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Abstract

The present study introduced an evidence-based treatment (CRA) for cannabis
addicts as compared to traditional counselling. The CRA was developed by Hunt &
Arzin in 1973, on the principle of operant conditioning. The therapy manual used in
this study was based on Robert J. Meyers & Jane Ellen Smith’s manual ‘A
Community Reinforcement Approach Treating Cocaine Dependence’. The research
was divided into two studies. Study I was based on the translation and validation of
the CRA manual and the scales. Two sclaes were translated into Urdu language by
following the Brislin method of translation; Social Context Cannabis Use Scale
(Beck, et al., 2009) and Happiness Scale (Smith & Meyers, 2001). After translation
of the scales, factorization both EFA, CFA and reliability analysis were carried out
to establish the psychometric properties of the translated scales. The sample
comprised 300 cannabis addicts. A purposive sampling technique was used to collect
data. All the subjects were male, the age range of the subjects was between 18 to 50
years and met the diagnostic criteria for cannabis dependence according to the
Diagnostic and Statistical Manual of Mental Disorders (DSM-5, 2013). The
reliability of both translated scales i.e., Social Context Cannabis Use Scale and
Happiness Scale was quite satisfactory »= .84 and .97, respectively. Study II was
comprised of two phases. Phase 1 was based on a pilot study, to estimate the
psychometric properties of the study variables. Phase 2 was the core of the present
study in which the feasibility of CRA was measured for cannabis addicts. The data
was gathered from different treatment and rehabilitation centres for addiction

treatment in Islamabad and Rawalpindi. Samples were drawn by employing a



purposive sampling technique. The sample was comprised of 40 cannabis users, age
ranging from 20 to 50 years. This study was based on quasi-experimental design (pre-
test-post-test) to compare the effectiveness of CRA on different variables i.e. martial
satisfaction, social adjustment, depression, anxiety, and stress as compared to
traditional counselling. One sample consisted of a group of 21 cannabis addicts who
received CRA treatment and the other consisted of a group of 19 cannabis addicts
who received traditional treatment. The instruments used in the present study were
Social Context Cannabis Use Scale (Beck, et al., 2009), Happiness Scale (Smith &
Meyers, 2001), Depression Anxiety Stress Scale (Khalily & Zafar, 2014), Social
Adjustment Scale (Mushtaq, 2005), and Dyadic Adjustment Scale (Naseer, 2000).
The pilot study revealed that all the scales were highly reliable measures for the
present sample. The reliability of the scales i.e., Social Context Cannabis Use Scale,
Happiness Scale, Depression Anxiety Stress Scale, Social Adjustment Scale, and
Dyadic Adjustment Scale showed alpha reliability »= .77, .92, .70, .90 and .94,
respectively. It was hypothesised that CRA will be more effective on cannabis addicts
as compared to other traditional counselling treatments. It was also hypothesised that
there will be a high level of satisfaction, a high level of marital satisfaction, and a
high level of social adjustment among cannabis addicts who received CRA. It was
also hypothesised that CRA will be more effective in reducing depression, anxiety,
and stress among cannabis addicts. Results showed significant differences among
variables with reference to CRA and traditional counselling. On happiness,
depression, anxiety, stress, social adjustment, and dyadic adjustment there are

significant relationships across the conditions for both treatment group and control

vi



group i.e., F=59.65, 1*=.61, p=.000; F= 39.91, 1*=.51, p=.000; F= 120.74, 1}’>=.76,
p=000;, F= 85.89, 11>=.69, p=.000, respectively. Overall the findings showed
differences between CRA and traditional counselling with reference to study
variables supporting all the hypotheses. The present study is a significant contribution
to the field of mental health, psychotherapy, and addiction particularly in the context

of prevailing values of Pakistani society.
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Chapter 1
Introduction

The present study aimed to introduce an evidence-based treatment program known
as the Community Reinforcement Approach (CRA) for treating cannabis addicts with
reference to the Pakistani context. In the present study cannabis addicts were chosen because
cannabis is the most common illegal psycho-active substance in Pakistan. In view of increased
cannabis use and treatment demand, there is a need for effective cannabis-specific treatment
programs.

World Drug Report (2023), revealed an estimation of 219 million people worldwide
had used drugs in 2021. Cannabis remains by far the world’s most-used drug. Only 1 in 5
people with substance disorders received drug treatment. In Pakistan, approximately 6 percent
of the population 9 percent of the adult male population and 2.9 percent of the adult female
population that is equivalent to 6.7 million people had used a substance other than alcohol and
tobacco in the preceding year.

Cannabis substances are the most widely used excessively among illegal narcotics
worldwide, especially among young people in the majority of Western countries over the past
20 years. According to a survey by the United Nations Office on Drug and Crime (UNODC,
2023), cannabis is the most widely used illegal psychoactive substance in Pakistan and is
consumed by about four million people (3.6% of the adult population). Although the use and
abuse of cannabis exist across both genders and all socioeconomic sectors in Pakistan, men
and those with lower levels of education use the drug more frequently. Hashish (Charas)
inhalation is the primary method of consuming cannabis in Pakistan, while consumption of

“bhang”, a drink made from cannabis leaves is also common. In Pakistan, young people



consume cannabis for a variety of reasons. Some individuals may use cannabis for recreational
purposes to experience its psychoactive effects, such as feeling relaxed, euphoric, or altered
perceptions. Despite its legal status, some people might still use cannabis clandestinely for
recreational purposes. Cannabis contains compounds called cannabinoids, such as CBD
(cannabidiol) and THC (tetrahydrocannabinol), which have potential medicinal properties. In
some places where medical cannabis is legal, individuals with certain medical conditions, such
as chronic pain, epilepsy, multiple sclerosis, or nausea related to chemotherapy, may use
cannabis as an alternative or complementary treatment. In some cultures, cannabis has been
used for centuries for various purposes, including religious or spiritual rituals and traditional
medicine. People may use cannabis due to social or peer pressure. If it is perceived as socially
acceptable or prevalent within a particular group or community, individuals might be more
inclined to try it. Like any psychoactive substance, some individuals may turn to cannabis as a
way to cope with stress, anxiety, or other emotional challenges they are facing.

Hashish is one of the most widely produced drugs in the world, and much of it is
transported to Europe, Africa, and North America via the Middle East and Central Asia. In
many parts of the nation, cannabis grows wild; cultivation is pervasive and is thought to be
rising as a result of continuous political and economic unrest. Sending cannabis addicts to a
rehab facility for treatment is thought to be the simplest and most efficient method. Drug
addicts have been proven to respond best to a humanistic approach to treatment. The only
option to lower the prevalence of drug usage in the nation is for government agencies to crack
down hard on drug gangs. Peer pressure, utilizing cannabis as a supplementary coping
mechanism for psycho-social stressors, and using cannabis for its euphoric benefits are a few

of these (Goodwin,1974).



Generally, people consume cannabis primarily for its euphoric effects, its ability to
facilitate social relationships, and as a secondary coping mechanism for psycho-social
stressors. A growing body of research indicates that cannabis addiction increases the risk of
developing psychosis, manic or depressive episodes in people (Khalily et al., 2015).

A range of conventional ways to treating drug addiction have been developed throughout
the past three decades of scientific research and clinical experience. But not every drug abuse
treatment is equally successful. A collection of underlying principles that describe the
implementation of the most successful drug abuse and addiction treatments have also been
identified through research. Effective cannabis-specific treatment programs are required in
light of the demand for cannabis use and treatment that has increased.

The current study was based on an intervention plan for the treatment of cannabis use. Due
to cannabis addiction, the individual suffers from different psychological and social problems.
Hence, the present study aimed to address and introduce effective treatment for these issues,
which includes; depression, anxiety, stress, poor social adjustment, relationship problems, and
SO on.

Cannabis Addiction

According to the survey National Institute on Drug Abuse (2014) Cannabis use
disorder (CUD), also known as cannabis addiction or marijuana addiction, which is also
defined in the fifth revision of the Diagnostic and Statistical Manual of Mental
Disorders (DSM-5) and ICD-10 as the continued use of cannabis despite clinically substantial
impairment (Gordon et al., 2013).

According to Moreno-Rius (2019), numerous governments have implemented legislative

changes concerning cannabis, leading to its legalization for medical purposes and, in some



cases, even for recreational use in various countries. Nevertheless, it is essential to emphasize
that despite cannabis seems to have a low-risk profile, it is not without its dangers (Kim &
Monte, 2016; Kilmer, 2017; Belackova & Wilkins, 2018). It is a substance known to have
the potential to create addiction syndromes, and no specific medications exist to address these
issues (Piomelli, et al., 2016; Amann, 2018). Furthermore, prolonged cannabis use has been
linked to alterations in brain structure and function comparable to those induced by other
addictive substances (Zehra,2018).

Long-term cannabis usage alters the body's pharmacodynamic interactions with target
cells as well as its pharmacokinetic interactions with absorption, distribution, metabolism,
and excretion of the substance. These modifications strengthen the body's metabolic systems
so they can eliminate the drug more effectively, further down-regulate cannabinoid receptors
in the brain, and necessitate bigger dosages of the medication to produce a common
beneficial effect (known as a higher tolerance) (Hirvonen et al., 2011).

The extended and growing usage of cannabis is frequently the cause of cannabis addiction.
The growth of cannabis dependence is frequently accelerated by increasing the dosage of
cannabis and by using more potent delivery systems. Another factor that can contribute to it
is having a genetic or acquired propensity for substance addiction (Coffey et al., 2003).
Researchers have been able to follow aspects of social and psychological development
concurrently with cannabis use thanks to longitudinal studies conducted over a number of
years. Certain characteristics are thought to increase the likelihood of acquiring cannabis
dependence. The frequency and age of cannabis use are being linked to an increase in related

difficulties, with young and frequent users being particularly at risk (Freisthler et al., 2015).



Cannabis usage is linked to comorbid mental health issues like low mood, stress, and
anxiety related, and for some users, quitting cannabis is challenging (Danovitch & Gorelick,
2012). Cannabis use is frequently accompanied by psychiatric comorbidities, such as a

variety of personality problems (Dervaux & Laquelle, 2012).

Cannabis Addiction and Depression

Depression generally has an impact on a person's overall wellbeing. It includes a variety
of symptoms, such as discontentment, melancholy, grief, hopelessness, emptiness, and
worthlessness, as well as a lack of interest in routine activities and a sense of social isolation.

As the third most frequent illness in the world, depression is one of the widespread public
health issues. According to estimates, about one million people commit suicide each year
and more than 150 million people suffer from depression (WHO, 2021). In developing
countries of the world like Pakistan, 10-44% suffer from depression and anxiety disorders,
less than 35% receive medical treatment and 50.8 million people suffer from major
depression (WHO, 2021; Athar et al., 2017).

Feeling depressed for a significant portion of a day might be characterized as being sad,
blue, gloomy, or down in the dumps. Most people experience it occasionally. A kind of mood
disorder known as true clinical depression is characterized by feelings of grief, loss, rage, or
frustration that interfere with daily functioning for weeks or more (Fava & Cassano, 2008).

Childbirth, menopause, financial hardships, unemployment, stress (from work, education,
family, living conditions, etc.), a medical diagnosis (cancer, HIV, etc.), bullying, loss of a
loved one, natural disasters, social isolation, rape, relationship issues, jealousy, separation,
or catastrophic injury are just a few examples of life events and changes that may affect

depressed moods (Cohen et al., 2005; Tharpe et al., 2012).



Less research has been done on the relationship between cannabis usage and
depression than there may be on the relationship between cannabis use and psychosis. One
explanation could be that depressed cannabis addicts are less likely than psychotic users to
seek out treatment options. Cannabis usage is also illegal, and depressed persons may not
freely report their use. Additionally, there has been new research on the existence of cannabis
dependence (or even problematic cannabis usage), but there hasn't been much therapy
accessible, and what there was might not have shown a relationship because they didn't ask

about depression symptoms (Degenhardt et al., 2003a).

Rising rates of cannabis addiction and depression among young people have aroused
concerns in recent years in many different nations (Degenhardt et al., 2003b; Johns, 2001).
These have coincided with growing concern about young adult suicide, which is linked to
both problematic drug use and depression (Lynskey et al., 2000; Beautrais et al., 1999).
Cannabis use, according to some scientists, could contribute to depressive and suicidal

behaviours (Johns, 2001; Bovasso, 2001; Bovasso, 2003; Feingold, et.al, 2022)

In a case study conducted in New Zealand, people who made severe suicide attempts
had greater rates of cannabis use and abuse (16% vs. 2% among controls) (Beautrais et al.,
1999). Cannabis addicts exhibited greater levels of depression, according to a research of 20-
year-olds that divided participants into groups based on their cannabis use (abstainers,

experimenters, and "heavy" users) (Milich et al., 2000).

The research on the relationship between cannabis abuse and depression is

fragmented overall. Cross-sectional research imply that a history of depression explains the



dysphoria connected to cannabis usage, whereas longitudinal studies suggest that cannabis

consumption in adulthood worsens depressive symptoms (Bovasso, 2001)

In a preliminary assessment, Degenhardt et al. (2003) said that "there is growing
evidence that regular cannabis use and depression occur together more frequently than we
might predict by coincidence". The prevalence of cannabis use in US among teenagers with
depression was estimated to be 25% in the past year, compared to only 12% among those
without depression, according to data from the National Survey on Drug Use and Health

(National Survey on Drug Use and Health, 2006).

Cannabis usage, and especially excessive cannabis use, may be linked to a somewhat
significant elevated risk for developing depression, according to a meta-analysis
concentrating on longitudinal evidence in the subject (Lev-Ran et al., 2013). Clumsy
analyses in a Swedish population-based cohort suggested that cannabis usage at baseline was

linked to higher odds of subsequent depression (Danielsson et al., 2004).

An opposing view has concentrated on the potential role of depression in the initiation
or progression of cannabis usage in the future (Monti et al., 2021). Several clinical
observations have suggested that poor mood may be a trigger for substance use (Gruber et
al., 1997; Ogborne et al., 2000). It has long been hypothesized that people with psychological
discomfort may use drugs or alcohol to "self-medicate” its negative effects (Khantzian,

1987).

The findings align with a meta-analysis of longitudinal data, which suggests that
individuals using cannabis may have a higher likelihood of developing depression when

compared to non-users (Mammen et al., 2018; Feingold et al., 2015). Nevertheless, it remains
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uncertain whether this association indicates a causal relationship or if there are shared risk
factors at play. Furthermore, there is a need for studies that can shed light on the conflicting
evidence concerning the impact of gender on cannabis use and its potential link to the risk of

developing depression (Man Xiong Lai & Sitharthan, 2012; Passarotti et al., 2015).

Based on national data, it appears that cannabis use and Cannabis Use Disorder
(CUD) are linked to mood disorders, specifically depression and bipolar I disorder. Twin
studies suggest a potential bidirectional relationship between cannabis use and later
development of depression, but more extensive research with larger samples is required to
establish more definitive conclusions. Additionally, individuals with bipolar disorder tend to
have higher rates of cannabis use and CUD compared to the general population (Hasin &

Walsh, 2020). In this regard, the current study will be a great contributor.

Cannabis Addiction and Anxiety

Anxiety is generally more future-oriented and global, referring to the state in which
an individual is in-proportionately apprehensive, tense, and uneasy about the prospect of
something going to be terrible and from which escape might be different. Generally, anxiety
becomes a source of clinical concern when it reaches such an intense level that it interferes
with the ability to function in daily life, as a person enters a maladaptive state characterized
by some extreme physical and psychological reactions. These intense, irrational, and

incapacitating experiences are the basis of the anxiety disorders (Richard & Krauss, 2003).

Anxiety Disorders affect about 40 million American adults age 18 years and older
(about 18%) in a given year, thus making them fearful and uncertain. It is opposite to the

relatively mild, brief anxiety caused by a stressful event (such as speaking in public or a first



interview), anxiety disorders last at least 6 months and can get worse if they are not treated.
Anxiety disorders can also occur along with other mental or physical illnesses, including
alcohol or substance abuse, and diabetes, which may mask anxiety symptoms or make them
worse. In some cases, these other illnesses need to be treated before a person will respond to

treatment for the anxiety disorder (Kessler et. al., 2005).

Anxiety has three components i.e, affective/emotional, cognitive and behavioral. The
emotional effects of anxiety may include feelings of apprehension or dread, trouble
concentrating, feeling tense or nervous, forestalling the worst, touchiness, agitation,
watching (and waiting) for signs (and occurrences) of danger, and, feeling like the mind's
gone blank comes under cognitive aspect (Smith, 2008). According to Barker (2003), the
behavioral effects of anxiety may include withdrawal from situations that have motivated

anxiety in the past. In this regard, the current study will be a great contributor.

Anxiety is frequently described as an acute cannabis effect, research studies have
shown that people who use cannabis regularly are more likely to experience anxiety
symptoms and disorders compared to those who do not use cannabis (Crippa et al., 2009;
Halladay et al., 2020; Mammen, 2018). Furthermore, it is observed that heavy or problematic

cannabis use was moderately related to anxiety (Kedzior & Laeber, 2014).

Given that those who experience severe anxiety reactions when using cannabis are
unlikely to become regular cannabis addicts, it is perhaps not surprising that few of these
very long-term users experienced unpleasant symptoms (Goodstadt et al., 1986). According
to research by Milich and colleagues, regular cannabis addicts experience more anxiety than

non-users or experimenters (Milich et al, 2000). Cannabis use by male army draftees who
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satisfied the criteria for dependency or abuse was associated with higher levels of anxiety

than usage by less heavy users (Troisi et al., 1998).

However, research of commune members indicated that neither the quantity nor the
most recent use of cannabis was linked to elevated anxiety (Zablocki et al., 1991), however,
the most recent usage was linked to elevated anxiety in "very introspective" people. A

moderate univariate correlation was detected.

Crippa and others, 2009 one of the primary signs of cannabis withdrawal syndrome
is anxiety (Bonn-Miller et al., 2007; Haney, 2005). It normally begins between the second
and sixth day, and it lasts for four to fourteen days (Budney et al., 2004). These consequences
are equivalent in length and intensity to cigarette withdrawal syndromes and other
withdrawal syndromes, which frequently cause dependence to develop and make quitting
difficult (Vandrey et al., 2005). Regular cannabis addicts appear to experience anxiety at
higher levels than non-users, but this does not necessarily mean that they have an anxiety
problem. According to arecent study, teenage cannabis dependence is associated with higher

levels of anxiety and psychological distress (Dorard et al., 2008).

In two villages in Australia's northern territories, a similar outcome was discovered
(Clough et al., 2005). The authors discovered that as cannabis usage among cannabis addicts
grew, so did the intensity of symptoms within the "anxiety-dependency" cluster in those users
(Clough et al., 2005). A significant percentage of participants showed signs of anxiety
problems prior to the onset of cannabis dependency, which may indicate that some of them

were self-medicating with cannabis as an anxiety reliever (Agosti et al., 2002). According to



11

a recent study, social anxiety disorder is a separate risk factor for cannabis dependency,

which is consistent with this idea (Buckner et al., 2008).

Another recent prospective longitudinal study of 1709 teenager revealed that
cannabis dependency and use were strongly linked to an elevated risk of developing panic
attacks and panic disorder (Zvolensky et al., 2008). It was found that adolescent females who
used cannabis frequently had a twofold increased risk of later developing anxiety and

depressive disorders, and daily cannabis usage had a fourfold increased risk (Patton, 2002).

Moreover, although certain data indicate the possible therapeutic advantages of
medical cannabis for individuals with PTSD, these findings are clouded by the potential for
increased cannabis abuse and potential long-term adverse effects. As a result, it is essential
to acknowledge the heightened risk of Cannabis Use Disorder (CUD) in clinical settings,
considering any potential therapeutic benefits of cannabis for anxiety (Bilevicius et al.,

2019).

Cannabis Addiction and Stress

The term stress is commonly used for an inclusive range of physiological changes,
psychological states, and environmental burdens in the health/illness literature (Linas, 1982).
Psychologists have been studying stress and its impact on psychological states and on
physical health as well. It is a type of negative sensitive experience attended by liable
biochemical, physiological, cognitive, and behavioral changes that are directed either toward
changing the stressful event or accommodating to its effects in a given context (Taylor,

2003).
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Stress refers to a kind of undesirable emotional experience whenever there is some
threat in the environment. This emotional reaction may include heightened physiological
provocation due to increased reactivity of the compassionate nervous system in the presence
of any stressor. The stressor is the threatening event itself, which may also be called stressful
life event. When a person experiences stress, he or she is likely to try to reduce this unpleasant
feeling. Making a struggle or an effort to reduce stress is called coping. It seems that when
coping is unsuccessful, and the stress does not decrease, the individual may seek clinical care
for medical or psychological problems that have developed as a result of the constant

physiological arousal caused by chronic stress (Richard & Krauss, 2003).

Stress has been defined as a relationship between a person and their environment that is
deemed to be beyond the person's capacity for coping and has the potential to jeopardize the
person's wellbeing (Lazarus & Folkman, 1984). In the United States, young adults report
some of the highest levels of stress and its symptoms (American Psychological Association,
2015). When immediate environmental factors are perceived as dangers, physical, mental, or
emotional tension known as stress results (e.g., problems at school, financial strains, and
relationship difficulties; Sapolsky, 2004). The use of cannabis as a coping mechanism for
stress and negative emotions has been linked to a number of undesirable effects, including

greater rates of cannabis-related issues (Simons et al, 2005; Lee et al, 2007).

