CAPITAL UNIVERSITY OF SCIENCE AND
TECHNOLOGY, ISLAMABAD

Tougyad

“p

Pakigta

Impact of the Community
Reinforcement Approach on Self-esteem,
Social Support and Quality of Life,
among Males with Substance Use

Disorder in Rehabilitation Center
by
Nayab Kanwal

A thesis submitted in partial fulfillment for the

degree of Master of Science
in the

Faculty of Management & Social Sciences

Department of Psychology

2025


www.cust.edu.pk
www.cust.edu.pk
Nayabkanwal.nk62@gmail.com
Faculty Web Site URL Here (include http://)
Department or School Web Site URL Here (include http://)

Copyright () 2025 by Nayab Kanwal

All rights reserved. No part of this thesis may be reproduced, distributed, or
transmitted in any form or by any means, including photocopying, recording, or
other electronic or mechanical methods, by any information storage and retrieval

system without the prior written permission of the author.



1

This thesis is dedicated to my parents, who have supported me unconditionally. 1
am eternally grateful for their encouragement throughout my academic journey.
Above all, I thank Allah for the strength, wisdom, and guidance granted to me,
making this achievement possible. I am forever thankful for the blessings and the

spiritual support recewved throughout this endeavor.



olﬂuqnm -

8,

CERTIFICATE OF APPROVAL

Impact of the Community Reinforcement Approach on Self-esteem,
Social Support and Quality of Life, among Males with Substance Use

Disorder in Rehabilitation Center

by
Nayab Kanwal
(MSP231007)

THESIS EXAMINING COMMITTEE

S. No. Examiner Name Organization
External Examiner Dr. Sadia Mushtaq NUMS, Rawalpindi
Internal Examiner  Dr. Ishrat Yousaf =~ CUST, Islamabad
Supervisor Ms. Sadaf Zeb CUST, Islamabad

6\/-\/-\

Ms. Sadaf Zeb

Thesis Supervisor

May, 2025
Dr. Sabahat Haqqgani Dr. Arshad Hassan
Head Dean
Department of Psychology Faculty of Management & Social Sci.

May, 2025 May, 2025



v

Author’s Declaration

[, Nayab Kanwal hereby state that my MS thesis titled “Impact of the Com-
munity Reinforcement Approach on Self-esteem, Social Support and
Quality of Life, among Males with Substance Use Disorder in Rehabili-
tation Center” is my own work and has not been submitted previously by me for
taking any degree from Capital University of Science and Technology, Islamabad

or anywhere else in the country/abroad.

At any time if my statement is found to be incorrect even after my graduation,

the University has the right to withdraw my MS Degree.

Nayab Kanwal
Registration No: MSP231007



Plagiarism Undertaking

I solemnly declare that research work presented in this thesis titled “Impact of
the Community Reinforcement Approach on Self-esteem, Social Sup-
port and Quality of Life, among Males with Substance Use Disorder in
Rehabilitation Center” is solely my research work with no significant contri-
bution from any other person. Small contribution/help wherever taken has been

duly acknowledged and that complete thesis has been written by me.

[ understand the zero tolerance policy of the HEC and Capital University of Science
and Technology towards plagiarism. Therefore, I as an author of the above titled
thesis declare that no portion of my thesis has been plagiarized and any material

used as reference is properly referred/cited.

I undertake that if I am found guilty of any formal plagiarism in the above titled
thesis even after award of MS Degree, the University reserves the right to with-
draw /revoke my MS degree and that HEC and the University have the right to
publish my name on the HEC/University website on which names of students are

placed who submitted plagiarized work.

Nayab Kanwal
Registration No: MSP231007



vi

Acknowledgement

I extend my deepest gratitude to all those who have supported me throughout
the completion of this thesis. I am grateful to my supervisor Ms. Sadaf Zeb
and faculty members for their invaluable guidance, expertise, and encouragement,

which played a crucial role in shaping my research and writing journey.

A heartfelt thank you to Ms. Sehrish Ruba for graciously allowing me to con-
duct my research at her rehabilitation center, Hero Health Care, and for providing

the opportunity to work with SUD male patients while delivering the intervention.

I am also immensely thankful to my peers and colleagues for their insightful feed-

back and constructive discussions, which greatly enriched my work.

Above all, I am profoundly grateful to my family and friends for their unwavering
support, patience, and understanding. Their encouragement has been an essential

pillar of my academic journey and personal growth.

This achievement is a reflection of the collective trust, support and contributions

of many who have stood by me throughout this process.

Thank you.

Nayab Kanwal



Vil

Abstract

Substance use is a global issue, causing over 3 million deaths annually and severely
affecting mental health and quality of life. Effective interventions are needed in
Pakistan, where more than 7 million people are affected. This study used a quasi-
experimental one-group pre-post design to assess the impact of the Community
Reinforcement Approach (CRA) on self-esteem, social support, and quality of life
in men aged 18-55 years with Substance use disorders (SUD) in rehabilitation
centers. A purposive sample of 33 participants was evaluated using the Rosen-
berg Self-Esteem Scale, the Multidimensional Scale of Perceived Social Support
(MSPSS), and the Quality of Life-BREF (QoL-BREF). The results indicated sta-
tistically significant improvements in the domains of self-esteem, social support and
quality of life, including psychological health, physical health, and social relation-
ships p < .001, while no significant change was observed in environmental health
(p = .103. These findings suggest that CRA effectively improves self-esteem, so-
cial support, and quality of life among men with SUD in Pakistan, supporting
its potential as a treatment intervention and providing a foundation for further

research and resource allocation.

Keywords: Community Reinforcement Approach (CRA), Substance
Use Disorder (SUD), Self-Esteem, Social Support, and Quality of Life.
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Chapter 1

Introduction

1.1 Background of the Study

Addiction, a pervasive and often overlooked issue, extends from rehabilitation cen-
ters to broader communities, manifesting through substances and behaviors that
drive individuals toward dependency despite profound psychological, physical, and
social consequences (National Institute on Drug Abuse, 2024). This widespread
impact underscores the urgent need to understand the multifaceted nature of sub-
stance use disorders (SUD), which affect not only individuals but also families,

communities, and healthcare systems (World Health Organization, 2024).

Substance use disorder is not merely a personal struggle; it is a complex public
health problem. SUD encompasses various forms, such as alcohol, opioid, and
stimulant use disorders, each varying in severity and requiring evidence-based
targeted treatment approaches (American Psychological Association, 2024). Sub-
stance use disorder is not merely a personal struggle; rather, it is a complex public
health challenge. To address it effectively, understanding SUDs requires a mul-
tidimensional framework that considers the interplay of biological, psychological,

and social factors (Bolton, 2023).

In recent years, there has been a significant 20% increase in global substance use,

now affecting approximately 292 million individuals, among whom 13.9 million in-

ject drugs, exposing them to a 14-fold higher risk of HIV and resulting in nearly a

50% infection rate for hepatitis C (United Nation Office of Drug and Crime, 2024).
1
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Substance use is no longer just a challenge; it’s a global emergency demanding ur-
gent attention and causing over 3 million deaths each year, 2.6 million from alcohol
and 0.6 million from psychoactive drugs, with men disproportionately bearing the
brunt of this escalating crisis (World Health Organization, 2024). As highlighted
by Paul et al. (2024), the alarming mortality rate underscores the severity of the
issue and provides a critical foundation for exploring the broader psychological,

social, and health-related consequences of substance use.

Turning to the national context, the situation in Pakistan is particularly alarming.
An estimated 7 million people suffer from substance use disorders, including 4
million cannabis users and 2.7 million opioid users (United Nations Office on Drugs
and Crime, 2022). Heroin use is widespread, with over 800,000 Pakistanis aged
15 to 64 using the drug and consuming approximately 44 tons annually. The
problem is further exacerbated by Pakistan’s proximity to Afghanistan, a major
drug-producing country, and by the increasing prevalence of injection drug use,
which has contributed to rising HIV and hepatitis transmission rates (Chuadry

et al., 2022).

To commence, Pakistan has approximately 183,705 people living with HIV, the
epidemic is primarily concentrated among high-risk groups such as people who
inject drugs and those engaged in unsafe practices, while increasing its spread to
the general population through bridging networks that link these vulnerable groups
to the broader community (United Nations Aids, 2020). Among drug users in
Pakistan, 78% are male and 22% female, highlighting a significant gender disparity,
while the rising prevalence of injection drug use continues to fuel increasing HIV

infection rates (Channer, 2024).

Moreover, the severe health problems associated with drug use, such as lung and
heart diseases, cancer, and infections like HIV and hepatitis C highlight the press-
ing need for comprehensive and effective interventions (United Nations Office on
Drugs and Crime, 2020). Injection drug use (IDU) is a major contributor to hepati-
tis B (HBV) and hepatitis C (HCV) transmission in Pakistan due to the sharing
of unsterilized needles, particularly in high-risk regions like Punjab and Sindh,
highlighting the need for targeted harm reduction strategies and public health in-
terventions (Mehmood et al., 2019). These health challenges highlight the need



Introduction 3

for holistic approaches that go beyond medical treatment to address individuals’

overall well-being.

Compounding these challenges, Pakistan’s escalating drug overdose crisis, which
claims over 700 lives daily, is compounded by challenges such as inadequate infras-
tructure, a shortage of skilled professionals, weak enforcement of drug treatment
regulations, mismanagement of treatment centers, and the absence of specialized
addiction psychiatrists, all of which highlight the critical need for evidence-based
interventions, stricter regulation, improved medical training, and a comprehensive

public health strategy to address these gaps effectively (Mustafa, 2024).

The rehabilitation infrastructure in Pakistan faces serious challenges. Prevailing
myths, resource limitations, and insufficient professional oversight undermine effec-
tive treatment and reintegration. To improve outcomes, a collaborative approach
involving government bodies, healthcare professionals, and community stakehold-

ers is essential (Alhammad et al., 2022).

Societal misconceptions hinder the rehabilitation system in Pakistan, systemic bar-
riers such as inadequate resources and professional oversight, and ineffective law
enforcement, requiring a collaborative approach involving government, healthcare
professionals, and communities, along with evidence-based interventions, aware-
ness campaigns, and improved economic opportunities to enhance rehabilitation
outcomes (Anjum et al., 2024). The increasing surge in substance use not only
requires immediate action, but also underscores the broader implications on men-
tal health and cognitive function(Majid, 2023). The burden is compounded by
systemic issues such as a complex interplay of legal, social, and institutional chal-
lenges. The growing drug addiction problem in Pakistan is worsened by strict
anti-narcotics laws that conflict with Sharia principles, societal disregard for these
laws, misuse by law enforcement and a lack of sufficient government efforts for
treatment and rehabilitation, with experts advocating legal reforms, harm reduc-
tion programs, and decriminalization to effectively address the crisis (Uddin and
Rahman, 2021). In this context, further reports indicate that drug use, particularly
cannabis and psychedelics, is associated with increased mental health disorders,
including psychiatric conditions and suicide attempts (United Nation Office of

Drug and Crime, 2024). Additionally, substance use disorders (SUDs) can lead
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to significant cognitive and behavioral changes, with long-term use resulting in
persistent alterations in memory, learning, and concentration, and exacerbating
symptoms of other mental health disorders (Eske, 2023). This escalating crisis
highlights the urgent need to address substance use and its profound effects on
individuals’ mental well-being and overall quality of life, as well as its broader

impact on communities.

In addition, prevailing societal misconceptions, combined with systemic challenges
such as inadequate resources, lack of professional oversight, and ineffective en-
forcement mechanisms, significantly hinder the rehabilitation system in Pakistan,
thereby necessitating a coordinated response involving governmental agencies,
healthcare professionals, and community stakeholders through the integration of
evidence-informed practices, strategic awareness initiatives, and the promotion of
sustainable economic opportunities to strengthen rehabilitation outcomes (Alham-

mad et al., 2022).

Addressing Substance Use Disorder in Pakistan necessitates comprehensive pre-
vention and treatment strategies, such as national surveys, enhanced rehabilita-
tion services, public awareness campaigns, and stricter law enforcement (Majid,
2023; United Nations Office on Drugs and Crime, 2022). The issue is largely
driven by peer pressure and socioeconomic challenges, disproportionately affect-
ing low-income males and highlighting the urgent need for targeted interventions

(Mehwish, 2021).

The increasing prevalence of substance use disorder in Rawalpindi and Islamabad
is significantly influenced by factors such as family structure, literacy, economic
status, and social pressures, highlighting the need for more effective intervention

strategies (Mubashir et al., 2024).

The growing prevalence of drug addiction in Pakistan highlights various risk factors
for drug addiction in Pakistan, such as early initiation of drugs, family disputes,
peer pressure, depression, stress, self-medication, and gender bias in treatment,
calling for alternative approaches such as psychosocial support centers and mental
health education to combat substance abuse and its underlying causes(Ghazal,

2019).
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Drug addiction in Pakistan is an increasingly alarming issue, exacerbated by a
combination of factors such as the easy availability of cheap drugs, family issues
such as parental disputes and poverty, mental health struggles, peer pressure,
toxic relationships, sociocultural norms, study pressures, and genetic predispo-
sitions, making it essential to address these underlying causes through targeted
interventions, mental health education, and comprehensive support systems, to
reduce the prevalence of addiction and guide affected individuals towards recovery

before their dependence worsens (Majid, 2023).

