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Abstract 
Background: Substance use disorder is one of the most important threats to health and 
welfare in the world. More knowledge is needed about the outcomes of treatments in 
routine care for patients with substance use disorders (SUDs). These patients often suffer 
from psychological distress in addition to substance use disorders. 

Aims: To evaluate the effects of community-based psychological treatment on SUD 
outpatients’ psychological distress and substance use, and also to analyze the importance 
of their attachment style and the alliance with regard to treatment outcome. 

Methods: Patients who were referred or self-referred to a social worker or a 
psychotherapist at three outpatient treatment centers for SUD were invited to participate 
in the study. At each session the patients filled out an instrument measuring psychological 
distress, the Clinical Outcomes in Routine Evaluation – Outcome Measure (CORE-OM) 
and to evaluate the alliance to the therapist the Working Alliance Inventory – short form 
revised (WAI-SR). At treatment start and end the patient filled out the Alcohol Use 
Disorders Identification Test (AUDIT), the Drug Use Disorders Identification Test 
including the extended version (DUDIT/DUDIT-E) and the Experiences in Close 
Relationships – short form (ECR-S) categorizing attachment style. Therapists filled out 
the CORE Therapy Assessment form at treatment start and the End of Therapy form at 
treatment termination. After each session, they also filled out the Working Alliance 
Inventory – short form for therapists (WAI-S).  

Results: Of the 119 patients who agreed to participate in the study, there were 100 
patients who filled out two or more CORE-OM and WAI-SR forms. Outcome on 
substance use as measured with AUDIT-C and DUDIT-C was collected for 63 patients. 
The analyses showed that CORE-OM mean scores were significantly improved. In total 
14% of the patients were recovered, 10% improved and 5% deteriorated. AUDIT-C and 
DUDIT-C mean scores were significantly improved for patients using alcohol and for 
patients using illicit drugs, respectively. 

An insecure attachment style was more common among the patients in this research 
project, compared to non-clinical groups. The patients with a fearful attachment style 
scored higher on psychological distress than the patients with a secure attachment style. 
The associations between the attachment dimensions and psychological distress were 
stronger than those between attachment and SUD. The causal relationship between 
attachment style and psychological distress is, however, not clear and can likely go in 
both directions. Significantly more patients had a secure attachment style at treatment 
end. 

Previous studies have found that the associations between alliance and outcome for SUD 
patients may be weaker than for other clinical groups, which was confirmed in this thesis. 
Three moderators of the alliance-outcome association – type of substance use, attachment 
style and treatment orientation – were assessed. None of the potential moderators tested 
showed any effect on the association between alliance and psychological distress. The 
variance among the therapies concerning the session-to-session alliance-outcome 
association was considerable, indicating that other moderating variables might be found. 



 
 

Conclusions: Routine psychological treatment had positive effects on psychological 
distress as well as on reduction of substance use. However, a substantial number of 
patients remained unchanged, particularly regarding psychological distress. Among 
patients with SUD there seems to be a strong relationship between attachment style and 
psychological distress. Knowledge of the patient’s attachment style may help the therapist 
to tailor the treatment to the patient’s needs. A change from an insecure to a secure 
attachment style can be an important goal for SUD treatment, as it may prevent the 
patient from using strategies involving substance use for regulating emotions and 
interpersonal relationships. This thesis confirms and strengthens the finding of a weaker 
association between alliance and outcome for SUD patients, compared to other clinical 
groups. A challenge for further research is to find factors that contribute to the alliance-
outcome association among SUD patients. 

Studies with larger patient groups, additional instruments and methods are needed to 
develop treatments for SUD patients in routine care. 

Svensk sammanfattning 
Substansbrukssyndrom utgör ett av de allvarligaste hoten mot hälsa och välstånd i 
världen. Det behövs mer kunskap om effekterna av de behandlingar som erbjuds patienter 
med substansbrukssyndrom i den kliniska vardagen. Dessa patienter lider ofta av 
psykologiska besvär, utöver själva substansbrukssyndromet. 

Målsättningen med denna avhandling har varit att utvärdera effekterna av psykologisk 
behandling för patienter med substansbrukssyndrom i öppenvård avseende psykologiska 
problem och substansbruk, samt att analysera betydelsen av patienternas anknytningsstil 
och alliansen mellan patient och behandlare. 

Till studien inbjöds patienter som remitterats eller själva sökt psykologisk behandling hos 
en socialarbetare eller psykoterapeut vid tre öppenvårdsmottagningar för substansbruks-
syndrom. De patienter som accepterade att delta fick vid varje behandlingstillfälle fylla i 
ett formulär som mäter psykologiska besvär, CORE-OM, samt WAI-SR, som mäter den 
allians som patienten upplever med sin behandlare. Vid första och sista 
behandlingstillfället fick patienten också fylla i AUDIT-formuläret som mäter problem 
relaterade till alkohol, DUDIT-formuläret som mäter problem relaterade till användning 
av droger samt ECR-S-formuläret som mäter erfarenheten av en aktuell nära relation, 
vilken kan klassificeras som anknytningsstil. Terapeuten fyllde vid behandlingens början 
i CORE bedömningsformulär samt efter sista behandlingstillfället det avslutnings-
formulär som också ingår i CORE. Terapeuten fyllde vid varje behandlingstillfälle i sin 
egen skattning av alliansen med patienten (WAI-S). 

Av det totalt 119 patienter som accepterade att delta i studien, fyllde 100 patienter i minst 
två CORE-OM- och WAI-SR-formulär, vilket möjliggjorde en mätning av den förändring 
som behandlingen medfört avseende psykologiska besvär. Vad gäller effekter på 
substansbruket kunde detta göras för 63 patienter som fyllt i AUDIT-C och DUDIT-C vid 
både start och slut av behandlingen, frågor om aktuellt substansbruk. Vad gäller 
psykologiska besvär visade studien efter sista behandlingstillfället en signifikant 
förbättring av CORE-OM-poängen, med total 14% av patienterna botade och 10% 
reliabelt förbättrade. En reliabel försämring konstaterades för 5% av patienterna. 



 
 

Medelvärdet av både alkoholkonsumtion och bruk av droger minskade signifikant och 
med stark effekt vid behandlingens slut. 

En otrygg anknytningsstil var mer vanlig hos patienterna i studien jämfört med icke-
kliniska grupper. De patienter som i självskattningsformuläret uppvisade en 
desorganiserad anknytningsstil hade också högre poäng vad gäller psykologiska besvär, 
jämfört med de som vid behandlingsstart hade en trygg anknytningsstil. Sambandet 
mellan anknytningsstil och psykologiska besvär var också starkare än det mellan 
anknytningsstil och substansbrukssyndrom. Orsakssambandet mellan anknytningsstil och 
psykologiska besvär är dock inte utrett och kan troligen gå i båda riktningarna. 
Signifikant fler patienter hade vid behandlingens slut en trygg anknytningsstil. 

Tidigare studier har funnit att i terapier med substansbrukssyndrom är sambandet mellan 
allians och behandlingsutfall svagare jämfört med andra kliniska grupper, vilket 
bekräftades i den här avhandlingen. Tre moderatorer – typ av substansbruk, 
anknytningsstil och behandlingsinriktning – utvärderades avseende deras påverkan på 
relationen mellan allians och behandlingsutfall. Ingen av de potentiella moderatorerna 
uppvisade någon effekt på relationen mellan allians och utfall avseende psykologiska 
besvär. Dock fanns det betydande skillnader mellan olika patienter när det gällde 
sambandet mellan allians och utfall från en session till nästa, något som indikerar att 
andra moderatorer av betydelse skulle kunna finnas. 

Sammanfattningsvis visade studien att psykologisk behandling i den kliniska vardagen av 
patienter med substansbrukssyndrom gav positiva effekter både på psykologiska besvär 
och på substansbruk. En avsevärd del av patienterna var emellertid oförändrade, 
framförallt avseende psykologiska besvär. För patienter med substansbrukssyndrom 
verkar det finnas en stark relation mellan anknytningsstil och psykologiska besvär. 
Kunskap om patientens anknytningsstil kan hjälpa terapeuten att utforma en behandling 
utifrån patientens behov. En förändring från otrygg till trygg anknytningsstil kan vara ett 
viktigt mål för behandling av substansbrukssyndrom, då det kan få patienten att avstå från 
strategier där substansbruk används för att hantera känslomässig stress, reglera affekter 
och interpersonella relationer. Studien bekräftar och stärker också slutsatsen att 
sambandet mellan allians och behandlingsutfall är svagare för patienter med 
substansbrukssyndrom jämfört med andra patientgrupper. En utmaning för framtida 
studier är att identifiera faktorer som bidrar till relationen mellan allians och 
behandlingsutfall för patienter med substansbrukssyndrom. 

Studier med större patientgrupper, fler mätinstrument och metoder är nödvändiga för att 
utveckla behandlingar i den kliniska vardagen för patienter med substansbrukssyndrom.  
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Foreword 
The idea for this thesis arose after 15 years of working with psychotherapy for patients 

with substance use disorder (SUD). During these years, I had from time to time fascinating, 
difficult, developing and even exhausting meetings with all these individuals, and heard how 
they began to misuse substances and how they eventually left substance misuse behind. 
Sometimes they relapsed, then new meetings, another relapse, new meetings… I wanted to 
learn more about the importance of the psychological treatment for these patients, the 
relationship between patient and therapist, and the outcome of this collaborative work. I 
discussed many of these issues and thoughts with Rolf Holmqvist, my supervisor for my 
clinical practice of psychotherapy. It happened that he had just finished a treatment outcome 
study of psychological treatment in primary care and was about to start a similar study for 
outpatients in psychiatric care. From there we came to discuss the possibility of using a 
similar approach for evaluating the outcome of psychological treatments for SUD outpatients, 
with possibilities for comparisons. 

I was able to get funding for a pilot project and later the research project itself, with a 
design aimed at evaluating both psychological distress and substance use, and involving 
measures of alliance and attachment orientation. The most difficult task turned out to be 
recruiting outpatient centers. However, data collection started 2011 at three outpatient SUD 
treatment centers. I was later accepted as a doctoral student at the Department of Behavioural 
Sciences and Learning at Linköping University. 

When we started the analyses of the data collected for about 100 patients, we found it 
appropriate to plan for three papers. The first focused on reporting outcomes of substance use 
and psychological distress, the second on studying the attachment styles of SUD patients and 
the third on the patient-therapist alliance. This thesis includes the three papers (two published 
and one in manuscript), with some supplementary material added. 

 

 



2 
 

Introduction 
The focus of this thesis is on studying the psychological treatment of substance use 

disorder outpatients in routine care. It is based on data collected from two municipal 
outpatient centers for SUD and one outpatient unit for dependency disorders within a county 
council in Sweden. The aim was to analyze the outcome of SUD treatments, where outcome 
refers principally to substance use and psychological distress. Identifying potential predictors 
and moderators associated with outcome has also been of interest. 

This introduction gives an overview of important concepts and current research related to 
the three papers included in the thesis, based on the same data sample but addressing three 
different aspects: the outcomes of substance use and psychological distress, the role of 
attachment styles in SUD treatments and the role of the patient-therapist alliance in relation to 
treatment outcome. 

Substance use disorders (SUDs) 

Prevalence 
In a study of the Swedish population (17-84 years), 4.2% met the criteria for alcohol 

dependence (3.0% of the women and 5.5% of the men) and 1.7% abused alcohol (1.3% of the 
women and 2.1% of the men) according to DSM-IV (Ramstedt, Sundin, Landberg, & 
Raninen, 2014). This corresponds to 318 000 dependent individuals and 128 000 individuals 
with abuse. In 2017, the consumption of pure alcohol in Sweden was about 9 liters per 
individual aged 15 or older (Trolldal, & Leifman, 2018). An estimation shows that one in five 
children in Sweden – about 385 000 – lives in a family where at least one adult has harmful 
use of alcohol (SOU 2011:6, 2011). 

There is no solid information about individuals using illicit drugs in Sweden. A national 
survey performed in 2012 estimated that 45 000 individuals (17-84 years) showed signs of 
drug dependence during the past 12 months. This corresponds to 0.6% of the population in the 
age interval. The estimation is based on answers corresponding to the criteria in DSM-IV. In 
the same study, the estimation of drug misuse was 0.1%, corresponding to 10 000 individuals. 
These data supposedly indicate minimal levels (Ramstedt et al., 2014). The estimation of 
individuals using not-prescription drugs is 45 000-65 000 and 10 000 using doping (SOU 
2011:6, 2011; Ramstedt et al., 2014). 

The Swedish Council for Information on Alcohol and Other Drugs (CAN) reported that of 
those who have tried illicit drugs, 60-70% have only used cannabis (CAN, 2014). The second 
most commonly used drug is amphetamine. However, if the use of spice and similar new 
synthetic substances – illegal or legal – is added together, these are used more than any other 
“classic” illicit drug except for cannabis. The mortality rate in Sweden caused by drugs in 
2016 was 908 individuals (Public Health Agency of Sweden) and the corresponding rate for 
an alcohol-related diagnosis was 1920 individuals (National Board of Health and Welfare, 
2017). The link between suicide and mental disorders, particularly for depression and alcohol 
use disorders, is well established in high-income countries (World Health Organization, 
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2018). Up to 40% of patients seeking treatment for substance dependence reported a history 
of suicide attempt(s) (Yuodelis-Flores & Ries, 2015). 

Diagnoses 
There are two diagnostic systems in use for mental disorders: the International 

Classification of Diseases (ICD-10; World Health Organization, 1992) and the Diagnostic and 
Statistical Manual of Mental Disorders (DSM-5; American Psychiatric Association, 2013). In 
Sweden, the ICD system is applied for medical records of all diseases. For psychiatric care 
including substance use disorders, both classification systems are used. They overlap each 
other partly. However, the previous version of DSM (i.e. DSM-IV; American Psychiatric 
Organization, 2000) overlapped more with the ICD system. There are some important 
changes from DSM-IV to DSM-5: the terms abuse and dependence have been replaced with 
the term substance use disorder, and the disorder is considered to exist in a continuum and not 
as before in a hierarchical structure. Each specific substance is addressed as a separate use 
disorder (e.g. alcohol use disorder), but nearly all substances are based on the same 
overarching criteria. The criteria in DSM-5 have been strengthened. Whereas a diagnosis of 
substance abuse previously required only one symptom, mild substance use disorder in DSM-
5 requires two or three symptoms. Craving has been added and the criterion about legal 
problems has been removed.  

