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Preface 

Increased service user involvement in substance abuse treatment has become more emphasized and highly 

valued by policy-makers and stakeholders in the Swedish substance abuse treatment system. During recent 

years, user councils and user revisions have been implemented to increase user involvement on the 

collective level. Methods for user involvement are also supported by, for example, the National Board of 

Health and Welfare (Socialstyrelsen in Swedish). However, how and to what extent individual service 

users can influence the character and content of the care they are offered, i.e., user involvement on an 

individual level in practice, remains unclear. 

Therefore, the aim of the present study entitled The position of the service user in substance abuse 

treatment: user involvement in practice was to analyze the extent to which service users receiving 

substance abuse treatment in the municipal social services and the regional health care system of 

Stockholm County can, in their own case, influence the choice of intervention and the course of treatment. 

The study included both the service users’ and their professional service providers’ perspectives on the 

process. The relationship between user involvement, treatment satisfaction, retention and outcome of the 

care was analyzed, as well as potential differences between various user groups consisting of service users 

and care givers. The study used a qualitative study design to obtain a deeper understanding of the decision 

process, the character of service user involvement in practice, and the outcome of such involvement. A 

sample of 36 service users, and their service providers within four units of the social services and the 

health care system, were individually interviewed when a treatment intervention was chosen for the 

service user. Follow-up interviews were conducted with service users and staff after three months. Data 

collection was initiated in the fall of 2013 and was terminated in the late fall 2014, with one last follow-up 

interview in the beginning of 2015. We believe that the project achieved useful and increased knowledge 

on the importance of service user involvement, and enhanced possibilities for an effective and democratic 

substance abuse treatment system. 

The study received funding from the Swedish council for Working Life and Social Research (FAS 

No. 2012-1006), later renamed the Swedish Research Council for Health, Working Life and Welfare 

(Forte). Jessica Storbjörk served as the principal investigator and project manager. The research group 

consisted of Irja Christophs and Eva Samuelsson. Jan Blomqvist was involved in the initial phase of the 

study, which was carried out at the Centre for Social Research on Alcohol and Drugs (SoRAD), 
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Stockholm University. All research team members participated in the planning of the study. The fieldwork 

was conducted primarily by Christophs and Samuelsson. Sarah Milander Yazdanpanah joined the team 

during her apprenticeship, as part of her training at the Department of Sociology at SoRAD January-May 

2015, and participated in the preparation of the present report.  

The main findings regarding perceptions of user involvement and factors that facilitate or obstruct 

such participation will be reported in scientific journals. The purpose of the current technical report is to 

provide a detailed description of the study design, methods and methodological considerations, and outline 

of our theoretical point of departure, as well as detail the characteristics of the study participants, 

including user involvement and outcomes. Considering the detailed description of methods and the 

quantitative character of the results presented in present report, the reader is advised to read the Summary 

and the Discussion and conclusions for an overview of the study.  

We wish to thank Forte for making this study possible. We are more than grateful for the treatment 

units that allowed us access to service users and service providers. Special thanks go to those who took 

part in the interviews and shared their experiences and views with us. We hope you found it worthwhile 

and that the study’s results will be meaningful and beneficial to you. We wish to thank Therese Reitan at 

SoRAD for providing us with detailed and thoughtful comments on a draft report. This review helped 

improve the current report. However, the responsibility for the content of the report lies entirely with the 

authors. We also wish to thank the English Department at Stockholm University for the English language 

editing. 

 

 

Jessica Storbjörk 

Associate Professor and Senior Lecturer 

Stockholm 15 August 2016 
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Summary  

Demands for service user involvement in the general health and welfare sectors have a long history in 

Sweden and were, for example, partially institutionalized in reformed health and social legislations in the 

early 1980s. More recently, user involvement has become emphasized, including in alcohol and drug 

treatment. Substance abuse treatment has until now been lagging behind in this respect – in theory, 

research and practice. Recent examples of this (re)newed interest are the emphasized importance of user 

involvement in an encompassing official review of Swedish substance abuse treatment (SOU 2011:35) 

and the development and implementation efforts by the National Board of Health and Welfare (NBHW; 

Socialstyrelsen [in Swedish] 2011b, 2013a) and the Swedish Association of Local Authorities and 

Regions (SALAR; Sveriges Kommuner och Landsting, SKL [in Swedish] 2010, 2014, 2015ab). It was also 

recently stressed by the Swedish Agency for Health and Care Services Analysis (Myndighten för vård- 

och omsorgsanalys [in Swedish] 2012, 2016ab). User councils and revisions are being increasingly 

implemented to facilitate user involvement at the collective level, and we see a shift towards using the 

concept service user (brukare [in Swedish]) as a complement and as a substitute for the institutionalized 

terms patient and client. However, the extent to which and how individual service users can influence the 

character and content of the care they are offered within the treatment system remains unclear. It is 

primarily international research within this novel research area, outlined below, that indicates that service 

users value choice and non-judgmental encounters and believe they have important knowledge that can 

help develop treatment. However, that user involvement is seldom clearly applied in practice. Information 

gathered by the NBHW also points in this direction (Socialstyrelsen 2011ab, 2016b). Several structural 

and organizational level factors still seem to obstruct user involvement, such as strict budgets, negative 

attitudes among service providers, and deficient responsiveness towards the needs and wishes of the 

service users. 

The aim of the present study – The position of the service user in substance abuse treatment: A 

study of user involvement in practice – was therefore to analyze perceptions of user involvement and the 

extent to which service users in the Swedish substance abuse treatment system (municipal social services 

and regional-level health care) can influence the choice of intervention and the course of treatment in their 

own case. Analyses included both the perspectives of the service users and their professional service 

providers. The relationships between user involvement, satisfaction, and treatment retention and outcomes 



 

10 

were explored, as well as potential differences in perceptions and experiences between various service 

user groups and service providers.  

The study applied a qualitative research approach, but the primary goal of the present technical 

report was to provide a quantitative exploration of research participant characteristics, user involvement 

and treatment satisfaction by different groups, including outcomes. The report uses tabular formats as 

well as several summaries of interview accounts. The report also outlines our theoretical point of 

departure and detailed information concerning the research methods and methodological considerations. 

The main findings of the study – as concerns staff and service users’ perceptions of user involvement as 

well as factors that may impede or promote user involvement – will be published in scientific journals. 

The fieldwork was carried out in Stockholm County between October 2013–April 2015. Thirty-six 

service users and their service providers (n=23 persons) – that is, pairs of service users and their 

respective providers – within two outpatient social service units and two outpatient health care units were 

interviewed individually at treatment decision. In addition, the study applied a three-month follow-up 

(with an 80% follow-up rate) of both parties to track the process and potential changes in perceptions, 

substance use, and different life area problems. Most interviews were completed in person, but a handful 

of interviews, primarily follow-up interviews, were conducted over the phone for practical reasons or as 

requested by the research participant. Half of the interviewed service users came from each of the two 

parts of the treatment system – social services and the health care system. As concerns the characteristics 

of the interviewed service users, 64 percent were male; the mean age was 45 years; more than half 

reported alcohol as their main drug of concern; and the vast majority had received substance abuse 

treatment before. About half reported psychiatric problems and about one fifth reported physical health 

problems. The sample included almost equal shares of service users with a stable and integrated social 

situation, marginalized people (as concerns housing and income), and those in between these two 

extremes. Service users recruited from the social services were somewhat younger (42 versus 48 years), 

had more extensive treatment experiences, and led a more marginalized life than those recruited from the 

health care system. The service providers’ professions reflect those found in the treatment system: social 

workers, nurses, medical doctors, and auxiliary psychiatric nurses.  

Most of the interviews were carried out privately and in person at the service units. A few 

interviews were conducted over the phone, especially follow-up interviews with staff. Baseline interviews, 

with both parties, lasted for about 50 minutes, and follow-up interviews were slightly shorter. Semi-

structured interview guides, covering our research questions, were tested in pilot interviews prior to 

initiating the fieldwork. Irja Christophs and Eva Samuelsson conducted the interviews. In addition, three 

structured forms were filled out by the service users at baseline and follow-up interviews to allow us to 

characterize the sample and to more systematically track their progress and three-month outcomes. We 
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used the Alcohol Use Disorder Identification Test (AUDIT), or the Drug Use Disorder Identification Test 

(DUDIT), depending on the self-reported main drug of choice, the Client Satisfaction Questionnaire 

(CSQ-8) and the Outcome Rating Scale (ORS).  

As a tool of analysis and for describing our sample, our service users were, based on their 

interview accounts, categorized into different social categories (marginalized, in between, integrated), 

groups representing various forms of coercion in treatment entry (voluntary, informal pressures, formal 

pressures), and groups of service users with respect to user involvement (three categories: high, medium, 

and low involvement, according to the respondent and according to the interviewer in two separate 

measures). The classifications were imported into QSR NVivo 10, the software used for the coding and 

analysis of the interview data. Some information was also imported into SPSS 21 for the statistical 

analyses presented here. Thus, the categories facilitated comparisons across different groups of service 

users.  

The interviews were not transcribed verbatim. Instead, audio files were transferred to summary 

reports. Both deductive and inductive approaches were thereafter applied to the coding of the textual data. 

The three main researchers were involved in developing the codes and a working analytical framework, a 

procedure similar to the one outlined by the Framework method (Gale et al. 2013, Smith & Firth 2011). 

The code tree diagram was applied to the index for all 130 [or 110]1 interviews. An interrater comparison 

indicated a somewhat poor consistency in coding between the three researchers, which led the research 

team to double code all baseline interviews, i.e., each baseline interview was coded by two researchers. 

The follow-up interviews were coded by a single researcher. We therefore do not expect any differences in 

coding across the follow-up interviews. 

As concerns user involvement, about half of the service users were satisfied with their user 

involvement, according to how they described it in the interviews, and about half were categorized by the 

interviewers as having had a high involvement in the studied case. There were some tendencies in the 

empirical data that suggested that women and those from the health care system had higher levels of user 

involvement and less coercion, as compared to those from the social services and males. Furthermore, and 

quite expectedly, those with a more stable social situation, alcohol only service users, and those with less 

severe substance use at the time of interview had greater user involvement, as measured by our 

classifications. Regarding differences across types of treatment interventions, those with a housing 

intervention were less satisfied with their level of user involvement, as compared to those in outpatient or 

residential care. This – lower involvement – was also true for those with extensive treatment histories.  

                                                      

1 We covered 130 service users and service professionals in 110 interviews since some of the staff interviews dealt 

with more than one service user. 
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Similarly, those from the health care system, and those socially integrated, were more often 

satisfied with their treatment than the socially marginalized and those from the social services, as 

measured by the Client Satisfaction Questionnaire (CSQ). There was also an expected relationship 

indicating that those experiencing low levels of user involvement were less satisfied with their treatment. 

Just as for user involvement, those with a housing intervention were less satisfied with their intervention, 

as were the drugs only cases (compared to alcohol users and polydrug users). In contrast, women, the 

socially integrated, outpatients, and those with less severe substance use histories that currently have a 

non-hazardous substance use, were more satisfied according to CSQ.  

Twenty-eight service users participated in the follow-up. The follow-up rate was 80 percent, after 

adjusting for one death between baseline and follow-up. Those with lower levels of user involvement, 

important for the interpretation of our findings, were somewhat over-represented among those lost in the 

follow-up. Those followed-up were also somewhat more satisfied with their care. The fact that we were 

less successful in following the less satisfied service users up may be explained by the fact that they often 

had an unstable living situation and extensive substance use. However, in interpreting the outcomes it 

must be taken into account that those followed-up were more satisfied with their level of user involvement 

and care than those lost to follow-up. 

According to the interview accounts, slightly less than one third of those followed-up had 

improved their substance use after three months, and more than half had improved their overall situation 

in life. The interviewed women did better at follow-up compared to the studied men. As concerns our 

structured instruments, changes in scores on the Alcohol and the Drug Use Identification Tests (AUDIT 

and DUDIT), depending on their main drug of choice, showed that slightly less than half had improved 

their alcohol use situation, and most of the followed-up drug cases had improved (this group was however 

very small). More than half also reported an improvement in different areas of life as measured by the 

Outcome Rating Scale (ORS).  

A clear and consistent relationship between user involvement and treatment outcomes regarding 

substance use and over all life situation could not be found in the group comparisons of the current report. 

Neither was there a clear pattern concerning treatment satisfaction (CSQ) and outcomes. One explanation 

could be the short follow-up period (3 months) and another the limited number of research participants. 

However, interview accounts from both service users and providers stressed the importance of service user 

involvement for a well-functioning relationship, retention and adherence in treatment, as well as an 

improved life situation following the interventions offered. The literature review on the relationship 

between user involvement and outcomes also suggested that user involvement may help facilitate 

treatment process factors such as engagement and satisfaction, while studies on outcomes show varying 

results (cf. Calsyn et al. 2000, Joosten et al. 2008, 2009, Laugharne & Priebe 2006). Swift and Callinan 
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(2009) suggest that only a small amount of the variance in outcomes may be attributed to service users 

receiving preferred treatment. User involvement may matter, but the add-on effect may be smaller than 

anticipated. Considering our finding that socially marginalized service users, in a more dependent position 

towards the care apparatus, had lower levels of user involvement and were less satisfied with care than 

those with a more stable social situation, it is nevertheless of great importance that increased efforts are 

introduced to improve the individuals’ position in their contacts with care. Increased treatment availability 

and improved follow-up procedures are some suggestions to achieve higher levels of service user 

involvement for socially marginalized service users also.  

As mentioned, analyses of the interview data will primarily be published in scientific journals. The 

results have, so far, been presented in more popular format in Swedish (Angsell 2015, Creutzer 2015) 

based on a dissemination seminar the research team arranged in Stockholm in May 2015. The seminar 

gathered almost 90 research participants and other service users, service providers, and interested 

representatives from different staff and user organizations. The study and its (preliminary) findings have 

also been presented at national seminars and (inter)national conferences targeting both practitioners and 

researchers.   
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Sammanfattning 

Krav på brukarinflytande inom hälso- och välfärdssektorerna har en lång historia i Sverige och skrevs 

exempelvis på det tidiga 1980-talet in både i Hälso- och sjukvårdslagen (1982:763) och i Socialtjänstlagen 

(1980:620). Därefter har denna fråga varit eftersatt, både i teorin, forskningen och i praktiken. Nyligen har 

dock brukarinflytande vid behandling av alkohol- och drogproblem poängterats i flera olika offentliga 

satsningar. Exempel på detta återuppväckta intresse är att vikten av brukarinflytande betonats i en 

omfattande statlig översyn av missbruks- och beroendevården (SOU 2011:35), lyfts fram i olika 

utvecklings- och implementeringsförsök från Socialstyrelsen (2011a, 2013b) och från Sveriges Kommuner 

och Landsting (SKL 2010, 2014, 2015ab), samt nyligen behandlats av Myndigheten för vård- och 

omsorgsanalys (2012, 2016ab). Samtidigt bildas fler brukarråd och det genomförs fler brukarrevisioner på 

olika vårdinrättningar i syfte att höja graden av kollektivt brukarinflytande. Begreppet brukare har gjort 

entré och används både som komplement till och substitut för de gängse termerna klient och patient. Det 

återstår dock att se om den enskilde individen ges möjlighet att påverka de insatser som erbjuds denne 

inom behandlingssystemet, både vad beträffar val av behandlingsform och innehållet i denna – d.v.s. 

brukarinflytande på individuell nivå. Den (framför allt internationella) forskning som idag finns inom 

detta fortfarande nya forskningsområde indikerar att brukare värdesätter valfrihet, icke-dömande möten 

och tror sig kunna bidra med kunskap som kan förbättra vården. Samtidigt så förefaller det som att 

brukarinflytande sällan appliceras på ett uttalat vis i praktiken. Den information som Socialstyrelsen 

samlar in på området pekar också i den riktningen (Socialstyrelsen 2011ab, 2016b). Det finns fortfarande 

strukturella och organisatoriska hinder för brukarinflytande såsom budgetbegränsningar, negativ 

inställning hos personalen och bristande intresse för och att utgå från brukarnas behov och önskningar.  

Syftet med föreliggande studie – Individens ställning i missbruks- och beroendevården: en studie av 

brukarinflytande i praktiken – var därför att undersöka uppfattningar om brukarinflytande (i praktiken) 

och till vilken grad enskilda brukare i realiteten kan påverka valet av behandlingsform/insats och 

innehållet i denna. I analysen inkluderades både brukarnas perspektiv och deras respektive behandlares 

perspektiv. Relationen mellan graden av brukarinflytande, tillfredställelse med, kvarstannade i och utfall 

av behandling undersöktes såväl som eventuella skillnader i uppfattningar och erfarenheter mellan olika 

grupper av brukare och behandlare.  
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Studien använde en kvalitativ forskningsansats, men den här tekniska rapporten syftar i första hand 

till att ge en detaljerad och kvantitativ genomgång av studiedeltagarnas egenskaper och livssituation, 

brukarinflytande och nöjdhet med vården hos olika grupper av brukare samt utfallet efter tre månader. 

Rapporten beskriver detta med hjälp av tabeller och en del sammanfattningar av intervjusvar. Rapporten 

beskriver våra teoretiska utgångspunkter och ger även detaljerad information om den valda 

forskningsmetoden och våra teoretiska överväganden. De huvudsakliga resultaten om hur brukare och 

personal uppfattar brukarinflytande samt vilka faktorer som kan främja och hindra sådant inflytande 

publiceras i vetenskapliga tidskrifter. 

Fältarbetet i form av semi-strukturerade intervjuer genomfördes i Stockholms län mellan oktober 

2013 och april 2015. Par av brukare (n=36) och deras respektive behandlare (n=23) intervjuades enskilt på 

två socialtjänstenheter och två öppenvårdsmottagningar inom Beroendecentrum Stockholm 

(landstingsvård) vid beslut om insats. Därefter gjordes uppföljningsintervjuer både med brukare och med 

behandlare efter tre månader för att se hur processen fortlöpt och för att spåra eventuella förändringar i 

intervjupersonernas uppfattningar och i brukarnas vård- och livssituation. Intervjuerna gjordes i första 

hand vid personligt besök, men en handfull intervjuer och då främst uppföljningsintervjuer gjordes per 

telefon av praktiska skäl eller om intervjupersonen bad om det. Det var 80 procent av brukarna som 

följdes upp. Hälften av de intervjuade brukarna rekryterades via socialtjänsten och den andra hälften via 

beroendevården. Av de intervjuade brukarna var 64 procent män, medelåldern var 45 år, mer än hälften 

ansåg att deras huvuddrog var alkohol och de flesta hade fått behandling för sina problem tidigare. 

Omkring hälften uppgav att de också hade psykiska problem och en femtedel att de hade fysiska 

hälsoproblem. Ungefär en tredjedel vardera av brukargruppen rapporterade att de antingen hade en stabil 

och integrerad social situation, var marginaliserande beträffande bostad och inkomst eller befann sig på en 

skala där emellan. Brukarna från socialtjänsten var något yngre (42 år mot 48 år), hade mer omfattande 

behandlingserfarenheter och var mer marginaliserade i förhållande till de brukare som rekryterades från 

landstingets beroendevård. De intervjuade behandlarna var socialsekreterare, sjuksköterskor, läkare eller 

mentalskötare, vilket avspeglar de yrken som finns inom respektive organisation. 

Brukare och personal intervjuades var för sig och de flesta intervjuer genomfördes ansikte-mot-

ansikte i ett avskilt rum på respektive rekryteringsenhet. Ett fåtal intervjuer genomfördes per telefon och 

då i första hand uppföljningsintervjuer med personal. Baslinjeintervjuerna var, både för brukarna och 

behandlarna, cirka 50 minuter långa och uppföljningsintervjuerna något kortare. Semistrukturerade 

intervjuguider som täckte in studiens forskningsfrågor testades i pilotintervjuer innan fältarbetet 

påbörjades. Irja Christophs och Eva Samuelsson genomförde samtliga intervjuer. Brukarna fick också 

fylla i tre skattningsformulär vid både baslinjeintervjun och vid uppföljningsintervjun i syfte att mer 

systematiskt kunna beskriva urvalet och följa deras framåtskridande och utfall. De formulär som användes 
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var AUDIT (Alcohol Use Disorder Identification Test) eller DUDIT (Drug Use Identification Test), CSQ 

(Client Satisfaction Questionnaire) och ORS (Outcame Rating Scale). Valet mellan AUDIT eller DUDIT 

utgick från brukarens egna uppfattning om vilken substans som utgjorde det största problemet. 

 Med utgångspunkt i intervjusvaren kategoriserades brukarna i olika grupper. Dessa klassificeringar 

användes därefter i analyserna för att undersöka eventuella skillnader mellan olika brukargrupper. 

Kategorierna avsåg grad av social integrering (socialt marginaliserade, mitt emellan och integrerade), grad 

av frivillighet att delta i behandling (frivilliga, informellt tvång och formellt tvång) samt grad av 

brukarinflytande (låg, varken eller, och hög grad av brukarinflytande enligt brukaren själv och enligt 

intervjuaren i två separata mått). Kategorierna importerades till QSR NVivo 10, som var det datorbaserade 

program vi använde för kodning och analys av materialet. Data och kategorier överfördes också till SPSS 

21 för statistisk analys och framtagande av flertalet tabeller i denna rapport. 

Ljudfilerna från intervjuerna skrevs inte ut ordagrant utan vi gjorde sammanfattningar av dessa. Vi 

använde oss av både deduktiv och induktiv metod vid kodning av texterna. De tre forskarna utvecklade 

tillsammans koderna och arbetssättet att analysera materialet, ett arbetssätt som liknar det The Framwork 

Metod (Gale et al. 2013, Smith & Firth 2011). Detta användes vid analysen av samtliga 130 [eller 110]2 

intervjuer. En jämförelse av de tre forskarnas kodningar och bedömningar visade på en något mindre bra 

överensstämmelse dem emellan vilket ledde fram till att forskarna kodade alla baslinjeintervjuer två 

gånger, d.v.s. varje intervju kodades av två forskare. Alla uppföljningsintervjuer kodades av en och 

samma forskare.  