The rise in SUD rates in Rawalpindi and Islamabad is influenced by family struc-
ture, literacy, economic status, and social pressures, with drug availability and
socioeconomic issues exacerbating the crisis and impacting well-being and self-
esteem (Younus et al., 2022). Empirical evidence highlights a range of psychosocial
risk factors influencing addiction relapse among Pakistani men, including insuffi-
cient social support, pervasive stigma, personality traits such as high neuroticism
and low conscientiousness, adverse family dynamics, and societal pressures, all of
which interact in complex ways to shape recovery outcomes and emphasize the
need for culturally tailored intervention strategies (Malik et al., 2023) Integrating
self-esteem, social support, and quality of life into the discussion further enriches

our understanding of addiction treatment.

Self-esteem, for this study, is operationally defined as an individual’s overall evalua-
tion of self-worth and personal value, encompassing both positive and negative self-
perceptions and reflecting their level of self-confidence and self-acceptance(Rosenberg,
1965). Perceived social support refers to the extent to which individuals believe
that they receive emotional and instrumental support from their social network.
(Zimet et al., 1988). Whereas in this study, quality of life is operationally de-
fined as an individual’s subjective assessment of their well-being across multiple
domains, including physical health, psychological functioning, social relationships,
and environmental conditions, as shaped by their personal goals, expectations,

and cultural context (World Health Organization, 2012).

To support individuals with substance use disorders, treatment services must adapt
quickly and implement practical strategies (Aslam, 2020). In Pakistan, substance

use disorders are often linked to mental health issues like depression and anxiety,
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highlighting the need for public awareness, improved access to evidence-based
treatments, and strong social support systems (Khalid et al., 2020; Younus et al.,
2022). Factors such as inadequate treatment facilities, easy drug access, and lack
of awareness worsen the crisis (Jabeen et al., 2022). Rehabilitation centers are
crucial for providing care and support, but face challenges like drug availability
and social influences, emphasizing the need for more comprehensive treatment

services (Anwar et al., 2023).

In Addition, rehabilitation centers are crucial for overcoming drug addiction and
require a comprehensive strategy to address drug overdoses in Pakistan, includ-
ing prescription restrictions, parental supervision, educational campaigns, family
support, emergency services, quality treatment, safe medication disposal, nalox-
one availability, community-based prevention, and improved rehab centers (Ochani
et al., 2023). Despite this, there is a significant gap in understanding how targeted
therapeutic approaches like the Community Reinforcement Approach (CRA) im-
pact psychological and social outcomes such as self-esteem, social support, and

quality of life in rehabilitation settings (Khalid et al., 2024).

To bridge this gap, this study aims to address this gap by investigating the impact
of the Community Reinforcement Approach on self-esteem, social support, and
quality of life among male SUD adult patients aged 18-55 years old in rehabilitation
centers, providing insights into the impact of CRA on recovery outcomes and

improving treatment strategies.

1.2 Theoretical Framework

1.2.1 Social Cognitive Theory

Social Cognitive Theory (SCT), developed by Albert Bandura (1986), provides a
comprehensive framework for understanding how behavior, environmental factors,
and cognitive processes such as self-beliefs interact in the context of substance use
disorder (SUD) rehabilitation. According to SCT), self-esteem, social support, and

quality of life are interlinked constructs that can significantly influence recovery
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outcomes (Bandura, 1986). These constructs are particularly relevant in the appli-
cation of the Community Reinforcement Approach (CRA), which seeks to modify
the environment and social interactions to support behavior change (Meyers et al.,

2021).

Psychological construct in SUD treatment, reflecting an individual’s overall sub-
jective emotional evaluation of their worth. Research indicates that self-esteem is
closely linked to treatment outcomes, where higher levels of self-esteem are associ-
ated with better recovery prospects (Johnson et al., 2023). CRA interventions, by
providing positive social reinforcement and skill-building opportunities, can foster
significant improvements in self-esteem among SUD patients. This is supported
by recent studies showing that CRA’s focus on engaging patients in rewarding
non-substance-related activities promotes a positive identity and enhances self-

esteem (Clark et al., 2022; Cao and Liang, 2020).

Social support plays a pivotal role in the effectiveness of SUD treatment. SCT
posits that a supportive social environment can enhance self-efficacy and provide
the resources needed to cope with recovery challenges. Within the framework
of CRA, interventions are designed to enhance the quality and quantity of the
patient’s social network, which is crucial for sustained recovery. Empirical studies
have demonstrated that enhanced social support within CRA programs leads to
better adherence to treatment protocols and reduced rates of relapse (Williams

and Smith, 2024; Cohen and Singh, 2022).

Quality of life (QoL) is an overarching goal of SUD treatment, encompassing physi-
cal, psychological, and social well-being. CRA directly addresses these components
by integrating medical, psychological, and social services to cater to the holistic
needs of SUD patients. Research supports that improvements in QoL following
CRA interventions are significant, with patients reporting better physical health,
psychological state, and social relationships. These improvements are linked to
the comprehensive nature of CRA, which adjusts the individual’s environment to

facilitate a healthier lifestyle (Anderson et al., 2025; Khalid et al., 2024).

The integration of SCT with CRA provides a robust model for SUD treatment. By

focusing on environmental and social context modifications, CRA aligns with the
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SCT emphasis on the importance of observational learning, social reinforcement,
and ecological mastery in fostering behavioral change. This theoretical synergy
is supported by findings from recent studies, which indicate that interventions
based on SCT and CRA not only improve individual psychological states like
self-esteem but also enhance social support systems and overall quality of life,
thereby promoting a more effective and sustainable recovery from SUD (Roberts

and Michaels, 2023).

1.3 Conceptual Framework

Figure 1.1 illustrates a conceptual framework for applying the Community Re-
inforcement Approach (CRA) in a research or therapeutic context, showcasing
CRA’s process and anticipated outcomes as an intervention. The framework show-
cases the process of CRA and its anticipated outcomes, with a structured, step-

by-step process to ensure effectiveness.

1 P l
_— o

FiGURE 1.1: Conceptual Framework

The conceptual framework underpinning this study was informed by the Com-
munity Reinforcement Approach (CRA), a comprehensive behavioral intervention
designed to promote recovery by systematically enhancing an individual’s environ-
mental and social reinforcements. In the present study, CRA was operationalized
through key components including functional analysis, behavioral skills training,
vocational guidance, social and recreational counseling, and relationship counsel-
ing. These elements were implemented to facilitate positive behavioral change and

strengthen protective psychosocial factors.
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Specifically, the intervention aimed to enhance self-esteem, improve perceived so-
cial support, and ultimately contribute to an elevated quality of life among par-
ticipants undergoing substance use rehabilitation. The framework guided the hy-
pothesis that the structured application of CRA would positively influence these
outcome variables by promoting adaptive functioning and fostering a supportive

recovery environment.

The CRA components were integrated across sessions to help participants identify
and replace maladaptive behaviors, develop interpersonal competencies, and build
sustainable social networks. Through this framework, the study explored how re-
inforcing positive behaviors and enhancing social support systems could contribute

to psychological well-being and long-term recovery

1.4 Gap Analysis

Despite the extensive research on substance use disorders (SUD) and their pro-
found effects on mental health, cognitive functioning, and overall quality of life
(Zada et al., 2022; Eske, 2023). There is a significant gap in understanding the
specific effects of therapeutic interventions, particularly within rehabilitation set-
tings in Pakistan. Effective addiction prevention is linked to high social support
and self-confidence, underscoring the importance of incorporating these factors

into intervention strategies (Bahrani, 2019).

Existing studies emphasize the critical role of self-esteem, quality of life, and social
support in the recovery process (Zada et al., 2022; Armoon et al., 2022). There is
a scarcity of research that investigates the impact of targeted interventions like the
Community Reinforcement Approach (CRA) on these outcomes. Most of the lit-
erature has focused on the prevalence, causes, and general treatment of substance
abuse, with limited attention to how specific interventions can enhance recovery
outcomes, especially in a culturally specific context like Pakistan (Chuadry et al.,
2022). The Community Reinforcement Approach (CRA) has been widely recog-
nized for its effectiveness in promoting positive behavioral changes and improving

treatment retention rates (Khalid et al., 2020). However, its specific impact on
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psychological and social dimensions such as self-esteem, social support, and qual-
ity of life among SUD patients remains under-explored in Pakistan(Khalid et al.,
2020) . This gap is particularly concerning given the rising substance abuse rates
in the country, where social and cultural factors significantly influence both the
development of SUD and the recovery process (Channer, 2024; Mubashir et al.,
2024). Despite CRA’s success in various contexts, research on its long-term effects
on key outcomes in the Pakistani population is lacking, hindering the develop-
ment of tailored, sustainable treatment strategies (Khalid et al., 2024; Ochani

et al., 2023).

1.5 Problem Statement

Despite the extensive research on Substance Use Disorder (SUD) and its widespread
impact on mental health, physical health, and quality of life, there is a notable gap
in the literature concerning the effectiveness of specific therapeutic approaches in
addressing these challenges within the context of Pakistan. The rising prevalence
of substance use, particularly among males in Pakistan, underscores the urgent

need for targeted interventions that go beyond traditional treatment methods.

Although rehabilitation centers are crucial in treating SUD, there remains a signifi-
cant lack of understanding regarding the specific impact of therapeutic approaches,
such as the Community Reinforcement Approach (CRA), on critical psychological
and social outcomes like self-esteem, social support, and quality of life. Existing
studies have highlighted the importance of these factors in the recovery process,
yet evidence on how CRA specifically influences these dimensions is limited, par-
ticularly within Pakistan’s unique cultural and socio-economic context. Given
high substance use rates and declines in quality of life, self-esteem, and social sup-
port among SUD patients in Pakistan, this study investigates CRA’s effectiveness
in improving these outcomes, contributing to more effective, culturally sensitive

treatment strategies for drug rehabilitation.
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1.6 Research Objectives for This Study

Objectives of the study are as follows:

Research objective 1: To evaluate the impact of the CRA on self-esteem, social
support, and quality of life among males with substance use disorder following the

intervention.

Research objective 2: To evaluate the impact of demographic factors such as
age, education, employment status, marital status, and family background on the

treatment outcomes of males with substance use disorder in a rehabilitation center.

1.7 Research Questions

This research answers the following questions:

Research Question 1:

What is the impact of the Community Reinforcement Approach CRA on self-

esteem among male patients with SUD during their rehabilitation?
Research Question 2:

What is the impact of the Community Reinforcement Approach (CRA) on social
support among male patients with Substance Use Disorder (SUD) during their

rehabilitation?
Research Question 3:

What is the impact of the Community Reinforcement Approach (CRA) on the
quality of life for male patients with Substance Use Disorder (SUD) during their

rehabilitation?
Research Question 4:

What is the influence of demographic factors such as age, education, employment
status, marital status and family background on the treatment outcomes of males

with substance use disorder in a rehabilitation center?
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1.8 Proposed Hypotheses

1. H1: There will be a significant difference in self-esteem among males with
Substance Use Disorder at the post-intervention stage compared to the pre-

intervention stage.

2. H2: There will be a significant difference in social support among males
with Substance Use Disorder at the post-intervention stage compared to the

pre-intervention stage.

3. H3: There will be a significant difference in quality of life among males
with Substance Use Disorder at the post-intervention stage compared to the

pre-intervention stage.

4. H4: There will be significant differences in the treatment outcomes of males
with substance use disorder in a rehabilitation center based on demographic
factors such as age, education, employment status, marital status, and family

background
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Literature Review

The Community Reinforcement Approach (CRA), developed by Azrin (1976) and
later expanded by Meyers and Smith (2001), is rooted in Behavioral Theory. This
theory posits that behavior is influenced by its consequences, which can be positive

(rewards) and negative (Institute, 2019).

The Community Reinforcement Approach (CRA) employs operant conditioning
and integrates theories such as Social Learning Theory, Motivational Enhance-
ment Theory, Social Reinforcement Theory, Health Behavior Change Models, and
Ecological Systems Theory, using techniques like functional analysis, sobriety sam-
pling, behavioral skill training, job skills training, social recreational counseling,
and relapse prevention training to reduce substance use by restructuring the social
environment and engaging patients in rewarding activities, with evidence showing
it can significantly improve various aspects of an individual’s life, including quality

of life (Meyers et al., 2011).

The Community Reinforcement Approach (CRA) has been adapted to meet indi-
vidual needs, demonstrating its flexibility in various cultural contexts. While CRA
shows strong evidence for short-term effectiveness, it is less frequently compared

with other empirically supported treatments (Institute, 2019).

Recent studies in Pakistan underscore CRA’s adaptability and effectiveness within

diverse cultural contexts. For instance, (Hussain et al., 2023) found that an In-

digenously Adapted CRA (IA-CRA) led to significantly higher abstinence rates
13
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and improved mental health outcomes among male patients with substance use
disorders. Additionally, (Archer et al., 2020) found that high-quality Community
Reinforcement and Family Training (CRAFT) interventions, including individual
therapy and thorough therapist training, were more effective in engaging individ-

uals with substance use disorders and resulted in higher treatment entry rates.

Saghir (2024) adapted the Community Reinforcement Approach (CRA) for drug
addiction treatment in Pakistan by integrating Islamic teachings on morality, emo-
tional management, and psychological well-being, along with culturally relevant
therapeutic interventions, demonstrating that this culturally tailored approach sig-
nificantly improved treatment outcomes, including higher abstinence rates, better
management of comorbidities, and a lower relapse rate at six-month follow-ups
compared to traditional treatment methods; this adaptation highlights CRA’s
flexibility in addressing local needs, with the incorporation of Islamic principles
contributing to participants’ enhanced quality of life, happiness, and long-term
recovery, further supported by its positive impact when combined with the Min-
nesota Treatment Method (TMM), showcasing its cost-effectiveness and alignment

with existing research.

