12- 
Step Participation.

A ll patients and fam ily  m em bers attend the F a m ily  E duca tion  G roup  for  
a period  o f  12 w eek s. S in ce  th is is the on e e lem en t o f  the program  that 
regularly in v o lv es  fam ily  m em bers, the groups are d esig n ed  to be  
interactive to  a llo w  the group leader to  includ e the m ost p ressin g  issu es  
for both patients and fam ily  m em bers.

R elapse  P reven tion  G roup  is the central e lem en t o f  th is treatm ent m o d el. 
Spanning 16 w eek s, group participation  is d esign ed  to  d eliver  
inform ation , support, and cam araderie to  patients as th ey  p roceed  through  
recovery.

S oc ia l Sup port G roup  is d esig n ed  to a ssist patients in learning re
soc ia liza tion  sk ills  in a fam iliar sa fe  environm ent.

T he socia l p sy ch o lo g y  therapy w as adapted from  the M atrix Program  to  
handle situations w here there are m any add icts. T he therapy is con d u cted  
over a 12 -w eek  period , rather than 16 under the M atrix Program , either at 
health  fac ilities or w ith in  the com m u nity . A d d icts are asked to  take part 
in 12-one-hour se ss io n s held  tw ice  a w eek , as fo llo w s:

•  S ess io n  1. T his serves as an orientation  for the addicts. T h ey  w ill  
be g iv en  inform ation  about the therapy and asked for their  
w illin g n ess  to participate.

•  In S ess io n  2. A d d icts are to ld  through various tech n iq u es and  
activ ities by the therapist to  quit drugs.

•  S ess io n  3 h elp s the addicts deal w ith  ou tsid e  tem ptation.

•  S ess io n  4 h elp s the addicts deal w ith  tem ptation  and craving. 
F am ily  m em bers w ill be asked to jo in  in.

•  S ess io n  5 deals w ith  internal tem ptation .

•  S ess io n  6 exp la in s h ow  the body adapts after quitting drugs.

•  S ess io n  7 deals w ith  relapse prevention .
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•  S ess io n  8 lays out the road m ap to stay in g  o f f  drugs. T he sam e  
fam ily  m em bers w h o  w ere in S ess io n  Four are asked  to jo in  in.

•  S ess io n  9 addresses the variou s problem s encountered  in  
rehabilitation.

•  S ess io n  10 d ea ls w ith  behavior, th ou gh ts and em otions.

•  S ess io n  11 revea ls tips for su ccessfu l rehabilitation.

•  S ess io n  12 is on  fam ily  and drug rehabilitation.

D eta iled  treatm ent m anuals contain  w ork  sh eets for ind ividual se ssio n s;  
other com p on en ts in clud e fam ily  ed u cation  groups, early recovery  sk ills  
groups, relapse preven tion  groups, con jo in t se ss io n s , urine tests, 12-S tep  
program s, relap se an a lysis, and so c ia l support groups.

A  num ber o f  projects have dem onstrated  that patients treated under the 
M atrix program  sh o w  statistica lly  sig n ifica n t reductions in drug and  
alcoh o l u se, im p rovem en ts in p sy c h o lo g ic a l ind icators, and reduced  risk  
sexual b eh aviors asso cia ted  w ith  H IV  tran sm ission . T h ese reports, a lon g  
w ith  ev id en ce  su gg estin g  com parable treatm ent response for 
m etham phetam ine and co ca in e  users dem onstrated  e ffica cy  in en h an cin g  
naltrexone treatm ent o f  opiate add icts, p rovid e a body o f  em pirica l 
support for the u se  o f  the m od el.
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T a b le  2 .1  In tensive outpatient program  sch ed u le

IN T E N S IV E  O U T P A T IE N T  P R O G R A M  SCEID ULLE
Week Monday Tuesday Wednesday Thursday Friday Saturday&

Sunday
Weeks 6-7 p.m. 7-8.30 p.m. 6 - 7 p . m .

early early
1 R ecovery Family R e c o v e r y

skills education skills
Through 7 - 8 . 3 0 Group 7-8.30 p.m. 1 2  step

p.m. relapse
4 Relapse

prevention
prevention meetings

Weeks 7 - 8 . 3 0
p.m.

