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Abstract--- An enhanced understanding of therapeutic alliance in drug treatment settings as a peer support
community facilitates recovering counselors (RC) and clients in the passage of recovery. The current study explored
the therapeutic alliance between recovering counselors (RC) and their clients in a non-governmental drug treatment
and rehabilitation centre. It aims to explore the therapeutic alliance of recovering counselors — client relationships
and interaction that influence recovering journey. In this study, recovering counselor (RC) refers to experienced and
qualified counselors who have completed a Therapeutic Community (TC) program. An in-depth case study was
conducted involving 3 pairs of counselors and clients who volunteered to participate in the study. The data were
collected through 16 in—depth interview sessions, observations, and personal reflections. The qualitative data
suggest that the experience of therapeutic alliance was represented by three major themes; 1) therapeutic
relationship, 2) spirituality, and 3) successful recovery and behavior change. Each pair of counselors-clients
reflects a different level of therapeutic experience as the clients make progress from primary treatment to re-entry
phases. The findings help to enhance the knowledge on how a therapeutic alliance helps both counselors and clients
to flourish as a progressive individual. This study suggested that recovering counselors become a role model for
clients to sustain their recovery and motivation for behavior change. However, further investigations are needed to

support the current findings. Implications for future study are also discussed.

Keywords--- Therapeutic Alliance, Spirituality, Behavior Change.

I. INTRODUCTION

The therapeutic alliance is considered an integral part of a successful treatment, by facilitating of ability
therapeutic response between patients and their counselors (Orlinsky, Ronnestad, & Willutzski, 2004). The
counseling relationship is interchangeably known as therapeutic relationship or working alliance (Bordin, 1994).
Barrazzone et al. (2012) found that a therapeutic alliance was established in three stages (1) establishing, (2)
developing, and (3) maintaining. A collaborative bond between patient and therapist (Krupnick et al., 1996) is
considered as “the quintessential integrative variable”. In other words, the perceptions of the therapeutic alliance are
come from the patient’s, the therapist’s and outside observers. It is flexible as expressed in such concepts as rupture
and repair (Safran J.D, Muran J.C, Samstag, and L. W& Steven. C (2001). Additionally, unconditional positive
regard and empathy are factors on the therapeutic role (Rogers, 1951). Remarkably, a few studies have provided

evidences in supporting the significant impact of quality therapeutic alliance on the recovering counselors and
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clients (Amat, 2013; Ham, LeMasson, & Hayes, 2013; Ham, 2009). Taylor et al. (2015) also reported that
therapeutic alliance develops as a natural process in supporting positive treatment process which influences a
successful therapy (Cloitre, Miranda, Stovall-McClough, & Han, 2005; Cloitre, Stovall-McClough, Miranda, &
Chemtob, 2004; Meier, Barrowclough, & Donmall, 2004; Oene, Schippers, De Jong, & Schrijvers, 2001).

Il. LITERATURE REVIEW
2.1 Therapeutic Alliance

The working alliance can be defined as a collaboration in counseling, which requires altruistic feeling and
emotional connections in the process of helping the client (Corsini & Wedding., 2011; Hanson et al., 2002; Munder
et al., 2010). Bordin (1994) defines therapeutic alliance based on three essential elements: (1) agreement between
client and therapist related to the goals, (2) similar agreement to complete the tasks, and (3) development of a bond
between client and therapist. It is important to note that the term therapeutic alliance is typically interchangeable
with working alliance. There is a myriad of empirical evidences that support the value of establishing a strong
therapeutic patient—clinician alliance. (Orlinsky et al., 2004; Barber et al., 2006 and Barber, Khalsa, & Sharpless;
2010).