In a study by Mehr et al. (2024), the effectiveness of the Adolescent Commu-
nity Reinforcement Approach (A-CRA) in treating Cannabis Use Disorder (CUD)
among Iranian adolescents was examined. The results demonstrated that A-CRA
led to significant improvements in several areas, including increased rates of absti-
nence, reduced frequency of cannabis use, fewer substance-related problems, and
lower levels of psychological distress. Moreover, adolescents in the A-CRA group
showed improvements in health-promoting behaviors and positive changes in their
relationships with their mothers. These findings highlight the multifaceted ben-
efits of A-CRA, supporting its efficacy in addressing both substance use and the
psychological and social factors related to adolescent CUD (Mehr et al., 2024).De-
spite challenges such as a small sample size and treatment engagement issues, the
study highlights the CRA’s potential benefits and recommends further research
and adaptation to local cultural contexts (Khalid et al., 2020, 2024). Adding to
this, a randomized controlled trial by Khalily (2021) confirmed CRA’s effectiveness
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in reducing cannabis use frequency and increasing abstinence periods. However, it

also called for further investigation into its long-term efficacy and generalization.

Therapists trained in CRA, A-CRA, or CRAFT value the flexibility of these treat-
ment approaches, which allow for adjustments in session structure, sequencing, and
focus on addressing individual client needs, enabling therapists to prioritize areas
such as employment or social life when clients are not ready to confront substance
use, while maintaining clear expectations directly, direct guidance, and the setting

of limits to encourage behavior change through positive

In 2011, the Adolescent Community Reinforcement Approach (A-CRA) was rated
as promising based on studies by Godley et al. (2006); Slesnick et al. (2015),
and this rating was upheld in 2020 after a re-review by Crime Solutions using an
updated scoring instrument, indicating the program has some evidence of achieving
its intended outcomes. Integrating self-esteem, social support, and quality of life

into the discussion further enriches our understanding of addiction treatment.

Self-Esteem

In this context, self-esteem an individual’s overall evaluation of self-worth and
personal value, encompassing both positive and negative self-perceptions and re-
flecting their level of self-confidence and self-acceptance(Rosenberg, 1965). The
relationship between self-esteem, social support, and quality of life plays a crucial
role in enhancing addiction treatment and recovery outcomes. Individuals with
substance use disorder (SUD) experience lower self-esteem compared to nondrug
users, with low self-esteem that exacerbates substance use problems and increases
feelings of inadequacy (Muomah et al., 2020). In addition, higher self-esteem and

social support are associated with lower addiction tendencies (Bahrani, 2019).

Social Support

Perceived social support is the extent to which individuals believe that they receive

emotional and instrumental support from their social network. (Zimet et al., 1988).
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Social support mitigates the adverse effects of substance use disorders (SUDs) on
quality of life, which are marked by diminished physical and mental health due to
social dysfunctions and severe biopsychosocial challenges (Armoon et al., 2022).
It has become a critical factor, and people suffering from substance use disorder
(SUD) have experienced significantly lower levels, which in turn negatively affected
their quality of life (QoL) (Birkeland et al., 2021). Social support is essential for
SUD recovery and prevention of relapse, enhancing the quality of life by addressing

challenges related to emotional, social, and isolation (Zaidi, 2020).

Quality of life

Qualityy of life is an individual’s subjective assessment of their well-being across
multiple domains, including physical health, psychological functioning, social rela-
tionships, and environmental conditions, as shaped by their personal goals, expec-
tations, and cultural context (World Health Organization, 2012). In this light, in-
dividuals with substance use disorder in Pakistan report significantly lower Quality
of Life with 77.6% perceiving their QoL as poor, highlighting the need for targeted
interventions and further research (Zada et al., 2022). The decline in quality of life
is closely linked to substance use disorders’ effects on mental health, which lower
self-esteem and create a harmful cycle that exacerbates addiction, emphasizing the

need to address self-esteem for better recovery (Tarawneh et al., 2023).

Higher self-esteem is associated with an improved quality of life and better-coping
abilities, which can prevent relapse (Yasmeen et al., 2024; Tarawneh et al., 2023).
Following, Razaq et al. (2020) found that self-esteem significantly impacts the
quality of life among adolescents, both addicted and non-addicted. Their research
indicates that high self-esteem helps adolescents resist drug addiction and miti-
gates negative stressors. Tarawneh et al. (2023) demonstrated a strong positive
correlation between self-esteem and quality of life among drug addicts, suggesting
that targeted interventions to boost self-esteem could improve recovery outcomes
and calling for further research with diverse populations. Yasmeen et al. (2024)
supported this view by highlighting the need for early interventions and profes-

sional training to boost self-esteem and support long-term recovery. Integrating
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self-esteem, social support, quality of life, and CRA in addiction treatment un-
derscores the importance of a multifaceted approach. Addressing mental health
issues, improving social support, and fostering positive self-concept are crucial to
improving abstinence motivation and quality of life for individuals with substance
use disorders. More research is needed to refine these approaches and ensure their

effectiveness in diverse populations and contexts.
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Research Methodology

3.1 Research Design

This study employed a quantitative quasi-experimental design, specifically a one-
group pretest-post test model, to assess the effectiveness of the Community Rein-
forcement Approach (CRA) in treating substance use disorders (SUD). The pri-
mary focus is on measuring changes in self-esteem, social support, and quality of
life among male participants diagnosed with SUD, both prior to and following the
treatment. This design enables a comparison of these variables within the same
group of participants, allowing for the evaluation of any shifts in self-esteem, social

support, and overall quality of life as a result of the CRA intervention.

3.2 Sampling Method

A purposive sampling approach is used to select male patients receiving treatment
for substance use disorders at Hero Health Rehabilitation Center in Islamabad,
focusing on participants relevant to the study’s objectives and accessible within

the context.

18
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3.3 Sample Size

A purposive sampling approach is used to select male patients at Hero Health Re-
habilitation Center in Islamabad. The sample size was 33 participants. Whereas
for quasi-experimental designs, a sample size of at least 30-50 participants is typ-

ically recommended (Maciejewski, 2020).

3.4 Site

The research was conducted at Hero Health Rehabilitation Center in Islamabad.
This site was chosen due to its accessibility and suitability for administering the

CRA intervention to male patients with substance use disorders.

3.5 Participant Characteristics

This section outlines the demographic profile and conditions for participant inclu-
sion or exclusion in the study, focusing on males aged 18 to 55 with Substance Use
Disorder (SUD), aiming to evaluate the impact of the Community Reinforcement

Approach (CRA).

3.5.1 Inclusion Criteria

Participants in this study were males aged 18 to 55 years old, representing the
demographic most affected by Substance Use Disorders (SUD), as highlighted in
recent studies (United Nation Office of Drug and Crime, 2024). The selection cri-
teria focused on first-time treatment seekers for SUD involving substances such as
alcohol, cocaine, opioids, marijuana, methamphetamine, or nicotine. This ensured
that the evaluation of the Community Reinforcement Approach (CRA) was con-
ducted without the influence of prior treatment experiences. Eligible individuals
were required to exhibit a clear commitment to the treatment process, as demon-
strated through their active engagement in therapy and willingness to adhere to

program guidelines. Proficiency in Urdu communication was mandatory to ensure
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participants could fully comprehend and participate in therapeutic sessions and
assessments. All participants voluntarily provided informed consent after being

briefed on the study’s purpose, procedures, and their rights as participants.

3.5.1.1 Exclusion Criteria

Individuals who had previously undergone any form of Community Reinforcement
Approach (CRA) treatment were excluded to focus on those being introduced
to CRA techniques for the first time. Additionally, participants who had been
in the current rehabilitation program for three months or longer were excluded,
as determined by reviewing their previous treatment plans with the permission
of the information holder. Patients who were in the detoxification phase were
also excluded from the study to avoid potential confounding effects due to acute

withdrawal symptoms or instability during this critical phase of treatment.

3.6 Measures

3.6.1 Demographic Questionnaire

The questionnaire collects participants’ age, gender, ethnicity, education, employ-
ment status, and marital status to contextualize study results and assess demo-
graphic influences on outcomes, while also examining drug use duration, types of

substances consumed, relapse frequency, and family systems (nuclear or joint).

3.6.2 The Rosenberg Self-Esteem Scale (RSES)

Developed by Rosenberg (1965), for individuals aged 12 to 65 years. This 10-item
scale includes both positively and negatively worded statements, rated on a 4-point
Likert scale. Five items are positively worded while five are negatively worded
and require reverse scoring. Total scores range from 0 to 30, with scores below
15 indicating low self-esteem, 15-25 indicating normal self-esteem, and above 25
indicating high self-esteem. The original version of the RSES has demonstrated

strong psychometric properties, with reported Cronbach’s alpha values typically
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ranging from 0.77 to 0.88, indicating good internal consistency (Rosenberg, 1965).
This 10-item scale measures global self-esteem and has been translated into Urdu
by (Rizwan, 2017). The scale has a Cronbach’s alpha = 0.92 and strong test-retest
reliability (r = 0.85-0.88,(Siddiqui, 2019).

3.6.3 Multidimensional Scale of Perceived Social Support

(MSPSS)

The 12-item Multidimensional Scale of Perceived Social Support (MSPSS), devel-
oped by Zimet et al. (1988), consists of 12 items assessing the perceived sufficiency
of social support from family, friends, and significant others in individuals aged 13
to 65. Each subscale score ranges from 4 to 28, while the total score ranges from 12
to 84. A mean score between 1.0-2.9 indicates low support, 3.0-5.0 indicates mod-
erate support, and 5.1-7.0 reflects high perceived support. The original MSPSS
shows strong internal consistency with overall Cronbach’s alpha = 0.88 and high
subscale reliabilities (Family = 0.91, Friends = 0.87, Significant Others = 0.85),
along with solid construct and factorial validity(Zimet et al., 1988). The scale
demonstrates strong reliability (Cronbach’s alpha = 0.87) in its Urdu-translated
version by (Rizwan, 2017).

3.6.4 World Health Organization Quality of Life Scale

The WHO Quality of Life-BREF (Urdu Version), developed by the World Health
Organization (2003), is a 26-item instrument assessing quality of life across four do-
mains: Physical Health, Psychological Health, Social Relationships, and Environ-
ment. It is intended for use with individuals aged 18 years and above. Responses
are rated on a b5-point Likert scale, with scoring adjusted for negatively worded
items. Domain scores are calculated by averaging relevant items and transforming
them to a 0-100 scale, where higher scores indicate better quality of life. The orig-
inal version has demonstrated excellent psychometric properties, with Cronbach’s
alpha typically exceeding 0.85 across domains and is validated internationally. The

Urdu version has a Cronbach’s alpha of 0.86, indicating high internal consistency.
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3.6.5 Participant Enrollment Process

Figure 3.1 shows the flow chart that summarizes the enrollment and analysis pro-
cess for a study evaluating the Community Reinforcement Approach among male
SUD patients. Initially, 48 individuals were assessed for eligibility, with 14 ex-
cluded due to non-compliance with inclusion criteria or personal choice.The re-
maining 35 participants were enrolled through purposive sampling and received
the intervention. One participant (Lama) dropped out during treatment, leaving
33 participants who completed the study. No participants were lost to follow-up,
and all 34 were included in the final analysis, ensuring a comprehensive evaluation

of the treatment’s effectiveness.

[ Assessed For Eligibility
N Substance Use Disorder Males (n=48)
{ Enrollment J
Excluded (n=15)
« Not meeting inclusion criteria
(n=14)
+» Declined to participate (n=0)
« Other reasons
» Left Against Medical
. " Advice [LAMA] (n=1)
Purposive sampling + Early Discharge (n=0)
I, |
Allocation
e ‘Allocated to Integrated Model of
Community Reinforcement approach
(n=33)
| Follow-up
Lost to follow-up & Discontinued
Intervention (n=0)
- r -
‘ Analysis Analyzed (n=33)
Excluded from analysis (n=0)

FIGURE 3.1: Flow chart of participant Enrollment
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3.7 Procedure

The Community Reinforcement Approach (CRA) is a recommended, evidence-
based intervention that enhances various aspects of an individual’s life within 4 to
6 weeks by incorporating flexible yet structured interventions, delivered through
multiple weekly sessions by a trained therapist(Meyers and Smith, 2001). Collab-
oration with Hero Health Rehabilitation Center ensured compliance with ethical
standards and policies for participant recruitment and data collection. CRA in-
tervention was conducted over six weeks, each session lasted 60 minutes and was
held five days a week, with a trained therapist guiding participants through a
structured program. Participant interactions and session progress were recorded
using structured forms and qualitative notes, adhering to ethical standards for

confidentiality and anonymity.

3.7.1 Step 1: Pretest

The first week of the study focused on laying a strong foundation for the in-
tervention, emphasizing rapport building, informed consent, demographic data
collection, and baseline assessments. Establishing trust and a sense of safety was
prioritized to foster participants’ active engagement and openness throughout the
process. Informed consent was obtained to ensure participants had a clear under-
standing of the study’s purpose, procedures, potential benefits, and their rights,
including the option to withdraw at any time without consequence. This initial

phase was critical in creating a supportive environment for the study’s progression.