Furthermore, it has been shown that coping mechanisms modulate the relationship
between stress and cannabis-related difficulties, which include negative social, professional,
health, financial, legal, and/or other personal consequences of cannabis usage (Spradlin &

Cuttler, 2019). In comparison to non-users, persons who use cannabis for coping purposes
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(i.e., to deal with stress and other issues) have worse mental health, and more discomfort

(Brodbeck et al, 2007).

It has been observed that, people use drugs for social and recreational purposes, to
maintain and increase positive internal states, to deal with stress, and/or to lessen or avoid
aversive internal states (Goeders, 2004; Johnston & O'Malley, 1986; Sinha, 2005). Despite
the fact that cannabis usage has a number of risk factors (Bree & Pickworth, 2005; Von

Sydow et al., 2002) and a number of purposes (Simons et al., 2000).

It is commonly known that stress and substance abuse are related (Goeders, 2004;
Sinha, 2005; Turner & Lloyd, 2003; Wills, 1990). There hasn't been a thorough analysis of
the research on the relationship between stress and cannabis use, though. Before ever using
the drug, people may learn stress-reduction expectations from others, which may be
reinforced by the social context of use as well as the physiological consequences of the
substance (Schafer & Brown, 1991). Cannabis usage in stressful conditions may result in
negative reinforcement, which could make the substance more alluring in the future under
similar stressful conditions. Early life stress may also make people more likely to associate
with troubled, drug-using friends who make it easier for drugs to be available and accepted

by society (Hundleby & Mercer, 1987; Wills et al., 2006).

Cannabis appears to stimulate the hypothalamic-pituitary-adrenal (HPA) axis (Brown
& Dobs, 2002). Chronic cannabis abusers have been shown to have changes in the
corticolimbic circuits that control reward and stress (Eldreth et al., 2004), and recent cannabis
use has also been shown to reduce frontal cortical activation in cocaine addicts during

emotional stress. Numerous researches show that cannabis use as a stress-coping method is
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widespread and deliberate. Cannabis use is linked to a number of stress-related issues,
including traumatic stress, bad life experiences, and family dysfunction. It seems that
stressful life events, especially those that happen early in life, may heighten distress, raise
susceptibility to stress, and lead people to experiment with cannabis and take more drastic

measures (Li, Milivojevic, Constable, & Sinha, 2005).

Cannabis Addiction and Marital Adjustment

Marital Adjustment

Marriage can be described as a socially and legally recognized relationship between a man
and woman that allow acceptable sexual relations, childbearing, and establishes a division of labor
between spouses (Vangelisti, 2004). According to Kaplan and Maddux (2002) marital satisfaction is
an individual marital experience which can only be assessed by each person in response to the degree
of marital happiness. They believe that, it depends upon the individual’s expectations, needs and
wishes in their marriage. This satisfaction could be addressed both from the perception of wife toward

the husband or the husband toward the wife.

Different studies regarding marital relationships have gained attention from different
perspectives. A marriage is considered as good and successful when there is a working
partnership based on love and mutual respect, as it becomes an important source of happiness
in people’s lives. Marital adjustment is the state in which there is an overall feeling of
happiness and satisfaction with marriage and with life partner as well (Veenboven, 1983).
Being a universal foundation substantial reasons for marriage in today’s society are love,
comradeship, to develop a family, to have kids, to gain social approval, and for expectation
fulfillment. In the Western countries for keeping a romantic relationship is the most

frequently given explanation for marriage (Knox, 1985).
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Most couples, when they enter into a marriage system, have explicit and implicit
expectations of what marriage would be. Some of these expectations are realistic and others
are probably unrealistic. Some are based on the relationship with the spouse; others develop
from earlier experiences of socialization process. A happy and successful marriage becomes
a good rewarding experience of life. It is just like heaven on earth. It makes a person to feel
tolerable, satisfied, desired, liked, approved, and completed to a degree which is not available

in any other human relationship (Veebhoven, 1983).

In Pakistan, marriage is a life-long conimitment that demands obligation and sacrifice
from the women and there is little room for failure in a marriage in the established norms of
Pakistani society (Qadri et al., 2005). The divorce rate in Pakistan is 0.3 per 1000 population
(Khan & Raza, 1998) which is comparatively low as compared to Western countries. Menniti
and Palomba (1994) reported a rising divorce rate in Italy from 3% to 8% during 1980-1991

mainly due to instability in marital conditions, where marital dissatisfaction is a major cause.

Usually, most marriages show a decline in satisfaction over time. There are plenty of
reasons for marital unhappiness comprising of problems of children, communication-style

differences, religious and/or ethnic differences, familial abuse, health and economic issues,

differences of opinion, illness, psychological problems, and so on (Bradbury, Ficham, &

-

Beach, 2000). For most individuals, the highly intimate, most meaningful and fulfilling
aspect of their social lives revolve around their marital relationships. It can be suggested that
the marriage relationship is a multidimensional phenomenon. A great deal of research has
been focused on marriages and the way in which couples interact (Gottman & Leverson,

1992; Leverson & Gottman, 1983; Revenstorf et al., 1980).
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Theoretical Models of Marital Satisfaction

There are number of studies of marital satisfaction, since the classic 1938 work
predicting success, achievement, and failure or breakup in marriage (Burgess & Cottrel,

1939). Some theoretical models of marital satisfaction are as follows.

Social Exchange Models

Social exchange theories of marriage explain the marital relationship as an economy
of reciprocal exchange of needed and valued commodities, such as companionship, sex,
sharing of household labor, care giving and nurturance, and opportunities for giving care and
nurturance to another person (Lewis & Spanicr, as cited in Udry, 1983). It is assumed that
the social relationships are based on an exchange of some desirable behaviors (which can be
considered as reinforcements) and saw this factor as the basic motivator for the initiating and

sustaining of social relationships.

Role Expectation Models

It is generally believed that marital satisfaction depends largely on the ability of the
marital partner to define and enact mutually satisfying marital roles. The basic assumption
of this model is that marital happiness seems to be congruent between the role expectation
of one spouse and the role performance of the other spouse than to any specific pattern of
roles (Lewis & Spanier, as cited in Udry, 1983). It is basically concerned with how does one
perceives the actions and activities of others, according to his own frame of liking and
disliking, and his own role-desirability and expectation. This theory states that when an
individual indulge himself in those activities which are according to the expectation of his

fellowmen, the activities performed by him are considered acceptable, and those which are
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contradictory with the already existing system are dejected, or gain less approval, or
sometimes strongly disliked. In other words, a husband or wife is satisfied to the extent that

he or she feels the spouse is satisfying certain role expectations.

Rollins and Galligan, as cited in Twenge, Campbell, & Foster, (2003) argue that
adding children does not necessarily decrease marital quality if role expectations are clear,

reasonable, and are in accordance with the norms of a specific culture.
Cognitive Model

Cognitive theories describe behavior in relationships as associated with belief
systems, learned expectancies, attribution style, and many more. The partners may perceive
their partners’ behaviors as positive or negative regardless of the degree of positiveness
judged by skilled outside observers as they are directly affected by this relationship (Floyd

& Markman, 1983).

Family Lifecycle Perspective

Rollins and Galligan, (as cited in Twenge, Campbell, & Foster, 2003) recommend
that additional variance in marital satisfaction may be explained by role expectations, role
accumulation, role strain, and perception of role performance. They believe that marital
quality and stability may be maximized during the course of the family life cycle by altering

role expectations and monitoring the accumulation of roles and resulting role strain.

Cannabis addiction can give rise to communication difficulties within a marriage.
Regular cannabis use may result in impaired cognitive function, diminished attention, and

reduced memory, making it challenging for the addicted individual to effectively
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communicate with their partner. This addiction can create emotional distance between
partners, with the struggling individual neglecting their partner's needs, leading to strain in
the relationship. If one partner develops an addiction without the other's knowledge or

consent, it can lead to feelings of betrayal and a breakdown of trust.

Additionally, cannabis addiction can impose a significant financial burden on the
household due to increased spending on drugs and potential work performance issues,
leading to stress and conflict. If the couple has children, the addiction can affect their ability
to parent effectively, with imbalanced responsibilities and emotional availability concerns.
Moreover, cannabis addiction can have adverse effects on the addicted individual's physical

and mental health, hindering their ability to be a supportive partner in the marriage.

Research has shown that cannabis addiction can have significant detrimental effects
on communication within a marriage. Frequent cannabis use can lead to impaired cognitive
function, reduced memory, and diminished attention, making it challenging for the addicted
individual to engage in effective and meaningful communication with their partner (Volkow
et al., 2016a). This addiction can create emotional distance between partners, as the addicted
individual may become preoccupied with obtaining and using cannabis, neglecting their

partner's emotional needs (Schafer et al., 2019).

Moreover, when one partner is struggling with cannabis addiction, the other may feel
unsupported, emotionally disconnected, or even betrayed, leading to strain on the
relationship (Stanton & Shadur, 2016). The financial burden associated with cannabis
addiction, due to increased spending on drugs and potentially impaired work performance,

can exacerbate stress and conflict within the marriage (Hall & Lynskey, 2016).
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Furthermore, if the couple has children, cannabis addiction can impact the ability to
parent effectively, resulting in imbalanced parenting responsibilities and a lack of emotional
availability for the children (Connell et al., 2019). Overall, cannabis addiction can lead to
both physical and mental health issues for the addicted individual, further affecting their

overall well-being and ability to be a supportive partner in the marriage (Hasin et al., 2017).
Cannabis Addiction and Social Adjustment
Social Adjustment

The ability to adjust to changes in one's physical, vocational, and social environment
is known as adjustment. In other words, adjustment is the behavioral process of resolving
incompatible demands or needs that are impeded by environmental challenges. People adapt
to their surroundings on a daily basis. Social adjustment typically involves the interaction

between individuals i.e., in peers, in family, in social gatherings, and in work-related settings.

According to Crick and Dodge, 1994 social adjustment is referred to as the extent to which
a person exhibits appropriate social behavior and adjusts to their immediate social environment. Other
self-view categories, including self-efficacy, that have an impact on the nature of social connections
are thought to be built on self-esteem (Kernis et al., 1989). It has also been acknowledged that
psychological elements like self-esteem, social self-efficacy, and anxiety affect social adjustment.
Studies on self-esteem have demonstrated that how people view themselves affects how they adjust

socially, academically, and emotionally (DuBois et al., 1998).

There are mainly three social adjustment behaviors that represent a person's
performance in social contact are asocial behavior, peer exclusion, and interpersonal skills.

Peer exclusion refers to being rejected by one's peers or by a group of peers; asocial behavior
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is characterized by a low social approach motion (Ladd & Profilet, 1996). The interpersonal
skills is defined as sharing, helping others, and cooperating with others (Gresham & Elliott,
1985). These three factors are frequently employed as indicators of societal adjustments

(Sette et al., 2016; Ooi et al., 2018; Hipson et al., 2019).

As cites in (“Interpersonal Relationships,” n.d.) social adjustment is the achievement
of balance in social relationships usually aided by the appropriate application of social skills.

Social adjustment also known as the adjustment between the interpersonal relationships.

Types of interpersonal relationships
Kinship Relationships: Being connected to someone else through blood
(consanguinity), such as being a parent, or via marriage (affinity), such as being an uncle by

marriage or an aunt by marriage, are examples of kinship ties, which include familial bonds.

Formalized intimate relationships: Intimate or long-term relationship that have been

formalized by law and public ceremony, such as marriage and civil union

Non-formalized intimate relationships: Other person is frequently referred to as a
lover, boyfriend or girlfriend (not to be confused with just a male or female friend), significant
other, or loving partner in non-formalized intimate relationships or long-term relationships such

as loving relationships or romantic relationships with or without living together.

Casual relationships: Relationships that last longer than one-night stands and are only
based on sexual conduct are referred to as casual relationships, and those involved may be

referred to as friends with benefits when only considering sexual partners or sexual intercourse.
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Platonic love: Especially in situations where it would be easy to think differently,
platonic love is a loving relationship in which the sexual aspect does not exist. In situations
where it would be easy to think differently, platonic love can be particularly valuable. For
example, in situations where two people of opposite genders work closely together, it may be
tempting for them to pursue a romantic or sexual relationship. However, by choosing to
cultivate a platonic love instead, they can maintain a professional and respectful relationship

that is based on mutual trust and admiration.

Friendship: Friendship is a relationship between two people that is characterized by
their shared feelings of love, trust, respect, and unconditional acceptance. For further

information, see internet friendship and pen buddy.

Cannabis addiction can have significant effects on social adjustment, it can lead to
increased social withdrawal, strained relationships, negative impacts on job and school
performance, financial difficulties, and social stigma. The behavioral and emotional changes
associated with addiction can create conflicts and erode trust, isolating individuals from their
social support networks. This reduced support system may be due to concerns about the

person's behavior or their refusal to seek help (Volkow et al., 2016b; Hasin et al., 2015).

Cannabis usage is on the rise, and this has prompted a number of difficult questions
regarding its potential health implications and how society should react (Fergusson et al.,
2002; Hall & Solowij, 1998; Hall & Babor, 2000; Johns, 2001). Concerns about the degree
to which cannabis usage is linked to an increased risk of a variety of psychosocial problems
are among the topics surrounding the effects of cannabis use. Cannabis use is prevalent in

rural Indigenous settings, and it has significant negative impacts on health and social
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adjustment, according to a recent five-year study of teenagers and young adults in three
remote communities in Arnhem Land, Australia (Lee et al., 2009; Clough et al., 2004;

Clough et al., 2006).

In addition to having biological, psychological, and social repercussions on the user,
their family, and the community, substance use disorder also has public, legal, and
administrative repercussions (Bekircan & Tanriverdi ; Zmen & Kubang, 2013; Ztas, 2012).
Roles cannot be completed within the family system because of the system's impairment
brought on by substance abuse, and as a result, problems within the family may arise.
Because of this, these people have high rates of divorce and separation (Tarhan, 2014).
Substance use disorder negatively impacts people's lives and causes marital problems (Erbek
et al.,2005). Cannabis abuser are more likely to claim poorer levels of education, income,
and relationships than non-users, as well as being unemployed, reliant on welfare, single,
and living alone (Vanderpol et al., 2013; Degenhardt., 2001; Fergusson & Boden, 2008).

Present study will highlight these problems with respect to Pakistan.

In light of all of these findings, it may be concluded that drug usage may negatively
affect marriage and family relations (Cranford et al., 2011). It was explored that the patient
group received marriage and family therapy, developed strong bonds and assisted them in

developing better connections with their spouses and kids (O'Farrell, 2011).

There are several options to consider while looking into high-quality programs for
addiction therapy. Multiple degrees of therapy, including detox, inpatient, residential, partial
hospitalization, intense outpatient, and sober living, are frequently offered by addiction

rehabilitation facilities. Addiction treatment centers include extra services in these recovery
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programs to help patients advance in their recovery. The services offered vary depending on
the location, however conventional therapies are frequently accessible (Restore health &

Wellness, 2021).

Traditional Counseling/Approaches

Traditional counseling, also known as conventional or classical counseling, refers to
therapeutic approaches and techniques that have been established and practiced over time.
These approaches are typically based on well-established psychological theories and
principles. Traditional counseling methods often involve face-to-face interactions between a
trained counselor or therapist and a client seeking help for personal, emotional,

psychological, or behavioral issues (Corey, 2017).

Traditional counseling/approach for the treatment of substance addiction refers to the
conventional and established methods used by mental health professionals to help individuals
overcome their addiction to drugs or alcohol. This approach typically involves psychological
interventions and therapeutic techniques to address the underlying issues and behavioral

patterns associated with substance abuse.

According to “National Institute on Drug Abuse (NIDA)” (n.d.) in traditional
counseling, licensed professionals such as psychologists, psychiatrists, social workers, or
certified addiction counselors work with clients individually or in group settings to achieve
the set goals. Following are different approaches/techniques that comes under traditional

counselling:
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Assessment: A thorough evaluation of the individual's substance use history, overall health,
and mental state to understand the severity of the addiction and identify any co-occurring
mental health disorders.

Goal Setting: Collaborating with the client to set realistic and achievable goals for the
treatment process. These goals may include achieving sobriety, improving overall well-
being, and developing healthy coping strategies.

Psychoeducation: Providing the client with information about addiction, its effects on the
brain and behavior, and the potential consequences of continued substance abuse.
Cognitive-Behavioral Therapy (CBT): One of the most common therapeutic techniques used
in traditional counseling, CBT aims to identify and change negative thought patterns and
behaviors associated with addiction. This approach helps individuals develop healthier
coping mechanisms and skills to manage triggers and cravings.

Motivational Interviewing: A client-centered approach that helps individuals explore their
own reasons for change and enhances their intrinsic motivation to overcome addiction.
Relapse Prevention: Learning skills and strategies to identify and manage triggers and high-
risk situations that may lead to a relapse.

Supportive Group Therapy: Participating in group counseling sessions where individuals
with similar struggles share their experiences, offer mutual support, and learn from each
other's successes and setbacks.

Family Therapy: Involving family members in the treatment process to address family

dynamics, communication issues, and support the client's recovery.
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Aftercare Planning: Develop a comprehensive plan to support the individual's recovery after
completing the counseling program, which may include ongoing therapy, support groups, or
other community resources.

Programs have traditionally been categorized for addiction treatment into a number of
main Kinds or modalities. Numerous programmes nowadays, do not neatly fit into established
categories for drug addiction treatment due to the ongoing evolution and diversification of
treatment methodologies and individual requirements. The majority, however, begin with
medically supervised detoxification and withdrawal, which is frequently regarded as the

initial phase of treatment.

Disease Model

Over the past two decades, evidence has grown more and more in favor of the idea that
addiction is a brain condition. It's possible that this is due to the fact that the abnormal,
impulsive, and compulsive behaviors that characterize addiction have not been conclusively
connected to neurobiology, casting doubt on the fundamental notion that substance abuse is
a brain disease. The assumption that substance abuse is a brain illness is still debatable
despite the fact that the brain disease model of addiction has led to effective preventive
strategies, treatment interventions, and public health policies to address substance-use

disorders.

Reviewing studies on the deterioration of brain regions responsible for executive
functions such as decision-making, inhibitory control, and planning, the strengthening of
conditioned responses and stress reactivity, and the desensitization of reward circuits, which
reduces motivation to engage in daily activities and the capacity to experience pleasure.

(Volkow, Koob, & McLellan, 2016).
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According to the disease model of addiction, addiction has biochemical, neurological,
genetic, and environmental roots (McLellan et al., 2000). According to the conventional
medical paradigm of disease, an aberrant condition must only be present in order for the

person who is ill to experience discomfort, dysfunction, or distress.

According to the modern medical concept, mesolimbic brain alterations are partially
to blame for addiction (Leshner, 1997). Despite understanding of the mechanisms underlying
these entities, the medical model also considers the possibility that this condition may be
caused by additional biological, psychological, or societal entities.

The development and maintenance of total abstinence from all addictive behaviors
and substances constitute recovery. The sickness is stopped through abstinence. It doesn't
move after being detained. The illness model stresses the value of peer support because total
abstinence is challenging to attain.

It is apparent that peer support is beneficial in the recovery from various diseases and
disorders. In organizations like Alcoholics Anonymous, addicts and alcoholics help one
another. They encourage and inspire one another by sharing their own stories of addiction
and recovery. This kind of mutual support makes people feel more hopeful. As a result,
individuals are more driven to make essential rehabilitation progress (Sobell, 2013). Critics
of the disease model, in particular those who believe in the life-process model of addiction,
claim that stigmatizing those who are diagnosed as addicts prevents them from learning self-

control.

Furthermore, the disease model and its implications for treatment interventions are
the subject of much (and frequently acrimonious) dispute. In a nutshell, it is maintained that

there is no one constellation of alcohol-related issues that can be classified as alcoholism
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(there are a variety of issues), that addiction and its fundamental components are not
irreversible, and that the progression of the issue is not predetermined. The disease model's
detractors also point out that because individuals prefer to believe that outside professionals
must treat the condition and not themselves, self-responsibility can be avoided (Armor,
Polich, & Stambul, 1978). Hence, role of therapist is very essential. This is also a key point

of the research.

Minnesota Model

The Minnesota Model, often known as the abstinence model, of addiction therapy was
created in the 1950s by two young men who would go on to become psychiatrists and
psychologists, respectively, and neither of them had any prior experience treating addicts or
alcoholics. Before it spread over the entire country, the strategy was initially adopted by the
Hazelden Foundation, a modest not-for-profit organization. The cornerstone of this novel
method of addiction treatment was the coordination of skilled professionals and untrained
(recovering) staff members around the AA principles (AA). A specialized treatment
programme with active family interaction and involvement in AA both during and after

treatment was provided in a 28-day inpatient setting (Anderson et al., 1999).