7-8.30 p.m. and other

5 Relapse 12  step Family 12  step 7-8.30 p.m. recovery
education relapse

Through Prevention Meeting Group or Meeting prevention
group

activities

16 Group Transition
group

Weeks
17

Through
52

•  U rine testin g  and breath-alcohol testin g  conducted  
w eek ly .

•  O ne ind ividual sess io n  is included  in each  o f  the 
program  p hases
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2.2 Strategic Management
William F. Glueck (1980) Strategic Management is the set of decisions 
and actions which leads to the development of an effective strategy or 
strategies to help achieve corporate objectives. Key points are:

2.2.1 Management using an integrated or total approach
2.2.2 Planning objectives, policies and strategies and planning 

various principles that form the direction and goals of the 
organization

2.2.3 All management areas and issues must be covered in the 
analysis in order for the organization to be able to achieve the 
highest success, attain its objectives and its chosen identity 
through strategies and steps.

One important strategy in business is that even the best thought out 
strategy is analyzed in all aspects after its launch, including financial, 
implementation, personal satisfaction of various groups of people, and 
benefit to society, among other expectations. However evaluation of a 
strategy based only on results of implementation is not enough. This is 
because it looks back at the past only. Designing the best strategy can be 
done by placing it in the present context and playing it forward into the 
future. Data analysis always has to be done within a certain period of 
time aimed to further developing the strategy or designing a new one. 
Some changes might have to be made.
The importance of strategic management:

1. It allows the organization to assess problems and opportunities
2. It is conducive for the organization to have clear objectives and 

directions, and,
3. It allows senior managers to manage their organization effectively 

and reduces the risk of getting lost in secondary or minor activities, 
or in changing environments.

A frequent criticism of strategic plans is that they are merely "to-do" lists 
of what to accomplish over a certain period of time. These plans never 
seem to come in handy when an organization is faced with a major 
decision and does not really help it into the future. This criticism arises 
from the failure of the organization to undertake the needed thorough 
analysis as part of its strategic planning process. Instead, planners decide
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based only on what they think they know at the moment. This makes the 
planning process more a guesswork. Strategic analysis is the heart of the 
strategic planning process and must be undertaken.

SWOT-Analysis
SWOT is a tool for analyzing Strengths, Weaknesses, Opportunities and 
Threats of an organization or a project. It is carried out during workshops 
involving people from different sections of an organization, and a number 
of resource persons. A moderator is present to steer the analysis, keep 
track of time and encourage constant visualization for the organizations. 
It is estimated that four hours or more are needed depending on the depth 
of the analysis, and it might also be necessary to break the workshop into 
sessions to allow for data collection in support of the analysis.
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Table 2.2 SWOT -  Analysis
รพ  OT-Analysis Definition Typical examples

Strengths Any internal asset (know-how, 
motivation, technology, finance, 
business links) which will help to 
meet demands and to fight off 
threats.
K ey Questions:

•  What are we good at?
• How are we doing 

competitively?
• What are our resources?

Well trained 
manpower, well 
established 
knowledge base, 
good contact with 
target group, 
technology, etc.

Weaknesses Internal deficits hindering the 
organization in meeting demands.
Key Questions:

•  What are we doing badly?
• What annoys our 

customers most?

Lack of motivation, 
lack of transport 
facilities, problems 
in distribution of 
services or products, 
low reputation (the 
lack of a particular 
strength).
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Table 2.2 SWOT -  Analysis (Continued)

SWOT-Analysis Definition Typical examples
Opportunities Any external circumstance or 

trend that favors the demand for 
an organization's specific 
competence.
K ey Question:

•  What changes do you 
expect to see in demand 
over the next years?

