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Abstract 

Substance use disorder (SUD) is a serious disorder with severe consequences 
for the individual, the family and for society. Comorbidity is common in the 
SUD population and the diversity of the disorder calls for a multiplicity of 
treatment options.  

The overall aim of this thesis was to explore the role of affects in 
psychotherapy for SUD. Further aims were to investigate affect-focused 
therapeutic orientations, demonstrate the importance of common factors and 
evaluate a measure of affect phobia. 

In Study I a naturalistic design was employed to examine how the 
discrepancy between patients' expectations and experience of psychotherapy 
related to alliance in 41 patients: 24 in individual therapy and 17 in group. An 
additional analysis concerned whether different dimensions of role 
expectations predicted retention in psychotherapy. Study II was the first 
psychometric evaluation of the Affect phobia test – a test developed to screen 
the ability to experience, express and regulate emotions. Data were collected 
from two samples: A clinical sample of 82 patients with depression and/or 
anxiety participating in a randomized controlled trial of Internet-based affect-
focused treatment, and a university student sample of 197 students. Data 
analysed included internal consistency, test-retest reliability, factor analysis 
and calculation of an empirical cut-off. Study III focused on the feasibility of 
individual 10 week Affect Phobia Therapy (APT) for patients diagnosed with 
mild to moderate alcohol use disorder (AUD) and problematic affective 
avoidance in a nonconcurrent multiple baseline design. Study IV comprised 
an evaluation of the feasibility and preliminary effectiveness of APT adapted 
to a structured group format for patients (n=22) with comorbid substance use 
disorder and ADHD with core features of affective avoidance/emotion 
dysregulation in an open design.  

In Study I an overall discrepancy between role expectations and 
experiences was significantly related to a lower level of therapeutic alliance 
in group therapy. This relationship was not found in individual therapy. 
Expectations prior to psychotherapy characterized by defensiveness 
correlated negatively with therapy retention, even when controlling for 
waiting time for therapy. In Study II the internal consistency for the total 
score on the Affect phobia test was satisfactory but it was not for the 
affective domains, Anger/Assertion, Sadness/Grief, and 
Attachment/Closeness. Test retest reliability was satisfactory. The 
exploratory factor analysis resulted in a six-factor solution and only 
moderately matched the test´s original affective domains. An empirical cut-
off between the clinical and the university student sample were calculated 
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and yielded a cut-off of 72 points. In Study III patients reported no adverse 
events due to the treatment and finished the whole study period. The patients 
had different trajectories of alcohol consumption and craving and the 
hypothesis that heavy episodic drinking would subside during the time in 
therapy did not hold true. In Study IV patients reported significant pre-to post 
changes in increased self-compassion and decreased affect phobia but no 
change in psychological distress or emotion dysregulation. Craving 
fluctuated throughout the study period and patients’ drinking pattern changed 
in the direction of more social drinking.  

Main conclusions are the following: The Affect Phobia Test is a useful 
screening instrument for detecting emotional difficulties related to 
psychological malfunction. APT in both group and individual format are 
feasible treatments for the SUD population and has the potential to broaden 
the treatment options for some patients with SUD. Investigating expectations 
and fears prior to therapy may be means to prevent attrition. 
 
Key words: Substance Use Disorder; comorbidities; emotion; dynamic 
therapy; affect focused experiential therapy; self-compassion; ADHD; role 
expectations; working alliance. 
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ABBREVIATIONS 

ACT  Acceptance commitment therapy 
ADHD  Attention deficit hyperactivity disorder 
AEDP  Accelerated experiential dynamic therapy 
AUD  Alcohol use disorder 
AUDIT  Alcohol use disorder identification test 
APT  Affect Phobia Therapy 
Brown ADD-scale Brown attention deficit disorder scale 
CBT  Cognitive behavior therapy 
CDT  Carbohydrate deficient transferrin 
CM  Clinical management 
DBT  Dialectic behaviour therapy 
DET  Differential emotion theory 
DSM-IV  Diagnostic and statistical manual of mental 

disorders, 4th edition 
DSM-5  Diagnostic and statistical manual of mental 

disorders, 5th edition 
DUDIT  Drug use disorder identification test 
HED  Heavy episodic drinking 
EFT  Emotion focused therapy 
EK  Emotional knowledge 
ER  Emotional regulation 
ERSQ  Emotion-regulation skills questionnaire 
EU  Emotional utilization 
GPT  Cognitive behavior group treatment 
ISTDP  Intensive short-term dynamic psychotherapy 
MINI  Mini international psychiatric intervention 
MOPACS  Matching and outcome of psychotherapy at 

addiction clinics in Sweden  
NACC  Nucleus accumbens 
OCD  Obsessive compulsive disorder 
OQ-45  Outcome questionnaire-45 
OQ-10  Outcome questionnaire-10 
HPA-axis  Hypothalamic-pituitary adrenocortical axis 
PACS  Penn alcohol craving scale 
PEX  Psychotherapy expectations and experiences 

questionnaire 
PEX-S  Psychotherapy expectations and experiences 

questionnaire-short 
REED  Role expectation and experiences discrepancy 
SBU  Swedish Council on Health Technology 
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SCS  Self compassion scale 
SCID-I  Structured Clinical Interview for DSM-IV axis 

I disorders 
SCID-II  Structured Clinical Interview for DSM-IV axis 

II disorders 
SUD  Substance use disorder 
STDP  Short-term dynamic therapy 
TLFB  Timeline follow back 
VAS-scale  Visual analogue scale 
VTA  Ventral tegmental area 
WAI-S  Working Alliance Inventory-short 
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 Introduction 
Emotions have always been a central target in psychodynamic 
psychotherapy, since they play an important role in psychological well-being 
and illness (Freud, 1977; Greenberg & Safran, 1987; Kohut, 1977). However, 
emotion focused interventions and their relation to outcomes have come into 
focus in recent decades of psychotherapy research (Greenberg, 2012). The 
effectiveness of psychotherapy has been demonstrated through years of 
outcome research (Lambert, 2013; Wampold & Imel, 2013), and process 
research is now focusing on the question of why psychotherapy works and 
what in therapy constitute the mechanisms of change (Crits-Christoph, 
Johnson, Connolly Gibbons, & Mukherjee, 2013). In a meta-analysis (Diener, 
Hilsenroth, & Weinberger, 2007), the impact of eliciting affects in 
psychodynamic psychotherapy in relation to outcome was examined. The 
findings showed that therapist facilitation of patient affective expressions was 
an important element. In experiential psychotherapy the importance of 
emotional activation in session is essential and seen as a change mechanism. 
The emotional processing involves experiencing and tolerating emotions as 
well as integrating emotion and cognition (Greenberg, 1986). 

Emotion 
The terms emotion, affect and feeling are related but often indistinctly 
defined. In the literature affect and basic or discrete emotion refer to innate 
biological processes of emotion. In this thesis affect and emotion will be used 
interchangeably. The study of emotions is one of the fastest-growing areas in 
psychology and in neuroscience it has become clear that affects hold a central 
position in almost all phenomena that are characterized as mental processes 
(Cacioppo et al., 2007; Sweatt, 2013), since it constitutes an adaptive 
component in human function on par with cognition (LeDoux, 2012). Still, 
there is little consensus about what constitutes an emotion and how it differs 
from other aspects of the mind (LeDoux, 2012). New knowledge thus seems 
to expand understanding of the complexity of emotion and its meaning in 
human life. The interest in emotion, however, is far from new. Current neuro-
scientific findings of evolutionary gains and learning mechanisms linked to 
affect (Davis & Panksepp, 2011; LeDoux, 2012; Panksepp, 2013) are in 
accordance with Darwin´s work on emotion (Darwin, 1872) and with Affect 
theory (Tomkins, 2008).  
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Darwin 
In Darwin´s quest to understand human behaviour and its place in nature, one 
of his foci was the expression of emotions in animals, including humans 
(Darwin, 1872). He gathered information over long periods of time and by 
numerous methods from his expeditions around the world, but also by 
observing his own children. Darwin´s wish was to identify the main 
characteristic involuntary emotional expressions. He studied and outlined 
emotional expressions muscularly and skeletally, paying extra attention to 
how emotions were manifested facially, but also in the body. Thus, Darwin 
proposed that humans signalled their emotional state to others through non-
verbal communication. He gathered observations and proposed a complex 
system by which different emotions induce movements in the body and 
proposed that inherent emotions excite the nervous system in reactions such 
as a shiver, sweating or a faster heartbeat. These in turn influence the body to 
perform responses that serve to obtain relief or gratification from the 
reaction, e.g., screaming (used by babies to command their caregivers' 
attention), fighting or fleeing when attacked, which then become habitually 
associated reactions to that emotion.  

Darwin suggested that emotional expressions were both involuntary and 
linked to the nervous system and evolved in humans because they were 
advantageous in the evolution of humanity. Consequently, emotions were 
essential and a mere anticipation of an emotion, such as joy, could hence 
cause vivid bodily reactions and movements, which displayed the importance 
of emotions and their generalizability. Darwin also suggested a principle of 
antithesis in which contradictory emotions such as grief and joy induced 
directly opposing bodily reactions. The shift between divergent emotions 
could appear instantaneously, suggesting that emotions were innate and 
directly connected to the automatic nervous system. 

Emotion and biology 
The link between emotion and the automatic nervous system has been 
recognized for a long time but the precise relationship between them is an 
area of debate (Norman, Berntson, & Cacioppo, 2014). Research has tried to 
answer the question of whether there are emotion specific autonomic 
patterns. In a meta-analysis, support was found for emotion-specific ANS 
activity (Kreibig, 2010). Fear, sadness and anger were associated with larger 
heart rate responses compared with disgust. Anger was connected with 
elevated diastolic blood pressure as compared to fear, and disgust was 
associated with a larger skin conductance response compared to happiness.  
Apart from these findings, studies on discrete patterns of emotion-specific 
ANS responses are scarce. Thus, no basic emotion seems to involve entirely 
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unique somato-visceral activity. Methodological constraints affect emotion 
research since studies use different and restricted measures of physiological 
actions. Many physiological responses are regulated both by the sympathetic 
and the parasympathetic nervous systems, which can make differences in 
physiological responses more difficult to identify, since the two often work 
against each other in a activation/deactivation pattern (Norman et al., 2014). 

Affect theory 
Silvan Tomkins (Tomkins, 2008) was much influenced by Darwin when he 
developed his theories of human motivation, which he thought was 
emotionally based with biological and evolutionary origins. Like Darwin, 
Tomkins believed that stimulation of the central nervous system was crucial 
for triggering emotions and that emotions were vital for the survival and 
evolution of human life. The universality of emotional manifestations 
depicted in facial expressions and bodily reactions served as evidence for the 
innate emotional motivational system with the function of protecting us from 
threats to our survival. Since there were so many stimuli to attend to, this 
could potentially cause stimulus confusion. Tomkins' idea was that emotions 
helped humans pay attention to the most important stimuli. The individual 
could only attend to a limited amount of information, whether the stimuli 
were inside the body or in the outside world. Although the individual´s focus 
could shift quickly, it was not possible to concentrate on more than one thing 
at a time. Hence, Tomkins believed that stimulus confusion created the need 
for an affect system that informed the individual what stimulus was the most 
important to focus on. Therefore, affect had to be triggered for the stimulus to 
enter our conscious awareness.  

Darwin did not make a definite distinction between involuntary and 
habitual expressions of emotions or whether the expression was unconscious 
or conscious. Tomkins, on the other hand, postulated that no learning was 
necessary for the individual to feel the affect. Instead, the affective system 
was inherited and ready to use from the minute the baby was born. Thus, 
Tomkins' understanding was that conscious awareness of affect was only 
possible after it had been triggered. There was no time for conscious thought 
to elicit emotional responses since the reaction needed to occur 
instantaneously for the sake of survival. In addition, only one affect at a time 
could be activated since that was what our awareness enabled. The function 
of affect was to amplify the stimulus and thereby elicit conscious attention to 
it. Tomkins' explanation of the amplifying process in the brain was that when 
one of the sensory systems detected a stimulus with certain criteria, the 
information was transmitted to the face and then back to the brain. In the 
course of the transmission, the response to the stimulus was amplified. 
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Hence, the affective system evolved to assist humans to pay attention to 
matters of utmost importance to their survival. Consequently, according to 
Tomkins, affect had a very central role in the brain and he argued that affect's 
motivational force was more central than the other important motivational 
systems—hunger, thirst and sexuality—since a stimulus that triggers an 
emotional response can momentarily override all the other drives. 

Tomkins described what he called affect programs, the inherited central 
mechanisms that direct behaviour. He assumed that all human beings were 
born with a set of nine basal affects. Each affect motivated behaviour that 
helped us meet our very essential needs and to communicate our needs to  
others. Each affect program was composed of a bodily experience, an 
impulse to act and a potential for communication to others. Tomkins did not 
believe that the affect programs had a special place in the brain, but rather 
that many areas of the brain were activated when an emotion was triggered. 

The nine innate affects 
According to Tomkins, the nine innate affects elicit exclusive biological 
responses in the brain in three distinct patterns: an increase, a decrease or a 
steady state pattern of brain activity. Each time a stimulus elicits an affect, 
the brain gets ready for the next affect to be triggered. An innate affect lasts 
only milliseconds. The affect system is a general system and does not take 
into consideration what kind of stimulus causes the affect. Affects are 
categorised and felt as positive/rewarding, negative/punishing or neutral. 
Positive affects make us motivated to stay in the affect and help it continue. 
The meaning of Interest/excitement is to make learning rewarding. It has an 
increasing stimulus pattern. Enjoyment/joy has a decreasing stimulus pattern, 
making us calm after activation. The affect Enjoyment/joy is therefore 
always preceded by another affect that can be either positive or negative. The 
neutral affect Surprise/startle motivates neither avoidance nor continuation. 
Its trigger produces rapid increased brain activity and then rapid decreased 
activity and it makes us stop and pay attention to something new. Negative 
affects motivate us to make the affect stop and avoid the stimuli. Fear/terror 
is associated with a very strong increase in brain activity, which motivates us 
to stop what we are doing straight away and handle the emergency at hand. 
This affect elicits fleeing or freezing behaviour. Distress/anguish has an 
above optimal steady state pattern of brain activity. It makes us want to get 
help and try to discontinue something that is uncomfortable and disturbing. 
Anger/rage also has an above optimal steady state pattern but the brain 
activity is much stronger than for distress and the need to change whatever is 
not good greater. According to Tomkins, Disgust (to expel noxious items, 
also socially) and Dissmell (to ward off and avoid noxious items, also 
socially) evolved as protections against hunger drives. In an evolutionary 
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perspective, according to Tomkins, Shame/humiliation is the last affect to 
develop. It evolved through the need to motivate us to attend to what causes 
the impediment of joy or interest. Evolutionarily, there is a need to maintain a 
healthy balance between positive and negative emotion. 	

Silvan Tomkins' primary contribution to the understanding of affect was 
to define the nine innate affects as neurobiological mechanisms when the 
affective system is working as intended, thus disregarding affective 
malfunctioning and dysregulation, which undoubtedly constitute important 
quantities of affective life. In his work he reveales how affects are activated 
in accordance with the given stimulus and deactivated when the focus of 
attention on the triggering event has occurred. Consequently, he did not take 
aberrations into consideration. When affects are avoided, dysregulated or 
subdued, they may lead to psychological malfunction and hinder goal seeking 
and development. In line with clinical affect theory, Nathanson (2008) argues 
that depressive disorders are characterized by such irregularities of normal 
affect management when the ability to mobilize positive affect is reduced or 
the capacity to turn off distress-anguish is diminished. These affective 
abnormalities constitute psychological malfunction (McCullough Vaillant, 
1997).  