The Minnesota Model approach is defined typically by a comprehensive and
continuing examination of all client-related factors and multimodal therapy strategies. It
could consist of techniques like family education and support, group and individual
treatment, and others. A multidisciplinary team of experts, including counsellors,
psychologists, and nurses, plans and supports each client's treatment programme. The team
members meet with the client one-on-one to conduct an interview, go over the client's test

results, and go through the questionnaire the client filled out. The team meets without the
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client after each team member has seen the client to analyses the findings and create a
treatment plan with individualized goals and objectives. It is assumed that abstinence is a
must. The client can learn new ways of living without alcohol and other drugs like cannabis
with the help of the tools and context provided by the treatment. This kind of therapy can be
applied either as an inpatient or as an outpatient. The Minnesota Model's guiding principles
are inspired by Alcoholics Anonymous (AA). Cognitive-behavioral therapy,
education/rehabilitation from a physical health issue (such as recovery from a heart attack),
and learning to live with any chronic sickness are the counselling techniques that are the
most comparable to one another. The main objectives are increased quality of life and
lifelong abstinence from cannabis and other mood-altering substances. Applying the 12-step
philosophy's principles—which include regular gatherings with other recovering individuals
and adjustments to daily behaviors—will help you attain this aim. The ultimate objective is
to alter one's personality or one's fundamental ways of feeling, thinking, and behaving in the
world. This shift is described in the model as a spiritual experience (Owen, 2003).

The Minnesota model, which asserts that alcoholism is a disease marked by loss of
control over drinking and places an emphasis on a 12-step approach to recovery, is
comparable to traditional disease-model treatment (Miller & Meyers, 1999). This can be

similarly applied to all substances and respective psychological treatments.

12-Step Programme
A set of guiding principles detailing a process for overcoming addiction, compulsion,
or other behavioral issues is known as a 12-step program, first offered as a method of
alcoholism recovery by Alcoholics Anonymous (AA) (VandenBos, 2007). This method

alters an addict's perceptions of their interactions with others and with themselves. Attending
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meetings, reflecting on oneself, and picking up new coping mechanisms all help to bring

about this altered perspective.

The client's perception of how they relate to others and to themselves changes as a
result of this process. Numerous alcoholism, drug addiction, and dependency issues have
been addressed using 12-step methodologies. With millions of members worldwide, over
200 self-help groups known as fellowships use the twelve-step principles of recovery.
Addicts who did not understand the nuances of alcoholism founded Narcotics Anonymous

(Borkman, 2008).

The 12-Step concept alludes to a certain understanding of the healing process. It
emphasizes the significance of acknowledging addiction as a disease that can be suppressed
but never cured, encouraging personal development and spiritual growth, reducing self-
centeredness, and helping those who are addicted (for example, by sharing success stories of
recovery in group meetings and sponsoring new members) (Humphreys et al., 2004). Self-
help groups built around this philosophy, according to Donovan et al., 2013, lay out 12
sequential tasks, or steps, that substance abusers should complete during the recovery
process. According to these steps, substance abusers must acknowledge their helplessness in
the face of alcohol and drugs, take a moral inventory ofthemselves, accept the nature of their

wrongdoings, establish a list of people they have affected, and plan for their future.

Participation in such groups is intended to give people encouragement to stay drug-
free, a social network to connect with (the "fellowship"), and a list of 12 principles to follow
in the recovery process (Kaskutas, Bond, & Humphreys, 2002). What has been dubbed the

12-Step "six pack" contains the general principles for recovery based on this philosophy:
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Avoid alcohol and drugs, attend meetings, solicit assistance, find a sponsor, join a group, and

become active (Caldwell & Cutter, 1998).

The three components of the human structure—physical, mental, and spiritual—are
symbolically reflected in the twelve-step programme. It is believed that the issues the groups
face take on different forms in each level. For alcoholics and addicts, the bodily reaction that
resembles an allergic reaction and causes the need to take substances again and again after
the initial use best describes the physical dimension. When a person repeats a compulsive
behavior after a period of abstinence, it is said that they are suffering from a mental
obsession. This is because they are either aware that the repetition will lead to an inability to

stop or they are under the impression that the repetition will have a different outcome.

All 12-step programmes view self-centeredness as the "spiritual malady,"” or ailment
of the spiritual dimension (Kurtz & Chambon, 1987; Ronel, 2000). Working through the
steps is meant to replace self-centeredness with a developing moral awareness, a desire for
self-sacrifice, and constructive, altruistic behaviour (Ronel, 2000). In twelve-step
fellowships, spiritual awakening typically happens gradually over time; however, there are
certain exceptions where members have a quick spiritual awakening (Alcohol Anonymus,

2008).

In the highly developed medical world of today, where there are therapies for a variety
of problems, there are many possibilities for feeling better. Addiction cannot be cured
unfortunately, but it can be controlled with time and a variety of coping techniques.

Traditional treatment is often used in the realm of rehab and other addiction recovery
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programmes today. This is due to the fact that many specialists are incorporating more

modern techniques and strategies into their curricula.

Identifying the sickness and treating it with medication is a common practice in
traditional therapies. By combining this approach with traditional therapy including
medication, counselling, and lifestyle changes, many can recover. The majority of
conventional treatments begin with acute or subacute detoxification. This therapy, which is
carried out under a doctor's supervision, helps addicts get rid of the toxins that their substance
abuse has left in their bodies. Medication is commonly consumed throughout this process to
decrease the discomfort brought on by withdrawal. After detoxing, individuals should be
routed to programmes for addiction treatment. They can then receive counselling and
treatment while learning how to live a sober life after their addiction. However, many of
these programmes employ more modern techniques to overcome addiction. CRA is the most

popular and successful among the treatment methods.

Community Reinforcement Approach (CRA)

The Community Reinforcement Approach (CRA) is a cognitive-behavioral
intervention that was founded on the belief that environmental contingencies play a critical
role in encouraging or discouraging substance abuse (Hunt & Azrin, 1973). The original
community reinforcement approach (CRA) uses operant conditioning to help people learn to
reduce the power of their addictions and enjoy healthy life (Azrin, 1970). Accordingly, CRA
utilizes community (i.e., familial, social, recreational, and occupational) reinforcers to

support change in an individual’s drinking or drug using behaviors. In essence, the goal is to
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rearrange environmental contingencies such that sober behavior becomes more rewarding
than substance abusing behavior. This comprehensive intervention blends operant
conditioning with a social systems approach to address multiple problem areas (Hunt &
Azrin, 1973).Multiple research reviews and meta-analyses of the treatment-outcome
literature have shown CRA to be among the most strongly supported treatment methods for
drug dependence (Meyers et al., 2011; Finney & Monahan, 1996; Holder et al., 1991; Miller

et al., 1995, 2003).

Some of the more recent alcohol studies replicated this success with larger, ethnically
diverse samples (Smith, Meyers, & Delaney, 1998). In the four meta-analytic reviews of
treatments for alcoholism conducted over the past 12 years, CRA has consistently placed
among the top programs. Depending on the review, it has been ranked from the first to the
fifth position out of a group of 30-50 interventions (Finney & Monahan; 1996; Holder,
Longabaugh, Miller, & Rubonis, 1991; Miller et al., 1995; Miller, Wilbourne, & Hettema,

2003)

The Community Reinforcement Approach (CRA) is a behavioral treatment designed
for individuals with substance-use issues. Its core principle is to make a drug-free lifestyle
rewarding, encouraging individuals to consistently choose it over substance use. CRA
involves exploring the client's social circle (family, friends, work, etc.) to identify alternative
sources of reinforcement that can compete with substance use. Therapists collaborate with
clients to set life goals and teach them the necessary skills to achieve those goals. It has
strong empirical evidence supporting its effectiveness. It has been successfully used with

diverse populations and various types of drugs (Roozen & Smith, 2020; Bischof, 2016).
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CRA programs appear appropriate for a wide range of clients. It has been shown
effective with clients having anywhere from mild to severe alcohol problems, and with goals
of either reduced drinking or abstinence. Furthermore, CRA has been successful in inpatient,
outpatient, and day treatment settings, as well as in both rural and urban environments (Azrin,
1976; Azrin et al., 1982; Hunt & Azrin, 1973; Smith et al., 1998). Another strength of CRA

is its flexibility.

The program contains a manual of procedures that can be selected from and tailored
to meet a client’s background and goals. For example, an unemployed client would likely
find the job-training component to be of immediate value. A client whose social relationships
are rapidly deteriorating due to alcohol abuse might benefit from CRA’s communication
skills training, or its relationship therapy. As noted, the entire set of CRA procedures are not
necessarily introduced for every client. Exceptions to this are the assessment and treatment

planning procedures, which typically are used each time as a starting point.

CRA is a method of treatment applied on cannabis addicts in this study. For
implementation of CRA, a CRA Performa will be followed. This comprises of following

protocols:

CRA Functional Analysis: A functional analysis is a method for identifying the framework
in which substance abusing behavior occurs. The overall objective is to lay the foundation
for a plan that eventually will help the client access psychological and environmental
conditions which reinforce sobriety and discourage substance use (Azrin, 1976; Hunt &

Azrin, 1973).



34

Sobriety Sampling: sobriety sampling was developed as a gentle negotiation process for a
time-limited period of sobriety (Azrin et al.,, 1982). During this period of abstinence, the
necessary behavioral skills are taught and the reinforcing aspects of a drug-fiee lifestyle are
emphasized.

CRA Treatment Plan: Two forms provide the structure for the CRA treatment plan: the
Happiness Scale and the Goals of Counseling (see Meyers & Smith, 1995; Smith & Meyers,
2001). The Happiness Scale is a brief evaluation of satisfaction in 10 areas of a person’s life
(e.g., job, personal habits, relationships). They then turn to the Goals of Counseling, which
lists these same 10 areas and includes questions for each area about goals, strategies for
obtaining them, and the projected time frame.

Behavioral Skills Training: Areas of behavioral skills deficits typically become apparent that
need to be addressed. The three main CRA skills training components are: (a) Problem
Solving, (b) Communication Skills, (c) Drink/Drug Refusal.

Social/Recreational Counseling: CRA counselors instead assist clients: in identifying new
social activities and encouraging them to sample a few, in addressing the common concerns
about socializing while sober, and in dealing with the problem of having a social life that is
dominated by individuals who drink or use drugs. The objective was twofold: to help clients
discover that life could be fun without alcohol, and to provide increased opportunities for
clients to practice new social skills in a nonthreatening, low-risk atmosphere (Hunt & Azrin,
1973; Mallams, Godley, Hall, & Meyers, 1982).

Relapse Prevention: This CRA process actually begins with the initial functional analysis,

since triggers for episodes are outlined then. In anticipating situations with elevated relapse
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potential, various behavioral skills are practiced as needed, such as drink refusal and problem
solving (Meyers & Smith, 1995).

Relationship Counseling: Given the CRA goal of making a client’s “community” more
reinforcing, it is often worthwhile to include the partners of clients in at least several therapy
sessions so that the relationship can be enhanced. The Perfect Relationship form is modeled
after the Goals of Counseling, and serves as a couple’s goal-setting plan. The Daily Reminder
to Be Nice is a method for gradually reintroducing small pleasant activities back into the

relationship (Meyers & Smith, 1995; Smith & Meyers, 2001).

The Community Reinforcement Approach (CRA) is a therapeutic intervention used
primarily in the treatment of substance use disorders, particularly alcohol and drug addiction.
It is a behavioral treatment that focuses on creating a positive and supportive environment to
reinforce healthy behaviors and discourage substance use. There are several factors that make
the Community Reinforcement Approach more effective for instance:

Multifaceted Intervention: CRA is a comprehensive treatment that addresses various aspects
of an individual's life, including social, vocational, and recreational areas. It aims to enhance
overall life satisfaction and create a healthier lifestyle by offering alternative sources of
reinforcement.

Social Support: One of the central elements of CRA is to strengthen the client's social support
system. By involving family members, friends, or significant others, the approach seeks to
create a supportive network that encourages positive behaviors and discourages substance

usc.
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Job and Recreational Counseling: CRA incorporates vocational counseling and support to
help individuals find employment or improve their job situations. It also encourages
engaging in recreational and social activities that do not involve substance use, promoting a
balanced and fulfilling lifestyle.
Intrinsic Motivation: CRA aims to enhance an individual's intrinsic motivation to change
their behavior. By focusing on positive reinforcement and building a satisfying life without
substances, individuals become more motivated to reduce or abstain from drug or alcohol
use.
Abstinence: While the ultimate goal of CRA is abstinence, it also recognizes harm reduction
as a step toward recovery. Incremental progress is acknowledged and reinforced to maintain
individuals' motivation and commitment to positive change.
Long-term Focus: CRA is designed to be a long-term treatment, providing ongoing support
and reinforcement to prevent relapse and support sustained recovery over time.
Adaptability: The Community Reinforcement Approach is adaptable to various cultural and
individual differences, making it an effective treatment for a diverse range of clients.
Overall, CRA is a promising intervention for substance use disorders that seeks to
create a positive and supportive environment, motivating individuals to make lasting changes

in their lives and break free from the cycle of cannabis addiction.

Community Reinforcement Approach in other Regions
CRA intervention has garnered significant recognition due to its proven effectiveness

in addressing substance use disorders and alcohol dependence. Several countries have
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embraced and extensively researched this therapeutic approach, leading to promising
outcomes. Among the countries where CRA intervention has been adopted and studied are:

CRA is an evidence-based intervention for treating substance use disorders, and
researchers in Spain have been investigating its effectiveness and applicability in their
context. Numerous Spanish studies determined the effectiveness of the Community
Reinforcement Approach (CRA), in the treatment of patients with cocaine and other
substance use disorders i.e., (Garcia-Fernandez et al., 2019; Lopez-Goni et al., 2011;
Fernandez-Montalvo et al., 2008).

There have been research studies and applications of the Community Reinforcement
Approach (CRA) in Sweden. Sweden, like many other countries, has shown interest in
evidence-based interventions for treating substance use disorders, and CRA has been studied
and implemented in various settings within the country. These researches highlight Sweden's
engagement with CRA research and its commitment to exploring evidence-based treatment
options for substance use disorders (Magill et al., 2016; Beck et al., 2014; Berglund et al..
2016).

The Netherlands is known for its contributions to addiction research and the
implementation of evidence-based interventions like CRA. Some studies have explored the
effectiveness of CRA in treating substance use disorders, particularly alcohol and cocaine
dependence, in the Dutch context (Roozen et al., 2014; Blanken et al., 2015; Merkx et al.,
2017; Kieft et al., 2020). These studies highlight the country's commitment to evidence-based
approaches for addressing substance use disorders and improving addiction treatment

outcomes.
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CRA principles have been applied in addiction treatment centers and clinical practice
in Norway. Mental health professionals and addiction counselors have used CRA techniques
to assist individuals in their recovery from substance use disorders. Researchers and
practitioners in Norway have adapted CRA to suit the local culture and context, ensuring that
the intervention aligns with Norwegian societal norms and values. Norway has been active
in exploring and implementing the Community Reinforcement Approach as part of its efforts
to address substance use disorders and improve addiction treatment outcomes (Andersen et
al., 2017).

CRA is an evidence-based intervention for substance use disorders, and researchers
in Italy have been investigating its effectiveness and implementation in their country. Some
of the research studies on CRA in Italy include (Ghirlanda et al., 2016; Caselli et al., 2012;
Ghirlanda et al., 2013).

Hence, the Community Reinforcement Approach (CRA) is an evidence-based
intervention for addiction treatment that focuses on modifying the environment in which an
individual with substance use disorder lives. When considering its application in the
Pakistani region, it becomes essential to understand the unique social and cultural context of
the country.

Pakistan is a country with strong community and family ties. The extended family
system is prevalent, and the well-being of an individual is deeply interconnected with the
welfare of the family and community. Addiction can have a significant impact not only on
the individual but also on their family members and the wider community. By incorporating
CRA into addiction treatment programs in Pakistan, the focus shifts from solely targeting the

individual to involving and engaging the support network around them.
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One key aspect of CRA is reinforcing positive behaviors and motivations. In a
collectivist society like Pakistan, where societal norms and communal ties play a crucial role,
positive reinforcement from family, friends, and community members can be a potent
motivator for individuals to abstain from substance use. By encouraging and rewarding
sobriety, responsible behavior, and positive lifestyle choices, CRA helps create a supportive
environment that reinforces healthy habits.

Additionally, CRA addresses employment and recreational needs. In Pakistan, access
to stable employment and recreational activities can be limited in certain regions, leading to
boredom, frustration, and increased susceptibility to substance use. By assisting individuals
in finding employment opportunities and engaging in meaningful activities, CRA can fill the
void left by addiction and offer a healthier and more fulfilling lifestyle.

Furthermore, CRA can help reduce the stigma associated with addiction. In many
traditional societies, including Pakistan, there is a significant stigma surrounding substance
use disorders. By involving family members and the community in the treatment process,
CRA can raise awareness about addiction as a treatable medical condition, shifting attitudes
from punitive approaches to supportive and empathetic ones.

Overall, the purpose for using the Community Reinforcement Approach in cannabis
addiction treatment in the Pakistani region lies in its compatibility with collectivist cultural
values and its potential to create a network of support that strengthens an individual's
motivation to recover. By addressing the social and environmental factors that contribute to
addiction, CRA offers a holistic and culturally sensitive approach to helping individuals

overcome substance use disorders in Pakistan.



40

By carefully adapting CRA to Pakistani culture, it is possible to enhance its
acceptance and effectiveness in addressing substance use disorders within the context of the
country's unique cultural and social dynamics. Cultural adaptation is crucial in making
evidence-based interventions relevant and accessible to diverse populations and improving
their overall impact on public health.

CRA Versus Traditional Counseling/Approaches

The Community Reinforcement Approach (CRA) holds significant importance when
compared to traditional counseling/approaches for the treatment of cannabis addiction,
specifically concerning mental health issues, marital satisfaction, and social adjustment.
CRA's comprehensive approach aims to address the underlying psychological factors that
contribute to addiction and helps individuals develop coping strategies to prevent relapse. By
targeting cognitive distortions and maladaptive behaviors, CRA can lead to improved mental
health outcomes and greater overall well-being. Additionally, CRA's focus on enhancing
communication skills and problem-solving within the context of marital relationships can
positively impact marital satisfaction, fostering a supportive environment for recovery.
Moreover, by encouraging social integration, CRA assists individuals in building strong
social networks, reducing isolation, and promoting healthier social adjustment. In contrast,
traditional counseling may lack the tailored and multifaceted approach offered by CRA,
potentially limiting its efficacy in addressing the complex interplay between addiction and
mental health, marital dynamics, and social reintegration.

Numerous researches conducted over the past 25 years have shown that CRA is
effective in treating alcoholism and other types of substance dependency. For alcohol-

dependent patients receiving inpatient treatment, Hunt and Azrin (1973) contrasted CRA
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with conventional disease-model treatment. Patients who underwent CRA performed
significantly better than patients who received conventional therapy in that research. In
actuality, there was essentially no overlap between the two groups' distributions on a number
of outcome variables at the time of the follow-up. In comparison to patients who received
traditional care, CRA clients showed significantly less and less frequent drinking, less days
spent in institutions and more days working, and higher levels of social stability.

A comprehensive behavioral program for treating substance abuse issues is called the
Community Reinforcement Approach (CRA). It is predicated on the idea that environmental
factors can strongly influence whether drinking or using drugs is encouraged or discouraged.
In order to aid clients in their rehabilitation, it makes use of social, recreational, family, and
employment reinforcers. It aims to make living a clean lifestyle more satisfying than abusing
drugs. Strangely enough, very few doctors who treat addicts are familiar with CRA, despite
the fact that almost every assessment of alcohol and drug treatment outcome data puts it

among the techniques with the highest scientific evidence of efficacy.

With inpatients (Azrin, 1976; Hunt & Azrin, 1973), outpatients (Azrin, Sisson,
Meyers, & Godley, 1982); Mallams, Godley, Hall, & Meyers, 1982; Meyers & Miller, 2001);
and homeless populations, the Community Reinforcement Approach (CRA) is a broad-
spectrum behavioral programme for treating substance abuse issues (Smith, Meyers, &
Delaney, 1998). It was also named as one of the best affordable alcohol treatment
programmes currently accessible in three recent meta-analyses (Finney & Monahan, 1996;
Holder, Longbaugh, Miller, & Rubonis, 1991; Miller et al., 1995). More than 25 years ago,
the first study proving the value of CRA was carried out (Hunt & Azrin, 1973). 16 aicohol-

dependent inpatients and matched controls participated in this trial where participants were
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randomly allocated to either the CRA treatment or a more conventional program that
concentrated on the 12 steps of Alcoholics Anonymous (AA). Participants in the CRA
condition considerably outperformed the 12-step group at the 6-month follow-up, drinking
at average of 14% of the follow-up days compared to 79% for the 12-step group. The duration
of institutionalization and employment were also found to differ significantly in favour of
CRA. Azrin conducted a second similar study of patients (1976). As before, persons
receiving CRA treatment were more likely to report fewer days spent in institutions and more
days working. It's significant that the CRA condition's abstinence rate remained at 90% at
the 2-year follow-up. These studies offered convincing proof of CRA's efficacy since they
followed sound scientific methodology. So, in current study CRA is applied over the

cannabis addicts to see its effectiveness.

Important clinical ramifications result from the finding that people with cannabis use
issues and other mental health issues were more likely to seek treatment. Comorbid anxiety
and affective disorders are common among people seeking treatment for cannabis
dependence, and if left untreated, these disorders may have an adverse effect on the success
of that treatment. Cannabis dependence intervention research is a relatively new field, and
there is little research on how mental health issues affect treatment outcomes (Degenhardt et
al., 2001). Clinicians should be aware of the likelihood of comorbidity and should think about
using easy-to-use screening tools for mental health issues. A more thorough intervention that
targets the symptoms of anxiety and depression may be the subject of future research into

therapies (Litt et al., 2005).