Vad beträffar brukarinflytande uppgav hälften av de intervjuade att de var nöjda med sitt eget 

inflytande och kategoriserades därmed som att de hade högt inflytande. Likaså kategoriserade intervjuarna 

hälften av brukarna som att de hade högt inflytande. Det empiriska materialet visar på en tendens att 

brukare från beroendevården och kvinnor hade högre brukarinflytande och högre grad av frivillighet vid 

en jämförelse med brukare från socialtjänsten och män. Dessutom, vilket kunde förväntas, hade de med 

mer en stabil social situation, enbart alkoholproblem, och mindre svåra beroendeproblem mer 

brukarinflytande vid tiden för intervjun. När det gäller skillnader mellan olika insatser så var de som fick 

en boendeinsats mindre nöjda med sitt inflytande än de som endast fick öppenvårdsinsatser eller 

behandlingshem som insats. Detta, att vara mindre nöjd med sitt inflytande, gällde även för de med många 

tidigare behandlingsinsatser. 

Likaledes var de från beroendevården och de socialt integrerade oftare nöjda med sin behandling än 

de från socialtjänsten och de marginaliserade när vårdtillfredsställelse mättes med CSQ. Det fanns också 

ett förväntat samband som indikerade att de som upplevde att de hade litet inflytande också var mindre 

                                                      

2 Flertalet i personalen intervjuades vid intervjutillfället om fler än en brukare. Därmed täckte vi med 110 

intervjutillfällen av 130 intervjuer. 
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nöjda med den behandling/insats de fått. I likhet med resultaten angående brukarinflytande så var de som 

fick boende som insats mindre nöjda med insatsen. Så var även fallet med de som enbart använde 

narkotika jämfört med de som enbart använde alkohol eller de som var blandmissbrukare. Kvinnor, de mer 

socialt integrerade, öppenvårdspatienterna och de med kortare tid i missbruk och inte så svårt missbruk 

vid intervjutillfället var mer nöjda enligt CSQ. 

Tjugoåtta brukare intervjuades vid uppföljningen, d.v.s. 80 procent av baslinjegruppen om vi räknar 

bort en brukare som avled under uppföljningstiden. En bortfallsanalys visade på en skillnad mellan de som 

följdes upp och övriga. De med lägre grad av brukarinflytande var överrepresenterade i bortfallsgruppen. 

De som följdes upp var också något mer nöjda med den vård de fick. Att bortfallet var större bland dem 

som hade lägre grad av brukarinflytande kan hänga samman med att de oftare befann sig i en ostabil social 

situation, med mer omfattande missbruksproblem. Tolkningen av uppföljningsresultaten påverkas därmed 

av att de som följdes var något mer nöjda med sitt inflytande och den vård de fick än de som inte följdes 

upp. 

Knappt en tredjedel hade vid uppföljningen minskat sin alkohol- eller drogkonsumtion och mer än 

hälften uppgav att deras livssituation hade förbättrats – kvinnorna i högre grad än männen. Enligt 

skattningsformulären AUDIT och DUDIT hade knappt hälften minskat sin alkoholkonsumtion medan de 

flesta av droganvändarna hade minskat sin konsumtion (de senares totala antal var dock mycket litet). Mer 

än hälften rapporterade också förbättringar på ett antal livsområden enligt skattningsformuläret ORS.  

Baserat på gruppjämförelserna i denna rapport gick det inte att utläsa något tydligt samband mellan 

brukarinflytande och utfall. Vi kunde inte finna något klart mönster avseende inflytande och senare grad 

av missbruk eller förändrad livsstil. Vi såg inte heller någon koppling avseende nöjdhet, mätt med CSQ, 

och utfall. En möjlig förklaring till detta kan vara den korta uppföljningsperiod som vi använde i studien 

(tre månader). En annan kan vara att urvalet är litet. De kvalitativa intervjuerna med brukare och personal 

vittnar dock om vikten av att den enskilde görs delaktig i den vård som erbjuds, både av demokratiskäl, 

för att vården ska fungera på bästa sätt och för att få en god effekt. Litteraturgenomgången om kopplingen 

mellan brukarinflytande och vårdutfall indikerade också att brukarinflytande kan ge förbättrad 

behandlingsprocess i termer av nöjdhet och engagemang, men att inverkan på behandlingsutfallet ännu är 

oklar (se t.ex. Calsyn m.fl. 2000, Joosten m.fl. 2008, 2008, Laugharne & Priebe 2006). Swift och Callinan 

(2009) antyder att det bara är en mindre del av variationen i utfall som kan tillskrivas brukarinflytande. 

Det skulle i så fall kunna betyda att brukarinflytande spelar roll men att effekten, utöver den gängse 

behandlingseffekten, är mindre än vi kanske väntat oss. Oavsett så pekar våra resultat på att ökat 

brukarinflytande är avgörande och särskilt viktigt med tanke på att socialt marginaliserade personer, som 

oftare befinner sig i en mer omfattande beroendeställning gentemot vårdapparaten, oftare hade mindre 

brukarinflytande i praktiken. Det finns således behov av att stärka den enskildes position i 
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beslutsprocesser i missbruks- och beroendevård, exempelvis genom att göra vården mer tillgänglig och 

genom att förbättra uppföljningsrutiner. 

Studiens resultat och mer djupgående analyser av intervjumaterialet kommer, som tidigare nämnts, 

att presenteras i vetenskapliga artiklar. Resultatet har hittills presenteras i mer lättillgängligt format på 

svenska (Angsell 2015, Creutzer 2015) från ett seminarium som forskningsteamet arrangerade i 

Stockholm i maj 2015. På seminariet deltog omkring 90 deltagare i undersökningen, andra brukare och 

behandlare och representanter från olika personal- och brukarorganisationer. Studien och dess 

(preliminära) resultat har också presenterats på nationella och internationella konferenser vars deltagare 

varit både praktiker och forskare. 
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1. INTRODUCTION 

It has in recent years become increasingly common in Sweden to discuss and demand service user 

involvement in various public services, including treatment and other welfare providing organizations. 

One example, which concerns substance misusers, was a quite recent official review of the Swedish 

substance abuse treatment system (SOU 2011:35), where one of the main ambitions was “strengthening 

the position of the individual service user”. Another example is the intensified work by the National Board 

of Health and Welfare (Socialstyrelsen in Swedish) to develop and promote user involvement in the 

substance abuse treatment system as well as in general social services, psychiatry, and health care (cf. 

Socialstyrelsen 2011ab, 2013a). User involvement has been stressed by the Swedish Association of Local 

Authorities and Regions (SALAR; Sveriges Kommuner och Landsting, SKL, in Swedish). For example, 

this organization claims that service users are and should be active co-producers of treatment and 

treatment planning. Such an approach and changed role of the service users are, as explained by SALAR, 

the outcomes of a community development that increasingly stresses the importance of a strengthened 

position of the service recipients. This co-production includes: systematic collection and usage of the 

experiences of individual service users and user organizations, changed power relations between service 

users and professionals, confirmation of the resources of the individuals as compared to the role as passive 

recipients of services, and service providers working together with service users towards common goals 

(SKL 2010, 2014, 2015ab). Other examples are recent reports by the Swedish Agency for Health and Care 

Services Analysis (Myndigheten för vård- och omsorgsanalys in Swedish; Vårdanalys 2012 and 2016ab) 

that seeks to provide a user perspective on coordination in a fragmented treatment system by emphasizing 

that service users “are participating and contributing agents in the coordination process” (2016a p. 2 in the 

English edition). This is done to improve the monitoring of substance abuse treatment from a service user 

perspective (2016b). The latter report acknowledges that service users, due to their dependency on the care 

providers, often have difficulties monitoring and pursuing their interests, and that different life area 

outcomes – not only substance use outcomes – are important (2016b).  

The concept of service user involvement is, however, ambiguous and unclear, and it is used 

differently by various actors and often rhetorically rather than with practical meaning. It seldom involves 

the individual service user’s actual influence on the decisions concerning his/her own care. Substance 
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abuse treatment and care are fields where research on service user involvement has been scarce, at least 

when compared to, for example, elderly care or disability care (see Hultqvist 2008). The aim of our 

research project, entitled The position of the service user in substance abuse treatment: user involvement 

in practice, has therefore been to investigate how the official ambitions and rhetoric are realized in 

practice concerning choice of intervention, the content of care and related to the individual’s care 

satisfaction and the outcome of substance abuse treatment.  

 

The goals of the present technical report were to provide a thorough description of the research methods 

used in the study, an equally detailed and foremost quantitative description of our interviewed sample of 

service users, experienced user involvement by different groups of service users, and a presentation of 

substance use and overall life situation outcomes after three months. This part is also primarily 

quantitative in nature. The report is framed by an exposition of the historical roots of service user 

involvement and the current state of research, as outlined below. This frame has served as the theoretical 

background of our study. 

The next chapter, Chapter 2, accordingly provides details on our study methods by outlining 

recruitment strategies, processes, and field work; the preparation of interview guides and selection of 

structured questionnaires; follow-up procedures and success; the handling and coding of interview 

material; categorizations of service users as tools for description and analysis; research ethics and 

considerations; and some encountered methodological problems. Chapter 3 used quantitative methods to 

present, in detail, the characteristics of our service user sample at baseline in table format. The chapter 

describes the total sample as well as differences between groups of service users concerning 

demographics, social situation, substance use, health, treatment history, and current substance abuse 

treatment intervention within the social service or the health care system. The interviewed service 

providers are briefly presented. Level of service user involvement, as presented in the interview accounts 

and categorized by the research team, is also elaborated thoroughly by use of cross-tabulations. Treatment 

satisfaction is also presented before the chapter turns into an exploration of three months outcomes, as 

measured in total by different questionnaires and interview accounts and by groups of service users. 

Finally, the chapter explores the relationship between level of service user involvement, treatment 

satisfaction, and treatment outcomes. Chapter 4 outlines how study results have been disseminated so far. 

The findings are discussed in Chapter 5, which also provides some concluding remarks. This report 

provides a comprehensive overview of the study, and more in-depth analyses of the qualitative interview 

data will be presented in scientific journals.  
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The idea of strengthening the patients’, clients’ – or service users’ – positions in the welfare system has a 

long tradition in Sweden. During the 1970s, demands were formulated on the rights of the service users. 

These became institutionalized in the Social Services Act3 and the Health and Medical Services Act4, 

issuing the individual’s right to participation and integrity. With the growing critique of the welfare state 

in the 1980s, the idea of service user involvement took a somewhat different form. Within the framework 

of New Public Management (NPM), concepts such as user participation or involvement have been used to 

legitimize rationalization and cut-backs in care (Karlsson & Börjeson 2011). Thus, on the one hand, there 

is a democratic tradition where concepts such as empowerment and social inclusion are influential, and on 

the other hand an economic tradition emphasizing efficiency and results (Beresford 2002).  

Various forms of participation and involvement on different levels have thereafter developed in 

sectors such as elderly care and the care of the disabled. According to an often cited official Swedish 

definition, user involvement refers to the “citizens’ possibilities, as users of public services, to influence 

the design and quality of the services”5 (Civildepartementet 1991: 38, authors’ translation). However, the 

meaning of the concept is still unclear and probably exists, but on the rhetorical rather than practical level 

(cf. Dahlberg & Vedung 2001, Eriksson 2015). Nevertheless, the discussion of user involvement has 

expanded lately. According to Cowden and Singh (2007), the concept is linked to ideology where service 

users today are perceived to have an influence over the care offered. The authors, however, argue that this 

perception is false, since the decisions concerning the treatment and involvement of service users are 

                                                      

3 According to the Social Services Act (SFS 1980:620/2001:453) all services provided should be based on free 

choice and autonomy, adapted to individual circumstances and the desire for that individual to change his or her 

social situation. If the service user does not receive the support and assistance requested, it is possible to appeal the 

municipal authority decision. If dissatisfied with the treatment received, or with the quality of a service or a decision, 

the service users are referred to the supervisors and public officials of the Health and Social Care Inspectorate 

(Inspektionen för vård och omsorg, IVO, in Swedish), which is the government office responsible for supervising 

social services and health care. The supervision covers the processing of complaints concerning whether law and 

other regulations are followed, i.e., the compliance of municipalities in executing decisions favorable to individuals. 
4 According to the Health and Medical Services Act (1982:763), all citizens shall be given good care on equal terms 

irrespective of where in the country they live. Care shall be provided with respect for the equal dignity of all human 

beings and for the dignity of the individual. Important for the current study is that health and medical services shall 

be conducted so as to meet the requirements for good care. This means, for example, that they must be of good 

quality, be readily available, be founded on respect for the self-determination and privacy of the patient, and promote 

good contacts between the patient and service providers. Care and treatment shall as far as possible be designed and 

conducted in consultation with the patient. As for social services, it is the Health and Social Care Inspectorate (IVO) 

that supervises health care and process complaints. 
5 ”Medborgarnas möjlighet att såsom användare av offentlig service påverka tjänsternas utformning och kvalitet” in 

Swedish. 
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controlled by politicians and practitioners, who also control budgets. The discussion of user involvement 

might have found its way into treatment, but the extent to which the systems are altered to meet the 

demands stated is still unclear.  

 

A common conception is that user involvement must be comprehended in terms of more or less, in a 

continuum, rather than in terms of either–or. In Arnstein’s (1969) classic ladder of participation, eight 

steps or levels of citizen influence are described. None of the first steps – manipulation and therapy – are 

considered as participation but they involve education or the cure of the service users. The middle steps 

represent symbolic participation (tokenism) in the form of information, consultation and placation where 

service users are given room to express their wishes. The higher levels involve actual influence – 

partnership, delegated power and citizen control, where service users have direct formal influence over the 

decision-making process (see also Tritter & McCallum 2006). The concept of user involvement can also 

be discussed on different levels considering who is concerned and how the influence is exercised. For 

example, user involvement can involve the organization of services, ways of conduct or individual 

participation in services (Möller 1996). Grip (2006) differs between user involvement on representative, 

collective and individual levels. Involvement on a representative level refers to user organizations’ 

participation in discussions with authorities and care providers; involvement on a collective level means 

that service users join forces in order to influence their conditions in a given location/treatment facility; 

and involvement on an individual level concerns individual service users’ contacts with care providers and 

possibilities to influence their own treatment in day-to-day care (Grip 2006). Another important 

distinction is whether user involvement is formally or informally regulated (Karlsson & Börjeson 2011).  

 

Substance abuse treatment was during the economic recession in the 1990s an under-prioritized field. 

Several efforts have been introduced in the last decade to increase the effectiveness of substance abuse 

treatment, such as the publication of national guidelines by the National Board of Health and Welfare 

(Socialstyrelsen 2007a, 2015a) and a large government inquiry (SOU 2011:35). The national guidelines 

have been foremost oriented towards implementing an evidence-based practice in line with what has been 

argued for in the field of medicine (Sackett et al. 1996, Satterfield et al. 2009). The guidelines have, 

however, been primarily focused on one of the three sources described as important for the evidence-

based approach – specific treatment methods (e.g. Blomqvist 2009, Johansson et al. 2015). The two other 

sources – clinical expertise and above all, the individual service user’s own preferences – have largely 
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been ignored, but are acknowledged in the revised version of the national guidelines (Socialstyrelsen 

2015a). Organizations, such as the American Psychological Association Presidential Task Force on 

evidence-based practice (2006), has also deemed the inclusion of client preferences as an important part of 

evidence-based practices. In the government inquiry (SOU 2011:35), user involvement was described as 

one of the most important ambitions to strengthen the position of the individual service user. How this 

should be done in practice was, however, not specified, and it did not include the most central aspect of 

user involvement – the individual’s possibility to influence the decisions concerning his/her own treatment 

(Blomqvist 2011).  

On the representative and collective levels, service user councils are becoming increasingly popular 

with authorities, healthcare organizations and in national implementation projects. One example is the 

Swedish Drug User Union, which is represented in service user councils in various parts of the country. 

Another is the Swedish Association of Local Authorities and Regions’ (SALAR) Knowledge to Practice 

project (see Fridell et al. 2013), where representatives from various service user organizations were 

represented. The service user organization’s actual influence remains an open question (Anker et al. 2006) 

and their participation is sometimes described as symbolic tokenism (Branfield & Beresford 2006). In 

fact, Heule and Kristiansen (2013) problematize that only a few “expert” service users are involved in the 

public debate. They thereby become somewhat professionalized and their experiences may be outdated or 

non-representative to other service user groups. Further, user councils that only have an advisory function 

in Sweden may be used for ideological purposes, since, after all, the budget, politicians, and civil servants 

decide the way forward (see also Eriksson 2015). Another growing feature related to user involvement is 

service user reviews of substance abuse units that have been conducted in different parts of the country 

(Hillborg & Rosenberg 2012).  

However, despite legal prerequisites and efforts by government agencies (Socialstyrelsen 2011b, 

2013a, SKL 2010, 2014, 2015ab; Vårdanalys 2012, 2016ab), the interest among decision-makers in 

strengthening the individual level user involvement seems in practice rather low. The National Board of 

Health and Welfare (Socialstyrelsen 2011a) reports that fewer than half of all municipalities have 

investigated how service users perceive the care they receive, or have done a comprehensive assessment 

of whether the interventions offered correspond to the needs of the service users. According to a survey by 

the board (Socialstyrelsen 2011b) the research conducted on user involvement has so far focused on the 

process as such rather than the outcomes in practice. As concerns substance abuse treatment, the National 

Board of Health and Welfare, as well as other organizations, have put forward several arguments for why 

user involvement is important. These arguments refer to a leveling of power between service users and 

service providers; democracy and the values of individual freedom and autonomy; adjustment and 

improvement of services based on the experiences of the service users; efficiency; legitimacy; 
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empowerment; and the importance of power and responsibility in the recovery process (see for example 

Socialstyrelsen 2013a ). 

In general, Swedish research on user involvement has been scarce, especially concerning substance 

abuse treatment (Hultqvist 2008) on the individual level. This is despite the fact that a range of advantages 

regarding user involvement have been put forward (see above), and that that both international and 

national studies indicate that actual possibilities for the individual to influence the choice and content of 

interventions are of great importance for the outcome of treatment (see section 1.3.3 for references and a 

more thorough elaboration). To conclude this introduction, the initiatives towards increased service user 

involvement, in practice as well as in research, have largely focused on the representative or collective 

levels by service user councils and quality reviews conducted by service user led organizations 

(Kristiansen 2009, Eriksson 2015). Concrete initiatives to strengthen the position of the individual service 

user, in order to gain influence over his/her own care and treatment, seems considerably uncommon 

(Storbjörk 2012a, Blomqvist, 2011). The research project described in this report aims to contribute with 

new knowledge concerning this issue.  

 

 

International research has contributed with an initial outline of the meaning and content of service user 

involvement on the individual level. There is somewhat of a consensus concerning what service users 

want in contact with care. Dedication, continuity, equal care – as well as care provider characteristics such 

as warmth, empathy, respect, ability to listen, trustworthiness and a non-judgmental approach – are 

mentioned (Beresford 2011) as factors important for perceived influence. There is also, for example, 

significant evidence suggesting that service users value choice in their contacts with care, and that they 

want to receive information on their conditions and have a say in the treatment decisions. They do, 

however, seem to prefer a partnership with the professional in deciding treatment rather than a fully 

autonomous choice (Laugharne & Priebe 2006), or total citizen control, with reference to Arnstein’s 

ladder (1969). How user involvement should be realized on the individual level has been discussed by 

Hernandez et al. (2010), where the following are highlighted: organizational factors (including resources); 

staff attitudes towards user involvement and responsiveness towards the needs and situations of the 

service users; trust, and a feeling among service users of being appreciated (respectful relationships); 

freedom of choice to participate; as well as the presence of common problem-solving between users and 

care givers. 
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A Finnish study of user involvement (Laitila et al. 2011) shows that service users think that they have 

experience-based knowledge that ought to be considered. Their opinion is seldom acknowledged due to 

limited time schedules and paternalistic views among staff. Non-flexible organizational structures create 

rules that service users find unintelligible. Moreover, to participate requires courage, strength and 

motivation among service users, which is not always the case (Laitila et al. 2011). In Australia, user 

involvement in treatment for drug use problems involves the give and take of information, while actual 

influence on the decision-making process is uncommon (Bryant et al. 2008). Schulte and colleagues 

(2007) found similar results in the UK, where only eight percent of the studied treatment units stated that 

service users were involved in the choice of care. Kvarnström and colleagues (2012) studied service users 

experiences in Swedish welfare institutions (not limited to substance abuse treatment) and argues that user 

involvement concerns transferring information and the desire to choose from available options. The 

importance of good and respectful relationships and communication was emphasized, and this in turn can 

give the service user an improved understanding of his/her situation.  

User involvement as a democratic tradition can be related to Hirschman’s (1970) three options for 

action when dissatisfied with public services. Service users can, in active roles as consumers, choose to 

reject an offer (exit), and if possible, turn somewhere else. The second option involves trying to influence 

the situation by making one’s voice heard in protest (voice). For service users in substance abuse 

treatment, the possibilities to turn somewhere else or make their voice heard are often limited, which 

leaves them with the third option – to adjust to the current situation (loyalty) (Salonen 1998). In practice, 

substance users are often forced to enter treatment by means of informal, formal and legal pressures. They 

may, for example, be forced to engage in voluntary treatment or else be committed to up to six months of 

compulsory care (Storbjörk 2016, 2012b), which of course influences the decision-making process and the 

position of the service user. However, service users are often compliant in the help-seeking process and 

service user involvement does not automatically create a conflict between staff and the service user. 

Latent conflicts are however present, which can result in disagreements. These can in turn result in a 

process where the service providers make the decisions, the service users are rejected or they choose to 

end the contact themselves (Fischer & Neale 2008, Fischer et al. 2008). In addition, the highly valued 

concept of freedom of choice, implemented in some public services, does not fit well with the paternalism 

often found in substance abuse treatment system, and policy models that rely on service users’ freedom of 

choice are more common in service areas other than substance abuse treatment. To put it simply, they 

often cannot choose between different treatment (providers) (Stenius 2015).  