Colson et al. (1991) reported that working alliance was difficult with clients who were defiant and oppositional
(Bettmann & Jasperson, 2009). Additional factors affecting a positive outcome in the working alliance include
strong partnership and treatment commitment (Dinger et al., 2008). Overholser (2002) discussed the core conditions
of genuineness, unconditional positive regard, and empathy as the main components of a relationship that lead to a

strong working alliance.
2.2 Spirituality

Besides therapeutic alliance, spirituality in drug treatment and addiction recovery has received a considerable
attention in recent years. (Dermatis & Galanter, 2016; Giordano, et al., 2015; Ham, 2009; Kurtz & White, 2015;
Mustain, & Helminiak, 2015). Within the recovery community, spirituality issues have received a major influence
from Alcohol Anonymous (AA) and other twelve step approaches. The twelve-step culture emphasizes on the
existence of higher power or God and helps the recovering addicts to reconnect to this superior power over their
sense of powerless in managing their addiction towards substance (Alcoholic Anonymous World, 1952). Therefore,
there are abundant of substance abuse treatment that have incorporated spiritual element in their program. In
recovery, the content of spirituality is translated into sense of gratitude, humility, tolerance, forgiveness, being at

home and internally support an individual (Kurtz & White, 2015).

Individuals who are in the process of addiction recovery frequently cite spirituality as a helpful influence.
Spirituality and religiousness are also considered multidimensional constructs that can cover cognitive, spiritual,
behavioural, existential, social components and ritualistic. (Connors, Tonigan, & Miller, 1996; Miller & Thoresen,
2003). Alexandre B.L, Keith. M and William. L.W (2006) have reported on several group of researchers studies has
investigated the role of religion and spirituality that indicate positive for those individuals struggling with chronic,

terminal illnesses and also as recovery capital-buffering stress and enhancing life satisfaction. This is supported by
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other studies (Ellison, 1991) that with strong religious faith compared to those with low or no religious faith will
affect their level of life satisfaction, impact of traumatic life events and well-being. Subsequently, evidence in this
area often report that religiousness and spirituality are critical factors in the recovery process and can minimizing
substance use behavior (Morjaria & Orford., 2002; Margolis R, Kilpatrick A., Mooney B., 2000).

2.3 Motivation for Change and Readiness for Treatment

Motivation can be understood as probability that a person will enter into, continue, and stick fast to a specific
change strategy (Miller & Rollnick, 1991). As stated by Miller (1999), motivation approaches described in this
Treatment Improvement Protocols (TIP) motivation are (i) key to change (ii) dynamic and fluctuating (iii)
multidimensional (iv) influneced by social interactions (v) can be modified (vi) influneced by the clinician’s style

and (vii) the clinician’s task is to elicit and enhance motivation.

The main aspects of motivation to success in substance abuse treatment are desire to seek help, problem
recognition and readiness to engage in treatment (Jennifer E.B, Danica K.K, Rachel.D.C, George W.J & Patrick
M.F, 2015). Following the suggestions of Miller and Rollnick (1991), unmotivated client is those who not to engage

in treatment and client need to responsibility for motivation theirself.

Prochaska and DiClemente (1983) introduced the Trans-Theoretical Model of Behavior Change (TTM) to
measure change behavior. During the pre-contemplation stage, individuals do not think their behavior is problematic
for them. During the contemplation stage, they have thought seriously about changing their behavior, but no changes
in action takes place. After they have time to seriously think about changing their behavior, they start to take
initiative by changing it; this is called the preparation stage. When individuals successfully change their behavior,
they have moved to the action stage. An individual who can perform a new behavior for more than six months is in

the maintenance stage.

A vast number of literature has suggested that therapeutic alliance is a core element of successful treatment
process and outcome. Therefore, it is believed that qualified and experienced recovering counselors and clients are
necessary to establish the connection and relationship. Ham, LeMasson, and Hayes, (2013) highlighted that the lived
experiences of recovering counselors open their doors to help recovering clients to recover, feel a sense of empathy
and achieve a level of understanding. This can be successfully obtained by closely establishing contacts with clients,
and sharing personal life experience of recovery, which in turn strengthen the therapeutic alliance. Considering this
matter, the development of therapeutic relationship for successful drug treatment process and outcome can only be

captured through rich and in-depth qualitative inquiry.