Increasing 
purchasing power, 
development of new 
markets for high 
quality products, 
new technologies
that favor our 
product

Threats Any external circumstance or 
trend which will unfavorably 
influence demand for an 
organization's competence.
Key Q uestion:

• What do other people that 
we don't?

• What future changes will 
affect our organization?

Establishment of 
strong competitors, 
lack of cash at 
household level, 
governmental 
regulations that 
limit free 
distribution of our 
product.

SWOT-Analysis focuses on the following questions:

• What are our objectives?
• What do our customers want?
• How do we distinguish ourselves from competitors?
• How can we improve our services?
• How can we distinguish internal framework conditions (strengths 

and weaknesses) from external framework conditions 
(opportunities and threats)?
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As a precondition for a SWOT session, the organization's vision or the 
project's objective should be outlined. Participants should share a 
common understanding of what are the medium and long term purposes 
of the exercise:

STEP 1 ะ

STEP 2: 

STEP 3:

STEP 4:

Start a brainstorming session on the strengths of the 
organization. Distribute cards and ask participants to 
write one idea per card on what they consider as 
strengths. Everybody can give as many inputs as they 
want. Collect the cards and display them on a board. 
Cluster ideas and remove redundant inputs. Make sure 
that all ideas are real strengths, i.e. internal conditions 
of the organization or project, voiceover opportunities. 
Repeat Step 1 and collect input on weaknesses. Some 
participants might bring up weaknesses that contradict 
strengths which have been identified in Step 1.
Repeat Step 1 by moving to the analysis of 
opportunities. Look for real opportunities and not 
idealistic ones. While for all steps it is necessary to 
identify indicators, it is particularly important for the 
analysis of opportunities. How do we know that the 
presumed opportunities are real?
Repeat Step 1 by analyzing the threats. If you find 
that step particularly difficult, you might first do a 
session on creating scenarios or you go to the systemic 
exercises, such as applying 'The Five Why’s or
S.C.O.R.E. and then come back to this exercise.

2.3 Balance Scorecard
The balanced scorecard is a management system (not only a measurement 
system) that enables organizations to clarify their vision and strategy and 
to translate them into action. It provides feedback around both the 
internal business processes and external outcome in order to continuously 
improve strategic performance and results. When fully deployed, the 
balanced scorecard transforms strategic planning from an academic 
exercise into the nerve center of an enterprise.
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Kaplan and Norton describe the innovation of the balanced scorecard as 
follows:

The balanced scorecard retains traditional fin ancia l 
measures. But financia l measures tell the story o f  
p a st events, an adequate story fo r  industrial age  
companies fo r  which investments in long-term  
capabilities and customer relationships were not 
critical fo r  success. These financia l measures are 
inadequate, however, fo r  guiding and evaluating the 
journey  that information age companies m ust make to 
create fu ture  value through investment in customers, 
suppliers, employees, processes, technology, and  
innovation.

The balanced scorecard suggests that we view the organization from four 
perspectives, and to develop metrics, collect data and analyze it relative 
to each of these perspectives:

• The Financial Perspective,
• The Internal Process Perspective,
• The Customer Perspective,
• The Learning and Growth Perspective,