There are 11 criteria for an SUD diagnosis, and the number of criteria fulfilled during the 
same 12-month period decides the severity of the disorder. Thus, two or three criteria indicate 
a mild substance use disorder, four or five indicate a moderate substance use disorder, and six 
or more indicate a severe substance use disorder. The symptoms are cognitive, behavioral and 
physiological. These are the criteria in DSM-5: 

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 
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 ICD-10 and DSM-IV classification systems are found in Appendices 1 and 2. 

The responsibility for SUD treatment in Sweden is shared by the central government, the 
county councils, and the municipalities. The municipalities’ social services cannot normally 
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provide a diagnosis according to ICD-10 or DSM-IV/5 for SUD patients. The Swedish 
national guidelines for SUD treatment (Socialstyrelsen, 2017) recommend the two 
questionnaires AUDIT and DUDIT for identifying persons with problems related to alcohol 
and drugs. They can be used for a classification similar to the ICD-10 and DSM-IV/5 
diagnoses. AUDIT and DUDIT were used in this study and are described in the Methods 
section. 

Since the term substance use disorder, first introduced in DSM-5, is replacing substance 
abuse and substance dependence from DSM-IV and the terms harmful use and dependence 
syndrome from ICD-10, there will be a mixed terminology in this thesis. The term originally 
used, e.g. by the authors of different cited publications, has been given. Some authors also 
prefer the term substance misuse instead of substance abuse. 

Comorbidity/co-occurring disorders 
There are four etiological pathways to explain comorbidity or of SUD and mental 

disorders: genetic or environmental causes, mental disorders leading to the onset of substance 
abuse, substance abuse causing mental disorders, and finally a bidirectional pathway with 
interactional effects between substance abuse and mental disorders (Mueser, Drake, & 
Wallach, 1998). However, a review of 75 years of comorbidity research, following 
psychosocial and biological/genetic approaches, shows that there is still a way to go to reach a 
general and merged etiological model or models (Kushner, 2014). 

The importance of comorbidity among SUD patients has been shown in international 
prevalence studies of the general population and clinical groups, outside the Nordic countries. 
A summarized conclusion of their results has been given by Öjehagen (2011): 

• Persons affected by abuse/dependence have a clearly enhanced risk of developing 
psychiatric/ personality disorders, and vice versa. 

• There is a higher prevalence of psychiatric disorders for those with more severe 
substance use (dependence versus abuse). 

• There is a higher prevalence of psychiatric/personality disorders among persons 
abusing/dependent on drugs, compared to persons abusing/dependent on alcohol. 

• Women with abuse/dependence have a higher prevalence of psychiatric disorders 
compared to men. 

The few studies that have been carried out in the Nordic countries show similar results. 
Comorbidity also exists for SUD and somatic diseases, but will not be discussed further in 
this thesis. 

Patients undergoing routine treatment for SUD often present extensive psychological 
distress. About one third of the individuals with alcohol use disorders and about half of those 
with drug-related disorders suffer from at least one additional mental disorder (e.g. Mertens, 
Parthasarathy, Moore, & Weisner, 2003; Regier et al., 1990; Grant et al., 2004).  

There is a strong consensus that SUD and depression co-occur and that these problems 
may be risk factors in both directions. The comorbidity of SUD and anxiety disorders is also 
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high, especially among those with an alcohol use disorder (Grant et al., 2004; Boschloo et al., 
2011). A Swedish practice-based study found a high (88%) prevalence of psychological 
problems among SUD patients in psychotherapy, in particular depression, anxiety, and 
personality disorders (Philips, 2009). The Drug Abuse Treatment Outcome Study (DATOS) 
indicated that 39% of a sample (n=7402) in treatment-seeking individuals with drug 
dependence met the diagnostic criteria for antisocial personality disorder (Flynn, Craddock, 
Luckey, Hubbard, & Dunteman, 1996).  

 Among adolescents with SUD the rate for comorbidity is 50-90% (Rowe, Liddle, 
Greenbaum, & Henderson, 2004), and the most prevalent disorders are conduct disorder (32-
59%) and mood disorder (35-61%) (Wise, Cuffe, & Fischer, 2001). These adolescents start 
with substance use earlier, and have greater frequency of use and more chronic use than those 
with only SUD (Bender, Springer, & Kim, 2006). 

One in four persons with major depression has a substance use disorder (Kessler, 2004). 
About half of individuals with a lifetime mental disorder have an alcohol or drug use disorder 
(e.g. Mertens et al., 2003; Regier et al. 1990; Grant et al., 2004). Even higher rates (50-90%) 
of co-occurring disorders among patients undergoing mental health or SUD treatment have 
been reported (Adamson, Todd, Sellman, Huriwai, & Porter, 2006; Castel, Rush, Urbanoski, 
& Toneatto, 2006; Langås, Malt, & Opjordsmoen, 2012).  

For individuals with borderline personality disorder the median prevalence for SUD is 
67%, and in individuals with SUD 18% are diagnosed with borderline personality disorder 
(Van den Bosch, Verheul, Schippers, & Van den Brink, 2002). In psychotic disorders the 
lifetime prevalence is 40-60% for SUD (Regier et al., 1990). Lifetime rates for individuals 
with bipolar disorders and SUD ranged from 14% to 65% (Sherwood Brown, Suppes, 
Adinoff, & Rajan Thomas, 2001).  

High rates of co-morbid post-traumatic stress disorders (PTSD) and SUD have been 
reported in a number of epidemiological studies. Nearly half of the individuals with PTSD 
also met criteria for an SUD and more than one-in-five met criteria for substance dependence 
(McCauley, Killeen, Gros, Brady, & Back, 2012). The rates for trauma exposure for SUD 
patients were extremely high, at 89-97% (Quimette, Read, & Brown, 2005; Gielen, 
Havermans, Tekelenburg, & Jansen, 2012; Reynolds et al., 2005; Dansky, Saladin, Coffey, & 
Brady, 1997). Most studies suggest that the exposure to traumatic events and PTSD 
symptoms precede the development of SUD and give support to the self-medication 
hypothesis (SMH) (Stewart, 1996; Khantzian, 1997). 

Attention deficit hyperactivity disorder/attention deficit disorder (ADHD/ADD) in 
childhood implies a higher risk of SUD as an adult and is most prevalent in combination with 
conduct disorder or oppositional defiant disorder. The rates for SUD are 50% for adults with 
ADHD/ADD (Sullivan & Rudnik-Levis, 2001) and the prevalence for ADHD/ADD is 14-
23% in SUD populations (Van Emmerik-van Oortmerssen, Vedel, van den Brink, & 
Schoevers, 2015). 
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Patients with both substance and mental disorders have more persistent and severe 
symptoms (Brady, Rierdan, Peck, Losardo, & Meschede, 2003; Margolese, Malchy, Negrete, 
Tempier, & Gill, 2004). They have a less positive prognosis and worse outcome than patients 
with only one disorder (Quimette, Gima, Moos, & Finney, 1999; Petry, 2000; Morisano, 
Babor, & Robaina, 2014) and there is a high risk of suicide especially for patients with a 
bipolar disorder (Dalton, Cate-Carter, Mundo, Parikh, & Kennedy, 2003; Kelly, Cornelius, & 
Lynch, 2002). 

The prevalence of multiple mental disorders combined with SUD is high, but little is 
known about these more complex patterns in treatment populations (Urbanoski, Kenaszchuk, 
Veldhizen, & Rush, 2015). 

Biopsychosocial perspectives on addiction 
Addiction, or substance use disorder, is a complex and multifactorial problem within an 

interdisciplinary knowledge area that spans biology, psychology and sociology, often referred 
to as a biopsychosocial perspective. SUD theories in the different disciplines are often 
interconnected. Some of these theories and explanations will be commented on here. A 
frequently used concept in this area is vulnerability or risk factors. 

There is a complex relationship between personality and the development of addiction or 
SUD. There are various theories about personality, and the dominating theory in this field is 
the trait theory, which is a biopsychosocial theory about temperament and characteristics.  

The personality consists of a variety of basic traits along a continuum. The basic traits 
have a biological foundation, where genetics, brain functions and physiological activities are 
central processes, which regulate, affect and transmit how these traits are expressed. These 
basic traits can be moderated by psychosocial factors and they reach stability and continuity 
in adulthood. The most commonly used model for personality is the Big Five, or the five-
factor model (Digman, 1990), which is based on the idea that the personality is composed of 
five originally biological traits:  openness, conscientiousness, extraversion, agreeableness and 
neuroticism (Berglund & Fahlke, 2011). 

There are some personality traits which increase the risk of developing addiction and 
there are traits which are reinforced by the substance abuse. In the five-factor model there are 
two traits associated to SUD, extraversion and neuroticism (sometimes called emotional 
instability). 

Extraversion involves energetic, impulsive, talkative, assertive, sociable, sensation-
seeking behavior, where impulsivity and sensation seeking are related to SUD. Low activity 
of monoamine oxidase (MAO, a family of enzymes) in combination with childhood adversity 
seems to increase the risk of impulsivity and sensation-seeking behavior. Sensation seeking 
may also be related to a special variety of the gene for a dopamine receptor (DRD4). Possibly 
the dopamine system is inactivated, which increases the risk of risk-taking activities including 
using alcohol and drugs (Berglund & Fahlke, 2011). The part of the brain affected by alcohol 
and drugs is the reward system and there are theories which indicate that certain individuals 
need an increased activation of this system to experience pleasure and euphoria. 
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Neuroticism means behavioral and emotional expressions such as anxiety, anger, 
depression, and deficit in self-esteem. Less capability to handle stressors may lead to 
substance use as a way of handling those and thus constitute a risk factor for developing SUD 
(Berglund, 2009). Individuals with a long period of alcohol use (more than 10 years) have a 
higher level of emotional instability. It has been shown that long-term alcohol use has a 
negative effect on levels of serotonin, an important neurotransmitter for mood regulation, 
increasing the vulnerability to anxiety and depression (Berglund, Fahlke, Berggren, Eriksson, 
& Balldin, 2006). 

Biomedical research has contributed to increased knowledge of the brain’s reward 
system. The basic hypothesis is that the substances take over the reward system, affecting the 
neurotransmission dopamine system (Heilig, 2011). Still this does not explain the craving 
developed over time. For this there are two theories, sensitization and negative reinforcement. 
The sensitization theory describes a change in the reward system, from feelings of euphoria to 
longing for the substance itself. According to the negative reinforcement theory, the reward 
system becomes overloaded, reacting to reduce the positive feelings. Here the neurobiological 
mechanisms come close to the psychological learning theory of positive and negative 
reinforcements. Both the sensitization and the negative reinforcement explanation models 
state permanent modifications of the brain, implying a chronic brain disease (Volkow, Koob 
& McLellan, 2016). Heilig (2015) names it a chronic relapsing brain disease. 

Genetic vulnerability is especially important for alcohol use disorder (AUD), as shown in 
twin and adoption studies (Bohman, Cloninger, Sigvardsson, & von Knorring, 1987; McGue, 
1999; Cloninger, Sigvardsson, & Bohman, 1996). The genetic hereditary component for 
developing AUD is estimated at about 50-60 % of the risk. There is a great variability, which 
means that genetic vulnerability can be low in one person, but high in another. Biological 
factors of importance for AUD are factors connected to the metabolism and the effects of the 
blood concentration of alcohol.  

Cloninger and colleagues (1996) found two types of alcohol use disorder. Type I is 
characterized by later and sporadic onset among individuals with good social adaptation, 
corresponding to 75% of persons with AUD. Type II is characterized by an early onset, more 
severe symptoms of alcohol dependency and psychopathology, and a father with severe AUD. 
In type II, criminality and poly-substance use are more common, with traits of antisocial 
personality disorders, representing 25% of the individuals with AUD. Although genetics 
contribute as a risk factor, it is important to stress that the majority with this vulnerability do 
not develop AUD. This typology has recently been discussed by Wennberg, Berglund, 
Berggren, Balldin and Fahlke (2014), finding it less appropriate for AUD individuals living 
under more socially stable conditions in a Swedish city.  

There are individual vulnerabilities which have an impact on psychological development 
and maturity. These vulnerabilities can be biological, psychological and social in different 
combinations, which are described in the classic stress-vulnerability theory by Zubin and 
Spring (1977), originally for explaining the development of schizophrenia. The basic principle 
is that the more an individual is exposed to negative stressors and the more vulnerabilities she 
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or he has, the greater the risk of developing mental health problems and SUD. Examples of 
risk factors are neglect, physical and sexual abuse during childhood and difficulties at school. 

Within the psychological framework there are various explanations for SUD, e.g. the 
attachment theory and the self-medication hypothesis (SMH). Within the attachment theory, 
an insecure attachment style or pattern is considered to be a risk factor for developing 
substance use problems. More aspects on the relationship between attachment and SUD are 
discussed below (Attachment and SUD section). The self-medication hypothesis was 
introduced by Khantzian (1985) and claims that alcohol and illicit drug use are used to 
regulate emotions such as anxiety, aggression, pain, loneliness, and experiences of trauma. 
The choice of drug corresponds to regulating specific emotions. The well documented co-
occurrence of SUD and psychological distress has given some support to this hypothesis. 
However, it has also been seriously criticized, e.g., for neglecting the effect of the substance 
per se (Lembke, 2012; Heilig, 2015). 

Treatments for SUD 
Treatments for SUD include pharmacological and psychosocial interventions, alone or in 

combinations. The national guidelines for SUD treatment (Socialstyrelsen, 2017) give 
recommendations on a priority scale from 1 to 10, where 1 is the most recommended. The 
guidelines compare different kinds of interventions and recommend which one(s) should be 
implemented, taking into account the severity of the condition, the benefit for the patient, the 
cost of the intervention in relation to its effect and if there are other, better interventions for 
this specific intervention. The studies behind the recommendations are based on the ICD-10 
and DSM-IV diagnosis systems. 