Archer et al., 2020 reviewed that different adaptations of the Community

Reinforcement Approach and Family Training, tailored for various delivery methods and
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addictions, have resulted in significantly different rates of treatment engagement for the
identified patient. Among these adaptations, those that provide the most extensive support to
the concerned significant other, including individual and group sessions, have shown the

highest levels of success for the treatment of addiction.

Research suggests that the Community Reinforcement Approach (CRA) is a highly
effective intervention for individuals with substance use disorders (SUDs). CRA's
comprehensive, behavioral, and individualized approach has demonstrated significant
advantages when compared to other standard treatments. Studies have indicated that CRA
consistently leads to higher retention rates in treatment, longer periods of abstinence, and
reduced rates of relapse compared to traditional treatment modalities (Meyers et al., 2012;
Roozen et al, 2017). Moreover, CRA's focus on creating a positive and supportive
environment through reinforcement strategies, vocational counseling, and family
involvement has shown to be particularly beneficial in engaging patients in treatment and

promoting lasting recovery (Smith et al., 2014).

The Community Reinforcement Approach (CRA) is an evidence-based approach
specifically designed for the treatment of substance abuse, including cannabis addiction.
Compared to traditional counseling, CRA offers several advantages when it comes to
addressing mental health issues, marital satisfaction, and social adjustment in individuals

struggling with cannabis addiction for example; -

Tailored Approach: CRA is a specialized and structured treatment that focuses on the
individual needs and challenges of each person. It targets the specific triggers and underlying

factors contributing to cannabis addiction, such as cognitive distortions and negative thought
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patterns. This personalized approach enhances the effectiveness of the therapy, leading to
better outcomes in terms of mental health improvement.

Relapse Prevention: CRA places a strong emphasis on relapse prevention, which is crucial
in the treatment of addiction. It equips individuals with coping strategies, problem-solving
skills, and healthy coping mechanisms to manage triggers and prevent relapse effectively.
Traditional counseling might not always have a well-defined relapse prevention component,
making CRA more suitable for individuals with cannabis addiction.

Evidence-based Techniques: CRA incorporates evidence-based techniques that have been
extensively researched and proven effective in treating substance abuse issues. These
techniques often include cognitive restructuring, coping skills training, and assertiveness
training. The evidence-based nature of CRA ensures that individuals receive interventions
that are supported by scientific research.

Holistic Approach: CRA considers not only the individual but also the broader social context
in which the addiction is embedded. It addresses not only the addiction but also related issues
that may impact mental health, marital satisfaction, and social adjustment. This holistic
approach helps individuals better understand the complex interplay between addiction and
their lives, leading to more comprehensive healing and recovery.

Strengthening Relationships: Marital satisfaction can be affected when one partner struggles
with cannabis addiction. CRA includes a component that involves the partner in the treatment
process. This collaborative effort can help repair and strengthen the relationship, improving
marital satisfaction and providing a supportive environment for recovery.

Social Support Enhancement: CRA acknowledges the significance of social support in the

recovery process. The therapy encourages individuals to build healthy social networks and
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engage in pro-social activities. This emphasis on social adjustment fosters a sense of
belonging and reduces feelings of isolation, which can be essential for the individual's mental

well-being.

In conclusion, CRA offers a comprehensive and evidence-based approach to treating
cannabis addiction that considers mental health issues, marital satisfaction, and social
adjustment. Its personalized and relapse prevention-oriented approach, along with evidence-
based techniques and a focus on social support, make CRA a valuable and effective treatment
option compared to traditional counseling for addressing cannabis and other addiction-

related challenges.

Social Context of Cannabis Use Scale

It is observed that mostly drugs are being used in social context i.e., with large or
small group of friends, in parties and in other social setting. Cannabis and other substances
have been shown to increase the enjoyment of socializing, either by improving the quality of
social interactions or by reducing subtle negative emotional states like social anxiety (Miller
et al., 2015). Additionally, there is a reciprocal relationship, meaning that social settings can
affect how people react to drugs. Alcohol and other drugs' direct effects can be affected by
even the mere presence of other people, potentially leading to increased use. (Dimoff &

Sayette, 2017; Shiffman et al., 2002)

The immediate environmental, chronological, and motivational elements that affect
substance use behaviour are referred to as the social context (Beck, Thombs, Mahoney, &
Fingar, 1995; Thombs, Beck, & Mahoney, 1993). In a study published in 2018, Wit &

Sayette examined the evidence for two key causes of substance abuse: i) the impact of drugs
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on social cues or interactions, and ii) the influence of social context on how people react to
drugs. In a realistic setting, these elements are indivisible and intricately linked.
Nevertheless, some of the mechanisms behind these intricate bidirectional relationships can

be uncovered through well planned studies.

The emotional content and valence of the social context influence how drugs interact with
social situations. Positive social situations, such being with friends or acquaintances, are likely to
improve a drug's positive mood effects, but negative or stressful social situations, like job interviews,
may lessen a drug's euphorigenic effects. In contrast, some medications may lessen anxiety brought
on by unfavorable social situations, and these anxiolytic effects may make the medication more
alluring to the user. It is likely that many naturalistic social circumstances (such as interacting with
both friends and strangers) have a mixture of positive and negative emotional cues, making it

challenging to differentiate these elements in intricate non-laboratory settings (Wit & Sayette, 2018).

The contribution of psychosocial and interpersonal elements, such as peer pressure and role
modelling, which encourage drug use (Dimoff & Sayette, 2017; Quigley & Collins, 1999). There is
strong evidence that social environments affect consumption through a variety of psychosocial
processes, such as peer pressure, modelling, and the need to fit in, in both favorable and unfavorable
social contexts (Beck et al. 2011; Collins & Marlatt, 1981; Cooper et al. 1979; Larsen et al 2012;
Quigley & Collins, 1999). Social modelling of heavier consumption, for instance, causes other group
members to drink more, and this effect is tempered by a number of factors, such as the participant's
drinking history. It is likely that modelling can affect intake as well as the immediate, intoxicating

effects of substances by perhaps influencing expectations (Wit & Sayette, 2018).

The social context, also known as the social environment, has been defined as the
"immediate physical surroundings, social ties, and cultural milieus within which defined

groups of individuals function and interact,”" as cited in Dimoff & Sayette (2016). (Barnett
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& Casper, 2001). With the exception of Harakeh and colleagues' work from 2011, research
has typically not been set up to look into the social factors that contribute to smoking
motivation or behaviour, and frequently the social side of the cue is not addressed beyond
the assumption that it is a smoking cue. However, it is noteworthy that for many years,
researchers outside of the lab have understood that social context affects smoking (Glad &

Adesso, 1976). So same is the case with cannabis addicts.

Additionally, being among non-smokers may reduce a person's smoking behaviour
below what it would be if they were alone (Shiffman & Rathbun, 2011). Furthermore, long-
term studies reveal that the proportion of smokers in young people's social environments is
related to their smoking rates. Vicarious learning processes have been linked to this
relationship (West & Brown, 2013), albeit it is unclear how much this relationship is
influenced by selection versus socialization effects or how familiarity influences it. Although
early research suggests that non-dependent "chippers" may also be susceptible to the effects
of social environment on smoking, most laboratory studies of social context and smoking
have focused on daily smokers in late adolescence or young adulthood (Reymarova,

Schilagintweit, & Barrett, 2015).

Cannabis has conflicting impacts on social behaviours, causing both an increase and a
decrease in social interaction or chatting. The majority of studies looking at how cannabis affects
social interaction were done in the 1980s. Higgins and Stitzer (1986) evaluated how smoking
marijuana affected social interaction. They measured speech volume after timed consumption of
cannabis cigarettes containing 0, 1.01, 1.84, and 2.84% Tetrahyrocannibinol while people conversed
with partners who smoked placebo cigarettes. The active ingredient in cannabis boosted heart rate

and "high" sensations but lowered speaking volume. The pattern of reduced speaking shows that
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cannabis may be an exception to the general trend that drugs of abuse promote verbal interaction, as
observed by the authors. Foltin et al (1987) studied social interaction in marijuana users who were
put through a small-group test in a home laboratory. Each day from 4 pm to midnight, subjects were
permitted to interact with other test subjects while still performing "work" in their own private rooms.
However, these benefits were most pronounced in groups that showed high baseline levels of
interaction. In this situation, active cannabis (relative to placebo) increased social and linguistic
interaction (Rachlinski et al., 1989). Participants who displayed larger baseline interpersonal distance
experienced less verbal contact after using cannabis. Foltin & Fischman (1988) studied the impact of
cannabis on participants' time spent interacting with other study participants in another study from
the same lab. The time that respondents spent in the social area did not increase when they were using
active cannabis. The medicine lengthened the time that individuals spent doing the same things. It
seems expected that interest in cannabis' impact on social functioning will resurface given the

dramatically increased availability and use of the drug.

Few researches have extensively investigated how social context affects how people react to
cannabis. In one study, Foltin et al. (1994) discovered that although some subjects smoked more
marijuana when other participants were present, this was not accompanied by an increase in the drug's
positive mood-enhancing effects. During a 12-day residential trial, six male cannabis addicts were
permitted to self-administer cannabis cigarettes (0.0% or 2.3% THC). Each day was broken down
into 6.5-hour sessions for solitary work and social access, in a mixed arrangement (work first or social
first). Regardless of the time, three respondents smoked more marijuana during the social-access
period, whereas the other three always smoked more marijuana in the morning. THC level was not
correlated with the quantity of cannabis cigarettes smoked, indicating that expectations overrode
pharmacological effects in determining intake. Although subjective perceptions of "High," "Liking,"
"Potency," and "Substance" increased when cannabis was active, these reports did not connect to

context or foretell self-administration of the drug.
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These resuits highlight the crucial idea that drug intake is not only influenced by the
subjective experiences one has while using a substance. It's likely that cannabis's mood-altering
properties do influence drug use, but there are many other variables that also play a role, such as the
demands of the job at hand, expectations, the time of day, other people's presence, and availability of

drug.
History and development of Social Context of Cannabis Use Scale (SCCUS)

These results highlight the crucial Cannabis's potential to modify mood may
contribute to drug usage, but there are many other elements that can influence drug use, such

as present work obligations, expectations, the time of day, and the presence of other people.

According to estimates 30% of college students used cannabis (Johnston, O'Malley,
Bachman, & Schulenberg, 2006). According to the Substance Abuse and Mental Health
Services Administration, young adults overall consume cannabis more frequently than other
age groups, with college students using the drug at rates comparable to their non-college
going peers (SAMHSA, 2006). According to Caldeira, Arria, O'Grady, Vincent, and Wish
(2008), 9% of a sample of first-year college students were estimated to have CUD, with
nearly 25% of past-year users fitting the criterion. While numerous studies have shown that
college students have cannabis-related issues (Caldeira et al., 2008; Everett, Lowry, Cohen,
& Dellinger, 1999; Hammersley & Leon, 2006; Shillington & Clapp, 2001; Tullis, Dupont,

Frost-Pineda, & Gold, 2003; White, Labouvie, & Papadaratsakis, 2005).

College Version of The Social Context of Drinking Scales (Beck et al., 1995) was
utilized to derive six different drinking-related social contexts: 1) social facilitation (drinking

to foster camaraderie and social enhancement); 2) peer acceptance (drinking in a group or to
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win peers' approval); 3) emotional pain (drinking to soothe an unpleasant emotional state);
4) drinking during family celebrations or rituals; 5) sex seeking (drinking to initiate sexual
contact with someone); and 6) drinking while operating a motor vehicle (e.g., while sitting
in a parked car or driving around). DSM-IV criteria for alcohol use disorders and drinking in
the presence of emotional suffering were both linked to drinking while operating a motor

vehicle (Beck et al., 2009a).

Translation and Validation of Social Context of Cannabis Scale

The choice of an appropriate scale or measure to investigate psychological
dimensions of interest is arguably one of the biggest issues in psychology research. Selecting
a scale with appropriate psychometric features can occasionally be made simpler by a current
comprehensive review of the existing measures. If the scale is a self-rating tool, it may not
be available in regional languages, which is a must. In these circumstances, the tool may
need to be "translated" following a standard protocol, such as the World Health
O}ganization's forward translation and reverse translation technique (Gomes et al, 2017). The
research agrees that just translating a scale is insufficient in and of itself, despite the fact that
there is no gold standard for the translation, adaptation, and cross-cultural validation of a

measure (Gomes et al, 2017).

Consequently, the goal of the current work was to translate and validate SCCUS
(Beck, et al, 2009). The back-translation method, the bilingual technique, the committee or
expert team approach, and the pretest procedure are the four conventional approaches
recommended by Brislin in 1970 to ensure equivalence between the original and translated

measures.
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Rationale

The current study aims to provide an evidence-based treatment method known as the
Community Reinforcement Approach (CRA) for treating cannabis addicts in Pakistan, where
cannabis is the most widely used illegal psychoactive substance, with around four million
people (3.6% of the adult population) consuming it. The demand for comprehensive therapy
that caters to different aspects of life for effective treatment purposes is evident. To address
this growing public health concern, the study focuses on the Community Reinforcement
Approach (CRA) as a suitable intervention for cannabis addiction in Pakistan. Cannabis use
disorder (CUD) is a major concern, with its prevalence rising globally. People struggling
with cannabis addiction often face adverse mental health outcomes, including depression,
anxiety, stress, and social maladjustment. The Community Reinforcement Approach (CRA)
is an evidence-based behavioral therapy known for its effectiveness in treating substance use
disorders. However, its potential benefits in addressing co-occurring mental health issues in
cannabis addiction, such as depression, anxiety, stress, marital satisfaction, and social
adjustment, remain a critical research gap. Therefore, the present study aims to investigate
the suitability and potential advantages of CRA as a treatment approach for cannabis
addiction in the context of addressing these mental health concerns.

Moreover, the rationale for conducting research on the CRA for cannabis addiction
is driven by several important factors which includes:

Growing Prevalence of Cannabis Use: Cannabis is one of the most commonly used
illicit substances globally, and its use has been increasing in many regions. The rise in
cannabis use and related disorders highlights the urgent need for effective and tailored

treatment interventions.
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Limitations of Current Treatments: Traditional treatment approaches, such as the
disease model, Minnesota model, and 12-step program have shown efficacy for cannabis
addiction, not all individuals respond equally to these treatments. Additionally, the relapse
rates in traditional therapies are relatively high. Therefore, exploring alternative approaches,
such as CRA, can provide valuable insights into more effective and individualized treatment
strategies. Current treatment approaches for cannabis addiction tend to focus primarily on
addressing substance use, while underlying mental health issues might be overlooked.
Traditional treatments that target only one aspect of the problem may lead to relapse, reduced
treatment adherence, and decreased overall well-being. Therefore, an integrated approach
that targets both substance use and co-occurring mental health issues is necessary.

Holistic and Comprehensive Treatment Approach: CRA is a multifaceted,
behaviorally-based treatment that targets various life domains, including social, familial,
vocational, and recreational aspects. By offering a comprehensive approach, CRA can
address the complex nature of cannabis addiction, which often involves various factors
beyond the biological aspects of drug use.

Social Context of Cannabis Use: Cannabis use is often influenced by social and
environmental factors, making CRA particularly relevant. This treatment approach can
identify and utilize social reinforcers that are more compelling to the individual than
substance use, helping to reduce reliance on cannabis in favor of healthier alternatives.

Adaptability to Different Populations: CRA can be tailored to suit the needs of
diverse populations, including adolescents, adults, and individuals with co-occurring mental
health issues. Research on the selection of CRA for cannabis addiction can explore its

efficacy in different demographic groups.
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The potential of Community Reinforcement Approach (CRA): CRA has emerged
as a promising evidence-based treatment for SUDs. The approach incorporates a range of
behavioral strategies aimed at promoting positive reinforcement for sobriety, reducing
substance use, and enhancing overall life satisfaction. By targeting multiple life domains,
including social, vocational, and recreational aspects, CRA offers a comprehensive and
individualized treatment approach.

Success in Other Substance Use Disorders: CRA has demonstrated effectiveness
in treating other substance use disorders, such as alcohol and cocaine addiction. Therefore,
investigating its application in cannabis addiction in Pakistani society may offer promising
results and potentially bridge the gap in effective treatment options for cannabis users. Given
its success with other substances, there is a rationale to investigate CRA's effectiveness in
treating cannabis addiction, particularly in individuals facing depression, anxiety, stress,
marital satisfaction, and social difficulties.

Addressing Comorbid Mental Health Conditions: Individuals with cannabis
addiction frequently experience co-occurring mental health conditions such as depression,
anxiety, and stress. These comorbidities can exacerbate addiction severity and hinder the
recovery process.

Marital Satisfaction: Cannabis addiction can strain relationships and lead to
decreased marital satisfaction. Couples may face challenges related to communication, trust,
and emotional intimacy. CRA's emphasis on involving significant others in the treatment
process and strengthening social networks may improve marital satisfaction by fostering a

supportive environment for both the individual with addiction and their partner.
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Enhancing Social Adjustment: Cannabis addiction can lead to social isolation,
strained relationships, and difficulties in reintegrating into the community. CRA's approach
of promoting social engagement, vocational counseling, and recreational activities can

support individuals in rebuilding social connections and adjusting to a sober lifestyle.

Furthermore, research indicated that CRA was successful in treating substance
dependence (Abbott et al., 1998; Higgins et al., 1991; Miller & Meyers, 1999). CRA stands
as a vital component of the multifaceted approaches to treating addiction is toady's treatment
methods. In terms of treatment programs, for example the disease model, 12-steps spiritual
programme, and Minnesota model are used in Pakistan. These therapy programs that are used

have very little empirical data to back them up.

According to Edwards (2000), new treatments must be innovative in order to replace
therapies with questionable efficacy. The environmental variables, which are an equally
essential component of the pain and suffering associated with drug addictions, are generally
ignored by the majority of treatment programmes. Research work in therapeutic settings is

not sufficient. So, in Pakistani society, it is a dire need to establish the significance of CRA.

Relapse after leaving the hospital or residential therapy is frequently recorded,
according to Meyers and Miller (2001). In this regard, it was determined that the Community
Reinforcement Approach (CRA), an evidence-based therapy, has a track record of
effectiveness. This programme is based on the idea that environmental factors can
significantly influence whether addiction is encouraged or discouraged. To aid clients in their
healing process, it makes use of social, recreational, family, and occupational reinforcements.

Its effectiveness has been proven in treatment formats ranging from 50 hours of therapy to
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as little as five hours, and it has been demonstrated to be successful with mild to severe

difficulties (Meyers & Miller, 2001).

The goal of CRA is to start adjustments in a client's lifestyle and social environment
that will support their long-term recovery. It is a comprehensively, tailored treatment
strategy. CRA is a flexible treatment method with a foundation in positive reinforcement that
focuses on identifying and utilizing the client's own intrinsic reinforcers in the community.
Due to those qualities, CRA can be used with a variety of client populations (with some
changes). CRA has been shown to be successful in treating drug addiction and dependency
in numerous clinical investigations. The trials used individual and family therapy techniques

in treatment settings (such as inpatient and outpatient).

CRA consistently outperformed the conventional methods it was compared to or
added to in terms of effectiveness. This method may become more crucial in the treatment
of cannabis add since it is compatible with the scope and length of the majority of managed
care services. In Pakistani society, less emphasis is placed on involving family members in
the treatment of addiction problems for the benefit of addicts. Pakistan is a male dominating
society, so any male member of the nuclear family or the extended family visits clients at
rehabilitation centers. Female members seldom visit there. Due to a reserve culture; parda
values, transport and economic issues, house hold responsibilities there are less visits of
female family members. However, with changing life style, being independent, some females
take freedom and visit these areas. The areas of social, recreational, familial, and
occupational difficulities are the focus of CRA, an intervention-based treatment program. As
a result, its adaptability and positive reinforcement philosophy are probably suitable, with

some modifications, to a wide spectrum of populations.
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The rationale for using the Community Reinforcement Approach (CRA) for cannabis
addiction treatment in the Pakistani region lies in its potential to address the complex social
and cultural factors that contribute to addiction. Pakistan's society is deeply rooted in
communal ties and family structures, making CRA a suitable intervention to involve families
and communities in the recovery process. By reinforcing positive behaviors, building social
support, and addressing employment and recreational needs, CRA aims to create a supportive
environment that encourages sustained recovery and reduces the stigma associated with
cannabis addiction, aligning well with the collectivist values prevalent in the Pakistani
culture.

In conclusion, conducting research on the selection of the Community Reinforcement
Approach (CRA) for cannabis addiction in the context of Pakistani society is crucial to bridge
the knowledge gap and enhance our understanding of effective interventions for this
prevalent and complex substance use disorder. By exploring the potential benefits of CRA,
especially concerning depression, anxiety, stress, marital satisfaction, and social adjustment
within the Pakistani cultural context, researchers can contribute valuable insights to addiction
treatment in the country. Integrating CRA into cannabis addiction treatment in Pakistan
presents a unique opportunity to comprehensively address co-occurring issues. Through
positive reinforcement and functional analysis tailored to the local societal norms and
challenges, CRA can effectively support individuals in achieving abstinence while also
addressing underlying mental health concerns. This research is of utmost importance in
developing evidence-based, culturally sensitive treatment strategies, leading to improved
outcomes, enhanced quality of life, and more effective interventions for individuals

struggling with cannabis use disorder in Pakistan. Ultimately, the advancement of addiction
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science and practice in the Pakistani setting hinges on further investigating CRA's role in
addressing cannabis addiction in a holistic and individualized manner that aligns with the

unique characteristics of society.