Merriam (2009) suggested that, in a qualitative inquiry, it is useful to get sample from which the most can be
learned. To learn the most from this study, Romney et al. (1986, p. 326) suggested to select those who “possess a
certain degree of expertise about domain of inquiry”. Therefore, this study aims (1) to explore the underlying
therapeutic alliance of recovering counselors — client relationships and (2) how the interaction could influence

recovering journey and treatment outcomes of clients.
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I1I.MATERIALS AND METHODS
3.1 Research design

Research methodology are the various procedures and selection methods was refers the research problem and its
corresponding research questions, and commensurate with the current field of study as shown in the literature review
(Carson et al., 2001; McPhail, 2003; Perry, 2001; Yin, 1994; Zikmund, 2000). Following the suggestions of Yin
(1994) regarding methods for exploration and understanding of complex issues, case study is an approach that
supports deep-rooted and detailed exploration of the therapeutic alliance of recovering counselor — client

relationships and how it influences recovering journey.

In a case study, Merriam (2009) suggested that clear boundaries in achieving the aims of the study need to be
identified. Miles and Huberman (1994) said a case study refers to a method by looking at “a phenomenon of some
sort occurring in a bounded context” (p. 25). The case study is illustrated as a circle with the heart as the focus of the
study while the circle “defines the edge of the case: [and consequently] what will not to be studied” (p. 25). The
heart of this study lies upon the recovering counselors and clients, and the circle setting boundaries for the study was
the residents of Primary Treatment stage within Rumah Pengasih. The study focused on the therapeutic alliance
within the counselor—client relationship to discover the interactions of significant factors that characterize the

alliance.

This method is useful for data collection and analysis in explaining the phenomena and themes emerged from the
data, both at surface and deep levels (Zaidah Zainal, 2007). The study formulated a broad research question that
involves understanding how recovering counselors and clients view the process and the nature of the counselor—
client relationship in therapeutic alliance, in the absence of nonverbal cues and messages. The experiences of

participants were captured through in-depth interviews, observations and document analysis.
3.2 Participants

The participants involved three pairs of recovering counselors and residents who volunteered to partake in the
study. Purposive sampling was the procedure used to select the participant who fit the inclusion criteria of the study
(Merriam, 2009). For this study, the recovering counselors and residents at the Primary Treatment stage were invited
to participate based on several criteria: 1) the residents at the Primary Treatment have spent about four to six months
in the treatment center, 2) the residents are physically and mentally healthy 3) They voluntarily participate in the

study.
3.2.1 Counselor participants

The inclusion criteria for counselors included those who were 1) having been appointed as fulltime substance
abuse counselor by Rumah Pengasih management, 2) having a strong commitment to help residents deal with

problems associated with substance abuse, and 3) voluntary participating in this study.
3.2.2 Resident participants

For the residents, the criteria included: 1) 20 years of age or older, 2) having a therapeutic alliance with their

counselor, 3) comply with treatment as determined by the program coordinator, 4) still at an early stage of treatment
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to allow for 3-4 months of participation in the project, 5) medically stable, and 6) participating voluntarily in this

study.

Table 1 displays the demographic information of the 3 pairs of counselors and clients. The age of the counselors
ranged from 20 to 55 years, while residents’ age ranged from 20 to 25 years. All counselors had substantial
experiences in recovery with a range from 5 to 16 years and an average of 9 years of experience. All counselors and

resident participants were male Muslim.

Table 1: Participants Demographic Information

Participant Code Gender Age YearsinRecovery Drugof Choice

Pair i

Counselor RC1 Male 50-55 16 Polydruguser
Resident R1 Male 20-25 - Heroin user
Pair 2

Counselor RC2 Male 20-25 5 Heroinuser
Resident R2 Male 20-25 - Methuser
Pair 3

Counselor RC3 Male 26-30 6 Polydruguser
Resident R3 Male 20-25 - Polydruguser

(Source: Data Analysis)

3.3 Research Procedure

This study was conducted at a private treatment and rehabilitation facility called Rumah Pengasih, Kuala
Lumpur, Malaysia. A written consent was obtained from the management of Rumah Pengasih prior to data

collection.
3.3.1 Research Protocol

Yin (2012) stated that researchers use multiple sources of evidence to support coherent findings. Direct
observations of participants’ interactions and activities at the centre were conducted. Throughout the series of
observation, field notes of the various events were diligently recorded. These observations included the morning
meeting, static group, encounter group, praying activities, religious events, outdoor events, and other relevant
activities. The interview sessions with participants, were often conducted on the same day as they were observed.
Based on the interviews, direct observations, and recorded documents, a case study database was established. The

database reported as many aspects of the therapeutic alliance.