The Swedish guidelines are closely in line with the guidelines and recommendations in 
the USA, expressed through the National Institute of Drug Abuse (NIDA), the National 
Institute of Alcohol Abuse and Alcoholism (NIAAA) and the Substance Abuse and Mental 
Health Services Administration (SAMSHA), and also with the World Health Organization 
(WHO) recommendations. The following sections give a brief overview of SUD treatments in 
Sweden. 

Medical treatments 
For alcohol dependence, three treatments are given priority 1 according to the Swedish 

guidelines (Socialstyrelsen, 2017): disulfiram (Antabuse), naltrexone, and acamprosate. 
Disulfiram is an aversion treatment to establish sobriety. Naltrexone decreases the rewarding 
effects of alcohol, while the main effect of acamprosate is to reduce craving and the risk of 
relapse (Heilig, 2011). There is an under-prescription of these medications in Sweden 
although it is possible for all doctors to prescribe them (Socialstyrelsen, 2017). 

For opioid dependence, priority 1 is given to buprenorphine together with naloxone 
(Suboxone). Methadone is given priority 2. Both buprenorphine and methadone are opioids 
with a long-acting effect, and they are used in maintenance treatments. 
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Psychological and psychosocial treatments 
Table 1 gives an overview of some of the recommended treatments for adults according 

to the Swedish guidelines (Socialstyrelsen, 2017). The methods used in the present research 
project are indicated. 

Table 1.   Some of the recommended psychological and psychosocial treatments for adults according 

to the Swedish guidelines (Socialstyrelsen, 2017), including those used in this study. 

Substance Method Priority Used in this study 
Alcohol MET1 1  
 TSF2 2  
 CRA3 2 X 
 CBT4/RP5 2 X 
 SBNT6 2  
 PDT7/ITP8 4 X 
Cannabis CBT4/RP5 3 X 
 RP5+MI9/MET1 3 X 
Amphetamine/ TSF2 3  
cocaine CRA3+CoM10 3  
 MATRIX 11 3  
 CBT4/RP5 4 X 
Opioid* CBT4/RP5 3 X 
 CRA3 4 X 
 PDT7 5 X 

Alcohol/illicit drugs** IBCT12 3  
 NT13 4  

*within the framework for maintenance treatment 
** given in addition to other treatment(s) 
1 Motivational Enhancement Therapy , 2 Twelve Step Facilitation, 3 Community Reinforcement Approach, 
4 Cognitive Behavioral Therapy, 5 Relapse Prevention,  6 Social Behavior and Network Therapy, 7 Psychodynamic Therapy, 
8 Interactional Therapy, 9 Motivational Interviewing, 10 Contingency Management, 11 Intensive Outpatient Alcohol & Drug 
Treatment Program, 12 Integrative Behavioral Couple Therapy, 13 Network Therapy 

The MATRIX program combines TSF and RP with social network support and regular 
urine analyses. For alcohol use disorders, PDT and ITP are considered to yield the same effect 
as CBT and RP; however, they have less evidence-based support (Socialstyrelsen, 2017). 

For SUD patients with co-occurring disorders, the Swedish guidelines consider it 
important to treat both disorders at the same time, recommending an integrated treatment. 
Although comorbidity is very frequent among SUD patients and there is a large demand for 
guidelines, the evidence-based support is limited and with a strong heterogeneity e.g. in terms 
of patient groups and treatments used (Socialstyrelsen, 2017). 

The treatments provided at the three outpatient SUD centers included in this study were 
Motivational Interviewing (MI), Relapse Prevention (RP), Community Reinforcement 
Approach (CRA), Cognitive-Behavioral Therapy (CBT), Psychodynamic Therapy (PDT), 
psycho-educative interventions, crisis intervention, supportive therapy and counselling, alone 
or in different combinations.  

MI is a specific counselling method to strengthen the patient’s motivation for behavior 
change, based on four principles. The first is that the therapist shows empathy by reflective 
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listening, accepting the patient’s perspective. The second principle is to explore and develop 
the patient’s discrepancies between positive and negative effects of substance abuse. The third 
is to accept the patient’s resistance to change by “rolling with the resistance”, i.e. using 
reflective listening. The fourth principle is to strengthen the patient’s self-efficacy, focusing 
her or his resources and belief that change is possible. MI was developed by Miller (1983) and 
Miller and Rollnick (1991). The MI method can be given as a short series of sessions, 
commonly one to four, and can be combined with other interventions. 

RP (Marlatt & Donovan, 2005) is a cognitive behavior method based on the assumption 
that substance use is a way of coping with stress and that relapse is triggered by social 
pressure and by frustrated situations. This manual-based treatment provides the person with 
coping skills to prevent relapse into substance abuse. RP includes the identification and 
prevention of high-risk situations for relapse, strategies for coping with craving, self-
monitoring of craving, training in social skills and problem-solving. RP is normally applied 
over the course of eight weeks, in group format or – as was the case in this study – 
individually. 

CRA (Hunt & Azrin, 1973; Meyers & Miller, 2001) is a manual-based intensive 
behavioral treatment that encourages a change of lifestyle by involvement in alternatives that 
are more rewarding than substance abuse. The therapist and the patient investigate together 
the circumstances that trigger substance abuse and describe the resulting consequences. They 
carry out the same analysis for situations where the patient is free of substance abuse. The 
emphasis is on social activities, by mobilizing the patient’s personal network and supporting 
her or him to work or study. Important strategies are training in self-control, problem-solving, 
communication, and learning to say no to alcohol/drugs. MI, RP and medical treatment for 
substance abuse can be included. A CRA treatment is given in about 12 sessions over a three-
month period, sometimes with follow-up booster sessions. 

CBT (Carroll, 1998; Gyllenhammar, 2012) has been developed as a combination of the 
basic principles of cognitive and behavioral psychology. Cognitive theory deals with thinking 
and how it affects our feelings and behaviors. Behavioral theory deals with how we learn to 
act and interact with our surrounding environment. The CBT strategies aim towards the 
therapist and the patient jointly analyzing the circumstances and situations which positively 
and negatively reinforce substance abuse. The goal is to find sober alternatives to the positive 
reinforcements of the substance abuse and to develop new strategies to deal with these 
problems. CBT treatment is characterized by an active and structured way of working, where 
the goals are clearly defined and measurable. A treatment plan is established, which is 
evaluated during the treatment course. The patient is given homework from session to session. 
Usually there is one session per week for about five to 20 weeks. 

PDT (Frederickson, 1999; Abbass et al., 2014) has its basis in psychoanalytical theory 
and humanistic psychology. A core concept is that man has an unconscious inner life 
principally formed from close relationships during childhood, and that these attachment 
patterns and experiences continue to affect future relationships and life choices. Unconscious 
defenses against disturbing and unpleasant feelings, fears and inner conflicts lead to mental 
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symptoms and limitations. Other important concepts are the interpretation of transference and 
counter-transference, and insight. Relational psychotherapy is a recent orientation of PDT, 
which has the goal of better understanding how the patient relates to others and how her or his 
relating patterns impact on mental and emotional well-being. In PDT the therapist is engaged 
and curious, with a desire to understand the patient’s problems and situation. The 
collaboration is more based on a joint investigation, without advices from the therapist. PDT 
for SUD patients aims at an increased consciousness and elaboration of emotional conflicts 
which can constitute background factors to substance abuse. PDT can be offered as a short 
treatment of eight to 15 sessions, or as a long-term therapy over the course of a year or more. 

In Studies II and III, SUD treatments were grouped in three orientations, defined as: 

• Directive – including RP, CRA and CBT 

• Reflective – including PDT and relational psychotherapy 
• Supportive – including psycho-educative interventions, crisis intervention, 

supportive therapy and counselling  

MI was used in addition to other treatments but was not used for the classification. For a 
minority of the patients, it was not possible to classify their treatment into a specific 
orientation and they were labelled “not clearly defined”. 

Attachment 

Background to attachment 
Attachment theory has its roots in Bowlby´s (1958; 1960a; 1960b) seminal work and is 

based on concepts from ethology and developmental psychology. Attachment is considered to 
be an inborn system that motivates the child to seek proximity to a familiar caregiver under 
condition of threat – a safe haven – and who also serves as a secure base for a child while 
exploring the world (Ainsworth, 1989; Bowlby, 1969). The repeated interactions between the 
child and the caregiver are encoded in the implicit memory system and form internal working 
models of the self and of others (IWMs). The IWMs form a basis for the child’s capacity to 
maintain close relationships, regulate emotions and cope with stress and negative experiences 
in the future (Main, 1995; Wallin, 2007). Attachment in adulthood can be understood as one’s 
mental representations of self and others.  

Although attachment patterns developed in childhood are generally considered to be 
consistent throughout life, there is a discussion on continuity and discontinuity in adult 
attachment. A review of more than 30 published studies shows moderate to high stability of 
attachment patterns over both shorter (weeks) and longer (years) periods (Miculincer & 
Shaver, 2016). However, crucial emotional experiences taking place, e.g., the loss of a parent, 
finding a supportive partner, divorce, or the death of a romantic partner, may change these 
patterns (Bakersman-Kranenburg & van IJzendoorn, 2009; Waters, Merrick, Treboux, 
Crowell, & Albersheim, 2000).  

A consistent finding is that individual psychological vulnerabilities constitute a predictor 
of more dramatic changes in attachment patterns over time (Allen, McElhaney, Kuperminc, & 
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Jodl, 2004; Davila & Cobb, 2003). Cozzarelli, Karafa, Collins, and Tagler (2003) studied 
women who had undergone abortions and found a relatively low level of stability over two 
years. They argue that the changes from insecure to secure were related both to individual 
vulnerabilities and to alterations of the perceptions of self and others, while the opposite 
changes from secure to insecure were more specifically related to vulnerability issues. 

There is also some evidence for age-related variations in attachment patterns, e.g. that the 
anxious dimension moves towards security for middle-aged people who have obtained more 
social security after marriage and becoming parents (Chopic, Edelstein, & Fraley, 2013).  

Attachment studies originally focused on children. Ainsworth, a former colleague of 
Bowlby, developed a research tool called the Strange Situation (Ainsworth, Blehar, Waters, & 
Wall, 1978). In an experimental situation she studied the reaction of a child between the ages 
of twelve and eighteen months, when separated from her or his caregiver. Ainsworth was able 
to distinguish three different attachment patterns: a secure pattern, an anxious-avoidant 
pattern and an anxious-ambivalent pattern. Later, she found that there was a group of children 
who did not fit into the three patterns and added a fourth category: disorganized (Main & 
Solomon, 1986). 

Among adults the most commonly applied method for classifying attachment patterns is 
the Adult Attachment Interview (AAI; George, Kaplan, & Main, 1984, 1985, 1996). This is a 
semi-structured interview focusing on the person’s early relationships with her or his parents, 
which also tries to get access to unconscious perceptions. Transcripts from AAIs are coded as 
one of three main patterns: secure-autonomous, insecure-dismissive or insecure-preoccupied. 
Interviews which cannot be categorized are coded as “cannot classify”. A person may 
additionally be classified as unresolved to trauma/loss. By using the AAI it is also possible to 
evaluate a person’s reflective functioning (RF; Fonagy, Gergely, Jurist, & Target, 2002). AAI 
has been evaluated in many studies and is considered to have the best scientific support in this 
field, but it is quite a complicated and time-consuming way to evaluate attachment patterns. 

Another way of measuring adult attachment is through self-report questionnaires. This 
approach has its origin in social psychology, and its focus is on current relationships with 
partners, family members, and close friends. It takes into account conscious mental 
representations, thoughts and feelings. The first self-report questionnaire was created by 
Hazan and Shaver (1987). They translated and adapted Ainsworth’s descriptions of patterns of 
childhood attachment behavior into adult attachment in three categories named as secure-
autonomous, insecure-dismissive and insecure-preoccupied.  

Bartholomew (1990) and Bartholomew and Horowitz (1991) revised the three category 
classifications and proposed a two-dimensional model with anxiety and avoidance as 
dimensions, yielding four attachment types with fearful as a new category (see Appendix 3). 
Brennan, Clark and Shaver (1998) developed an attachment measure using factor analyses of 
the existing adult attachment measures, with the objective of replacing them with a new form 
– the Experiences in Close Relationships (ECR) scale. The factor analysis showed that most 
of the variance in adult attachment was accounted for by the two dimensions anxiety and 
avoidance. ECR is the most frequently used self-report attachment form and has been used in 
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a variety of patient groups (Levy, Ellison, Scott, & Bernecker, 2011; Marmarosh et al., 2009). 
The two constructs for measuring adult attachment, interview-based and self-rated, are weakly 
associated which makes comparisons between different studies complicated. They actually 
measure different phenomena (Roisman et al., 2007; Shaver, Belsky, & Brennan, 2000). 

There are many studies which indicate that insecure attachment is related to difficulties in 
emotion regulation (Mikulincer, Shaver, & Berant, 2013). Instead of seeking proximity to an 
attachment figure, an insecure individual uses other strategies to regulate emotions – either by 
deactivating or hyperactivating the attachment system, to handle threats, frustrations and 
rejections.  

Finally, Mickelson, Kessler and Shaver (1997) found in a non-clinical adult population 
(n=7716) that 59 % rated themselves as securely attached, 11% had an anxious attachment 
style and 25% had an avoidant attachment style. Other studies on non-clinical populations 
show similar distributions. 

Attachment and psychotherapy 
A patient´s attachment pattern or attachment style may have significance for the 

therapeutic process and for the outcome of the psychological treatment. It may also be seen as 
a moderating or mediating variable, and as a meaningful outcome in itself, as a complement to 
symptom change (Daniel, 2006). A review of three meta-analyses of fourteen outcome studies 
(n=1467) reported better treatment outcomes for patients with secure attachment, while high 
anxious attachment predicted worse outcomes in psychotherapy (Levy et al., 2011). In 
general, patients with a secure attachment have a better outcome in psychotherapy (i. e. 
Meyer, Pilkonis, Proietti, Heape, & Egan, 2001) and are more compliant than insecure 
patients (Dozier, 1990), but the results are rather inconsistent. On the other hand, patients with 
a dismissing attachment pattern (Fonagy et al., 1996) showed greater improvement compared 
to secure and preoccupied patients. 