Affect, feeling and emotion 
In Tomkins´ theoretical understanding, distinctions are made between the 
terms affect, feeling and emotion. The nine affects are innate and universal. 
A feeling is felt when the individual becomes aware of the affect. Tomkins 
stipulates that the affects and their resulting feelings are inborn parts of the 
human biology. Emotions, however are culturally and familially dependent 
since affects are dealt with differently, encouraged in one family and 
supressed in another. As a result, each individual has a unique learning 
history and an emotional script on how to handle the naturally elicited affects 

Theories on basic emotion 
Research in the field of neuroscience has yielded new knowledge on the 
purpose of and importance of emotions in the developing child, in human 
functioning generally as well as across species (Alcaro & Panksepp, 2011; 
Davis & Panksepp, 2011; Panksepp, 2011). Basic emotion theory stipulates 
that discrete emotions are subcortical. They are fast and automatic reactions 
to stimuli that are outside of conscious awareness. These responses need to 
generalize to successfully deal with challenges and opportunities that humans 
have had to deal with since ancient times. Emotions are seen as the very 
primary processes that give us knowledge crucial for survival and therefore 
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set forward secondary processes such as learning and memory as well as 
tertiary processes of cognition (Panksepp & Watt, 2011).  

Although there is great consensus among many researchers about the 
existence of basic emotions, the disagreement concerns how many and which 
emotions are to be considered as primary. Levenson (2011; Tracy & Randles, 
2011) presents one of the purest lists of basic emotions and presents 
Enjoyment, Anger, Disgust, Fear, Surprise and Sadness as basic emotions. 
Each of these has a distinctive functionality and behaviour repertoire linked 
to it. When we enjoy ourselves, we play; when we feel anger, we fight; when 
we feel disgust, we reject; when we feel fear, we avoid; when we feel 
surprise, we re-orientate; and when we feel sad, we seek help. In Levenson’s 
model, three additional emotions are considered basic although the support 
for distinctiveness and hard-wired brain circuits is not as evident. These 
emotions are of utmost importance to human thriving and survival. 
Relief/content, which brings soothing; Interest, which make us explore; and 
Love, which results in attachment. In Ekman´s conceptualization of emotion 
families (Ekman & Cordaro, 2011), the basic emotion sadness belongs to an 
emotion family with shame, guilt, distress and anguish as family members.  

Panksepp and Watt (2011; Tracy & Randles, 2011) recognize seven basic 
emotional systems, which they argue exist across species: Seeking, Fear, 
Rage, Lust, Care, Panic and Play (playfulness). In humans these systems are 
crucial for mental health but when dysregulated, also the cause of mental 
disorders. Panksepp describes the seeking system as one of the most 
generalized motivational systems involved in all the other emotional systems. 
According to Panksepp, the seeking system is what other behaviour theorists 
have mislabelled as the brain’s reward system and he links it to attachment 
issues (Alcaro & Panksepp, 2011).  

Emotion and cognition 
Panksepp argues that it is important to separate basic emotions from 
cognition (Panksepp, 2011). The brain processes information bottom up from 
emotion to cognition but also top down from higher structures down to 
subcortical areas of the brain. It is crucial to understand that on the primary 
process level, emotions are not under the control of cognition and it is the 
ancestral brain´s speaking, its language wired for survival and adapted 
through evolution to create the best conditions for our existence (Panksepp, 
2012). At the secondary and even more so at the tertiary level, cognition is 
more involved in emotion processes. Here, for example, we can think about 
to whom we direct our anger and why we feel sad and if the reason is 
sensible. The question of whether emotions require cognition has been 
widely discussed. Levenson (2011) notes that one first has to define cognition 
to answer such a question. If by cognition, we mean “anything that the brain 
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does” (p. 384) it is obvious that emotion follows cognition. However, if we 
mean cognition that requires more awareness in the form of planning, control 
and reasoning, Levenson argues that there is no need for cognition to elicit a 
basic emotion. Instead, emotions precede cognition. 

We are born with individual differences in the capacity for physiological 
self-regulation, which in turn affects the quality of care experiences early in 
life. Hence, both temperamental aspects as well as early experiences with 
caregivers influence the emotional response, although its development is also 
a function of the maturation of cortical regulatory areas (Thompson, 2011).  
Thompson shows how cognitive and emotional development are closely 
linked in the growing child Emotional arousal and self-regulation are 
influenced by the maturation of attentional systems that enable voluntary 
control, e.g., of looking behaviour and thus the ability to terminate looking 
when emotionally aroused. Cognitive appraisals of situations that elicit 
emotions, e.g., fear of heights or of strangers, develop during the first year. 
Also, emotions linked to reaching or not being able to reach a goal arise 
through both motoric development and cognitive awareness. Later in the 
second year, self-conscious evaluative emotions such as pride, guilt and 
shame that are linked to the child´s appraisal of others' evaluation starts to 
develop. During the third year, consciousness about self and others continue 
to develop as the child starts to differentiate between her own thoughts and 
the thoughts of others, in what is usually called theory of mind/mentalisation. 
Emotion regulation is thus important for our well-being and for our ability to 
adapt to our environment. 

The close link between emotion and cognition is also seen in the effect 
that emotions have on learning and memory. In an experiment by Singer and 
Fagen, two-month old infants were taught to kick in order to move a 10-item 
mobile. When the mobile was taken away, half of the babies cried. One week 
later, the babies who did not cry remembered how to kick to make the mobile 
move, whereas the babies who did cry couldn´t remember well enough to 
make it move (Singer & Fagan, 1992). It seems like the emotional arousal 
obstructed the learning process. 

The Differential Emotion Theory (DET) postulates that each discrete 
emotion always has a motivational but also a regulatory function (Izard et al., 
2011). In DET, emotional knowledge (EK) consists of two central concepts: 
understanding of expressions and the functions of emotion utilization (EU) 
and emotion regulation (ER). EU is the process of making adaptive use of 
emotional arousal. ER is the neural, cognitive and behaviour processes that 
make us tolerate, increase or reduce emotional arousal. As these functions 
develop, the growing child´s social behaviour repertoire improves. Language 
development plays an important role in the maturation of EK and ER. The 
ability to symbolize and give names to the inner experience of emotions helps 
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us differentiate emotions from each other. In turn, this capacity assists us in 
the process of understanding and managing emotions. 

Emotion and developmental psychology 
Emotions are associated with motivation and distinctive goals. Very early 
emotional expressions are associated with the infant´s effort to maintain or 
stop stimulation that is enjoyable or unpleasant. A baby cries when hungry or 
cold, gazes at a new interesting object or smiles during a social interaction. 
Neural and neuroendocrine arousal systems, e.g., the hypothalamic-pituitary-
adrenocortical axis (HPA-axis) are already functional at birth and develop 
continually during the first years of life. Through the maturation of the brain, 
the child´s emotional lability declines and greater self-control arises. Not 
only maturation with age, but also caregivers’ responsiveness and attunement 
to the child´s experience, affect the capacity to endure stress and to self-
regulate (Thompson, 2011).  

Genetic programs, such as the affect program, can be either open or 
closed. Although affects are pre-programmed and involuntary, they adjust 
through the individual’s own experiences and the environment's responses to 
the individual’s emotional expression (Ekman & Cordaro, 2011). In this 
sense, affective programmes are seen as open and can be changed during the 
lifetime of the individual because information is let into the program, which 
has the potential to change its course. Because humans have a long period of 
parental care, there is time for learning, which makes open programs 
advantageous. In this sense, humans have the opportunity to learn the best 
way of reacting in a specific environment.  Parents respond to the child ́s 
emotional reactions and show their own emotional repertoire. New emotional 
behaviours are continuously aquired throughout life and adapted to the pre-
set affect program. Therefore, our bodily reactions and impulses that act on 
an emotion are both evolutionary and individual, modelled by cognition and 
voluntary action. When the new experience of response is entered into the 
affect program, it will then be automatically changed just as if it had always 
been there. Despite the plasticity of the affect programs, our ancestral 
inherited basic emotions are not easily changed because this would make us 
more vulnerable to challenges/threats and opportunities in our environment 
that are linked to our survival.  

There are cultural differences in the value and expression of emotions. 
Therefore, parents shape their children’s emotional repertoire into what is 
socially acceptable in the specific environment, by interacting with the child 
with facial expressions, bodily contact and language (Halberstadt & Lozada, 
2011). Through caregivers ability to meet the infants attachment behaviour, 
children develop the capacity to regulate emotions.  Affects can thus motivate 
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healthy, adaptive behaviour but they can also lead to unhealthy, maladaptive 
behaviour. 

Other theories of emotion 
Theories on emotions are abundant and the many attempts to explain the 
origin and function of emotion have increased with the new techniques that 
the study of neuroscience enables. Although we have gained new knowledge 
of the function of the brain and the processes involved in affective reactions, 
agreement on what constitutes an emotion and on the role of emotional 
processes is no closer to being reached (LeDoux, 2000). Differences in 
perspectives and on the questions asked complicate the picture further. Not 
everyone agrees with the notion that emotions are innate, universally 
expressed and exclusive in their biological responses (Iacoviello et al., 2007). 
The theory of constructed emotions argues that humans construct the world 
with their emotions instead of emotions being reactions to triggers in the 
world. Emotional responses are believed to be created in the moment of 
experience and influenced by our previous learning history (Barrett Feldman, 
2017). In this view the brain's main function is to regulate all bodily systems. 
By interoception the brain senses the status of all internal systems whereby 
the subjective experience is pleasant or unpleasant and the physiological 
response is arousal or calmness. Barrett argues that from this point our 
experience decides what this sensation means. In this theoretical framework, 
we construct concepts to make sense of the incoming sensory input. 
Consequently, each individual plays an important role in creating his or her 
emotional life. 

Emotion regulation 
Emotion regulation and dysregulation figure significantly in mental health 
and illness and most disorders involve some form of emotion dysregulation 
(Gross & Barrett Feldman, 2013; Gross & Levenson, 1997). An obvious 
example is depressive disorder, characterized by a deficit of positive 
emotions. Emotion regulation in its most basic form involves inhibition of 
emotional expression, and healthy adults often inhibit their emotions for 
adaptive purposes. Nevertheless, inhibiting expressive emotional behaviour 
can lead to dysfunction and, most obviously, decrease the experience of the 
emotion; hence the motivational impact of the affect may be lost. Gross 
explains emotion regulation as “attempts to influence which emotions one 
has, when one has them and how one experiences or expresses these 
emotions.” (Gross & Levenson, 1997, p. 95). Thus, emotion regulation is 
aimed at influencing emotions. A more elaborate description implies a 
process of self-soothing that influences the duration, intensity, or 
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composition of emotional and physiological pressure. The process modulates 
attention, motivation, and behaviour in an effort to adapt to circumstances 
and to achieve set goals (Thompson, 2011). 

Thompson (Thompson, 1994) defines emotion regulation as the 
individual’s external and internal processes aimed at acknowledging, 
evaluating and modifying their emotional reactions. In this conceptualization, 
emotion regulation is not equal to emotional control. Rather, it is problems in 
experiencing and discriminating the whole range of emotions and hence 
responding in accordance with them that may be as maladaptive as the 
capacity to downregulate strong emotions. Emotion regulation difficulties 
may occur when efforts are made to control emotional experiences and 
expressions (Tull, Gratz, Salters, & Roemer, 2004). Gross and John showed 
that undergraduate students who were asked to suppress positive emotions 
experienced and expressed fewer positive emotions, whereas suppression of 
negative emotions decreases the expression of negative emotion but not the 
experience of those emotions (Gross & John, 2003).  Experimentally, it has 
been shown that constricting and concealing emotions when watching films 
with emotion eliciting stimuli (either positive or negative) will lead to less 
expression of the emotions but greater physiological activation, especially 
when supressing negative emotions (Gross, 1998a; Gross & Levenson, 1997). 
Difficult emotions carry important information and must be experienced 
despite the discomfort (Hayes, Wilson, & Strosahl, 1996).  

Phobia for affects/experiential avoidance 
The basic concepts of activating and inhibitory affects provide a framework 
for understanding problem behaviour in the affect phobia model. Adaptive 
activating affects (positive feelings for self, grief, anger/self-assertion, pride, 
closeness, healthy fear, sexual feelings) motivate the person to approach 
various actions, whereas inhibitory affects (shame, guilt, pain, disgust, and 
anxiety) function to inhibit various actions (McCullough Vaillant, 1997). 
These two systems need to be in balance. For example, a person should be 
able to activate and fully experience a grief response without too much 
inhibitory pain; to be able to assert one’s self with less accompanying 
anxiety; and to feel guilty in an adequate proportion when doing wrong. 

Experiential avoidance, conceptualized as the tendency to avoid negative 
internal experiences, including emotional experiences, bodily experiences 
and cognitions (thoughts and memories), has been widely acknowledged as a 
cause for psychological and behavioural problems (Hayes & Strosahl, 2004; 
Linehan, 1993) and has been suggested as a functionally diagnostic 
dimension for psychopathology (Hayes et al., 1996). Hayes believes 
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experiential avoidance to be one of the unifying functions of many forms of 
psychopathology, highly prevalent in diagnosis such as substance abuse, 
OCD, panic disorder and borderline personality disorder but also prevalent in 
many other diagnoses. Phobia of affect, or emotional avoidance, is a 
somewhat narrower concept focusing singularly on emotional avoidance. It 
constitutes a central target for various forms of psychotherapeutic methods 
(Davanloo, 1980; Fosha, 2000; Greenberg, 2012; McCullough, Kuhn, 
Andrews, Kaplan, et al., 2003; McCullough Vaillant, 1997). In gestalt 
therapy, many psychological problems are understood as resulting from 
avoidance of painful feelings or fear of unwanted emotions (Perls, Hefferline, 
& Goodman, 1994). Some literature suggests that an accepting stance 
towards one’s own emotions promote healthier behaviours and enhanced 
functioning, in contrast to when the individual experience negative emotions 
in response to their own emotional reactions (Hayes et al., 1996; Linehan, 
1993). Conscious access to our emotions and the ability to reflect upon them 
seem to be important strategies for successful emotion regulation (Gross, 
1998b, 2013). Greenberg accentuates that emotions promote meaning and 
action as well as communication and that emotions need to be processed 
rather than controlled to access their full adaptive purpose (Greenberg, 2012).  

Thus, adaptive emotional functioning entails modulation of emotion 
instead of elimination of undesired emotions (Tull et al., 2004). It is evident 
from the litterature that emotional avoidance and emotion regulation are two 
concepts that share many similar implications.  

Sense of self/ sense of others 
While there is no agreement as to what exactly the self is, it is considered to 
be a central aspect in psychology, and the subjective experience of having a 
self is natural for most people (Stern, 1985). The self refers to cognitive and 
affective representations of the individual´s identity and subjective 
experience, of memories and experiences, and the inner knowledge of how 
one thinks and reacts in certain situations. Bowlby theorized that children 
develop expectations of their primary caregivers based on the caregiver’s 
responses to them (Bowlby, 1988). In turn, these expectations synthesize into 
internal working models of self and others, which then are generalized onto 
other attachment relationships later in life. McCullough views sense of self 
and others as affectively based attachment complexes (McCullough Vaillant, 
1997). 
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Substance Use Disorder 
Substance use disorder (SUD) is a serious disorder with large consequences 
for the individual and for society. Although the total alcohol consumption of 
the Swedish population has decreased since 2005 and consumption levels 
among teenagers are at an all time low, alcohol continues to be one of 
society's most serious problems causing great suffering for both adults and 
children. Nearly 6% of the Swedish population are estimated to either be 
dependent on or abuse alcohol (CAN The Swedish council for information on 
alcohol and other drugs, 2017). Every year, several thousand people in 
Sweden die due to alcohol related diseases and injuries. Alcohol-intoxicated 
persons often commit physical assaults. Seventy percent of the assaults 
against men and 36 percent of the assaults against women follow this pattern. 
Alcohol is involved in about 30 percent of all fatal accidents in Sweden, e.g. 
in traffic and at sea. The total societal costs due to alcohol are estimated to be 
somewhere between 20 and 80 million SEK per year (CAN- The Swedish 
council for information on alcohol and other drugs, 2010) 

The portion of the population who have tried illicit drugs has remained 
relatively unchanged during the last 15 years, after a rise in the previous 
decade. At present, some indications show that drug use may have intensified 
among young adults. In 2016, 17% of 18-year-old students in secondary 
school reported that they had tried drugs at some time; 3% had done so 20 
times or more. Likewise, there was an increase in serious drug use during the 
1990s. However, the most problematic types of drug use are more difficult to 
measure, but available indicators such as hospitalisation statistics, cause of 
death statistics and crime statistics suggest that the situation has deteriorated 
somewhat further in the 2000s (CAN, 2017). 