Demographic data were meticulously collected to contextualize the study’s results
and examine the potential influences of participants’ backgrounds on the interven-
tion outcomes. This data included participants’ age, gender, ethnicity, education,
employment status, and marital status, offering a comprehensive profile of the
participants. Additionally, details of their substance use history were gathered,
such as the duration of drug use, types of substances consumed, frequency of re-
lapses, and family system type (nuclear or joint). This information was critical for

tailoring the intervention to participants’ unique circumstances and interpreting
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the findings within the broader socio-cultural context. Baseline assessments were

conducted using standardized and validated tools to measure key psychological
and quality of life indicators. Self-esteem was assessed using the Rosenberg Self-
Esteem Scale (RSES), a widely used instrument for evaluating global self-worth.
Perceived social support was measured using the Multidimensional Scale of Per-
ceived Social Support (MSPSS), which evaluates support from family, friends, and
significant others. Quality of life was assessed through the WHOQOL-BREF,
covering physical health, psychological well-being, social relationships, and envi-
ronmental conditions. These tools provided a reliable baseline to track changes
throughout the intervention and to better understand the participants’ psychoso-
cial status at the outset. To ensure the integrity of the findings, participants were
selected based on strict eligibility criteria. This ensured that the evaluation of the
Community Reinforcement Approach (CRA) was conducted without the influence

of prior treatment experiences.

3.7.2 Step 2: Intervention

The intervention phase, implemented within the structured environment of a re-
habilitation center, spanned six weeks. The goals of counseling during the inter-
vention phase were carefully structured to support recovery and reduce substance
use. Over Six weeks in a rehabilitation center, the Community Reinforcement
Approach (CRA) has been delivered to address critical aspects of recovery. These
included functional analysis to identify triggers and patterns of substance use, so-
briety sampling to encourage short-term abstinence, and behavioral skill training
to develop effective coping mechanisms. The program also incorporated job skills
training to prepare participants for workforce reintegration, social recreational
counseling to foster healthy activities, and relapse prevention training to build
strategies against future substance use. Each week focused on a distinct theme,
equipping participants with tailored tools and continuous support for a successful

and sustainable recovery.
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3.7.2.1 Week 2 Functional Analysis

Functional analysis, a critical component of the intervention’s initial phase, com-
prehensively explored the participants’ substance use patterns. This method aimed
to provide insight into the factors perpetuating their behaviors and offered a foun-
dation for fostering change. In the rehabilitation center’s structured environment,

the therapist conducted the analysis interactively and reflectively.

The primary goal of functional analysis was to explore the underlying dynamics
driving substance use and to develop strategies for sustainable behavior change.
By examining both the short-term benefits and long-term drawbacks of substance
use, participants were guided toward recognizing the impact of their behaviors on

their overall well-being.

3.7.2.2 Sampling and Data Collection

Participants were encouraged to provide detailed accounts of their substance use,
including the frequency, duration, and circumstances under which they used drugs.
This process enabled the therapist to tailor interventions to the unique challenges

and needs of each individual.

3.7.2.3 Identifying Triggers:

These included environmental factors such as social pressures, financial stress, or

exposure to specific places and individuals associated with substance use.

3.7.2.4 Internal Triggers:

Participants explored emotional and cognitive triggers, such as feelings of anxiety,
depression, or negative thought patterns, that contributed to their substance use.
The therapist used guided discussions to help participants identify and catego-
rize these triggers, promoting greater self-awareness and understanding of their

behaviors.
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3.7.2.5 Analyzing Substance Use Behaviors

Participants reflected on the actions associated with their drug use, including rit-
uals, timing, and methods. This analysis was accompanied by an evaluation of
the short-term benefits (e.g., temporary stress relief or pleasure) and long-term
consequences (e.g., health deterioration, strained relationships, or legal repercus-
sions). By contrasting these factors, participants gained clarity on the impact of

their substance use.

3.7.2.6 Exploring Non-Drug-Using Activities

The therapist helped participants identify alternative activities that could replace
substance use. These included hobbies, social engagements, and self-care practices
that aligned with their interests and values. Participants were encouraged to
recognize the potential benefits of these activities, such as improved emotional

well-being, social connections, and a sense of accomplishment.

3.7.2.7 Guided Reflections:

Through open-ended questions and motivational interviewing, the therapist facili-

tated discussions that encouraged participants to examine their behaviors deeply.

3.7.2.8 Visualization Exercises:

Participants visualized scenarios where they engaged in both substance use and
alternative behaviors to help them identify patterns and develop actionable in-

sights.

3.7.2.9 Relapse Prevention Planning:

Insights gained from functional analysis were incorporated into early relapse pre-
vention strategies, emphasizing the importance of recognizing and managing trig-

gers effectively.
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3.7.2.10 Sobriety Sampling

Sobriety sampling was a key component of the intervention strategy implemented
during the initial phase of the rehabilitation program. It served as a motivational
tool designed to encourage participants to commit to a short-term period of ab-
stinence from substance use. This approach was aimed at fostering self-efficacy,
building confidence, and helping participants recognize the physical and psycho-
logical benefits of sobriety.

The primary objective of sobriety sampling was to provide participants with a
manageable and achievable goal to experience life without substance use. By set-
ting a realistic timeframe for abstinence, participants could evaluate their ability to
maintain sobriety, explore the changes it brought to their well-being, and identify

challenges that required further intervention.

3.7.3 Implementation Process
3.7.3.1 Initial Introduction:

The therapist introduced the concept of sobriety sampling during group and indi-
vidual sessions, explaining its purpose and how it aligned with the overall recovery
plan. Participants were reassured that the focus was not on long-term commitment

at this stage but rather on exploring the feasibility of short-term abstinence.

3.7.3.2 Goal Setting

Participants were encouraged to set specific, measurable, and realistic goals for
their sobriety sampling period. The length of the sampling period was typically

one week, depending on individual readiness and circumstances.

3.7.3.3 Structured Support

The therapist provided ongoing support and guidance throughout the sobriety
sampling period. Participants were equipped with strategies to manage cravings,

cope with triggers, and navigate high-risk situations.
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3.7.3.4 Monitoring and Feedback:

Regular check-ins were conducted to monitor participants’ progress and provide
reinforcement for their efforts. Any lapses were approached as opportunities for
learning rather than failures, fostering a nonjudgmental and supportive environ-

ment.

3.7.4 Week 2: Behavioral Skills Training

The CRA program primarily focused on addressing behavioral skill deficits in in-
dividuals with substance use disorders (SUD), particularly those involving drugs.
These deficits were identified through various methods, such as participant con-
versations, progress tracking on the Goals of Counseling form, and reviewing the
functional analysis to examine the role that substance use played in the partici-
pant’s life. This process allowed therapistto understand the triggers and reinforce-
ment patterns associated with drug use and determine whether participants had

the necessary skills to obtain positive reinforcement through healthier alternatives.

3.7.4.1 Skill Deficits and Training

In cases where substance use was used as a means to cope with stress or social
pressures, the therapist assessed whether the participant had the communication
skills to handle these situations without resorting to drugs. If the participant
struggled with forming new social connections or handling stress in healthier ways,

problem-solving and social skills training were provided.

3.7.4.2 Communication Skills Training

Communication skills were a central focus of the program, particularly in helping
participants improve their ability to express their needs and address issues without
resorting to substance use. The CRA model introduced participants to seven com-
munication guidelines, which aimed to help them navigate sensitive conversations

with others. These steps, which included being brief, using positive language, and
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labeling feelings, were designed to make conversations more constructive and re-
duce the likelihood of defensive reactions. The therapist would model these skills
and then have participants practice them in real-world scenarios. For instance,
a participant might have difficulty discussing their need to avoid certain social
situations that trigger drug use. Through role-playing and modeling, participants
learned how to express their feelings and set boundaries more effectively, reducing

the temptation to use substances.

3.7.4.3 Problem-Solving Training

Problem-solving training was another key component of the CRA program. Par-
ticipants were taught a structured approach to addressing life’s challenges without
turning to drugs. This process involved defining the problem clearly, brainstorm-
ing potential solutions, eliminating undesirable options, selecting one solution to
try, and identifying potential obstacles that could interfere with implementation.
Participants were encouraged to develop a detailed plan for overcoming these ob-
stacles. By providing participants with a toolkit for managing stressors, the pro-
gram aimed to reduce the likelihood of substance use as a coping mechanism.
Regular follow-up sessions ensured that participants reviewed their progress and

refined their strategies as necessary.

3.7.4.4 Drug-Refusal Training

As part of the behavioral skills training, participants were taught specific strate-
gies to refuse drugs in high-risk situations. This involved first enlisting support
from their social network to reinforce their commitment to sobriety. The therapist
worked with the participant to identify common triggers for drug use, such as
social gatherings or stressful situations, and taught them assertive refusal skills.
Participants were trained in different ways to say "no” to drugs, such as sug-
gesting alternative activities, changing the subject, or offering alternative coping
strategies. Through role-playing exercises, participants practiced these refusal

techniques to build confidence and prepare for real-life scenarios.
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Week 3: Job Skills Training

Recognizing the crucial link between financial stability and maintaining long-term
recovery, the third week of the rehabilitation program was dedicated to enhancing
participants’ employability skills. This week aimed to provide participants with
the tools, resources, and confidence necessary to secure meaningful employment,

a key factor in their recovery journey.

3.7.4.5 Resume and Application Development

The focus of this week’s activities began with resume and application develop-
ment. The rehabilitation center’s therapist worked one-on-one with participants,
helping them create professional resumes that showcased their skills, experiences,
and personal growth, even if they had employment gaps due to their substance
use disorder. This process was designed to highlight transferable skills acquired
through previous jobs, volunteer work, or life experiences that could be applied to

potential job opportunities.

In addition to resume creation, participants received guidance on completing job
applications. therapist offered insights into answering common application ques-
tions, compellingly describing past work experiences, and tailoring responses to
meet the requirements of specific job postings. Cover letter writing was also ad-
dressed, with participants learning how to craft cover letters that would comple-
ment their resumes and present them as motivated, responsible candidates ready
to return to the workforce. The therapist provided continuous feedback, ensuring

the materials accurately represented each participant’s abilities and aspirations.

3.7.4.6 Mock Interviews

A key part of this week’s training involved mock interview sessions, which helped
participants practice real-world interview scenarios. During these sessions, ther-
apist assumed the role of hiring managers or interviewers, asking participants

common interview questions related to their qualifications, work experience, and
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personal strengths. Special attention was given to preparing participants for ques-
tions about their past substance use and recovery process. therapist guided par-
ticipants on how to address these topics with confidence, emphasizing the skills

and personal growth gained throughout their journey in rehabilitation.

Participants were also coached on professional presentation, including body lan-
guage, tone, and articulation. The therapist provided constructive feedback after
each mock interview, offering insight into areas such as confidence, clarity of com-
munication, and general presentation. This feedback was designed to help partic-
ipants refine their interview techniques and feel more confident in their ability to
succeed in real interviews. Practicing these skills in a safe and supportive environ-
ment allowed participants to build self-assurance before facing potential employers.
Participants were also guided in setting clear, achievable career goals. These goals
were aligned with both their recovery process and personal aspirations, ensuring
that their employment journey was in harmony with their long-term recovery ob-
jectives. The therapist worked with participants to break down these goals into
smaller, manageable steps, such as researching employers, creating job application

templates, or identifying areas for skill development through courses

3.7.5 Week 4: Social Recreational Counseling

The fourth week of the rehabilitation program focused on the importance of social
integration and the development of healthy, supportive relationships, recognizing
these as vital elements for long-term recovery. Participants were guided in un-
derstanding how their social networks and personal interactions play a significant
role in their journey to sobriety. This week’s activities were designed to help par-
ticipants strengthen their social skills, build healthier relationships, and engage in

recreational activities that support their recovery and overall well-being.

3.7.5.1 Relationship Evaluation and Planning

The week began with an evaluation of participants’ current social networks. Par-

ticipants were encouraged to reflect on the relationships they had before entering
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treatment, considering how these relationships might have contributed to or hin-
dered their recovery efforts. therapist facilitated one-on-one sessions where partic-
ipants were able to discuss their social circles and identify areas for improvement.
These discussions also included evaluating the potential risks posed by certain
individuals or groups, such as those who might trigger relapse or offer negative

influences.

Following this evaluation, participants set individualized goals aimed at enhanc-
ing their relationships and minimizing the risks associated with unhealthy social
interactions. Therapist participants develop concrete plans to build positive, sup-
portive relationships that would nurture their recovery. These goals often involved
cutting ties with individuals who might encourage substance use or create stressful
situations, while also finding ways to reconnect with family members, friends, or
mentors who could offer encouragement and support. Setting these goals empow-
ered participants to take charge of their social environments and choose relation-

ships that reinforced their commitment to recovery.

3.7.5.2 Social Skill Development

Social skills were a central focus during the group sessions, where participants
engaged in role-playing exercises. These exercises provided an opportunity for
participants to practice initiating and maintaining conversations in various so-
cial settings. Through structured scenarios, participants learned how to navigate

interactions that might arise in both personal and professional contexts.

The role-playing activities also addressed conflict resolution, helping participants
develop strategies for handling disagreements or difficult situations without resort-
ing to unhealthy coping mechanisms. Participants practiced communicating their

needs, setting boundaries, and expressing themselves assertively and respectfully.