To better understand their relationships, each pair of recovering counselors and clients was interviewed
separately. These interview sessions occurred three or four times a day throughout the data collection period. The
interview questions for recovering counselors included, but were not limited to, those shown below:

1) Tell me briefly about yourself before starting treatment.

2) What motivated you to come to the center?
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3)  Tell me about your working relationship with your client.

4)  What do you think your roles and expectations are in this working relationship?

5) What do you think is the strength that contributes most to your working relationship with this particular
client?

6) What do you do (as a counselor) that contributes to a successful therapeutic alliance? How do you do it?

7)  What are the factors in the environment, residents, and staff which lead to successful therapeutic alliance?

8) How do the spiritual practices you share with your client play a role in your therapeutic alliance?

9) What do you believe about your potential for recovery? How does this influence your therapeutic alliance?

For the client, the interview questions are presented below but were not limited to:

1) Tell me briefly about yourself before starting treatment.

2)  What motivated you to come to the center?

3) Tell me about your working relationship with your counselor.

4)  What do you think your roles and expectations are in this working relationship?

5) What personal strength did you employ that contributed most to your working relationship with your

counselor?
6) What do you (as a client) do to contribute to a successful therapeutic alliance? How do you do it?
7)  What are the factors in the environment, residents, and staff which lead to successful therapeutic alliance?
8) What part do the spiritual practices shared by you and your counselor play in your therapeutic alliance?
9) What do you believe about your potential for recovery? How does this influence your therapeutic alliance?
3.3.2 Data collection and analysis

The main data sources for this study were from (a) individual in-depth interviews with the recovering counselors

— clients and (b) observational notes.
a) In-depth Interview

Interviews were conducted separately between counselor and clients. The interview protocol was developed
following the recommendations of Fontana and Frey (1994) to use a common statement (protocol) for all the
participants. The interview sessions occurred three or four times a month, resulted in 16 interviews conducted
throughout the data collection period. The interview protocol led to the discussion of the following topics; exploring
the underlying therapeutic alliance of recovering counselors — client relationships and how the interaction could

influence recovering journey and treatment outcomes of clients.
b) Observation Notes

Direct observations of participants’ interactions and activities were employed at the treatment facility. These
observations included morning meetings, static group sessions, encounter group sessions, praying activities,
religious events, outdoor events, and other relevant activities. Interview sessions with participants were often

conducted on the same day as the event visited for taking observational notes.
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3.3.3 Data validation

All interviews were recorded and transcribed verbatim. The following methods were employed to ensure the

authenticity and trustworthiness of the data:

i.  Member checking: After the initial coding, the data were sent to all the participants (recovering counselors
and clients) for verification. This process also helped the researcher during preliminary analysis to anticipate that the

whole meaning of an interpretation is accurate (Maxwell, 2005; Merriam, 2009).

ii. Peer review: Merriam (2009) referred peer review as peer examination. The peers’ comment and feedback

were based on their areas of expertise, e.g., contents, methods, processes, logistics, and other concerns.

iili. Triangulation: Data from various sources of interviews, observations and documents were triangulated

using a constant comparison method (Stake, 2010).

3.3.4 Categorization and Coding

The purpose of the qualitative study was to examine, interpret and explain the data as it emerged as concepts,
constructs, patterns, themes, categories and relationships according to the research aims (Mouton, 2001; Van
Vuuren, 2008). After checking and rechecking the accuracy of the transcriptions, the researcher transferred all
transcriptions and observational notes in qualitative analysis software called N-Vivo 8. The software allows social

sciences researchers to retrieve and code data, and develop theory building and modelling (Jones, 2007).

The coding procedure was completed one step at the time, line by line, within each transcription to identify
similar patterns in the data corpus to derive themes or new emerging themes. There were 16 transcriptions produced
for each participant. An inductive process occurred when different themes emerged with new subthemes as the

coding process took place from participant number one to participant number sixteen.