Classification of substance use disorder 
According to the American Psychiatric Association´s classification system 
(DSM-5), substance use disorders are defined as behavioural, cognitive and 
physiological results of repeated substance use (American Psychiatric 
Association, 2013). The diagnosis covers 11 different criteria, which 
correspond to different substances. Thus, patients are diagnosed with 
“Alcohol Use Disorder”, “Cannabis Use Disorder”, and so forth, depending 
on the substance dependence:  

1. Taking the substance in larger amounts or for longer than you meant 
to 

2. Wanting to cut down or stop using the substance but not managing to 
3. Spending a lot of time getting, using, or recovering from use of the 

substance 
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4. Cravings and urges to use the substance 
5. Not managing to do what you should at work, home, or 

school because of substance use 
6. Continuing to use, even when it causes problems in relationships 
7. Giving up important social, occupational, or recreational activities 

because of substance use 
8. Using substances again and again, even when it puts you in danger 
9. Continuing to use, even when you know you have a physical or 

psychological problem that could have been caused or made worse 
by the substance 

10. Needing more of the substance to get the effect you want (tolerance) 
11. Development of withdrawal symptoms, which can be relieved by 

taking more of the substance 

The DSM-5 distinguishes the severity of SUD depending on how many 
symptoms are identified. Two or three symptoms indicate a mild substance 
use disorder; four or five symptoms indicate a moderate substance use 
disorder; and six or more symptoms indicate a severe substance use disorder. 

Etiology of alcohol use disorder 
The etiology and development of alcohol use disorder (AUD) is complex and 
diverse. The progress and cause of AUD is multifaceted with hereditary, 
personal and environmental aspects impacting its development. Several 
attempts have been made to develop an empirically grounded typology of 
alcohol dependence (Leggio, Kenna, Fenton, Bonenfant, & Swift, 2009), but 
consistent evidence of their relevance has not yet been produced (Babor & 
Caetano, 2006). All typologies have demonstrated an ability to identify 
relatively homogenous groups, but examination of their diagnostic validity 
and matching to treatment is yet to be recognized (Hesselbrock & 
Hesselbrock, 2006). The most well-known two-type models are the 
distinctions Type I – Type II (Cloninger, 1981) and Type A – Type B (Babor, 
1992). These two models are quite similar. Type I/A is characterized by later 
onset, less-severe symptoms of alcohol dependence, less-severe 
psychopathology, and drinking with the desire to avoid harm. Type II/B is 
characterized by more severe symptoms of alcohol dependence, more severe 
psychopathology, more familial alcoholism, and drinking for pleasure. 
However, two-group solution typologies do not seem to fully capture clinical 
and general samples (Hesselbrock & Hesselbrock, 2006). Two four-type 
cluster solutions with similar subtyping, examined within two different 
samples are 1: Mild course, Polydrug, Negative affect, and 
Chronic/Antisocial personality disorder (Windle & Scheidt, 2004) and 2: 
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Chronic/Severe, Depressed/Anxious, Mildly affected, and Antisocial 
(Hesselbrock & Hesselbrock, 2006). Thus, in the four-type clusters 
comorbidity with affective and anxiety symptoms are highlighted. 

People with AUD are at high risk for having comorbid psychiatric 
disorders. The most frequent disorders are mood disorders, anxiety disorders 
and personality disorders (Petrakis, Gonzalez, Rosenheck, & Krystal, 2002). 
In the Swedish Lundby study (Brådvik, Mattisson, Bogren, & Nettelbladt, 
2010) an extensive comorbidity between depression and alcohol dependence 
was found and both conditions showed comparably equal significance for 
commission of suicide. In spite of broad comorbidity, treatment programs for 
alcohol dependence do not commonly include combined treatment addressing 
psychiatric difficulties. The debate has been long whether AUD causes 
psychological problems or whether psychological difficulties cause problems 
with alcohol. There is evidence that excessive alcohol use increases the risk 
for depression, anxiety and sleep disturbances (CAN, 2010). However, there 
is also research showing that personality pathology and conduct disorder in 
early adolescence predicts later alcohol problems (Cohen, Chen, Crawford, 
Brook, & Gordon, 2007). In a Dutch study, risk factors for developing 
alcohol dependence were early onset of anxiety symptoms and depression 
(Boschloo et al., 2011). The plausible conclusion seems to be that the causal 
relation between alcohol use disorder and psychological disorders can go in 
both directions.  

Neurobiology  
The reward system in the brain is triggered by natural pleasure, such as sex, 
food and social affiliation and plays a vital role in the survival of the species, 
but it is also essential for problems arising from SUD. The system begins in 
the ventral tegmental area (VTA), and projects to the nucleus accumbens 
(NACC) and the frontal cortex. In human imaging studies, decreases in 
dopaminergic function have been identified as a key element of addiction but 
other brain processes are also involved in the process (Koob & Simon, 2009; 
Koob & Volkow, 2016).  

Continued substance use produces changes in brain functions that 
promote and sustain addiction and contribute to relapse. The addiction 
process is thought to involve a three-stage cycle: binging/intoxication, 
withdrawal/negative affect, and preoccupation/anticipation, i.e., craving. The 
cycle becomes more severe as the individual continues the substance use. 
Drug addiction has been conceptualized as a disorder that involves elements 
of both impulsivity and compulsivity. Repeated drug use will affect the brain 
so that the ability to regulate emotion will be affected (Koob & Volkow, 
2010) 
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Current understanding of substance use disorder is the notion that the 
disease evolves through the interaction of the drugs themselves, genetic, 
environmental, behavioural and psychosocial factors.  

Treatment of SUD 
Treatment options for SUD include both pharmacological and psychosocial 
alternatives and a combination of interventions is most often recommended 
(National Board of Health and Welfare, 2015). Patients' goals for treatment 
range from total abstinence to controlled use. Current treatment guidelines on 
psychosocial interventions for SUD advocate cognitive behaviour therapy 
and other techniques that help enhance motivation to change and behaviour 
adjustment. These are motivational enhancement therapy, relapse prevention, 
community reinforcement therapy and social behaviour network therapy. 
However, several psychological treatments for SUD have empirical support. 
There are a number of approved pharmacological treatments for SUD that 
either manage withdrawal symptoms, reduce craving or decrease the 
rewarding effects of the substances' symptoms, e.g. naltrexone and 
acamprosate for AUD (disulfiram to establish sobriety) and buprenorphine or 
methadone for opiate substance use disorder (National Board of Health and 
Welfare, 2015).  

The role of emotion in substance use disorder 
The self-medication hypothesis of substance use disorder suggests that the 
use of alcohol and drugs are means to relieve painful affect, control affect 
when it is confusing or to activate affects when they are absent. Furthermore, 
alcohol is used as means to cope with difficulties regarding self-esteem, 
relationships, and self-care (Khantzian, 1997, 2003, 2012). The model 
extends from Kohut's supposition that addiction is a misguided attempt to 
regulate affect and repair the inadequate self-structure (Kohut, 1977). As 
such, substance use disorder becomes a self-regulation disorder. In a study 
comparing patients with SUD and comorbid mood or anxiety disorders, SUD 
alone and a control group, the comorbid sample reported substance use to 
achieve or maintain feelings of euphoria, control anger, alleviate boredom, 
increase creativity and to feel comfortable in performance situations (Bizzarri 
et al., 2007).  Not only the comorbid group but also the SUD only group 
reported self-medication with substance use to deal with emotions and 
psychiatric suffering.  

Research on drinking motives has conceptualized drinking to cope and 
drinking to enhance to be internally driven efforts to change one´s internal 
emotional experience, in contrast to external reasons for drinking: conformity 
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and for social purposes (Cooper, 1994). Both drinking to cope, that is, 
drinking to avoid unpleasant emotional states or symptoms, and drinking to 
enhance have been associated with high alcohol intake and the risk of 
developing problematic drinking behaviour (Cooper, Frone, Russell, & 
Mudar, 1995; Kuntsche, Knibbe, Gmel, & Engels, 2005). In a British cohort 
of adolescents 17-18 years of age (n=3957), self-reported alcohol use and 
drinking to cope motives were assessed. These were: to help when feeling 
nervous, to feel more self-confident and sure of yourself, to relax, to forget 
worries, to cheer up when you´re in a bad mood, to help when you feel 
depressed and to help when your mood changes a lot. Four groups emerged. 
Those who reported few coping motives, those who reported confidence 
motives and relaxation, those whose drinking was motivated by wanting to 
cheer up and help lift depression and those who reported drinking to cope 
with all sorts of emotional experiences. Strong associations with anxiety or 
depressive disorder were found in this latter generalized motives group, 
where adolescents were six times more likely to have a high risk-drinking 
pattern (Stapinski et al., 2016).  

High alcohol intake has been associated with emotion regulation 
difficulties (Dvorak et al., 2014). In a study with 200 American college 
students, the aim was to investigate if drinking motives (conceptualized in the 
four-dimension model: drinking to cope, drinking to enhance emotional 
experience, drinking for social reasons and drinking to conform) (Cooper, 
1994) mediated the link between emotion regulation deficits and problem 
drinking (Aurora & Klanecky, 2016). The results showed that drinking to 
cope motives fully mediated the emotion regulation/problem drinking 
relationship and enhancement motives partially mediated the relationship. 
Thus, past research indicates that emotions play a central role in the 
development of alcohol related problems.  

In a study using the Emotion-Regulation Skills Questionnaire (ERSQ), it 
was found that tolerance of negative affect was the one emotion regulation 
aspect that negatively correlated with alcohol consumption (Berking et al., 
2011).  

SUD on shame and guilt 
Feelings of shame relate to the individual's own perception that they are 
flawed or that others have that same belief while guilt signals to the self that 
we have done something wrong or hurtful (Luoma, Guinther, Potter, & 
Cheslock, 2017). The self-medication hypothesis also theorizes that 
substance use is a way of dealing with problems of self-esteem and self-care. 
These concepts are closely linked to shame, a feeling that has been found to 
be a risk factor for the development of SUD, as it leads to avoidant coping 
behaviour with substance use and social withdrawal (Dearing, Stuewig, & 
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Tangney, 2005; VanDerhei, Rojahn, Stuewig, & McKnight, 2014). In 
Nathanson´s view, drug and alcohol use is seen as means of managing shame 
(Nathanson, 2008). In this view, shame serves as an antecedent to SUD. 

Equally, shame and guilt feelings are consequences of substance use, 
since the addictive behaviour is hurtful for the individual and to their close 
kin, which leads to secondary feelings of shame and guilt. Thus, the 
problematic feeling become twofold and the need to subdue painful feelings 
intensified. In a study examining psychological predictors of drinking 
behaviours in 89 adults, shame and guilt were both found to be predictive of 
alcohol consumption, and alcohol related problems but shame had the 
greatest influence on problematic drinking (Luoma, Kohlenberg, Hayes, & 
Fletcher, 2012). In relapse prevention, the latter mechanism of shame (as a 
consequence of addiction) is conceptualized as the abstinence violation effect 
(Marlatt & Donovan, 2005). The Fletcher study also showed a difference 
between guilt proneness and guilt experiences, the former being related to 
less problematic drinking and the latter to more problematic drinking. 

Psychotherapy for SUD 
Psychological treatment is defined as methods or techniques aimed at 
changing and working through the individual person’s maladaptive 
behaviour, both regarding the substance use and other initial problems 
starting before and possibly leading to substance abuse. A number of 
psychological treatments for AUD have shown enough evidence to be 
recommended for use, such as Relapse Prevention (Marlatt & Donovan, 
2005) and Motivational Interviewing (Miller & Rollnick, 2002). The list of 
psychological treatments with empirical support also includes 
psychodynamic therapy as well as interactional psychotherapy, a therapy 
which targets immediate feelings and explores patients’ relationships  
(Brown & Yalom, 1977). The effectiveness of psychotherapy for other 
substance use disorders have shown less support (National Board of Health 
and Welfare, 2015).  

The major efficacious therapeutic mechanisms or principles for treatment 
of AUD are still unclear. Berglund and colleagues (Berglund et al., 2003) 
show that even evidence-based combinations of pharmacological and 
psychological treatments still leave a large proportion of patients without 
significant improvement. Previous studies that have provided empirical 
support for psychological treatments have focused on insight and emotional 
experiencing, that is, trials including psychodynamic therapy (Ojehagen et 
al., 1992; Sandahl, Herlitz, & Ahlin, 1998) and interactional therapy, a group 
therapy developed by Irwin Yalom and adapted to alcohol dependence 
(Brown & Yalom, 1977). Interactional therapy has been tested in several 
randomized controlled studies with positive results, although there are no 



- 27 - 

significant differences in comparison to CBT (Cooney, Kadden, Litt, & 
Getter, 1991; Kadden, Cooney, Getter, & Litt, 1989; Kadden, Litt, Cooney, 
Kabela, & Getter, 2001; Litt, Babor, DelBoca, Kadden, & Cooney, 1992).  

Acceptance and commitment therapy uses a combination of acceptance, 
mindfulness, and values-based therapeutic processes to gain higher 
psychological flexibility. This entails stepping back and mindfully watching 
inner experiences, i.e. thoughts, feelings, and bodily sensations. The goal is 
to learn more accepting and mindful ways of relating to inner experiences, 
rather than engaging in substance use as reactions to craving or negative 
affect, that is, emotional avoidance. A meta-analysis of 10 randomized 
controlled trials of ACT for SUD favoured ACT over CBT, 12-step 
programmes and treatment as usual (Lee, An, Levin, & Twohig, 2015). Also, 
a short intervention of ACT targeting shame resulted in fewer days of 
substance use and elevated utilization of residential treatment compared to 
patients who did not receive the adjunctive ACT group intervention (Luoma 
et al., 2017). 

The factors that individuals with SUD themselves rate as most important 
to successful recovery include decreased substance use, increased ability to 
regulate emotion, increased positive interpersonal relations, and increased 
levels of self-esteem (Nordfjaern, Rundmo, & Hole, 2010).  

One of the greatest challenges in conducting treatment in general and 
psychosocial treatment specifically for patients with SUD is to keep patients 
in treatment. In a meta-analytic review of psychosocial treatment for SUD, 
around one third of the patients dropped out before treatment was completed. 
This was true independent of treatment format or type of drug use, but 
patients with comorbid psychiatric diagnosis had higher dropout rates (Dutra 
et al., 2008). 