Objectives

. To introduce Community Reinforcement Approach (CRA) as an evidence-based treatment
for cannabis addicts in Pakistan.

. To compare the feasibility of Community Reinforcement Approach (CRA) and Traditional
counseling among cannabis addicts.

. To find out the feasibility of Community Reinforcement Approach (CRA) on marital
satisfaction as compared to Traditional counseling among cannabis addicts.

. To find out the feasibility of Community Reinforcement Approach (CRA) on social
adjustment as compared to Traditional counseling among cannabis addicts.

. To find out the feasibility of Community Reinforcement Approach (CRA) on depression,
anxiety, and stress as compared to Traditional counseling among cannabis addicts.

. Translation and validation of CRA programme with reference to Pakistani society.

. Translation and validation of Social Context of Cannabis Use Scale (SCCUS) and Happiness

Scale (as given by CRA programme).

Hypotheses

. There will be a difference in cannabis addicts during pre-treatment phase and post-treatment
phase of CRA as compared to those who will receive other traditional counseling treatment.
. To check the effectiveness of CRA, in above objective feasibility of CRA was determined
on sample of cannabis addicts. After that it was translated and validated for present sample

with reference to Pakistani society.
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There will be high level of social adjustment in cannabis addicts after getting CRA as
compared to those who will receive traditional counseling.

There will be high level of marital satisfaction in those cannabis addicts who will receive
CRA as compared to those who will receive other traditional counseling treatment.

There will be high level of happiness in those cannabis addicts who will receive CRA as
compared to those who will receive other traditional counseling treatment.

There will be low level of depression, anxiety, and stress among those cannabis addicts who

will receive CRA as compared to those who will receive traditional counseling.



Figure 1 Conceptual Framework of the current study
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Above figure shows conceptual framework for the present study. First phase would be the

pretesting of variables i.e. depression. Anxiety, stress, marital satisfaction, social adjustment and

happiness. After intervention (CRA) post-test would conduct immediately.
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Chapter I1

Method

Research Design

This study was based on a quasi-experimental (pretest-posttest) research design. It
consists of two studies. In Study-I; translation, validation, and psychometric properties of
Urdu translated scales were made. Whereas, Study 11 was divided into two phases. Phase-1
pilot study was conducted to estimate psychometric properties. Phase-II was the main study,
which aimed to find out the differences between CRA and Traditional Counselling on

variables of research.

Sl Translation

el Phase I: Pilot Study

. Phase I1: Main Study

Figure 2 Stages of current study
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Study 1
Translation and validation of Intervention Plan (CRA), Social Context
Cannabis Use Scale (SCCUS) and Happiness Scale for Community Reinforcement

Approach.

Study I consisted of Urdu translation and validation of the Social Context of Cannabis
Use Scale (SCCUS), Happiness Scale, CRA intervention plan for its application to cannabis
addicts with reference to Pakistani society. The scales were translated in Urdu after getting
formal permission from the original author by using the standardized form of translation and
adaptation procedure. Procedures suggested by Brislin (1980) were followed for translation

and validation of the scales.



Figure 3: Translation Procedure
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Step I: Translation of the original scale scales from English to Urdu

For forward translation, four bilingual experts were asked to translate the desired
scales from the original source (English) to the Urdu language. The translation was done by
4 bilingual experts. All bilinguals were expert in English and Urdu, lecturers of Urdu and
English department of F-7/2 college and IMCG F-6/2. They were requested to translate the
items; word by word from English to Urdu. They independently translate the scales so that
could not influence each other. They were briefly informed about the study and the purpose
of the translation. A letter of consent was also shared with them.
Step II: Review of the Translation by Expert Panel

A committee was formed for reviewing the forward translation. The committee
consisted of 4 members and they all belonged to the profession of mental health. Including
Assistant Professors from International Islamic university and Clinical Psychologist from
PAF hospital Islamabad, along-with the supervisor and the student. Committee reviewed the
Urdu-translated version of the scales and compared it with the original English version and
made recommendations. After a thorough and careful evaluation of each item, they choose
only those items that were very close in meaning and in context to the original scale
(English). After reconciliation of the forward translation, each item was assessed on the basis
of semantic equivalence and precision. Afterward, the forward translation was given to two
new experts for backward translation i.e. from Urdu to English.
Step III: Back translation from Urdu to English

After reviewing the expert opinion, the Urdu translation version of the scales; Social

Context Cannabis Use Scale and Happiness Scale were translated back to English.
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Translators were unaware of the English version and they were asked to translate the Urdu
version into English. The backward translation was carried out by four bilingual experts. All
bilinguals were expert in English and Urdu and understudies in English, Urdu and Sociology
of M. Phil and Ph.D. level at International Islamic University. In backward translation, same
guidelines were considered as followed for the forward translation process.
Step IV: Committee Approach

In this step, four committee members that were same in forward translation were
asked to compare and critically evaluate the wording, structure, grammatical errors, and
sentence formation of both back translation and Urdu version. Clear understanding and
contextual meaning were also considered.
Step V: Tryout

It was done to test psychometric properties of pre-final version of translated
instruments to assess their understanding on each item. After pretesting, reliability and
confirmatory and exploratory factor analysis (CFA & EFA) was carried to assess the

psychometric properties of the translated scales.

Sample

For establishing psychometric properties of translated scales, the data was gathered
from different treatment and rehabilitation centers for addiction treatment in Islamabad and
Rawalpindi. The sample consisted of 300 cannabis addicts. Purposive sampling technique
was used to collect data. All the subjects were male, age range of the subjects was between
18 to 50 years, met the diagnostic criteria for cannabis dependence according to the

Diagnostic and Statistical Manual of Mental Disorders (DSM-5, 2013). Patients with severe
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psychopathological conditions (e.g. dementia, schizophrenia, personality disorders), and
those who, presented a principal diagnosis for another psychoactive substance was excluded

in the present study.



Results

66

Factorization both EFA, CFA and reliability analysis were carried out for both scales; Happiness

Scale and Social Context Cannabis Use Scale.

Table 1

Sociodemographic characteristics of the participants for the Happiness Scale (HS) and Social

Context Cannabis Use Scale (SCCUS)(N=300)

Demographic Variables N %
Age
18-29 181 60.3
30-39 89 29.7
Above 40 30 10.0
Education
Up to Matric 163 54.3
Matric and Above 137 45.7
Occupation
Employed 98 32.7
Unemployed 106 353
Student 96 32.0

Note. Age mean=1.50 (SD=.672), Education mean=1.46 (§D=.499), Occupation mean=1.97 (SD=.821)

Table 1 shows the sociodemographic variables of the participants such as age, education, and

gender. Frequency distribution reveals that most participants were in the age range of 18-29 years

(60%), with reference to education, participants up to matric were higher (54.3 %). Furthermore, the

frequency distribution shows that unemployed participants were higher (35.3%) than employed

(32.7).



Table 2

67

Psychometric properties of the Happiness Scale, Social Context Cannabis Use Scale (SCCUS), and

its subscales (N=300)

Scales K M SD Range Skewness  Kurtosis  Cronbach’s a
HS 10 30.11 14.01 2.70-3.38 735 -.333 97
SCCUS 24 64.63 10.95 1.99-3.22 - 157 1.874 .84
SF 13 36.93 6.67 2.48-3.22 -.248 1.429 .80
PA 5 12.96 3.53 2.26-3.02 275 -.278 71
EP 3 7.77 1.98 2.33-2.93 -.080 -.305 .32
SS 3 6.96 1.89 1.98-2.74 .388 - 111 20

Note. HS (Happiness Scale, SCCUS (Social Context Cannabis Use Scale), SF (Social Facilitation),
PA (Peer Acceptance), EP (Emotional Pain), SS (Sex Seeking)

Table 2 shows Cronbach’s alpha reliability of the study variables.

Cronbach’s alpha

reliability for happiness Scale indicates high internal consistency (r=.97). Alpha reliability of social

context cannabis use scale is also very high (r=.84). The sub-scales of SCCUS; Social Facilitation,

Peer Acceptance, Emotional Pain, and Sex Seeking have reliability values are .80, .71, .32, and .20,

respectively. Two sub-scales” reliability have low values of .32 and .20, which is mainly due to

having less number of items for the subscales.
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Table 3

Item-total Scale Correlation of Urdu Translated HS (N = 300)

Item No. Corrected Item-total Item No. Corrected Item-
Correlation total Correlation

1 .85 6 .82

2 .85 7 .88

3 .89 8 .86

4 .87 9 .87

5 .88 10 .88

Table 3 indicates that all the items are significantly correlating with total score of Urdu
Translated Happiness Scale and correlation coefficients are ranging from .82 to .89 for item no. 6
and 3, respectively. This reflects upon the construct validity of the measure.

After computing Item total correlation of Happiness Scale (HS), factor analysis was run to

validate the factor structure.

Exploratory factor analysis of Happiness Scale

Factor analysis can be used to assemble common variables into descriptive categories. Factor
analysis operates on the notion that measurable and observable variables can be reduced to fewer
latent variables that share a common variance, which is known as reducing dimensionality
(Bartholomew, Knott, & Moustaki, 2011). In the present research, Principle Component Method of
EFA was used to explore the factor structure of Translated HS it is being used for the first time in
Pakistan in Urdu language, so it was important to first explore its factor structure in Pakistani culture

and Urdu language as well.
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Table 4
Factor Loadings of the Items of Happiness Scale obtained through Principal Component Factor

Analysis (N = 300)

Item No Factor Loadings Item No Factor Loadings

1 78 6 73

2 .78 7 81

3 .84 8 79

4 .80 9 .80

5 .82 10 81
Eigen Values 7.97
% Variance 79.66
Cum. % 86.56

Table 2 shows results of EFA revealing that Translated HS is clearly having single factor.
Final scale consisted of 10 items as of original scale (English). The results show that Eigen value of
all the items is 7.97 which explains 79.66% of the variance. The scree plot also showed the same

results. The slope of the scree plot curve levels out after a single factor.
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Figure 4 scree plot of Eigenvalue for HS

o0 W

o

Eigenvalue
(93]

w .

1 2 3 4 5 6 7 g S 10
Component Number

Conformity Factor Analysis
The current study used SPSS 22 and Analysis of Moment Structure (AMOS) for data
analysis. For determining construct validity, Confirmatory Factory Analysis (CFA) using Maximum

Likelihood Estimation (MLE) was used.
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Table 5§

Goodness-of-Fit Indicators of Models Happiness Scale (n = 300)

Scale Model in CFA 2 (df) Fit indices x2 (df)

GFI AGFI CFI NFI RMSEA St.RMR

Happiness Scale Default 732.240 (35) .63 .43 .84 83 .05 20.093

Note. significant (p.000)

Table 5 showed the 1% order model fit indices for the CFA of Happiness Scale. The findings
of the 1* order of Happiness Scale showed satisfactory results, where all 10 items were independent

in terms of error covariance. Model fit indices were satisfactory too.
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The above model was uni-dimensional in nature (Figure 5). All the 10 items loaded
adequately on a single factor with loading ranging from 0.73 to 0.84 (p<.000). Model fit indices
suggested a good fit with Comparative Fit Index (CFI) = 0.85, Tucker Lewis Index (TLI) = 0.79,
Normative Fit Index (NFI) = 0.83 and Root Mean Squared Error Approximation (RMSEA) = 0.05.

All CFA’s model fit indices (IFI, CFI, TLI and RMEAS) were in the acceptable ranges.

Exploratory factor analysis of Social Context Cannabis Scale
In the present research, Principle Component Method of EFA was used to explore the factor
structure of Translated SCCUS it is being used for the first time in Pakistan in Urdu language, so it

was important to first explore its factor structure in Pakistani culture and Urdu language as well.

Table 6

Factor Loadings of the Items of Social Context Cannabis Scale obtained through Principal
Component Factor Analysis (N = 300)

[tems Loadings Communalities
Factor 1 Factor 2 Factor 3

SCCS20 0.71 0.46
SCCS11 0.66 0.3 0.45
SCCSS 0.66 0.5
SCCS17 0.63 0.58
SCCS16 0.61 0.69
SCCS9 0.6 0.62
SCCS18 0.5 0.73
SCCS14 0.41 0.79
SCCS19 0.39 0.81
SCCS22 0.36 0.83
SCCS15 0.32 0.83
SCCS8 0.77 0.39
SCCS4 0.67 0.5
SCCS12 0.64 -0.42 0.39

SCCS1 0.58 0.58
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SCCS3 0.54 0.68
SCCS7 0.42 0.75
SCCS23 0.33 0.81
SCCS24 0.87
SCCS21 0.91
SCCS2 0.38 0.65 0.42
SCCS13 0.42 -0.32 0.37
SCCS6 0.47 0.61 0.4
Variance Explained by Factor
Variance Explained Cumulative Variance
Factor 1 17.14971 17.14971
Factor 2 12.82109 2.9.97081
Factor 3 7.10896 37.07976

The instrument was analyzed to validate the comprehensive instrument of Social Context
Cannabis Scale (SCCS) through exploratory factor analysis and to confirm its structure. Principal
axis factoring extraction method (principal component analysis) was used in combination with a
varimax rotation. Table 6 presented three meaningful factors which explain a total of 38% of the
variance for all variables and corresponding items. Factor 1 was labeled as Social Facilitation
including dimensions which includes 14 items that explain emotions such as interpersonal
relationship. This factor explains a total of 17% variance in the dependent variable. Factor 2 from
EFA was labeled as Peer Acceptance which explains a total of 12% variance that includes 8 items
ranging from emotions/feelings of relationship. Factor 3 has been labeled as Emotional Pain and
explains a total of 7% variation in the dataset including six items that contribute to emotions such as
pain. The overall cumulative variance of all these factors accounts to 37%. In addition to this,
Bartlett's test of Sphericity tests the hypothesis that our correlation matrix is an identity matrix, which

would indicate that all variables are unrelated and therefore unsuitable for structure detection. The
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KMO (Measure of Sampling Adequacy) and Bartlett’s Test of Sphericity both indicate that the set
of variables are at least adequately related for factor analysis. All these three factors are individually
are not identical and does interrelate. Item exclusion can either be done on basis of Cronbach alpha’s
value or according to EFA, as in this study. According to Field (2013), while performing CFA and
EFA analysis, items that represent weak relation relate to factor loading which is less than 0.3. Since,
no items had factor loading values of less than 0.3, none of them were discarded for further analysis.
Moreover, three items yielded negative values in Factor 3; -.4 for SCCS12 and -.6 for SCCS13 which
explain the reversal behavior but their magnitude and uniqueness is significant hence these items

were also not discarded for further inquiry. Scree plot also indicated the three factors that was

extracted through EFA.
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Figure 6 scree plot of Eigenvalue for SCCUS
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Conformity Factor Analysis

The current study used SPSS 22 and Analysis of Moment Structure (AMOS) for data
analysis. For determining construct validity, Confirmatory Factory Analysis (CFA) using Maximum

Likelihood Estimation (MLE) was used.
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Figure 7 Standardized factor loadings in 1st order CFA of Social Context Cannabis Scale:
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Figure 7 represents standardized factor loadings in 1st order CFA of Social Context
Cannabis Scale. Based on Stevens (2002), for a sample size of 100 the loading should be
greater than 0.512, but for 300 it should be greater than 0.298, and for 1000 greater than
0.162. Therefore, the significance of a loading gives little indication of the substantive
importance of a variable to a factor because it depends on sample size (e.g., in very large
samples, even small loadings will be ‘significant’). Stevens (2002) recommends interpreting
factor loadings with an absolute value greater than 0.4 (the factor explains around 16% of

the variance in the variable). Some researchers opt for the lower criterion of 0.3 (Field, 2013).

Discussion
Cannabis is as one of the most extensively utilized psychoactive substances in the
United States (U.S.), with approximately 43.5 million individuals aged 12 and above
reporting past-year use and around 124 million people reporting lifetime use in 2018
(UNODC, 2020). Cannabis usage among college students is estimated to be around 30%
(Mohler-Kuo, Lee, & Wechsler, 2003). It is observed that drugs are commonly used in social
situations, such as when people gather in large or small groups of friends, attend parties, or

engage in other social settings.

Cannabis and other substances have been found to enhance the pleasure of
socializing, either by facilitating more positive social interactions or by alleviating subtle
negative emotional states like social anxiety (Sayette, 2017). The social context refers to the
immediate environmental, chronological, and motivational factors that influence substance

use behavior (Thombs, Wolcott, & Farkash, 1997).
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Social factors frequently show up as a driving force or motive for smoking, according
to surveys (Piper, et al, 2004). Many cannabis addicts assert that they use the drug for its
soothing benefits, and recent research suggests that the endogenous cannabinoid system is

important in the body's reaction to stress (Hill et al., 2018).

Based on earlier work with the Social Context of Drinking Scales, the Social Context
of Cannabis Use Scale for college students was developed. The study sought to investigate
how social context and CUD interacted, as well as whether or not social context indicators
might predict when non-problematic usage would turn problematic one year later. They also
looked into the link between the social environment and depression symptoms.
Understanding the locations, justifications, and times of cannabis use among college students
may assist determine crucial areas for intervention and CUD prevention (Beck et al., 2009b).

The Community Reinforcement Approach Happiness Scale (CRA-HS) is widely used
for assessing the quality of life in addiction treatment, but the amount of research on
psychometric properties has been scant. The concept of ‘quality of life’ is considered a
perception of an individual’s position in life with respect to the context of cultural and value

systems (World Health Organization 2018).

Originally, the CRA-HS was based on the 10-item Marital Happiness Scale (Azrin et
al, 1973), which was modified by Azrin (1976) to suit single patients as well in order to
prevent relapse and coined the instrument CRA-HS. The core measure assesses happiness
across 12 domains: housing. household, job/education, money management, social life,
recreational activities, drug use, personal habits, family, emotion, communication, and

health. Based on an exploratory factor analysis, it was shown that the CRA-HS could be
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interpreted as a one-factor structure model with a good internal consistency and

discrimination between patients and controls (Bouten et al., 2017).

Study 1 aimed to translate and validate the scales (Social Context Cannabis Use Scale
and Happiness Scale) which were used in the present research. Translation and cultural
adaptation are progressive methods, which is based on an expert board for the adaptation of
psychological tools. The purpose of this study is to culturally validate and translate the scales.
The reason behind translation was to minimize cultural errors in biasness. It is observed that
reliable and cross-culturally validated scales provide help to assess the diverse issues of

people around the World (Sousa & Rojjanassirat, 2010).

The choice of an appropriate scale or measure to investigate psychological
dimensions of interest is arguably one of the biggest issues in psychology research. Selecting
a scale with appropriate psychometric features can occasionally be made simpler by a current
comprehensive review of the existing measures. If the scale is a self-rating tool, it may not
be available in regional languages, which is a must. In these circumstances, the tool may
need to be "translated" following a standard protocol, such as the World Health
Organization's forward translation and reverse translation technique (Menon & Praharaj,
2019). The research agrees that just translating a scale is insufficient in and of itself, despite
the fact that there is no gold standard for the translation, adaptation, and cross-cultural

validation of a measure (Gomes et al, 2017).

It can be concluded that the translated version of the social context cannabis scale
and happiness scale are valid and reliable tools for assessing social context for cannabis and

satisfaction in ten areas of the life of a person with cannabis use disorder. This study has
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strong implications to follow the Community Reinforcement Approach (CRA) as the most
suitable intervention for addicts living in the society of Pakistan. Both exploratory and
conformity analysis was carried out to identify the factors for happiness scale and social

context cannabis scale. Results were presented in both tabulated and graphical forms.

Study-1I

Research Design

This study was based on quasi-experimental (pretest-posttest) research design. Quasi-
experimental research design, like experimental designs, test causal hypotheses. A quasi-
experimental design by definition lacks random assignment. Quasi-experimental designs
identify a comparison group that is as similar as possible to the treatment group in terms of
baseline (pre-intervention) characteristics. In present study Quasi-experimental research
design was used to compare the effectiveness of CRA on different variables i.e. martial
satisfaction, social adjustment, depression, anxiety, and stress as compared to traditional

counseling as the current study lacks randomization. Steps mentioned in procedure section.

Study II consisted of two phases. In Phase-I pilot study was conducted to estimate
psychometric properties and Phase-1I was the main study, which was aimed to find out the

differences between CRA and Traditional Counselling on variables.

