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Abstract

Background: Family plays a crucial role in improvement and treatment continuation of individuals under methadone treatment.
Understanding, supporting, and accepting the patient by the family and friends are factors influencing the treatment and rehabil-
itation process.
Objectives: The aim of this study was to determine the effect of family counseling on acceptance and support rates of patients under
MMT.
Methods: In this quasi-experimental study, 50 patients (25 in the intervention group and 25 in the control group) under methadone
treatment, in addiction treatment centers, in Kermanshah were selected through cluster sampling and randomly divided into 2
intervention and control groups. Data collection from the patients in both groups was conducted before and 4 weeks after last
session intervention using family support and acceptance questionnaires. Intervention for patients’ family members (2 primary
members for each patient) was held as a group-counseling meeting using Michael Free’s methodology. Patients in the intervention
and control group received only the usual care of the center. Data were entered into SPSS software (version 18) and analyzed using
appropriate statistical tests.
Results: The family social support rate for the patients before and 4 weeks after counseling in the control group changed from
165.14± 23.91 to 152.36 ± 17.66, indicating no significant difference. Additionally, this rate increased in the intervention group from
156.16 ± 22.88 to 167.6 ± 20.41, showing a significant difference. The rate of family acceptance of patients before and 4 weeks after
counseling in the control group changed from 26.86 ± 4.94 to 26.30 ± 4.48, showing no significant difference. Furthermore, this
rate in the intervention group increased from 26.93 ± 6.38 to 31.76 ± 3.72, indicating a significant difference.
Conclusions: The results of the study showed that family counseling could increase the support rate for drug addicts and their
acceptance by the family.
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1. Background

Family is a system in which people are chainlike in-
terconnected, and their behaviors completely affect each
other (1). Addicted individuals are also one component of
this system, and to treat this component or change their
behavior, we must change the behaviors and other compo-
nents with respect to them (2). During the addiction pro-
cess, addicts lose their family confidence and support de-
liberately or unintentionally and are rejected by the fam-
ily. Studies show that addicts benefitting from family sup-
port during treatment enjoyed a more successful treat-

ment than those deprived from this support (3). Addicts
always face physical and psychological stress factors since
the time of drug rehabilitation. They are at war and escape
with themselves owing to the need to be accepted by the
family (4), since they know that by reusing drugs, they will
lose their new confidence and will be rejected by the fam-
ily. In this respect, if the sense of being accepted by the
family is not created in the addict, he/she will turn to their
addicted friends and reengage in the drug use cycle (3). If
the family has a stable structure with positive and reason-
able attitudes and constructive interactions, the family at-
mosphere can have a positive impact on the patient. Oth-
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erwise, the family atmosphere is by itself a factor in driv-
ing the patient to use drugs (5, 6). Considering the family’s
role in the lives of individuals as well as the Middle East-
ern cultural community, particularly in Iran, family sup-
port can be considered a useful source of social support
for drug users (5). Results of studies about qualitative in-
vestigation of the concept of drug relapse by presenting a
model in this concern demonstrated that family played a
crucial role in the treatment and rehabilitation of patients.
It was stated in this research that family support and induc-
tion of family acceptance could be a powerful factor in in-
creasing the patients’ motivation to continue their treat-
ment and stay away from drugs (3, 5). Therefore, thera-
pists and health employees should use effective measures
to improve the community culture and their knowledge
about the drugs and treatment, thereby improving their
attitudes, and particularly the patients’ families. Thus, the
patients do not lose the support of important and influ-
ential persons in their lives during the rehabilitation pro-
cess (5, 7). One of the most important interventions for
drug abuse disorder is the cognitive-behavioral approach
(8). Cognitive-behavioral therapy is created using different
models and approaches. An approach that can be group-
based and well-coordinated with cognitive therapies and
counseling is cognitive counseling using Michael Free’s ap-
proach. This approach includes group-based steps consist-
ing of cognitive counseling (9). The main purpose of this
approach is to help group members identify and experi-
ence their feelings, as well as to change their mental be-
liefs and help the individual to substitute for the right be-
haviors in lieu of past misconduct through free discussion
of suppressed feelings and active participation in prede-
termined programs (10). According to the results of the
conducted studies and various texts, cognitive-behavioral
counseling, as one of the effective methods that can lead
to increase the feeling of support and acceptance in the pa-
tient, is a psychological approach for changing the unrea-
sonable beliefs of individuals and their families’ concern-
ing drugs.