The role of emotion and sense of self in 
dynamic psychotherapy 
In psychoanalytic theory and practice, the view of emotions has developed 
from Freud´s drive theory to Kohut´s self-psychology. In Kohut´s 
understanding, the ability to regulate emotions is seen as an essential part of 
the development of the three main types of self-object needs: mirroring, 
idealizing and twinship. These needs are crucial for growth of a consistent 
sense of self which matures in the experiences of the caregiving situation 
(Kohut, 1971, 1977). Research on attachment theory (Bowlby, 1988) puts 
forth further evidence of the importance of the caregiver in relation to innate 
motivational forces in regard to security and exploration, which also drive 
important biological needs for interpersonal closeness. The attachment 
system´s main function is to regulate closeness to the caregiver when danger 
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and stress appear, offer comfort and security (safe haven) and develop a 
secure base from which to explore the world. The caregivers’ responsiveness 
and attunement to the child´s experience affect their capacity to endure stress 
and to self-regulate. A further development in regard to emotion in dynamic 
psychotherapy is the experiential dynamic psychotherapy tradition in which 
emotions are seen as a primary source of motivation as depicted in affect 
theory and attachment needs as another (Fosha, 2000; McCullough Vaillant, 
1997). 

The role of emotion and cognition in dynamic psychotherapy 
A meta-analysis examined the impact of eliciting affect in psychotherapy and 
found an association between therapists facilitating patients' affective 
expressions and outcomes in psychodynamic psychotherapy (Diener et al., 
2007). In a review of the psychotherapy process-outcome research literature, 
Orlinsky, Ronnerstad, and Wilutzki (2004)  suggested that even though 
experiencing emotion in therapy sessions has strong effects, outcomes might 
be dependent on how effectively therapists recognize and work with these 
expressions. 

In emotion focused experiential psychotherapy methods like Affect 
Phobia therapy (APT), Emotion Focused Therapy (EFT), Accelerated 
Experiential Dynamic Therapy (AEDP) and Intensive Short Term Dynamic 
Psyhchotherapy (ISTDP), emotions are viewed as the central guiding force 
that determines how a person functions in their world (Davanloo, 1980; 
Fosha, 2000; Fosha, Siegel, & Solomon, 2009; Greenberg, 2012; 
McCullough, Kuhn, Andrews, Kaplan, et al., 2003; McCullough Vaillant, 
1997). Therapeutic change occurs through directly accessing and working 
with problematic emotional experiences in therapy sessions and changing 
maladaptive emotional processes. Emotional processing refers to how an 
individual accesses and becomes aware of their emotional experience, 
accepts the experience, places meaning on it, and transforms maladaptive 
emotions into adaptive ones. Emotional processing thus involves a 
combination of innate sensorimotor experience, the processing of emotional 
schematic memories, and processing on abstract cognitive levels (Greenberg, 
2012; Greenberg & Safran, 1987). 

Cognition is of utmost importance in emotional processing since there is 
a need to be aware of, reflect on and find meaning in our emotions, in order 
to work with the problematic emotional experience. It has been proposed that 
for individuals with depression, it is the accessing and deepening of 
emotional processing ability that allows patients to take adaptive action to 
meet their needs (Greenberg & Watson, 1998).  
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Short-term dynamic therapy 
Short-term dynamic psychotherapy (STDP) has its origin in psychoanalytic 
psychotherapy and was developed during the '70s and '80s by psychoanalysts 
such as David Malan, Peter Sifneos and Habib Davanloo (Davanloo, 1980; 
Malan, 1976; Sifneos, 1979). STDP applies fundamental psychoanalytic 
principles for describing and understanding the dynamics and problems that 
patients bring to therapy. The idea is to use active interventions and transfer 
the control of the therapy process into the hands of the therapist (Malan, 
1976), thus accelerating exposure, and then persistently confront defences 
(Davanloo, 1980) to uncover emotions and thoughts that interfere with 
patients' relationships and daily functioning (McCullough Vaillant, 1997). 
The foundation of STDP has been provided by Malan´s two triangles; the 
triangle of conflict and the triangle of person (Malan, 1979). The conflict 
theory originates from Freud´s structural theory of the Id, the Ego and the 
Super Ego and the unconscious influence of a person’s inner structure. 

The designated goals of treatment in STDP are to help the patient 
recognize defensive behaviour (insight), evoke the desire to change the 
maladaptive responses (motivation), viscerally experience the conflicted 
feeling (exposure) and adaptively express those feelings (new learning). In 
the process, there is a need to regulate the patient´s anxiety or inhibition in 
the session. 

Affect phobia therapy 
Affect Phobia Therapy (APT) is characterized by high therapy activity; focus 
on emotion that promotes quicker progress, and an interest in the patient’s 
patterns of relating to others. APT was developed by Leigh McCullough 
(McCullough et al., 2003; McCullough Vaillant, 1997) and is based on the 
principles of psychodynamic conflict theory, i.e., defence, anxiety and hidden 
emotions. The treatment integrates techniques and theories from other areas 
of psychotherapy both for further understanding of the patient’s 
psychodynamic needs (e.g. clinical aspects of affect theory) and for working 
them through. Behavioural principles such as exposure and desensitization as 
well as gestalt therapy methodology such as guided fantasy are used for 
accelerating change while reducing anxiety. Clinical aspects of affect theory 
are integrated, as the therapy method embraces the idea that affects can 
motivate healthy, adaptive behaviour but can also lead to unhealthy, 
maladaptive behaviour. Feelings of safety and emotional closeness to others 
as well as positive feelings toward the self are clinically relevant motivational 
aspects comprised in the model 

The concept of affect phobia refers to an inner conflict in which a certain 
activating, adaptive affect triggers an inhibiting affect (anxiety, shame, 
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emotional pain), which pushes the individual toward a defensive or avoiding 
behaviour in order to get rid of the painful affects. The defensive behaviour 
can also be an expression of an affect. Extensive use of such defensive 
strategies comes at considerable cost (e.g., lack of intimacy, loneliness, 
somatic problems, lack of energy, inflexible behaviour patterns, and 
substance/alcohol abuse). The avoidant behaviours are regularly maladaptive 
because they block the individual from utilizing inherently adaptive affects, 
and they often constitute what we refer to as psychiatric symptoms or 
problematic behaviours (McCullough et al., 2003).  

In APT the focus is on recognizing and understanding the mechanism of 
the defences and then relinquish them in order to restructure affects to 
facilitate experiencing, regulation and expression of affects. In therapy, the 
patient is gradually exposed to feelings that are avoided and trained to better 
regulate feelings that are too dominant in their lives. The goal of treatment is 
that the patient more frequently will be guided by their feelings towards a 
more adaptive behaviour repertoire.  

McCullough and co workers acknowledge a set of specific treatment 
objects as the active ingredients in APT. These significantly coincide with the 
important change mechanisms theoretically and clinically in Short-Term 
Dynamic Psychotherapy generally and they clearly represent common factors 
across therapies. Insight refers to how clearly patients can recognize their 
maladaptive cognitive schemas or defensive behaviour. Motivation refers to 
how much the patient wants to give up the maladaptive or defensive 
behaviour. Exposure refers to how much bodily arousal of feeling is 
experienced in the session. Inhibition refers to how much anxiety, guilt, 
shame, or emotional pain is elicited in this process. New learning refers to 
how effectively the patient is able to express these feelings interpersonally 
outside the session. The Achievement of Therapeutic Objectives Scale 
(ATOS) is a scale designed to assess patients' attainment of these same 
treatment objectives, reflecting the results of a search for the active 
ingredients in treatment (McCullough, Bhatia, Ulvenes, Berggraf, & Osborn, 
2011). The ATOS scale was designed to assess patients’ degree of absorption 
of specific treatment objectives. The idea is that when a therapist provides 
psychotherapy for a patient, the effect of that psychotherapy cannot be 
determined unless one observes a range of patient responses that indicate that 
treatment has made an impact on the patient (McCullough, Kuhn, Andrews, 
Hatch, et al., 2003).  

APT has successfully been tested for personality disorders in two 
randomized controlled trials (Svartberg, Stiles, & Seltzer, 2004; Winston et 
al., 1994). The treatment reduced psychiatric symptoms and increased 
personality functioning as well as social adjustment. A randomized controlled 
trial on self-help based APT delivered over the internet to participants with 



- 31 - 

mood and anxiety disorders showed significant improvements on both 
depression and anxiety outcome measures (Johansson et al., 2013). Attempts 
have previously been made to deliver APT in a group therapy format for 
patients diagnosed with depression at Modum Bad hospital, an in-patient 
clinic in Norway. The treatment consisted of group therapy twice a week and 
an individual session per week for eight weeks, but the treatment has not 
been empirically evaluated (B.L., personal communication, September 2013). 

Several therapeutic orientations have acknowledged that emotional 
avoidance is a common feature in many individuals with psychological 
problems and psychiatric symptoms (Hayes et al., 1996). Even though the 
two concepts of emotional avoidance and affect phobia have many 
similarities, they also differ somewhat. In the affect phobia frame, emotions 
are seen as either activating or inhibitory and all affects have the potential to 
be adaptive or maladaptive, i.e. avoidant and unregulated (McCullough et al., 
2003; McCullough Vaillant, 1997).  

Sense of self/self-compassion, sense of others/closeness  
The APT model emphasis self- care and self-forgiveness, thus asserting that 
warm feelings towards oneself are adaptive feelings that may often be 
avoided. The construct of sense of self in APT includes degrees of the 
empathetic and realistic quality of patients’ experience of an adaptive self-
image (McCullough & Andrews, 2001; Schanche, Stiles, McCullough, 
Svartberg, & Nielsen, 2011), including self-understanding and self-care. Self-
compassion is a closely related concept that tries to capture a compassionate 
self-to-self relating when confronted with personal suffering (Neff, 2003) 
which can be related to abundant feelings of guilt and shame. Neff and 
McGehee (2010) propose three important components in self-compassion: (1) 
self-kindness, which is to treat oneself with care and understanding, instead 
of with intense self-critique, (2) realizing that one’s imperfection is a shared 
experience with all other humans and (3) being mindful in the present 
moment instead of overreacting in regard to one’s own life experiences of 
suffering. 

Sense of others involves one’s views of others, that is, whether the 
experience and understanding of others can be open, compassionate and 
realistic but with healthy boundaries and interdependence (McCullough et al., 
2003). Adaptive sense of self and sense of others are needed for the ability to 
develop and sustain close relationships with others and maintain a balance 
between autonomy and closeness. 

Self restructuring and self other restructuring are the processes in APT in 
which exposure and response inhibition to phobias related to sense of self and 
others are worked through. When problems in these areas are abundant, 
defence and affect restructuring is not possible. A week sense of self and 
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others involves either devaluation or idealizing views of self/others or a 
combination of both. Hence the individual possess a poor ability to see one´s 
own and others' strengths and weaknesses in a balanced and realistic manner. 
Often there can be great discrepancies in a person´s views and demands of 
themselves versus others. 

ADHD  
Attention deficit hyperactivity disorder (ADHD) is a common 
neurodevelopmental disorder that persists into adulthood in the majority of 
cases, with adult prevalence estimated at between 2.5-4.3% (Kessler et al., 
2006). ADHD is diagnosed when criteria for the core features of inattention, 
hyperactivity and impulsivity are fulfilled (American Psychiatric Association, 
2013).  

It has been repeatedly reported that childhood ADHD is associated with 
negative outcomes across the lifespan, as individuals with ADHD are more 
likely to experience educational and occupational under-achievement, lose 
jobs, get divorced, and have more accidents and poorer health (Barkley, 
Anastopoulos, Guevremont, & Fletcher, 1991). Interpersonal problems are 
overrepresented in adults with ADHD (Wilens et al., 2005; Wilens & 
Dodson, 2004). Common symptoms and consequences of ADHD in 
adulthood are lack of motivation, mood lability, anxiety, depression and low 
self-esteem (Able, Johnston, Adler, & Swindle, 2007), and the comorbidity  
with other psychiatric disorders is high. The development of ADHD 
symptoms in children is influenced by a complex interaction between 
genetics and environmental factors. In a study with adopted children (Harold 
et al., 2013), ADHD symptoms of the biological mother significantly 
predicted a child's impulsivity and activation at age 4.5. This predicted 
maternal hostility from the adoptive mothers and ADHDsymptoms in 
children at age 6. 

The role of emotion in ADHD 
A shared factor amongst the deficiency symptoms in individuals with ADHD 
is poor self-regulation. Most recently, emotional dyregulation has come into 
focus (Corbisiero, Stieglitz, Retz, & Rösler, 2013; Skirrow & Asherson, 
2013), although emotional symptoms in the ADHD population have been 
known since the first descriptions of the functional impairment (Surman et 
al., 2013). In Wender, Utah, criteria for ADHD in adults' seven symptom 
areas are described, four within the symptom description in DSM (poor 
attention, disorganization, hyperactivity/restlessness and impulsivity) and 
three emotionally oriented (temper, affect lability and emotional over 
reactivity) (Marchant, Reimherr, Robison, Robison, & Wender, 2013; Ward, 
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Wender, & Reimherr, 1993). Barkley theorizes that dysfunctional self-
regulation of affects and high arousal is present in the ADHD population 
because of a developmental delay in the capacity to inhibit responses (Barkley 
& Murphy, 2010). 

According to Nathanson (2008), the two affects that dominate the clinical 
picture in ADHD are interest-excitement that is inadequately mobilized 
and/or maintained, and hypersensitivity to shame-humiliation. In a study 
examining 71 biographical narratives from undiagnosed individual who later 
received ADHD diagnosis, feelings of failure, lack of self-confidence, 
descriptions of functional difficulties, stress and guilt feelings were 
prominent (Fleischmann & Fleischmann, 2012). In cognitive psychotherapy 
for patients with ADHD, it is recognized that negative social feedback from 
parents and peers can produce distorted negative thoughts, which in turn may 
lead to negative emotions and avoidant behaviour (Knouse & Safren, 2010). 

ADHD and SUD 
ADHD is particularly prevalent in individuals with substance use disorders 
(SUD). A recent meta-analysis reported an ADHD prevalence rate of 23.1 % 
in SUD (van Emmerik-van Oortmerssen et al., 2012). ADHD affects the 
course and severity of SUD and has been associated with adherence to  
treatment problems, higher rates of relapse and longer and more intensive 
treatment to reach treatment goals (Ohlmeier et al., 2008; Wise, Cuffe, & 
Fischer, 2001). Early age temperamental characteristics found to be 
associated with later onset of SUD are fearfulness, accident proneness and 
having frequent temper tantrums (Nogueira et al., 2014). The high co-
morbidity between ADHD and SUD may reflect common genetic 
dispositions. Furthermore, continuous drug use will affect the brain so that 
the ability to regulate emotion will be further impaired (Koob & Volkow, 
2010). The comorbidity hypothesis regarding the association between ADHD 
and SUD argues that novelty seeking and comorbid externalizing disorders 
likely play a role in the initiation of substance use. But when substance use 
has begun, drug and alcohol intake are used as means to alleviate the core 
ADHD symptoms of attention deficits and hyperactivity. Thus, self-medication 
perpetuates SUD (Young & Sedgwick, 2015).  

One of the key elements in ADHD symptomatology concerns impulsivity 
(Kessler et al., 2006). Difficulties in controlling impulsive behaviours when 
faced with emotional distress have been linked to risky drinking. Studies on 
drinking to cope demonstrate that motivation to deal with dysregulation of 
emotion concerns drinking to enhance positive feeling as well as drinking to 
alleviate negative emotional states (Cooper, 1994). The dysregulation of 
emotion and self in this comorbid patient group may involve two 
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motivational pathways. As an entrance into problematic drinking and drug 
use, both sensation seeking behaviour and enhancement of positive affect 
appear to be at play. Furthermore lack of impulse control and difficulties in 
handling stress and frustration seem to drive substance use problems,, which 
has been shown both in SUD populations as well as in the comorbid SUD 
and ADHD population (Young et al., 2015; Young & Sedgwick, 2015). 
Hence, the comorbid ADHD and SUD patient group may be greatly affected 
by emotional laden dysregulation difficulties associated to both ADHD and 
to SUD in relation to the abuse. 