In the meta-analysis of Levy et al. (2011), the mean weighted r between attachment 
security and psychotherapy outcome was .182 (Cohen’s weighted d=.370). For attachment 
anxiety and psychotherapy the outcome was -.224 (Cohen’s weighted d=-.460), i.e. higher 
anxiety led to worse outcome. Attachment avoidance was not correlated to outcome. 

There are a few studies where the patient’s attachment style is measured in relation to the 
therapist (Mallincrodt, Gantt, & Coble, 1995) and where the therapists’ attachment style is 
also measured and taken into consideration as well as their experience of psychotherapy 
(Dozier, Cue, & Barnett, 1994; Slade, 2016). Bowlby also pointed out (1988) that the 
therapist may become an attachment figure and the patient may perceive the relationship as a 
corrective emotional experience (Alexander & French, 1946; Mallincrodt, 2010). It is a 
dynamic system that offers the possibility of change through psychotherapy. 

Until recently the research on attachment and psychotherapy has mainly considered the 
outcomes of pre- and post-measures and usually on a group level. There are few studies of the 
process in the treatment (Slade, 2016) with some important exceptions. Daniel (2011) and 
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Talia and colleagues (2014) study the in-session processes on a “microlevel” in different 
ways.  

Attachment and SUD 
There is evidence that SUD patients more often have an insecure attachment style 

compared to individuals in non-clinical populations (Mikulincer & Shaver, 2016; Schindler & 
Bröning, 2015). Insecure attachment may be one factor that contributes to SUD, as attachment 
is related to emotion regulation, relationship behavior and coping skills (Padykula & Conklin, 
2010). On the other hand, changes in observed and self-reported attachment may also be a 
consequence of substance abuse. 

Schindler and Bröning (2015) reviewed research on the relationship between attachment 
and substance use disorder (SUD) in adolescence. They looked for evidence of a possible 
general link between SUD and insecure attachment and for links between specific forms of 
SUD and specific patterns of attachment, and found that empirical evidence strongly supports 
the assumption of insecure attachment in SUD samples. With regard to specific attachment 
patterns, the review mainly points towards fearful and dismissing attachment. 

We do not know whether there is a general relationship between insecure attachment and 
SUD or whether specific attachment styles are related to specific forms of SUD (Mikulincer 
& Shaver, 2016; Schindler, Thomasius, Petersen, & Sack, 2009). Published results indicate 
different patterns of attachment in different SUD groups; some studies found fearful 
attachment among heroin abusers/addicts and more heterogeneous results in abusers of other 
substances (e.g., Schindler et al., 2005). Although most studies suppose that the relationship is 
general, some recent studies have suggested that externalizing behavior, potentially associated 
with avoidant attachment, might also lead to more risk-taking behavior with regard to 
substance use (Zucker, Heitzeg, & Nigg, 2011), whereas internalizing behavior associated 
with anxious attachment may lead to substance use as a way of regulating negative emotions 
(Hussong, Jones, Stein, Baucom, & Boeding, 2011).  

A study of Hiebler-Ragger, Unterrainer, Rinner and Kapfhammer (2016) on SUD 
inpatients with a borderline personality organization found that the drug of choice could not 
be regarded as an indicator of the extent of attachment deficits or personality pathology. They 
could not find any difference between alcohol and polysubstance use disorders, with all 
patients showing significant deficits in attachment parameters in comparison to a control 
group. 

Attachment processes are seen as one influence among others within a multifactorial 
model of adolescence substance use. Their importance for understanding SUD lies in the 
focus on emotion regulation, relationship behavior, and coping strategies. Studies seem to 
confirm the assumption that secure attachment is a protective factor against and insecure 
attachment a risk factor for SUD (Schindler & Bröning, 2015). 

Individuals with SUD have often been victims of sexual, physical, or emotional 
maltreatment (Kendler et al., 2000; Riggs & Jacobvitz, 2002). Fletcher, Nutton, and Brend 
(2015) believe that traumatic early childhood experiences and insecure attachment are both 
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independent and interrelated risk factors for SUD. As such experiences are often associated 
with disorganized attachment, we might expect higher rates of disorganized or fearful 
attachment among these individuals.  

Methodological problems such as poor assessment of SUD and the use of different 
measures of attachment limit comparability. The role of attachment in developing SUD 
problems is understudied. We know that insecure attachment is a risk factor for a host of 
mental health problems among adolescents. However, we still lack an overview of existing 
research that links insecure attachment with SUD. 

Alliance 

Background to alliance 
The concept of alliance has its roots in the psychodynamic tradition. Freud never used the 

concept, but described how patients collaborated and remained in treatment even though they 
had to deal with increased anxiety (Freud, 1912/1958; 1913). The concept was later 
elaborated on by Sterba (1934), Zetzel (1956) and Greenson (1965). Zetzel introduced the 
term therapeutic alliance and Greenson later introduced the term working alliance. Rogers’ 
empirical work on conditions that facilitate the therapeutic process, with the therapist showing 
empathy, genuineness, trustworthiness and warmth, etc., has been an important contribution 
(Rogers, Gendlin, Kiesler, & Truax, 1967). The concept of alliance has been developed and 
now refers to how the relationship between the patient and the therapist serves to assist the 
progress of the therapeutic process, independent of treatment orientation (e.g., Luborsky, 
1976).  

 Bordin (1975, 1989, 1994) introduced a pan-theoretical concept of working alliance 
consisting of three aspects: agreement on goals of the therapy; agreement on tasks to achieve 
these goals; and the development of a bond of trust, respect and confidence between the 
patient and the therapist to reach these goals. In psychoanalytic theory, both conscious and 
unconscious aspects of the alliance have been considered; in empirical research the emphasis 
of alliance is on conscious aspects of the relationship and the collaboration between the 
patient and the therapist. 

 There are multiple perspectives on the concept of “alliance”. Researchers and clinicians 
have interpreted the concept according to their view of the therapeutic process. For example 
Safran and Muran (2000) have argued that the dyadic relationship behind the formation and 
maintenance of the alliance is the core of the therapeutic work, considering alliance as a 
process of intersubjective negotiation. Others look upon the alliance as a byproduct of an 
effective treatment, or as a common factor (Horvath, Del Re, Flückiger, & Symonds, 2011).  

There are more than 70 different instruments for measuring alliance. Four are considered 
to be core measures: the California Psychotherapy Alliance Scale (CALPAS), the Helping 
Alliance Questionnaire (HAq), the Vanderbilt Psychotherapy Process Scale (VPPS), and the 
Working Alliance Inventory (WAI). The WAI is the most frequently used measure in alliance 
research (Martin, Garske, & Davis, 2000). 



16 
 

Alliance and psychotherapy 
The association between alliance and outcome in psychological treatment is well 

established. Studies have shown a moderate but consistent relationship between alliance and 
treatment outcome, independent of the orientations of therapies, therapists, patient groups, 
raters, culture, measurement methods and research designs (Horvath et al., 2011). The 
patient’s attachment orientation has been shown to have an influence on alliance (Eames & 
Roth, 2000; Diener & Monroe, 2011). The meta-analysis by Horvath et al. (2011) found the 
association between patient-rated alliance and outcome to be r = .28 and the association 
between therapist-rated alliance and outcome to be r = .20. Baldwin and Imel (2013) and Del 
Re, Flückiger, Horvath, Symonds and Wampold (2012) have emphasized the importance of 
the therapist contribution to the alliance-outcome correlation.  

A recent meta-analysis based on 295 independent studies with more than 30 000 patient 
ratings of the alliance found a correlation between alliance and outcome in face-to-face 
psychotherapy of r = .278. Internet-based psychotherapy showed a similar correlation of r = 
.275 (Flückiger, Del Re, Wampold, & Horvath, 2018). 

Criticism has been directed towards the current research methods for studying alliance 
and outcome, arguing that they are not sufficiently sophisticated to allow for an understanding 
of the complex interactions in the therapeutic process (e.g. Lorenzo-Luaces & DeRubeis, 
2018). However, innovative research in this field is ongoing, e.g. on within-person change 
and how to identify and isolate patient characteristics of importance for alliance development 
and outcome (e.g. Hoffmann & Barlow, 2014; Zilcha-Mano, 2017).  

There is also an on-going discussion about causality with regard to alliance and outcome. 
Critics of the idea that alliance has a causal influence on symptom change have argued that 
symptom change may cause alliance improvement (DeRubeis & Feeley, 1990; Barber, 2009). 
Studies with repeated measures of alliance and symptoms during treatment in general indicate 
that there may be an influence in both directions (Tasca & Lampard, 2012; Crits-Christoph, 
Gibbons, Hamilton, Ring-Kurtz, & Gallop, 2011; Xu & Tracey, 2015) although the influence 
of alliance on symptom change may be greater (Falkenström, Granström, & Holmqvist, 2013; 
Zilcha-Mano, Dinger, McCarthy, & Barber, 2014).  

In a meta-analysis of Tryon, Blackwell and Hammel (2007), based on 32 studies, the 
correlation reported between patient- and therapist-rated alliance during individual 
psychological treatment was r = .36. They also showed that patients rated the alliance higher 
than the therapists did.  

Alliance and SUD 
Empirical studies of predictors of the alliance in SUD treatment show varying results. 

Several studies have found that the type of substance use does not predict the quality of the 
early alliance, and nor does the type of psychological symptoms or the severity of the 
symptoms (Luborsky et al., 1996; Belding, Iguchi, Morral, & McLellan, 1997; Barber et al., 
1999; De Weert-Van Oene, De Jong, Jörg, & Schrijvers, 1999; Connors et al., 2000). Modest 
but consistent relationships were found between the alliance and motivation, treatment 
readiness, and positive previous treatment experiences (Meier, Barrowclough, & Donmall, 
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2005a). Patients who had better motivation and coping strategies, and also a secure 
attachment style, were more likely to develop good alliances (Meier, Donmall, Barrowclough, 
McElduff, & Heller, 2005b). Significantly higher therapist-rated alliance was reported for 
patients with a higher education level (Belding et al., 1997).  

External pressures and environmental factors such as social support seem to have a fairly 
strong influence on the alliance (Meier et al., 2005b; Connors, Carroll, DiClemente, 
Longabaugh, & Donovan, 1997; Joe, Simpson, & Broome, 1998; Garner, Godley, & Funk, 
2008). Barrowclough, Meier, Beardmore, and Emsley (2010) suggest that the alliance is 
associated with the patient’s psychological and social resources, treatment-related attitudes 
and earlier treatment experiences. In a study of young adults, older age, higher baseline level 
of motivation, self-efficacy, coping skills, and commitment to Alcoholics Anonymous/ 
Narcotics Anonymous (AA/NA) predicted a stronger alliance (Urbanoski, Kelly, Hoeppner, & 
Slaymaker, 2012). A study among adolescents showed that those with more severe SUD 
developed a better alliance (Bertrand et al., 2013). Bertrand and colleagues (2013) 
hypothesized that the therapists became more involved with adolescents whose SUDs were 
more severe. Allen and Olson (2016) found that the treatment of patients with more severe 
SUD led to more attrition and thus a need for more support, concluding that alliance, 
motivation and retention are intertwined.  

Studies have found that treatment motivation and parental support have significant 
impacts on SUD treatment engagement and outcome (Bender et al., 2006; Winters, Botzet, & 
Fahnhorst, 2011). Zuroff and colleagues (2007) found that motivation was a better predictor 
of outcome in comparison with the therapeutic alliance. 

Greenfield and colleagues (2007) found that women with SUDs are less likely to enter 
treatment compared with their male counterparts. Gender was not, however, a significant 
predictor of treatment retention, completion or outcome. 

A study of group counselling by Crits-Christoph, Johnson, Connolly Gibbons, and Gallop 
(2013) showed that the alliance with the counsellor was positively associated with outcome, 
but not with the patient’s self-disclosure and participation. 

There is no gold standard for measuring the outcomes of SUD patients in psychological 
treatment (Dutra et al., 2008). Common outcome measures are reduction in substance use, 
abstinence, abstinence duration, changes in psychological distress and retention in treatment.  
Findings regarding the association between patient-rated alliance and different outcomes in 
the treatment of SUD patients have been mixed. Flückiger et al. (2013) found a correlation of 
r = .175 between patient-rated alliance and outcome in SUD patients. In mixed samples, 
containing both SUD patients and patients without substance abuse, a 10% increase of SUD 
patients (other than alcohol) in the samples decreased the alliance-outcome relationship by .01 
(Flückiger et al., 2013).  In the most recent meta-analysis, the correlation between alliance 
and outcome for SUD patients, based on 29 studies, was r = .14 (Flückiger et al., 2018), 
implying a significantly lower association than for other patients (Q(8) = 27.958; p < .001). 
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Thus, there seem to be indications of weaker associations between alliance and outcome 
in SUD treatments compared to other patient groups (Horvath et al., 2011; Barber et al., 
1999). A reason could be that the use of substances may damage neuro-biological systems 
that are required for optimal relational capacity and mentalization, thus hindering the patient’s 
constructive use of the alliance (Bates, Bowden, & Barry, 2002). Flückiger et al. (2013) also 
stress the importance of socioeconomic status, minority status and specific drugs and their 
interaction as potential moderators of the alliance-outcome association in treatments for SUD 
patients. Flückiger et al. (2018) argued that SUD “clients in these treatments are often volatile 
and have multiple problems”.  

In summary, the results of studies of the association between alliance and outcome in 
SUD treatments indicate that the relationships may be more complex than for other patients. 

Summary of present knowledge and research questions to address 
SUD outpatients in routine care constitute a heterogeneous group with different types of 

substance abuse and high rates of comorbidity. Moreover, they are rarely the focus of 
treatment outcome evaluations. An important objective for this thesis has been to describe 
more in detail this heterogeneity and how it affects the outcome as measured by post-
treatment substance use and levels of psychological distress. The outcome of the different 
treatment orientations is another important aspect to assess, and there is a lack of Swedish 
studies in this area. 

We also see a need for more research on how SUD patients differ from other patient 
groups in terms of how attachment pattern and patient-therapist alliance affect outcome. 
Earlier studies have indicated that SUD patients more often have an insecure attachment style, 
compared to a non-clinical population. There are also results indicating a lower association 
between patient-therapist alliance and outcome for SUD patients, compared to other patient 
groups. 
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Aims 
The aims of the present thesis were to evaluate the effects of community-based 

psychological treatment on SUD patients’ psychological distress and substance use, and also 
to analyze the importance of their attachment style and the alliance with regard to treatment 
outcome. 