There is some evidence that younger and less ill service users want in general to be more involved 

in the decision-making process. Individual characteristics appear even more important regarding the 
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preference for decision making (Laugharne & Priebe 2006). The prerequisites for assuring service user 

rights and the possibility for influence also vary across service user characteristics such as age, length of 

contact with care, type of intervention, and socio-economic status (Kvarnström et al. 2012, Stenius 2015). 

Service users with a low educational level and lack of social resources and network have lower 

possibilities of acquiring knowledge concerning their own case (Hermodsson 1998). In general, hard-to-

reach or seldom heard groups such as homeless people or people with substance use problems are 

perceived as weak parties in these respects. In the personal contact between service users and care 

providers, there are few signs that service users in their subordinate position have gained a larger influence 

on the individual level (Järvinen 2002, Storbjörk 2012b). This is unfortunate since the service user 

perspective is not only important to make treatment more effective and services more attractive; it can also 

have favorable influence on the everyday living of people with substance use problems. Becoming more 

involved and having the possibility to influence your own recovery process can reduce social exclusion 

and stigmatization (Schulte et al. 2007).  

Research points out a number of obstacles for user involvement. Healthcare professionals can, 

despite a general perception that patients should be included in the care planning (Anthony & Crawford 

2000), have a negative attitude towards service user involvement (Milewa 1997, Gordon 2005, Gagliardi 

et al. 2000). Others have pointed out the unequal power position between the service provider and the 

service user (Ridley & Jones 2002) and that service user involvement challenges the prevailing 

institutional and professional power relations (Carr 2007, Diamond et al. 2003, Eriksson 2015, Fisher et 

al. 2007, Lammers & Happell 2003). Service providers use their way of speaking to maintain their power 

position in their conversations with service users (Hodge 2005). Other obstacles can be a lack of resources 

(personnel and time), organizational limitations, staff or service user attitudes and motivation or 

conflicting tasks of the service providers (Anthony & Crawford 2000, Eriksson 2015). A recent Swedish 

dissertation studying collective level service user involvement in substance abuse treatment and 

psychiatric care (Eriksson 2015) showed that the initiatives were organized to avoid actual redistribution 

of power from service providers to service users. The managers or doctors in the position of making the 

important decisions did not participate in the negotiation process with the service users, which took place 

in parallel forums outside of the organizations. Structural obstacles such as strict budgets or political 

policy prevented actual service user involvement, which only concerned adjustments within the prevailing 

institutional logic and not questions of greater significance for the service users. Women and service users 

not belonging to the ethnic majority were underrepresented in the process of influence. The service users 

disciplined each other to avoid being too critical or to pose what would be considered as unrealistic 

demands. Stable and satisfactory welfare services with resources are prerequisites for actual service user 

involvement (Eriksson 2015).  
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Few studies have focused on individual service user involvement in the choice of intervention and 

care in the Swedish substance abuse treatment. Of the few addressing the issue, Blomqvist and Wallander 

(2004) found in a vignette study that the service user’s own preferences had little importance for the social 

workers’ choice of substance abuse treatment intervention. Managers in substance abuse treatment often 

equate service user involvement with participating in an Addiction Severity Index (ASI) investigation 

(Blomqvist & Christophs forthcoming). Actual choice alternatives are often limited to having to choose 

between two different twelve-step options (Christophs 2009, Storbjörk 2007). It has been indicated that 

there are large differences among social workers and among service users as concerns the meaning and 

importance of service user involvement (de Artega & Östlund 2011, Nöbbelin & Strandqvist 2010). 

 

The few studies conducted in an international context have commonly focused on either the perspective of 

the service users (e.g. Laitila et al. 2011) or the service providers (Anthony & Crawford 2000). However, 

some researchers have studied both service users’ and professional service providers’ perceptions of the 

decision-making process on the individual level (Fischer & Neale 2008, Fischer et al. 2008, King et al. 

2011, Hernandez et al. 2010). Service users and service providers have different views on the purpose or 

preferred outcome of care (King et al. 2011, Schulte et al. 2007). These studies show factors that can 

constitute obstacles for actual service user involvement on the individual level: stereotypical perceptions 

of service users among staff (as manipulative, unmotivated, incapable of making informed choices); 

unrealistic expectations among service users; negative attitudes among staff (moralization, guilt, etc.); the 

dynamics in the meeting between service user and system (bureaucracy, staff as experts, aspects of 

power); the organization of treatment (structured and authoritarian programs); and structural factors such 

as lack of resources, long waiting times and few care alternatives.  

As concerns Sweden, there are studies that involved both service users and their respective service 

providers in the compulsory care system. A study by Runquist (2012) examined how social workers 

justified and explained their decision to apply for compulsory care and whether the service users 

considered the decision justified. The service providers justified their decisions as necessary and life-

saving, protective and disciplinary (accounts). The service users’ attitudes to coercion, and whether it was 

justified in their case, was highly changeable over time. Swinging to a positive view was attributed to 

subjective benefits but also to the degree of involvement in the planning and the decisions during and after 

compulsory care. In these cases, the social workers had gone beyond the bounds of what was customary in 

their organizational contexts and maneuvered in a supportive direction (discretion). Some service users 

had in fact asked for compulsory care and maintained a positive attitude. Others maintained an unbroken 
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negative attitude and some of them broke off all contact with the social services (see exit; Hirschman 

1970, below). In these cases the social workers often used their discretion to move towards more control 

or coercion on the grounds that the service user was not cooperative or was impossible to deal with. 

Billquist and Skårner (2009) studied the practice and experiences of contact persons in compulsory care 

from both the perspective of the service users and the contact persons. These encounters take place in a 

locked institution with fixed rules and given repertoires of possible actions, but it was also clear that there 

was room also for negotiation and a choice of different strategies for action. They could both maneuver in 

different directions – to expand or limit discretion – and the actions of one party influenced the discretion 

and strategies of the other. Yet, the contact person remained the more powerful counterpart. 

 

Service user involvement as an economy or efficiency tradition emphasizes results and the value of a good 

outcome of care. In this context, autonomy and the theory of self-determination, in which the individual’s 

experience of acting is based upon a free choice, are central factors in creating inner motivation (Ryan & 

Deci 2000; see Urbanoski 2010). However, the relationship between service user involvement and 

outcomes is still an emerging research field; only a few studies are framed as user involvement, and the 

findings are inconclusive. This is particularly true for the field of substance abuse treatment. In this 

section we therefore turn also to the related research areas of mental health and somatic care. There is, 

however, extensive literature on the associated and somewhat overlapping concepts of treatment 

motivation, readiness, engagement, alliance, and satisfaction in substance abuse treatment. We touch upon 

these areas as well. 

Blomqvist and colleagues (2007) argue that people’s possibility to influence their own treatment 

gives higher motivation and involvement, which in turn increases the probability for a favorable outcome 

of care. As concerns choices in treatment decisions and processes, a review that included mental health by 

Laugharne and Priebe (2006) argued that choice seems to improve outcomes by improving service users’ 

attitudes regarding the treatment they have chosen by increasing their sense of control and by resulting in 

better matching between needs and appropriate treatment. On the contrary, the imbalance in power 

between service user and service provider may cause disengagement from services – and this may be 

resolved by user involvement. The review concluded that giving service users choices increases treatment 

entry and engagement, and decreases drop-out rates, whilst the impact on outcomes varies. There was 

some evidence that choice has a positive effect on outcomes among those with less severe illnesses, whilst 

this is not so with regard to more severe conditions (Laugharne & Priebe 2006). As concerns substance 

use, an old study showed that alcohol users that were given more treatment choices had better treatment 
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outcomes than those with fewer choices (Kissen et al. 1971 cited in Laugharne & Priebe 2006). Another 

study by Calsyn and colleagues (2000) on homeless people with severe mental illness in the US, substance 

use included, found that being offered a choice in the treatment decision, versus not, led to better 

treatment attendance and those offered a choice made greater efforts in treatment. The difference between 

the two groups diminished over time. As concerns outcomes, both groups had improved after twelve 

months. The choice group did better than the no-choice group on income measures, but the groups did not 

differ on substance use or other mental health outcomes. It is possible that choices may be more important 

for the outcomes of relatively well functioning service users (Calsyn et al. 2000; see also Laugharne & 

Priebe 2006). Yet another quite old study focusing on a population with severe problems also failed to 

find a positive correlation between choice and outcomes. Cocaine dependent service users that were given 

a choice between individual therapy (once a week) or more intensive group therapy did not perform better 

than those randomly assigned to either group regarding treatment retention, proportion of appointments 

kept, treatment completion, or substance use after 9-month (Sterling et al. 1997).  

A meta-analytic review (Swift & Callinan 2009) of 26 studies on taking service user preferences 

into account in the decision-making process in psychotherapy showed more promising results. The effect, 

which was found in favor of user preferences, was indeed small, indicating that only a small amount of the 

variance in outcome may be due to service users receiving preferred treatments, but service users that 

received their preferred treatment had a 58 percent chance of showing greater improvement than those not 

matched with a preferred treatment. Further, they were about half as likely to drop-out of treatment 

compared to those that did not receive their preferred treatment. Two of the seven studies specifically 

focusing on substance abuse showed a negligible study effect size on outcomes: four had a small effect 

and one reached a medium effect in favor of those who were given their preferred treatment. In sum, 

involving user preferences in substance abuse treatment appeared to improve outcomes somewhat. 

Methods for achieving Shared decision-making (SDM) – also advocated by the National Board of 

Health and Welfare (Socialstyrelsen 2012) – can be used for facilitating user involvement by means of the 

service user and service provider systematically going through the decision-making process together. They 

share treatment preferences and information, and reach an agreement on treatment choice. In the overall 

field of medicine, the evidence for such methods’ ability to improve outcomes appear weak. The 

beginning fields of SDM in mental health and substance abuse treatment, however, show more positive 

results regarding improved treatment adherence as well as some support for improved outcomes. For 

example, in reviewing SDM primarily in somatic care, Joosten and colleagues (2008) found varying and 

inconclusive results regarding its correlation with patient satisfaction, treatment adherence and health 

outcomes. However, the two studies on people with mental health problems reported the positive effects 

of SDM concerning satisfaction, adherence and outcomes. Similar results point towards continued 
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uncertainty, but some evidence for improved adherence and outcomes in favor of SDM in mental health 

were found in a larger systematic review by Shay and Lafata (2015). It was primarily affective-cognitive 

outcomes that were found to correlate positively with SDM – i.e., treatment process variables such as 

satisfaction. Interestingly, SDM, as perceived by the service users, tended to improve some outcomes, 

whereas observer ratings and clinician reports of SDM use did not correlate with outcomes. Hence, it 

seems crucial that the service user experiences user involvement in order to achieve a positive outcome. It 

is not enough that staff claim they involve the service user. In a later study, Joosten and colleagues (2009) 

randomly assigned substance abuse service users to SDM or a standard procedure to reach a treatment 

agreement. They found that SDM had a positive add-on effect on the easing of drug use and psychiatric 

problem severity. On the contrary, no differences across groups were found for quality of life, abstinence, 

primary substance use or substance dependence (such improvements were found in the total population). 

An explanation put forward (Joosten et al. 2008, 2009, Shay & Lafata 2015) is that methods such as SDM 

may be better for those with chronic conditions and particularly suitable for long-term decisions (as 

compared to a short duration of treatment). The lack of evidence found in cross-sectional studies may 

therefore be explained by the fact that involvement may be of greater importance and have a better effect 

in long-lasting interactions marked by patient-centeredness, which helps service users adhere to treatment 

and change behavior over time. We thereby have arguments both in favor of involving those with more 

severe problems and arguments in favor of offering more choices to the more well off service users 

(Calsyn et al. 2000, Laugharne & Priebe 2006). 

Moving on to some related concepts. Thylstrup (2001) studied Danish service users’ treatment 

satisfaction and its relation to outcome. The results showed that the more satisfied at baseline had less 

substance use at follow up. Experiences of high staff availability gave higher treatment satisfaction. Large 

differences were found across treatment facilities between the service users’ experiences of having been 

offered help and the help they wanted and overall treatment satisfaction. Other international studies have 

shown similar connections between satisfaction, treatment utilization, and abstinence one year after 

treatment (Carlson & Gabriel 2001, Zhang et al. 2008). We can also say that the importance of service 

user involvement is confirmed in studies where good treatment outcome is referred to common factors 

such as therapeutic alliance and the service user being able to see the recovery process as a result of 

his/her own efforts, rather than the specific treatment method applied (e.g. Wampold 2001). Ilgen and 

colleagues (2006) concluded that a positive therapeutic alliance may in fact be particularly important for 

outcomes among service users with low motivation. 

Some claim that coerced treatment may be at least as effective as voluntary treatment (NIDA 2012, 

Schaub et al. 2010). However, Storbjörk (2012b) found for Sweden that service users simultaneously 

reported self-choice and various pressures in treatment entry (see also Marlowe et al. 2001a, Stevens et al. 
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2006, Storbjörk 2006). She found a connection between the service user’s perception of seeking help 

voluntarily for alcohol problems and favorable treatment outcomes, while informal, formal and legal 

pressures to enter treatment resulted in worse outcomes. These results also applied when controlling for 

level of substance use problems and overall living situation, and such results are also supported by 

international studies (e.g. Joe et al. 1999a, Matzger et al. 2005, Wild et al. 2006, Urbanoski 2010). 

Evidently, there are studies suggesting that self-choice, self-referral, motivation to change and 

‘stage of change’ are important for treatment engagement, retention and outcomes among alcohol as well 

as drug users (DiClemente et al. 1999, Ilgen et al. 2006, Joe et al. 1998, 1999ab, Longshore & Teruya 

2006, Ryan et al. 1995, Wild & Wolfe 2009). As for choice and user involvement, the findings are still 

somewhat inconclusive since other studies have failed to show such associations (Carpenter et al. 2002, 

Gossop et al. 2006, Hser et al. 1999). The other side of the coin, pressures and coercion, also show 

inconclusive findings (DeLeon 1988, Wild & Wolfe 2009). Pressures may facilitate treatment-entry and 

may prolong retention. Sometimes some pressures are associated with better outcomes (Joe et al. 1999a, 

Maddux 1988, Marlowe et al. 2001ab, Miller & Flaherty 2000, Stark 1992, Watson et al. 1988). In other 

studies, external pressures are not associated with motivation and engagement (Simoneau & Bergeon 

2003, Simpson & Friend 1988, Wild et al. 2002, 2006). Interestingly, however, as in the case of Shared 

decision-making (Shay & Lafata 2015), it is service users’ perceptions of experiencing pressures that have 

been found to predict outcome, i.e., objective measures such as referral source are of less importance 

(Marlowe et al. 2001ab).  

 

* * * 

 

To conclude, Since the attempts to match service users to various treatment methods have failed (e.g. 

Orford 1999, Project MATCH 1998), the most reasonable way to find the right treatment for the right 

service user ought to involve giving her/him the opportunity to make an informed treatment choice 

(Blomqvist 1999, 2000). There are indications that service user involvement on the individual level – both 

concerning the choice and formation of interventions – is important for compliance, care satisfaction, and 

also for outcomes of treatment for substance abuse problems (see also Anthony & Crawford 2000). The 

issue is, however, relatively unexplored, and we do not know which aspects of involvement are the most 

important. Some of the studies mentioned above, especially in relation to outcomes, are quite old. The 

meaning of choice and user involvement may have changed since and the value of involvement has 

possibly increased, which may imply that being deprived of choice and involvement may have greater 

impact on the individuals today than in previous decades.  

In addition, there is little knowledge on the following: how the official ambitions of strengthened 

service user involvement in Swedish substance abuse treatment are realized in practice; how various 
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actors view service user involvement; the actual consequences of these ambitions; and the views for 

service users in contact with care. The international and national research conducted has mainly concerned 

areas other than substance abuse and only to a minor extent focused on the individual level and the service 

users’ possibility to influence their own treatment (Hultqvist 2008). The structural, relational and 

individual obstacles and possibilities for service user involvement, of importance in a Swedish context, 

has not yet been studied. This includes both service users’ and service providers’ perspectives. 

Considering the socially marginalized position that many service users are in (Storbjörk & Room 2008), 

and the research suggesting that service user satisfaction and involvement increases the chances of good 

outcome of care, it is of great importance to improve the service user’s possibility to influence his/her 

situation in contact with care on the collective as well as the individual level. This is also important from a 

democratic perspective in order to make the service user more involved in his/her own situation.  

Our research project will generate knowledge of service user involvement in a Swedish context 

from various perspectives, obstacles and possibilities in order to realize actual service user involvement on 

the individual level and how various ways of practicing service user involvement can influence care 

satisfaction and outcome of care. This is of interest for both education, organization as well as practice in 

substance abuse treatment. We here, in this report, present our study in detail as well as some initial 

findings.  

 

 

Our study, as a whole, sought to fill some of the research gaps, as outlined above, by conducting a 

naturalistic study of (the process of) user involvement in practice in real time through a prospective and 

longitudinal design, based on both service users’ and service providers’ perspectives. We focused on user 

involvement on the individual level – i.e., service users’ possibilities to be involved in their day-to-day 

contacts with care providers – as compared to user involvement on a representative or collective level. We 

were interested in user involvement in the decision-making process – regarding the choice of treatment – 

and in shaping the intervention. Thus, we focused on the two types of actors’ perceptions and experiences 

of user involvement, as well as whether and how user involvement is realized in practice. We further 

sought to compare opinions and experiences of different groups of service users and care providers. We 

were particularly interested in comparing service users with stronger and weaker ties to society, and chose 

to compare user involvement in the social services to that in the health care system. These two 

organizations make up the vast majority of the Swedish substance abuse treatment system and are 

regulated by different assignments and laws. In addition, we wanted to explore whether user involvement 

can be associated with treatment outcomes.  
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In sum, our goals were to analyze the extent to which service users receiving substance abuse 

treatment can influence the choice of intervention and the course of treatment in their own case, and to 

analyze factors impeding and promoting user involvement. More specifically, we sought to study the 

following research questions: 

How do service users perceive their user involvement regarding the choice of treatment and how 

the treatment is realized? Do they have and express certain preferences; how do they do that? Are they 

satisfied with their level of user involvement and the chosen intervention?  

What are the service providers’ attitudes and actions towards user involvement concerning the 

choice of treatment? Which factors are taken into account in the choice of intervention; how do they 

motivate their treatment decisions; how much attention is paid to the wishes of the service user? Based on 

regulations and the organization, what discretion do service providers have to involve service users in the 

decision-making process? 

What does the decision-making process look like as concerns the choice of intervention? To what 

extent are service users allowed or encouraged to express their wishes, and do they receive help in 

formulating their wishes? What information on different treatment options do service users receive? To 

what extent do service providers actively involve the service users’ perspective in the process of choosing 

an intervention? How do the two parties perceive the relationship between them (in terms of respect, 

power, and the encounters), and how do they perceive the final choice of intervention and outcome? 

Is there a relationship between an experienced level of user involvement, retention, treatment 

satisfaction and improvements in the situation of the service user following treatment? 

Are there any differences, as concerns (the impact of) user involvement, between different types of 

services (social services vs. health care) and between different groups of service users (in terms of social 

situation and resources, gender, problem severity, main drug of choice, and previous treatment 

experiences)?  

 

* * * 

 

As stated in the Introduction, the purpose of the present report is more modest than the goals of the entire 

research project. It is primarily a technical report that provides detailed information on our study design, 

research methods and methodological considerations. In addition, we use our categorizations of service 

users (level of user involvement, social situation, drug type, sex, and age) and the information gathered by 

the structured instruments (AUDIT/DUDIT, CSQ and ORS) in a quantitative manner to thoroughly 

describe the characteristics of our research participant, with special emphasis on the service users, and to 

search for patterns and explore differences across groups of service users. Some summaries of interview 
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accounts are added to provide a little more depth into some issues. In depth analyses of certain issues, only 

touched upon here, and patterns found will be further analyzed and published in scientific journals.  

 

 

The words that are utilized to describe individuals convey individual and/or societal prejudices toward 

a specific group of people. (Blaska 1993: 26). 

 

There is [also] a current tendency to use fine words to conceal the truth about people with 

impairments, a pretense that reality is what it is not and a denial of the serious problems a grave 

impairment or disability poses for an individual (Enerstvedt 1995: 1).  

 

Before outlining our research methods in Chapter 2, we wish to deepen the discussion on and clarify our 

use of the concept “service user”. Like the plethora of terms describing alcohol and drug problems across 

time and space (e.g., Berridge et al. 2015) there are different concepts for those entering treatment for 

substance use problems, as well as for other social, mental health or health-related problems (Beresford 

2005, Heule & Kristiansen 2013, Keaney et al. 2004, Neuberger & Tallis 1999, Scourfield 2007).  

We may say that labels and concepts of conditions such as “alcoholic”, “mentally ill” and 

“homeless” involve both facts and values. They involve some factual components that distinguish the 

phenomenon from other conditions as well as judgments of desirability according to social norms and 

ideals (Wakefield 1992). Such concepts may therefore stigmatize a person and are often used for purposes 

of social control (Wakefield 1992). Labeling theory suggests that such negative concepts may shape a 

person’s self-image and block his or her opportunities in life, which in turn may lead to further deviance 

(Becker 1963, Lemert 1996). Since the choice and sequence of words reflect how people in a society see 

each other and affect images about individuals with certain conditions (Blaska 1993), there has been a 

movement – often based on a normalization ideology (Enerstvedt 1995, Titchkosky 2013) and well-

intended adjustment to those concerned (Halmari 2011) – towards new concepts emphasizing individual 

agency, respect, abilities, and the acceptance of diversity among people. It is a shift towards saying that 

someone has a problem or condition rather than the condition representing an attribute of the person – has 

or with rather than is (Blaska 1993, Enerstvedt 1995, Halmari 2011, Titchkosky 2013).  

One example is the people-first philosophy which suggests the use of terms like “people with 

disabilities” and “people who live on the street” rather than “the disabled” and “the homeless”. This 

development started in North America in the 1970s and became widely adopted in the 1990s (Halmari 

2011, Titchkosky 2013). The people-first language has also gained ground in Sweden. The Swedish Social 

Services Act (2001:453) has remained fairly intact since its enactment in the early 1980s and uses the 
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concept “substance abuser” (“missbrukare” in Swedish). This was acknowledged as problematic by an 

official review of compulsory care (SOU 2004:3) that argued that the terminology reflects current views 

of humanity and care philosophy and is therefore of great importance. It suggested that substance abuser 

would be replaced by “people with misuse problems” (“personer med missbruksproblem” in Swedish) in 

all relevant laws. The National Board of Health and Welfare (Socialstyrelsen 2007a) followed the advice 

in the first edition of national treatment guidelines and the concept was fully embraced in the revised 

guidelines (Socialstyrelsen 2015a). 