Psychotherapy for ADHD 
Psychotherapeutic interventions for ADHD most frequently address 
functional impairments in everyday life and include psychoeducation, 
learning strategies and skills. Cognitive behaviour therapy (CBT) (Emilsson et 
al., 2011; Safren et al., 2005), dialectical behaviour therapy (DBT) based 
treatment (Hirvikoski et al., 2011), and meta-cognitive therapy (Solanto et al., 
2010) are frequently applied treatments, and group formats are common. 
There is preliminary evidence that psychological treatments that specifically 
target emotion dysregulation in ADHD are efficacious (Mongia & Hechtman, 
2012; Sonuga-Barke et al., 2013).  

Evidence for usefulness of psychosocial treatment in adult ADHD is 
inconclusive (Philipsen et al., 2015) but in combination with pharmacological 
medication there is evidence of efficaciousness (Skokauskas, McNicholas, 
Masaud, & Frodl, 2011). In a randomized controlled trial with 419 patients, 
cognitive behaviour group treatment (GPT) was compared to clinical 
management (CM) for twelve weeks and thereafter every month for nine 
months. In addition, patients in the study received either central stimulants or a 
placebo (Philipsen et al., 2015). The results showed that pharmacological 
treatment was effective for core symptoms of ADHD and after three months, 
CM appeared superior to the structured group treatment, but long-term 
effects favoured GPT, especially when measuring patients´ general well-
being, coping skills, self-esteem and acceptance. Although psychiatric 
comorbidity, self-devaluation and interpersonal difficulties are widely 
acknowledged in ADHD, few studies have investigated psychotherapies 
targeting these problems. Studies on psychological treatment specifically 
targeting ADHD and SUD are lacking. Due to the uncertain results from 
several trials evaluating pharmacotherapy in the comorbid ADHD and SUD 
population (Konstenius et al., 2014; Konstenius, Jayaram-Lindström, Beck, & 
Franck, 2010; Levin et al., 2006, 2015; Levin, Evans, Brooks, & Garawi, 2007; 
Schubiner et al., 2002), other treatment possibilities are needed.  
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Common factors  

Alliance and other relationship factors 
There is an abundance of research examining the therapeutic alliance, and it 
is regarded as one of the principal curative common factors in psychotherapy. 
Meta-analyses have shown an average correlation of .27 between alliance and 
psychotherapy outcome, a moderate but robust finding across studies 
(Horvath, Del Re, Flückiger, & Symonds, 2011). Bordin´s definition focuses 
on three domains: agreement of the goals of treatment, agreement on the 
tasks of treatment and the quality of the interpersonal and emotional bond 
between patient and therapist (Bordin, 1979). Measures of alliance in group 
therapy often describe alliance, not only with the therapists or with specific 
members of the group, but also with the group as a whole (Lindgren, Barber, 
& Sandahl, 2008). Other relationship factors that have found support in 
research are empathy, goal consensus and collaboration, positive regard and 
affirmation, congruence/genuineness, collecting client feedback, repairing 
alliance ruptures and managing countertransference (Norcross, 2011).  

Current understanding of psychosocial treatment in general and 
psychotherapy research specifically gives support for therapist empathy as 
one of the central ingredients. In meta-analysis this client factor has been 
shown to have a moderately strong relationship to therapy outcome (Elliott, 
Bohart, Watson, & Greenberg, 2011). In addiction treatment, empathy is 
linked to higher treatment success whereas low empathic skills have been 
associated with larger drop-out rates and greater relapse rates (Moyers & 
Miller, 2013).  

Role expectations and other client factors 

A long held assumption in psychotherapy is that if the patient’s expectations 
are congruent with the method and style of the treatment, the therapy has a 
better chance of attaining satisfying treatment results (Duckro, Beal, & 
George, 1979). Research on role expectations and/or disconfirmation of role 
expectations has primarily focused on the variables retention (continuation of 
psychotherapy), outcome at termination and therapeutic alliance. 
Disconfirmation of role expectations is mostly defined as the discrepancy 
between patient and therapist role expectations (Constantino, Arnkoff, Glass, 
Ametrano, & Smith, 2011). Confirmation of role expectations has been seen 
as one of the factors that facilitate the development of the therapeutic 
alliance. Knowledge about factors that can facilitate the psychotherapy 
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process for individuals with substance abuse is essential, since relapse and 
dropout is frequent in this group (Clarkin & Levy, 2004). 

There is evidence that clients make the single strongest contribution to 
outcome in psychotherapy (Bohart & Greaves Wade, 2013). Severity of 
problem, comorbidity, access to emotion, level of self-critique, and 
attachment style, are some of the aspects related to client factors that make a 
great contribution to outcome. Client´s motivation for change is one of the 
driving forces in psychotherapy. APT acknowledges that motivation grows 
from the experiential understanding that therapy will make a change in the 
patient´s every day life (McCullough Vaillant, 1997) In MI, change talk 
motivates and helps the patient to implement the new behaviour (Miller & 
Rollnick, 2002).  

Aims 

General aim 
The overall aim of the present research was to explore the role of affects in 
psychotherapy for SUD. Further aims were to investigate affect-focused 
orientations, importance of common factors and a measurement of affect 
phobia.  

Specific aims 
Study I aimed to examine how the discrepancy between patients’ treatment 
expectations prior to psychotherapy and experience of on-going 
psychotherapy correlated with the therapeutic alliance for patients with 
substance use disorders. The hypothesis was that a confirmation of patients´ 
expectations would be associated with a higher level of alliance while a 
disconfirmation of patients´ expectations would be associated with a lower 
level of alliance. Another aim was to test whether different dimensions of 
role expectations predicted retention in psychotherapy.  
 
Study II aimed to make the first evaluation of the psychometric properties of 
the Affect Phobia Test. The three specific objectives were to provide basic 
reference data on the Affect Phobia Test for a clinical sample of patients with 
depression and/or anxiety and a non-clinical sample of university students, to 
test reliability in terms of internal consistency and test-retest reliability and to 
evaluate the validity of the test with regard to discriminative validity and 
factor structure.  
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Study III aimed to make a first preliminary investigation of whether APT was 
a feasible and helpful first-line treatment for patients diagnosed with mild to 
moderate alcohol use disorder and problematic affective avoidance/emotion 
regulation difficulties. 
 
Study IV aimed to evaluate the feasibility and analyse preliminary data of 
effectiveness of affect phobia group therapy for patients with comorbid 
substance use disorders and ADHD with core features of affect 
phobia/emotion dysregulation. 

Methods 

Study I 

Design and procedure 
Data were part of a naturalistic study of psychotherapy among patients with 
substance use disorders – Matching and Outcome of Psychotherapy at 
Addiction Clinics in Sweden (MOPACS). Data collection occurred between 
2006 and 2009. All patients were treated in the Stockholm Center for 
Dependency Disorders, a large public-sector addiction clinic that provides 
specialized care for SUD for the inhabitants of the major part of Stockholm 
County, Sweden. When giving their informed consent, patients were 
requested to complete a questionnaire including socio-demographic data, 
alcohol and drug use as well as the measures described below. Additional 
questionnaires were sent by post to all patients in the study within six months 
after therapy had commenced. Waiting time from assessment to therapy start 
was less than three months for 82 per cent of the patients, 11 per cent waited 
between three-six months and seven per cent had a waiting time longer than 
six months.  

Participants 
In all, 159 patients took part in Study I. They were all outpatients with 
various substance use disorders. About two thirds had alcohol as their 
primary substance and one third various illicit drugs. The most frequent co-
morbid psychiatric disorders were mood disorders, followed by anxiety 
disorders and personality disorders. The mean age was 43.6 years and 55% 
were women. In total, 87% had Sweden as their country of birth and 88% had 
a high school education. The main occupation for 50% was either work or 
studies.  
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Measures 

Self-report measures  

Psychotherapy Expectations and Experiences Questionnaire - 
Short (PEX-S) 
Treatment expectations prior to therapy and experiences of therapy were 
measured with the Psychotherapy Expectations and Experiences 
Questionnaire - Short (PEX-S) developed by Clinton and Sandell (2003). 
PEX can be used both by patient and therapist before, during and after 
treatment. It measures expectations of what might be helpful in therapy 
(PEX1) as well as experiences of therapy (PEX2). The instrument is based on 
an interaction hypothesis stating that different therapy methods match 
different patients. The hypothesis is that the working alliance between patient 
and therapist is enhanced when their answers on the PEX are concordant or 
converge over time (Clinton, 2001; Clinton & Sandell, 2003). PEX-S consists 
of 25 items (the original version have 50 items) distributed over five 
subscales. Answers are given on a 6-point Likert scale and scored from 
1(“disagree completely”) to 6 (“agree completely”). The five subscales are: 
External Orientation, interventions focusing on practical tasks and problem 
solving (e.g. “I think I would be helped by focusing on concrete problems”). 
Internal Orientation: interventions focusing on reflection and inner processes 
(e.g. “I think I would be helped by reflecting on hurtful memories”), 
Catharsis: interventions focusing on expressive, emotionally charged 
material, (e.g. “I think I would be helped by expressing sadness and anger”), 
Support: interventions focusing on encouragement, confirmation and 
sympathy, (e.g. “I think I would be helped by being met with kindness and 
consideration”), Defensiveness: interventions focusing on avoiding 
uncomfortable confrontation (e.g. “I think I would be helped by repressing 
unpleasant feelings and thoughts”). The psychometric properties of the PEX 
in its original version are satisfactory, with high reliability in terms of 
internal consistency for the five subscales of PEX: Internal Orientation: α = 
.86; External Orientation: α = .89; Catharsis: α = .87; Support: α = .83; 
Defensiveness: α = .85 (Clinton & Sandell, 2003).  

Working Alliance Inventory - Short (WAI-S) 
Working alliance was measured with the Working Alliance Inventory-Short 
(WAI-S) consisting of 12 items (Tracey & Kokotovic, 1989), derived from 
the original 36-item version  (Horvath et al., 2011). WAI-S is a widely used 
instrument. Tracy and Kokotovis demonstrated adequate reliability of the 
WAI-S: internal consistency for the overall client score was α = .98. Two 
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different versions of the WAI-S were used: in individual therapy with 
questions about the relationship between patient and therapist and in group 
therapy with questions about the relationship between patient and the group 
as a whole.  

Data analysis 
For each subscale in the PEX-S, a measurement of the discrepancy between 
role expectations prior to therapy and experiences during treatment was 
created. The discrepancy measure was labelled REED (Role Expectations 
and Experiences Discrepancy). REED was operationalized as the squared 
euclidic distance between each individual patient’s mean value on the 
subscales in PEX1-S and PEX2-S, for example (Catharsis1-Catharsis2)2.  The 
higher the value obtained, the greater the discrepancy between role 
expectations and experiences of psychotherapy. The five subscales were then 
summarized as REED total: (External Orientation1- External Orientation 2)2 + 
(Internal Orientation1- Internal Orientation2)2 + (Support1-Support2)2 + 
(Catharsis1-Catharsis2)2 + (Defensiveness1-Defensiveness2)2. For the sake of 
comparability, parametric methods were employed throughout the study. An 
exception was the analysis of the associations between the PEX1-S subscales 
and therapy retention (which was on an ordinal level), for which Spearman’s 
rho and partial Spearman correlations were used. The association between the 
REED and WAI-S was analysed using Pearson correlations. 

Study II 

Design and procedure  
Study II was a psychometric study on the Affect Phobia Test, which was 
translated from English into Swedish in a method called “parallel” or 
“committee” translation. One experienced researcher and one experienced 
psychotherapist translated the questionnaire independently. The translation 
was then compared in a group setting where a third experienced 
researcher/psychotherapist participated and the translation was discussed 
until consensus was reached. 

The clinical sample was collected from patients participating in a 
randomised controlled trial of internet-based, affect-focused treatment 
(Johansson et al., 2013). Patients were recruited via the internet and 
advertisements in newspapers and the Affect Phobia Test was answered 
online. Out of the 82 patients, 38 were on a waiting list control group and 
they completed the questionnaires twice, with a two-week intermission, 
comprising a validation sample that enabled a test-retest measurement. The 
university student sample was collected in three universities situated in two 
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Swedish cities, Stockholm and Linköping. The students were asked to 
complete the questionnaire in conjunction with seminars that they attended.  

Participants 
The clinical sample consisted of 82 patients. The mean age was 45.9, 84% 
were women and 67% were married or living with a partner. The university 
student sample of 197 individuals had a mean age of 26.4, 77% were women 
and 58% were married or living with a partner. 

Measures 

Affect Phobia Test 
The Affect Phobia Test is used for screening patients for affect phobia 
(McCullough, Berggraf, & Ulvenes, 2010) and consists of 20 items 
distributed over seven dimensions. Answers are given on a 5-point Likert 
scale and scored from 1 (“Not at all”) to 5 (“Very much”) (The total score 
can be in the range of 20-100). The seven dimensions are: Anger-Assertion, 
Sadness-Grief, Attachment-Closeness/Tenderness, Sexual Feelings, Positive 
feelings for the self, Interest-Excitement, and Enjoyment-Joy (with three 
questions on all domains except Sexuality with two questions). 	

Data analysis 
The analysis included internal consistency in terms of Cronbach’s alpha and 
test-retest reliability (for a subsample of the patient group), factor analysis for 
examining the factor structure and calculation of an empirical cut-off. 

Study III 

Design and procedure 
Study III had a multiple baseline design and took place at Stockholm Center 
for Dependency Disorders in a naturalistic setting. Written information about 
the study was sent to two outpatient clinics. The information stated 
inclusion/exclusion criteria for participating in the project. When referrals 
were made, the therapist met the patient to give information about the study 
and the therapy method and to ensure that the inclusion criteria were met. 
Inclusions were made until the study sample was completed. 
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Participants 
Three women with mild to moderate alcohol use disorder participated in 
Study III. 

Measures 
In Study III PEX-S and the Affect Phobia Test were used, measures already 
described in Study I, except for the psychometric properties of the latter, 
which is described below. In addition the following measures were used: 

Affect Phobia Test 
The psychometric properties of the Swedish version of the Affect Phobia 
Test show satisfactory reliability in terms of internal consistency (Clinical 
sample α = 0.88; University students α = 0.84) and test-retest (rxx = 0.70 for 
the total scale)	(Frankl et al., 2016).	

Outcome Questionnaire-45 
Outcome Questionnaire-45.2 (OQ-45.2) has a primary function of tracking 
patient progress during administration of psychological and drug treatments 
for psychological disorders. The aim is to describe patients on three specific 
levels: psychiatric symptoms (loading heavily on anxiety and depression), 
interpersonal relationships, and social role functioning (Lambert et al., 1996). 
The Swedish translation has shown good psychometric properties 
(Wennberg, Philips, & de Jong, 2010). 

Outcome Questionnaire-10 
Outcome Questionnaire-10.2 (OQ-10) consists of 10 questions derived from 
the OQ-45 and is used as a brief screening instrument to follow patients´ 
progress and alert of psychological distress (Lambert et al., 1996). 

Drug Calendar/Timeline Follow Back (TLFB) 
Timeline Follow Back or Drug Calendar (TLFB) is used for collecting the 
patient’s retrospective estimation of his or her use of alcohol and illicit drugs 
day by day backwards in time (Fals-Stewart, O’Farrell, Freitas, McFarlin, & 
Rutigliano, 2000; Sobell & Sobell, 1992). 