2. Objectives

In this study, we intend to investigate the effect of
this intervention on the support and acceptance of fam-
ily members of drug addicts through cognitive counsel-
ing, while raising the knowledge and understanding of the
family concerning the phenomenon of drug addiction and
its treatment and rehabilitation process.

3. Methods

The present research is a single-blind experimental in-
tervention (randomized clinical trial) of pre-test and post-
test type with a control group. Data collection was car-
ried out by the researchers before and after counseling in 2
groups. The research population in this study included all
patients using drugs under methadone treatment in pri-
vate and public clinics of Kermanshah who were selected
by cluster sampling and divided according to coin throw-
ing into 2 groups of intervention and control.

For this study, 50 patients under methadone treatment
were conveniently selected and randomly divided into in-
tervention and control groups. In the intervention group,
in addition to the usual intervention of the clinics, 2 pri-
mary family members (father, mother, spouse, brother, or
children) were selected with their own willingness and
participated in-group cognitive counseling sessions fol-
lowing Michael’s free method (9, 11), and in the control
group only usual clinical interventions were performed.
Family group counseling was offered in 6 weekly sessions
for approximately 70 - 90 minutes per session for groups
of 15 - 17 people (in this study, the family members of the in-
tervention group were divided into 3 groups of 16, 17 and 17
peoples).

Entry criteria for this study: the patient underwent
treatment with methadone for at least 1 month or more
(stabilization phase), family members of these patients
who were not drug users and who lived with the patient,
the addict’s age was between 18 - 65 years old, family mem-
bers had the willingness and ability to attend counseling
sessions, at least 1 and at most 2 members per family attend
counseling sessions, the patient and the candidate family
members were not previously included in a similar pro-
gram, the patient and the candidates family members did
not have mental retardation, physical impairments such
as deafness and blindness, and finally, the patient and the
candidates family members had the ability to read and
write.

Exclusion criteria from the study: if each member of
the family of patients who participated in counseling ses-
sions had more than 2 absence times, he/she would be ex-
cluded from the study. In addition, if a patient sought with-
drawal from the therapeutic program during the counsel-
ing phase and 4 weeks afterward for any reason, includ-
ing relapsing of drug use, the related samples would be ex-
cluded from the study.

Prior to the intervention, a colleague of the researcher
distributed the tools, and the patients under treatment
completed both the Crowne and Marlowe social desirabil-
ity scale and the social support tool for chronic patients-
family scale. Subsequently, interventions were made in
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groups regarding drug abuse, addict support and accep-
tance, as well as family needs for each of the intervention
group. Unfortunately, 15 people left the study (3 members
of the 1st group in the 3rd session, 2 members of the 2nd
group in the 4th week, 5 members of the 3rd group in
the 2nd week, and 5 members of the 3rd group in the 4th
week). Four weeks after the last counseling session, the
questionnaires were redistributed by a colleague of the re-
searcher and completed by the patients of the intervention
and control groups.

To study the coherence of the 2 groups, Chi-square and
Fisher tests were used for qualitative variables. In addition,
independent t-test was used to compare the coherence of
the 2 groups in the quantitative variable. This study was
approved by the ethics committee of Kermanshah Univer-
sity of Medical Sciences (KUMS.REC.1395.85) and registered
in IRCT (IRCT2016022926844N1) (Table 1).