Participants
The data was gathered from different treatment and rehabilitation centers in
Islamabad and Rawalpindi including Sunny Trust International Drug and Rehabilitation

Treatment Center, Islamabad Addiction Center, Eman Clinic, Nijaat Clinic, Harmain
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Rehabilitation, and Hero Health Care Rehabilitation Center. Two samples were drawn by
employing purposive sampling technique. The research sample was comprised of 40
participants. One sample consisted of a group of 21 cannabis addicts who received CRA
treatment (acted as an experimental group) and the other consisted of a group of 19 cannabis
addicts who received traditional treatment (acted as a control group). Initially, 170
participants were taken, after screen out sample remained of 140 participants, in which one
sample was comprised of the experimental group (n=78), and the control group consisted of
62 cannabis addicts. The dropout rate was quite high due to different reasons for the
participants. After dropping out, the final sample of the main study was 40 participants. One
sample consisted of a group of 21 cannabis addicts who received CRA treatment and the
other consisted of a group of 19 cannabis addicts who received traditional treatment. The
respondents were approached individually. Permission from relevant institutions was taken.
Participants' anonymity and confidentiality was also guaranteed and informed consent was
obtained from the participants according to the “Ethical Principles of Psychologists and Code

of Conduct” (APA, 2009).

Inclusion criteria.
All the subjects were male, age range of the subjects was between 20 to 50 years, met
the diagnostic criteria for cannabis dependence according to the Diagnostic and Statistical

Manual of Mental Disorders (DSM-5, 2013) and completed detoxification process.
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Exclusion criteria.

Patients with severe psychopathological conditions (e.g. mood disorders, personality
disorders, dementia, schizophrenia), and those who, presented a principal diagnosis for
another psychoactive substance was excluded in the present study. Furthermore, any

neurological and physical or medical were also not considered for the present research.
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Figure 8 Flow chart of participants
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Operational Definitions
Community Reinforcement Approach (CRA).

CRA is a method of treatment applied on cannabis addicts in this study. For
implementation of CRA, a CRA Performa will be followed. This comprises of following
protocols including functional, behavioral skills (problem Solving, Communication Skills,
Drink/Drug Refusal), social activities, relationship counseling, and relapse prevention

(Meyers & Smith, 2001).

CRA Treatment Plan

The main objective of current research was to establish CRA treatment plan across

the country in addiction treatment providers’ settings. This also includes;

(a)- The establishment of meaningful and objective goals for clients during their treatment.
(b)- The establishment of highly specified methods for achieving the goals.
(c)- Use of tools like Happiness scale and Goals of Counselling Form.
Implementation of following sub areas of CRA indigenously:
e Behavior Skills Training

There are three basic behavior skills that are the core of the CRA that should be taught
in clinical settings for addiction treatment. These skills should be taught through instructions
and by roleplaying among a group of clients.
(a)-Problem Solving- Smaller problems should be dealt with first to affirm the effectiveness

of skills and break down overwhelming issues into smaller parts to help resolve them with
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ease. i. €., training clients about how they can achieve recovery by taking it day by day and
step by step, by setting daily goals.
(b)-Communication Skills- A positive way of interacting with others is to be taught, i.e.
Encouraging clients to ask for help and to assure them of its effectiveness, and for them to
share their feelings with a reliable person.
(c)- Drug Refusal Training - By helping clients in high-risk situations where they can either
approach for help or show assertiveness.
e Job Skills Training

Clients are to be taught about how they can obtain a job which is according to their
abilities and how they can keep that job by giving value to it. i.e.to help suggests to clients
about jobs which are best suitable for them.
e Social and Recreational Counseling

Clients are to be introduced with different social and recreational activities which
they can found pleasure in, i.e. Start making vlogs and focus on eating healthy food, do work

out and spend time in gym or play indoor games like chess, ludo etc.

¢ Relapse Prevention

An important aspect of CRA treatment plan is relapse prevention training in which
clients are to be taught about the identification of high risk situations and to avoid no go areas
where they can fell prey to drugs. Also, clients are to be taught about how to anticipate and
cope with a relapse. Roleplaying has to be done among a group of clients to train them for

real life scenarios.
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e Relationship Counseling

It is done to improve the connection of client with his family, partner. Clients are
taught about it during therapy sessions which they exercise during their meetings with family
while they are undergoing treatment. It is effective and helps clients in finding their lost bond

with their loved ones.
Traditional counseling.

According to Corey, 2017 traditional counseling, also referred to as conventional or
classical counseling, encompasses well-established therapeutic approaches and techniques
that have been developed and applied over time. These methods are grounded in established
psychological theories and principles. Typically, traditional counseling involves direct, in-
person interactions between a trained counselor or therapist and an individual seeking
assistance with personal, emotional, psychological, or behavioral challenges. Research
studies on addiction treatment typically have classified programs into several general types

or modalities. It includes mainly disease model and Minnesota model.

In the present study, traditional counseling/approaches will be based on the treatment
procedures being used in different rehabilitation centers. That is detoxification and general

counselling i.e., disease model, 12 steps spiritual programme, group therapy.
Cannabis Users

Cannabis users are individuals who use cannabis occasionally or recreationally
without experiencing significant negative consequences or dependency. They may use
cannabis for various reasons, such as socializing, relaxation, curiosity, or as a form of stress

relief. The frequency and amount of cannabis use may vary among users, but they can
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typically control their usage and are not compulsively driven to use the substance. Cannabis
use can take many forms, including smoking, vaporizing, consuming edibles, or using topical

products such as creams or oils (National Institute on Drug Abuse, 2020).

Cannabis Addicts

Persons with cannabis use disorders (CUD) are those individuals who have developed
a problematic pattern of cannabis use that leads to significant distress or impairment in
various areas of their life. Those who are addicted to cannabis may find it challenging to
control their consumption, and it can interfere with their daily functioning, relationships,
work or school performance, and overall well-being. Cannabis addiction is considered a
mental health disorder and may require professional intervention and treatment.

In the present study cannabis addicts are taken because CRA is an umbrella therapy.
it can be applied on addicts’ sample for its applicability in Pakistani culture. Secondly,
obtaining a representative sample of cannabis users proved challenging. Furthermore, many

of them may not acknowledge the addictive potential of cannabis.

Instruments

Following instruments were used in the present study.

Social Context of Cannabis Use Scale (SCCUS).

The SCCUS (Beck, et al., 2009) is a 24 item self-report scale that assesses the reasons
why and the variety of situations where cannabis is used. It includes four sub-scales: social
facilitation, peer acceptance, emotional pain and sex seeking with good internal consistency

demonstrated for all sub-scales, r= 0.71 to 0.95. For the present study, it was translated in
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Urdu language by following committee approach method. Its reliability was 0.77 for current

research.

Depression Anxiety Stress Scale (DASS).

Depression Anxiety Stress Scale was used to assess the mental health issues of the
participants. It was developed by Lovibond and Lovibond (1995). An Urdu version (Khalily
& Zafar, 2014) was used in the present study. DASS consisted of 42-item self-report measure
of depression, anxiety, and stress. The scale consists of three subscales, each subscale
contains 14 items. The Depression Scale assesses dysphoria, hopelessness, devaluation of
life, self-deprecation, lack of interest/involvement, anhedonia, and inertia. The Anxiety Scale
assesses autonomic arousal, skeletal muscle effects, situational anxiety, and subjective
experience of anxious affect. The Stress Scale is sensitive to levels of chronic non-specific
arousal. It assesses difficulty in relaxing, nervous arousal and being easily upset/agitated,
irritable/over-reactive, and impatient. The items are rated on a 4-point scale with response
categories of ‘0” for “did not apply to me at all, *1° for “applied to me to some degree, or
some of the time™, ‘2” for “applied to me to a considerable degree, or a good part of time”,
and ‘3’ for “applied to me very much, or most of the time”. Internal consistency of the DASS
subscales was high, with Cronbach’s alphas 0f 0.94, 0.88, and 0.93 for depression, anxiety,
and stress, respectively. For Urdu version, alpha reliability of the subscale Depression is .84,
Anxiety is .82 and the subscale Stress is .87. Scale total correlation of Depression, Anxiety,

and Stress is .95, .87, and .92 respectively.

Happiness Scale (HS)
Happiness Scale developed by Smith & Meyers, 2001. The Happiness Scale is a brief

evaluation of satisfaction in 10 areas of a person’s life (e.g., job, personal habits,



20

relationships). Based on the results of this assessment, the client and therapist together select
areas on which to focus. For the present study, this was translated in Urdu language by

following committee approach. Reliability value for current research was r= 0.96.

Dyadic Adjustment Scale. (DAS)

Dyadic Adjustment Scale is a self-report questionnaire that provides global indexes
of marital distress. The Dyadic Adjustment Scale (DAS) developed by Spanier (1976). An
Urdu version (Naseer, 2000) was used in the present study. It is a self-report questionnaire
that provides global indexes of marital distress. It consists of 27 items. Factor analysis of the
DAS has resulted in four components of adjustment (a) dyadic satisfaction, (b) dyadic
cohesion, (c¢) dyadic consensus, and (d) affectional expression. It gives subjective
impressions regarding the degree of satisfaction. For item no. 1-13 the response category
“always agree” was assigned a score of 5 and “always disagree” assigned a score of 0. Item
no. 14, 15, 18, 19 & 20 were negatively scored with “never” assigned a score of 5 and
“always/often” assigned a score of 0. Item no. 16, 17, 22, 23, 24 & 25 the response category
“always/often” assigned a score of 5 and “never” assigned a score of 0. Item no. 21 the
response category “in all” assigned a score of 4 and “not in any™ assigned a score of 0. Item
no. 27 with response category of “very happy” assigned a score of 6 and “very unhappy”

assigned a score of 0. Item no. 26 was dichotomous.

Social Adjustment Scale Self-Report (SAS-SR).

Social Adjustment Scale Self-Report (SAS-SR) aims to measure social adjustment of
an individual across different domains of adjustment. It is a self-report scale, originally

developed by Weissman & Bothwell (1976). An Urdu version (Mushtaqg, 2005) was used in
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the present study. SAS-SR contained 54 questions that measured the person’s self-reported
instrumental and expressive role performance. It included 6 major areas of individual’s
functioning, including; i) work (paid worker, unpaid home maker, or student); ii) social and
leisure activities; iii) relationship with extended family; iv) role as marital partner; v) parental
role; and vi) role within the family unit (including perceptions about economic functioning).
It is a 5-point rating scale. High scores indicate more impaired social adjustment and low

score showed better adjustment.

Demographic Sheet.

Demographic sheet was used to assess the information about the respondent’s age,
education, occupation, socioeconomic status, marital status, number of children, family
system, duration of drug dependence, and number of treatments, history of drug dependency

in family, wife’s age, wife’s occupation, and wife’s education.

Ethical Considerations

Ethical approval was attained from Ethical Review Board, Department of
Psychology, I1UI, Ethics Committee, along with head of the institutes. In addition, informed
consent was taken from the participants and was ensured regarding privacy and

confidentially to the matters.
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Procedure

Figure 9 Portraying Distribution of Participants into two main groups; one group received CRA
and the other group received Traditional Counseling:

Cannabis Addicts Pilot study
contacted N=15
N=170
i
30 cases [
discarded *
due to ’
exclusion ‘
criteria Screened out
Sample = 140 |
!
Traditional
CRA =178 Assigned through Cou_ns6ezllng
Alternate/Random Number _
|
|
Drop outs Drop outs
N=57 N=43
Total N=21 Total N=19

The current study aims to provide Community Reinforcement Approach an evidence-
based treatment for Cannabis Use Disorders (CUD). The therapy manual used in this study
was based on Robert J. Meyers & Jane Ellen Smith’s manual ‘A Community Reinforcement

Approach Treating Cocaine Dependence’. Permission was sought from the authors to
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translate and validate the CRA with reference to Pakistani society (Annexure C). The manual
was translated and validated according to the requirements of Pakistani culture and the
population of the present study. Moreover, initially, the therapist of the present study
received training from Dr. Tahir Khalily under CPD (Continuous Professional Development)
Course for Mental Health professionals held by International Islamic University, Islamabad
(Annexure D). The therapist also received online guidance from the original author for
carrying out the CRA intervention. He not only permitted the therapist to use the manual but
also sent different links for further aid in the study (Annexure L). Furthermore, the therapist
also got training from ICAP1’s renowned trainer Ms Sahrish Ruba for at least 3 months
(Annexure E). The expertise and insights shared during the training have equipped the
therapist of the present study with a comprehensive understanding of how to effectively

implement CRA as an evidence-based treatment for cannabis use disorders.

Initially, 170 cannabis addicts were contacted, out of which 140 respondents fulfilled
the criteria of the study. 30 cases were discarded due to exclusion criteria. The participants
were finalized into two groups through random numbers via SPSS syntax to avoid the effects
of biasness. The present study-1I was conducted in two phases. First phase was for pilot study
and second was for main study. Quantitative research methodology approach was used for
gathering and interpreting the data. Two groups were taken; one got traditional counseling

(control group) and the other group got CRA (experimental group).

Duration of both treatments was same, and the frequency and total amount of therapy
was same in either case. Although the two interventions shared some general principles, an
essential difference is that the CRA condition was applied in line with a structured protocol

of the contents for each session. In Traditional Counseling, no standardized protocol was



94

used, and the techniques was applied in accordance with the eclectic approach. The
researcher gave 2-3 brief counseling session to the other group who received traditional
counseling. The translated and validated CRA protocol was adapted to the clinical context
of Pakistani society, in which study was carried out. Initially permission was taken from the
respective authors of instruments being used in this study and full coordination along with
permission was sought from the corresponding authors of CRA as well as with the

rehabilitation centers where this approach was applied.

Phase I
Pilot Study

The purpose of the pilot study is to check the reliability, practicality and further
psychometric properties of the instruments for the present study. The sample of pilot study
was comprised of 15 cannabis addicts.

Validation Study

Following the completion of the CRA manual translation phase, a committee-based
approach was adopted. In accordance with the validation process outlined by Lincoln, Guba,
and Pilotta in 1985, several key steps were taken. These steps encompassed triangulation,
which involves cross-referencing multiple sources of data, as well as encouraging the
researcher's introspection or reflexivity. Furthermore, the translated manual underwent
thorough reviews by experts in the field. Subsequently, the translated manual was
implemented with two participants, aiming to identify any potential issues or ambiguities
related to the comprehension of instructions and the execution of exercises that was

translated into Urdu language.
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Phase II
Main study

The main study is the core of the research study. The purpose of the main study is to
check the hypotheses by collecting data and then subjecting the data to statistical analysis. In
the present study duration of CRA intervention was based on an intensive treatment of 03
months to 04 months (weekly two sessions) and further follow ups for at least 03 months
(monthly one session) after post-test.

Setting up the CRA in Institutions:

Treatment was delivered through individual counseling. Although each participant’s
treatment sessions were somewhat different in content and focus of behavior change
interventions, all sessions follow the same basic structure. Duration of the sessions was of
60-90 minutes. In general, sessions focused on the areas for change listed in the individual’s
treatment plan. During each session, progress and problems in each targeted area was
discussed. The specific goals were evaluated, and plans of action were initiated. Sessions
also focused on the development of behavioral skills important for gaining and maintaining
abstinence. Behavioral rehearsal and role-playing were regular in-session activities when
skills training is scheduled. The participants were assessed before and after intervention. Step
1 to step 5 all were followed for both group of samples with only exception of provision of

different type of therapies.

Fidelity Procedure for the Intervention

In order to follow the ethical considerations, voluntary participants were taken for
therapeutic sessions informed consent and record keeping were maintained for every client.

Clients were reassured to maintain their privacy and confidentiality as much as possible. In
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the process of rigorous and critical monitoring, two experts undertook a comprehensive
review of the monitored therapy sessions, carefully evaluating various stages of the
therapeutic journey. These stages, including the initial rapport-building session, the third
session at the outset of therapy, the mid-phase of the therapeutic process, and the penultimate
session nearing its conclusion. The primary objective behind this meticulous assessment was
to identify and appraise any potential biases or breaches of ethical boundaries that might have
inadvertently emerged during the course of the research study. By subjecting the therapy
sessions to such methodical scrutiny at distinct intervals, the researcher sought to ensure the
integrity and credibility of her findings, upholding the highest standards of professional

conduct and research ethics throughout the study's duration.

During therapeutic sessions, ongoing supervision and feedback from experienced
clinicians were received. This supervision helped to address any challenges, clarify
techniques, and provide guidance to enhance the quality of the intervention. Some sessions
were recorded. The supervisor visited on and off to monitor the therapeutic sessions. On a
regular basis, a judge rated all sessions from start to end. 4 Drug rehabilitation centers were
located for therapeutic intervention. Permission was taken from the authorities to conduct
therapy over there. The trainee researcher monitored the behavior of the clients and

maintained a written record of the behavior and demands of clients.

Step I: (pre-test)
The demographic form was filled in and followed by the instructions to fill out the
instruments. After taking baseline information from the participants, treatment sessions were

started.
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Step II: (Intervention)

Following tentative intervention plan was followed during treatment phase, that
varied from 12-weeks to 24- weeks. In the present study duration of CRA intervention was
based on an intensive treatment of 03 months to 04 months (weekly two sessions) and further
follow ups after 04 weeks for at least 03 months (monthly one session) after post-test
(Higgins, et al., 1995).

Week 1: To develop treatment plan /goal setting/history of drug use.

Week 2: To conduct initial assessment/history of drug use/functional analysis.

Week 3: To conduct functional analysis for using behavior.

Week 4-6: To administer problem solving worksheet/self-management planning/drug refusal
training.

Week 7: To administer and practice problem solving worksheet.
Week 8-9: To deliver training for social skills along with social/recreational counseling.

Week 10-11: Counseling will be conducted for sleep hygiene/social/recreational (or

relationship counseling).
Week 12: To review treatment progress/relaxation training/ /set goals for weeks 13-24.

Weeks13-24: New Components will be added or counseling will be continued to focus on

changes in the areas addresses during the first 12 weeks.
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Phases of Community Reinforcement Approach as an intervention plan for cannabis addicts

(n=21)
Phases Therapy Plan Details Description
Step 1 CRA
Translation of model Therapy sessions were structured
and adapted as per culture for the
present study
SCCUS, HS, DASS, SAS, Baseline data was obtained
Step 2 Pre-testing DAS
Division of the participants  For the selection of the participants
Step 3 Random assignment into equal groups inclusion and exclusion criteria
were followed for both groups
CRA techniques
Step 4 Intervention for the
. Functional analysis, relationship
duration of 3 months
counseling, behavioral techniques,
(two sessions per week)* relaxation techniques, drug refusal
training, and sobriety sampling.
Step 5 Post Assessment SCCUS, HS, DASS, SAS, For evaluation of the effectiveness
DAS of CRA
Step 6 Relapse prevention CRA drug refusal training;

Follow up sessions for

three months

(monthly one session) *

maintained abstinence by
involving significant others. No

relapse

*Number of sessions would vary for each individual as per requirement, that varied from 12-weeks to 24- weeks.
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Step IIHI: (post-test)
After the completion of the intervention, immediate post-test was carried and results

were compared for both the treatments to saw the effectiveness of CRA.

Step IV: (follow-ups)

After conducting intensive therapy sessions of CRA for 03months (12 weeks),
follow-up sessions were conducted with clients who received CRA. Initially, all clients
(n=21) followed the sessions. However, with the passage of time, some clients dropped out
due to some reasons i.e., some having job issues, some moved abroad, etc. Follow-up
sessions were completed with 11 clients. They continued follow-up sessions because of the
therapeutic alliance, they developed a habit to seek help when needed, trained in life skills

and built healthy relationships with family and spouses.
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Chapter III

In order to find out the ‘Comparison Between Community Reinforcement Approach

as an Evidence-Based Treatment and Traditional Counselling in Treatment of Cannabis

Users’, in this section results of the present study were compiled. Alpha reliability,

descriptive statistics, correlation, ANOVA and t-test were carried out.