Penn Alcohol Craving Scale 
Craving was measured with the Penn Alcohol Craving Scale (PACS) 
(Flannery, Volpicelli, & Pettinati, 1999), a self-report questionnaire 
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consisting of five items on one scale with questions about the frequency, 
intensity, and duration of cravings, the ability to resist drinking, and a 
question about the overall craving for the previous week. Answers are given 
on a 7-point Likert scale and scored from 1 (“Never) to 7 (“Almost always”) 
(The total score of PACS can be in the range of 0-34). Flannery and 
colleagues demonstrated adequate reliability of the PACS; internal 
consistency was α = .92. 	

Data analysis 
The development of alcohol use and craving parameters during baseline, 
treatment, and follow-up were presented graphically. Statistical analysis 
using chi-square was conducted to calculate differences on two of the 
alcohol-related measures. Changes in craving over the treatment period were 
calculated with separate regression lines for each subject with time in therapy 
as the independent variable and craving, measured with PACS, as the 
dependent variable. Pre-to-post symptom changes on measures that were 
used at inclusion and at follow-up were also presented without statistical 
calculation.  

Study IV 

Design and procedure 
Study IV had an open design and took place at Stockholm Center for 
Dependency Disorders in a naturalistic setting. Written information about the 
project was sent out to psychiatrists working at the clinic. The psychiatrist 
responsible for planning the patients´ care made referrals to the study. The 
study coordinator met the patient for a screening visit to give oral and written 
information about the study and the treatment and to ensure that the inclusion 
and exclusion criteria were fulfilled. The patients were then scheduled to 
provide drug/alcohol tests at the unit for two weeks (once a week) to show 
stability in abstinence. If the tests proved to be negative, a new appointment 
for inclusion in the study was scheduled (maximum of six weeks and 
minimum of one week before treatment start) at which the patient filled in 
self-ratings measurements and the baseline periods were organized.  

From inclusion to the start of treatment, patients participated in weekly 
measurements (conducted via telephone by a nurse). Hence, the length of 
baseline measurement period varied from patient to patient depending on 
referral and practical considerations in the naturalistic circumstances of the 
study but in the time frame described above. Inclusions were made until the 
study sample was completed. Measurements were carried out once a week 
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from baseline period to end of treatment, at follow up four weeks after the 
end of treatment and six months after the end of treatment.  

APT was adapted to a structured group format from manualized 
individual APT, and with influences from ADHD skills training and self-help 
group format. The treatment was conducted by two therapists and consisted 
of a 90-minute long welcome meeting, 14 weekly sessions of 180 minutes 
each, and one follow-up session four weeks after the end of treatment. At 
almost every weekly session, a new affective theme was introduced and 
focused on in the psycho-educational part of the session (for further 
description see appendix in article IV). 

Participants 
Twenty-two patients with SUD, 10 women and 12 men, participated. Twelve 
had alcohol use disorder, three mainly cannabis dependency, four mainly 
central stimulant dependency and three mainly opiate dependency. Only two 
patients had no comorbid psychiatric diagnoses other than ADHD. The most 
common diagnosis was anxiety disorders and depression. Two patients had 
bipolar type II, two had eating disorders, four had personality disorders 
(antisocial and borderline personality disorder), two had PTSD and two had 
learning disorders. The mean age was 41 years. In total, 91% had Sweden as 
their country of birth, 54% had a high school education and 10% had higher 
education. Thirty-two percent were employed, 32% were unemployed, 10% 
were currently studying, and 30% were on temporary or permanent sick 
leave. Marital status was defined as either living on their own, which was 
true for 64% of the patients, or living with a partner. Central stimulants were 
the most common medication prescribed to 12 patients, followed by anti-
psychotics and mood stabilizers prescribed to six patients. Antidepressant 
medication was prescribed to five patients and pharmacotherapy for SUD 
including AUD to three of the patients. For anxiety and sleeping problems, 
three patients were prescribed antihistamines and one patient was prescribed 
sleeping pills.  

Measures 
In Study IV the Affect Phobia Test, OQ45/OQ10, WAI-S group and TLFB 
were used, as was the case in the first three studies. In addition, the following 
measures were used: 

Self-Compassion Scale 
The Self-Compassion Scale (SCS) measures six positive and negative factors 
of self-compassion: self-kindness, self-judgment, common humanity, 
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isolation, mindfulness, and over-identification. The 26 questions are rated on 
a 5-point Likert-scale ranging from 1 (almost never) to 5 (almost always). 
The SCS has proven good internal consistency reliability for all subscales, 
from alpha of 0.75 to 0.81 for the factors and 0.92 for the total SCS. The 
measure has demonstrated construct validity using measures of social 
connectedness, perfectionism, emotional intelligence, anxiety, depression, 
and life satisfaction (Neff, 2003). 

Brown ADD scale “Managing affective interference” 
The Brown Attention-Deficit Disorder subscale “Managing affective 
interference” is used to assess emotion regulation. It has seven questions and 
answers are given on a 4-point Likert scale scored from 0 (“Never”) to 3 
(“Every day”) (The total score can be in the range of 0-28) (Brown, 1996). 

VAS-scale for craving 
The VAS-scale for craving was used for estimation of craving the preceding 
seven days including today, and involves a rating on a scale from 0-100. 

VAS-scale for satisfaction and learning 
The VAS-scale for satisfaction and learning in session was used, and 
involves a rating on a scale from 0-100. 

Client Satisfaction Questionnaire 
The Client Satisfaction Questionnaire-8 is used to assess client satisfaction 
with treatment (Attkisson & Greenfield, n.d.).  

Other rater 
The Clinical Global Impression and Improvement questionnaire (CGI) (Guy, 
1976), with three question on severity of symptoms and clinical 
improvement, was used by the therapist.	

Screening instruments 
AUDIT was used for assessing the severity of alcohol problems (Berman, 
Wennberg, & Källmén, 2012). 
 
DUDIT was used for assessing the severity of drug problems (Berman, 
Bergman, Palmstierna, & Schlyter, 2005; Berman et al., 2012). 
 
Screening for drug use was done through laboratory analyses of urine.  
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The laboratory analysis of blood used was Carbohydrate-Deficient 
Transferrin (Sharpe, 2001), which reflects the average alcohol consumption 
during 1-4 weeks prior to testing. Reference interval >2.0% indicates heavy 
drinking. 	
 
SCID I Module E was used for assessing SUD in accordance with DSM-IV-
TR (American Psychiatric Association, 1994).  
 
SCID II self-report form was used for screening patients with regard to 
personality disorders in accordance with DSM-IV-TR Axis II (American 
Psychiatric Association, 1994). 
 
MINI was used for assessing other Axis I disorders in accordance with DSM-
IV-TR (American Psychiatric Association, 1994). 

Data analysis 
Descriptive statistics were used to illustrate change patterns from inclusion, 
session 2-8 and session 9-15. Comparisons between mean differences were 
examined using paired t-tests (pre-post). The statistical analysis was done 
with SPSS version 23. Due to missing data, analysis of the baseline period 
was not possible.  

Ethical approval 
All studies were conducted with permission from the Regional Ethics 
Committee in Stockholm, Sweden. The clinical sample in Study II was taken 
from a study with approval from the Regional Ethics committee in Linköping 
University Hospital, Linköping, Sweden. All patients provided informed 
consent before participating in the studies. 

Results 

Study I 
For patients in group therapy, an overall discrepancy between role 
expectations and experiences was significantly related to a lower level of 
therapeutic alliance (rxy= -0.55; p< .01). Particularly high negative 
correlations between REED and WAI-S were found on the subscales REED 
External Orientation (rxy= -.62; p< .01) and REED Catharsis (rxy= -.74; p< 
.001) for the group therapy patients. For patients in individual therapy, REED 
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was not significantly Expectations characterized by defensiveness correlated 
negatively with therapy retention (rrho = -.30; p< .001). This association was 
statistically significant even when controlling for waiting time for therapy 
(rrho.z = -0.30; p< 0.001). 

Study II 
There were significant gender differences in adaptive affective functioning 
on the total score and on the affective domains Sadness/Grief, 
Attachment/Closeness and Joy in the university student sample. Women 
scored higher, that is, had better ability to experience and express affects 
compared to men. No gender difference was found in the patient sample.  

The internal consistency for the total score was satisfactory (Clinical 
sample α = 0.88; University students α = 0.84). For the affective domains, the 
internal consistency was satisfactory (α > 0.70) for all domains except 
Anger/Assertion (Clinical sample α = 0.44; University students α = 0.36), 
Sadness/Grief  (Clinical sample α = 0.24; University students α = 0.46) and 
Attachment/Closeness (Clinical sample α = 0.67; University students α = 
0.69). Test-retest with a two-week interval was conducted on a subsample 
(N=38) of the clinical sample. Test retest reliability was satisfactory (rxx > 
0.70) for the total score as well as for all the affective domains except for the 
domain Sadness/Grief (rxx= 0.60).  

An exploratory factor analysis was conducted. The factor solution only 
moderately matched the test´s original affective domains because some items 
loaded on the “wrong” factor and some loaded on more than one factor. The 
exploratory factor analysis (principal component factor analysis with varimax 
rotation and Eigenvalue>1; KMO=0.82) resulted in a six-factor solution.  

To test the discriminative validity of the Affect Phobia Test, a t-test 
comparing the clinical sample with the university student sample was 
conducted. The clinical sample had significantly more affect phobia (i.e. 
lower total scores on the test) compared to the university student sample 
(t=7.5; df = 233; p<0.0001). To calculate an empirical cut-off between the 
clinical and the university student sample, we used the formula, c= 
(s0M1+s1M0) / (s0+s1) (Jacobson & Truax, 1991), which yielded a cut-off of 
72 points. 

Study III 
When analyzing the results as measured with self-report questionnaires and a 
weekly calendar of alcohol consumption for each patient, the results give 
mixed findings. The primary outcome measure Heavy Episodic Drinking 
(HED) and secondary outcome measure Days of Consumption (CONS) were 
analyzed for the three patients as a group using chi-square tests across the 
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four phases of treatment (four weeks prior to therapy, therapy sessions 1-5, 
therapy sessions 6-10, and four weeks of follow-up) using all daily ratings, 
that is 126 days per patient (378 ratings in total). There was no significant 
difference in heavy episodic drinking across the time periods. There was a 
difference in days of consumption where days of drinking increased during 
the follow-up period (chi-square = 17.887; df = 3; p = 0.0001).  

Affect phobia was reduced for two of the patients, one reaching adaptive 
levels of affective behaviour at follow-up, as measured with the Affect 
Phobia Test. These two patients also showed significant symptom reduction 
as measured with OQ45 as well as decreasing levels of alcohol in their blood 
as measured with CDT. 

PEX 1 showed that the patients expected therapy to be supportive, 
focused on reflection and inner processes, practically task-orientated, as well 
as focused on expressive, emotionally charged material. They did not expect 
therapy to avoid uncomfortable confrontation. PEX 2 showed that the 
patients experienced therapy as supportive and focused on reflection and 
inner processes. They experienced therapy as more focused on expressive, 
emotionally charged material and less on practically task-oriented material 
compared to their expectations. They did not experience therapy as avoiding 
uncomfortable confrontation. 

Study IV 
There was no change in psychological distress or in emotion regulation from 
inclusion to session 15. There was a significant increase in self-compassion 
and decrease in affect phobia from screening to session 15.  

Participation in session (the three patient group therapies merged) varied 
from 19 to 11 patients and participation in session decreased over time. 
Dropouts occurred continuously, but patients also failed to attend some of the 
sessions and then came back to later sessions. At session 6, 14 patients were 
still in treatment. Three of the patients participated in all 16 sessions. In the 
first part of the treatment from session 2 to session 8, the participation varied 
between 13 to 18 patients. In the second part of treatment, from session 9 to 
16, the participation varied between 9 and 11 patients. Of the 9 women 
included in the study, 8 participated in 8 sessions or more whereas 6 of the 13 
included men participated in 8 sessions or more. No pattern related to 
dropout related to sessions could be detected.  

Satisfaction varied from 76.4 at session 2 to 92.5 at session 15 (end of 
treatment) and learning varied from 63.3 at session 2 to 91.2 at session 15. 
There was an increase in both satisfaction and learning over the course of 
treatment, although ratings varied somewhat over different sessions. Apart 
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from the ending session, session 9 with the theme guilt, had the highest 
ratings on both satisfaction and learning  

At inclusion patients gave the lowest rating for craving, 20.6. Ratings of 
craving then varied across sessions but close to the end of treatment craving 
rose and reached its highest ratings. At follow up four weeks later, ratings 
had decreased again to the same level as early in treatment. At inclusion 
patients had a mean consumption of 3.7 standard drinks in a week, which 
meant that the patients on average drank every second day. More than 75% of 
their drinking days consisted of days with HED. During treatment patients 
had a mean consumption of 1.05 (0.9 + 1.2 / 2=1.05) standard drinks weekly, 
which meant that patients on average drank once a week and 50% of their 
drinking days consisted of days with HED. Eight patients abstained from 
drinking during the whole treatment. Drug use was scarce and therefore could 
not be analysed in a meaningful manner.  

Working alliance increased during the course of treatment from mean 
values of 4.9 at session 2 to 6.2 at session 15, which was the ending session. 
Session 11 had the highest alliance rating and it focused on 
Interest/Excitement. To see whether the increase in alliance was due to 
dropout, analysis of ratings from the patients who participated in session (9-
15) was compared to the whole sample and no difference was detected. 

General discussion 

Reflection on findings 

Affect phobia and its relation to psychiatric function  
Study II shows that a psychiatric population, i.e., individuals with depression 
and anxiety disorders, had more affect phobia and conversely less adaptive 
affective capacity compared to a student group. This result is in accordance 
with the theoretical assumption in APT (McCullough et al., 2003) i.e., 
repeated avoidant behaviours are maladaptive because they block the 
individual from utilizing the inherently adaptive affects, and lead to 
psychiatric symptoms or problematic behaviours. It is also in line with the 
literature on experiential avoidance stating that negative internal emotionally 
laden experiences is a cause for psychological and behavioural problems and 
should be considered a function diagnostic dimension in psychopathology 
(Hayes et al., 1996). Since depression and anxiety disorders are some of the 
most common psychiatric conditions, treatment options that target the 
problem area as well as further understanding of how phobic reactions to 
emotions impinge on the afflicted individuals has relevance. There is initial 
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support that internet delivered APT based treatment is efficacious for 
depression and anxiety disorders (Johansson et al., 2013).  

Affect phobia therapy for substance use disorder 
Study III and IV indicate that patients with SUD and core features of 

affect phobia benefit from APT mainly in increasing adaptive affective 
functioning and self-compassion. Hence, adaptive use of affects and self-care 
seems to increase in relation to treatment. These aspects constitute the main 
treatment objectives in APT, thus showing that APT is a feasible and valid 
treatment for the patient group. However, on a group level the significant 
decrease in affect phobia for patients in Study IV did not reach levels of 
adaptive affective functioning, i.e. 72 points or more on the affect phobia test, 
a level that was empirically derived in Study II. Furthermore, prior to 
treatment, patients reported low levels of self compassion in comparison with 
other psychiatric populations (Neff, Whittaker, & Karl, 2017) and the 
increase in self-compassion after completing treatment still left the patient 
group with substantial self-critical difficulties. Thus, it is evident that the 
patient groups studied in this thesis are greatly afflicted by psychological 
difficulties.  