The data collection tools consisted of 3 sections: 1- indi-
vidual profile form, including the age of the patients and
their family member(s), their gender, educational level,
employment status, income level etc., 2- social support
tool for chronic diseases - family scale: this questionnaire
measures family social protection in 4 domains; emo-
tional domain (18 questions, minimum 18, and maximum
72 points), information domain (10 questions, minimum
10, and maximum 40 points), protection domain (6 ques-
tions, minimum 6, and maximum 24 points), and instru-
mental domain (6 questions, minimum 6 and, maximum
24 points). In total, this tool had 79 questions, a minimum
of 79 points, and a maximum of 316. If the tool scores are
between 79 and 138, then the social support level in this
community is considered weak. If the scores of the ques-
tionnaire range from 138 to 197, then the social support is
estimated at a moderate level. Furthermore, scores more
than 197 indicate a very good social support. The social
support questionnaire for chronic diseases had excellent
internal consistency with a Cronbach’s alpha coefficient
of 0.97. In the emotional domain with 18 questions, the
Cronbach’s alpha coefficient was 95%. The support domain
had 6 questions and a Cronbach’s alpha coefficient of 0.74;
the instrumental support domain had 6 questions with a
Cronbach’s alpha coefficient of 0.85, and the information
support domain with 10 questions had a Cronbach’s alpha
coefficient of 0.87 (12). 3- Crowne and Marlowe’s social de-
sirability scale: this scale had 33 questions that were an-
swered by right or wrong. It aimed to measure social accep-
tance in individuals. On this scale, individuals scored be-
tween 0 and 8 points were those whose responses did not
seek social acceptance and were likely to be rejected. Indi-
viduals scored between 9 and 19 points had social accep-
tance on average, and their behavior was consistent with
social rules and norms. Individuals whose scores ranged

from 20 to 33 points had their true behavior greatly consis-
tent with social rules and norms. Validity and reliability of
this tool were investigated by Samari and Lali Phaz (2005)
(13). Its validity coefficient was more than 80% by the rerun-
ning method. From the validity point of view, this test also
showed high correlation with other psychological tools de-
signed to measure social acceptance (14).

4. Results

In the present study, 50 people (25 in the control group
and 25 in the intervention group) were studied. The mean
age of the individuals in the control group was 39.32±9.49
and in the intervention group was 38.36 ± 12.83. Among
the total research units, 60% had a diploma and lower ed-
ucation level, and 40% had a university education. A total
of 76% of the individuals were male, and 24% were female.
In total, 84% who were married and 16% who were single.
In terms of employment status, 88% were employed and
12% were unemployed. Additionally, Table 2 shows demo-
graphic characteristics of the intervention group’s family
members participated in consoling session.

The research samples were homogenous in the 2
groups of intervention and control in terms of age, educa-
tion level, gender, marital status, and employment status
(P value > 0.05) (Table 3).

The results of the paired t-test showed that the mean
scores of family social support before and after the in-
tervention were significantly different in the intervention
group (P < 0.05), however, the mean scores of family social
support before and after the intervention were not signif-
icantly different in the control group (P > 0.05). Further-
more, the results of the paired t-test showed that the mean
scores of the studied individuals in the social acceptance
in the intervention group before and after the intervention
were significantly different (P < 0.05), however, the mean
scores of social acceptance before and after the interven-
tion in the control group were not significantly different
(P > 0.05) (Tables 4 and 5).

5. Discussion

The results of this study showed that family counseling
significantly increased the mean of the individuals’ sup-
port scores (P < 0.001). This finding is consistent with
the results of some previous studies, including Manchurry
et al. (2013) who showed that having high social support
played a great role in confronting and better adaptabil-
ity of addicts’ families with stressors and providing their
social and mental health (4), and the study by Jalali et al.
(2015) who indicated that family and interaction, family
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Table 1. Topics and Techniques Used in Counseling Sessions Based on Michael Free’s Model

Sessions Subject Activities

First session Members’ familiarity with each other and forming group correlation

Familiarity among group members

Familiarity with drug abuse process and its rehabilitation

Explaining the status and needs of drug users under treatment

Expressing the views of group members and guiding the group toward the recognition of emotions

Second session Views and attitudes toward drug abuse and drug user

Encouraging members to discuss their views on drug use

Expression of emotions, familiarity with their own thoughts and negative thoughts and how they are formed

Homework: Writing 10 of the worst events of their own life and that of their family in interaction with and
facing drug addict

Third session Views and attitudes toward drug abuse and drug user

Continuing the topics of the 2nd session

Reviewing members’ homework, reviewing each event and members’ discussion about it

Using purposed questions to determine the results and effects of views and attitudes to events

Homework: Record the expectations of family members from a drug addict and express their feelings about the
expectations of drug addict of them as family members.