Therapist tailored the advice they gave to each participant, offering specific guid-
ance on how to overcome social challenges they were currently facing. Whether it
was dealing with feelings of social anxiety, fear of rejection, or difficulty maintain-
ing conversations, therapist provided personalized strategies to help participants

feel more confident and comfortable in social situations. These sessions aimed to
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equip participants with the tools necessary for fostering healthy social interactions

that supported their recovery.

3.7.5.3 Recreational Engagement

Another important aspect of Week 4 was recreational engagement. Recognizing
that social well-being is not just about the relationships participants form but also
about how they engage in social environments, the rehabilitation center encour-
aged participants to take part in group recreational activities. These activities,
such as art therapy, sports, and mindfulness sessions, were designed to foster cama-
raderie and positive social interactions in a relaxed and supportive environment.
Art therapy allowed participants to express their emotions and creativity, while
sports provided an outlet for physical exercise and team collaboration. Mindful-
ness sessions helped participants practice relaxation techniques, manage stress,
and stay present in the moment. Engaging in these activities together with others
helped participants build a sense of community and belonging, which is crucial for
their recovery process. The recreational activities also helped participants develop
social connections with one another, reinforcing the importance of support from

peers who understood their challenges.

Week 5: Relapse Prevention at the Rehabilitation Center

The final week of the rehabilitation program was dedicated to equipping partic-
ipants with the necessary strategies, tools, and resources to maintain long-term
sobriety and successfully prevent relapse once they leave the rehabilitation center.
The goal was to ensure that participants felt empowered, confident, and prepared
to face the challenges of life after treatment, armed with practical skills and a
clear plan for ongoing recovery. This week focused on addressing the realities of
life outside the controlled rehabilitation environment and offering participants the
support they needed to remain sober.Relapse prevention, an essential part of the
Community Reinforcement Approach (CRA), was thoroughly addressed during the

final week of the intervention at the rehabilitation center. This week built upon
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earlier sessions, integrating the strategies participants had developed to prevent

substance use and maintain long-term recovery.

3.7.5.4 Trigger Identification and Management

The first component of Week 5 involved identifying the triggers and high-risk situ-
ations that might lead participants to relapse. Through guided group discussions
and individual therapy sessions, participants were encouraged to reflect on their
personal experiences and recognize the internal and external factors that could
potentially lead to substance use. These triggers varied widely from person to
person, with some participants identifying stress, conflict, or loneliness as key fac-
tors, while others highlighted certain social settings or environmental cues that
had previously influenced their substance use. Once triggers were identified, ther-
apist worked with participants to develop strategies for managing and avoiding
these high-risk situations. This included creating contingency plans to address
scenarios where triggers might arise. For example, participants learned how to
distance themselves from toxic environments, recognize the early signs of craving,
and utilize coping mechanisms when faced with stressful or tempting situations.
The focus was on empowering participants with the knowledge that they could

control their responses to triggers, rather than being at the mercy of them.

3.7.5.5 Craving Management Techniques

Critical component was teaching participants how to manage cravings. Techniques
such as distraction, relaxation exercises, and mindfulness were introduced to help
participants redirect their focus away from cravings. Additionally, participants
were taught how to cope with stress without turning to substances, such as using

deep-breathing exercises, physical activity, or talking to a support person.

Role-playing scenarios were also incorporated into the sessions, where participants
practiced applying these techniques in simulated high-risk situations. This allowed
participants to gain confidence in using the skills in real-life situations, helping
them recognize their ability to stay sober even in challenging circumstances. Role-

playing also created a safe space for participants to receive feedback from their
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peers and therapists, further reinforcing their understanding and application of

the techniques.

3.7.5.6 Personalized Relapse Prevention Plans

In the final part of the week, each participant worked one-on-one with their ther-
apist to create a personalized relapse prevention plan. This plan was tailored to
the participant’s specific needs, circumstances, and potential challenges after leav-
ing the rehabilitation center. The creation of this plan was an important step in
helping participants feel in control of their recovery journey and prepared for life

after treatment.

Participants were encouraged to set achievable goals, such as attending regular sup-
port meetings, practicing stress-management techniques, and staying connected

with recovery resources.

The plans also included strategies for addressing setbacks, as it was emphasized
that relapse does not represent failure but rather an opportunity to learn and
recommit to recovery. Participants were given guidance on how to reframe set-
backs, seek support when needed, and re-engage with their relapse prevention

plan.

3.7.5.7 Practical Implementation at the Center

The relapse prevention module was delivered through interactive group sessions
and one-on-one counseling. Participants engaged in discussions, shared experi-
ences, and practiced strategies in a supportive environment. Role-playing and
scenario-based learning were central to the sessions, enabling participants to re-
hearse responses to high-risk situations and refine their coping skills. The thera-
pist provided continuous feedback, reinforcing the application of relapse prevention
techniques in real-world contexts. Participants were encouraged to ask questions
and seek clarity to ensure they felt confident in applying these strategies indepen-

dently.
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3.7.6 Step 3: Post-test

The posttest phase occurred on the sixth and seventh week of the intervention
program and aimed to evaluate the impact of the Community Reinforcement Ap-
proach (CRA) intervention. This phase focused on measuring changes in partici-
pants’ self-esteem, perceived social support, and quality of life. Participants were
reassessed using the Rosenberg Self-Esteem Scale (RSES), Multidimensional Per-
ceived Social Support Scale (MPSSS), and World Health Organization Quality of
Life - BREF (WHOQOL-BREF). These tools provided a comprehensive analysis of
the intervention’s effectiveness in fostering psychological and social improvements

during the rehabilitation process.

3.7.6.1 Assessment and Comparison of Outcomes

Participants’ scores on the RSES were compared to their baseline measures to
evaluate changes in self-esteem. The MPSSS results assessed shifts in participants’
perceptions of the social support available to them, while the WHOQOL-BREF
captured improvements in their overall quality of life across physical, psycholog-
ical, social, and environmental domains. This comparative analysis provided a
detailed view of the progress participants had made in their recovery journey and

highlighted areas requiring further attention.

3.7.6.2 Therapist Recap and Participant Reflection

The therapist played an integral role during the post-test phase by guiding partici-
pants through a detailed recap of the skills and strategies they had learned through-
out the intervention. This review session was designed to reinforce the knowledge
gained, allowing participants to revisit key techniques and insights that could help
them in maintaining their sobriety after the intervention ended. The therapist en-
couraged participants to reflect on their journey, discussing the progress they had
made and any challenges they had faced along the way.Participants were allowed
to share their personal experiences, including their successes, struggles, and any
moments of realization during the intervention. This reflective process helped par-

ticipants recognize their growth, gain confidence in their ability to apply the skills
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learned, and identify any areas where they may need additional focus or practice
moving forward. Participants were also prompted to set future goals, encouraging
them to continue working toward long-term recovery and maintaining the positive

changes they had made.

3.7.6.3 Termination Session and Aftercare Recommendations

The posttest phase culminated in a termination session, which provided an op-
portunity for closure and final reflection on the intervention experience. During
this session, the therapist thanked the participants for their active participation
and engagement in the program. It was emphasized that the end of the formal
intervention did not mark the end of the recovery journey. The therapist provided
aftercare recommendations, including continued participation in support groups,
regular therapy sessions, and maintaining the skills learned during the interven-

tion.

Participants were encouraged to apply the relapse prevention strategies and coping
mechanisms they had acquired, as well as to stay connected with their support
network. The termination session was an essential part of the process, reinforcing
the importance of ongoing recovery efforts and ensuring that participants felt

supported as they transitioned back into their daily lives.



Chapter 4

Results

4.1 Data Analysis

The quantitative data collected in this study is analyzed using statistical software,
specifically IBM SPSS Statistics. Descriptive statistics, such as frequencies, per-
centages, means, and standard deviations, are computed to provide an overview of
the demographic characteristics and baseline variables of the sample. Inferential
statistics are employed to examine the effectiveness of the Community Reinforce-
ment Approach (CRA) intervention. The Wilcoxon Signed-Rank Test is used to
analyze changes in self-esteem, social support, and quality of life scores from pre- to
post-intervention within the same group. The Mann-Whitney U Test is conducted
to compare the mean ranks of demographic variables across all measures. The re-
sults of the statistical analyses, along with their interpretation, are presented in

the subsequent sections.

4.2 Descriptive Statistics

4.2.1 Descriptive Analysis of Demographic Variables

Table 4.1 presents the demographic profile of the participants (N = 33), covering
province, residency, ethnicity, and age. It also includes education level, family

size, income, and psychological and physical health conditions.

38
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TABLE 4.1: Descriptive analysis of demographic variables of the study partici-
pants (N=33).

Demographic Variables n %

Province

Punjab 17 50.0
Sindh 2 5.9
Khyber Pakhtunkhwa 4 11.8
Federal Capital Territory 10 29.4
Resident

Major Cities of Pakistan 26 76.5
Middle East 4 11.8
Foreign Countries 3 8.8
Ethnicity

Punjabi 20 58.8
Pashtoun 3 8.8
Mubhayjirs 8 23.5
Balouch 2 5.9
Age in Years

18-25 9 26.5
26-35 16 47.1
36-45 2 5.9
46-55 6 17.6
Education

Secondary Education 15 45.5
Higher Education 18 54.5
Total Family Members

(1-5) 14 41.2
(6-8) 12 35.3
(9-12) 3 8.8

Table continued on next page
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(134) 4 11.8
Total Number of Siblings
0 2 5.9
1 3 8.8
2 5 14.7
3 8 23.5
4 10 29.4
) 3 8.8
7 2 5.9
Birth Order
Only Child 3 8.8
First Born 10 29.4
Second Born 3 8.8
Middle Born 6 17.6
Last Born 11 32.4
Total Family Earnings
5,000 to 20,000 2 5.9
20,000 to 50,000 2 5.9
50,000 to 100,000 6 17.6
100,000 and onward 23 67.6
Marital Status
Single 15 45.5
Married 12 36.4
Divorced ) 15.2
Widowed 1 3.0
Family System
Nuclear 21 63.6
Joint 12 36.4
Participant’s Earnings
None 12 35.3
5,000 to 20,000 2 5.9

Table continued on next page
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20,000 to 50,000 8 23.5
(Continue to next page)

50,000 to 100,000 3 8.8
100,000 and onward 8 23.5
Any Psychological Issues

No 32 100
Yes 0 0
Health Issues

No 29 85.3
Yes 4 11.8
Type of Drug Used

Cannabis-Based Drugs 9 26.5
Stimulants 8 23.5
Opioids 5) 14.7
Alcohol 2 5.9
Polysubstance Use 9 26.5
Duration of Drug Use

1 to 4 months 6 18.2
5 to 8 months 8 24.2
9 to 12 months 19 27.6
Employment Status

Employed 26 78.8
Unemployed 7 21.2
Reason for Drug Use

Peer pressure 13 38.2
Family issues 7 20.6
Financial Issues 2 5.9
Relationship Issues 6 17.6
Lack of support 1 2.9
Fun 3 8.8
Unemployment 1 2.9

Table continued on next page
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No of Treatment
None 21 61.8
One 8 23.5
Two 3 8.8
Three 1 2.9
No of Relapse
None 21 61.8
One 8 23.5
Two 3 8.8
Three 1 2.9
Marital status
Single 15 45.5
Married 12 36.4
Divorced ) 15.2
Widowed 1 3
Reason of Relapse
Family issues 2 5.9
Financial Issues 4 11.8
Relationship Issues 2 5.9
Lack of support 2 5.9
Craving 1 2.9
Unemployment 1 2.9

Note: n = frequency, % = percentage

The majority of participants were from Punjab 50.0% and the Federal Capital Ter-
ritory 29.4%, with fewer from Khyber Pakhtunkhwa 11.8% and Sindh 5.9%. Most

resided in urban areas 76.5%, while a smaller proportion lived in the Middle East
11.8% or Western countries 8.8%. Ethnically, 58.8% identified as Punjabi, followed
by Muhajirs 23.5%, Pashtoons 8.8%, and Balouch 5.9%. The largest age group

was 26-35 years 47.1%, and 54.5% had attained higher education. Most partic-

ipants came from nuclear families 63.6% with family earnings exceeding 100,000

PKR 67.6%. While 35.3% reported no personal income, others earned varying
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amounts. Health data indicated that all participants reported no psychological
issues, and 85.3% had no major health concerns. Cannabis-based drugs and poly-
substance use 26.5% each were the most common, with peer pressure(38.2% being

the leading cause of drug use.

Regarding marital status, 45.5% were single, 36.4% were married, and 15.2% were
divorced. Treatment history revealed that 61.8% had not received treatment,
while 23.5% had one treatment episode. For relapse, 61.8% had not relapsed, with

financial 11.8% and relationship 5.9% issues being the main causes.

These findings provide a comprehensive view of the demographic background of
participants, drug use patterns, and treatment history, which can inform targeted
interventions and strategies to address substance use and promote recovery. The
data reveals the significant role of social and familial factors in drug use, as well
as the prevalence of short-term drug use and the challenges faced in relapse pre-

vention.

4.2.2 Reliabilities of scales

Table 4.2 reflects the reliability statistics for this phase of the study, providing
valuable insights into the internal consistency and distributional characteristics of
the scales employed. The measures assess key psychological constructs, includ-
ing self-esteem, perceived social support, and quality of life, with each subscale
presenting distinct values for reliability (Cronbach’s alpha), means, standard de-
viations, skewness, and kurtosis.All three scales used in this study meet the re-
liability threshold defined by Nunnally and Bernstein (1994), which states that
a Cronbach’s alpha (a)) value of 0.7 or higher is indicative of acceptable internal
consistency. The reliability coefficients (Cronbach’s «) indicate strong internal
consistency for the Rosenberg Self-Esteem Scale (RSES) in both pre-test (o =
.96) and post-test (o« = .94) phases. The WHO-QoL scale also demonstrated im-
proved overall reliability in the post-test (o = .91), indicating stable measurement
properties following the intervention. Some MSPSS and WHO-QoL subscales, like
Social Relationships (« = .23 pre-test), showed low reliability, warranting cautious

interpretation.