Besides repetitive sentences and a lack of variation in expressions, the critique towards 

terminological changes such as people-first, regardless of well-intended motives, involves the following: 

some disabilities are not a temporary condition that can be detached from the person (e.g., blindness); such 

terms conceal reality and thereby perpetuate stigmatization (Enerstvedt 1995); language that stresses the 

individual removes the possibility of understanding these conditions as social, complex, and political 

phenomenon. “Disability is something that individuals have to deal with, but only as individuals. 

Disability is not something that individuals are, and [therefore] no one needs to deal with people who 

have an identity as ‘a disabled people’” (Titchkosky 2013: 136). Thus, this entails a depoliticization of 

disability. 

Contested and changing concepts are part of a power struggle. Reconceptualization efforts may 

endeavor to establish more sensitive attitudes towards the people the terms refer to, and the language is 

often both the product of prescriptive policy and a contributing factor in future policy. Alternatively, as 

expressed by Halmari (2011), name changes may reflect the chain reaction caused by the process of 

euphemism – i.e., resorting to vague and indirect expressions in order to avoid or camouflage life’s harsh 

realities. Often, however, we do not know the extent to which new terms have been successfully integrated 

into the every-day language of common people (Enerstvedt 1995). As an example, a U.S. study (Halmari 

2011) of the fields of psychology and education found that despite its wide usage in professional literature, 

the prescribed people-first language had not been adopted in the everyday language of newspapers. We 

cannot either be certain if new concepts reflect a real transformation of social and power relations, i.e., 

whether altering language – from, for instance, idiot, retarded and schizophrenic to people with mental ill-

health or people with mental health problems – goes hand in hand with changes in values or actually 

places the person before the condition. Enerstvedt (1995: 8) notes that “It is striking that a new phrase 

obviously constructed for avoiding a prejudiced one, for instance ‘mentally retarded person’ instead of 

‘idiot’ very soon will be a prejudiced one if there is no fundamental change of reality” – i.e., the condition 

per se remains stigmatizing and “infects” also the new concept. Another example provided by Halmari 

(2011) showed how a US mental health association changed its name four times over 130 years as the 

previous concepts came to be seen as offensive and were consequently replaced.  
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As part of the power struggle, people who are labelled with a prejudiced term often fight for a 

change in connotation (Beresford 2005, Enerstvedt 1995). In this case, “service user” has become a widely 

used term that in part originates from service user organizations. Therefore, the service user term may 

unify people in terms of common oppression and experience. It stresses entitlements to receive welfare 

services, and it is a term that people themselves have used in order to challenge oppressive policies and 

services. As stated by Beresford (2005: 474), “If the term ‘service user’ may have sometimes served as 

little more than a synonym for ‘client’ or ‘customer’ for the service system, there can be no doubt that for 

many ‘service users’ it has been a unifying construct for resistance”. The term refers not only to people’s 

individual status but to their collective oppression. The concept “has tended to develop as a generic term 

to describe people who receive, have received or are eligible for health and social care services, 

particularly on a longer term basis” but it is not an ideal term from the perspective of many people to 

whom it is applied (Beresford 2005: 471).  

The shortcomings of the service user concept, as listed by Beresford (2005), refer to the fact that it 

presents people as if their main identity is through their use of public services (that they may even reject). 

It also: artificially assumes that all these people have something in common; suggests that people are in a 

passive role as recipients of services; ignores that many service users are coerced to use services; uses the 

word ‘user’, which has negative and stigmatizing associations; and finally, very broadly refers to those 

that do not access services, because they choose not to or because they are denied access. Heule and 

Kristiansen (2013) apply these shortcomings to Swedish conditions and note that there is an evident risk 

that the concept represents ideological requirements of agency and participation rather than actual 

tendencies in care. They even argue that substance abuse treatment in practice may be more paternalistic 

and less user oriented today as compared to the early 1980s when the Social Services Act was enacted (see 

also Hvinden & Johansson 2007, Johansson 2001).  

Under Thatcherite governments in the UK, the language of consumerism brought forth “consumers” 

or “customers”. These terms are appreciated by those stressing consumer rights (Beresford 2005). Others 

point to the fact that the development towards active participation and self-responsibility implies that what 

were once public responsibilities have been transferred to individuals. Citizens become managers and 

entrepreneurs, but some have trouble assuming the active role and would in fact need more social care and 

responsibility to be taken by the service system (Scourfield 2007). Substance users in treatment in London 

reported that they preferred the term patient, closely followed by client. Service user was widely disliked 

and only endorsed by a low number of research participants (Keaney et al. 2004).  

When it comes to the choice of term for those attending services, individuals treated in the Swedish 

health care system (dependence care included) are usually labelled “patients” and those in the social 

services system “clients”. More recently, “service user” (“brukare” in Swedish) has been suggested and 
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more widely used in Sweden as a complement or alternative to client and patient. Other concepts in use 

for those seeking or receiving services are “customers”, “consumers”, or even “citizens”. Some Swedish 

advocacy groups have stated that substance users should preferably be labelled as patients since it is 

considered less stigmatizing than being a client of the social services. Others stress that clients of social 

services have in fact more legal rights since they can appeal against decisions (Storbjörk 2014). 

Interestingly, however, the people-first language has not spread to this area since few, if any, suggest the 

term ”people who use services”. 

It is often suggested that the help-seeking client, more often than the patient, is the object of control. 

This is generally true when comparing a social services’ client to a grocery store customer who can go to 

another shop if the first one is not found satisfactory. However, client may also refer to a more business-

like, trusting and helpful relationship such as the lawyer–client relationship. In a U.S. context, some have 

argued against the concept of patient which “objectifies” the user of services since it 

 

“conjures up a vision of quiet suffering, of someone lying patiently in a bed waiting for the doctor to 

come by and give of his or her skill, and of an unequal relationship between the user … and the 

provider … The passive patient will do what he or she is told, and will then wait patiently to recover.” 

(Neuberger & Tallis 1999: 1756)  

 

As mentioned, the launch of a new label or concept is sometimes used as a strategy to revise perceptions 

and strengthen the position of a group of people. A Swedish example is the National Board of Health and 

Welfare’s recent recommendation that “service user” – instead of client – be used for those asking for or 

receiving means-tested assistance from the social services (compulsory care included), as a means of 

strengthening user participation (Socialstyrelsen 2013b, 2015b). It remains unclear though if these 

Swedish efforts have been successful. The service user-argument can for Sweden be illustrated by 

Rönning and Solheim (2010), which applies a model with two dimensions of the concept of service user. 

The dimensions involve one continuum from dependence to independence, and one ranging from 

service/help to authority and control. They characterize the client as independent and the consumer as 

independent (vis-a-vis the service providers), and place the service user in the middle at the intersection 

between the (in)dependence and help-control dimensions.  

In conclusion, it is clear that the concept of choice may mirror ideological as well as other purposes. 

Terms such as service users, and its related pros and cons, mean different things to different people in 

different contexts. In addition, the words we currently use are unlikely to last forever. It should be 

stressed, however, that client, patient or service user – as opposed to conditions such as blindness that may 

be permanent – do not refer to attributes of single individuals. These concepts refer to a role, to the role of 

the help-seeker vis-à-vis the services. Some may remain a service user for a very long time, but people do 

in fact move in and out of this role. In our study, we chose the concept of “service user”, because it 



 

38 

corresponds with the main target of our study (“service user involvement”), and because for pragmatic 

reasons it is easier to use one instead of two (client and patient) concepts. The term is simply used to refer 

to those seeking or receiving help, and it is an empirical question whether or not the service users also 

receive (more) user involvement. In the interviews, however, we usually used “patients” when recruiting 

interviewees from the health care system and “clients” when talking to those from social services since 

these are still the most commonly used concepts among our research participants.  
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2. DATA AND METHODS 

Historically and in international comparison, Sweden has paid most attention to, and spent most resources 

on, various attempts to counter alcohol and drug problems (cf. Klingemann & Hunt 1998, Klingemann et 

al. 1992). Alcohol treatment dates back to the late 19th century, whereas drug treatment developed more 

recently after the recognition of drug use as a social problem in the late 1950s and early 1960s (Olsson 

1994). When the coercive care legislation – the Care of Abusers (Special Provisions) Act (1988:870) – 

was introduced in 1982, a decisive difference was the inclusion of narcotic drugs as opposed to the 

previous focus on alcohol only. The development of drug treatment was the greatest in the late 1980s, 

following the detection of HIV/AIDS, but this expansion was heavily slowed down with the economic 

recession in the beginning of the 1990s, and drug treatment has since “imploded” into the alcohol 

treatment system (Bergmark 1998). For a long time there has been a strong consensus, at least officially, 

that drug treatment should be totally drug-free, with life-long abstinence as the only acceptable goal, but 

opioid maintenance treatment has more recently gained broad acceptance. Swedish substance abuse 

treatment, in general, has had a strong focus on re-socialization and social reintegration of the substance 

(mis)users (see more in Blomqvist et al. 2009). 

The division of work and legislation of the Swedish substance abuse treatment system has remained 

fairly untouched since the beginning of the 1980s when new social and health care legislation and 

coercive care laws were enacted. Specialized services for problem substance use are provided by the local 

level municipalities (the social services system), the regional level county councils (health care system), 

the state (compulsory care and treatment within the criminal justice system), as well as by non-

governmental organizations (NGOs) and private care providers (most often paid for by the social 

services). In our study, we covered the social services (that also assess and apply for state provided 

compulsory care and contract treatment out to NGOs and private companies) and the health care system – 

the two major parts of the Swedish substance abuse treatment system. Treatments provided by these 

organizations are basically free of charge. A patient does not have to pay more than 1 100 SEK (circa 130 

euro) annually for health care visits, and treatment provided by the social services is free of charge, except 
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for the fact that the social services may charge a fee – similar to the a fee for staying at a hospital – for 

time spent in institutions.  

The roles and responsibilities of these two care providers are further clarified below, and 

compulsory care is briefly explained due to its underlying impact on voluntary treatment. More detailed 

descriptions of the system and its different parts are found elsewhere (see Blomqvist et al. 2009, Storbjörk 

2012c). 

 

The basic responsibility for (long-term) treatment and the potential cure of substance use problems lies 

with the social services and is regulated by the Social Services Act (2001:453, first enacted 1982; 

1980:620). This law states that society has to promote every citizen’s right to economic and social safety, 

equality in living circumstances and active participation in societal matters. The law further establishes 

that the municipal social services should provide misusers with the help and care they need to recover 

from their substance use problem. Individual problem users may present themselves, be referred by 

someone near to them or by various other authorities. In many cases, they can be provided with care 

directly by the local social services (e.g., personal and/or material support, or advice). In other cases, 

service users may be referred to various treatments and services, payed for by the social services, and 

provided by either the social services themselves or by various private or semi-private care providers. This 

applies to different forms of inpatient or residential care, outpatient treatment, and various forms of 

housing.  

If deemed as necessary, according to the Care of Abusers (Special Provisions) Act (1988:870) the 

municipal social welfare board6 can and shall apply for coercive care of the individual service user to the 

administrative court. Thus, it is the court that can commit the service user to compulsory care. Such 

treatment can be applied if the need of care cannot be satisfied through voluntary measures, or if voluntary 

measures have failed repeatedly and there is an obvious risk that she or he might endanger his or her 

physical or psychological health, or destroy his/her life, or seriously harm her/himself or someone close. 

Compulsory care is expensive and seldom used in practice (a total of around 1000 service users annually). 

It is, however, as mentioned above, a constant threat that may be used to urge clients into voluntary 

treatment (Storbjörk 2006).  

As concerns user involvement, the Social Services Act states that all citizens are of equal value and 

shall have the same right to social and financial security and treatment. Each citizen is guaranteed a 

                                                      

6 The social services work on behalf of the municipal social welfare board that according to law makes decisions 

regarding compulsory care applications. The board may also decide on other locally decided matters, i.e., often it is 

the board that makes decisions regarding voluntary residential care. 
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reasonable standard of living. The law claims the importance of self-determination, but it also stresses the 

responsibility of each individual for his/her and others’ situation. The social services and the substance 

user shall collaborate in planning the type of care and other interventions required – treatment shall be 

designed, chosen, and implemented in agreement (“samförstånd”) with the service user. Likewise, 

coercive care outside the state run institution (so-called § 27 treatment) shall also be planned in agreement 

with the service user. However, this does not mean that the service user, according to law, has the right to 

demand a certain treatment provided by a certain care provider, including in cases when it comes to 

voluntary or coercive care. The service user, however, has the right to appeal decisions, treatment 

decisions and rejections included. Also, decisions regarding coercive care can be appealed. These 

administrative appeals are determined by the County Administrative Court, who arrives at a suitable 

decision and can annul a municipal decision in addition to force the municipality to implement the new 

decision. However, the social services also have the right to impose requirements on the service users. For 

example, a service user that is fit to work must seek employment or may otherwise lose the right to 

financial assistance. Young people and those in need of improved (vocational) skills may be forced to take 

part in occupational schemes or other skills-enhancing activities. The service user may lose other 

entitlements if such activities are declined (see Storbjörk 2012c).  

 

The Health and Medical Services Act (1982:763) guides substance abuse treatment within health care. The 

health care system is obliged to provide detoxification and other emergency services, medical and 

psychiatric care for alcohol- and drug-related disorders, and pharmacological treatment, including opioid 

maintenance treatment. These medical treatments are usually provided by outpatient units, but 

detoxification and emergency care often start in inpatient wards. The law stresses good quality care on 

equal terms. Care shall be provided with respect for the equal dignity of all human beings and for the 

dignity of the individual. Priority shall be given to the persons whose needs of health and medical care is 

greatest. Health and medical services shall be conducted to meet the requirements for good care. This 

means, for example, that they must be of good quality and be readily available. Important for our study, 

such care shall also be founded on respect for the self-determination and privacy of the patient, and 

promote good contacts between the patient and service providers. Care and treatment shall as far as 

possible be designed and conducted in consultation (“samråd”) with the patient [emphasis added]. This 

also requires, as specified in the law, that the patient shall be given individualized information concerning 

his state of health and the treatment methods available. As for treatment provided by the social services, 

the individual patient cannot, according to law, require a specific treatment or a certain length or 
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magnitude of intervention. It is the medically responsible doctor who makes the decisions. If, however, 

several alternative and equally good (judged by scientific evidence and proven experience) treatments 

exist, the patient shall be given the possibility to choose the alternative which he or she prefers. Costs are, 

however, taken into account and must be considered justifiable. The patient has an almost unlimited right 

to reject a treatment offer, but cannot deliberately and seriously risk his or her life without interference 

(see Storbjörk 2012c). Health care decisions cannot be the subject of appeal, but a dissatisfied patient can 

complain to the Health and Social Care Inspectorate (Inspektionen för vård och omsorg, IVO, in Swedish) 

that supervises both health care and social services. 

 

Besides the legislated rights outlined above, there are also other regulations and guidance documents on 

how to translate the legislation and legislator’s intention into practice. We will here mention some of the 

documents relevant for implementing and ensuring user involvement in the substance abuse treatment 

system. 

The National Board of Health and Welfare (NBHW) provides the treatment system with 

administrative provisions that serve as binding regulations and general advice that includes 

recommendations on how a provision can or should be applied. Such pieces of advice do not exclude other 

ways of achieving the objectives set out in the provisions. Generally, these so-called SOSFS reports, or 

HSLF-FS reports that include joint provisions and advice for different care and service areas, apply to all 

kinds of substance abuse treatment, whether provided by the health care system (activities covered by the 

Health and Medical Services Act, 1982:763), the social services (social or similar municipal boards and 

activities covered by the Social Services Act, 2001:453), the National Board of Institutional Care (which 

carries out compulsory care under the Care of Abusers (Special Provisions) Act 1988:870), or by other 

legal entities, such as enterprises, or individual entrepreneurs who carry out social services activities 

covered by the above mentioned laws.  

According to SOSFS 2011:9 social care providers are responsible for using a management system 

that systematically and continuously develops and assures the quality of the activities carried out. This 

involves, among other things, target group surveys, monitoring, continuous development, follow-ups, and 

a collection of viewpoints from auditors and stakeholders in order to improve the activities. Social and 

health care providers shall allow and investigate complaints and viewpoints on the quality of their 

activities from service users and other stakeholders. 

HSLF-FS 2015:55 requires providers of institutional care (so-called Homes for care and housing; 

Hem för vård eller boende, HVB, in Swedish) to self-monitor the extent to which the service user have 
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been given the opportunity to participate in the planning of care, and to assure that the content and 

methods of care are evidence-based and designed and carried out with respect for the service user’s 

integrity (HSLF-FS 2015:55). In addition, the managers of these institutions must assure respectful 

interactions between providers and users (SSOSFS 2003:20). Similarly, as concerns supported housing 

facilities, HSLF-FS 2015:56 stipulates that these units must also self-monitor the use of evidence based 

methods and that the housing is designed to safeguard personal integrity. SOSFS 2014:5 on 

documentation in social and compulsory care, safeguards the integrity of the individual by assuring that 

only required information is recorded in the journals, and that treatment decisions shall include 

information on the needs assessment and whether the needs could be met through means other than the 

chosen intervention. HSLF-FS 2016:1, regulating opioid maintenance treatment, stipulates that the 

treatment shall respect individual self-determination and be based on the needs of the service user. SOSFS 

2008:18 on compulsory psychiatric care writes that the participation of the service user shall be met in the 

planning of care and reasons shall be stated in the plan if and why consultation with the patient did not 

take place.  

In addition, other documents by the NBHW specify the importance of user involvement and how it 

can be implemented in practice. The national substance abuse treatment guidelines (Socialstyrelsen 2015a) 

includes a chapter on individualized and accessible care. It is acknowledged that treatment 

recommendations must be adapted to the individual service user’s needs, experiences and preferences. 

Good interaction and encounters between staff and service users – a good treatment alliance – as well as 

continuity of care are stressed. That the service users are “involved in designing and implementing the 

treatment may also contribute to safer care, increase compliance and improve outcomes” (p. 102), it is 

said. Further, in order to achieve “good outcomes, the service user must experience good, respectful, 

competent and empathetic encounters with staff” (p. 104), which, in turn, is affected by attitudes, 

knowledge and behavior of the staff. To facilitate user involvement, the service user must receive 

individualized information about his or her condition, available treatment options, and the possibility to 

choose a care provider. Extra demands regarding adaptation, responsiveness and communication skills are 

put on the staff when the service user is under the influence of substances and thereby has reduced ability 

to absorb and process the information. Service providers are also advised to improve user involvement on 

the collective and representative levels. The interactions between service users and staff can be improved 

by collecting information by user organizations and former service users. As concerns accessibility, 

treatment should be provided within reasonable time (Socialstyrelsen 2015a). 

Another handbook by the NBHW (Socialstyrelsen 2015d) on the duty of health care staff to provide 

adequate information and involve the service user in the treatment outlines how to individualize health 

care, facilitate involvement and safe-guard self-determination and integrity, and ensure good encounters. 



 

44 

A similar report (Socialstyrelsen 2013a) provides guidance on how to achieve user involvement for the 

individual, collective and representative levels in substance abuse treatment, social services and the mental 

health care system by outlining legislation on service user rights and structural and organizational factors 

that may promote such involvement. Socialstyrelsen (2007b) specifies quality indicators for social 

services that, among other things, includes respect for individuals’ self-determination and integrity, 

accessibility, coordinated and continuous care. 

Further, reviews as part of the supervision of health and social care by the Health and Social Care 

Inspectorate (IVO) may force service providers towards fulfilling the service user demands stipulated by 

law and regulations. For example, a recent report by IVO (2015) on outpatient and institutional substance 

abuse treatment by social services referred to, among other things, the importance of individual needs 

assessment and user involvement in achieving good quality care. It also reported on problems identified in 

a review of the municipalities in Värmland County: need assessments were often missing in individual 

cases; the municipalities’ own home ground units were given priority instead of a clear focus on 

individual needs and evidence-based practices; treatment plans were missing in many cases; and it was not 

always clear if the interventions have been followed-up or not.  

 

 

As outlined, our goal was to analyze the extent to which service users receiving substance abuse treatment 

can influence the choice of intervention and the course of treatment in their own case, and to analyze 

factors impeding and promoting user involvement. The study included the service users’ and their 

professional care providers’ perspective on the process – as it happened.  

The study used a qualitative research approach to increase our knowledge of the decision process, 

the character of user involvement in practice, the context in which user involvement is facilitated or 

hindered, and the outcomes of such involvement. In-person qualitative interviews (and a handful 

telephone interviews requested by the interviewee, which were impossible to carry out face-to-face for 

practical reasons) were used as our primary research method since we wanted to capture the research 

participants’ views, experiences, interpretations and ways to facilitate user involvement. The service user 

interview was complemented with some structured interview forms, as explained below, in order to allow 

us to categorize the service users based on their characteristics and treatment outcomes.  

Hence, the design – as illustrated in Figure 1.1 – included two parties interviewed at two points in 

time in a prospective and longitudinal design. Pairs – or cases – of service users and service providers 

were interviewed, i.e., the service user and his or her respective service provider. Both parties were asked 

to describe and evaluate the same process of care. We interviewed the two parties individually and 
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separately and no information provided to the research team by one party was shared with the other party, 

as specified in the Ethics section.  

 

Figure 2.1. Study design. 

 

 

 

 

 

 

 

 

 

 

 

First, we sampled and recruited service users from four selected recruitment units. Secondly, after 

receiving informed consent from the service user, we also interviewed the service provider in charge of 

the treatment decision, the person most familiar with the service user, or the person that the service user 

found most suitable to be interviewed about his or her case. This implies that the service user was always 

interviewed first. Secondly, we decided, together with the service user, who to interview among the 

service providers in his or her case (someone who was well informed about the decision and the course of 

treatment and someone the service user felt comfortable with). The social services’ sample was drawn 

based on recent treatment decisions. The baseline interviews were booked as soon as possible to allow us 

to catch the process in real time. The procedure was somewhat altered for the health care system, as 

explained below.  