Concerning psychiatric symptoms in relation to affect phobia the studies 
give mixed results. In Study III psychiatric symptoms as measured with 
OQ45 decreased for the two patients that also gained better adaptive 
functioning in post therapy measurements. For the third patient the reverse 
association was found. i.e., slightly more self-reported affect phobia and 
more psychiatric symptomatology. In Study IV no significant decreases in 
psychiatric symptoms were found, although patients reported greater adaptive 
affective functioning after treatment. Perhaps the relatively short duration of 
therapy was not sufficient for symptom change to occur, especially related to 
function in everyday life, which the OQ-45 attempts to measure. Self-
compassion relates to how the individuals feel for themselves. The possible 
change toward greater well being related to higher levels of self-compassion 
is most probably longer and more complex process than can be detected in 
study formats like the present. Furthermore, the relatively small number of 
patients in the studies augments the probability that differences in treatment 
results were confounded by many factors. The case studies in Study III 
explicitly exemplify that individual differences between patients, diverse life 
situations for example, and lack of support from a partner may have great 
influence on treatment results. 
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Affect phobia therapy in relation to substance use 
Regarding the substance use related measures of consumption and craving, 
the results are also varied. In Study III the hypothesis that heavy episodic 
drinking would subside during the time in therapy did not hold true for all 
patients. Instead, the three patients had different trajectories of alcohol 
consumption and craving. Differences in treatment results may be due to the 
patients´ level of dependency. A comprehensive assessment before starting 
APT treatment for patients with alcohol dependency is necessary and may 
result in recommendation of other treatment methods such as RP and MI or a 
combination of treatment modalities for enhanced treatment results. Also, 
longer treatment than ten weeks may be needed. 

In Study IV patients shifted in their drinking pattern from frequent 
drinking consisting of mostly heavy episodic drinking to fewer drinking 
occasions comprising mainly social drinking. The result is promising, but due 
to the small number of patients, who individually had great differences in 
drinking patterns, this result should be interpreted with caution. Many of the 
patients maintained total abstinence during treatment and hence the results 
may not account for a reliable change related to treatment.  

Ratings for craving of alcohol and drugs varied across sessions but 
increased towards the end of treatment. An interpretation of the result is that 
therapy coming to a close evoked anxiety and painful feelings that triggered 
craving. During treatment, some patients reported that in the process of 
approaching phobic feelings the defences – i.e. the urge to drink – became 
stronger, which is in line with the theoretical assumption of this thesis 
(McCullough et al., 2003; McCullough Vaillant, 1997). Thus, in working 
with defence relinquishing, therapy itself can elicit craving for drugs and 
alcohol and the therapist must remain cautious of this scenario. APT-
treatment in itself does not contain strategies for deterring the patient from 
drinking and as the exposure to activating affects initially triggers anxiety, 
which in turn initiates defences, a suggestion is to incorporate additional 
safety structures in the treatment to ensure that exposure in treatment is 
balanced and always done together with anxiety regulation. Psychoeducation 
and skills building from relapse prevention (Marlatt & Donovan, 2005) on 
how to handle craving could be integrated into the treatment. Since this is the 
first time APT was tested for SUD, many thoughts on how to improve 
treatment for the patient group have arisen. A suggestion on this note is to 
develop the treatment and add a session specifically targeting defence 
relinquishing on craving for alcohol or drugs in relation to adaptive activating 
affects.  This session should be conducted early in the therapy, enabling 
repeated exposure opportunities as therapy progresses. Furthermore, detailed 
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investigation into which affects evoke anxiety and trigger defences in the 
individual patient has to be done before starting the exposure.  

The majority of patients in the studies had comorbid conditions with 
other psychiatric diagnosis. In Study IV, comorbidity was obligatory. As 
stated earlier, the self-medication theory of SUD proposes that alcohol and 
drugs are attempts to alleviate, control and activate affects (Khantzian, 2003). 
Khantzian describes substance use mainly as an effort to cope with self-
regulation difficulties. Self-regulation problems may be especially 
pronounced in comorbid populations (Bizzarri et al., 2007). 

In conclusion, APT helped reducing affect phobia and increase self-
compassion but concerning substance use and reduction of psychiatric 
symptoms short-term APT individually and in group has yet to prove its 
usefulness as a therapy that can help SUD patients abstain from substance use 
or to gain control over drinking.  

SUD and ADHD on guilt 
Ratings of satisfaction and learning in Study IV were both especially high in 
the session focusing on guilt. Feelings of guilt are common both in patients 
with SUD and patients with ADHD (Able et al., 2007; Luoma et al., 2017), 
and it may well be that recognition between patients regarding this feeling is 
abundant. The psychoeducational segments of the treatment facilitated 
understanding of guilt and normalized its presence in light of repeated 
failures in everyday life due to ADHD symptomatology and alcohol and drug 
use. In the APT group format, patients seemed to have been able to share the 
experience of guilt collectively with positive results.  

The session prior to guilt focused on self-compassion, and a hypothesis is 
that the work which had been done in the previous session, helped in the 
process of handling guilt. Self-compassion entails being kind to oneself 
rather than making hard self-judgement, as well as recognizing that it is a 
human condition to make mistakes (Neff, 2003). 

SUD and ADHD on positive activating affects 
In Study IV, ratings on satisfaction and learning in session were generally 
high across the entire course of therapy and increased over time, following 
each other relatively closely in each session. For most sessions, satisfaction 
was rated slightly higher, but the reverse was true for sessions 13 and 14, 
which focused on sexuality and joy respectively. The notion that we can 
develop affect phobias toward positive emotions may not be easily 
understood at first glance. APT has a clear emphasis on reducing affect 
phobia for positive activating affects (McCullough et al., 2003; McCullough 
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Vaillant, 1997), which might also be an unusual focus for the patients and, 
thus, in the group therapy new learning took place.  

Affect Phobia Group Treatment for SUD and ADHD 
Group treatment is a common therapeutic approach in targeting SUD and 
also in psychosocial treatment for ADHD. In the APT manual, self- and 
other-restructuring constitutes the starting point of treatment if the patient has 
low impulse control, high hold defences, lack of self-compassion, impaired 
relationships with others and/or low motivation for change (McCullough et 
al., 2003). In adapting the manual to a group format, the self and other 
concepts became vital. Another reason for the extra focus on self-compassion 
and relationships to others was that the targeted patient group had high 
comorbidity and high levels of social impairment. Interpersonal difficulties 
and social insecurity are common in adults with ADHD and constitute core 
features in the comorbid ADHD and SUD population (Wilens & Dodson, 
2004; Young et al., 2015). Still, psychotherapy with a focus on social 
relational issues for this patient group is unusual. Here, APT may be of use. 
All treatment sessions ended with patients reflecting aloud one at a time on 
what they had experienced during the session. One of the most common 
commentaries concerned positive feelings towards being part of the group 
and feeling understood by members of the group.  

The patients in Study IV have multiple comorbid conditions and have 
been diagnosed with ADHD in adulthood, which means that their functional 
disabilities have been evident from an early age, alas without receiving the 
appropriate support. Their self-regulative capacity on all domains connected 
to ADHD is thus incapacitated. The high and increasing patient ratings on 
satisfaction and learning suggest that the treatment is a helpful and positive 
experience. Experiencing and expressing feelings in relation to loss of life 
opportunities, not being understood and receiving too little support from 
others is one of the important aspects of APT. For this specific patient group, 
sadness for having hidden dysfunctional cognitive and emotional capacities 
that through life have fed self-critique, shame and guilt feelings is crucial to 
express and share with others to increase life satisfaction. Fleishman & 
Fleishman (2017) showed that adults with ADHD previously undiagnosed 
changed their views after being diagnosed, coming to believe that they could 
start leading more meaningful and manageable lives and that they ultimately 
even could benefit from having ADHD. 

The incapacity that many patients revealed so clearly in not coming to 
treatment, although they described how meaningful and helpful the treatment 
was to them, became evident in Study IV. In conducting psychotherapy with 
this problem-ridden patient group, action must be taken to help patients stay 
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in treatment. An obvious reason for this is that treatment seems to help those 
patients who complete, but another is that patients with ADHD commonly 
have a history of failure that creates feelings of guilt and shame, two of the 
most important affects that APT attempts to regulate. Success in completing 
the treatment from start to finish can, in itself, help patients feel confidence 
and pride. A suggestion would be to more explicitly tie specific social 
support to those patients who need help coming to the treatment sessions. 

The importance of self-compassion/positive feelings for self 
The Affect Phobia Test seems to capture one motivational affective system 
that has great relevance to APT and psychotherapy generally since it deals 
with self-related issues. Positive feelings for self has many resemblances to 
self-compassion (Neff & McGehee, 2010). Conducting APT is dependent on 
the individual´s capacity for positive feelings for self, since it will not be 
possible to work with defence relinquishing and affect restructuring if sense 
of self and sense of others are too fragile and the patient is using self-critique 
as a defence. This aspect is also important for estimations of the duration of 
therapy, since high levels of self-critique and misconceptions in relation to 
the possibility of receiving support will impede the APT treatment objectives. 

In Study III there were differences between patients in level of adaptive 
positive feeling for self and others, which coincided with level of alcohol 
consumption. Mary and Michelle had high held defences and less trust in the 
therapist and would have needed longer therapies for restructuring the 
attachment related treatment objectives. Carey, on the other hand, quickly 
reached the main objectives of defence restructuring, affect experiencing and 
affect expression.  

In Study IV, group session 11, which followed after the sessions with 
themes on guilt and shame, had the highest alliance rating. An interpretation 
of this result is that mutual recognition and sharing of the themes in the prior 
sessions had brought the group closer together. One goal of APT is to attend 
to the way the individual views themselves and feels about themselves, as 
well as to how they believe that others perceive them and lastly how they 
perceive others. When these self-other related feelings and perceptions are 
negative and maladaptive, therapy needs to focus foremost on building an 
adaptive sense of self and others. To do this in a group setting is both 
challenging and rewarding. 

Difficulties in measuring adaptive affective functioning 
The psychometric description of the affect phobia test in Study III shows that 
estimating the capacity for adaptive affective functioning holds some 
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difficulties. Since emotions are culturally and individually defined, it 
complicates the understanding and communication of them. Hence, 
formulating questions that capture the adaptive/maladaptive dimensions of 
affects is challenging. Sadness and anger are especially problematic affects in 
the sense that they may feel negative and difficult to experience even when 
they function as adaptive triggers that focus the individual's attention towards 
the important stimuli. The affect phobia test attempts to capture both the raw 
experience of the affect and whether the emotional experience is felt to be 
helpful. For example, one can feel a lot of anger but still be afraid to, and 
unable to, adaptively use the affect as a tool for constructive self-assertion. 
Likewise, to be able to cry in front of someone and to feel sorrow about a 
loss does not have the same truly adaptive connotation as feeling relief from 
crying. Hence, it is possible to get high scores in the event of both 
experiencing and expressing adaptive grief and experiencing 
depressive/defensive sadness.  

The multi-layered features of emotions complicate not only measuring 
affects, but also working psychotherapeutically with emotions. For example, 
anger and sorrow are affects that can easily be used as defence strategies 
against other affects. In self-report questionnaires as well as in 
psychotherapy, the difference between defensive and adaptive use of 
emotions might be missed. Furthermore, anger and sorrow are especially 
difficult to categorize as distinctly activating or inhibitory and adaptive or 
maladaptive. In some cases it is the interpersonal expression of affects, rather 
than the intrapersonal experience, that determines its adaptive value. What 
becomes important in therapy is to link the affective expression to cognition 
and gain the capacity to regulate the affect (Greenberg, 2012). As an 
example, activating anger can start as a rush of energy that triggers an action 
tendency, but when the individual fails to regulate the affect it can lead to 
uncontrolled anger and subsequently develop in the direction of threat and 
violence, thus becoming truly maladaptive (McCullough Vaillant, 1997).  

In the exploratory factor analysis of the affect phobia test, items in the 
Attachment-Closeness/Tenderness dimension loaded on the same factor as 
Sexual feelings, whereas items in the Interest/Excitement dimension loaded 
on the same factor as items in the Enjoyment/Joy dimension. In Panksepp´s 
description of basic emotions, these same emotions are theoretically related 
to one another in what he calls the Seeking system (Panksepp & Watt, 2011), 
a positively coloured general motivation system where approach is 
rewarding. The exploratory factor structure points to the fact that relationally 
motivated seeking behaviours (Attachment-Closeness/Tenderness and Sexual 
feelings) are differentiated from materially motivated seeking 
(Interest/Excitement and Enjoyment/Joy). Furthermore, these four affective 
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domains are the ones that most clearly can be described as both activating 
and positive, which probably contribute to the connection.  

Clinically, it is valuable to work with the phobic affects that are 
particularly difficult for the individual patient, but the Affect Phobia Test 
does not manage to describe distinct affect phobias in the seven domains of 
the test and hence should be considered as measuring the degree of adaptive 
affective functioning as a whole.  

Further aspects 

Therapeutic alliance 
Study IV showed that patients' alliance to the group as a whole increased 
over time and that learning and satisfaction with the treatment was high from 
the start and steadily improved as therapy progressed. The therapeutic 
alliance has proven to be an important common factor both in individual 
therapy and in group therapy, where the construct group cohesion often is 
used (Burlingame, McClendon, & Alonso, 2011; Horvath et al., 2011). In 
Bordin´s definition of therapeutic alliance (1979) the therapist´s description 
of the rationale for therapy as well as negotiating tasks and goals becomes 
essential In experiential emotion focused psychotherapy like APT, a good 
therapeutic alliance facilitate working with attachment motivated aspects of 
the patient´s psychological functioning, i.e. related to sense of self and sense 
of others. The therapist as a person and the bond between patient and 
therapist is of utmost importance in this process. 

The main finding in Study I was that the greater the concordance 
between patients’ expectations and what they experienced in group therapy, 
the stronger the alliance. In individual therapy, alliance ratings were higher 
and the variation smaller, which might explain the absence of significant 
results between role expectations-experiences discrepancy and alliance. It 
might be harder to form a good alliance to several members in a group. 
Hence, initial discussion about group rules and group climate are important. 

As described above, the therapy groups in Study IV soon became very 
important to the members who regularly came to the sessions, and these 
members experienced the continuous decimation of the group negatively. 
Procedures that can prevent dropout and help patients prepare for group 
therapy become essential. 

In affect focused experiential psychotherapy, a good working 
relationship between patient and therapist is essential. A strong emotional 
bond (Bordin, 1979) will support exploration of the patient´s internal 
experiences and expression of affect. When the patient feels accepted and 
safe and in agreement with therapist on task and goal, the intense work can 
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begin (Greenberg & Safran, 1989). The working alliance was not measured 
in Study III but the course of the three therapies evidently exposed 
differences in use of experiential techniques and to what extent the patient´s 
needs and wants based on emotional experiencing could extend out to 
patients' everyday life.  Degree of self-critique and attachment related 
difficulties may account for the differences. 

Expectations and experiences of therapy 
In Study I both Internal Orientation and External Orientation on the 
expectancy measure PEX1 had high average ratings, a result indicating that 
patients both want to be able to reflect on their inner processes and carry out 
practical work on changes in daily life. SUD patients thus expect therapy to 
be concrete and practically oriented around their problems, something that 
especially psychodynamic therapists should be aware of. Using concrete 
techniques to work with the patient’s problem is not at odds with a 
psychodynamic theoretical base regarding origin and development of these 
problems. Patients’ experience of their therapies does indicate that there is a 
substantial element of practical problem focus in the therapies, which in 
Study I are mainly with a psychodynamic focus. APT is an example of how 
concrete techniques of both experiential and cognitive behavioural origins are 
integrated in dynamic psychotherapy. In Study III the three patients 
experienced therapy as more focused on expressive, emotionally charged 
material and less on practically task-oriented material compared to their 
expectations. The result confirms that the crucial experiential part of APT 
was not fully elaborated on in the rationale prior to therapy.  

The finding in Study I that the Defensiveness scale in PEX-S predicted 
low retention indicates that the instrument can detect patients who are at risk 
for dropout. Using the PEX at the beginning of therapy offers a chance to 
survey defensiveness tendencies and for the therapist and patient to discuss 
these issues. When patients’ expectations are characterized by defensiveness 
prior to therapy, this can indicate the need to thoroughly examine possible 
fears concerning therapy or whether psychotherapy is the most suitable action 
at this stage of time. 