IV.RESULT AND FINDINGS
The initial analysis revealed a common reaction from the participants regarding the working alliance. All the

participants agreed that they were recovering addicts and they believed that they understand themselves better than
others. Therefore, they were easily connected to one another and adapted relatively fast in the process. This
experience appeared during orientation program (induction) for 3 weeks, followed by 3 to 6 months primary

treatment period.

Most of the participants (recovering counselor and clients) shared their working alliance experiences that are
manifested through three major themes as presented in Table 2. The three major themes of the working alliance of
counseling relationship between recovering counselor and clients are 1) therapeutic relationship, 2) spirituality, and
3) successful recovery and behavior change. These emerging themes yielded several subthemes that explained the

working alliance as experienced by the participants.
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Table 2: Themes and subthemes

Themes Subthemes

1. Therapeutic relationship a) Family and brotherhood
b) Trusting others

2. Spirituality a) Religious practice in facility
b) Tabligh Jamaat
¢) A sense of connectedness
d) Fasting in Ramadhan

3. Successful recovery and behavior change a) Successful recovery
b) Motivation for change

Source: Data Analysis

4.1 Therapeutic relationship

A therapeutic relationship between recovering counselors and clients was gradually established from induction
week throughout primary treatment period. These relationships, over the time during re-entry phase, encountered

lesser meetings as compared to during primary treatment.
a) Family and brotherhood

The nature of the treatment facility fostered deep and healthy bonding between counselors and clients. Both
parties were recovering addicts and had faced issues and traumatic experience with their significant others. They
specifically related their past issues to an ‘unfinished businesses’ with their father. The following statement by RC2

illustrates the sense of filial and brotherhood:

““He is only person who care about me. He picked me at roadside and listen to my struggle. Even my family did

not care about me. 1’d rather listen to him than my dad”. [RC2]

The recovering counselors exemplified their quality by showing a sense of understanding and being empathetic

with the clients” stories. Role-modeling seems to be a strong motivation for clients to move forward.
b) Problem in trusting others

Recovering addicts had problem in trusting others even among other addicts. Their lives were full of resentment
and vengeance because their significant others, specifically father did not trust them. R1 reported that he lost his

respect to his father when he got married with his second wife without the consent from his first wife. R1 states;

“It’s too painful for me to talk about it. My mother is suffering enough to live as my father got a new and

younger wife for his lust” [R1]

When RC1 approached R1 in an outreach meeting, R1 initially indicated his resistance but R1 gradually

accepted RC1 as his recovering counselor. This is because RC1 showed his earnest passion to help.
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4.2 Spirituality

Spirituality reflects the participants’ sense of filial connectedness and their involvement in the practices of Islam
within the facility. The participants were observed to show their act of spirituality into four subthemes: (a) Religious

practices in the facility; (b) Tabligh jamaat (c) Feeling connectedness and (d) Fasting in Ramadhan.
a) Religious practices in the facility

All participants in this facility were expected to perform prayers collectively. Often, residents were required to
lead the congregational prayer when the staff had other job commitment. This activity is part of the spiritual healing
component of their recovery. All the Muslim residents and staff, were obliged to pray congregationally without fail.

There are five obligatory times of daily prayer. R3 mentioned;
“I never perform my prayer out there consistently until my parents referred me here”. [R3]

In addition to these obligatory prayers, residents particularly during Inductions, were expected to recite the surah
(chapter) of Yassin from the Holy Quran after sunset prayers daily. They also recite regular verses from the Holy
Quran as part of their zikr, or remembrance of Allah’s names, or salutations upon the Prophet Muhammad (p.b.u.h).

Residents were also required to attend basic religious seminars organized by the staff or a guest ustaz (religious
teacher) who came from nearby religious department. These seminars were intended to help residents refresh their

knowledge of the religion or to re-learn it. R2 shared his feeling;
*“| feel calm and serene when | engage in remembrance of Allah™ [R2]

Most of the participants felt a sense of connectedness with religion and calmer when they engaged in religious

activities such as praying, reciting the Holy Quran and attending religious seminars or talks in the treatment facility.
b) Tabligh Jamaat movement

Occasionally, the residents and staff had to go out for missionary activities. This is known as Tabligh Jamaat.
The Tabligh Jamaat is an Arabic term which means “society for spreading faith.” This movement, originated in
India, was developed in response to deteriorating values and negligence of fundamental aspects of Islam (Metcalf,
2002).