Fourth session
Acceptance and support of patients and their impact on the rehabilitation

process

Reviewing the homework of the previous week and expressing the views of members

Discussing the feeling of being accepted and the need of patients under treatment for it

Discussing family support and its role in patients’ rehabilitation

Expressing the members’ views and opinions

Homework: Record methods to support a drug addict and how to inspire the sense of being accepted by them

Fifth session
Acceptance and support of patients and their impact on the rehabilitation

process

Reviewing the homework of the previous week and expressing the views of members

Expressing the members’ views and opinions about each other’s homework

Discussing the family role and the continuity of drug abuse or drug reuse

Talking about the role of the family in helping patients to cope with temptation

Explaining the treatment process and relapse in rehabilitation and drug addiction

Expressing the members’ views and opinions

Homework: Record relapse cases and suspected behaviors of drug addiction recurrence and the interventions
done by the family.

Sixth session Conclusion

Discussing the homework of the previous week

The views of group members

Expressing their own views and feelings about relapse

Answering questions

Answering the concerns and views of the group members.

challenges, and family structure were the main layers ef-
fective in the relapse process (6, 15). In explaining these
results, it can be mentioned that the cold emotional at-
mosphere exacerbates indifference among the members
of the addicted family, the use of drugs and even fail-
ure in drug rehabilitation. The lack of collaboration, co-
operation, unity, and intimate relationships in the fam-
ily results in deprivations, which makes family members
ready for drug abuse. Therefore, it can be stated that fam-
ily plays a major role in the tendency of its members to
abuse drugs. On the other hand, lack of family support,
changes in the emotional bond, and attachment to the
family play a significant role in drug abuse. It seems that
lack of family essence causes individual’s insecurity, and
insecure individuals use drugs as a self-medication mech-
anism to suppress negative emotions and injurious events
(16, 17). Furthermore, receiving family support resources
such as family cohesion, communication of parents with

children, sense of happiness, positive excitement, inter-
est, relaxation, internal control, and compensatory factors
against risk can increase flexibility in individuals, reduce
the risk of drug use, and increase the success rate of reha-
bilitation. It seems that if the family has the necessary ef-
ficiency as well as emotionally supports its members, they
act based on family values that are often opposed to drug
use, and therefore, choose friends who are less likely to
divert, and do not tend to use drugs. Therefore, an effi-
cient family can act as a protective agent to compensate
for risk factors (peers, colleagues and unhealthy social tis-
sues) (6, 18). In addition, families with a more supportive
atmosphere tend to have more willingness to talk, leading
to the mutual understanding of its members, and this in-
creases development of various psychological aspects and
maintains the mental health of individuals.

However, these findings are not consistent with those
of the study by Olin et al. (2014) who showed that family
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Table 2. Descriptive Information of Intervention Group’s Family Members

Variable Intervention FamilyMembersa

Gender

Male 7 (20)

Female 28 (80)

Marital Status

Married 24 (68.6)

Single 11 (31.4)

Graduate Level

Under Diploma and Diploma 19 (54.3)

College 14 (45.7)

Job State

Employed 17 (48.6)

House wife 18 (51.4)

Age group, y

< 35 18 (51.4)

35 - 55 16 (45.7)

> 55 1 (2.9)

Relative Statue

Parents 8 (22.9)

Spouse 12 (34.3)

Children 9 (25.7)

Sister 4 (11.4)

Brother 2 (5.7)

aValues are expressed as No. (%).