The interview procedure was repeated after three months (see further in section 2.4, three months 

follow-up) to provide us with information on experiences of and satisfaction with the chosen or agreed 

treatment intervention, as well as the treatment outcomes. We also wanted to examine whether the parties’ 

initial perception of the treatment-decision and the user involvement in the decision had changed during 

the continued process (cf. Fischer & Neale 2008). 

We planned for a sample size that would be manageable for a qualitative research approach, but 

large enough to allow categorizations and comparisons of organizational and individual-level factors. We 

aimed for 30 service users and boosted this number up to 36 interviewed at baseline in order to allow for 

some people to be lost to follow-up (if they would be unreachable, if they would decline further 

Service user A 
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A’s service provider 
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participation, etc.), as happens frequently in clinical follow-up studies in general and research on more 

socially unstable and troubled individuals in particular. Our goal was to interview a heterogeneous sample 

of service users covering various types of service interventions, addictions, demographics and social 

characteristics. This would provide us with a rich picture of user involvement in practice and allow for the 

exploration of important dividing lines regarding groups of service users and organizational factors. This 

goal was built into the recruitment processes, as described below, and checked along the way to ensure 

heterogeneity. The service user sample is thoroughly described in Chapter 3. 

In the social services, the responsible social worker attached to each interviewed service user was 

easy to identify. We also gained a good spread and included a large share of the staff from each unit. In 

the health care system it is the medical doctor who is in charge of the treatment of each service user. 

However, we wanted to grasp the perspectives of different professions, and it is often the nurses who have 

a more continuous day-to-day contact with each service user. Therefore, we asked the sampled service 

users who they thought knew the most about their problems and treatment and would be best suited for the 

interview. We thereby managed to cover different professions and perspectives. Since the service 

providers, in both systems, treat numerous service users, some of them were also chosen and interviewed 

about more than one sampled service user.  

In total, 23 individual service providers were interviewed in the study at baseline or follow-up. 

Twelve of them worked in social services and 11 in the health care system (three doctors and eight 

nurses). Twelve were social workers, eight were nurses/auxiliary psychiatric nurses, and three were 

medical doctors. Half of them (n=12) were interviewed about one service user, seven of them about two 

service users, and four members of the staff were interviewed about three service users depending on who 

the service user thought was best suitable to be interviewed about their case. Only four of them were male, 

which also reflects the gender distribution of staff in the treatment system.  

Table 2.1 reports some basic research participant characteristics and the number of interviews at 

baseline and at follow-up. The service users were the same at baseline and follow-up, with some of them 

lost to follow-up (indicated by the drop from 36 to 28 service users). In most cases, it was the same 

service provider that was interviewed about an individual service user at both data points. In some cases, 

different service providers attached to the service user were interviewed at baseline and follow-up: One 

male nurse was added at follow-up, which explains why the total number of service providers is 23 but 

only 22 took part in the baseline interview; two doctors were replaced by nurses at follow-up since the 

nurses were more familiar with the cases; two employees were no longer working at the recruitment units 

at follow-up and the service users had been assigned another service provider. In two cases with service 

users lost to follow-up, we still managed to receive information about the outcomes from the service 

providers in a follow-up interview since we had altered the consent form to also allow for contact with the 
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service provider in these cases (see Sections 2.9. Ethics and 2.8.3. Categorizations…). In sum, four 

service providers interviewed at baseline were not followed-up. 

 

Table 2.1. Individual research participants at baseline and at follow-up, numbers and some characteristics 

  Baseline  Follow-up  

  Service users Service 
providers 

Service users Service 
providers 

Characteristics  N=36 N=22 N=28 N=18 

Organization Social services 18 12 14 9 

 Health care 18 10 14 9 

Gender Female 13 19 10 15 

 Male 23 3 18 3 

Occupation Social Worker  12  9 

 Nurse/auxiliary psychiatric nurse  7  8 

 Doctor  3  1 

Staff interviewed 
regarding one or 
more service 
users a 

One  11  9 

Two  8  6 

Three service users  3  3 

a These numbers equals 30 at follow-up, which is explained two interviews carried out with service providers despite the loss of 
service user follow-up interview.  

 

To conclude, our study included 36 baseline interviews and 28 follow-up interviews with service users, 

and 22 baseline interviews with service providers and 18 follow-ups (a total of 23 individual service 

providers participated). Service providers were interviewed regarding all the followed-up service users. 

All in all, this gives us a very extensive data material consisting of 130 interviews, collected at 110 

interview events.  

 

 

Two units from each of the two studied organizations (social services and health care) were included to 

help facilitate confidentiality and allow for rich data and a broad enough recruitment base. Two units 

within the local level social services (one in the northern part of the county and one in the southern part) 

that hold the major substance abuse treatment responsibility (as explained above) were included in our 

study. Two outpatient units (north and south) of Dependence Centre Stockholm, which is the organization 

responsible for providing specialized substance abuse treatment within the regional health care system of 

Stockholm County, were also included. In sum, we had one social services unit from the northern side of 

Stockholm and one from the southern side (labeled Social Services North; Social Services South). 
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Likewise, we included one health care unit from the northern part and one from the southern part of the 

county (Health Care North; Health Care South).  

Stockholm is the Capital of Sweden with approximately 2.2 million inhabitants in Stockholm 

County, of which around 920 000 live in Stockholm city, which is the largest of the county’s 26 

municipalities. Stockholm County was the basis of our study, in part because the research team was 

located in Stockholm and in part because Stockholm has a highly developed treatment system for 

substance use problems – often at the forefront – and a great number of service users. It should be 

acknowledged the maturity and specialization of the Stockholm treatment system differs from some other 

parts of Sweden, and some of our results may be less applicable to less advanced systems (see Chapter 15 

of SOU 2011:35 for an overview of the characteristics of substance abuse treatment across Swedish 

municipalities and County Councils). Given that it is a qualitative study aiming at capturing and 

understanding processes of care in the substance abuse treatment system, the sampling strategy was to 

include units that were quite typical for each type of organization in order to acquire rich enough data to 

analyze. The research team has vast knowledge of the treatment system of Stockholm County from 

previous clinical and research experiences. This information was used in our discussions of suitable 

recruitment units. We avoided units with extreme catchment areas, such as very poor or rich areas, since 

we anticipated the sample would be too small and would not allow us to search for patterns across all 

these different types of units. Instead, we sought to include medium sized areas and units and to focus on 

the health care–social services comparison. We also sought to avoid units that we knew already took part 

in other research projects. 

One suitable social services unit – that we ourselves had considered for participation – self-reported 

when we at an initial stage presented the study at a conference for practitioners. The other units were 

contacted with a request to participate. As concerns the health care system, we first received consent to 

include Dependence Centre Stockholm from the head of the organization and discussed our preferred 

recruitment units with the heads of outpatient treatment before we approached each desired unit. One unit 

declined, due to a recent re-organization, but could be replaced with another suitable unit. Another unit 

had just finished a time-consuming research project and was reluctant to initiate another study. We 

discussed the work load in great detail and agreed to postpone fieldwork. This made the unit come around 

and decide to participate. During these discussions, we also contacted a third unit that did not reply until 

we received confirmation from our second unit, which wanted to postpone the fieldwork and thereby was 

included in our study. 

An information meeting with the staff at each unit was booked after the initial approval to take part 

or approval to receive further information. The research team visited the unit, described the study, 

collected some information on the units’ service users and administrative systems, and discussed how the 
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field work could be carried out smoothly without much interference with the daily treatment activities. All 

units accepted research participation after this meeting.  

 

The National Board of Health and Welfare (NBHW) works with open comparisons and performance 

assessments to encourage providers and managers of health care and social services in order to improve 

their performances. The comparisons are indicator-based and seek to capture different aspects of quality 

and accessibility that are of importance for each service area. As concerns substance abuse treatment, it is 

first and foremost different structural and process indicators that are reported to the NBHW by individual 

municipalities and dependence care units. Individual-level outcomes are unknown. The indicators can 

shed some light on the (official) prerequisites for user involvement, as the service providers are asked to 

report yes or no regarding whether or not there are routines in place for offering service users the 

opportunity to bring a supportive contact to the meetings, routines for the service users signing treatment 

plans, a service user revision that has taken place, etc. The indicators cannot provide us information on the 

extent to which individual service users are actually given the opportunity to bring a supportive contact or 

not, or the extent to which they experience high or low levels of user involvement (see more about the 

indicators in Socialstyrelsen 2016a). The newly released 2016 comparisons show quite poor results 

regarding user involvement in the municipal social services. Nationally, only 39 percent of the 

municipalities self-reported that service user organizations had the opportunity to influence the statutory 

cooperation agreement between single municipalities and the county councils. Moreover, only 34 percent 

had routines for making a treatment plan together with and signed by the service user, and between 10 and 

14 percent of the municipalities had routines for offering supportive contact, carried out a service user 

revision, or used the information in the revision to develop the services (see Socialstyrelsen 2016b). 

Our four recruitment sites can be characterized as follows according to the Open Comparisons of 

substance abuse and dependence treatment 2014 compiled by the National Board of Health and Welfare 

(2015). This compilation involved both health care and the social services. The characteristics are lumped 

together to avoid recognition of the individual units. The recruitment areas represent both middle sized to 

very largely populated areas (from 30 000-69 999 inhabitants to more 70 000-199 999 and more than 

200 000 inhabitants). We included both units that did and did not have an agreement between the 

municipal social services and the regional health care based dependence care regarding goals, distribution 

of resources and collaboration.  

As concerns the information on service user involvement within the social services, as documented 

for 2014 in the Open Comparisons, our sampled areas did not have routines for offering service users a 
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supportive contact during meetings (that involves both bringing significant others and other more 

professional contacts to help reshape the power balance). Both units reported that some service users 

signed a treatment plan, and both units undertook some kind of evaluation of outcomes and/or needs 

assessments of their client group (systematic evaluation/follow-up). One of the units appeared more 

ambitious based on this available information, but both reported using standardized assessment tools for 

the assessment of problems and needs for all service users (such as the Addiction Severity Index, 

AUDIT/DUDIT). Both reported that their website had information about how to appeal against care 

decisions, and that they gave both oral and written information about the individual right to appeal against 

such decisions. Furthermore, such information was provided with decisions. One of the administrations 

had a routine for documenting  the involvement of individual service users, while another reported that a 

service user driven revision of the substance abuse treatment had been carried out 2011-2013, and that the 

outcome had been used to develop the work. Still another reported that they had evaluated the needs of the 

service users in their area to warrant that offered interventions matched the needs. Finally, one 

administration offered outpatient care within municipal regime.  

Information for the two included units from the health care based dependence care refers to 2012 

and 2014. One of the units reported that they did not have written routines for offering service users a 

supportive contact at meetings but did have routines for how staff and service users jointly formulated the 

treatment plans. The plans are not signed. The unit had participated in a service user revision between 

December 2011-December 2013 and had used the information for development. It reported some kind of, 

however unencompassing, systematic follow-up of patient needs and outcomes. Finally, it reported having 

provided written information about patients’ right to receive a copy of their treatment records. Less 

information was available for the other unit. It was reported that it had not conducted any systematic 

evaluation of their patients’ needs and outcomes (Socialstyrelsen 2015c). 

 

Our overarching aims in the recruitment of service users (and accompanying service providers) were to 

include a heterogeneous sample as concerns the service users’ age, gender, social situation, substance use 

problems and history, and treatment history, as well as to represent the different types of services most 

often offered at each unit. We also sought for a somewhat representative distribution across types of 

interventions and therefore sampled within interventions if possible, i.e., quite few are sent to institutional 

care, which provides fewer cases with such a decision in recent times. The expectation was to also recruit 

service users with compulsory treatment (LVM) but the less than a handful of service users that had just 

been committed to compulsory care were either hard to reach, not possible to interview at the moment 

because they were in a very bad shape or not available because of their refusal. However, a few service 
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users were subject to a LVM investigation prior to the decision of intervention, which could possibly have 

influenced their current intervention and/or service user involvement. As concerns the overall situation of 

the service users, we hypothesized that there would be a difference between stronger and weaker groups as 

concerns their ties to society, magnitude of substance use and other problems, and previous history with 

the service systems.  

Further, we sought to use a sampling procedure, random if possible, that avoided bias and staff 

selecting service users that they thought had good involvement or asking service users if they thought 

would be difficult to be interviewed, etc. We did, for example, choose random procedures if possible, and 

we aimed at providing as much of the research information to the service users ourselves and only use 

research staff to access the service users. That is, we sought to avoid that the services providers’ attitudes 

towards the research project would influence the service users’ willingness to participate. These processes 

were adapted to the features and functioning of each unit, as explained in detail below.  

 

In most cases, baseline service user interviews were carried out in a room at the recruitment unit. On some 

occasions, service user interviews took place at the interviewees’ own homes, at other treatment facilities 

or at the research center, based upon the preferred choice of the service user. For practical reasons, follow 

up interviews were sometimes conducted by telephone, primarily with service providers but also with 

some service users, due to out of town residential care, etc. The handful of telephone interviews conducted 

were considered to function well, especially since the baseline interviews were conducted in person and 

personal contact already had been established. 

Research participants received a symbolic reimbursement as a token of our appreciation. Service 

users received a gift card worth 100 SEK7 that could be used at one of the biggest grocery stores in 

Sweden, and service providers received a Triss fortune (30 SEK). Practitioners and service users that 

participated in the pilot study, and service user organization representatives that helped us develop the 

interview guide, received the same compensation (gift card to service users and Triss Fortunes to service 

providers). 

 

The recruitment processes in each recruitment site, as well as the rationale for our choices, are here 

outlined in detail. As described, our goals were to include a heterogeneous sample of interviewees and to 

avoid staff bias in the recruitment process. We produced and distributed information sheets and short text 

                                                      

7 Due to tax considerations, this was later lowered to 99 SEK.  
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passages or templates of how treatment staff could inform potential research participants about the study, 

as well as information sheets (modelled by the consent form) that staff could hand out to service users.  

Starting with the Social Services South,8 the documentation system allowed us to extract a list of all 

treatment decisions made within the last two weeks when we started the fieldwork. The list included new 

decisions and the prolonging of ongoing interventions. The research team grouped the interventions into 

means-tested outpatient care, institutional and compulsory care, housing assistance/supported housing, and 

contact person. We sampled individual service users within the groups of decisions. We dropped a contact 

person decision since it involved just one person. Only five women had had treatment decisions during the 

two-week period and we decided to include all of them to get enough women. They had different types of 

interventions; outpatient care, supported housing, and institutional care included. There were 34 decisions 

for males. Some men had more than one decision if they, for example, had been granted both outpatient 

care and a housing intervention. We used a random procedure to select men in different intervention 

categories as well as one or two additional men (as fall-back) within each category in case some of our 

first choices would decline participation. In agreement with the distribution of interventions and number 

of decisions across interventions, we randomly chose men within the outpatient, supported housing, and 

institutional/compulsory care categories. We made some adjustments to ensure covering different social 

groups, substance use patterns, and age groups. Finally, we randomized the selected research participants 

into two groups to be contacted with a request to participate in the research project by one of the two 

interviewers. The interviewers thereby contacted the social workers of “their” research participants and 

asked them to hand out study information to the chosen service users together with a question if the 

interviewer could contact the service user to provide more information and ask for their informed consent 

to be take part in the study. We interviewed ten service users.  

A list of decisions was extracted also for the Social Services North. Decisions within the last two 

months were categorized by type of intervention and the clients sex . A total of 22 people were randomly 

chosen to represent the different types of interventions. Five men and three women declined participation. 

Two women were found to be in such a bad shape that it was not ethically justifiable to ask for their 

participation. One person died and three could not be contacted with a request to participate (one of these 

cases had also been closed by the social services). We thereby had to go back and choose more 

participants from an updated list of recent decisions. In total, we interviewed eight service users from the 

unit. The response rate is thereby quite low (36%) regarding those randomly chosen for participation in 

this unit. However, 50 percent of those actually approached with a request to participate took part in the 

study. 

                                                      

8 See section 2.5. Fieldwork periods… for the order of fieldwork across recruitment sites. 
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The procedures in the health care system were different since it was impossible to obtain extracts of 

recent treatment decisions from the computerized systems. A procedure of going through all the 

individual-level journals would be too time-consuming for the treatment staff and it would be unethical for 

the researchers to access all that information. At the first health care unit, Health Care South, we 

therefore chose to base the recruitment in the doctor’s appointments since it is the medical doctors that 

make all the treatment decisions. We chose one week when the interviewer could spend time at the unit. 

We went through all the scheduled doctor’s appointments together with a nurse to obtain information on 

which service users that were about to have a new treatment decision or change in their course of 

treatment. Two service users were thereby excluded from our recruitment base since they were not 

scheduled for any revisions. The interviewer thereby contacted the medical doctor(s) and asked them to 

ask these patients, when the visit was over, if the interviewer could have a chat with them after the 

appointment and thereby inform them about the study and ask for their informed consent to be 

interviewed. It turned out that women were more inclined than men to decline research participation. 

Three declined and several stayed away when an interview had been scheduled. We therefore had to 

repeat the procedure to obtain enough women. 

In order to get more variation in the sample and to ease the recruitment process, focus was steered 

away from the medical doctors in the recruitment of research participants at Health Care North. During 

selected days, all practitioners (doctors, nurses and auxiliary psychiatric nurses) with patient contact were 

asked to in order of appearance ask the first woman (no matter type of substance use problem), the first 

man with alcohol problems and the first man with drug problems they met that day (scheduled 

appointments or daily/weekly visits to collect medicine in the mornings) if they were interested in 

participating in a study. If interested, they were brought to a separate room where the researchers were 

present and could inform the patients of the study and book an appointment for an interview. Fourteen 

persons were asked by treatment staff if they were interested, of which four (all men) declined. Of the ten 

patients who talked to the researchers, all of them were interviewed. All practitioners brought one or more 

patients to the researchers, why they were all also interviewed for the study. This indicates that there was 

no bias among the practitioners.  

Social services and the health care system work differently and have different administrative 

procedures. This explains the different recruitment strategies used. It was easier to apply a random 

procedure to the social services compared to the health care system, which means that we could – 

theoretically – determine all who received a treatment decision by the social services. As concerns the 

health care system, we had to rely on those actually coming to the unit more or less regularly. These 

differences in recruitment strategies might have resulted in a more marginalized research group in the 

social services (those not regularly attending their scheduled meetings were also included, such as those in 
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inpatient care) as opposed to the research group interviewed in the health care. However, the sample 

recruited (at least in Health Care North) were in need of their weekly medication and therefore came to 

regular outpatient sessions. 

To conclude, the recruitment procedures differed in different units due to varying routines in each 

unit and based upon our previous experiences and accumulated sample of interviewees. To approach 

service users on site, as was done in the last unit Health Care North, was considered a well-functioning 

procedure, since it minimized the staff involvement in the recruiting process and simplified direct contact 

between service user and researcher. This, in turn, lowered the number of service users declining 

participation in the study. 

 

 

We here outline follow-up rates, reasons for drop-out from the study, and the procedures involved in the 

follow-up study. Originally, the study design of the research grant application included both a quantitative 

and qualitative part. The qualitative part was supposed to guide a quantitative survey accompanied by a 

structured follow-up. Due to high dropout rates often attached to follow-ups of problem substance users, 

as mentioned by the research grant application reviewers, the research council decided to fund only the 

qualitative part – i.e., the study conducted and reported in the present report. Therefore, our qualitative 

findings cannot provide a statement regarding how often service user involvement provides better 

outcomes. However, our exploration of the potential association between user involvement, satisfaction, 

and outcomes can provide some tentative hypotheses regarding such associations that need to be further 

addressed in future studies. 

There is no consensus regarding how and at what point in time to measure treatment outcomes. 

Generally, the drug treatment field has been even more scattered than the alcohol treatment field in this 

respect (Ellingstad et al. 2002). The average follow-up length in 700 alcohol treatment studies between 

1970 and 1998 was 13 months (Swearingen et al. 2003). Overall, the length of follow-up has varied 

significantly across studies, which is visualized in tables of reviewed studies in a comprehensive meta-

analysis of alcohol and drug treatment by the Swedish Agency for Health Technology Assessment and 

Assessment of Social Services (Statens beredning för medicinsk och social utvärdering, SBU, in Swedish) 

(SBU 2001). In addition to such clinical outcome studies, we can add long-term follow-ups that usually 

have a much longer perspective in studying the course of addiction, sometimes over several decades 

(ibid.).  

We used a three month follow-up window. This time-window is quite often used in outcome 

research, and it was feasible given the resources available. We judged this time period to be short enough 
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to not lose too many service users – as pointed out by the reviewers – and to fit within the time frame of 

the study. However, three months may be a short period of time in terms of the possibility to facilitate 

major life changes in the lives of our service users. Babor and colleagues (1994) argued that outcome 

results are unstable and different outcomes vary over time. For example, McLellan showed that service 

users often return to drinking at some time in the year following treatment. In addition, as stated by Babor 

and colleagues (1994) treatment may have both short-term and long-term goals. The first may refer to 

detoxification, elimination of heavy drinking and the resolution of some acute medical, psychological and 

social problems. The latter goals may involve long-term maintenance of treatment gains and further 

recovery. A lengthy follow-up period may have difficulties demonstrating clear treatment effects, since 

extra-treatment or common factors become even more prominent than during treatment. Consequently, 

one follow-up may not be enough (Babor et al. 1994). Unfortunately, several follow-ups and a lengthy 

follow-up period was not possible within our study. In searching for a composite outcome measure, 

Zweben and Cisler (2003) explored the stability of change and whether long-term assessments portrayed 

outcomes different from short-term follow-ups. They found significant movements in and out of problem 

use at any three-month follow-up interval. For example, less than one third (30%) of the studied service 

users sustained their status as either abstinent or moderate drinker over a one-year period, whilst the 

majority (70%) had reached heavy or problem drinking at least once during the studied 12 month period. 