The participants mentioned that the connection established with the Tabligh Jamaat is as part of their growth in
recovery in this facility. The participants shared in detail how they participated in the Tabligh Jamaat, and how it
influenced their thinking pattern, and behavior management towards recovery. The following two statements by R3

and R2 are some of the examples of self-improvement and self-motivation in recovery.
“| feel much better after a three-day outing with the Tabligh Jamaat group”. [R3]

He said he felt more motivated to pray, worship, and stay spiritually connected to God. Before he joined this
group, he was too discouraged to pray and felt lost, helpless, and sunk in addiction (R3). Furthermore, participant R2
agreed that the missionary trip made him feel more motivated and energetic. He said there was a positive connection
between Tabligh Jamaat and his spiritual health. A healthy spirit helped him to cope better and greater in the

recovery program provided by the facility.
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c) Sense of connectedness

The participants shared their feeling of connectedness to each other. They had encountered stressful and
traumatic experiences with their family members before receiving treatment at the facility. All participants had
negative experiences with their fathers by being physically and emotionally abused, being victims of violent

behaviors, and humiliated as a human.

“My father bonded my wrists and locked me at a big tree nearby at home and he put red ant nest on my legs

because | stole his money”” [RC1].

Understanding this feeling of connectedness is a significant element in understanding a person in recovery. The
facility provided a therapeutic environment for recovering counselors and clients to re-establish their sense of

brotherhood, humanity, love, care and concern. RC2 explained:

“He is the only person who care about me. He picked me at the roadside and listen to my struggle. Even my

family did not care about me. | rather listen to him than my dad”” [RC2].

RC2 is currently appointed as recovering counselor for R2 and he closely monitors his client as good as his

biological brother.
“When | see R2, I could simply reflect him as myself during my early recovery long time ago” [RC2].

The experience of having a recovering counselor through therapeutic alliance has built a sense of connectedness

to the client. The client felt that they received love and care from others and as a result, felt a sense of brotherhood.
d) Fasting in Ramadhan

Any Muslim who is capable and physically healthy is obligated to fast during the month of Ramadhan. Fasting
refers to engaging in no eating, drinking, deliberate vomiting on purpose, or sexual intimacy. However, all these
restrictions are lifted from sunset until before sunrise. Fasting in Ramadhan is challenging for everyone. The
difficulty of fasting is even worst for residents, both at primary treatment and re-entry stage. The process was a

challenging temptation for R2 and R3 as they were assigned to prepare food for all residents and staff at the facility.

“For the last 3 years | am not ready for fasting. I previously never fasted. I only committed to all bad deeds out
there” [R3].

In the recovery world, peer support and peer pressure are significant determinants for the success of fasting
during Ramadhan. R2 felt supported during the fasting month when other residents fasted as well. In fact, R2 was
able to complete his fast for that practice day. He admitted that, he never fasted when he was out of the rehabilitation

program.
“What | need now is the support from others, especially from other peers, RC2 and my wife” (R2).

Although fasting is considered a challenging time for the residents, it is the time when they gained more support
from their peer resident. A spiritual activity such as fasting, strengthened the bond they built with recovering

counselors and other residents in the treatment facility.
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4.3 Successful recovery and behavior change

The participants talked about commitment to recovery as part of their success in treatment. Successful recovery
requires dedication and perseverance. Without these elements, recovery ends and addiction will take over. The
theme for successful recovery and behavior change comprises of two major subthemes: (a) Role model and (b)

Motivation for change.
a) Successful recovery

All the participants mentioned that they were being sick and tired of their craving for drugs. However, the
recovery process is never an easy journey. It is full of hurt and pain: physically, psychologically, and spiritually.

One participant has made the following claim:

“I came back from my failures because | had become sick and tired. | didn’t want drugs any more. | couldn’t
imagine how | could stand on my own if there were no Rumah Pengasih treatment center. | tell you, relapse is
common, but to recover is extraordinary. | pushed myself, | went through the process: cleaning the sewers, cleaning

up toilets and all sorts of menial work. Now | am getting back to what | want to be” [RC1].