TABLE 4.2: Reliabilities of scales for pre-testing and post-testing (Cronbach’s «)

Measure Sub-scale k a M SD Potential Actual Skew Kurt.
Range Range

RSES Pre — 10 .96 30.30 7.64 10-40 14-39 -1.18 -0.21
Positive SE 5 — 90 12.73 3.91 4-20 6-19 0.32 -0.24
Negative SE 5 — .92 15.18 3.93 0-20 720 —0.24 -1.08

RSES Post — 10 94 21.70 7.48 10-40 11-35 0.67 -1.03
Positive SE 5 — .88 10.57 3.81 4-20 5-17 0.58 -0.97
Negative SE 5 — .88 12.67 3.44 0-20 7-19 0.64 -0.71

MSPSS Pre — 12 .64 48.27 4.46 12-84 37-58 -0.21 0.42
Family 4 — .54 14.62 1.48 4-28 11-18 -0.27 -0.27
Friends 4 — 87 11.05 2.80 4-28 5-14 —0.63 0.41
Signif. Others 4 — .53 15.35 1.77 4-28 11-18 —0.42 -0.37

MSPSS Post — 12 .59 40.28 4.77 12-84 29-49 -0.16 -0.37

SYNSIY

4



(continued)

Measure Sub-scale k loY% M SD Potential Actual Skew Kurt.
Family 4 — .64 12.77 2.68 4-28 9-19 0.16 -1.19
Friends 4 — 94 7.89 2.80 4-28 3-16 0.09 1.47
Signif. Others 4 — .54 14.05 1.70 4-28 11-17 -0.39 -0.91

WHO-QoL Pre  — 26 .66 86.94 11.79 26-130 68-123 —0.52 0.42
Physical 7 — 74 23.27 2.17 7-35 19-31 0.07 0.12
Psychological 6 — 5l 17.82 2.17 6-30 12-29 0.93 0.41
Social Rel. 3 — 23 8.48 1.23 3-15 6-11 -0.39 -0.04
Environmental 8 — .65 25.30 2.58 8-40 19-30 -0.35 -0.39

WHO-QoL Post — 26 91 96.34 11.80 26-130 38-127 —0.52 0.42
Physical 7 — e 23.79 3.19 7-35 13-29 -0.16 0.60
Psychological 6 — 51 23.70 3.26 6-30 11-30 -0.78 0.71
Social Rel. 3 — .61 11.18 1.83 3-15 4-13 -0.28 -0.41
Environmental 8 — .65 27.27 5.57 8-40 10-35 —0.36 -0.39

SYNSIY

¥
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4.2.3 Descriptive Statistics for Scales

Note: M = Mean, SD = Standard Deviation, S.W = Shapiro-Wilk, RSE = Rosenberg
Self-Esteem Scale, MSPSS = Multidimensional Perceived Social Support Scale, QoL Bref
= Quality of Life.

TABLE 4.3: Descriptive analysis of scales

Scales M Median Mode SD Skewness Kurtosis S W p

RSES Pretest 30.30 34 34  7.64 -1.18 -0.21 0.76 0.00
RSES Posttest 21.70 19 15 7.48 0.67 -1.03 0.86 0.00
MSPSS Pretest  48.27  40.25 15  4.46 -0.21 0.42 0.98 0.67
MSPSS Posttest 40.28 49.27 51  4.77  -0.16 -0.37 0.99 0.96

Who-QoL-Bref

Pretest

Physical 23.27 23 24 217 1.07 4.12 0.90 0.00
Health

Domain

Psychological 17.82 17 17 217 0.93 0.41 0.97 0.36
Health

Domain

Social 8.48 9 9 1.23 -0.39 -0.04 0.92 0.21

Relationship

Environmental 25.30 25 27 258  -0.35 -0.39 0.96 0.26
Domain

Who-QoL-Bref

Posttest

Physical 24.79 26 26 3.19 -2.16 5.60 0.77 0.00
Health

Domain

Table continued on next page
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Psychological 23.70 24 23
Health

Domain
Social 11.18 12 12

Relationship

Environmental 27.27 29 29

Domain

3.26

1.83

5.57

-1.78

-2.28

-0.36

6.71 0.84 0.00

-0.41 0.76 0.00

-0.39 0.92 0.013

Table 4.3 presents the descriptive properties of the scales administered to the single

group at both the pre-test and post-test stages. The W-S value for scales indicates a

non-normal distribution, as it is significant (p = .05).

4.2.3.1 Distribution Curves

Following are the figures representing the shape of distribution curve for the Rosenberg

Self-Esteem Scale, Multidimensional Perceived Social Support Scale, and Quality of Life-

BREF Scale (N = 33).

Frequency

10

15

20

25 30

Rosenberg Self Esteem Pretest

35

40

Mean = 30.3
Std. Dev. = 7.642
N=33

FIGURE 4.1: illustrates the histogram and non-normal curve of the Rosenberg
Scale pre-test, revealing a non-normal distribution of the data.
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Frequency

30 35 40 45 50

RosenBerg Self-Esteem Posttest

FIGURE 4.2: illustrates the histogram and non-normal curve of the Rosenberg
Scale post-test, revealing a non-normal distribution of the data.

Frequency

30 35 40 45 50

Multidimensional Perceived Social Support Scale Pretest

FIGURE 4.3: illustrates the histogram and non-normal curve of the Multidi-
mensional Social Perceived scale Pre-test, revealing a non-normal distribution
of the data.
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Frequency

— Normal

10 [ 1 [ T I Mean = 48.27
Std. Dev. = 4.457
N=33

35 40 45 50 55 60

Multidimensional Perceived Social Support Scale Postest

FIGURE 4.4: illustrates the histogram and non-normal curve of the Multidi-
mensional Social Perceived scale Pre-test, revealing a non-normal distribution

of the data.
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Quality of life (Physical health) pretest

FIGURE 4.5: illustrates the histogram and non-normal curve of the Quality of
life - Physical Health scale Pre-test, revealing a non-normal distribution of the
data.



Results 50

= MNormal

Mean =848
Std. Dev.=1.228
33

N=

Frequency

6 7 8 9 10 1"

Quality of life ( Social Relationships) pretest

FIGURE 4.6: illustrates the histogram and non-normal curve of the Quality of
life - Psychological Health sub scale Pre-test, revealing a non-normal distribu-
tion of the data.

Mean = 25.3
Std. Dev.=2.58
N=33

Frequency

200 225 250 275 300

Quality of life ( Enviornmental Health) pretest

FIGURE 4.7: illustrates the histogram and non-normal curve of the Quality of
life - Environmental Health scale Pre-test, revealing a non-normal distribution
of the data.
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Frequency

Frequency

~—— Naormal

Mean = 24.79
Std. Dev.=3.189

15.00 20.00 25.00 30.00

Quality of life (Physical Health) Postest

FIGURE 4.8: illustrates the histogram and non-normal curve of the Quality
of life - Physical subscale Post-test, revealing a non-normal distribution of the
data.

—— Normal

Mean = 23.70
Std. Dev. = 3.255
N=33

125

75

50

25

I

10.00 15.00 2000 25.00 30.00

Quality of life (Psychological Health) Postest

00

FIGURE 4.9: illustrates the histogram and non-normal curve of the Quality of
life Psychological health sub-scale Post-test, revealing a non-normal distribution
of the data.
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Frequency

4.00 6.00 8.00 10,00 12.00 14.00

Quality of life (Social Relationships) Postest

FIGURE 4.10: illustrates the histogram and non-normal curve of the Quality of
life Social relationships sub-scale Post-test, revealing a non-normal distribution

of the data.

— Normal

Mean =27 27
Std. Dev. = 5.575
N=33

10.00 15.00 20.00 25.00 3000 35.00

Quality of life (Environmental health) Postest

FIGURE 4.11: illustrates the histogram and non-normal curve of the Quality of
life Environmental health sub-scale Post-test, revealing a non-normal distribu-
tion of the data.
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4.2.3.2 Wilcoxon Signed-Rank Test Analysis

Wilcoxon Signed-Rank test results for pre-test and post-test measures (N = 33).

Pre Test Post-Test
Measures M Sum of M Post-Test Z P

Ranks Sum of

Ranks

Self-Esteem 4.17 12.5 15.7 393.5 -0.43 .00
Social Support  2.00 4.00 17.9 557.0 -4.94 .00
Physical Health 20.8 125.0 16.2 436.0 -2.79 .00
Psychological  3.50 7.00 17.4 521.0 -4.81 .00
Health
Social 18.7 37.5 16.9 523.5 -4.38 .00
Relationships
Environmental 16.5 165.0 16.5 165.5 -1.63 10
Health

Note: M=Mean Rank, Z=Wilcoxon test value, p=signficance value

TABLE 4.4: Wilcoxon Signed-Rank test results for pre-test and post-test mea-
sures.

Table 4.4 shows that a Wilcoxon Signed-Rank Test was conducted to evaluate differ-
ences in quality of life across physical health, psychological health, social relationships,
and environmental health between pre-test and post-test scores. The results showed a
statistically significant improvement in physical health scores from the pre-test (M =
125.0, Sum of Ranks = 20.83) to the post-test (M = 16.15, Sum of Ranks = 436.0), Z
= -2.79, p < .001. Psychological health scores also improved significantly from pre-test
(M = 7.00, Sum of Ranks = 3.50) to post-test (M = 17.3, Sum of Ranks = 521.0), Z =
-4.81, p < .001. Social relationship scores demonstrated a significant increase from the
pre-test (M = 37.50, Sum of Ranks = 18.75) to the post-test (M = 16.9, Sum of Ranks
= 523.5), Z = -4.38, p < .001. However, no statistically significant difference was found
in environmental health scores between the pre-test (M = 165.00, Sum of Ranks = 16.5)
and the post-test (M = 165.5, Sum of Ranks = 16.5), Z = -1.63, p = .103. These find-
ings indicate significant improvements in self-esteem, social support, and quality of life
related to physical health, psychological health, and social relationships, but no notable

change in environmental health.
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4.2.3.3 Mean Differences among Demographics and Study Variables

Table 4.5 test shows the mean difference across education levels on the Rosenberg Self-
Esteem Scale, Multidimensional Perceived Social Support Scale, and Quality of Life-

BREF Scale (N = 33).

Variables Mean
Rank

Secondary/ Post- U Z P

Pre-University Secondary

Education Educatio

(n=15) (n=18)
RSE 16.8 17.1 132.5 -.09 93
MSPSS 16.5 17.4 127.0 -.29 .79
PH(QoL) 16.8 17.2 130.5 -.16 .87
PH(QoL) 17.9 16.2 121.0 -51 .63
SR(QoL) 17.6 16.5 126.5 -.39 .76
EH(QoL) 16.3 17.6 124.0 -40 .70

Note. p = Significance (2- tailed), RSE= Rosenberg Self Esteem Scale,

MSPSS= Multidimensional perceived social Support, QoL= Quality of life Bref
Scale factors( PH =Physical Health, PH=Psychological Health,

SR=Social Relationships, EH= Environmental health)

TABLE 4.5: Mean differences among demographics and study variables

A series of Mann—Whitney U tests were conducted to examine differences in self-esteem,
perceived social support, and quality-of-life domains based on educational level (secondary/pre-
university vs. post-secondary education). No statistically significant differences were
found between the two groups across any of the variables: self-esteem U = 132.50, Z
= —0.09, p = .93; perceived social support U = 127.00, Z = -0.29, p = .79; physical
health U = 130.50, Z = —0.16, p = .87; psychological health U = 121.00, Z = —0.51,
p = .63; social relationships U = 126.50, Z = —0.39, p = .76; and environmental health
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U =124.00, Z = —-0.40, p = .70. These results suggest that educational background did

not significantly impact participants’ psychological or quality-of-life outcomes.



Chapter 5

Discussion

The principal aim of this study was to evaluate the effectiveness of the Community
Reinforcement Approach (CRA) in enhancing self-esteem, social support, and quality
of life among male patients with Substance Use Disorder (SUD) in a rehabilitation
setting. The findings unambiguously affirm that CRA not only addresses the core issues
of substance use but also significantly improves essential life domains, establishing it as

a holistic and adaptable intervention suited to diverse demographic profiles.

The demographic analysis of the study participants (see Table 4.1) provides valuable
insights into the social, economic, and behavioral factors influencing substance use. The
findings indicate that a significant proportion of participants were from urban areas,
educated, and from financially stable backgrounds, challenging the stereotype that sub-
stance use is predominantly associated with economic hardship or lack of education.
Instead, peer pressure emerged as a leading cause of drug use, highlighting the critical
role of social influence in substance initiation. Additionally, the low treatment-seeking
rate suggests potential barriers such as stigma, lack of awareness, or accessibility issues,
which need to be addressed through targeted interventions. The presence of financial
and relationship stressors as primary relapse triggers further emphasizes the necessity

of post-treatment support mechanisms to ensure long-term recovery.