 Paper I 
The aim of Paper I was to evaluate the effects of community-based psychological 

treatment on SUD patients’ psychological distress and substance use.  

Paper II 
The aim of Paper II was to explore the associations between self-rated attachment style, 

psychological distress, substance use, and outcome among SUD outpatients in psychological 
treatment.  

Paper III 
The aim of Paper III was to assess the relationship between alliance and treatment 

outcome of SUD patients in routine care and to study the influence of type of substance use, 
attachment style, and treatment orientation as potential moderators on this relationship.  

 Methods 
The three studies are based on data from the same research project. The method section is 

therefore unified and covers all three studies. 

Participants 
The patients were recruited from May 2011 to March 2014 from one outpatient unit for 

dependency disorders within a county council and two outpatient centers for SUD treatment 
within the social services of two municipalities in Sweden. All patients who were referred or 
self-referred for psychological treatment to a social worker or a psychotherapist were asked to 
participate in the study. Data collection ended in March 2016. As illustrated in the flowchart 
in Figure 1, a total of 172 patients were considered for inclusion in the study, of which 119 
patients ultimately agreed to participate and 53 declined. The reasons for not participating 
were that the patients found the procedure too complicated or they did not want to participate 
in any kind of study. In some cases, the therapists regarded the patient as not being able to 
participate because of serious mental illness, poor physical condition or language problems. 
Among the 53 patients declining or considered unable to participate, therapist evaluation data 
were reported for 46 patients. These patients did not differ in terms of gender, age and 
substance use from the participating patients. 
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Figure 1. Flowchart valid for Paper II and III. For Paper I, which did not include ECR-S forms, n=100. 

Descriptive data for the 119 patients were collected via the CORE Therapy Assessment 
form. Among the 119 patients, 112 (94%) were born in Sweden and 93 (78%) were men, with 
somewhat fewer women than expected (25-35%). The mean age was 34.9 years (range 16 to 
69): 33.5 years for men and 40.0 years for women. At treatment start 45% of the participants 
were employed, 18% were studying, and 37% had no current occupation, i.e. they were 
unemployed, on sick leave or retired. The highest educational background was a university 
degree (3%), followed by upper secondary diploma (45%) and compulsory school graduation 
(30%), with the remaining 22% having incomplete compulsory school education. Forty-four 
percent of the participants were living alone. Six percent were caring for children under 5 
years of age and 11% for children older than 5 years. 

Of the 119 patients, 74 had an ICD-10 diagnosis and of these 67 had an SUD diagnosis. 
The most frequent SUD diagnoses were alcohol dependence (n=29), alcohol withdrawal 
(n=11), opioid dependence (n=11), alcohol abuse (n=8) and other psychoactive substance 
dependence (n=3). The patients treated at the county council outpatient unit for dependency 
disorders were given medical diagnoses whereas the patients at the municipal social services 
SUD outpatient centers were not. 

Of the 109 patients filling out AUDIT at treatment start, 85 were above the cut-off and 
distributed as 33% having moderate, 6% large and 61% very large problems (see AUDIT 
classification below in the Instruments section). Of the 105 patients filling out DUDIT at 
treatment start, 51 scored above the cut-off with 49% classified as having drug-related 
problems and 51% showing dependence (see DUDIT classification below in the Instruments 
section). 

There were some significant differences between the patients attending the municipal 
SUD treatment centers and those attended by the county council outpatient unit for 

172 patients referred or self-referred to 
the three outpatient centers were asked 

119 patients were evaluated on  
CORE assessment forms 

99 patients returned at least 
two CORE-OM/WAI and initial ECR-S

108 returned initial  
ECR-S, CORE-OM/WAI & AUDIT forms

103filled out DUDIT form

9 patients did not fill out CORE-OM/WAI  
additionally 2 patients did not return ECR-S 

9 patients did only fill out one  
CORE-OM/WAI form

53 patients declined to participate or the therapists 
regarded the patients as not able to participate 
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dependency disorders. The patients at the municipal SUD centers were younger (mean age = 
median age = 21.0 years, range 16–46 years) than those attending the county council unit for 
dependency disorders (mean age = 44.0 years, median age = 45.5 years, range 19–69 years). 
A smaller female percentage attended the municipal SUD centers (13%) compared to the 
county council unit (28%). However, no difference was found for being in work/studies or 
without occupation. The most important difference between the patients attending municipal 
centers and the county council unit was found in the type of substance use, which is likely to 
be related to the large difference in age. The initial mean AUDIT score was 12.3 for the 
municipal patients and 21.6 for the patients attending the county council unit. For DUDIT it 
was the opposite, with an initial mean score of 22.8 at the municipal centers and only 5.5 at 
the county council unit. A partial explanation for this large difference in AUDIT scores was 
the fact that the patients who attended the county council dependency disorder unit for alcohol 
abstinence treatment, decided to self-refer to the outpatient treatment at the same unit. 

The CORE Therapy Assessment form, filled out by the therapists at treatment start (n = 
119), also rated the patients’ psychological distress on several problems/concerns using a five-
step Likert scale (Table 2). In addition, neglect during childhood, interpersonal traumas and 
non-interpersonal traumas were reported on a four-step Likert scale (Table 3). There were 
significantly higher ratings in therapists’ assessments at the county council outpatient unit for 
anxiety, self-esteem, interpersonal relationships and work/studies, while the municipal 
outpatient centers rated higher for psychosis and cognitive problems. 

Table 2. Therapist ratings of patients’ problems/concerns at treatment start (from no problem = 0, 

mild = 1 to severe = 4). 

Problem/concern (1-4) n % 
Anxiety/stress  59 50%
Depression  49 41%
Physical problems 40 34%
Self-esteem  33 28%
Interpersonal relationships 31 26%
Trauma/abuse  13 11%
Eating disorder  10 8%
Bereavement/loss  10 8%
Psychosis  8 7%
Personality problems  8 7%
Cognitive/learning 7 6%
Work/studies 32 27%
Living/welfare 24 20%

 

Table 3. Therapist ratings of patients’ problems/concerns at treatment start (from no problem = 0,  

small = 1 to large = 3).  

Problem/concern (1-3) n % 
Neglect 22 18% 
Interpersonal trauma 15 13% 
Non-interpersonal trauma 12 10% 
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In total, 25 patients had a suspected or confirmed ADHD/ADD diagnosis. Twelve 
patients had a confirmed ADHD/ADD diagnosis, assessed by a psychiatrist or a psychologist. 
The remaining 13 patients with a suspected ADHD/ADD diagnosis were either on the waiting 
list for an assessment by a psychiatrist or a psychologist or they did not want to be assessed. 
They were normally put on the waiting list by the primary health care service, by the 
therapists in the study or by themselves. Additionally, there were three patients with a 
confirmed and one with a suspected autism spectrum disorder. 

Forty-four percent of the patients were referred by health care and social institutions, 
while 56% were self-referred or referred by family members. Sixty-one percent of the patients 
took some sort of medication. The most common medication was anxiolytics/hypnotics 
(39%), followed by anti-depressants (29%), disulphiram and acamprosate (20%), methadone 
and buprenorphine (8%), and antipsychotics (8%). Medication for insomnia was given to 23% 
of the patients, forming part of the anxiolytics/hypnotics medication already mentioned. 
Medication for ADHD/ADD was given to 4% of the patients.  

Therapists 
Seven social workers, four female and three male, served as therapists for the study, with 

the author of this thesis being one of them. They were all trained in Motivational Interviewing 
at basic level and four also had advanced training, of whom one was a trainer and a second 
was both a trainer and supervisor. All were trained in Coping Skills Training/Relapse 
Prevention. Four were also trained in the Community Reinforcement Approach and three in 
psychodynamic therapy, two with basic training and one with advanced training involving 
certification as psychotherapist. Two therapists were trained in both of the last-mentioned 
methods, i.e. CRA and PDT. The therapists had an average experience of six years (2 to 16 
years) working with SUD treatment and an average of 8 years (0 to 17 years) of previous 
experience of psychological and psychosocial treatment. The mean age was 49.6 (range 35 to 
60). 

The treatments included in this thesis were classified in three orientations: directive, 
reflective and supportive. The majority of the patients (74%) were given directive-oriented 
treatment, 15% reflective, 7% supportive and 4% could not be defined. If the statistics are 
based on the number of sessions, directive was given for 65% of the sessions, reflective for 
32% and supportive for 3%. 

Instruments  
The Alcohol Use Disorders Identification Test (AUDIT ; Babor, Higgins-Biddle, 

Saunders, & Monteiro, 2001) is an instrument developed by the World Health Organization 
for identifying persons with hazardous and harmful patterns of alcohol consumption. The 
instrument is consistent with ICD-10 definitions of alcohol dependence and harmful alcohol 
use. In this study AUDIT was used as a self-report questionnaire. AUDIT consists of 10 items 
and has a scoring range from 0 to 4. The items are divided into three domains: consumption 
(items 1-3), dependence (items 4-6) and harmful drinking (items 7-10). Cut-off scores for 
hazardous or harmful alcohol use are 8 for men and 6 for women (Bergman & Källmén, 
2002).  
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The short version AUDIT-C (Bush, Kivlahan, McDonell, Fihn, & Bradley, 1998) consists 
of the first three AUDIT items, with a maximum score of 12, and measures current alcohol 
consumption. In this study AUDIT-C was used to measure change in alcohol consumption at 
treatment end. The AUDIT-C cut-off scores for hazardous consumption of alcohol are 5 or 
higher for men and 4 or higher for women (Berman, Wennberg, & Källmén, 2017).  

Berman et al. (2017) also suggest using the AUDIT scores to classify the severity of the 
alcohol use disorders in four zones. Although this cannot replace an SUD diagnosis, the 
classification may serve as a guide for what kind of treatment to offer: 

• Zone 1 (no or small problems): Men ≤ 7 points, women ≤ 5 points 
• Zone 2 (moderate problems): Men 8-15 points, women 6-13 points 

• Zone 3 (large problems, likely to have an SUD diagnosis): Men 16-19 points, 
women 14-17 points 

• Zone 4 (very large problems, should have an SUD diagnosis): Men 20-40 points, 
women 18-40 points 

Thus the cut-off score for hazardous or harmful alcohol use is between Zones 1 and 2. 

The Drug Use Disorders Identification Test (DUDIT ; Berman, Bergman, Palmstierna, & 
Schlyter, 2005) is an instrument for identifying individuals with problems related to drugs and 
their consumption patterns. DUDIT consists of 11 items and has a scoring range from 0 to 4. 
The items are divided into three domains: dependence (items 1, 4-8), drug related problems 
(items 2, 10-11) and intensity of use (items 3 and 9). There is also an extension called 
DUDIT-E (Berman, Bergman, & Palmstierna, 2007). In the first part of the extended form 
(DUDIT-Ed), the patient ticked the types of drugs being used. The cut-off scores for the 
DUDIT form are 6 for men and 2 for women (Berman et al., 2017).  

The first four DUDIT items, with a maximum score of 16, relate to drug use and are 
named DUDIT-C (Sinadinovic, Wennberg, & Berman, 2014a). DUDIT-C was used in this 
study to measure change in drug use at treatment end. The DUDIT-C cut-off score for 
possible problematic use of drugs was set to 1 or higher (Sinadinovic, Wennberg, & Berman, 
2014b). 

Similarly to AUDIT, DUDIT can also be used to classify the severity of the drug use 
disorders for those scoring above cut-off (Berman et al., 2017): 

• Drug related problems: Men 6-24 points, women 2-24 points 
• Drug dependence: 25-44 points 

Clinical Outcomes in Routine Evaluation – Outcome Measure (CORE-OM ; Evans et 
al., 2002) is a patient self-report measure with 34 items measuring psychological distress 
experienced during the preceding week on a five-point scale ranging from “Not at all” to 
“Most of the time”. The items cover four major problem areas/domains: subjective well-
being, symptoms (anxiety, depression, physical problems, and trauma), functioning (general 
functioning, close relationships, and social relationships) and risk (to self and others). The 
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scoring is problem-oriented in that higher scores indicate greater distress. The sum score may 
range from 0 to 40, as the mean of all 34 items is multiplied by 10. The instrument has shown 
good internal and test-retest reliability (0.75-0.95), convergent and discriminant validity and 
sensitivity to change (Mellor-Clark, Barkham, Connell, & Evans, 1999; Barkham, Mullin, 
Leach, Stiles, & Lucock, 2007).  

In order to assess change in psychological distress for individual patients, the Reliable 
Change Index (RCI; Jacobson & Truax, 1991) was used. The cut-off score used in the present 
study between the clinical and non-clinical ranges was 13. A reliable and clinically significant 
improvement (“recovered”) requires a decrease in ratings ≥ 6.3 and a change from the clinical 
to the non-clinical range. A reliable improvement requires a reduction in CORE-OM scores ≥ 
6.3. Unchanged patients are those whose scores change by less than 6.3 points. Impaired 
patients have an increase in scores ≥ 6.3 points (Elfström et al., 2013; Holmqvist, Ström, & 
Foldemo, 2014). 

The CORE assessment comprises the Therapy Assessment form, completed at intake, and 
the End of Therapy form at the end. On the Assessment form, the therapist provides 
information about referral, patient demographic data and the nature, severity and duration of 
presenting problems. The therapist rates the patient’s problems/concerns identified on a Likert 
scale with five steps: no problems (0), through minimal difficulties not disturbing everyday 
functioning (1), smaller difficulties affecting at least one area but not everyday functioning 
(2), moderate difficulties within one or more areas combined with effects on everyday 
functioning (3) to serious difficulties affecting all areas of the patient’s life (4). On the End of 
Therapy form, the therapist reports the results of the treatment, the number of sessions, 
whether or not the ending was planned, and which types of interventions were provided to the 
patient. The Swedish translation of the two forms includes some additions regarding SUD and 
medication.  