Table 8

Descriptive Statistics and alpha reliability of the study variables (N=15)

Variables K M SD Range Skewness Kurtosis Cronbach’s a
SSCUS 24 67.60 8.716 51-79 -.347 -.908 77
HS 10 20.47 6.232 10-30 -.094 -.534 92
DASS 42 138.87 8.026 120-154 -.366 1.770 .70
SAS 54 230.60 18.692 192-262 -.183 211 .90
DAS 27 37.13 9.195 27-53 285 -1.218 .94
Social Facilitation 13 39.00 8.24 2.27-3.00 -.420 -.923 .89
Peer Acceptance 5 14.53 1.73 2.26-3.12 -.593 -.448 75
Emotional Pain 3 7.87 1.30 2.33-2.93 729 1.01 A48
Sex Seeking 3 6.20 1.47 1.67-2.47 1.150 2.103 18
Depression 14 51.00 3.854 43-56 -.648 -.458 .69
Anxiety 14 37.53 6.323 29-49 .829 -.331 .79
Stress 14 50.33 3.200 45-56 -.048 460 .62




101

Work 18
SL 9
REF 8
MP 9
PR 4
RFU 4
Dyadic Consensus 13
Dyadic Satisfaction 8
Dyadic Cohesion 4

Affective Expression 2

85.00

42.47

29.40

40.07

18.27

15.40

18.27

11.53

4.73

2.60

7.672

3.852

4.154

6.798

2.120

3.680

4.652

3.871

1.534

.632

69-93

38-48

23-34

29-47

15-21

10-20

13-26

8-19

2-4

-1.292

77

-.238

=712

-.299

.059

276

546

1.751

547

418

-1.446

-1.876

-.921

-.887

-1.403

-1.069

-1.122

1.347

-.385

.89

.84

Sl

.85

.76

.68

.85
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Note. SCCUS (Social Context Cannabis Use Scale); Hs (Happiness Scale); DASS (Depression Anxiety Stress Scale; SAS
(Social Adjustment Scale); DAS (Dyadic Adjustment Scale); SL (Social and Leisure activities); REF (Relationship with
Extended Family); MP (Marital Partner); PR (Parental Role); RFU (Role within the Family Unit)

Table 8 shows the descriptive statistics and alpha reliability of the variables. All

scales and subscales show effective reliability except two subscales; Sex Seeking (r=.18)

and Affective Expression (#=.25), which is mainly due to having less number of items for

the subscales. Alpha reliability of scales is Happiness Scale = .92, SCCUS=.77, DASS=.70,

DAS= .94, SAS= .90, respectively.
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Table 9
Statistical association between the study variables (N=15)

Variables N M SD 1 2 3 4
HS 15 47.10 6.02 - -.35% -51* 2%
DASS 15 55.43 4.37 - - A7* -.08*
SAS 15 84.19 12.13 . - - 46*
DAS 15 123.81 8.45 - - - -

Note. *p<.05; Hs (Happiness Scale); DASS (Depression Anxiety Stress Scale; SAS (Social Adjustment Scale); DAS
(Dyadic Adjustment Scale)

Table 9 showed the statistical association between the study variables. The results
indicated a significant positive association between happiness and dyadic adjustment (» =
.12, p<.05). There is also a positive relationship social adjustment and dyadic adjustment
(r=.46, p<.05). Whereas, there is significant negative association between happiness and

depression anxiety stress (= -.35, p<.05).
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Table 10

Sociodemographic characteristics of the participants for the current study (N=40)

Demographic Variables n %
Type of Therapy
CRA 21 52.5
Traditional 19 47.5
Age
18-29 14 35
30-39 13 325
Above 40 13 325
Education
Up to Matric 8 20
Matric and Above 32 80
Occupation
Jobless 10 25
Government servant 7 17.5
Private 23 57.5
Socio Economic Status
Above 50000 12 30
26000-50000 20 50
Below 25000 8 20
Number of Children
No child 10 25
Less than five 22 55
More than five 8 20
Family Structure
Nuclear 25 62.5
Joint 15 37.5

Duration of addiction

Upto 1 year 8 20



Less than 5 years
More than 5 years
Number of treatments
1* treatment
More than 1 treatment
Less than 5 treatments
Spouse age
20-29
30-39
40 and above
Spouse Education
Up to matric
Matric and above
Spouse occupation
House-wife

Working

22
10

17
12
11

22

14

14

26

23
17

104

35
25

425
30
275

55
35
10

35
65

57.5
42.5

Note. Age mean=1.50 (SD=.672), Education mean=1.46 (SD=.499), Occupation mean=1.97 (SD=.821)

Table 10 shows the sociodemographic variables of the participants such as age,

education, and gender. Frequency distribution reveals that most participants were in the age

range of 18-29 years (60%), with reference to education, participants up to matric were

higher (54.3 %). Furthermore, the frequency distribution shows that unemployed participants

were higher (35.3%) than employed (32.7).
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Factors related to the use of cannabis in current study through SCCUS (N=40)
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Factors %
e Social Facilitation i.e, use of cannabis in social settings, parties, 30
with group of large or small people, avoiding responsibilities,
social withdrawal
e Peer Acceptance involves peer pressure, to maintain status, to 26
mingle with friends etc
¢ Emotional Pain i.c., to avoid personal problems, to overcome 29
depression, financial issues, job-related problems etc
15

e  Sex Seeking i.e., to talk or make friendship with opposite gender,

to deal with negative thoughts etc

Note. SCCUS (Social Context Cannabis Use Scale)

Above table represents the details of the cannabis addicts for the factors/reasons of

drug use. Mostly users reported that they start cannabis in social setting followed by peer

pressure. They started taking drugs to avoid responsibilities of home, work-related, and

academic difficulties. Also, many of them use cannabis as an escape to avoid emotional

sufferings. Some of the client reported that they involved in addiction to avoid or full fill

sexual needs. These factors were identified through administration of Social Context

Cannabis Use Scale (SCCUS, 2022).
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Table 12

Mean, standard deviation, and repeated measures analysis for variance of CRA and traditional
counseling across different variables (N=40)

Variables CRA (N=21) Traditional approach (N=19)  Fratio P 1’

Pre Post Pre Post

Happiness  18.57(6.53) 47.10(6.02)  16.32(4.95) 21.42(10.32)  59.65 .000* .61

DASS 140.14(7.59)  55.43(4.37)  153.53(7.07)  103.74(27.73) 39.91 .000* .51
SAS 233.52(16.70) 84.19(12.13) 250.11(4.40) 191.84(37.36) 120.74  .000* 76
DAS 36.67(8.40) 123.81(8.45) 35.42(1.71) 54.37(29.74)  85.89 .000* .69

Note. *significant p=0.000; DASS (Depression Anxiety Stress Scale); SAS (Social Adjustment
Scle); DAS (Dyadic Adjustment Scale.

Table 12 shows means, standard deviations, and repeated measures analysis for
variance of CRA and traditional counseling across different variables. Results showed
significant differences among variables with reference to CRA and traditional counseling.
On happiness, depression, anxiety, stress, social adjustment, and dyadic adjustment there are
significant relationships across the conditions for both treatment group and control group i.e.,
F=59.65, 1*=.61, p=.000; F= 39.91, 1}=.51, p=.000; F= 120.74, 1}’=.76, p=.000; F= 85.89,
1)%=.69, p=.000, respectively. Graphical presentation of the results are given below figure 9 to figure

12.
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Figure 10 Graphical presentation of Happiness
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Figure 11 Graphical presentation of Depression Anxiety Stress
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Figure 12 Graphical presentation of Social Adjustment
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Figure 13 Graphical presentation of Dyadic Adjustment
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Table 13

Mean Differences between CRA and TCT in term of Level of Satisfaction (N=40)

Community Traditional

Reinforcement Counseling

Approach Treatment
Variable M SD M SD (58 p Cohen’s d
Level of 44.84 3.63 42.29 1.67 1.70 .002  0.127

Satisfaction

Table 13. An independent-samples t-test indicated that Level of Satisfaction mean scores
were significantly higher for Community Reinforcement Approach (M =44.84, SD = 6.63) than
Traditional Counseling Treatment (M =42.29, SD = 1.67), t (58) = 1.70, p < .01. This finding
indicates that cannabis addicts receive Community Reinforcement Approach have more Level of

Satisfaction than cannabis addicts receive Traditional Counseling Treatment.
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Mean Differences between CRA and TCT in term of Marital Satisfaction (N=40)

Community Traditional

Reinforcement Counseling

Approach Treatment
Variable M SD M SD t(58) p Cohen’s d
Marital 44.2 6.3 41.1 2.5 2.0 .001 0.646
Satisfaction

Table 14. An independent-samples t-test indicated that Marital Satisfaction mean

scores were significantly higher for Community Reinforcement Approach (M =44.2 , SD =

6.3) than Traditional Counseling Treatment (M =41.1, SD = 2.5), t (58) = 2.0, p <.001. This

finding indicates that cannabis addicts receive Community Reinforcement Approach have

more Marital Satisfaction than cannabis addicts receive Traditional Counseling Treatment.
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Mean Differences between CRA and TCT in term of Level of Happiness (N=40)

Community Traditional

Reinforcement Counseling

Approach Treatment
Variable M SD M SD t(58) p Cohen’s d
Level of 18.5 6.5 16.3 49 230 .001 0.382

Happiness

Table 15. An independent-samples t-test indicated that Level of Happiness mean scores
were significantly higher for Community Reinforcement Approach (M =18.5, SD = 6.5) than
Traditional Counseling Treatment (M =16.3, SD = 4.9), t (58) = .230, p <.001. This finding
indicates that cannabis addicts receive Community Reinforcement Approach have more Level

of Happiness than cannabis addicts receive Traditional Counseling Treatment.
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Mean Differences between CRA and TCT in term of Level of Depression (N=40)

Community Traditional

Reinforcement Counseling

Approach Treatment
Variable M SD M SD t(58 p Cohen’s d
Level of 51.2 3.8 54.3 2.5 2.96 .01 0.963
Depression

Table 16. An independent-samples t-test indicated that Level of Depression mean

scores were significantly lower for Community Reinforcement Approach (M =51.2, SD =

3.8) than Traditional Counseling Treatment (M =54.3 , SD = 2.5), t (58) =.296, p < .01. This

finding indicates that cannabis addicts receive Community Reinforcement Approach have low

Level of Depression than cannabis addicts receive Traditional Counseling Treatment.
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Mean Differences between CRA and TCT in term of Level of Anxiety (N=40)

Community Traditional

Reinforcement Counseling

Approach Treatment
Variable M SD M SD t(58) p Cohen’s d
Level of 37.9 7.1 46.0 4.2 4.25 .01 1.388
Anxiety

Table 17. An independent-samples t-test indicated that Level of Anxiety mean scores

were significantly lower for Community Reinforcement Approach (M =37.9, SD =7.1) than

Traditional Counseling Treatment (M =46.0 , SD = 4.2), t (58) = 4.25, p <.01. This finding

indicates that cannabis addicts receive Community Reinforcement Approach have low Level

of Anxiety than cannabis addicts receive Traditional Counseling Treatment.
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Table 18
Mean Differences between CRA and TCT in term of Level of Social Adjustment (N=40)

Community Traditional

Reinforcement Counseling

Approach Treatment
Variable M SD M SD t(58) p Cohen’s d
Level of 25.1 16.6 23.1 14.7 4.19  .001 0.127
Social
Adjustment

Table 18. An independent-samples t-test indicated that Level of Social Adjustment
mean scores were significantly higher for Community Reinforcerﬁent Approach (M =25.1, SD
= 16.6) than Traditional Counseling Treatment (M =23.1, SD = 14.7), t (58) = 4.19, p <.001.
This finding indicates that cannabis addicts receive Community Reinforcement Approach
have more Level of Social Adjustment than cannabis addicts receive Traditional Counseling

Treatment.
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Table 19

Mean differences in age, number of treatments, and duration of drugs dependence on HS, DASS,

DAS, SAS with reference to CRA (N=21)

Demographics HS DASS SAS DAS

Age 18-29 yrs 1529 1.59 142.71 12.16 240 936 3214 6.8

30-39 yrs 18.71 3.61 13743 442 23329 237 3514 88

40 yrs- 21.71  1.10 140.49 2.87 22729 134 4271 6.1
above
No. of 18 1429 4.5 139.14 9.4 243.43 94 3529 6.2
Treatment treatment

More than  20.11 20.1 140.44 8.4 230.0 19.0 35.67 104
one

treatment

Less than 21.80 21.8 141.0 3.2 226.0 16.3 40.40 7.1
five

treatment

Duration of Uptoone 190 1.0 136.67 15.6 243.0 14.7 3433 94

Drugs year
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Less than 16.08 6.7 142.75 5.6 232.67 19.7 3692 8.5

five year

More than 23.33 5.1 136.67 4.9 230.50 103 3733 8.8

five year

Note. DASS (Depression Anxiety Stress Scale); SAS (Social Adjustment Scale); DAS (Dyadic
Adjustment Scale; HS (Happiness Scale).

The table 19 shows that HS and SAS are higher at 30-39 years of age as p> .001, and DASS
and DAS are higher at 40 years above age p> .001. HS, DASS, SAS, and DAS are higher in less
than fifth time of treatment p> .001. HS and DAS are higher in more than five years of drug duration

p> .001and DASS and SAS are higher in less than five years of drug duration p> .001.
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Problems related to cannabis addiction and outcomes impacted by CRA intervention; after therapy

and during follow ups (detail of treatment sessions; applied skills and achieved outcomes of

sessions): -

Problematic Behavior

CRA

CRA Intervention Outcomes

1. Cannabis Use
e Factors of cannabis
use i.e., peer pressure,
personal problems,
etc

Function analysis (pp. )

Clients stopped taking cannabis
after understanding of factors
associated with addiction

2. Relationship Problem

A reminder to be nice
with the partner to have
perfect Relation
foliowed by goal
setting

Reduced relationship issues and
built healthier relationships

3. Depression, Anxiety, Stress

Relaxation Exercises
i.e., deep breathing,
PMR

Reduced depression and stress by
practicing relaxation techniques

4. Social Adjustment issues i.e.,
family problems, job-related,
and relationship

Social Skills training
and life-changing
techniques

Reduced poor adjustment
Increase relationship satisfaction

Gained job/occupation satisfaction

5. Relapse

Relapse prevention
training

¢ Drug Refusal
Training

Reduced Cannabis intake
Achieved Sobriety

Maintained abstinence and had
recovery
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Chapter IV

DISCUSSION

The core objective of the present study was to introduce the community
reinforcement approach as an evidence-based treatment for cannabis addicts as compared to
traditional counseling, which includes the disease model, Minnesota model, 12-steps
program, alcohol anonymous and other treatments. The present research was based on two
studies; study I which was based on translation and validation of the scales (Social Context
Cannabis Use Scale and Happiness Scale). Study II was based on two phases; phase |
includes the pilot study of the variable to assess the psychometric properties of the study
variables. Phase II was the core of the research that is the main study, in which hypotheses

were tested such as to test the effectiveness of CRA for cannabis addicts.

For the present study, all the instruments which were applied reflected satisfactory
level of reliability for the present sample; SCCUS= .77, HS= .92, DASS = .70, SAS= .90,
DAS= .94, respectively (see table 2). In the current study, the results reflected a satisfactory

relationship among variables (see Tables 3 & 4).

In Pakistan, a large portion of the population consists of those who have been
addicted to various substances. People's lives are altering dramatically as a result of
Pakistan's continually shifting sociopolitical environment. The general public is constantly
frustrated by the unbalanced economic developments and the constantly growing costs of
daily essentials. It is a well-known fact that society views addicts and their families
negatively. The majority of addicts lose their jobs, experience relationship issues, have poor

social skills/adjustment, and struggle with mental health issues like depression, anxiety, and
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stress. In addition, the criticism's continual escalation fuels irritation and uncertainty. Hence
there is a strong need of effective treatment for treating addiction especially cannabis, with
reference to Pakistani society. Hence Community Reinforcement Approach was used to

measure its effectiveness for the treatment of cannabis addiction.

It was hypothesized that there would be a difference in cannabis addicts during the
pre-treatment phase and post-treatment phase of CRA as compared to those who will receive
other traditional counseling treatments. The results revealed significant differences during
pre-post treatment phases. Several systematized assessments of the treatment-outcome
literature listed CRA as one of the techniques with the most persuasive empirical support as
compared to other traditional approaches (e.g Meyers et al., 2002; Holder et al.,1991; Roozen

et al., 2004; Littrell, 2014).

This suggests that, according to the evidence gathered from multiple studies and
assessments, CRA has been found to be an effective treatment approach for individuals
struggling with substance use disorders. CRA is a behavioral therapy that is based on the
principles of operant conditioning. which aims to reinforce positive behaviors and discourage
negative behaviors by altering the individual's environment and social interactions.
Compared to other traditional approaches, such as 12-step programs or cognitive-behavioral
therapy. CRA has been found to be more effective in achieving positive treatment outcomes

(Roozen et al., 2013)

The results of numerous studies confirmed the effectiveness of CRA interventions
for various substance use disorders, including alcohol. cocaine, opioids, and marijuana. It is

reported that CRA have demonstrated consistent positive outcomes in terms of reducing
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substance use and related problems, such as criminal behavior and mental health issues i.e.

depression. anxiety, and stress (Lash et al., 2015a).

The Community Reinforcement Approach (CRA) was mentioned as one of the
evidence-based therapy modalities by Miller and Carroll (2006). In contrast to other
conventional therapies, the authors define CRA as a behavioral therapy that alters a person's
environment and social interactions to encourage beneficial behaviors while discouraging

substance use.

As compared to traditional approaches, pain, sadness, and marital/family strife can
all be effectively managed with reinforcement-based therapeutic techniques. They could be
used to improve adherence to weight loss, physical therapy, and exercise programs, as well
as diabetes management, cardiovascular rehabilitation, and future paths 169 rehabilitation.
In fact, Azrin used operant psychology in a variety of inventive ways to address challenging

therapeutic issues, with CRA being only one of them. (Miller & Meyers, 2001).

One of'the hypotheses was that there would be a high level of happiness and marital
satisfaction in those cannabis addicts who will receive CRA as compared to those who will
receive other traditional counseling treatments. The results showed significant differences on
pretest post-test with reference to CRA and traditional counseling F=59.63, *=.61, p=.000;
F= 8589, 1*=.69, p=.000. Consistent with prior research findings, the results revealed
significant differences in happiness and marital satisfaction (p=.000). The positive increases
in relationship satisfaction and drug use that have been observed in past trials involving
behavioral relationship counseling with cocaine users provide evidence in support of CRA

(Fals-Stewart, Birchler & O’Farrell, 2003).
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Studies discovered that people with unstable marital relationships benefited most
from the CRA approach (Azrin et al., 1982; McHugh, Hearon, & Otto, 2010: Kayser et al.,

2018).

The Community Reinforcement Approach (CRA) is an evidence-based therapy for
substance use disorders that emphasizes positive reinforcement to encourage behavior
change. There have been several studies that have investigated the effectiveness of CRA in
treating substance use disorders, including those among individuals with unstable marital
relationships (Roozen et al., 2004; Meyers, Roozen, & Smith, 2011; Kirby et al., 2006;

Henggeler, & Sheidow, 2012).

According to one such study conducted by Kirby et al., 2013, people who had a
history of unstable marriages managed better with CRA than they did with other behavioral
therapies. According to the researchers, this might be because CRA places a strong emphasis
on helping people build supportive relationships in their lives, which can assist to' stabilize

their social environment and give them support and encouragement to stay sober.

Another study revealed that CRA was especially successful for people who had both
substance use and marital issues. A typical individual counselling technique were compared
to CRA in the study, and it was discovered that individuals who underwent CRA had much
superior results in terms of decreased substance use and increased marital satisfaction

(Meyers, Roozen, & Smith et al., 2008).

It was hypothesized that there would be low level of mental health issues i.e.,
depression, anxiety, and stress in those cannabis addicts who received CRA as compared to

those who received other traditional counseling treatments. The result of the present study
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showed significant differences between pretest post-test measures with reference to CRA and
traditional counseling i.e. F= 39.91, 1’=.51, p=.000. It has been noted that teenagers with
addiction are more likely to report more severe substance use and frequent participation
suffered from health risk behaviors i.e., mental health issues. (Clemmey et al., 2004; Hopfer
et al., 2000, 2002; Marsch et al., 2005; Subramaniam et al., 2009, 2010). Adolescent opiate
users and implementation of CRA seem to be effective, however, CRA was more effective
for the marijuana users’ group (Goldley et al., 2017). Pan et al., (2020) believed that the
Community Reinforcement Approach (CRA) has been found to be effective in the treatment
of addiction. CRA maintains that thoughts, behaviors and emotions of people significantly

influences individuals’ perceptions, feelings and actions (Berk et al., 2017, 2018).

According to several research, using cannabis may raise one's chance of developing
depression, especially if one uses it repeatedly or in high doses (Abazia & Bridgeman, 2018;

Gobbi et al., 2019; Sarris, 2020).

The usefulness of CRA for those with addiction and depression has been the subject
of numerous studies. In those with co-occurring addiction and depression, CRA was found
to be significantly more successful than conventional treatments in lowering substance use

and managing depressive symptoms (Morgenstern et al., 2019).

According to reports, CRA has consistently had favourable results in terms of
lowering substance usage and difficulties associated to it, such as criminal behaviour and

mental health conditions like depression, anxiety, and stress. (Lash et al., 2015b).

Another study specifically looked at how well CRA works for those who are

depressed due to addiction. According to the study's findings (McHugh et al., 2017). CRA
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is effective at lowering addiction and depressive symptoms as well as improving general

functioning and quality of life.

The present study aimed to hypothesize that there would high level of social
adjustment in cannabis addicts after getting CRA. Results were significant with regard to
social adjustment (F= 120.74, 1)*=.76, p=.000). Various studies revealed that the level of
happiness and social acceptance was a crucial outcome variable in response to goal setting,
and there were some significant variations over time. From baseline to follow-up, there was
a notable rise in pleasure in this particular category among individuals who established goals
involving physical activity and social activities. In addition, when compared to those who
did not attain their goals at follow-up, those who did were much happier in the areas of
education, employment, volunteering, physical activity, and family time. It's interesting to
note that patients in the control group also displayed some gains in satisfaction related to
jobs, spiritual pursuits, and drug-free social interactions. Even though these patients did not
participate in the goal-setting module, it is possible that the alcohol assessments and
happiness scale had an impact on happiness over time by giving students a chance to consider
how their lives were currently going and perhaps make changes that were not measured in

this study (Lewis & O’Neill, 2000; Michalos, 2012).

The results demonstrated that compared to a similar control group of addicts who did
not get these procedures, the addicts who received this community-reinforcement approach
less intake, worked more, spent more time with their families, and, and improved mental
health (Hunt & Azrin. 1973). Abbott et al., 2008 examined that Community Reinforcement
Approach's (CRA) plays an effective role in treating addiction and improving social

adjustment of addicts. According to these results, socioeconomic factors including job.
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marital status, and social support may be crucial in lowering the risk of AIDS transmission
among patients who are opiate dependent. Interventions that improve social support and
make it easier for people to find work might help this population's AIDS risk behavior

decline.