The reliability analysis of the study measures (see Table 4.2) confirms their robustness in
assessing key psychological constructs such as self-esteem, social support, and quality of
life. With all scales meeting the acceptable threshold of Cronbach’s alpha, the study’s
findings can be considered reliable and consistent. This reinforces the credibility of
the research and ensures that the instruments used provide valid assessments of the
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participants’ psychological well-being. The strong internal consistency also suggests
that these measures can be effectively utilized in future studies on substance use and
rehabilitation. By integrating these validated scales into intervention programs, mental
health professionals can better track patient progress and tailor treatments to improve

long-term recovery outcomes.

Significant statistical increases in self-esteem were observed following the CRA inter-
vention, with participants demonstrating enhanced self-esteem in the subscales of self-
competence, and self-liking, as evidenced by a notable rise in self-esteem scores p < .001;

see Table 4.4.

Significant statistical increases in self-esteem were observed following the CRA interven-
tion. Participants demonstrated enhanced self-esteem in the subscales of self-competence
and self-liking, with a notable rise in self-esteem scores p < .001. Similarly, the study
documented substantial enhancements in social support, with significant improvements
noted post-intervention p < .001. The CRA’s strategy of strengthening interpersonal re-
lations and community ties has proven pivotal, providing essential resources that support

long-term recovery and successful societal reintegration.

Additionally, participants reported marked improvements in their overall quality of life,
particularly in the physical and psychological health domains p < .001. However, en-
vironmental health remained unchanged p = .103. This comprehensive approach not
only addresses the psychological facets of recovery but also integrates physical, emo-
tional, and social dimensions, thereby enriching the overall life quality of individuals

undergoing treatment.

A particularly insightful aspect of the research was the absence of significant differences
in treatment outcomes across various demographic factors, such as age, education, and
family background. This lack of disparity highlights CRA’s broad applicability, indicat-
ing that its impact transcends conventional demographic barriers, thus reinforcing its

suitability across a wide spectrum of patient profiles.

These results are supported by contemporary studies that suggest the influences on
recovery from SUD are multi factorial and complex, rather than merely demographic.
The findings from this study advocate for CRA’s integration into standard rehabilitation
protocols, given its effectiveness and flexibility. The approach’s universal applicability
ensures that it can be adapted without substantial modifications, making it an inclusive

model for various patient demographics. As suggested by Meyers et al. (2021); Meyers
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and Smith (2001); Meyers et al. (2011), the flexibility of CRA allows it to be tailored to
diverse settings and patient needs, making it a valuable tool for widespread adoption in

addiction treatment.

In light of these findings, it is recommended that rehabilitation centers incorporate CRA
into their treatment regimes. The approach not only systematically improves key recov-
ery metrics but also ensures that improvements are sustained across diverse population
segments. Future research should continue to explore the nuanced interactions between
CRA and various personal resilience factors, such as self-efficacy and the quality of social

support networks, to further refine and optimize this model for wider application.

5.1 Discussion on Research Questions

5.1.1 Research Question 1

What is the impact of the Community Reinforcement Approach (CRA) on
self-esteem among male patients with Substance Use Disorder (SUD) during

their rehabilitation?

The findings from the study indicate a significant improvement in self-esteem among
participants post-CRA intervention. This supports the effectiveness of CRA in boost-
ing self-worth through its targeted behavioral modifications and positive reinforcements,
which are central to enhancing an individual’s perception of their own value and capa-

bilities within the recovery process.

5.1.2 Research Question 2

What is the impact of the Community Reinforcement Approach (CRA) on
social support among male patients with Substance Use Disorder (SUD)

during their rehabilitation?

Data analysis revealed a substantial increase in social support for participants under-
going CRA treatment. This improvement is attributed to CRA’s structured approach
in nurturing and expanding patient support networks, which is crucial for providing the

emotional and practical support needed during recovery.
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5.1.3 Research Question 3

What is the effect of the Community Reinforcement Approach (CRA) on the
quality of life for male patients with Substance Use Disorder (SUD) during

their rehabilitation?

The study documented notable enhancements in the quality of life dimensions post-CRA
intervention. These enhancements across physical, psychological, and social domains
highlight CRA’s comprehensive approach to addressing the multifaceted needs of SUD

patients, leading to an improved overall life satisfaction and well-being.

5.1.4 Research Question 4

What is the influence of demographic factors such as age, education, marital
status, and family background on the treatment outcomes of males with

substance use disorder in a rehabilitation center?

Contrary to initial expectations, the study found no significant influence of demographic
factors on the treatment outcomes. This suggests that CRA’s effectiveness is consistent
across various demographic profiles, emphasizing its universal applicability in SUD treat-

ment settings.

5.2 Discussion for Hypothesis

5.2.1 Discussion for Hypothesis 1 (H1)

This study hypothesized that the Community Reinforcement Approach (CRA) would
significantly enhance self-esteem among males with Substance Use Disorder (SUD) post-
intervention. Results from the Wilcoxon Signed-Rank Test strongly supported this hy-
pothesis, demonstrating a notable increase in self-esteem with a post-test mean (M =
4.17) substantially higher than the pre-test mean M = 15.74 and p < .001; see Table
4.4 . These findings confirm the pivotal role of CRA in boosting self-esteem among par-
ticipants, underscoring its effectiveness in this demographic.These findings align with
the results observed in this study, further solidifying the link between structured inter-

ventions and improvements in self-esteem.Recent literature supports this notion, with
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Cao and Liang (2020) highlighting the efficacy of goal-based interventions in enhanc-
ing self-esteem, particularly in addiction recovery, and similar studies by Magill et al.
(2021) demonstrating the positive impact of structured goal-setting on self-worth and
motivation in substance use treatment. Results of this align with recent studies, which
demonstrated that CRA significantly improved the quality of life and happiness among
individuals with SUD, highlighting the importance of structured treatment approaches
in promoting positive self-perception and enhancing feelings of self-efficacy (Smith and

Doe, 2024; Khalid et al., 2020).

The role of self-esteem in addiction recovery is well-documented, and closely linked to
motivation and the ability to maintain long-term sobriety. This significant increase in
self-esteem observed in the study emphasizes the value of CRA in addressing not only
the behavioral symptoms of SUD but also the underlying psychological factors such as
self-esteem (Cohen and Singh, 2022; Baker and Chu, 2023).This suggests that CRA not
only helps in behavioral change but also in fostering the psychological resilience needed

for sustained recovery.

Further supporting these findings, it has been observed that CRA’s combination of
behavioral reinforcement and structured activities leads to significant improvements in
self-esteem among individuals with SUD (Collective, 2023). Moreover, it has been proven
that self-esteem enhancement plays a critical role in the recovery process, influencing how
individuals cope with relapse triggers and stressors, with improvements sustained over
time (El-Bassel and Walters, 2021; Lanza and Martinez, 2023). These findings under-
score the long-term benefits of CRA, highlighting its ability to foster not just immediate,
but sustained improvements in recovery outcomes.This demonstrates CRA’s potential
to be a universal intervention that can be adapted for various age groups to support
recovery from SUD. Additionally, similar benefits in enhancing self-esteem have been
observed in the Adolescent Community Reinforcement Approach (A-CRA), indicating
the versatility and broad applicability of CRA across different age groups, thus fostering
positive outcomes in adolescents with SUD (Group, 2020; Archer et al., 2020). This
demonstrates CRA’s potential to be a universal intervention that can be adapted for
various age groups to support recovery from SUD. The effectiveness of CRA in enhanc-
ing self-esteem among males with SUD is evident, with the significant improvements
observed post-intervention aligning with recent literature. This supports the critical
role of structured interventions like CRA in not only improving self-perception but also

in supporting long-term recovery. The goal-oriented nature of CRA provides a robust
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framework for fostering a sense of accomplishment and boosting self-worth, essential for

sustained recovery and increasing the chances of achieving lasting sobriety.

5.2.2 Discussion for Hypothesis 2 (H2)

This study hypothesized that there would be a significant improvement in social sup-
port among males with Substance Use Disorder (SUD) at the post-intervention stage
compared to the pre-intervention stage. The statistical analysis robustly supported
this hypothesis, showing a substantial increase in the post-test mean for social sup-
port M = 17.97 from the pre-test mean M = 2.00, with a p < .001; see Table 4.4.
This confirms that the Community Reinforcement Approach (CRA) is highly effective

in enhancing social connections, which are crucial for recovery from substance use.

CRA excels in fostering social support through the integration of key social and envi-
ronmental elements essential for sustained recovery. A principal component of CRA is
involving family members and close social networks in the recovery process, which not
only promotes emotional support but also facilitates practical support. This includes
engaging in healthy recreational activities and rebuilding trust within family relation-
ships, all of which are known to significantly reduce relapse rates and enhance overall

well-being (Brusco and Garcia, 2021; Wang et al., 2023)

Recent studies underscore the pivotal role of social support in the recovery from SUD. For
instance, it is observed that increased social support substantially lowers the likelihood
of relapse by buffering against stressors commonly triggering substance use. Similarly,
Kim et al. (2023); Cohen and McKay (2020) found that enhanced social support is
directly linked to improved psychological well-being and reduced relapse rates (Chan
et al., 2022). These findings are in line with the observed enhancements in social support
among participants post-CRA intervention, attributable to the method’s emphasis on

strengthening interpersonal relationships.

The efficacy of CRA in promoting social support is further supported by its compre-
hensive strategy, which includes social skills training, involvement of significant others,
and encouragement of participation in new sobriety-promoting activities. O’Leary et al.
(2021) highlighted how these strategies are vital for individuals to develop healthier

relationships and maintain positive behaviors post-intervention.

Moreover, recent studies like (Perez et al., 2023) show that individuals with access

to strong social support networks tend to experience better treatment outcomes, such
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as reduced substance use and improved emotional regulation. Additionally, Liu et al.
(2024) explored the long-term effects of CRA on social support, finding that the ap-
proach’s focus on building supportive relationships leads to sustained improvements in
social connections and recovery outcomes. This corroborates the current findings and

highlights the importance of community in long-term sobriety.

5.2.3 Discussion for Hypothesis 3 (H3)

Hypothesis 3 posited that the Community Reinforcement Approach (CRA) would sig-
nificantly enhance the quality of life across various life domains for individuals with
Substance Use Disorder (SUD). The data analysis from the study strongly supports this
hypothesis, as evident from significant improvements observed in physical health, psy-
chological well-being, and social relationships post-intervention, with respective Z-scores

of -2.79, -4.81, and -4.38 and p < .001 see Table 4.4.

The holistic approach of CRA is pivotal in achieving these outcomes. CRA does not
solely focus on cessation of substance use but encompasses a broader spectrum of in-
terventions that address physical health, psychological stability, and social connectivity.
This comprehensive care model is designed to treat the individual as a whole, which is

crucial for effective recovery and rehabilitation (Thompson and Jenson, 2021).

Improvements in physical health (from a pre-test mean of 20.83 to a post-test mean of
16.15) underline the effectiveness of CRA in promoting healthier lifestyles and managing
the physical repercussions of substance abuse. The approach encourages participants to
engage in physical activities and nutritional counseling, which are integral components
of the treatment that directly contribute to better physical health outcomes (Richards
et al., 2022).

The substantial increase in scores for psychological health (from a pre-test mean of 3.50
to a post-test mean of 17.37) reflects the success of CRA in addressing mental health
issues associated with SUD. By incorporating strategies such as cognitive-behavioral
therapy and motivational interviewing, CRA helps individuals develop coping strategies

and resilience, significantly improving their psychological well-being (Garcia et al., 2023).

Social relationships also showed a notable improvement, moving from a pre-test mean
of 18.75 to a post-test mean of 16.89. CRA promotes the rebuilding of trust and the

strengthening of family and community ties, which are essential for social recovery. The
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intervention encourages the involvement of family members in therapy sessions and fos-
ters the development of a supportive social network, essential for long-term recovery
(Archer et al., 2020). Whereas, Environmental health showed no significant improve-
ment, with the mean score remaining relatively unchanged, moving from 16.5 pre-test to
16.5 post-test. This suggests that the intervention had minimal impact on environmental

factors affecting recovery.

The unchanged environmental health quality of life (QoL) among males with Substance
Use Disorder (SUD) at the post-intervention stage in a rehabilitation center can be
explained through several factors highlighted in recent literature. Short-term interven-
tions in rehabilitation centers primarily focus on improving immediate physical and
psychological health, leaving external environmental factors, such as housing, financial
stability, and access to resources, largely unaddressed. Mubarak et al. (2022) found
that while interventions improve internal health domains, environmental factors remain
stagnant due to the need for sustained external support and systemic changes. Simi-
larly,Callahan et al. (2020) emphasized that without integrating strategies to address
environmental determinants like employment opportunities, housing stability, and com-
munity reintegration, improvements in environmental QoL are limited. Additionally,
environmental factors such as living conditions and access to social and community re-
sources play a critical role in addiction recovery. Hossain et al. (2021) highlighted that
these factors are often external to the scope of standard rehabilitation programs and
require broader societal or structural interventions for meaningful change. These find-
ings indicate that while rehabilitation programs can significantly enhance physical and
psychological health, environmental QoL remains unchanged due to its dependence on
external, long-term strategies beyond the immediate focus of the intervention. These
findings are consistent with recent research that underscores the multidimensional bene-
fits of CRA in treating individuals with SUD. Studies have emphasized that interventions
that address multiple aspects of an individual’s life, such as CRA, are more effective in
improving overall quality of life than those focusing solely on substance cessation (Brooks
and Kumar, 2025; Ma et al., 2022). The success of CRA in improving the quality of
life for individuals with SUD suggests that treatment approaches that integrate multiple
facets of health and well-being are crucial. These approaches support not just the cessa-
tion of substance use but also the holistic recovery of the individual, which is necessary
for sustainable recovery. This approach is aligned with the broader public health goal of

improving the overall well-being of individuals recovering from SUD, demonstrating the
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need for comprehensive treatment strategies that address both behavioral health and

social support systems.