Roughly one third sustained remission over the entire period, one third remained stably non-remitted, and 

one third moved back and forth between these statuses. This implies that a sizable proportion of service 

users, despite showing a reduction relative to baseline assessment, continue to have a recurrence of 

problems at all or certain points over a one year follow-up. The data suggested that longer periods of 

assessments are likely to provide poorer outcomes since only a minority sustain lasting remission. Many 

service users may do good for a brief period of time (such as three months), but may not keep the 

improvement over time. As already suggested by Babor and colleagues (1994), Zweben and Cisler also 

point to the importance of assessing outcomes at various time intervals when drawing conclusions about 

the success or failure of treatment. Similarly, Ellingstad and colleagues (2002) concluded that drug use 

relapse is very common within the first three to six months following treatment. There may in fact be 

fewer long-term follow-ups regarding drug use as compared to alcohol use. 

All participants in our study had to agree to the follow-up before taking part. No interviewee 

declined participation in the baseline interview due to this requirement. Therefore, contact details were 

attained at the end of the baseline interview. We collected a name, current address, phone numbers, e-mail 

addresses, service providers and (significant) others that usually knew about the participants’ 

whereabouts. Three months after the baseline interview, each of the participating service users were 

contacted by the interviewer by means of the contact information provided. If necessary, these contacts 
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attempts were made repeatedly over several weeks, primarily over the phone. In general, the service users 

knew the phone number and the caller that had previously interviewed him or her. If no one answered, we 

also tried to phone from different phone numbers in case the interviewees did not want to answer a certain 

number. The service users had given their informed consent for us to contact and talk to their named 

service provider, and these were also used to discover where the research participant was, how he or she 

could be contacted, or to send a message to the research participant.  

The average (median) time between baseline and follow-up was 110 days for service users and 105 

days for service providers, i.e., 16 weeks or 3.7 months for service users and 15 weeks or 3.5 months for 

service providers. Some interviews were somewhat delayed if the service user was in a bad shape when 

first contacted for the follow-up. The mean number of days were therefore somewhat higher: 124 days 

(service users) and 113 days (service providers).  

 

Twenty-eight of the 36 recruited service users took part in the follow-up. As concerns reasons for drop-out 

from the follow-up study9, four out of our 36 service users could not be reached over the phone when we 

tried to contact them after three months. They thereby received a letter asking them to contact us and offer 

to be interviewed over the phone instead of in person if that would suit them better. These four people did 

not reply. Out of the remaining 32, two service users did not show up at scheduled interview sessions. 

After three such attempts, no more contacts were made with these two; one person was scheduled for an 

interview but did not attend and did not answer the phone or e-mails after that; one person had deceased at 

the time of follow-up. 

Tables 2.2 and 2.3 explore whether those eight service users who did not participate in the three 

month follow-up differ from those that did take part in the second interview. The comparison looks at sex, 

age, social characteristics, type of baseline treatment, treatment coercion, drug type and substance use 

problem severity, as well as degree of service user involvement. See Section 2.8.4. Statistical analyses for 

information on how to interpret row and column percentages. 

 

  

                                                      

9 We only report on those lost prior to the follow-up. Thanks to the follow-up interview procedure using semi-

structured interview guides (see Section 2.6.1. Interview guides), we do not consider internal missing information to 

be a problem in our study. Questions that were not answered at the first interview or needed elaboration could be 

posed in the second interview. Also, since in some cases two different service providers were interviewed about the 

same service user (e.g. the doctor at the first interview and the nurse at the second, or different social workers due to 

change of staff), different views could be obtained on the same process. 
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Table 2.2. Demographics, social characteristics, previous treatment, substance use problems, by participation in 
follow-up or not (numbers and both row and column percentages) 

 Follow-up interview with service user 

 No  Yes  Total  

 N=8 (row%; 
22%) 

(column 
%) 

N=28 (78%) (column 
%) 

36 (row %; 100) (column 
%) 

Sex        

Men 5 (22%) (63%) 18 (78%) (64%) 23 (100%) (64%) 

Women 3 (23%) (37%) 10 (77%) (36%) 13 (100%) (36%) 

Age        

22-30 years 2 (29%) (25%) 5 (71%) (18%) 7 (100%) (19%) 

31-50 years 1 (7%) (13%) 14 (93%) (50%) 15 (100%) (42%) 

51-63 years 5 (36%) (63%) 9 (64%) (32%) 14 (100%) (39%) 

Organization        

Soc 4 (22%) (50%) 14 (78%) (50%) 18 (100%) (50%) 

HCS 4 (22%) (50%) 14 (78%) (50%) 18 (100%) (50%) 

Social situation       

Integrated 6 (40%) (75%) 9 (60%) (32%) 15 (100%) (42%) 

In between 1 (9%) (13%) 10 (91%) (36%) 11 (100%) (31%) 

Marginalized 1 (10%) (13%) 9 (90%) (32%) 10 (100%) (28%) 

Type of intervention       

Housing 2 (22%) (25%) 7 (78%) (25%) 9 (100%) (25%) 

Outpatient 6 (26%) (75%) 17 (74%) (61%) 23 (100%) (64%) 

Inpatient/residential 0 (0%) (0%) 4 (100%) (14%) 4 (100%) (11%) 

Previous treatment experiences       

None 1 (25%) (13%) 3 (75%) (11%) 4 (100%) (11%) 

A little 2 (17%) (25%) 10 (83%) (36%) 12 (100%) (33%) 

A lot 5 (25%) (63%) 15 (75%) (54%) 20 (100%) (56%) 

Main drug of choice       

Alcohol only 5 (24%) (63%) 16 (76%) (57%) 21 (100%) (58%) 

Drugs only 2 (29%) (25%) 5 (71%) (18%) 7 (100%) (19%) 

Both 1 (13%) (13%) 7 (88%) (25%) 8 (100%) (22%) 

Severity of substance use at the 
time of interview 

      

Low/sober 6 (20%) (75%) 24 (80%) (86%) 30 (100%) (83%) 

Sporadic use 1 (20%) (13%) 4 (80%) (14%) 5 (100%) (14%) 

Heavy use 1 (100%) (13%) 0 (0%) (0%) 1 (100%) (3%) 

Severity of substance use, 
previously 

      

Sporadic use 1 (14%) (13%) 6 (86%) (21%) 7 (100%) (19%) 

Heavy use 7 (24%) (88%) 22 (76%) (79%) 29 (100%) (81%) 

Audit score (categorized)       

Not hazardous user (>8 points) 0 (0%) (0%) 5 (100%) (18%) 5 (100%) (14%) 

Hazardous user (8-15) 3 (25%) (43%) 9 (75%) (32%) 12 (100%) (34%) 

Problem user (16+) 4 (22%) (57%) 14 (78%) (50%) 18 (100%) (51%) 

 

Table 2.2 reveals that a majority, approximately four fifths (78%) of the service users participated in the 

follow-up interview. The response-rate increases to 80 percent if we exclude the person who had deceased 
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at the time of follow-up from the calculation. The table does not indicate any big differences between 

those followed-up and those lost. However, the cross tabulations indicate that those lost to follow-up, 

more often than those included in the 3-month interview, belonged to the oldest or youngest age category 

and had a more stable social situation (integrated). All non-problematic, or non-hazardous users according 

to AUDIT or DUDIT were followed up, compared to 75-78% of those with more problematic substance 

use. 

 

Table 2.3. Coercion in treatment entry and user involvement, by participation in follow-up or not (numbers and both 
row and column percentages) 

 Follow-up interview with service user 

 No  Yes  Total  

 N=8 (row%; 22) (column 
%) 

N=28 (78%) (column 
%) 

36 (row %; 100) (column 
%) 

Degree of coercion       

Voluntary contact 3 (27%) (38%) 8 (72%) (29%) 11 (100%) (31%) 

Informal pressures 2 (67%) (25%) 1 (33%) (4%) 3 (100%) (8%) 

Formal pressures 3 (14%) (38%) 19 (86%) (68%) 22 (100%) (61%) 

Service user involvement – self-
perceived involvement (based on 
interview accounts) 

      

Dissatisfied 3 (38%) (38%) 5 (63%) (18%) 8 (100%) (22%) 

Neither-nor 2 (22%) (25%) 7 (78%) (25%) 9 (100%) (25%) 

Satisfied 3 (16%) (38%) 16 (84%) (57%) 19 (100%) (53%) 

Service user involvement – 
interviewers’ assessment (based 
on all available information) 

      

Dissatisfied/low involvement 3 (75%) (38%) 1 (25%) (4%) 1 (100%) (11%) 

Neither-nor 0 (0%) (0%) 13 (100%) (46%) 13 (100%) (36%) 

Satisfied/high involvement 5 (26%) (63%) 14 (78%) (50%) 19 (100%) (53%) 

 

Table 2.3 indicates that those lost to follow-up had more often experienced informal pressures to enter 

treatment, whereas formal pressures to be in treatment were more often presented among those followed-

up. The service users who were satisfied with their service user involvement (own accounts), or put 

themselves in the middle of the scale, were more likely to participate in the follow-up interview, compared 

to those dissatisfied with their user involvement. Based on the interviewers’ rating of service user 

involvement, those with low user involvement were more often found among those lost to follow-up, 

whereas all of the “in-between” were followed-up in the three-month interview. This implies that our 

sample of followed-up service users is somewhat biased as concerns their level of user involvement – 

those followed-up had more user involvement and were more satisfied with that. A tentative explanation 

for this is that the more satisfied service users tend to comply more with both treatment and research than 
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the less satisfied, who, on the other hand, could want to express their distrust and dissatisfaction. It is also 

possible that those in a more chaotic and problematic life situation place less priority on participating in a 

study. 

 

 

Overall, the fieldwork and interviewing of service users took place between 11 October 2013 and 12 June 

2014 (baseline interviews) and 21 January 2014-25 February 2015 (follow-up interviews). Staff interviews 

were conducted in conjunction with service user interviews. Table 2.4 also shows periods of fieldwork in 

each recruitment site.  

 

Table 2.4. Fieldwork periods (dates) 

 First interview Last interview 

Service users interviews, dates   

Baseline October 2013 June 2014 

Follow-up January 2014 February 2015 

Service providers interviews, dates   

Baseline October 2013 June 2014 

Follow-up January 2014 November 2014 

Fieldwork period by recruitment unit   

Social services south  October 2013 November 2013 

Social services north  March 2014 June 2014 

Health care south December 2013 February 2014 

Health care north  May 2014 February 2015 

 

Service user baseline interviews lasted between 28 and 89 minutes with an average of 53 minutes (Table 

2.5). Service provider interviews were somewhat shorter (average of 47 minutes). Follow-up interviews 

with service users averaged 43 minutes. Staff follow-ups were somewhat longer than service user follow-

up interviews, which corresponds to the fact that several service providers were interviewed about more 

than one service user (see Section 2.2. Research design and participants). 

 

Table 2.5. Length of interviews (minutes) 

 Min-max Mean Median Standard deviation 

Service users interviews, minutes     

Baseline 28-89 53 50 15.6 

Follow-up 19-69 43 40 13.3 

Service providers interviews, minutes     

Baseline 21-78 47 47 16.0 

Follow-up 13-76 46 44 18.2 
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All four recruitment units received a cake and a card expressing our gratitude for their participation in the 

fall of 2014 when the fieldwork was coming to an end. 

 

 

The research team participated in various events related to service user involvement and met with relevant 

researchers and practitioners in the preparation phase. One example is the participation in a seminar on 27 

January 2013 where a Service user council (Brukarrådet för beroendefrågor i Stockholms län in Swedish) 

presented a service user revision of health care based dependence care in Stockholm (Service user council 

for dependence issues in Stockholm County 2012). Another example is the participation in, as well as 

presentation of, our study at the annual symposium of the Swedish Association for Social Work Research 

(FORSA) on 14-15 March 2014 focusing on “Service user involvement in research and practice”. We also 

invited two experienced researchers to give a seminar at SoRAD on 29 August 2013 and participate in our 

discussions on our sampling strategy and preparation of interview guide. These are PhD Arne Kristiansen, 

Lund University, with vast experience in service user involvement in social work, and PhD Birgitte 

Thylstrup, Centre for Alcohol and Drug Research at Aarhus University, who, among other things, has 

conducted a study on the relationship between service user involvement and outcomes among substance 

users in treatment (Thylstrup 2011). Additional practitioners and service user representatives were also 

involved in the testing of our interview guide and battery, as described under the Pilot section below. 

 

The qualitative interviews were semi-structured to ensure the coverage of the same topics across 

interviewers and research participants but also allow each interview to divert into aspects important to the 

interviewees (cf. Galletta 2012). Hence, new ideas could be brought up during the interview and the order 

of questions could differ depending on which aspects the interviewee wished to stress at any point in time. 

The interview guide was therefore thought of as a checklist of themes to be covered. The entire interview 

guides are presented in Swedish in Appendixes and summaries and the themes covered are listed in 

English (see Appendix A-D). 

We created a draft interview guide for the service user interview based on our theoretical 

background, research questions, and results from the service user revision (Service User Council for 

Dependency in Stockholm County, 2012). We also drew upon a questionnaire regarding service user 

satisfaction for patients within dependence care as presented on the Dependence Center Stockholm 
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website (which was available online at that time). In summary, we aimed at the service users and the 

service providers describing and evaluating the same process. First, we wanted to explore if the research 

participants knew the word “user involvement” (“brukarinflytande” in Swedish), which connotations they 

attached to the concept and the perceived importance of, and visions regarding, user involvement in 

practice. Before that, we collected information on the service user’s background and current situation 

regarding substance use and other social and health-related issues. We thereby moved to charting the 

treatment decision, the processes involved in the current intervention, and most importantly the user 

involvement in that process. We sought to disentangle factors of importance for facilitating or hindering 

user involvement and (un)conscious strategies among service users and service providers regarding user 

involvement. We wanted to know the extent to which (certain groups of) service users have a firm view 

regarding what kind of help they want and need, and how such wishes are formed in the interplay between 

service user and service provider. The interviews, and the analyses, were organized to clarify which 

structural, organizational, social, relational, and individual-level factors that promote and obstruct user 

involvement, in general and in certain cases.  

We thereafter contacted the service user organization that had conducted the recent service user 

revision (Service User Council for Dependency in Stockholm County 2012), sent them our draft interview 

form and asked for a meeting to discuss our interview guide. We met with them in September 2013. We 

asked for advice on what we should focus on and think about in our study: in the sampling of units; 

whether substance users know what service user involvement is; and what kind of information service 

users want from care providers. In addition, we discussed the appropriateness of using the structured 

forms AUDIT, DUDIT, ORS and CSQ (see below), how to recruit service users/interviewees, and 

appropriate reimbursement for interview participation. The interview procedure and use of various 

standardized instruments were also discussed with another representative from a service user organization 

who was in charge of a supported housing facility. Interestingly, we also contacted a large administration 

within the municipal social services with their own service user council concerning a request to include 

the service user council in our discussion. We were told by the officials that the service user council was 

undergoing some changes and had some other duties. Therefore, “we [staff rather than the user council] 

must decline your request and cannot be helpful in this case”, which, per se, is interesting from a service 

user perspective.  

A corresponding interview guide for the staff interviews was developed and the two baseline 

interview guides were tested in a pilot study (see below). The follow-up interview guides were developed 

by repeating the baseline themes and by tracking the process since the baseline interview. The interviewer 

listened to the baseline interview prior to conducting the follow-up interview in order to identify missing 
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information or themes worth further exploration. The interview guide was thereby somewhat modified by 

the research team in the initial course of follow-up interviewing. 

The interview guides are presented in full in Swedish with the themes translated into English (see 

Appendix). 

 

Based on our previous experiences, we knew that it is often difficult to categorize participants into groups 

based on their narratives and experiences. This is particularly true for how to categorize their level of 

substance use and problems, which also makes it problematic to judge outcomes after three months, i.e., 

how to distinguish between participants’ way of sharing their experiences in the interviews and how to 

distinguish between how they present themselves at one point compared to another. We therefore decided 

to complement our qualitative interview with some well-known, validated, and widely used structured 

forms for the purpose of categorizing our service users based on their substance use, their satisfaction with 

the care they received and the outcomes.  

The forms used in the study are outlined below and included as appendixes in the report (see 

Appendix E-G). The forms were used at the end of the baseline interview and repeated at the end of the 

follow-up interview to allow for the categorization of service users at baseline as well as the calculation of 

change between the two interviews. As mentioned above, we asked representatives of service user 

organizations for advice regarding the inclusion of these forms. They believed the forms were feasible to 

include in our study. The scoring on these structured forms is presented in Chapter 4. 

AUDIT and DUDIT: Alcohol and Drug Use Identification Test 

The section also uses a widely used structured and close-ended test, developed by the World Health 

Organization (WHO), that seeks to identify persons with recent/current hazardous and harmful patterns of 

alcohol consumption. The Alcohol Use Disorder Identification Test (AUDIT), developed in the 1980s, has 

been studied extensively and has been found to provide an accurate measure of risk consumption across 

gender, age and, culture (Babor et al. 2001, Reinert & Allen 2002). More recently, a corresponding 

screening tool for drug problems has also been developed. Like Audit, The Drug Use Disorder 

Identification Test (DUDIT) has been found to be psychometrically sound (Berman et al. 2005, Durbeej et 

al. 2010, Voluese et al. 2012). 

In short, these forms cover (hazardous) consumption (questions 1-3, referring to AUDIT 

numbering), dependence symptoms (questions 4-6), and harmful use (questions 7-10). More specifically, 

the questions measure frequency of drinking (1), typical quantity (2), frequency of heavy drinking (3), 

impaired control over drinking (4), increased salience of drinking (5), morning drinking (6), guilt after 
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drinking (7), blackouts (8), alcohol-related injuries (9), other concerned about drinking (10) (see more in 

Babor et al. 2001).  

Each response to the AUDIT questions can be translated into a value ranging from 0 to 4 and a total 

score can be computed and interpreted for each study participant. A total score of 8 or more has been 

recommended as an indicator of hazardous use and harmful alcohol use, and higher scores reflect greater 

severity of problems and dependence, as well as a greater need for treatment. AUDIT scores in the range 

of 8-15 may represent a medium level of alcohol problems, whereas scores of 16 and above may present a 

high level of alcohol problems (Babor et al. 2001). These scores were computed for our studied service 

users and the same cut-off levels were used also for DUDIT. Since we had a low number of respondents, 

we did not want to lose anyone due to internal missing values when calculating scores. There were only a 

few such missing values, and we chose to use imputation to replace missing data with substituted values. 

We applied the last observation as a carried forward method. This technique uses the value immediately 

prior to a missing value to impute the missing cell – e.g., if a service user did not answer question three in 

the AUDIT, his or her response to question two was used as a substitute for the missing value on question 

three. 

Service users were asked which substance they considered as their primary problem. Service users 

who expressed that they primarily had problems with alcohol filled out AUDIT and those considering 

themselves as primarily having drug problems accordingly filled out DUDIT. According to the manuals, 

the first three questions of AUDIT and the first four questions of DUDIT refer to current consumption, 

which means that participants scored zero if they were abstinent at the time of interview. The following 

questions refer to the last 12 months and the last two questions cover a longer period of time. 

CSQ: Client Satisfaction Questionnaire 

The Client Satisfaction Questionnaire is a consumer satisfaction scale developed over several decades at 

the University of California, San Francisco (UCSF). We used the Swedish version10 of CSQ-8 with eight 

questions and with the basic purpose of receiving a sensitive and reasonably comprehensive measure of 

consumer satisfaction with health and human services, in our case the baseline service received (Attkisson 

& Greenfield 1996, 1999, 2004). Initially, items of CSQ-8 were developed to assess theoretically relevant 

dimensions of satisfaction (such as physical surroundings, procedures, staff, quality of service, 

amount/length/quantity of service, outcome, and general satisfaction). Items were thereafter empirically 

tested and refined to achieve better psychometric properties. The scale has highly desirable psychometric 

properties, including high levels of internal consistency and excellent consumer acceptability. The primary 

                                                      

10 As received by Clifford Attkisson at Tamalpais Matrix Systems, LLC, when we applied for permission to use the 

questionnaire. 
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use of the CSQ scales is to assess the aggregate satisfaction of groups of service users, but it can also be 

used as an individual-level outcome measure (see Attkisson & Greenfield 1996).  

The CSQ is a self-report questionnaire with a four-level rating scale, meaning that answers to each 

of the eight close-ended questions correspond to a value from 0 to 4. All items are positively worded, but 

the directionality of response options span the spectrum from very negative to very positive to minimize 

stereotypic response sets. Hence, CSQ-8 addresses several elements that contribute to satisfaction and 

reports a single score measuring and a single dimension of overall satisfaction. In our study, scores were 

computed (raw scale totals summed across all items), ranging from 0 to 32, with higher values indicating 

higher satisfaction. Norms (means and standard deviations) are available from a series of studies involving 

about 8,000 clients (Attkisson 2012, Attkisson & Greenfield 2004). Some of these are reprinted in 

Attkisson and Greenfield (2004) and show average scores between 26.35 and 27.08 across six studies 

within US mental health, family services and drinking driver programs. 

In our report, we present mean values as well as categories of more and less satisfied service users 

by dividing the empirical distribution into low satisfaction (10-23 points), medium satisfaction (24-29 

points), and high satisfaction (30-32 points), with roughly one third of the participants in each category. At 

baseline, service users were asked to think about the care they received at the recruitment unit when filling 

the form out, i.e., the social services or the health care unit. This was repeated at follow-up. 

The CSQ is copyright protected. We received a written permission (License Agreement 

#TMS1400595) for using the CSQ-8 Swedish language version in the current study from Tamalpais 

Matrix Systems, LLC11, California, USA. 

ORS: The Outcome Rating Scale 

This four-item self-report instrument was developed out of the Outcome Questionnaire-45 (OQ-45), which 

is a widely used and well-validated measure (Lambert et al. 1996). It was designed to assess change in 

three areas of client functioning, areas important for treatment progress. The three areas are individual 

functioning, interpersonal relationships (family and other significant others), and social role performance 

such as work adjustment and friends. Finally, the ORS measures overall quality of life. Miller and 

colleagues (2003) have found ORS to have adequate reliability and validity (Miller et al. 2003, 2005; see 

more in Miller 2012).  