This experience was similar to another participant who had been referred by his family to Rumah Pengasih after
being sick, tired, and dying for years. He wanted a fresh start to his life, a fresh start without drugs. He was curious
about what it feels like for those doing virtuous deeds. A good role model is crucial in redeveloping sense of

humanity, love, care, and concern for others. R1 shared his accounts:

*“l was dying but | wasn’t alive. It was too horrible to recall, | felt my life was meaningless.... To some extent, |
felt | was fatigued, | used to feel exhausted, but during my second admission, | was extremely exhausted. | wanted to
live without drugs. | wanted to feel what it is like to be kind to myself and to others. That’s what | am looking for”
[R1].

Based on the experience shared by the participants, a successful recovery in drug addiction is a lengthy and
demanding journey. A successful recovery requires one’s commitment in his or her entire life, with unswerving

dedication and full perseverance. Stopping recovery only occurs when the person dies.
b) Behavior change

The participants reported that the treatment of drug addiction is a complex process because addiction is
considered a chronic disease. The residents tried to support and strengthen psychological ties with other addicts to
reduce their chances of relapse. For every recovering addict, recovery needs to be strengthened and prolonged. A
longer stay in the recovery facility will provide better space for an addict to relearn or redevelop effective strategies
to deal with their daily lives after leaving the facility. It is very common for those who are new to a recovery

program to have strong urges towards drugs.

It is very common for them to require for external support from parents and spouses, as well as peers in the
recovery process, to move forward especially during early stage or stabilization or transition (Gorski, 1989a).
Gradually the person in recovery process will redevelop their internal motivation towards drug free lifestyle. R2

illustrates;
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“Initially, | didn’t care at all. | did not mind my recovery. For example, when there was an event for former
residents to play street soccer with Rumah Pengasih to help me avoid relapsing, | chose to meet with old friends. |
had missed them and missed the drugs. That was why | relapsed, and within those three months I relapsed over and
over”. [R2]

Three clients who voluntarily participated in the study were at early stage of drug treatment. It is not unusual for
clients to experience initial rejection and denial before they were able to get back in program. In this case, all three

clients agreed they were in denial and rejected during initial treatment.

V. DISCUSSION
This was a qualitative case study on therapeutic alliance between recovering counselors and recovering clients at

residential drug treatment. While it limits to counselors’ and clients’ perspective of therapeutic alliance, the study
extends to support the existing evidence by exploring at how the therapeutic alliance was developed. Recovering
counselors’ experience including what they interpreted the clients’ reaction and response during primary drug

treatment program was delivered.

The findings show that the foundation of a therapeutic process lies upon a natural process of supporting a
positive treatment, a condition for successful recovery. Both counselors and clients have shown strong attachment
style as a source of motivation and inspiration in sustaining recovery through family and brotherhood bonding. The
attachment between counselor and client through role-modeling is helpful in nourishing the feeling of security in the
relationship (Taylor, Rietzschel, Danquah, & Berry, 2015). Therapeutic alliance is a critical ingredient for successful
treatment outcome for those who had faced traumatic experience and undergone substance abuse treatment
(Horvarth & Symonds, 1991). Since the clients of this study had traumatic experience with their fathers, the
recovering counselors can self-assess the strength of therapeutic alliance in terms of how they experience the
relationship (Watts, Sullivan, & Chatters, 2018).

The aspect of spirituality also plays a vital role in facilitating the therapeutic alliance for both the recovery
counselor and client (Ham, 2009; Amat, 2013). The current study continues to provide an evidence that counselor’s
openness to spirituality enhance the quality of recovery (Ham, 2009). While Ham (2009) focused his study on
spirituality of Christianity and Buddhism, the current findings emphasize on the necessity of spirituality in the
religion of Islam. The current study revealed that spirituality and religion both were used interchangeably to foster a
sense of gratitude, humility, tolerance and forgiveness between counselors and clients throughout the induction,
primary treatment and re-entry phases. Being spiritually connected is believed to help the clients to feel internally
supported (Kurtz & White, 2015) and thus, reduce episodes of relapse (Dermatis & Galanter, 2016).