support, especially if it is extreme, can cause fragility and
reduce the members’ flexibility facing obstacles and prob-
lems (19). The findings are also inconsistent with those
of the study by McCollum et al. (2014), who showed that
people who were always supported by the family members
had inefficient conflict resolution strategies and solutions
to problems (20), as well as the study by Bertrand et al.
(2013), who believed that family support for addicted peo-
ple could lead to individual’s coquetry and lack of effort to
obtain a job and, as a result, unemployment and more free
time, and this led them to drug reuse (21). Generally speak-
ing, these studies more emphasize the extreme support
provided by the family to people with drug abuse, while
the focus of our study is on the positive aspects of social,
informational, and instrumental support.

The results of our study showed that family counsel-
ing significantly improved the acceptance of patients un-
der methadone treatment referring to the rehabilitation
centers in Kermanshah (P < 0.001). These findings are

Table 3. Descriptive Information of Consistency of the Two Groupsa

Group Variable Intervention Control Chi Square

Gender 1.754

Male 21 (84) 17 (68)

Female 4 (16) 8 (32)

Marital Status 2.381

Married 23 (92) 19 (76)

Single 2 (8) 6 (24)

Graduate Level 1.333

Under Diploma and
Diploma

17 (68) 13 (52)

College 8 (32) 12 (48)

Job State 3.030

Employed 24 (96) 20 (80)

Unemployed 1 (4) 5 (20)

Age -0.301b ; 0.765

Intervention 38.36 ± 12.83

Control 39.32 ± 9.45

aValues are expressed as No. (%) or mean ± SD.
bIndependent t-test.

consistent with the results of some previous studies, in-
cluding the study by Weinbrecht et al. (2016), who indi-
cated that family-centered interventions and counseling
increased their acceptance of the client having a problem
and, consequently, reduce the symptoms of the diseases
(22). The findings are also consistent with the result of the
study by Lee et al. (2015), who showed that promoting ac-
ceptance for alcohol addicts improved them and reduced
the relapse among them (23). In explaining these findings,
it can be mentioned that in today’s world, family is usu-
ally considered as a trust institution and safe haven, and
the majority of people do not have the family environment
only to escape the pressure of life, however, they consider
it an environment in which individuals receive acceptance
and support by others. Every human being needs essen-
tial social acceptance from family, friends, school, and so-
ciety, since social acceptance makes individuals resistant
to physical and emotional problems and offers them confi-
dence to face life problems. The main dimensions of social
acceptance are: attachment and interest in others; com-
mitment to family, work and friends; continuous engage-
ment and participation in life, work and family activities;
and belief in the values and ethics of a group or commu-
nity. The weakness of each of these 4 dimensions in individ-
uals can lead to deviant behaviors and drug abuse in them.
Overall, in explaining the effect of family counseling on
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Table 4. Mean Score of Social Support and Social Acceptance of Control and Experiment Groups Before and After the Family Counseling

Variables Family Counseling Group Mean± SD Independent T test P Value Observed Power