ORS, copyrighted by Scott D. Miller and Barry L. Duncan, International Center for Clinical 

Excellence12, measures the wellbeing of the service user over the prior week, including the day of 

administration. The participant is asked to place a hash mark (or “x”) on four different lines, each 

                                                      

11 The worldwide distributor of CSQ (see http://www.csqscales.com/, last retrieved 18 January 2016) 
12 See www.scottdmiller.com and https://www.centerforclinicalexcellence.com/, last retrieved 18 January 2016. 

http://www.scottdmiller.com/
https://www.centerforclinicalexcellence.com/
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representing the functioning and well-being of one of the four areas measured (e.g., individual, 

interpersonal, social, and overall wellbeing). The lines or scales range from the left (indicating lower 

levels of satisfaction) to the right (higher level of satisfaction). The scale is ten centimeters long and can 

be measured from 1,00-10,00 by means of a ruler. 

Our team members already had licenses for using ORS from another study13 evaluating ORS and 

SRS (Session Rating Scale) in Sweden. For the purpose of our study, we added a fifth scale, asking the 

service users to rate their alcohol and drug use according to scope, problems, and dependence. Hence, this 

part has not been validated and was only used for the purpose of trying to sort out substance use outcomes 

in the current study. 

 

To test the interview guides, pilot interviews were conducted in August-September 2013 with three 

service users and three service providers.  

The service provider pilot interviews were conducted with one nurse previously employed in the 

regional healthcare system and two social workers working in different social services units. The first two 

pilot interviews (one for the health care system and one for the social services) were recorded, listened to 

and discussed by all team members. The interview guide was thereby somewhat revised (e.g. 

thematization of topics, some questions were added, reformulated or removed). The revised version of the 

interview guide was used in a subsequent pilot interview, which was also recorded and listened to by all 

research team members. Some final revisions of the interview guide were made thereafter.  

The service user pilot interviewees were recruited via the service user council (1 person) and from a 

supported housing center (2 persons). The first interview was recorded and listened to by all team 

members. The revisions that followed the discussion among the research team consisted of a thematization 

of topics, an attempt to include a timeline as concerns the order of decisions and interventions, and 

combining the assessment/decision and intervention process due to the fact that these, in practice, often 

overlap. Another two pilot interviews were thereafter conducted and listened to by all team members, 

which led to further revisions, resulting in the final version of the interview guide. Pilot interviewees 

received the same reimbursement as the actual research participants. 

As concerns the (continued) interview quality, the research team repeatedly chose two or three 

interviews conducted by the two interviewers and listened to these, discussed interview techniques (how 

to avoid conductive questions, etc.) and the performance of the interview guide, as well as sought to 

                                                      

13 “Putting the client in the driver’s seat” – a controlled study of a procedure for enhancing the outcome of common 

treatment methods for alcohol problems; PI Jan Blomqvist. 
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ensure good quality interviews and comparability across interviewers. For example, in the initial phase of 

the fieldwork, we listened to and discussed five service user interviews and two service provider 

interviews in October 2013. We listened to and reviewed another two interviews (one service user and one 

staff interview) in November 2013. In February 2014, we listened to two service provider interviews from 

the health care system to further ensure that the guide covered important aspects within that part of the 

treatment system. A repeated topic during these discussions was how to dig deep into “service user 

involvement” rather than just charting the sequence of events – i.e. why things happened and not only 

what happened. This procedure helped increase reliability as well as interview quality. 

 

 

All interviews (but one, due to technical problems) were voice recorded digitally. We developed a 

procedure for transferring the audio files into textual data for analysis that suited our purposes. The 

interviews were not transcribed verbatim, which would require an extensive workload due to the large 

number of interviews conducted. Instead, we created summary reports of each interview. For example, we 

refrained from writing down stories that were off-topic for our research purposes, e.g., detailed 

descriptions of the service users’ background. Such passages could be narrowed down to a sentence such 

as: “A problematic childhood with early foster care and substance abuse in the family”. We were much 

more detailed and remained close to the wording of the interviewees as concerns their stories regarding 

service user involvement. Important or extra portraying sections that well explained an event or opinion 

related to our research questions were transcribed verbatim and marked as quotes. This procedure was 

faster to carry out than verbatim transcription. It helped us save time by limiting the time required for 

transcription, by limiting the amount of text to be read and analyzed, and by initiating the analysis phase 

already at the time of transforming audio files into textual data.  

This procedure can be compared to the procedure used by Orford and colleagues (2005, 2006). 

Further, it has similarities to the procedure used by Skogens and von Greiff in their analyses of 40 service 

user interviews, lasting for about 30 minutes, on successful change following substance abuse treatment. 

The two researchers individually wrote a report within 48 hours for each interview of about 1000 words. 

First, both researchers/interviewers wrote these reports and subsequently compared these to validate both 

the content and form. After the validation procedure was finished, one researcher conducted the interview 

while the other listened to the audio recording and wrote the report. The interviewer finally checked the 

report for accuracy (see Skogens & von Greiff 2014). Their procedure was, in turn, inspired by the UK 

Alcohol Treatment Trial (UKATT) (Orford et al. 2005, 2006), which involved a large number of research 

participants (52 therapists and 742 service users at baseline, plus follow-ups) and open-ended interviews 



 

67 

guided by a brief interview guide. The interviews led to 400-800-word post-interview reports used for the 

analysis, as explained by the researchers: 

 

During an interview the interviewer took detailed notes of every point made by the interviewee, 

including recording verbatim when particular words or phrases were used that were particular to 

the interviewee or which expressed an explanation for change particularly well. As soon as 

possible after the interview (within 24 hours if possible) the interviewer dictated or 

wordprocessed a report which then constituted textual data for analysis. Most post-interview 

reports were 400–800 words in length. We used that method for both epistemological and 

practical reasons. The aim is to understand what is said rather than how it is said (unlike, for 

example, in discourse or conversational analysis), and a clear report by the interviewer (akin to 

field notes in other kinds of social science research) is more appropriate and useful than a lengthy 

and undigested transcript. Practically, it is a more economical method for handling more than a 

small number of interviews. Although detailed note-taking is demanding of the interviewer, our 

experience is that it is feasible, acceptable to both interviewer and interviewee and effective (more 

details of the method and its rationale can be found in Orford et al. 2005). Interviews were audio-

tape-recorded, for the purpose only of allowing the trial coordinator to audit independently the 

accuracy of the content of the reports and to ensure consistency of data collection. (Source: 

Orford et al. 2006: 62) 

 

To ensure the validity and reliability of our process, we used procedures similar to the ones described 

above. Three project members (the two interviewers and the project manager) individually and without 

discussing with each other listened to the same service user interview and corresponding service provider 

interview and wrote individual summary reports for these two interviews. The reports were written into a 

template with the following main headings that reflected our research questions: service user’s 

background, user involvement in general, personal experiences of user involvement in current and 

previous treatment, the role of relationship, the future, and other (in case other interesting aspects were 

brought up). Hence, a thematization or structuring of the interview accounts had already occurred at the 

time of transferring audio into text. These sections were filled with the participants’ own words, without 

the interpretations of the summarizer, and (heavily) summarized and shortened. It reports what had 

happened, how processes were described, and how the interviewee perceived events, concepts, and 

processes. Little attention was spent on how it was said. Sentences or sections that reflected certain aspects 

of interest well were spelled out verbatim with quotation marks and a note of where [minutes:seconds] in 

the interview it was said, as this allowed us to easily retrieve the source.  

In the last section of the template, the author of the summary report started the analysis by writing 

analytic memos and adding her own interpretations and reflections based on the individual interview as 

well as the interview/case, as compared to other cases and interviews in the empirical data material. It 

could be emerging issues, thoughts on a particular concept, or her own images of the interviewee and 

his/her situation. She also summarized the core message of the interview.  
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The content, style, length of the summary reports and duration of time required were thereafter 

discussed and compared. The three summary reports of the service provider interview were very similar 

across the researchers, whereas the service user reports differed in style and level of detail. Therefore, a 

fourth project member who had not listened to the interview read the three service user summaries and 

another round of discussions took place about which standard to use: that is, what could be comprehended 

from each report, what was suitable to include for the planned analyses, and how detailed and inclusive 

should the summary reports be.  

The summarizers made some general rules about the summarizing process and selected yet another 

service user interview that they all individually summarized. The succeeding comparison showed a much 

greater agreement as concerned content but some style issues still varied. Therefore, some final 

adjustments were made to the summarizing instructions before the two main fieldwork researchers, 

summarizing the interviews during the fieldwork, made one each and sent them to each other in order to 

make sure everything was clear in their reports (aimings, etc.). They thereafter summarized the interviews 

individually. When summarizing the full data material, as a rule, they summarized their own interviews. 

They thereby remembered the interviewee and could easily understand the case since they had received 

information from various sources.  

All the cases, including baseline and follow-up interviews with both parties, were synthesized and 

categorized by the interviewer/researcher in the analysis phase (see Coding, categorizations and analysis, 

below). This part of the analysis also included discussions involving both interviewers and the project 

manager, which helped clarify certain aspects of the summary reports and cases, and helped avoid sliding 

and loss of reliability in the work. 

The interview summary reports (interpretations and analysis thoughts excluded) were between 282–

10440 words in length, as presented in Table 2.6. Our summary reports are thereby much more detailed 

and longer than the ones by Skogens and von Greiff (2014), and Orford and colleagues (2005, 2006) as 

described above. Our summary reports had just below 600 words per page, which implies that the total 

amount of text analyzed was just below 700 pages. 

 

Table 2.6. Number of words in summary reports of interview 

 Min-max Mean Median Standard deviation 

Service users interviews, words     

Baseline 923-8920 3606 3092 1798 

Follow-up 1708-10440 4358 3721 2267 

Service providers interviews, words     

Baseline 282-7281 3482 3300 1507 

Follow-up 481-7960 3234 3066 1527 
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This section describes the initial analysis of the interview data – in textual form – by outlining the 

development of our data coding system, and our overall analysis strategy. We thereby explain how the 

interview data was used for categorizing our service users regarding concepts that were central to our 

study. Finally, the statistical methods used for the production of tables in the present report are described. 

 

As described above (see From audio to text), the analysis started already at the time of writing the 

summary reports of interviews – or even sooner as interviewers kept a research diary to note initial 

thoughts and impressions throughout the fieldwork process. The text passages were put under the headings 

or themes that best reflected its content, and analytic memos were written down. The headings reflected 

our research questions as well as our interview guide. We were thereby using a deductive approach in 

which themes and codes were pre-selected and based on previous research, theory, and research goals. 

There were, however, also inductive elements in the coding procedure as described below.  

The summary reports were imported as word documents into QSR NVivo 10 (QSR International 

Pty Ltd 2008), which we used for coding and analysis, and analytic memos were imported as linked 

memos and built upon in the continued analysis. Thereafter, a procedure was set up for the creation of 

codes or nodes as they are called in the NVivo software, i.e., descriptive or conceptual labels that were 

assigned to excerpts of the text. We sought to generate and do an overall coding of the textual data that 

would help us organize, categorize, and manage the large amount of textual data; explore patterns and 

relationships between codes and categories; and retrieve relevant data and text passages for thorough 

analyses, related to our research questions, to be published in scientific journals. 

Our coding procedure was similar to the workflow of the framework method (see Gale et al. 2013, 

Smith & Firth 2011). The framework method is unaligned with a particular epistemological or theoretical 

approach, and it sits primarily within thematic analysis or qualitative content analysis that identifies 

commonalities and differences before focusing on relationships between different parts of the data. Data 

are systematically searched for patterns in an interpretive process to generate full descriptions of 

investigated phenomena. The themes should be meaningful and provide rich insights into complex 

phenomena. The framework method is a systematic method for categorizing and organizing the data and is 

well suited for managing large qualitative data sets; it is well suited for analyzing cross-sectional 

descriptive date and capturing different aspects of a certain phenomenon, in addition to being suitable for 

coding and analysis by a group of researchers (ibid.). The method has no allegiance to either deductive or 
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inductive analysis, and we did, as already expressed, use elements from both sides, i.e. an abductive 

approach. 

In our case, the research team was already well familiar with the empirical data through the 

fieldwork, by listening to each other’s interviews and by checking the summary reports in the validation 

processes applied (see Stage 2: Familiarization with the interview, Gale et al. 201314). The three 

researchers (the two interviewers/researchers and the principal investigator) thereafter read five service 

user and three service provider interview summary reports – selected to mirror different types of service 

users and experiences – prior to a two-day workshop (see Stage 3: Coding, Gale et al. 2013).  

Each of them individually carried out an inductive and open coding, line-by-line and well-grounded 

in the empirical material, by considering each phrase or paragraph, highlighting key phrases, and writing 

down preliminary thoughts and codes in the margins. These codes or labels described what each 

researcher interpreted as important in the sentence, phrase, or paragraph. The content was the primary 

interest in this process, and the codes could, as expressed by Gale et al. (2013), refer to substantive things 

such as behaviors or events; values or beliefs; emotions; or more methodological elements, such as the 

difficulties of the interviewee explaining something or becoming emotional. The inductive codes usually 

stayed true to the raw data by roughly summarizing participants’ own words, while other codes were more 

theory-driven and could entail theoretical concepts we had considered such as exit, voice, and loyalty as 

developed by Hirschman (1970). 

At the workshop, we thereafter jointly went through the selected interviews, paragraph by 

paragraph, to see which subjects, aspects, or concepts emerged in the data material, as openly coded by the 

three researchers, to assess the agreement in coding between the three of us. As explained, we had some 

pre-defined codes derived from theory and research questions (deduction), and applied this open and 

inductive coding to make sure we did not miss important aspects of our studied phenomena and that we 

would be able to classify all parts of our data.  

Grounded in this coding task, we discussed which nodes or labels were found in the empirical data 

and how to arrange and categorize these to make them specific and without (too many) overlaps. 

Saturation was noticed already after three interviews, and we only made minor changes or additions to our 

coding scheme while processing the selected eight interviews. First, we worked through the service user 

interviews. These were complemented with the service provider interviews. Most codes/nodes had already 

appeared in the service user interviews, and some were added at this stage. A fourth researcher, previously 

attached to the study, read through six of the eight interviews and provided the research team with 

comments – comments that well fitted the work and thoughts of the project members.  

                                                      

14 Stage 1 in the framework method procedure for analysis as outlined by Gale et al. (2013) refers to transcribing the 

interviews, preferably verbatim, but in our case as summary reports. 
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We thereby agreed on a set of codes to apply to all subsequent interviews/summary reports, and a 

thematic analysis was initiated as we organized our nodes/codes by grouping them together into categories 

in a tree diagram with parent nodes and child nodes (representing certain aspects of the overarching 

concept/parent node). An “other” code was added to each parent node (together with the child nodes) so 

that no important data would be ignored in the coding. We thereby had created a working analytical 

framework that was imported into NVivo (see Stage 4: Developing a working analytical framework, Gale 

et al. 2013). The framework was thereafter applied to the entire textual data in the succeeding coding 

process (see Stage 5: Applying the analytical framework, Gale et al. 2013). Only a few minor changes 

were made to the code tree diagram as the analytical framework was applied to our data in the succeeding 

coding, and these were primarily clarifications, i.e., verifying that the three persons coding the data 

interpreted the content of the nodes in a similar manner. The parent nodes, and a brief description of their 

content and meaning (as also caught by individual child nodes), are presented in Table 2.7 (below). The 

table also presents the occurrence of each node as indicated by the number of interviews that were coded 

with each node and the total number of passages in the entire textual data that were coded with each node. 

Each passage could be labelled as several codes/nodes if several topics were addressed in the same 

sentence or passage. In the coding, the passage was extended to include what was important to know in 

order to determine the context in which a certain phrase or topic was expressed.  

Gale et al. (2013) argue that the defining feature of the framework method is the matrix output – 

including rows of cases, columns of codes, and cells of summarized data – that provides a systematic and 

reduced structure that allows the researcher to analyze the data by case or by code and to compare (groups 

of) cases in order to develop themes and find relationships. In our case, we did not create this matrix for 

all nodes and cases, but our categorizations of service users were also imported as classifications into 

NVivo (see Table 2.8 in Section 2.8.3. Categorizations….below), and the use of the NVivo software 

allowed us to retrieve and chart the data in a spreadsheet for our continued analyses (see Stage 6: Charting 

data into the framework matrix, Gale et al. 2013). The final Stage 7 that refers to interpreting the data 

(Gale et al. 2013) lies beyond the scope of the present report and is dealt with in individual articles. 
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Table 2.7. Parent nodes and short description of content of nodes and number of child nodes, occurrence of nodes 
(in number of interviews, number of passages) 

Nodes/codes   Frequency   

Parent node Child 
nodes a 

Short description of content and accompanying child nodes In no. of 
interviews 

In no. of 
passages 

A. Categorizations 0 Auto coding of our categorizations of each service user (as explained in 
this section and in Categorizations of social situation…) 

36 36 

B. Problem 
description 

0 Social situation, current and previous substance use and treatment 84 378 

C. Service user 
involvement – 
concept and 
phenomenon 

11 Attitudes towards and perceptions of the concept of service user 
involvement; whether know the concept; perceptions of user 
involvement, how it is and how it should be; visions regarding (the 
realization of) user involvement; whether user involvement is important 
or not and why; self-determination and transparency; paternalism versus 
integrity; boundaries of user involvement; permissive attitudes and 
voluntariness; inclusive communication; choice of words or concepts. 

117 1308 

Ce. Own 
experiences of 
user involvement 

5 How user involvement is described and valued in the current treatment 
process; level of user involvement; U-turns in level of user involvement; 
expected or hypothesized user involvement; own experiences of user 
involvement in previous treatment contacts. 

128 1294 

Di. Promoting-
obstructing 
factors: individual-
level 

10 Individual-level factors do not matter; demographics (sex, age, drug 
type); social situation, class and appearance; attributes and behaviors of 
the service user; health and magnitude and history regarding social and 
substance use problems; knowledge of rights, regulations, and 
obligations; professionals and significant others that push for user 
involvement and help; (negative) experiences of the treatment system; 
the service user does (not) know what (s)he needs or wants. 

118 1367 

Dr. Promoting-
obstructing 
factors: relational-
level 

10 Relational factors do not matter; descriptions and evaluations of the 
relation between the service user and the service provider, alliance; 
professional experiences and knowledge; chemistry and whether you 
click or not; communication; humor; trust and honesty; to keep promises 
and provide good information; to be listened to or not; to not feel worked 
against; confidence; (lack of) continuity in care and relationship; respect; 
staff that become too engaged; attitudes and prejudices among staff; the 
encounter. 

129 2237 

Do. Promoting-
obstructing 
factors: 
organizational-
level 

17 Organizational-level factors do not matter; economy, budget, 
bureaucracy, workload; practice (this is how we usually do it around 
here); assessments, planning and waiting; (lack of) continuity and 
contact; cooperation; information; the rights of the service users; 
legislation, regulations and (national) guidelines; delegation of authority; 
new public management, market solutions, procurement; (lack of) 
treatment options or choices; evaluation of the work and the needs of 
the service users; too high expectations on what the treatment system 
can offer; the encounter and environment in the reception. 

129 3102 

Ds. Promoting-
obstructing 
factors: societal-
level 

0 Negative attitudes towards substance users; overall unemployment and 
housing problems; etc. 

23 56 

Df. Suggestions 
for improvements: 
user involvement 
and care 

2 How user involvement can be improved; how the treatment system can 
be improved in general. 

53 117 

E. Discretion(ary 
space) 

0 Discretion of staff; when circumvent procurement and framework 
agreements. 

59 174 

F. Negotiations 0 Negotiation processes; to give ant to take; fulfill obligations and earn 
entitlements; what is negotiable and what is not. 

117 682 
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Nodes/codes   Frequency   

Parent node Child 
nodes a 

Short description of content and accompanying child nodes In no. of 
interviews 

In no. of 
passages 

G. Strategies 15 Strategies used by service users and service providers to facilitate (or 
obstruct) user involvement; Hirschman’s (1970) concepts of exit, voice, 
and loyalty; significant others or professionals push for user 
involvement; gaming and portray yourself in a good manner; how staff 
‘do’ user involvement; the encounter; clarity in communication and 
honesty; a step-by-step work process; to ask what the service users 
want/need; adherence as a strategy; professional discussion or 
supervision; ultimatums; to change treatment provider. 

117 1158 

H. Demands and 
control 

4 Positive and negative experiences and perceptions of control and 
regulations; urine and blood testing; demands on the service user. 

113 632 

I. Wishes 
(concerning user 
involvement) 

7 Whether the service user has clear wishes or get help formulating these, 
how formulate and talk about this; want medications or a doctors’ 
appointment; want help with mental health issues; want practical help 
(housing, finances). 

114 621 

J. Goals 9 Whether there is a clear goal or not; abstention; controlled-drinking or 
drug use; harm-reduction; a life without mental health problems; to solve 
underlying problems (symptoms); a ‘normal’ life; inconsistence regarding 
goals and goals negotiations. 

75 313 

K. Satisfied-
dissatisfied 

8 Satisfied with the treatment; dissatisfied; talk about other’s negative 
experiences; dissatisfied with a specific agency (social services, health 
care system, mental health). 

88 463 

L. Treatment 
content 

0 Descriptions of treatment content, including talks of treatment as 
incarceration. 

67 202 

M. Medications 0 Whether want or (can not) get a certain medication or change in dosage; 
how and why use medications; how medications are handed out. 

91 399 

O. Roles and 
assignments of 
different care 
providers 

0 Perceptions and experiences; attitudes towards roles and assignments; 
how to use tax money; whether service providers are guides, gate-
keepers, messengers, or carers, etc. 

60 192 

P. Staff 
perceptions of the 
service users 
(subject positions) 

0 Service users described as institutionalized, as wanting to be taken care 
of, as purchasers of care, etc. 

32 80 

Q. Ideologies, 
principles, and 
‘truths’ 

14 Hierarchies and differences between different groups regarding user 
involvement and in general; perceptions of own problems, denial; self-
medication; black-market medications if cannot get a prescription; 
misconduct; relapse; prove severity to get help; the need for and push 
towards employment and occupation in order to get help; shame and 
guilt; images of addiction and substance users; justice and other 
approaches to handling people; power and the position of staff; 
evidence-based practices. 