The findings of this study are consistent with the study of Ellison (1991), indicating that recovering counselors
and clients who have strong religious faith compared to those with low or no religious faith will affect their level of
life satisfaction, impact of traumatic life events and well-being. Spirituality and religiousness are also considered
multidimensional constructs that can cover cognitive, spiritual, behavioural, existential, social components and
ritualistic that influence the lifestyle of recovering counselors and clients (Connors, Tonigan, & Miller, 1996; Miller
& Thoresen, 2003).
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The therapeutic alliance also give impact to the treatment readiness and motivation. This is owing to the fact that
motivation is always considered a subjective matter to evaluate the stages of change. In fact, an individual client’s
motivation is defined and interpreted differently. (DiClemente, Schlundt, Genmell 2004; Miller & Rollnick, 2013).
The recovering counselors became role models for the clients to be motivated and ready to make a change by

sharing their individual experiences when they were once a resident. residents (Perfas, 2003; Perfas 2012).

The participants involved in this study were relatively small, with the population of residents (76 residents at that
point of study). This study managed to examine 3 individual recovering counselors and 3 individual clients at the
primary treatment stage. The recovering counselors showed a strong commitment to help clients who are new in the
recovery process. The recovering counselors also possessed a sense of empathy in identifying themselves with
assigned clients. Having a personal experience in recovery has helped the recovering counselor to talk openly with

clients which in turn strengthened the therapeutic alliance (Ham, LeMasson, & Hayes, 2013; Ham, 2009).

This was an in-depth study that required a lot of on-site sessions to conduct interviews, make observations, and
record field notes. A study of this nature, ideally, should require researcher to be on the site for four to six months to
enable rich and in-depth data collection. The data in the current study were collected for approximately three
months. Expanding the time frame for data collection is highly recommended for future study. In addition,
conducting a longitudinal study through rigorous observations and field notes may be advantageous to gain great

depth of responses regarding the working alliance, hence, improving the trustworthiness of data.

Most Malaysian residential drug treatment and rehabilitation facilities have strict regulations about allowing
students and researchers to conduct studies among protected populations, such as recovering addicts. Therefore,
initial contact with these facilities is crucial. The current study could not have been accomplished without the
assistance of Dato’ Dr. Abd. Halim Mohd Hussin, a director general of National Anti-Drug Agency, Malaysia
(NADA). He is also an Advisory Board member of Rumah Pengasih and has a respectable professional relationship

with the president, Dato” Mohamad Yunus Pathi.

The current research was based on a case study. A different approach of methodology for future research could
be employed based on community-based participatory research (CBPR), using a Photovoice approach, as part of
advocacy efforts for recovering-addict populations. According to Wang, Cash, and Powers (2000), photovoice is an
advocacy effort focusing on the process of how people find and symbolize themselves as a community and how they

can improve their quality of life.

A longitudinal study is another appropriate option to help understand the subject and the issues relating to
working alliance. A year-long study or a five-year study would be helpful to understand the dynamics of the
relationships and their directions. The results would be an advantage for rehabilitation programs in understanding

any relapse patterns observed or factors prolonging sobriety.

V1. CONCLUSIONS
This study unfolds three major themes namely therapeutic relationship, spirituality, and successful recovery and

behavior change. All the recovering counselors and clients in this study had negative experiences dealing with
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significant others in their lives, particular mention was made of fathers. The clients and counselor met at this facility
to ‘fix’ their bad experiences by creating new working relationships and returning to the nature of healthy family
relationships. They intentionally nurture the familial role in therapeutic relationships to compensate for bad
experiences that most addicts have had due to a lack of a nurturing environment or positive role models. Both sides,

however, may experience risks that contribute either positively or negatively to this relationship.

The facility had fostered a strong family spirit within a community context. In modern families, members tend to
be more individual and self-focused. The culture, behavior, and what is considered as good conduct are different for
this facility community than the ‘real world’ community outside of the facility. For recovering addicts to maintain

their sobriety, they must establish support at the family level, where every family member can contribute.
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