Preparing patients for therapy 
Study I and IV evidently display the challenge psychotherapists in substance 
use care face in helping patients stay in treatment. Dropout rates for SUD 
patients in treatment have been estimated to be 30%, but for patients with 
comorbid psychiatric diagnosis the percentage is higher (Dutra et al., 2008). 
Perhaps a preparation phase where the specific therapist-patient dyad meets 
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and discusses the therapy rationale and treatment expectations can be of help. 
This phase could provide an opportunity for both patient and therapist to 
negotiate and modify their approach to create a better fit.  

In short-term experiential psychotherapy the rationale for treatment is 
important to describe and discuss at the start of therapy. The experiential 
focus may be anxiety provoking and the therapist needs to elaborate on the 
treatment method of exposure to affects and simultaneous anxiety regulation. 
Also, it is crucial to stress the collaboration between patient and therapist in 
the patient´s process for change. Experiences from Study IV reveal that there 
is a need for more extensive preparation prior to inclusion.  
To prevent dropout and prepare patients for group therapy, a discussion of 
differences in expectations between group participants and fears about 
treatment might be a way of strengthening the alliance and improving the 
likelihood of a good outcome. In affect-focused group therapy there is a 
potent exposure to self and other issues, and experiencing and expressing 
emotions to a group may elicit more anxiety than in individual APT. The 
therapists´ reassurance of their responsibility for guiding the process is 
crucial.  

Motivation 
If affects, as Tomkin’s theorizes, are biological mechanisms that trigger 
action to make us aware of what is important in our lives, one can understand 
their great importance in psychotherapy as well. Affects thus offer an 
understanding of motivation. In APT the patient´s motivation for therapy is 
thought to be the sensation that experiencing and expressing emotions is 
fulfilling and gives relief. One of the items in ATOS that measures important 
treatment objectives in APT is motivation, defined as to what extent the 
patient wants to give up the maladaptive or defensive behaviour 
(McCullough et al., 2011). The patient needs to experience that the primary 
gain of emotion expression is greater than the secondary gain of avoidance. 
Tomkins' notion that affects is the focal point of motivation stood in contrast 
with the most common psychological theories on human behaviour, the 
cognitive, behaviouristic and psychoanalytic perspectives (Tomkins, 1981). 
Experiential orientations of psychotherapy provide this approach.  

Methodological aspects 

Strengths  
Study I in this thesis had a naturalistic design. Study III and IV collected data 
in a regular clinical setting, i.e. at the Stockholm Center for Dependency 
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Disorders, a large public treatment facility, where patients seek help for 
excessive alcohol and drug use. This strengthens the external validity of the 
studies (Kazdin, 2003). In Study I different therapists conducted the 
treatments as they normally do in their routine practice. Patients' length of 
sobriety varied and also if and to what extent they had comorbid diagnoses. 
Patients’ preference for type of treatment, but also clinical judgement on 
behalf of the doctor´s referral, decided what treatment format the patients 
received. Length of treatment varied and therapists were allowed to adjust 
treatment to fit the patient. In Study III fidelity to the treatment manual was 
checked through video recordings of every therapy session that were viewed 
weekly by an experienced peer APT therapist/teacher.  

In Study III a nonconcurrent multiple baseline design was chosen 
because APT is a novel treatment for the patient group and thus the design 
offers a cost-effective methodology when trying out a new treatment for the 
purpose of providing valuable information for further adjusting the treatment 
to the patient group. Also, an experimental case design is one method 
recommended in the evidence-based treatment movement (Chambless & 
Hollon, 1998). With a multiple baseline design, it is possible to identify 
individual differences/variations in treatment-related symptom change. With 
the small number of patients in Study III it was possible to examine the three 
patients' therapy processes in depth and relate the findings to the many 
measuring points that the multiple design offered.  

Study IV had an open design with multiple data points in order to 
increase the opportunity for the patients to become their own controls, similar 
to single case design studies. Unfortunately, due to attrition, there were fewer 
available data points than planned. 

Limitations 
In contrast to the heightened external validity which studies in regular 
clinical practice offer, the internal validity was weaker. There were no 
demands for manual-based treatment and no controls of fidelity to treatment 
in Study I and IV. In Study I different therapists conducted the treatments; 
hence therapist effects cannot be ruled out.  

Study III used an experimental design, which could have been better 
prepared. In a multiple baseline design, the minimum sample size is three 
patients. One out of the three patients included ceased drinking before the 
start of baseline measurements, thus change related to therapy could not be 
measured for this patient. Furthermore, the baseline could have been longer 
to obtain further stability in drinking patterns before treatment commenced. 
Because of the small sample size, female patients were chosen to obtain more 
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homogeneity among the patients. Hence, little is known whether the results 
could be generalized to men.  

A limitation in regard to the psychometric evaluation of the affect phobia 
test in Study II is limited variation in the samples. Additional clinical sample 
groups, such as patients with SUD, personality disorder or other severe 
psychiatric disorders as well as normal sample groups with greater variation 
in relation to age and occupation would have been preferable.  The validity of 
the test was studied through factor structure and discriminative validity. The 
test could also have been compared with another measure to assess the 
criterion validity, e.g. with a test measuring emotional avoidance. Control 
groups, e.g. a waiting list for Study I and comparisons with other group 
treatment for Study IV, could have strengthened the studies further.  

The fact the primary collection of data is supported by self-report 
instruments may be a limitation in the studies, since the results are accurate 
only to the degree that the participants understood the instruments and 
answered them honestly. Furthermore, even if patients responded to the 
questionnaires truthfully and correct, the answers do not automatically 
translate into everyday life activity. Thus, change in answers across therapy 
cannot automatically be interpreted as real change in daily life, although the 
measures are standardized (Kazdin, 2008). Continuous biomarkers of alcohol 
and drug use during treatment would have increased the credibility of 
patients’ self-reports on substance use during treatment and at follow up. 

Participation Attrition/Dropout 
The study limitations in the clinical studies mainly concern the small study 
sample and the dropout rate, which reduces the possibility of generalizing the 
results. The high attrition rates increase the risk that the patients providing 
data are not representative of the whole patient sample at the beginning of 
treatment. If only patients who are satisfied with therapy contribute data, 
valuable information will be lost. The small sample sizes give the studies low 
statistical power, which elevates the risk for type 2 errors, making the non-
significant results difficult to interpret. 

This also concerns the multiple data points in Study IV. It was not 
possible to analyse the baseline period since some of the patients did not 
answer the weekly phone calls.  

Concluding thoughts 

Clinical implications 
As a result of this thesis, the first description of the psychometric properties 
of the Affect Phobia Test was conducted. The test was developed as a 
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screening instrument to estimate fear of affects and use of adaptive affective 
functioning, and the psychometric evaluation showed that the test can 
discriminate between individuals who seek psychological help and those who 
do not and that the empirical cut-off for adaptive affective functioning should 
be set to >72 points. The test is currently translated into three languages 
(Swedish, Norwegian and Chinese) and the validation of the Swedish version 
will facilitate future validation in other languages. 

The empirical cut-off for adaptive affective functioning can be used in 
screening for affect phobia prior to treatment. The seven affective domains 
should not be treated as subscales. Hence the test screens for adaptive 
affective functioning as a whole. Furthermore, Study III and IV in the thesis 
provided preliminary results that the test may be used as an outcome measure 
detecting change in relation to treatment, but further investigations on bigger 
patient samples are needed for conclusive evidence to be drawn. 

 This thesis suggests that psychotherapy for patients with SUD and 
problematic affective avoidance is feasible and that patients can benefit from 
APT, conducted individually and in a group format.  

In individual psychodynamic therapy it traditionally has been the practice 
to have a longer period of abstinence from alcohol (3-6 months) before the 
start of therapy. This study demonstrates that APT treatment for patients with 
mild to moderate alcohol use disorder and affect phobia can begin without a 
prolonged period of abstinence from alcohol. In the current study, an 
inclusion criterion was seven sober days preceding the baseline measurement. 
In retrospect, this requirement was not needed. Clinically, this requirement 
will hinder patients from entering psychotherapy, when instead treatment 
should be easily accessible. As an alternative, a biological marker can ensure 
that the patient does not have an extreme daily consumption of alcohol that 
might impede the therapy process. Thus, APT treatment could function in the 
same field of application as MI and RP, and referrals to APT treatment can 
be made as a first-line treatment. To be able to work more elaborately with 
defences, affect experiencing, and affect expression for the individual patient, 
flexibility regarding length of treatment is necessary. 

An APT group format was developed in Study IV. Patients with ADHD 
lack self-regulation capacity related to attention, hyperactivity/ impulsivity 
and emotion regulation. The dysfunction creates problems related to self and 
to relations with others, but treatments focusing on the latter are scarce. 
Hopefully, this treatment approach can fill the gap.  

A personal reflection from working therapeutically in substance use 
dependency care for 13 years is that the therapist can easily develop high 
tolerance for the dysfunctional aspects of the patients´ behaviour, e.g. in 
regard to attrition. The therapists themselves need to be aware and preventive 
of such a development. They must demand respect for other group members 
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as well as for the their own engagement and effort in conducting the 
treatment. Self regulation abilities develop in relation to caregivers early in 
life and when the adult deficient patient comes to therapy one of the 
therapist´s tasks will be to aid in building this capacity, not only soothe the 
patient´s wounds. In retrospect, the patients´ reoccurring failure to come into 
sessions in group therapy could have been utilized in relation to self-other 
treatment objectives and to adaptive and maladaptive shame. Interviews with 
patients with SUD have revealed that one reason not to re-enter treatment 
after dropping out relates to feelings of shame (Nordfjaern et al., 2010).    

One clinical implication of the findings in Study I is the potential benefit 
of therapist and patient discussing treatment expectations at the onset of 
therapy. In targeting expectancies, potential discrepancies between patient 
and therapist will be made visible and thus possible to examine together. This 
approach emphasizes the importance of collaboration and of a joint 
commitment to therapy and to how the psychotherapy should be conducted. 

In the APT manual SUD is considered as a contraindication for therapy. 
Nevertheless, the disorder is diverse, and in my own clinical practice it is 
evident that there are groups of patients with AUD that primarily suffer from 
comorbid conditions, e.g., anxiety and depression. APT helps decrease these 
symptoms, lessen self-critique and increase adaptive affective functioning. 
When this happens, alcohol misuse is no longer an issue, either because the 
patient drinks controllably or has decided to keep absolute abstinence as a 
measure of self-care. However, since change in brain function related to 
AUD is intimately connected to emotion regulation abilities, the assessment 
of severity of the disorder is crucial for determining if APT constitutes a 
possible treatment choice. Assessment on this note is crucial for AUD 
patients, since therapy initially will trigger defensive/avoidant behaviour, i.e. 
alcohol use. Furthermore, self-critique, guilt and shame proneness can elicit 
substance use behaviour, which makes assessment before initiating therapy 
essential. High levels of self-critique and low levels of self-compassion are 
not an impediment for conducting APT but will call for longer treatment 
periods and is therefore important to acknowledge in the assessment. Before 
deciding on therapy the Self-compassion scale (SCS) may be used as a 
screening instrument. Another possibility to ensure safety in conducting APT 
in dependency care is to continuously screen patients for substance use with 
biological markers. 

Future directions 
The affect phobia test´s potential as an evaluation instrument for affect 
focused psychotherapy is yet to be tested on a grand scale, and future clinical 
outcome studies with larger sample sizes can explore whether the test is 
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sensitive to change and has potential as an outcome measure. Future 
psychometric evaluative studies need to examine larger patient samples and 
different clinical and non-clinical groups. Extended questions, e.g. five 
questions in each of the test´s seven affective domains, can give valuable 
information on a possible factor structure of seven subscales. It would also be 
interesting to investigate the test's criterion validity with respect to other 
emotional concepts and measurements, especially on emotional avoidance, a 
concept closely linked to affect phobia. Also, comparisons with closely 
related measures of emotion dysregulation and avoidance would be valuable. 
For example, the Emotional Processing Scale (EPS-25) (Baker et al., 2010) 
that was used to assess emotional processing deficits and the process of 
emotional change in Johansson et al.'s study (2013) on Internet delivered 
APT based treatment. Further research could examine therapists´ capacity for 
adaptive affective functioning. When working with affect focused therapy it 
is crucial to be aware of one´s own affect phobias.  

The quest for greater sample size can be raised in relation to all studies in 
the thesis. Since all the treatment studies presented may be regarded as pilot 
studies, future research should be concentrated on randomized controlled 
clinical trials with larger patient samples and an alternative treatment method 
as a control condition in individual and group therapy for the comorbid 
patient groups examined in this thesis. Since comorbidity increases the 
likelihood for dropout and aggravates symptomatology, a suggestion is to 
include patients diagnosed solely with SUD, preferably AUD. Such a design 
would extend the knowledge of whether APT can be used as a first line 
treatment for SUD. In line with this purpose, a suggestion is that inclusion in 
treatment commences without the inclusion criteria of a period of total 
abstinence. There is a need for several different treatment options for AUD 
due to the diversity of the symptomatology and progression of the disorder.  

Data from nine semi-structured interviews with patients who participated 
in APT group treatment has been collected. The interviewer asked questions 
on patients' experiences of group treatment and whether the treatment leads 
to change (Elliot, 1999). These data will be analysed in a future study. 
Further research opportunities lie in conducting process studies on the video-
recordings of the therapies in Study III, for instance using ATOS as scoring 
instruments. 

Conclusion 
The Affect Phobia Test shows satisfactory psychometric properties for the 
total score but not for some of the test´s affective domains. The test can 
discriminate between individuals who seek help for psychological problems 
and those who do not and as such is a useful screening instrument for 
detecting emotional difficulties related to psychological malfunction. 
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The development of APT as a group intervention and short-term APT as 
a first line treatment for patients with mild to moderate AUD and affect 
phobia/emotional avoidance are feasible and promising treatments for 
treating aspects of malfunction in the SUD population. The thesis did not 
provide conclusive answers on the association between substance uses and 
affect phobia/emotional avoidance or whether the treatment objectives could 
help in reducing substance use. However, the studies did indicate that APT is 
a possible psychotherapy for the patient groups and that treatment objectives 
of increasing adaptive affective functioning and enhancing self-compassion 
were reached for patients who followed through the treatment. 

Since functional disability and suffering is high in the patient groups 
investigated in this thesis, preparation prior to treatment, longer treatment 
periods and additional adaptation of the treatment model to the specific 
SUD/SUD-comorbidity population may be needed. Nonetheless, further 
exploration of the effectiveness of affects focused therapy for SUD may 
provide valuable complements to today’s treatment options. The patient 
group needs help in alleviating psychiatric symptoms, increasing self-
regulation and strengthening their own capacity to create richer and easier 
everyday life. For these goals, a combination of social, psychotherapeutic, 
and pharmacological interventions are necessary. 

The goal of APT is to restructure and reset the affective motivational 
system to normal. Thus, APT uses affect theory, the notion of a universally 
and inherently given motivational system that plays a crucial role in human 
life, and attempts to integrate it into a clinically manifested therapeutic 
methodology. Since emotions have a great influence on human life in general 
and play an important role in motivating and guiding us through life and in 
our relationships, the ambition to mend and refine the affect system is 
meaningful.   

Regardless of psychotherapeutic orientation and how the function of 
emotions are understood, working experientially with emotions in 
psychotherapy and linking emotion to cognitive understanding will be 
beneficial tools in striving for change.  

In conducting psychotherapy with patients with multiple psychiatric 
problems and dysfunctional behaviours, action must be taken to help patients 
stay in treatment. 
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