Patients’ global attachment style was measured using the self-report attachment 
questionnaire Experiences in Close Relationships – Short form (ECR-S; Brennan, Clark, & 
Shaver, 1998). This has been translated into Swedish and modified by Broberg and Zahr 
(2003). In the ECR-S, patients are asked to focus on their closest relationship, in this study 
classified in six categories: mother, father, sibling, child, partner, and friend. The ECR-S 
ratings are combined to give two subscales: anxiety and avoidance. The anxiety dimension 
assesses individual differences in fear of rejection and abandonment, and need for approval 
from others. The avoidance dimension assesses individual differences in fear of intimacy and 
interdependence, and need for self-reliance and unwillingness for self-disclosure. There are 
six items for anxiety and six for avoidance, scored from 1 to 7. Combining the mean scores 
for the two dimensions, four categories of attachment style can be assessed (Bartholomew & 
Horowitz, 1991). Patients who score less than 3.5 on both scales are considered as having a 
secure attachment style. Scores ≥3.5 on any of the two dimensions signify an insecure 
attachment style. Scoring ≥3.5 on the anxiety scale implies a preoccupied attachment style, 
while a score ≥3.5 on the avoidance scale implies a dismissing attachment style. Scoring ≥3.5 
on both scales has been suggested to imply a fearful attachment style. The results are 
presented as scores on the two continuous dimensions of anxiety and avoidance as well as a 
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category classification based on threshold values for the two dimensions, either the four 
categories secure, preoccupied, dismissing and fearful or the dichotomous secure and insecure 
classification.  

The short version of ECR provides a reliable and valid measure of attachment style (Wei, 
Russell, Mallinckrodt, & Vogel, 2007). The patients filled out the ECR-S questionnaire at the 
beginning and the end of the treatment. 

The patient’s alliance was measured using the Working Alliance Inventory – Short Form 
revised (WAI-SR ; Hatcher & Gillaspy, 2006), which consists of 12 items and measures the 
therapeutic alliance on a seven-point Likert scale. The items can be summed up to give three 
subscales: bond, task and goal. The instrument in its short form has shown adequate reliability 
and validity (Munder, Wilmers, Leonhart, Linster, & Barth, 2010). The therapist’s alliance 
was measured using the Working Alliance Inventory – Short Form (WAI-S ; Tracy & 
Kokotovic, 1989). The questionnaires were scored by the patient (WAI P) and the therapist 
(WAI T) directly after each session. 

Study design 
Patients who were referred or self-referred for psychological treatment at three SUD 

outpatient centers from May 2011 to March 2014 were asked to participate. If the patient 
agreed to participate, she or he received an envelope containing the CORE-OM, WAI-SR, 
ECR-S, AUDIT and DUDIT/DUDIT-E forms to be completed after the first session. At each 
subsequent session, the patient completed the CORE-OM form before and the WAI-SR form 
after the session. At treatment end, the patient completed the ECR-S questionnaire a second 
time together with the first three items of AUDIT and the first four items of DUDIT which 
relate to current substance use. The therapists did not have access to patients’ questionnaires. 
Patients were assigned to therapists consecutively, subject to their availability.  

The therapists filled out the CORE Therapy Assessment form at treatment start and the 
End of Therapy form at treatment termination. After each session the therapists filled out their 
version of WAI-S. Table 4 gives an overview of the study procedure. 

Table 4. Overview of how patients (P) and therapists (T) filled out the questionnaires. 

Instrument Treatment
        start 

Before each  
session 

After each 
session 

Treatment 
end 

AUDIT P    
DUDIT/DUDIT-E P    
ECR-S P   P 
CORE Therapy Assessment form T    
CORE-OM    P*   
WAI-SR / WAI-S       P/T  
CORE End of Therapy form    T 
AUDIT-C    P 
DUDIT-C    P 
*First session filled out afterwards 

The study received approval from the Regional Ethical Review Board in Linköping 
(2011/165-3). All patients and therapists were properly informed about the study and gave 
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their written consent. Patients were told they would receive the same treatment if they chose 
not to participate. 

Data analyses and statistics 
The relationships between psychological distress, different types of SUD, attachment 

styles and alliance at treatment start were analyzed based on the initial CORE-OM, AUDIT, 
DUDIT and ECR-S scores. Treatment outcome has been evaluated as the psychological 
distress measured by CORE-OM at treatment end, and as substance use at treatment end, 
measured with AUDIT-C and DUDIT-C. Changes in attachment style at treatment end have 
been investigated by comparing the initial and final ECR-S ratings. A χ2 test (95% confidence 
interval) was used to test the relationships between attachment style and qualitative variables, 
while ANOVA and ANCOVA tests were used to assess their relationships to metric variables. 
For dependent data, McNemar’s test (McNemar, 1957) was used for dichotomous variables 
and a t-test for continuous variables. Correlation coefficients and regression with backward 
elimination were used to investigate relationships between ECR-S scores and psychological 
distress and substance use. A Reliable Change Index (RCI) was used to test for significance of 
within-individual CORE-OM gain scores. The mixed model analyses of patient’s alliance and 
psychological distress were performed with SPSS, and the results were confirmed by running 
the analyses in the Mplus software. 

The statistical analyses were performed using SPSS version 23 and 24. 

Summary of the results of the included studies 

Paper I 
The purpose of Paper I was to assess the effect of psychological treatment on 

psychological distress and substance use in SUD outpatients, responding to the following 
main questions:  

• Does psychological treatment reduce psychological distress in SUD outpatients? 
• Does psychological treatment reduce substance use?  
• What are the outcomes in terms of psychological distress for the different 

treatment methods in this study? 
• What are the outcomes in terms of substance use for the different treatment 

methods? (added question) 

Ratings at treatment start and end were obtained using Clinical Outcomes in Routine 
Evaluation – Outcome Measure (CORE-OM, n=100), AUDIT-C (n=49) and DUDIT-C 
(n=27). CORE-OM mean scores were significantly improved with a moderate effect size 
(Cohen’s d=0.59). In total, 14% of the patients were recovered, 10% improved and 5% 
deteriorated. Both AUDIT-C mean scores and DUDIT-C mean scores were significantly 
improved, with large effect sizes (Cohen’s d=0.99 and d=1.01), for patients with alcohol use 
and patients using illicit drugs, respectively. There were 49 patients with AUDIT scores above 
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the clinical cut-off, who filled out AUDIT-C at treatment end. Similarly, there were 27 
patients with DUDIT scores above the cut-off, who filled out DUDIT-C at treatment end. 

A subsequent analysis showed that 41 patients scored above AUDIT-C cut-off for 
hazardous consumption of alcohol (Berman et al., 2017) at start. At treatment end, 21 patients 
still scored above this cut-off while 20 scored below cut-off. For DUDIT-C, 25 patients 
scored above zero (cut-off for possible problematic use of drugs, see Sinadinovic et al., 
2014b) at start; of those, 11 scored above cut-off and 14 scored zero at treatment end. Figure 1 
shows the within-patient results. 

 

 
Figure 1. Outcome of AUDIT-C (top) and DUDIT-C (bottom) for patients scoring above AUDIT and 

DUDIT cut-off at treatment start. Hazardous consumption cut-off for AUDIT-C is 5 points or more for 

men and 4 points or more for women. The corresponding cut-off for DUDIT-C is 1 point or more for 

both men and women.  

 
Routine psychological treatment thus showed positive effects on psychological distress as 

well as on reduction of substance use. However, a substantial number of patients remained 
unchanged, particularly regarding psychological distress. In part, this can be explained by 
almost half of the patients (n=46) rating an initial total CORE-OM score below the clinical 
cut-off, which means that by definition they could not recover.  

The therapists reported a wide spectrum of psychological problems on the Therapy 
Assessment forms, indicating that patients undergoing outpatient treatment care for SUD 
often suffer from co-occurring disorders. Fifty percent of the 119 patients were assessed as 
suffering from anxiety and 41% from mild to severe depression. Other problems reported 
were physical distress (34%), problems with self-esteem (28%), interpersonal problems 
(26%), trauma (11%), eating disorder (8%), bereavement/loss (8%), psychosis (7%), and 
personality problems (7%). Mild to severe neglect during childhood was reported for 18% of 
the patients. 

It is quite common and recommendable to combine different treatment methods among 
SUD patients, especially when they show co-occurring disorders. Hence, the majority of the 
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patients were treated with more than one psychological method, i.e. by different combinations 
of therapy types. The effects of different treatment methods were assessed by classifying them 
into five subgroups. When the differences in final CORE-OM scores of these subgroups were 
analyzed in an ANCOVA, using initial CORE-OM scores as covariates, no differences were 
found in outcome for final CORE-OM score between the five treatment categories F(4,90) = 
1.14, p = .344). A t-test analysis of pre-post CORE-OM scores showed close to large 
(Cohen’s d=0.72) or large (d=0.81) effects for reduction in psychological distress for patients 
treated with RP (n=23) or RP together with MI (n=25), respectively. For treatments based on 
PDT (n=12), the reduction in CORE-OM scores was not significant.  

A subsequent analysis of outcome on substance use for different treatments is found in 
Table 5 (alcohol consumption) and Table 6 (drug use), based on all patients who filled out 
AUDIT-C and DUDIT-C forms at treatment end and who also scored above the cut-off scores 
in AUDIT and DUDIT at treatment start. 

Table 5. Initial and final mean scores and standard deviations in AUDIT-C for different treatments for 

patients who scored above AUDIT cut-off at treatment start. Results of a t-test of the differences and 

effect sizes.  

Scale n Initial 
score 

Final score Change 
in score 

T (p) Cohen’s 
d 

PDT or (PDT and MI and/or other)  6 6.0 (3.5) 3.8 (3.1) 2.17   3.1(.027) 1.26 
RP alone 6 6.0 (2.4) 4.3 (2.6) 1.67 1.0 (.363) 0.41 
RP and MI 17 8.8 (2.6) 4.1 (3.5) 4.76   4.9 (<.001) 1.20 
RP and MI and other 12 8.3 (2.7) 3.3 (3.7) 5.00 3.6 (.004) 1.05 
Other treatments not PDT/RP/MI, 
alone or in combination 

5 9.2 (4.2) 5.2 (5.0) 4.00 1.9 (.132) 0.84 

Note: PDT = Psychodynamic Therapy, MI = Motivational Interviewing, RP = Relapse Prevention, other = Community 
Reinforcement Approach (CRA), Cognitive-Behavioral Therapy (CBT), psycho-educative intervention, crisis intervention, 
supportive therapy and counselling.  
 

A significant reduction in alcohol consumption was found for PDT alone, PDT with MI 
and/or other, for RP and MI, and for RP and MI with other. 
 
Table 6. Initial and final mean scores and standard deviations in DUDIT-C for different treatments for 

patients who scored above DUDIT cut-off at treatment start. Results of a t-test of the differences and 

effect sizes. 

Scale 
 

n Initial 
score 

Final score Change 
in score 

T (p) Cohen’s 
d 

PDT or (PDT and MI and/or other)  2 7.5 (5.0) 2.0 (2.8) 5.50 3.7 (.170) 2.59 
RP alone 12 9.3 (3.5) 5.9 (5.8) 3.42 2.4 (.036) 0.69 
RP and MI 5 8.6 (3.8) 0.8 (1.1) 7.80 4.1 (.014) 1.85 
RP and MI and other 7 5.1 (4.6) 0.0 (0.0) 5.14 3.0 (.025) 1.13 
Other treatments not PDT/RP/MI, 
alone or in combination 

1 16.0 (-) 16.0 (-)    0.0 - - 

Note: PDT = Psychodynamic Therapy, MI = Motivational Interviewing, RP = Relapse Prevention, other = Community 
Reinforcement Approach (CRA), Cognitive-Behavioral Therapy (CBT), psycho-educative intervention, crisis intervention, 
supportive therapy and counselling.  
 

Significant reductions in the use of illicit drugs were obtained for RP alone or in 
combination with MI and other. For PDT, only two patients scored above the DUDIT cut-off, 
giving a non-significant gain score in DUDIT-C although the effect size was high. 
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Discussion 
The purpose of this practice-based study was to assess the outcome of psychological 

treatments in routine care for patients with substance use disorder. We raised three main 
questions, of which the first two addressed the effect of psychological treatment on 
psychological distress and substance use. The analyses showed that patients were generally 
improved by the treatments, with regard to both general psychological problems and 
substance use. The effect size for reductions in alcohol and illicit drug use scores was large, 
and was higher than for the reduction in psychological distress. 

Almost half of the patients had an initial total CORE-OM score below the clinical cut-off, 
which means that by definition they could not recover, an issue discussed by Lambert and 
Ogles (2009). Both the initial CORE-OM scores and the final scores were lower than those 
reported from psychological treatments in primary care (Holmqvist et al., 2014). One 
interpretation could be that primary care patients and SUD patients come to treatment for 
different reasons. Primary care patients are usually self-referred and come with acute distress, 
while patients with SUD are to a large degree – in this study 44% – referred to treatment by 
others and not always in an acute phase. It may also be that the SUD patients use alcohol and 
drugs as self-medication (e.g. Khantzian & Albanese, 2008), which may hide some of their 
psychological distress. It should be noted that some of the patients came to therapy during 
opiate maintenance medication. Half of the patients had some medication related to 
psychological distress.  

The third question raised in the introduction focuses on the effect on psychological 
distress of the different treatments given. The majority of the patients were treated with more 
than one psychological method. It is quite common – and recommended – to combine 
different treatment methods among SUD patients, especially when they show co-occurring 
disorders. The therapists participating in this study were experienced, which may be an 
additional explanation for the many different combinations of treatment methods that were 
used. An overall finding of Paper I was that substance use and psychological distress were 
reduced for all treatment methods, but for reductions in psychological distress there were 
larger effects for combinations including relapse prevention (RP).  

A striking finding in Paper I was the large number of co-occurring disorders indicated by 
therapists’ assessments. The complexity of patients’ problems underlines the importance of 
working simultaneously with both aspects. 

Paper II 
The aim of this study was to assess the attachment style of SUD outpatients in routine 

care at treatment start and end, and the relationships between attachment style, psychological 
distress, and substance use. The following research questions were raised: 

• Are there any relationships between attachment style and psychological distress in 
SUD outpatients at treatment start? 

• Are there any relationships between attachment style and different types of 
substance use? 
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• Does attachment style predict changes in psychological distress and substance use 
in psychological treatment? 