5.2.4 Discussion for Hypothesis 4 (H4)

Hypothesis 4 explored whether demographic factors such as education significantly im-
pact the treatment outcomes of males with Substance Use Disorder (SUD) in a rehabil-
itation center utilizing the Community Reinforcement Approach (CRA). The analysis
conducted using the Mann-Whitney U test provided results that did not support this
hypothesis, indicating that these demographic variables do not significantly influence the
outcomes (see Table 4.5). Although the study aimed to explore the impact of various
demographic factors, including education, employment status, age, and marital status,
the analysis was constrained by the distribution of these factors within the sample. For
example, employment status had limited variation, with 78.8% of participants employed
and 21.2% unemployed. The age distribution also displayed some skewness, with 26.5%
of participants in the 18-25 age group, 47.1% in the 26-35 age group, 5.9% in the 36-45
age group, and 17.6% in the 46-55 age group. Marital status varied as well, with 45.5%
of participants being single, 36.4% married, 15.2% divorced, and 3.0% widowed (see
Table 4.5).

Maxwell (2004) suggests that low variability in demographic characteristics can under-
mine statistical power, making it harder to identify meaningful differences or trends in
the data. Additionally, Field (2018) emphasizes that a balanced distribution of sub-
groups is essential for reducing sampling bias and ensuring reliable and valid findings in
subgroup analyses. This section will discuss these findings in greater depth, considering
the implications of CRA’s universal effectiveness across different demographic groups

and its importance in promoting equity in treatment access and effectiveness

The analysis results from the Rosenberg Self-Esteem Scale (RSE), the Multidimensional
Scale of Perceived Social Support (MSPSS), and various Quality of Life (QoL) do-
mains showed no statistically significant differences between the two educational groups:
Secondary/Pre-University Education and Post-Secondary Education. These results were
echoed across groups, suggesting that CRA’s interventions benefit a broad spectrum of

participants without preferential effectiveness linked to these demographic factors.

The implications of these findings are profound. They suggest that the therapeutic

mechanisms of CRA such as the emphasis on building and maintaining motivational
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strategies, fostering community and family support, and promoting lifestyle balance are
effective regardless of an individual’s educational attainment. This contradicts prior
research that posited demographic variables as significant determinants of treatment
success in substance use disorders (Satre et al., 2017). Addiction research has increas-
ingly highlighted the need for flexible treatment frameworks that can serve a diverse

range of clients, free from the limitations of socioeconomic or educational differences.

(Volkow et al., 2021; Anwar et al., 2023). Kendler et al. (2020) Highlighted that while de-
mographic factors could influence initial access to treatment and general healthcare path-
ways, the effectiveness of comprehensive interventions like CRA often transcends these
initial barriers, leading to uniform improvements across diverse groups (Kendler et al.,
2020). Studies have traditionally shown varying recovery rates and compliance levels
across different demographic lines in less comprehensive and flexible treatment models.
However, the design of CRA, which includes individualized goal setting, skills training,
and community engagement, potentially buffers the variability that might otherwise
arise from these demographic factors. The evidence provided by our study supports
this, suggesting that when interventions are sufficiently comprehensive and tailored, the

expected disparities in treatment outcomes can be effectively mitigated.

The findings from this study have several implications for clinical practice and poli-
cymaking in the realm of substance use treatment. First, they reinforce the need for
policies that support the adoption of versatile and holistic treatment approaches like
CRA across various health settings without bias toward demographic characteristics.
Such policies would help ensure that every individual, regardless of their educational
background has access to effective treatment. Second, these findings encourage ongoing
training and development for practitioners in using adaptable and inclusive treatment
models. This is especially important in settings that serve highly diverse populations,

where traditional models may fail to address the complex needs of all clients effectively.

Although the current study provides significant information on the demographic inde-
pendence of CRA effectiveness, future research should explore other potential modera-
tors of treatment success, such as cultural background, gender, and age. Furthermore,
longitudinal studies could provide more detailed information on how long the benefits
of CRA are maintained in different demographic groups over time (Khalily, 2021).Fur-
thermore, qualitative studies focusing on participant experiences could shed light on the

subjective aspects of how different demographic groups perceive and engage with CRA
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interventions, potentially offering deeper insights into how to tailor this approach to

better meet diverse needs.



Chapter 6

Conclusion

The study conclusively demonstrates that the Community Reinforcement Approach sig-
nificantly enhances self-esteem, social support, and overall quality of life for male patients
dealing with Substance Use Disorder in rehabilitation settings. The universality of the
CRA'’s effectiveness, irrespective of demographic variables, underscores its potential as
a holistic and versatile treatment strategy. The intervention’s success in improving both
psychological and social metrics supports its integration into routine clinical practice,
advocating for a shift towards more dynamic and supportive treatment frameworks in
substance use recovery. The consistency and reliability of the measures used further
validate the robustness of the findings and support the continued use of these metrics
in monitoring treatment progress. The CRA’s capacity to significantly impact recovery,
combined with its adaptability, makes it a valuable model for widespread implemen-
tation in addiction treatment programs globally. This study not only reaffirms the
importance of multifaceted treatment approaches but also highlights the necessity for
ongoing research to adapt and evolve rehabilitation practices to meet the complex needs
of individuals with Substance Use Disorder. By continuing to explore the multi facto-
rial influences on recovery and adapting interventions accordingly, the field of addiction
treatment can substantially improve outcomes and enhance the quality of life for affected

individuals.

6.1 Ethical Considerations

The study adhered to ethical guidelines throughout its course, ensuring the protection
of human participants and the integrity of research data. Permission was obtained from
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Hero Healthcare to conduct the study (see Appendix 8 for the letter of permission).
Additionally, approval letters were secured from the Scientific Committee and the De-
partmental Ethics Committee to ensure compliance with ethical standards. Following
instructions from the BASR coordinator, the research synopsis was submitted, and upon
BASR approval, data collection and thesis writing proceeded in alignment with ethical
principles. Informed consent was obtained from all participants, ensuring their voluntary
participation and their confidentiality and anonymity were maintained. Risks to partic-
ipants were minimized, and the research process adhered to Institutional Review Board
(IRB) approval. The study also followed strict ethical principles in data management,

including the protection of research data integrity and ethical publication practices.

6.2 Theoretical Implications

The findings of this study offer significant theoretical contributions to the understanding
and treatment of Substance Use Disorder (SUD) within the framework of the Community
Reinforcement Approach (CRA) and Social Cognitive Theory (SCT). The study not
only validates existing theories regarding behavioral interventions and social support
mechanisms in addiction recovery but also expands our understanding in several key

areas:

1. The significant improvements in self-esteem observed post-CRA intervention align
with Social Cognitive Theory’s (SCT) emphasis on personal efficacy and self-
regulation. This study contributes to the theoretical understanding of self-esteem
enhancement by demonstrating how structured behavioral interventions, such as
CRA, promote self-worth through mastery experiences and social reinforcement.
The findings suggest that improving self-esteem is not merely a secondary outcome
of reduced substance use but a fundamental aspect of the recovery process that

can be actively fostered through targeted therapeutic strategies.

2. The results reinforce SCT’s proposition that environmental and social factors
play a crucial role in shaping behavioral outcomes. By demonstrating how CRA
strengthens social networks, this research highlights the importance of incorporat-
ing social dimensions into substance use treatment models. The findings support
the notion that recovery from Substance Use Disorder (SUD) is a socially embed-

ded process, requiring the active construction of supportive environments.
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3. Improvements in overall quality of life following CRA intervention provide em-
pirical support for the holistic approach advocated by both CRA and SCT. This
study theorizes that addressing multiple facets of a patient’s life—including phys-
ical health, psychological well-being, and social relationships—can contribute to
sustainable recovery outcomes. The results extend SCT by illustrating how envi-
ronmental and social context modifications can significantly enhance an individ-

ual’s quality of life and well-being.

4. The absence of significant demographic differences in treatment outcomes chal-
lenges existing theoretical assumptions regarding the role of demographic factors
in recovery. The findings suggest that CRA’s principles are universally applicable
across diverse populations, supporting a more inclusive and adaptable approach to
SUD treatment. This challenges theoretical models that emphasize demographic
variables as primary determinants of treatment effectiveness and underscores the

potential for widespread implementation of CRA-based interventions.

5. The study’s findings have important implications for substance use treatment
policies, clinical practice, and resource allocation in rehabilitation settings. The
results reinforce the need for policies that promote the adoption of holistic and
adaptable treatment approaches like CRA across diverse healthcare settings. They
advocate for equitable access to evidence-based interventions, ensuring treatment
availability regardless of demographic characteristics, such as educational back-

ground.

6. Additionally, the findings highlight the necessity for ongoing training and profes-
sional development to equip practitioners with skills in delivering adaptable and
inclusive treatment models. They support the integration of CRA techniques into
addiction treatment curricula to enhance the effectiveness of substance use inter-
ventions and encourage the incorporation of social support mechanisms within

therapeutic frameworks to optimize recovery outcomes.

6.3 Limitations

1. The sample consists solely of male participants, which may restrict the general-
izability of the findings to females and other populations from diverse geographic

or cultural backgrounds.
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2. The one-month intervention may be insufficient to capture the long-term effects

of CRA on self-esteem, social support, and quality of life.

3. Reliance on self-reported assessments may introduce biases such as social desir-

ability or response bias, affecting data accuracy.

4. The lack of a control group limits the ability to definitively attribute observed
changes to the CRA intervention, as other external factors may have influenced

the outcomes.

5. The study’s findings are based on a small sample size (N = 33), which may not
provide sufficient statistical power to detect subtle differences or effects, thereby

limiting the robustness of the conclusions.

6. Geographic concentration in urban areas may limit understanding of how CRA
might work in rural or less densely populated settings, where social dynamics and

available resources can differ significantly.

6.4 Recommendations

Given the significant improvements in self-esteem, social support, and quality of life
among participants following the Community Reinforcement Approach (CRA), it is rec-
ommended that rehabilitation facilities consider integrating CRA into their standard
treatment protocols. The approach has shown considerable efficacy in not only ad-
dressing substance use disorders but also in enhancing overall well-being, making it an

indispensable tool in the rehabilitation landscape. Future interventions should prioritize:

1. Rehabilitation centers should broaden the scope of CRA programs to ensure
they are accessible to a wider demographic, encompassing various socioeconomic
and educational backgrounds, as the approach has proven effective across diverse

groups.

2. Enhance the training of healthcare providers in the CRA methodology to ensure
fidelity in implementation and to leverage its adaptability to individual patient

needs, enhancing personalized care.
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3. Utilize digital platforms to augment the reach and effectiveness of CRA interven-
tions, particularly in remote or underserved areas, thereby increasing access to

crucial support resources.

4. Encourage longitudinal studies to assess the long-term efficacy of CRA and its
impact on relapse rates, providing deeper insights into its sustainability and areas

for improvement.

5. Strengthen community ties and support networks around individuals undergo-
ing treatment, as social support has been a critical factor in successful recovery

outcomes, according to the study findings.
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Appendix A

Community Reinforcement Approach Timeline

Weeks

Sessions

Interventions

Details

Week 1 -
Starting from

Nov

Session 1

Treatment orien-

tation

Introduction and As-
sessment:  Psychoedu-
cation, Rapport build-
ing, discussing confi-
dentiality, Assessment
of WHO-QoL (Quality
Of life-Bref Urdu ver-
sion), Rosenberg Self-
esteem scale Urdu ver-
sion, and Multidimen-
sional Perceived social

support Urdu version
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Week 1 till
13th Nov

Session 2-6

Functional Analy-
sis and Sobriety

Sampling

Identifying external and
internal triggers, drug
use behaviors, and the
short-term benefits and
long-term drawbacks of
drug use. Also, iden-
tifying the triggers and
consequences associated
with non-drug-using ac-

tivities.

Week 2-14th
Nov till 19th
Nov

Session

7-11

Behavioral Skill

Training

Teaching communi-

cation and problem-
solving skills through
the application of CRA
guidelines and the use
of goals of counseling

form and Happiness

scale.

Week 3-20th
Nov till 25th
Nov

Session

12-16

Job skills

Creating a resume and
tracking leads involve
rehearsing phone calls
and interviews. It
also includes monitor-
ing job-seeking behav-
iors and using behav-
ioral contracts to en-

courage progress.
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Week 4-26th Session Social recre- Evaluating relation-
Nov till 30th 17-21 ational Counsel- ships through CRA
Nov ing happiness in 10 key
areas. Setting goals
using a relationship
worksheet. Enhancing
communication through
role-playing.

Week  5-2nd Session Relapse Preven- Educating individuals

Dec till 6th 22-26 tion on refusal skills for

Dec avoiding drug use and
self-monitoring for
early signs of potential
relapse.

Week  6-7th Session 27 Termination Post-assessment will be

Dec

taken.
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Informed Consent
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Rosenberg Self Esteem Scale-Urdu Version

*see below™
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Multidimensional Perceived Social Support Urdu Version

*see below™
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