2.4 Related Research
Thiengbooranatam ( 1990) defined drug addiction as having a direct effect 
to both mental and physical health and causes the malfunctioning of the 
personality, lack of interest, laziness, changed behavior such as 
aggressiveness and other occurring sicknesses.
Pearson and Little (1969) noted that the addict has a special 
psychological relationship with his/her addicting drug - a pathological 
dependency upon the agent that he/she needs and without which he/she 
cannot deal with stressful factors in life. Later on, such a dependency 
produces pathological craving, a central feature of all addiction that is 
reflected in the subsequent reorientation of his/her existence. Obtaining 
and taking this drug becomes his/her way of life.
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Kalyanasuth (1989) explained that drugs affect the sustainability of the 
nation because if people become addicted, they will have no efficiency, 
while being easily persuaded and incited.
Yotmanee and Committee (1991) defined drug addiction as a burden to 
the society and the nation, losing the strength of authorities in 
subjugating, preventing and solving the problem, wasting nation budget.
Tassananchalee (1995) explained that drug dependency is spreading all 
over Thailand - heroine, morphine, cannabis, inhalant, opium and 
amphetamines are all available and consumption is on the increase. 
However from surveys of drug dependency treatment and information 
from drug users from all four regions of the country, heroine is the 
number one preferred drug.
Damrong Vasnasomsith (1993) evaluated drug prevention and 
suppression in Khon Kaen province. The sample population included 
officials of the North-East Region Drug Prevention and Suppression 
Center in Khon Kaen. Two different questionnaires were used and data 
analysis was carried using SPSS. The analysis showed that a lot of work 
was being done in drug prevention and suppression and when analyzing 
each area of work, both positive and negative factors were found. The 
positive factors include a clear cut policy, honesty of the officials, and 
good intelligence work and evidence gathering before each arrest or bust. 
The negative factors include drug addicts not fearing the law, shortage of 
manpower, vehicles, and communications equipment, and lack of funds 
to conduct a proper investigation. These negative factors have affected 
the morale of the officials at the Center.
Mc.Whorter, Laurie Burney (2001) explained the balanced scorecard: An 
empirical analysis of its effect on manager’s job satisfaction and 
performance evaluations. The strategy link characteristic stresses 
performance measures linked to achieving organization objectives. The 
long term and short term trade-off emphasizes long-term decisions by 
including future-oriented performance indicators. My prediction for each 
characteristic is for a positive, direct effect on the managerial outcome. 
In addiction, an indirect relationship mediated by role conflict is 
predicted between each characteristic and job satisfaction. It was found 
that the direct effects on job satisfaction are stronger than on performance 
evaluation, possibly reflecting fundamental differences between them. 
Job satisfaction represents managers’ feelings at a specific time while
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performance evaluation reports superiors’ past judgments about 
managers’ actions, which support Kaplan and Norton’s contentions and 
the opportunities for future BSC research are promising.
Robinson, Victoria Ann (2001) reported that development of a balanced 
scorecard for public health using the modified nominal group technique 
consensus method. It was found that of the 165 indicators presented, 74 
were selected by participants as most useful for a balanced scorecard for 
public health. General themes in each of the quadrants were identified. 
For example, themes in the public health program performance quadrant 
included infectious disease, and child and adolescent health. Other 
themes that emerged from the remaining quadrants included community 
awareness of public health, involvement of staff in financial and 
organizational practices, and needs assessments for programs and 
services.
Nipa Neeskul (2001) studied the development of the service model 
offered young amphetamine addicts at Thanyarak Hospital. Fourty 
addicts in a treatment that involved family, school and hospital support, 
over a period of six months. Statistically significant success was found 
after the completion of training under the relapse prevention program 
with more youths finding self-esteem, self-efficiency, and self-discipline. 
These patients also developed better understanding about amphetamine.
Wanphen Jaiphrathum et al. (2001) evaluated the process and 
effectiveness of the Matrix Intensive Outpatient Program undertaken at 
three different hospitals. The method used was formative summative 
evaluation from documentary review, in-depth interviews, and 
questionnaires. The findings point to the need for further improvement of 
the program so that it can be applied to hospitals and health offices. 
However, this study shows that matrix’s intensive outpatient program is 
suitable for the community because it can conveniently be practiced from 
a center within a hospital. It is also less costly, requires fewer staff while 
providing more services. This efficient and cost-effective approach 
corresponds to the government’s policy on drug addiction treatment.
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