• Does attachment style change as a result of psychological treatment in SUD 
outpatients? If so, is it related to the treatment orientation given? (added question) 

Patients’ ratings using ECR-S at treatment start (n=108) and end (n=60) were analyzed 
together with treatment outcome for psychological distress and substance use. The ratings for 
the two ECR-S dimensions of anxiety and avoidance were used to determine the attachment 
styles classified as secure/insecure or secure/preoccupied/dismissing/fearful. An insecure 
attachment style was more common among the SUD outpatients, compared to non-clinical 
groups. Patients with a fearful or preoccupied attachment style at treatment start scored 
significantly higher on psychological distress than patients with a secure attachment style. The 
regression analysis showed that the ECR-S dimension of anxiety had a stronger association 
with the patient’s initial psychological distress than the avoidance dimension, both for the 
CORE-OM total score and for the subscales of subjective well-being, symptoms, functioning 
and risk self, but not for the subscale risk for other. 

There were no differences in attachment styles between the three substance use subgroups 
alcohol, drugs and both alcohol and drugs.  

There were significant differences in final CORE-OM scores between those with a secure 
and an insecure attachment style, but this difference disappeared when initial CORE-OM 
scores were introduced as a covariate. The difference in initial attachment styles for those who 
reliably improved (n=22) and those who were reliably impaired (n=5) was not significant, 
χ

2(3) = 3.1, ns. There were no significant correlations between the ECR-S anxiety and 
avoidance dimensions and the patients’ reported changes in alcohol consumption at treatment 
end. However, the ECR-S dimension avoidance was negatively correlated with the reduction 
in drug use, implying that patients with higher scores on avoidance showed smaller or no 
reduction in drug use at treatment end. A subsequent ANOVA analysis of changes in 
substance use for the secure and insecure subgroups, showed a significantly larger reduction 
in drug use for patients with a secure attachment (mean = 7.0, n = 13) compared to those with 
an insecure attachment style (mean = 3.2, n = 15) (t(1,26)=5.08, p=.033). For reduction in 
alcohol use, the difference was not significant. 

The psychological treatment of SUD patients, in addition to reducing psychological 
distress and substance use, contributed significantly to changes from insecure to secure 
attachment style. Of the patients who filled out ECR-S at treatment end (n=60), 35% showed 
a secure attachment style at treatment start and 50% at treatment end (χ2(1) = 12.38, p<.001; 
McNemar’s test = 0.049). When the patients answered the question about who they thought of 
as their closest relationship at treatment start, 52% reported their partner, 23% a friend and 
11% their mother. At treatment end, 16 out of 49 patients (11 patients only responded once) 
reported a change. The movement was between the same three persons as listed above. 

Treatment orientations, separated as directive/reflective/supportive, showed some 
significant differences. For patients receiving a directive treatment, the ECR-S avoidance 
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dimension scores decreased (mean change 0.29, n=43), while those receiving a reflective 
treatment showed an increase for the avoidance dimension (mean change -0.70, n=13)(F(2) = 
3.38, p = .041). A paired sample t-test of ECR-S dimensions pre-post showed a significant 
reduction in the anxiety dimension for those who had received a directive treatment. The 
changes for the other treatments in this dimension were non-significant. For changes in the 
avoidance dimension, there were no significant reductions for any of the treatment 
orientations. 

Discussion 
Other studies have shown a higher frequency of insecure attachment styles and patterns 

among SUD patients in comparison with non-clinical populations. This was confirmed in 
Paper II. The results also showed a stronger relationship between attachment style and 
psychological distress than between attachment style and SUD. The SUD patients classified 
as preoccupied and fearful showed significantly higher psychological distress at treatment 
start compared to those classified as secure. An insecure attachment pattern or style may 
contribute to difficulties in regulating emotions and interpersonal relationships. Since this 
result is based on a correlational analysis of self-reported measures at treatment start, it is not 
possible to draw any conclusion about the direction of the causal relationship between 
attachment style and psychological distress.  

We expected that patients with a secure attachment style would respond better to 
psychological treatment compared to those with an insecure attachment style. The results 
showed that SUD patients with a secure attachment style at treatment start ended treatment 
with considerably lower psychological distress compared to those who had an insecure 
attachment style. However, patients with a secure attachment also entered treatment with 
lower psychological distress, implying less possibility of improvement. Paper II thus could 
not find larger improvements for patients with a secure attachment style, compared to those 
with an insecure attachment. 

Treatment effects on substance use showed relationships to attachment style for 
reductions in drug use, but not for alcohol. Patients with high scores on the avoidance 
dimension showed smaller or no reductions in drug use at treatment end, supporting the 
conclusion that SUD patients with a dismissing attachment style show poorer treatment 
outcome. This subgroup has been found to externalize their problems (Schindler & Bröning, 
2015) and has a tendency to respond less to treatment (Winters, Stinchfield, Latimer, & Stone, 
2008). 

Another finding of Paper II was a significantly increased proportion of securely attached 
patients at treatment end, showing the dynamic character of the perceived attachment. This 
study has reported changes in attachment styles in both directions that may be due to 
important life events. It could be noted that approximately 30% reported a different person as 
their closest relationship at treatment end.  

During psychological treatment, the therapist may be perceived as a new attachment 
figure that contributes to a corrective emotional experience. A change from insecure to secure 
attachment style can be an important goal for SUD treatment, since it may prevent the patient 
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from using defense strategies involving substance use for regulating emotions and 
interpersonal relationships. 

Paper III 
The main aim of Paper III was to assess the relationship between alliance and treatment 

outcome of SUD patients in routine care and to study the influence of drug type, attachment 
style, and treatment orientation as potential moderators. Treatment outcome was measured as 
reduction in substance use and in psychological distress.  

First, we investigated possible predictors for alliance. Secondly, we looked at how the 
alliance relates to different outcomes. Thirdly, we studied three moderators of the alliance-
outcome association: type of substance use, attachment style, and treatment orientation. 
Finally, we analyzed session-to-session data associations between alliance – with and without 
patient-centering of the data – and psychological distress. 

There were weak or no associations between the patient- and therapist-rated alliance and 
treatment outcome, as measured by reductions in substance use and psychological distress. 
However, there were significant correlations between patients’ alliance and psychological 
distress from session-to-session, indicating that patients with a high alliance at one session 
showed lower psychological distress at the next session. After patient-centering of the data, 
most of this relationship disappeared, showing that it was predominantly due to between-
patient effects. Thus patients with a generally high alliance level also scored lower in terms of 
psychological distress. The mixed model analysis also showed that the correlation between 
alliance variations and psychological distress at the next session disappeared when controlling 
for psychological distress at the previous session. 

Discussion 
The results of the analyses show that the relationships between alliance and outcome, 

when using mean alliance ratings, were weak. The results were similar when outcome was 
assessed as a decrease in substance use and psychological distress. These results strengthen 
the conclusion from the meta-analyses of Flückiger et al. (2013, 2018) of a weak connection 
between alliance and outcome for SUD patients.  

Considering type of substance use as a moderator of the alliance-outcome association, 
there was a significant positive correlation between therapist-rated alliance and reduction in 
alcohol consumption for the group only using alcohol. The results indicate that for the alcohol 
group, the therapists’ alliance was associated with a reduction in alcohol consumption. These 
patients who only use alcohol were older, with a longer history of alcohol problems. The 
patients who only used drugs were much younger. Most of them used cannabis, and a smaller 
group used opiates. 

It is of interest to note that, while looking at attachment style as a moderator, there was 
also a positive relationship between therapist-rated alliance and reduction in alcohol 
consumption for patients with an insecure attachment style, in line with the findings of Zack 
et al. (2015).  
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For the patients using drugs with a secure attachment style, the therapist rated a high 
alliance for patients who did not reduce their drug use. Scrutinizing the data, there were a 
small number of young male patients (n=3) principally using cannabis who did not respond to 
the treatment. One interpretation is that they were still in a phase of experimental use. It 
seems that for this particular group of patients, therapists might experience a strong alliance 
although they did not decrease their drug abuse. 

The final moderator analyzed was treatment orientation. For outcome of substance use 
and psychological distress, there were no significant correlations for any of the treatment 
orientations. A somewhat surprising result is that therapist-rated alliance to patients given a 
reflective treatment did not show a significant relationship to psychological distress, since 
psychodynamic orientation focuses on the relationship between the therapist and the patient. 
As mentioned before, the mean levels of both patient- and therapist-rated alliance were 
significantly lower for reflective treatment compared to directive treatment. 

We found three predictors for alliance: living alone/with others, level of education and 
therapist rating of patient’s motivation at treatment start. Patients living with others had a 
better alliance. In the present study, therapist-rated alliance was higher for patients with 
higher education (university) level, compared to patients who had not completed their upper 
secondary diploma, which is in line with Belding et al. (1997). This finding suggests that the 
socioeconomic status of the patient being different from that of the therapist is a factor to take 
into consideration. This issue could be discussed more in treatment research. The third 
predictor that was identified, the therapist initial rating of the patient’s motivation to change, 
has been highlighted in earlier studies (Meier et al., 2005a; Meier et al., 2005b; Winters et al., 
2011). 

When correlations were analyzed on a session-to-session basis, moderate associations 
were found between patient-rated alliance and psychological distress. The correlations were 
somewhat weaker for patient-centered alliance scores, indicating that it was the general level 
of the alliance that correlated with symptom level at the next session rather than the ipsative 
(patient-centered) score. This finding might suggest that the association between alliance and 
outcome was due to the general level of psychological problems. A low rating of the alliance 
might indicate more psychological problems, just like a high rating in CORE-OM. 

This interpretation was reinforced by the results from the mixed models analyses. These 
analyses suggested that when the model showing an association between alliance at the end of 
the session and the symptom level at the start of the next session, was supplemented by the 
CORE-OM rating at the start of the session when alliance was rated, the correlation was no 
longer significant. A possible interpretation could be that both alliance ratings and CORE-OM 
ratings capture the patient’s general level of psychological distress, but there were no causal 
ties between alliance and symptom level. 

The results of the mixed model analysis, performed in SPSS, were confirmed by an 
analysis with a dynamic structural equations modelling in Mplus: the average effect of 
alliance on symptom reduction when the preceding CORE scores were entered in the model 
was non-significant.  However, an interesting finding of the Mplus analysis was that the 
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variation in this effect between patients was significant, indicating that it might be meaningful 
to explore other variables that might moderate the association between alliance and symptom 
reduction. 

General discussion 
The aim of this thesis was to evaluate the effects of community-based psychological 

treatment on SUD outpatients’ psychological distress and substance use, and to analyze the 
importance of their attachment style and the alliance in terms of treatment outcome. 

The findings show a large degree of heterogeneity among SUD patients attending routine 
care, in terms of e.g. types of substance abuse and age, but also – in line with many other 
studies – co-occurring disorders. This underlines the need for not having too narrow a 
perspective on SUD treatments, limited to a reduction in the abuse of alcohol and illicit drugs. 
There is consensus on the need to treat SUD and psychological problems simultaneously 
(Mueser, Noordsy, Drake, & Fox, 2003; Kelly, Daley, & Douaihy, 2012). This motivates an 
integrated treatment approach where SUD patients are offered treatments within the context 
of multiple competences, likely most appropriate within psychiatric care. 

The responsibility for SUD treatment in Sweden is shared principally by the county 
councils and the municipalities. The Swedish Government Official Report (SOU 2011:35, 
2011) recommended that county councils should assume full responsibility for SUD 
treatment. However, the political decision was to continue with shared responsibility, 
although the patient reports said that 9 out of 10 Swedish citizens with SUD preferred to 
consult county council medical care for SUD (SOU 2011:35, 2011). Individuals with SUD 
who receive medical treatment, counselling, or psychological treatment at the county council 
dependency disorder units can be treated by physicians, psychiatrists, nurses, psychologists, 
psychotherapists and social workers. These patients get an SUD diagnosis, and in some cases 
also other psychiatric diagnoses. Individuals who receive psychological treatment at the 
municipal SUD outpatient centers will mainly be treated by social workers and 
psychotherapists. They do not usually receive an ICD-10 or DSM-5 diagnosis. A reasonable 
assumption is that the shared responsibility between county councils and municipalities will 
make an integrated SUD treatment more difficult. Another consequence of the present system 
is that research on the outcome of SUD treatments will be more difficult, since the research 
community will request that the patients are formally diagnosed. Integrated treatment at 
county council level would also make it easier for the patients to receive medical care. 

The heterogeneity of the patients, as well as of the treatments given, made the outcome 
assessment difficult. On the other hand, a naturalistic study may give a real-world picture of 
SUD treatments. One reason for the heterogeneity of the treatment methods is probably the 
fact that the patients were treated by experienced therapists who selected the most appropriate 
combination of methods that they mastered.  

The instruments used to assess outcome in terms of substance use and psychological 
distress generated information with certain limitations. For a number of patients, their ratings 
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of psychological distress (CORE-OM) were in the normal range at treatment start, which 
implies that it may be difficult to determine whether they improved. This problem has also 
been pointed out by Lambert and Ogles (2009). In a psychodynamic framework, this could 
possibly be understood as an effect of split and denial based on the structure of defense of the 
patient’s personality. It could also be a result of cognitive deficits, innate or as a consequence 
of substance abuse. It is hard to believe that a serious problem with alcohol and/or illicit drugs 
would not have an impact on patients’ mental health and social relations.   

The outcome of substance use was only measured by changes in the consumption of 
alcohol or use of illicit drugs from treatment start to end. One difficulty in terms of evaluation 
was that, when treatment started, some of the patients were already abstaining from alcohol, 
on medication (e.g. Antabuse) or in a maintenance program for opiate dependence, and thus 
reported no substance use at treatment start. Despite these shortcomings contributing to lower 
initial scores for both psychological distress and substance use, the results show significant 
reductions at treatment end. 