Emotional Domain

Before
Exp. 43.08 ± 14.53

0.87 0.388

0.896
Con. 39.64 ± 13.27

After
Exp. 50.76 ± 11.46

3.64 0.001
Con. 38.76 ± 11.86

Information Domain

Before
Exp. 20.00 ± 6.05

-0.27 0.788

0.956
Con. 20.52 ± 7.16

After
Exp. 24.28 ± 5.47

2.25 0.029
Con. 20.40 ± 6.67

Protection Domain

Before
Exp. 12.36 ± 3.65

-0.21 0.837

0.728
Con. 12.6 ± 4.51

After
Exp. 14.24 ± 3.19

1.12 0.27
Con. 13.4 ± 1.98

Instrument Domain

Before
Exp. 12.56 ± 3.89

-0.68 0.499

0.873
Con. 13.36 ± 4.36

After
Exp. 16.72 ± 2.99

4.93 0.001
Con. 12.48 ± 3.09

Family Social Support

Before
Exp. 156.16 ± 22.83

-1.34 0.183

0.76
Con. 165.04 ± 23.91

After
Exp. 167.6 ± 20.41

2.32 0.024
Con. 162.36 ± 17.64

Social Acceptance

Before
Exp. 26.93 ± 6.38

-1.48 0.145

0.84
Con. 26.86 ± 4.94

After
Exp. 31.76 ± 3.72

2.58 0.012
Con. 26.30 ± 4.48

the support and acceptance of patients under methadone
treatment, it can be mentioned that family is a small ele-
ment of society and is the root of all future events, which
is both foreseeable and controllable (23). The diagnosis of
all families of addicted individuals is an incentive to ad-
dress this problem within the family and solve it without
any reference to others. In most cases, the shame of hav-
ing a drug-addicted member creates an incentive to keep
this problem in the family. The focus of the family is on the
addicted person and on the problem caused by drug abuse
for other family members.

This finding is also inconsistent with the study by
Kaminer (2013) and the study by Matejevic et al. (2014), who
indicated that family-based interventions had no effect on
family acceptance (7, 24); however, this inconsistency can
be expected, since the sample group of these studies was
teenagers having a history of committing crimes and high-
risk behaviors.

One of the limitations of the research was the long
time necessity for the tools and tests used in this study,
causing the subjects to be tired, where the researcher’s col-
league made the situation more responsive by providing
full explanations to the participants and receiving them.
Another research limitation was the difficulty of finding
methadone-treated patients who were voluntary to par-
ticipate in the study, which was thankfully greatly over-
come by the psychologists’ good collaboration in addic-
tion treatment centers. Furthermore, another limitation
of the study was the problems of patients’ family mem-
bers who all initially showed willingness to participate in
the study, however, they left the study at the beginning of
the study, and mostly for various reasons by justifying that
1 member of the family is in the study. Fortunately, 2 family
members were considered at 1st for each patient. Thus, for
each patient in the intervention group, a family member
was finally present in the study until the end.
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Table 5. Mean score of Social Support and Social Acceptance of Control and Experiment Groups Before and After the Family Counseling

Variables Group Family Counseling Mean± SD Paired T Test P Value

Emotional Domain

Exp.
Before 43.08 ± 14.53

-4.90 0.001
After 50.76 ± 11.46

Con
Before 39.64 ± 13.27

1.41 0.171
After 38.76 ± 11.86

Information Domain

Exp.
Before 20.00 ± 6.05

-5.45 0.001
After 24.28 ± 5.47

Con
Before 20.52 ± 7.16

0.24 0.812
After 20.4 ± 6.67

Protection Domain

Exp.
Before 12.36 ± 3.65

-3.00 0.006
After 14.24 ± 3.19

Con
Before 12.6 ± 4.51

-0.99 0.322
After 13.4 ± 1.98

Instrument Domain

Exp.
Before 12.56 ± 3.89

-7.97 0.001
After 16.72 ± 2.99

Con
Before 13.36 ± 4.36

1.61 0.120
After 12.48 ± 3.09

Family Social Support

Exp.
Before 156.16 ± 22.83

-4.08 0.001
After 167.6 ± 20.41

Con
Before 165.04 ± 23.91

1.94 0.064
After 162.36 ± 17.64

Social Acceptance

Exp.
Before 26.93 ± 6.38

-5.55 0.001
After 31.76 ± 3.72

Con
Before 26.86 ± 4.94

0.07 0.944
After 26.30 ± 4.48

5.1. Conclusions

In summary, it can be stated that family counsel-
ing is an appropriate intervention for patients under
methadone treatment. In fact, family counseling can re-
duce the tension between members and cause uncondi-
tional acceptance of the addict, increasing support, and
acceptance. Overall, family counseling can be effective
and useful in reducing the challenges associated with drug
abuse for the family’s emotional, social, and educational
balance. In this regard, it is suggested that therapists take
the necessary care in using this approach in order to be
able to take valuable steps to increase social and family
support and promote acceptance.
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