One of the key components of the CRA program is the inclusion of special job,
family, social, and recreational procedures. These procedures are designed to help the
individual establish a more positive and fulfilling lifestyle, which can reduce the desire to
drink. For example, the job component of the program might involve helping the individual
find employment or develop job skills that can increase their sense of self-worth and reduce
stress. The family component might involve improving communication and support within
the family system, while the social and recreational components might focus on helping the
individual build a network of sober peers and engage in healthy leisure activities (Meyers et

al., 2002).

Research has shown that the CRA program, including these special procedures, can
be highly effective in reducing alcoholism and substance abuse. In a randomized controlled,
individuals who received the CRA program showed significantly greater reductions in
substance consumption and improved overall functioning which includes special job, family,
social, and recreational procedures, compared to those who received a standard behavioral

treatment approach (Magill & Ray, 2009).

The study conducted in 2000, aimed to compare the effectiveness of the Community
Reinforcement Approach (CRA) and 12-Step Facilitation therapy for alcoholism treatment.

The study included 121 individuals who met the criteria for alcohol dependence and were
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randomly assigned to receive either CRA or 12-Step Facilitation therapy. It was found that
the CRA group had better outcomes in terms of drinking outcomes and social functioning.
The CRA group also had higher rates of employment. The researchers concluded that the
CRA is a promising approach for the treatment of alcohol dependence and may be
particularly effective for individuals who have not responded well to traditional treatments

like 12-Step Facilitation therapy (Meyers et al., 2000).

Marino et al,, 2019 conducted study to see the effectiveness of CRA on social
functioning, which showed improvement in social functioning in substance abuse disorders

which was demonstrated across the three follow-up time points.

Another study examining the CRA in an opioid use disorder population found
improvement in social functioning over time (Abbott, 2009). Many trials of CRA have used
to examine social and interpersonal functioning in the context of an individual’s substance

use (Roozen et al., 2004)

Studies indicate that CRA testing in and of itself is very successful. The program's
efficacy was evaluated in Azrin's first two studies among inpatients who were alcohol
dependent (Azrin et al., 1982). Results indicated that the CRA program was more successful
than the hospital's Alcoholics Anonymous program at reducing drinking. The outcomes for the
CRA participants were also better in terms of their employment and kinship connections. The
curriculum was subsequently slightly changed by Azrin to be tested with outpatients at a rural
alcohol treatment facility. Once more, he and his coworkers concluded that CRA was better

than the comparative condition.
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Conclusion

Addiction is often described as a family disease. When one member of a family gets
addicted this ruin whole family. Males play a prominent, authoritative role in Eastern
families. Becoming an addict is a big socio-familial dilemma that directly influences an
addict’s mental health, and personal, social, and family life. This situation makes it difficult
for him to meet everyday challenges. Hence, it is suggested that prevention and intervention
efforts are necessary and must be directed at both the personal and familial levels of cannabis
addicts. However, until the variables that motivate people to experiment with and keep using
cannabis are better understood, prevention and intervention cannot be applied in the best

possible way.

The central aim of the present study was to introduce the community reinforcement
approach as an evidence-based treatment for cannabis addicts as compared to traditional
counseling. The present research was based on two studies; study I and study II, which was
based on translation and validation of the scales and to test the effectiveness of CRA for
cannabis addicts, respectively. All the results were significant (p=.000) for study variables
i.e., marital satisfaction, social adjustment, happiness, depression, anxiety, and stress. It was
concluded that CRA is an effective treatment approach for treating cannabis-related

problems as compared to traditional counseling with reference to Pakistani society.
Implementation, Effectiveness, and Implications in Pakistani Culture

For over 35 years, Community Reinforcement Approach (CRA) is being used
successfully to treat a variety of substance use disorders. The main purpose of CRA is to help

people rearrange their lives by involving them in non-substance-related pleasant activities
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which provides an alternative against drug use and helps them in finding pleasure elsewhere.
With millions of drug users in Pakistan, it is “the need of the hour” to adapt the Community

Reinforcement Approach for the treatment of substance use disorders.

The Community Reinforcement Approach can be really effective in Pakistan as it
helps clients in finding alternative ways of spending their life in a positive way. We at our
clinic are using it during the treatment of our clients and we have found it helpful in
increasing the recovery ratios of clients. Thanks to CRA treatment plan, clients are being

able to bring changes in their behavior which is helping them in maintaining their recovery.

The implications of CRA treatment package are quite significant as it is directly
related to the recovery of clients. In Pakistan, it must be implemented across all addiction
treatment settings as it has proved its effectiveness in improving the recovery ratio of clients.
Its evidenced-based methods are playing a key role in finding the desired results and clients

are being able to improve their certain skills through it.

The present study suggested some theoretical and practical implications for
researchers, professionals, and clinicians. The study highlighted the significance of
constructs CRA, depression, stress, and anxiety, social adjustment, and martial satisfaction.
Given the sensitivity, importance and assessment in general and in clinical and counseling
settings in particular, the study can make significant contributions toward supportive services
in the field of applied psychology. A professional psychologist, health practitioner, and
psychotherapist should work not only to improve objective health status but could also
strengthen or add to a person’s coping resources by implementing evidence-based treatment

strategies.



128

While CRA has demonstrated effectiveness, further research is needed to identify its
optimal application, including the identification of specific patient profiles for whom CRA
is most suitable. Investigating the factors that influence treatment response and the
mechanisms underlying CRA's success can help refine the intervention and inform treatment

decisions.

Research on the selection of CRA has significant implications for clinical practyice
and policy development. Identifying patient characteristics associated with positive
treatment outcomes can guide treatment planning and resource allocation, ultimately

contributing to more effective and cost-efficient treatment delivery.

In conclusion, research on the selection of the Community Reinforcement Approach
in substance use disorder treatment is essential to advancing evidence-based care for
individuals with SUDs. By understanding the factors that contribute to successful treatment
outcomes and considering the approach's adaptability and integration with pharmacological
interventions, clinicians and policymakers can enhance the quality and impact of addiction

treatment efforts.

Limitations and Recommendations
It is important to address some of the limitations in the present study that could lead

future researchers to fill the gaps.

Study sample is homogenous, which implies that the findings cannot be generalized to other
settings. In order to overcome the effects of sample homogeneity, it is recommended that

future studies may involve a more diverse heterogeneous sample.
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Sample was comprised of Cannabis addicts only, which restrict and was time taking to
complete the intervention because of a high number of dropouts, hence it’s recommended to
apply CRA on another substance dependent.

Sample was taken only from Islamabad and Rawalpindi; there is a need to take the sample
from various cities to make the results more valid and representative.

The scales were self-reported measures and are subject to response bias. Some possible and
effective methods should be devised other than or in combination with self-report inventories
to gain behavioral correlates. For that purpose, in-depth interviews and observational
techniques could get more information about the problems faced by the addicts.

The sample in the present research comprised only male addicts. Female addicts are also high
in number as well. They can be made a part of future research addressing the constructs.
The sample was comprised of married patients only, that took long time to complete the
intervention because of high number of drop outs. Hence, its recommended to apply CRA
on unmarried sample as well in future study.

The sample included only indoor patients from rehabilitation centers. As CRA is also
effective for outdoor patients. Hence, it is strongly recommended to involve outdoor patients
for future studies.

Using the present data many demographic variables such as age, socioeconomic status,
duration of dependence, number of treatments, and occupation can also be tested in

accordance with these constructs.

Further research is called for to address these limitations. Many of the findings are
supported by theories and previous researches. The limitations of this study can be used to

improve the design of future research.
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Annexure C

permission for CRA manual

Robert Meyers <bmeyers@unm.edu>
Sat 2/15/2020 12:20 AM

To:Safia Ashfaq <safia.ashfag@live.com>
Ok good luck.

Bob

Sent from my iPhone

On Feb 13, 2020, at 8:42 AM, Safia Ashfaq <safia.ashfag@live.com> wrote:

Ok thank you very much Sir and highly appreciating. | will be waiting for your further
guidance.

Best Regards

From: Robert Meyers <bmeyers@unm.edu>
Sent: Tuesday, February 11, 2020 10:26 PM
To: Safia Ashfaq <safia.ashfaqg@live.com>
Subject: Re: permission for CRA manual

Ok. I am out of town right now but | will be home next Wednesday and | will send you a
few articles on CRA. And then we can go from there.

Bob

Sent from my iPhone

On Feb 11, 2020, at 11:49 AM, Safia Ashfaq <safia.ashfag@live.com> wrote:

; r:¢5: This message was sent from outside of the LoboMail system. Do
not chck on Imks or open attachments unless you are sure the content is safe. (2.3)

https://outiook.live.com/mail/0/inbox/id/AQMKADAWATMwMAIROWRKAGMINZ2NJADAtMDACLTAWCGBGAAADMTPY 1XEdKEeWCq9B5%2BkgwwcA%2. ..

1/2



Respected Sir
It is stated that | am Safia Ashfaq doing PhD psychology from International
Islamic University Islamabad, Pakistan. | am doing research on CRA title "

Comparison between CRA as an evidence-based treatment approach and
traditional counseling for the treatment of Cannabis Users".

In this regard i need your permission to use CRA as an intervention plan. Asiam
non-funded student belong to Asian developing country. kindly guide and share
me the details of CRA program, i.e. is there any manual of CRA, any validation
and translation of CRA available in Urdu language, do | need training for CRA
etc. | will be waiting for your positive response.

Best Regards
Safia Ashfaq
PhD Scholar

https://outiook live.com/mail/0/inbox/id/AQMKADAWATMWMAItOWRKAGMtNZNjADAtMDACLTAWCGBGAAADMTPY 1 XEdKEeWCq9B5%2BkgwwcA%2... 2/2



Annexure C

Robert Meyers <bmeyers@unm.edu>
Mon 8/29/2022 11:43 PM

To:Safia Ashfaq <safia.ashfag@live.com>

You can use my Happiness Scale No problem, just site me plese. Put it in your language no
problem.

Go on line to the University of New Mexico CASSA and look for assessment forms they have
for free, many will be from CRA.

Good Luck.
bob
Robert J. Meyers, Ph.D., Emeritus Associate Professor of Psychology University of New Mexico.

& Director of Robert J. Meyers Ph.D., & Associates
http://www.robertimeyersphd.com/

From: Safia Ashfaq <safia.ashfag@live.com>
Sent: Monday, August 29, 2022 10:19 AM
To: Robert Meyers <bmeyers@unm.edu>
Subject: a soft reminder

ello Sir, hope you are back safe and sound from your vacations and enjoyed your me time.
Firstly, Sir just giving you a soft reminder about researches you asked me to share when you will be back.
My areas of interest are:

+ To measure the effectiveness of CRA on depression, anxiety, stress, marital satisfaction, and social
adjustment.

¢ Also want to check differences in demographic variables i.e., age, number of treatments, and
duration of drug dependence.

Secondly, Sir, | need your permission to translate Happiness Scale, in Urdu language, as we have cultural
differences and Urdu is our national language. also, most drug addicts and their partner belong to low
socioeconomic class and have difficulty understanding the scale in English language.

Waiting for your positive response, as always and i will highly be obliged for your assistance.

Best Regards
Safia Ashfaq
PhD Scholar

https://outlook.live.com/mail/0/inbox/id/AQMKADAWATMWMAIOWRKAGMEN2NJADAtMDACLTAWCgBGAAADMTPY 1XEdkEeWCq9B5%2BkgwwcA%2... 1/3



From: Robert Meyers <bmeyers@unm.edu>
Sent: Wednesday, August 17, 2022 7:07 PM
To: Safia Ashfaqg <safia.ashfag@live.com>
Subject: Re:

| have several studies that | could send you. Right now I'm in Europe on vacation. Please call me in
about a week and I'll send you some information on CRA and several different types of studies.

Bob

Sent from my iPad

On Aug 16, 2022, at 6:12 PM, Safia Ashfag <safia.ashfag@live.com> wrote:

IEYTERNALY
Hello Sir,
Hope you are doing well. | am Safia Ashfaq from Pakistan, | contacted you before for
permission and guidance regarding CRA. As | am using this manual " A Community
Reinforcement plus vouchers approach: Treating Cocaine Addiction " by Alan. J. Bundey & Stephen
T. Higgins (National Institute for Drug Abuse) that is available online. | attached the manual as
well. Sir, | need your help with the literature review. | am using DASS (Depression Anxiety
Stress Scale) for assessing mental health issues. Sir if you have articles available regarding
the effectiveness of CRA with reference to depression anxiety stress.

From: Robert Meyers <bmeyers@unm.edu>
Sent: Tuesday, February 11, 2020 10:26 PM
To: Safia Ashfaq <safia.ashfag@live.com>
Subject: Re: permission for CRA manual

Ok. | am out of town right now but | will be home next Wednesday and | will send you a
few articles on CRA. And then we can go from there.

Bob

Sent from my iPhone

On Feb 11, 2020, at 11:49 AM, Safia Ashfag <safia.ashfaq@live.com> wrote:

Ligng This message was sent from outside of the LoboMail system. Do
not click on I|nks or open attachments unless you are sure the content is safe. (2.3)
Respected Sir

https://outlook.live.com/mail/0finbox/id/AQMKADAWATMwWMAItOWRKAGMINZNJADAtMDACLTAWCgBGAAADMTPY 1XEdkEeWCq9B5%2BkgwwcA%2. ..

213



It is stated that | am Safia Ashfaq doing PhD psychology from International
Islamic University Islamabad, Pakistan. | am doing research on CRA title "
Comparison between CRA as an evidence-based treatment approach and
traditional counseling for the treatment of Cannabis Users".

In this regard i need your permission to use CRA as an intervention plan. Asiam
non-funded student belong to Asian developing country. kindly guide and share
me the details of CRA program, i.e. is there any manual of CRA, any validation
and translation of CRA available in Urdu language, do | need training for CRA
etc. | will be waiting for your positive response.

Best Regards
Safia Ashfaq

PhD Scholar
<manual_2c.pdf>

https://outlook.live.com/mail/0/inbox/id/AQMKADAWATMWMAItOWRKAGMIN2NJADAtMDACLTAWCGBGAAADMTPY 1XEdkEeWCq9B5%2BkgwwcA%2. .. 3/3



Annexure C

Zafar & Khalily translation Urdu

This Urdu translation was carried out by Dr. Huma Zafar and Dr.
Muhammad Tahir Khalily from the International Islamic University,
Islamabad, Pakistan.

Download questionnaire

Scoring the questionnaire: The items are in the same order as the English
DASS. The English DASS scoring template will not match the layout of the
Urdu questionnaire, but it will indicate which items contribute to each scale.

A description of the translation and adaptation process is available here.

Enquiries:

Dr Huma Zafar

Department of Psychology,
International Islamic University
Islamabad

Pakistan

Email: humaalvi gem@yahoo.com
Tel: +923005529042 (Cell)

Return to translations page

Return to DASS home page

file:// /Zafar & Khalily translation Urdu.htmi 1/1



Annexure C

This Urdu Translation & Adaptation of DASS-42 vwas carried ow by Huma Zafar as a part
of her PhuD. dissertation titled " Dysfunctional Separation-individuation and Low Adutonomy:
in Adolescents: Manifestations and Management of

Psvchological Stress ™ under the supervision of Dr. Muhanuna

Authors v i i

Language

Population

Administration &
‘oring

Reliability & Validity

Conta
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PO € ppe

i

KHALILY PSYCHOLOGY CLINIC
i

Ali Hospital, -9 Islawaab:

Thiv is to certify that

SAFIA ASHFAQ

have completed the workshops of

2ndd Continuous Professional Developuent (CPD) for Mental Healih profession
{Psvehiological Assessment and Fyidence Banoed Indervention)

held on August 2016

B
.

caring t he following topics

.

e

Connaungry Rhmrorceme st Approacit (ciag & Rosscaao Inkoranr Tes

Trainer -
Prof, D Mubamanad Tabiie Khalily
Chairman, Repurtment of Psychology
taternutional Istamic University, Islamabad

sly




Annexure E

Certificare of Completion

Th.lS'lS to;:frm_y that Miss Sz}l;m Ashfaq (PhD Schalar) has successTully o

tralcmlfxg‘o Pvndence-Based h:ealmentAppro;,ch/p,.og,.mn,, presenlel’l completed the

(Addiction Treatment & Psychiatric [1lness Treatment & Relﬁbil imti( ;y P Healh Cane
¢ aton

Date of Completion: |5 December, 2020

Duration: 3 Months

Course Overview:

Evidence-Based 1 reat'menr Training Program (CRA) is designed to equip participants with
the knowledge and skills necessary 10 effectively implement the principles of reinforcement
and positive behavior change in the context of substance abuse treatment. This
comprehensive training covers motivational interviewing, communication techniques.
problem-solving strategies, and relapse prevention methods.

By successfully completing this training program, the Miss. Safia Ashfaq has demonstrated a
commitment to enhancing their proticiency in the field of substance abuse treatment and
community supporl. This certitication acknowledges the recipient's dedication to promoting
positive change, fostering social support networks, and contributing to the overall well-being
ol individuals and communities afiected by substance use disorders.

aununity

We conmmend Miss Satia Ashfaq for her successlul completion of the Co '
Reinforcement Approach (CRA) Training Program and wish her continued success in hei
efforts to make a positive impact in the field of substance abuse treatiment.

Sahrish Ruba

HOD Psychology Departiment

H& H Health Care

~923130500138

.ahrishorubaa@ gmail.com

Plot 16, Block E. Street Shalimar Road,
Soan Gardens, Islamabad. 44000.

Scanned with CamScanner
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H 2 PPINESS SCALE

This scale is intended to estimate your cirress happiness witi: voiu life in each of the tan areas |; sted bela
- <D areas i eloy

Ask yourself the following question as you rate each area:
How happy am I with this area of my life?

. ou are to circle one of the numbers (1-10} beside each area.
Numbers toward the left indicate various degrees of unhappiness, while numbers toward the wht reflect

various levels of happiness.

In other words, state according to the numerical scale (1-10) exactly how you feel today.

Remember: Try to exclude all feelings of vesterday and concentrate only on the feelings of today
each of the life areas. Also try not to ailow one category to influance the results of the other categones

Completely Unhappy : Completely Happy
{
, - < ]
Drinking 12 35 4 5 6.7 8 94 10
job or Education Progress 1 2 3 4 5 6 7 8 9 10

Money Management

10

o
[\)
Ly
>
st
(@)
~J
co
O

Social Life
Personal Habits

Marriage/Family Relationships

Legal Issues 1 z 3 4 3 6 7 g 9 10
Emotional Life 12 3 4 5 6 7 3 9 10
2 3405 6 7 8 9 10

Communication

General Happiness

]
5
IS

{(Mevers & Smuth, 2003)



Preblem Soiving Worksheet

.. Define vour problem. [Just one.....and kzer it real specific. Write it out below ]

2. ‘Brainstorm possible solutions. [The more the better! Let yourself go here! List below.]

e

2. Eliminate unwanted suggestions. [Cross out any that don’t seem practical/helpful]
4. Select one potential solution. [Which one looks really good to siart with? Circle 1t.]

5. Generate possible obstacles. [What might getin the way of this working? List below.]

£. Address each opstacle. [If'you can 7 sslve each obstacle, pick a new solution; re-start with #5]°

7. Decide on assignment and do it. [List below exactly when/how you’ll do 1t; then do it}

X

- Evaluate the outcome. [Did it work? 11t needs son.c ~hanges, list them below & try again)
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I &

RELATIONSHIP JIAPPINESS SCAL

~his scale is intended to estimate your cuirent happiness with your relationship in each 6f
the ten areas listed below. Ask yourseif ihe following question as you rate each area:

How happy am I today with my partner in this area?

Then circle the number that apvlics‘

Numbers towsrd the left indicate various- Jegrees of unhappmecs while numbers towa:d
the night reflect various levels of happiness. ,

In other words, by using the proper nuzaber you Wﬂ’l be mdlcatmg Just how happy yau
- are with that particular relationship.area. .
1

Remember You are mdlcamnv your current hapymocs that 13, how you feel today
Also, try Dot to let your feehngs 10 one.area mfluence the ratings in another area.

Completely Unha,ppy o Completely Hap.py 3

4 5 6°7 8 9.10

(OS]

Honusehold Responsibilities 1 2

Raising the Children 1 2 3 4 5 6 7 g€ 9 10
Social Activities 1 2 3 4 s 6 7 8 ) 16
Mioney Managemént 12 3 4 5 .6 7 8 9 10
Communication .1 2 3 4 5 6 7 8" 5 10
Sex & Affection | 2 3 4 5 6 7 | 8 9 1-0
Job ér School | 1 2 2 45 6 7 8 9 10
Ermotional Support 1 2 3 4 5 6 7 3 9 10 .
Partner’s Indepéndence | 12 3 4 5 & 7 8 9 10

General Happiness

Name:




PERFECT RELATIONSHIP

Liuder each area listed below, write down what actvities would occur in what would be for you an
iceal relationship. Be brief, be positive and stzi= in a specific and measurable way what you would
like to occur.

:n Household Responsibilities, [ wouid like my partner to:

-1

2. In Childrearing I would like my partrer to.

1.

»
2.

H

3. Tn Social Activities I would like my partner to:

i,

el

(V3]
i
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Anncxure G

HAPPINESS SCALE
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Annexure H

SOCIAL CONTEXT SCALE
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Annexure K
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