The patient’s attachment style may be of importance concerning how the patient benefits 
from the treatment through the collaboration with the therapist. A secure attachment is 
considered to be a protector and a facilitator for overcoming difficulties and strain, e.g. crises 
during the lifecycle. An insecure attachment is common among SUD patients, and this 
condition involves obstacles in developing a fruitful collaboration with the therapist. Having 
an insecure attachment often means difficulties in the ability to mentalize, i.e., to look upon 
oneself from outside and others from inside. An insecurely attached person can be seen as 
more rigid in her or his thinking, with a lower tolerance for ambiguity, and as more difficult to 
reach in a psychological treatment context. It can be hard to take in, and in the long run 
internalize, a more flexible way of thinking about herself or himself and others. A major task 
of the therapeutic work is, in this way of thinking, to obtain epistemic trust, i.e. the patient’s 
willingness to consider new knowledge from the therapist as trustworthy and to make it her or 
his own (Fonagy & Allison, 2014). This is in line with the ideas of Bowlby (1988), who saw 
the therapeutic relationship as an opportunity to change the internal working models. Some 
authors have suggested that a modification of patients’ attachment style may be seen as a 
significant treatment goal in its own right (Meyer & Pilkonis, 2002). 

An important finding in the present study was the increased proportion of securely 
attached patients at treatment end. One might speculate that these patients no longer use 
defense strategies involving substance use for regulating emotions, interpersonal 
relationships, and threats that activate the attachment system. The internal working models 
may have changed as a result of the treatment, and the relationship with the therapist has 
become a corrective emotional experience (Alexander & French, 1946; Mallinckrodt, 2010). 

It may be essential for the therapist to take knowledge about the patient’s attachment style 
or pattern at treatment start, independently of the treatment modality chosen, as it may help to 
decide which type of treatment method and therapeutic stance that would be preferable.  

The role of the therapeutic alliance in SUD treatments remains unclear, but various meta-
analyses have reported weaker associations between alliance and treatment outcome among 
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SUD patients. We found a significant negative relationship between patient-rated mean 
alliance and the patient’s psychological distress levels at start, end, and as an average during 
treatment, showing that high levels of psychological distress go together with low alliance 
levels. When session-to-session alliance and psychological distress data were analyzed, a 
strong negative correlation was found, however the strong relationship disappeared when 
patient-centered alliance data were used. The findings suggest that the alliance ratings might 
be indicators of the patient’s psychological well-being in general, rather than predicting the 
psychological distress at the next session. 

A better relationship between a high alliance at one session and decreased psychological 
distress at the next session would have indicated that the patient had left the therapeutic 
session and practiced her or his new cognitive and relational skills in a benign social 
environment, according to the arguments suggested by Fonagy and Allison (2014). They 
based their ideas on a patient’s capacity to mentalize according to her or his attachment style 
or pattern. In this study of SUD patients, it was not possible to find any moderating role of the 
different attachment styles for outcome in psychological distress. The explanation for the 
weaker relationships between alliance and treatment outcome among SUD patients seems to 
be due to other factors e.g. those discussed in the introduction of the thesis (Alliance and SUD 
section). An analysis of session-to-session data performed in Paper III indicated that it might 
be meaningful to explore other variables that have effect on the alliance-outcome association. 
It is noteworthy that the relative importance of alliance for the outcome of psychological 
treatment has been estimated at 7-8% of the total variance, while patient factors are estimated 
at 30-40% (Norcross & Lambert, 2011; Lambert & Barley, 2002). 

Measures of alliance and e.g. psychological distress on a session-to-session basis provide 
important information about work progress in psychological treatment. It is of paramount 
importance to pay attention to decreased alliance, which can be interpreted as a rupture in the 
relationship between the patient and the therapist (Safran, Muran, & Eubanks-Carter, 2011; 
Aguirre McLaughlin, Keller, Feeny, Youngstrom, & Zoellner, 2014). If the therapist tries to 
repair this rupture, a negative development might be avoided which, in the worst case, may 
lead to the patient leaving treatment. Obtaining feedback by monitoring the alliance and 
psychological distress is thus a way of preventing the patient from deteriorating and, 
ultimately, dropping out. Getting back on track has shown to be beneficial in studies by 
Lambert and Shimokawa (2011) and Shimokawa, Lambert and Smart (2010). Incorporating 
online questionnaires as part of SUD treatment in routine care could probably improve 
retention in treatment. 

There seems to be a certain resistance among therapists towards assessing the outcomes 
of their work in routine practice (Jensen-Doss & Hawley, 2010) and participating in research 
studies (Taubner, Klasen, & Munder, 2016). This resistance was also seen at management 
level at some clinics and SUD outpatient centers when this study was initiated. It is important 
to perform a deeper analysis of the reasons behind these issues, in order to pave the way for 
more research studies and for outcome assessments to become a natural part of psychological 
treatment of SUD patients and other patients.  
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A great deal of work to improve SUD treatment has been carried out during the last few 
decades in Sweden by the National Board of Health and Welfare, materialized in the Swedish 
national guidelines for SUD treatment (Socialstyrelsen, 2017). However, a common structure 
for monitoring the results is still lacking, according to a report by the Swedish Agency for 
Health and Care Services Analysis (2016). As the guidelines have been accepted by the SUD 
treatment centers, it should be possible to integrate outcome assessments on a regular basis. 
Confirmation that the treatments provided produce some kind of results would be of benefit 
for the organization, the therapist and, in particular, the patient who asks for support for a 
better way of living. 

Strengths and limitations 
The naturalistic design entails good external validity, as the treatments correspond with 

what SUD patients usually receive in routine care. However, a number of limitations need to 
be commented on. The internal validity is low with regard to method adherence. On the other 
hand, it can be argued that therapists’ reports of treatments provided have an external validity 
as the treatments are given in accordance with common practice. Naturalistic studies are, 
despite commonly lacking control groups, important complements to RCT studies (Barber, 
2009). It has been shown that results from naturalistic studies are easy for clinicians to accept 
and put into practice.   

The heterogeneity of SUD patients, e.g. in terms of age, gender, type and severity of 
substance use, psychological distress and treatment length is a problem for the analyses and 
larger samples would make results more reliable. The importance of socioeconomic status has 
not been taken into account, except indirectly through variables like occupation/ 
studies/employment status etc. There is also a need for long-term follow-up of treatment 
results, which was not feasible within this study design. 

In Sweden, considerably more men have SUD compared to women. Of those with 
problematic use of alcohol, 35% are women and for use of illicit drugs 25% are women. As a 
consequence of this, men are overrepresented in SUD treatments. The proportion of women 
participating in this study (22%) was lower. The fact that the women had a higher mean age 
(40.0 years) compared to men (33.5 years) may indicate that women come to treatment later. 
However, this and other studies of SUD treatment show no differences in outcome between 
women and men.  

All analyses were carried out on self-reported data, which assume that patients provide 
reliable answers. Studies using self-reports from SUD patients have been shown to correlate 
highly with other corresponding data sources (Secades-Villa & Fernández-Humida, 2003).  

The patients reported their substance use at the start and end of treatment, leading to loss 
of data for unplanned endings. More frequent self-report measures, together with 
complementary biological markers and qualitative measures, would have strengthened the 
analyses.  
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Various treatment methods were represented in the study, often in different combinations 
which made the classification of treatment orientations rather complex. Moreover, there were 
methods that were not included, e.g. Twelve-step program, Motivational Enhancement 
Therapy, Acceptance and Commitment Therapy, Couple Therapy, Group Therapy and 
Internet treatments. For better statistical power in the evaluation of different treatments, a 
larger sample would have been required. 

Very few – if any – studies have been reported on changes in attachment style following 
psychological treatment of SUD patients. The study results would have been stronger if the 
reported attachment styles based on self-report questionnaires had been combined with 
assessments from attachment interviews. It could also have been of interest to measure the 
therapist’s attachment style (Dozier, Cue, & Barnett, 1994), as well as the patient’s 
attachment to the therapist (Mallinckrodt, Gantt, & Coble, 1995). 

Clinical implications and future perspective 
This thesis shows the need to deepen our understanding of the processes between SUD 

patients and therapists in psychological treatment. These patients vary with regard to type of 
SUD as well as concerning their psychological and social characteristics. Studies based on 
large samples in naturalistic settings may offer opportunities to detect patient variables that 
may moderate treatment success in different treatment forms. These could be supplemented 
with qualitative studies and mixed method designs. 

The study has generated session-to-session information on psychological distress and 
alliance perceived by both patients and therapists. By video filming the treatment sessions, 
information could also be gained about processes in the interaction between the patient and 
the therapist such as alliance trajectories and rupture-repair patterns, and the significance of 
the patient’s attachment style for the interaction. Attachment can be measured, not only at 
baseline with interviews and/or self-reporting, but also with new methods measuring dynamic 
patterns within the treatment (Daniel, 2014; Talia, Miller-Bottome, & Daniel, 2017).  

The current trend in psychotherapy research is to emphasize the study of change 
mechanisms. In this study, it was found that the treatment alliance did not account for the 
same share of outcome variance that has been found in other treatment contexts. It 
corroborated previous findings in SUD treatment in this area. Alliance studies have moved 
from the simple study of associations between alliance and outcome to more elaborate 
analyses of moderators of the alliance and studies of fluctuations and problems in the alliance. 

Our knowledge is still scarce about factors important for SUD treatment outcome. It is a 
field that needs further exploration with larger samples, additional instruments and methods.  

A continued implementation of the national guidelines for SUD treatment in routine care 
together with a permanent outcome evaluation system would generate important benefits for 
patients, therapists and future research. 
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Appendix 1: The ICD-10 classification 

Harmful use 
A pattern of psychoactive substance use that is causing damage to health. The damage 

may be physical (as in cases of hepatitis from the self-administration of injected drugs) or 
mental (e.g. episodes of depressive disorder secondary to heavy consumption of alcohol). 

Dependence syndrome 
A cluster of physiological, behavioral, and cognitive phenomena in which the use of a 

substance or a class of substances takes on a much higher priority for a given individual than 
other behaviors that once had greater value. A central descriptive characteristic of the 
dependence syndrome is the desire (often strong, sometimes overpowering) to take 
psychoactive drugs (which may or may not have been medically prescribed), alcohol, or 
tobacco. There may be evidence that a return to substance use after a period of abstinence 
leads to a more rapid reappearance of other features of the syndrome than occurs with 
nondependent individuals. 

A definite diagnosis of dependence should usually be made only if three or more of the 
following have been present together at some time during the previous year:  

1) a strong desire or sense of compulsion to take the substance;  
2) difficulties in controlling substance-taking behavior in terms of its onset, termination, 

or levels of use;  
3) a physiological withdrawal state when substance use has ceased or been reduced, as 

evidenced by: the characteristic withdrawal syndrome for the substance; or use of the 
same (or a closely related) substance with the intention of relieving or avoiding 
withdrawal symptoms;  

4) evidence of tolerance, such that increased doses of the psychoactive substances are 
required in order to achieve effects originally produced by lower doses (clear 
examples of this are found in alcohol- and opiate-dependent individuals who may take 
daily doses sufficient to incapacitate or kill nontolerant users);  

5) progressive neglect of alternative pleasures or interests because of psychoactive 
substance use, increased amount of time necessary to obtain or take the substance or to 
recover from its effects;  

6) persisting with substance use despite clear evidence of overtly harmful consequences, 
such as harm to the liver through excessive drinking, depressive mood states 
consequent to periods of heavy substance use, or drug-related impairment of cognitive 
functioning; efforts should be made to determine that the user was actually, or could 
be expected to be, aware of the nature and extent of the harm. 
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Appendix 2: The DSM-IV classification 

Substance abuse 
A. A maladaptive pattern of substance use leading to clinically significant impairment or 

distress, as manifested by one (or more) of the following, occurring within a 12-month 
period: 
1. recurrent substance use resulting in a failure to fulfill major role obligations at work, 

school, or home (e.g., repeated absences or poor work performance related to 
substance use; substance-related absences, suspensions, or expulsions from school; 
neglect of children or household) 

2. recurrent substance use in situations in which it is physically hazardous (e.g., driving 
an automobile or operating a machine when impaired by substance use) 

3. recurrent substance-related legal problems (e.g., arrests for substance-related 
disorderly conduct) 

4. continued substance use despite having persistent or recurrent social or interpersonal 
problems caused or exacerbated by the effects of the substance (e.g., arguments with 
spouse about consequences of intoxication, physical fights) 
 

B. The symptoms have never met the criteria for substance dependence for this class of 
substance. 
 

Substance dependence 
A maladaptive pattern of substance use, leading to clinically significant impairment or 
distress, as manifested by three (or more) of the following, occurring at any time in the same 
12-month period: 

1. tolerance, as defined by either of the following: 
a) a need for markedly increased amounts of the substance to achieve intoxication or 

desired effect 
b) markedly diminished effect with continued use of the same amount of the substance 

2. withdrawal, as manifested by either of the following: 
a) the characteristic withdrawal syndrome for the substance 
b) the same (or a closely related) substance is taken to relieve or avoid withdrawal 

symptoms   
3. the substance is often taken in larger amounts or over a longer period than was intended 
4. there is a persistent desire or unsuccessful efforts to cut down or control substance use 
5. a great deal of time is spent in activities necessary to obtain the substance (e.g., visiting 

multiple doctors or driving long distances), use the substance (e.g. chain-smoking), or 
recover from its effects 

6. important social, occupational, or recreational activities are given up or reduced because 
of substance use 

7. the substance use is continued despite knowledge of having a persistent or recurrent 
physical or psychological problem that is likely to have been caused or exacerbated by the 
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substance (e.g. current cocaine use despite recognition of cocaine-induced depression, or 
continued drinking despite recognition that an ulcer was made worse by alcohol 
consumption) 

Specify if: 

With physiological dependence: evidence of tolerance or withdrawal (i.e., either Item 1 or 2 
is present) 

Without physiological dependence: no evidence of tolerance or withdrawal (i.e., neither 
Item 1 nor 2 is present) 
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Appendix 3: The four attachment styles 
- prototypes cited from Bartholomew and Horowitz (1991): 

“Secure: It is easy for me to become emotionally close to others. I am comfortable depending 
on others and having others depend on me. I don’t worry about being alone or having others 
not accept me.  

Preoccupied: I want to be completely emotionally intimate with others, but I often find that 
others are reluctant to get as close as I would like. I am uncomfortable being without close 
relationships, but I sometimes worry that others don’t value me as much as I value them. 

Dismissing: I am comfortable without close emotional relationships. It is very important to 
me to feel independent and self-sufficient, and I prefer not to depend on others or have others 
depend on me.  

Fearful:  I am uncomfortable getting close to others. I want emotionally close relationships, 
but I find it difficult to trust others completely, or to depend on them. I worry that I will be 
hurt if I allow myself to become too close to others.” 
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