111 898 

R. Dilemmas 0 Dilemmas such as the dilemma of coercion version self-determination, 
paternalism versus agency/responsibility of the service user. 

59 185 

S. Future 2 What the service user need to improve his situation in life and substance 
use; whether he or she will succeed or not. 

124 477 

T. Path to 
treatment 

0 Descriptions of how the service user came to treatment/this intervention. 53 106 

U. Recovery and 
routes out of 
misuse 

 

 

0 How to get off alcohol and drugs and lead a life in recovery; strategies to 
stay sober; what happens when you stay sober. 

41 89 
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Nodes/codes   Frequency   

Parent node Child 
nodes a 

Short description of content and accompanying child nodes In no. of 
interviews 

In no. of 
passages 

V. Relation 
between user 
involvement and 
outcomes 

0 Perceived or experienced association between user involvement (and 
self-choice) and outcomes. 

72 156 

W. Outcomes 0 Accounts regarding the situation after three months. 64 219 

X. (In)consistency 
in accounts 
between service 
user and service 
provider 

0 How the two parties describe problems and the process 25 45 

Y. The role of the 
study 

0 How the research participants experienced the interview and the study; 
whether participation has influenced user involvement in the specific 
case. 

85 125 

Z. Advise to 
increase/facilitate 
user involvement 

0 Advise to a young person or someone new to the treatment system on 
how to get what you want in the treatment system, how to facilitate user 
involvement 

40 44 

Ö. Good quite 0 Extra good or portraying citations 74 264 

a The “other” category within each parent node included 

 

To measure consistency across the three coders, and to ensure reliability, an inter-coder reliability test was 

made in the initial phase of the coding in NVivo, after the analytical framework had been developed. In 

February 2015, the three researchers individually coded two selected interviews and thereafter assessed 

consistency by asking NVivo to perform a coding comparison query that compared the nodes applied to 

different segments of the text by the three researchers.  

The overall consistency regarding parent nodes was very good with a consistency of more than 80 

percent. Unfortunately, the kappa results were unsatisfactory (0.35, 0.47 and 0.33 %; and under 0.4 % is 

considered bad), so a decision to double code the baseline interviews was made. All initial interviews 

were thus coded by at least two project members, according to a schedule that assigned each interview two 

coders, to assure that no relevant information was missing in the coding. The follow-up interviews were, 

however, coded by only one of the research team members. It is possible that the coding of the follow-up 

interviews would have been more extensive if more nodes had been added by the other two researchers. 

We are, however, not concerned about a lack of consistency across the follow-up interviews since it was 

the same person who coded the entire follow-up textual data. 
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As a tool of analysis and for the purpose of describing the empirical data, each service user was classified 

into central categories based on his or her interview accounts. The classifications used are shown in Table 

2.8 and were imported as node classifications into NVivo. They cover the service user’s level of social 

marginalization/integration, the level of self-perceived service user involvement and the interviewer’s 

assessment of the service user involvement. Also, the path to treatment, as characterized by the potential 

presence of pressures in their contact with the unit in questions, was characterized as based upon formal 

pressure, informal pressure or voluntary contact. The substance use problem severity was also categorized, 

at present as well as in previous years, in order to gain a thorough understanding of the service users’ 

problem severity. A classification regarding prior substance use was also deemed necessary since quite 

many of the service users were sober and had been sober for a while at the time of interview. They 

decided to seek treatment or had been in the current or previous treatment interventions for a while, and 

we needed a classification that could separate our service users based on their level of problem substance 

use. An assessment was made regarding whether the alcohol or drug consumption situation had improved, 

worsened or stayed the same at the time of follow-up in 29 of the 36 cases.  

The categorizations were initially made by the interviewer of each case. When coding and analysis 

were completed, a thorough discussion took place in the research team where some categorizations were 

changed. This procedure guaranteed equivalent categorizations across cases, regardless of the primary 

interviewer.  

In the following section, the rationales and descriptions of the more complicated categorization, 

marked with an asterisks in Table 2.8., are thoroughly explained. The other classifications are rather 

straightforward, as explained in the table. The number of service users in each category is thoroughly 

presented in Chapter 3.  
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Table 2.8. Service user categorizations used as NVivo node classifications (based on interview accounts) 

Classification Categories 

Baseline interview accounts  

Interviewer Christophs; Samuelsson 

Followed-up Yes; no 

Organization Social services (Soc); health care system (HCS; Beroendecentrum Stockholm in 
Swedish) 

Unit Health care north; health care south; social services north; social services south 

Sex Female; male 

Age 22-30; 31-50; 51-63 years of age 

Social situation a Integrated; in between; marginalized 

Type of intervention Outpatient; institutional care; housing intervention 

Treatment history a A lot of treatment; a little; no prior treatment 

Prior inpatient treatment a Yes; no 

Prior outpatient treatment a Yes; no 

New in treatment Present themselves as new in the recruitment unit/this episode 

Main drug of concern/choice Alcohol; drugs; both 

Mental health problems a Yes; no (as stated by the service user) 

Physical health problems a Yes; no (as stated by the service user) 

Severity of current substance use Sober; sporadic/episodic use; high consumption 

Prior severity of substance use Sober; sporadic/episodic use; high consumption 

Coercion a Voluntary; informal pressure; formal pressure 

Service user involvement – self-perceived a High; medium; low 

Service user involvement – interviewer’s 
assessment a 

High; medium; low (taking the entire case into account) 

Structured form at baseline  

Alcohol or drug use problem severity Non-hazardous user; hazardous user; problem user (as measured by AUDIT or 
DUDIT at baseline; see cut-off points in Section 2.6.2 Structured interview 
forms…) 

Follow-up interview accounts  

Substance use at follow-up – self-perceived a Improvement; no change; impairment compared to baseline (as judged by the 
service user at follow-up) 

Substance use at follow-up – service providers’ 
assessment a 

Improvement; no change; impairment compared to baseline (as judged by the 
service provider at follow-up) 

Overall situation in life (social situation, well-
being, etc.) a 

Improvement; no change; impairment compared to baseline (as judged by the 
service user and service provider at follow-up) 

a Elaborated in detail below 

 

Social situation: level of social marginalization/integration 

The service users were characterized into marginalized, in between or integrated based upon their relation 

to employment and housing. Marginalized meant in need of social income support and without housing 

(homeless). Homelessness included living in a shelter, supported housing facility, with relatives or 

subletting an apartment for a period shorter than three months. Integrated meant having employment, a 

retirement pension or a temporary sick leave payment – i.e., stable and employment based incomes – and 
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permanent housing. The service users with either housing or some sort of stable income were 

characterized as in between.  

Treatment history 

As regards the overall treatment history measure, those with up to two or three treatment episodes were 

classified as having a little prior treatment experience and those with more extensive histories were 

labelled having a lot of treatment. The definition of treatment overall, as well as in- and outpatient 

treatment episodes, is broad, which reflects the diversity of interventions offered in the overall treatment 

system. For example, inpatient treatment may refer to both a short period of detoxification in a hospital-

based ward and long-term residential care, spanning over months. Those classified as new had not been 

enrolled for more than six months total during this episode, and this was not only limited to the unit where 

the interview took place. 

Mental and physical health problems 

The service users were asked in the interview if they had any psychiatric or physical problems, and this 

was reported irrespective of an officially recorded diagnosis. We thereby report on their own experience 

of having health problems. The most common psychiatric diagnosis was ADHD, followed by bipolar 

disorder, borderline personality disorder and depression, but Asperger's syndrome was also mentioned. 

Coercion: The character of the contact 

Further, the character of the contact between service user and service unit was divided into voluntary 

contact, informal pressure and formal pressure. Formal pressure meant that the contact was associated 

with some sort of demand from social allowance services, child protection services, psychiatric services or 

investigations, and correctional or coercive care. The demands could consist of, for example, regular visits 

or urine/blood samples. Informal pressure meant that family or employers demanded that the service user 

should have contact with the substance abuse treatment system. Voluntary contacts were characterized by 

the absence of pressures. The service user was tired of his or her life and the adverse consequences of 

abuse. These categories were theoretically guided by a conceptualization of social control in treatment 

entry as formulated by Wild (2006; see also Wild et al. 2006) and previously empirically elaborated and 

studied for Sweden by Storbjörk (2012b). 

Service user involvement – Level of self-perceived involvement 

The interview guide included questions regarding the extent to which the service user felt that he/she 

could influence the decisions and the content of the services provided. In later versions of the interview 

guide, a specific question was formulated to simplify the assessment. The service user was then asked “on 

a scale from 0 to 10 where 0 referred to very low and 10 very high, to what extent do you think that you 



 

78 

could influence the decision and the content of the intervention we just talked about?” This facilitated the 

categorization of the service user’s self-perceived service user involvement into “seems satisfied with 

his/her level of service user involvement”, “either or”, and “seems dissatisfied with his/her level of service 

user involvement”.  

Service user involvement – Interviewer’s assessment of involvement 

A significant majority (19 of 36) of the service users expressed that they were satisfied with their level of 

influence on the decision-making process when asked a straight question, which conforms to (social) 

psychological theories of human wishes to be and present oneself as in charge of one’s life (cf. Ryan & 

Deci 2000). However, other expressions could clearly emerge in other parts of the interview: the service 

user could be displeased with certain aspects, such as, for example, the long waiting required to receive a 

decision or the fact that he or she was declined the intervention when first requested. To include structural 

and other factors into the dimension of service user involvement, an assessment of the interviewer’s 

impression of the degree of service user involvement was added. Since the service users in general had 

strong feelings about earlier contacts with various parts of the care apparatus (such as negative 

experiences from emergency care or social allowance services), the assessment was in this case focused 

on the current intervention and contact with the service unit where he or she was recruited. The structural 

factors limiting the service users’ degree of influence were in many cases obvious (restrictions regarding, 

for example, coercive or contract care, rules and regulations for medication, becoming eligible for training 

apartment, etc.), which lowered our assessment of the degree of service user involvement. However, other 

factors such as service provider efforts to provide a flexible solution more or less beyond the frames of the 

regulations, and based upon the wishes of the service users, could increase the assessment of the degree of 

service user involvement in each case. The degree of service user involvement was characterized into 

“low”, “either or” and “high level of service user involvement”. As explained, the interviewer made the 

first rating and all cases were reviewed and discussed by the research team after the termination of 

fieldwork and coding of the entire data material. Some ratings were then changed. 

The service user’s situation at follow up – self-perception and service providers’ assessment 

Of the 36 services users who were interviewed at baseline, it was possible to interview 28 of them at the 

time of follow up. One of the service users was deceased. As explained in Section 2.4. Three month 

follow-up above, repeated efforts were made to contact the other seven, some of which were no longer in 

contact with the recruitment unit in question. During the course of the data collection process, the consent 

form was altered (see Ethics section, amendment 2014/659-32) in order to make it possible for the service 

user to accept that the research team contacted the service provider for an interview about the case, even 

though it was not possible to get in touch with the service user at the time of the follow-up. Therefore, it 
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was possible to interview the service providers in two of the cases in which the service user was lost to 

follow-up. The service users and their service providers were at asked follow-up whether the alcohol or 

drug consumption situation had “improved”, “worsened” or “stayed the same” compared to the initial 

interview. Similarly, they were also asked whether their life situation had in general improved, worsened 

or stayed the same compared to the initial interview. 

 

 

Categorizations and structured interview forms, as described above, were used in statistical analyses and 

tables in the present report with the aim of presenting, in detail, our sample of interviewed service users, 

exploring potential differences across groups of service users, and finding associations between different 

factors studied. We were particularly interested in suggested associations between user involvement and 

three-month outcomes. These presentations and analyses were presented in table format in Chapter 3, and 

in part used in the methods section of Chapter 2. The patterns and group differences found will be 

elaborated in qualitative terms by using the textual data in coming journal articles. 

Frequency tables are used to present data on one single variable or question. Cross-tabulations are 

used to present how certain groups of service users were classified or answered a certain question – i.e., 

these tables involve at least two different variables or questions. The report usually presents number of 

service users and either column or row percentages. However, each individual equals more than one 

percent due to the small sample size. Therefore, the percentages should be interpreted cautiously. By using 

parts of Table2.2 (originally found in Section 2.4.1. Reasons for drop-out and attrition). We here explain 

how to interpret row and column percentages. 

 

Demographics, social characteristics, previous treatment, substance use problems, by participation in follow-up or not 
(numbers and both row and column percentages) 

 Follow-up interview with service user 

 No  Yes  Total  

 N=8 (row%; 
22%) 

(column 
%) 

N=28 (78%) (column 
%) 

36 (row %; 100) (column 
%) 

Sex        

Men 5 (22%) (63%) 18 (78%) (64%) 23 (100%) (64%) 

Women 3 (23%) (37%) 10 (77%) (36%) 13 (100%) (36%) 

 

By summing the row percentages horizontally across one row, you achieve 100 percent in the total 

column. This is interpreted as follows: Of the total number of 23 participating male service users, five (22 

percent) were lost to follow-up and 18 (78 percent) were included in the follow-up study. The distribution 

for female service users was very similar. Of the 13 females, 23 percent were lost to follow-up and 77 
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percent were re-interviewed after three months. By adding up column percentages you reach 100 percent 

when summing the percentage figures vertically: Sixty-three percent of those lost to follow-up were male 

and 37 percent were female. Among the followed-up, 64 percent were male and 36 percent female. 

Measures of central tendency and dispersion are presented where suitable in our efforts to present 

manageable summaries of our studied variables. Central tendency measures seek to give the reader a sense 

of the “average” or “typical” value in a distribution of answers to a given and studied question or variable. 

The (arithmetic) mean (m) sums all of the values for a variable and divides that sum by the number of 

values being summed. The median (md) rank orders the values and represents the value found in the 

middle, with an equal amount of cases above it and under it. This implies that the median is not as 

sensitive to extreme values or outliers than the mean is. Comparing the mean to the median for a given 

distribution also informs you whether the distribution is skewed towards one side or the other. For 

example, if most service users were young, then the median is lower than the mean and we have a so-

called positively skewed distribution; likewise, a median that is higher than the mean implies a negatively 

skewed distribution with many answers, cases, or observations found in the top of the response range (a 

positively skewed distribution).  

Dispersion refers to how much variability exists in the distribution for a particular variable. We 

used the standard deviation (SD) that quantifies the amount of variation – or dispersion – of a set of data 

values on a studied variable. A value close to zero indicates that the data points, or answers to a certain 

question, tend to be close to the mean. A higher value indicates that the answers are more spread out over 

a wide range of values. The SD-value has the same measurement unit as the variable and the mean, i.e., if 

the mean age is 45 years and the standard deviation is three, this means that the standard deviation is three 

years. 

No statistical tests of statistical significance – i.e., tests for whether a difference across groups is 

also likely to apply beyond our studied sample – are reported since our study sample is very small (in 

terms of quantitative analysis) and is not intended to be generalizable concerning the entire treatment 

population of Stockholm County. 

 

 

Research ethics and procedures that safeguard the integrity and safety of research participants are 

important features of research that deal with human beings, whether it concerns medical research or 

research in the social sciences, humanities, or law. For example, already in 1964 The World Medical 

Association (WMA) developed the Declaration of Helsinki regarding ethical principles for medical 

research involving human subjects. It has thereafter been amended several times, the last time in 2013 
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(WMA 2013). The Swedish Research Council together with Uppsala University hold the Codex website 

(2015) that provides researchers and other interested parties information on rules and guidelines for 

research, as well as good research practice. In short, as concerns research in the social sciences, the respect 

for individuals include obligations to respect human dignity, integrity, freedom and participation; to avoid 

injury and severe burdens; to properly inform research participants about the study and their 

participation15; and to obtain free and informed consent. Furthermore, researchers have obligations to 

respect individuals’ privacy and confidentiality. 

In Sweden, the Ethical Review Act (2003:460) has been in force since 1 January 2004. The law 

deals with vetting the ethics of research that involves humans. Independent authorities, one central vetting 

board and six local units (Etikprövningsnämnderna) review research projects and procedures before 

starting field work. Our study was approved by the Ethical review board of Stockholm 12 September 2013 

(Protocol/Decision No. 2013/1191-31/5).  

We informed our research participants about the research – the information provided was approved 

by the ethical review board – and received signed consent forms from each research participant. We 

guaranteed that we would not share research participants’ information with others apart from those in the 

research team. This included, as specifically specified to research participants, our obligation to observe 

silence also towards the service providers and the service units from which service users were recruited. 

Participation or rejection of research would not influence their current or future care. We specifically 

asked service users for their informed consent to interview a selected and named service provider 

regarding their problems and treatment. This consent was obtained in each case prior to the service 

provider interview. The method of interviewing two parties about the same process and case involved 

particular caution to not share service users’ stories, accounts, and opinions with their respective service 

provider in the staff interview. Likewise, caution was required in the presentation of results since service 

providers of each unit know which service users have participated in the research. Therefore, information 

or accounts are not presented by single recruitment units. We only present information by type of unit 

(health care system or social services) so that two units are included in each presented category. If 

necessary, we also changed some features of presented stories or personal characteristics of the service 

users or lumped cases together to further defend confidentiality. It is a quite unusual procedure to 

                                                      

15 The information – a written form – must contain all the information that a person could reasonably need to know 

in order to decide about his or her participation: background and purpose of the study; an inquiry concerning 

research participation; a declaration clarifying the voluntariness of participation and the right to withdraw one’s 

participation at any moment without giving any explanation; a general description of study procedures; potential 

risks and advantages; a declaration of data handling and security, and confidentiality; information on how to obtain 

information about the results of the study; and information on who is responsible for the handling of all information 

and for the study (see further: Etikprövningsnämnderna/Ethical review boards: http://www.epn.se/start/). 
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interview pairs of service users and providers. We therefore, at follow-up, asked both parties whether or 

not research participation had influenced their relationship or therapeutic alliance. Usually not, was the 

answer, as also presented in more detail in the following section (Participants’ experiences of the study). 

We asked service users for contact details and significant others – or named service units or 

providers, who usually knew about the service users’ whereabouts – to help facilitate contact at the time of 

follow-up. Service users gave their informed consent to the collection of this information as well as our 

right to try to contact them for a follow-up interview. They were asked to take a stand regarding a second 

interview when contacted for follow-up. 

During the follow-up, we noted some problems regarding the second round of signed consent forms 

(if the service user was no longer in the Stockholm area and/or if the interview for their convenience was 

performed over the phone) and service provider interviews if the service users did not show up to 

scheduled interviews.  

We therefore asked the Ethical Review Board for an amendment. This change was approved on 7 

April 2014 (No. 2014/659-32). First, we revised the baseline consent form to allow the service users to 

already at the baseline interview provide their informed consent regarding our interviewing their service 

provider after three months. Secondly, the board approved recorded oral consent at the time of follow-up 

in situations where the service user forgot to return the signed consent form after repeated reminders. 

Hence, the research participant information, equivalent to what they received at baseline, and the consent 

form were always sent by postal mail to the service users at follow-up if not in person. 

 

 

At the end of the interview, research participants, particularly service users, were asked how they 

experienced the interview and research participation. Approximately half of the service users had a very 

positive attitude toward the project and their participation (everything from it being good to it was fun 

etc.), and they described their participation as “a good chat”. A majority of them mentioned that they 

wanted to help others in the same situation and that this was something they did gladly; they also claimed 

the importance of being listened to. One service user described the interview as difficult because the 

service user’s “brain wasn’t working at the time”, thereby making it difficult to concentrate. Others 

described some of the questions as strange, mostly on the Client Satisfaction Questionnaire (CSQ) forms. 

Some of the service users seemed indifferent to the participation and described their participation as 

“OK”, nothing special, or somewhat easygoing “I didn’t suffer from it…”). Some of those recruited from 

the health care system noticed that they had never spent as much time with treatment staff as they had with 

the researcher during the interview. 
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Even though a majority of the service users did not have anything bad to say about the interviews, 

almost none of them thought that their participation would affect their service user involvement, nor 

change or improve their relationship with their individual service provider. This indicated that those who 

had a good relationship with their service provider still did (by statements like “she is nice, like always”) 

and the same was true for those who had a bad relationship with their service provider – poor relationships 

remained poor. A few service users claimed that their involvement was in fact improved because they had 

started to think about it during and after the interviews, and that maybe they became “stronger” and more 

willing to fight for what they thought they deserved.  

The service providers had more to say about service user involvement, probably because they know 

more about the phenomenon. Very few service users knew “service user involvement” when expressed 

with those exact words, but after the interviewers’ explanations, almost all of them thought that 

involvement was very important. Some of the service users described that they felt comfortable to talk 

about these kinds of issues with the interviewers, but not with the social services and other authorities.  

 

 

Studies like this one naturally run into numerous methodological problems along all stages of the research 

process. Some of these refer to quite common considerations and problems in empirical research involving 

humans and service organizations. One example, from our study, is the work load of the treatment staff 

working at the recruitment units, which may lead to de-prioritizing the research project or treatment staff 

growing tired of research due to other ongoing or recent research projects at the unit. In our case, such 

problems could be counteracted by postponing the time of the fieldwork by repeated reminders and 

encouragement, and by placing as few tasks as possible on treatment staff, i.e., to do most of the 

recruitment work ourselves – a choice that is also useful for avoiding research bias. Another problem in 

recruitment refers to different administrative procedures and registers at different recruitment units which 

make it impossible to carry out sample selection and recruitment in exactly the same manner across units. 

As explained above, we sought to find solutions, within a reasonable work effort, that would still serve our 

purposes. We were also successful in recruiting a heterogeneous sample without much interference of 

treatment staff. 

We will here outline and discuss two problems that were more specific to our study.  

First, our initial intention was to focus the interviews on the intervention at hand – the most recent 

treatment decision that was also thought to be the reason why a certain service user was chosen for the 

study. We soon noted, however, that most service users and service providers found it difficult to separate 
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a single decision from the long series of decisions and interventions that had taken place before then or 

that were taken simultaneously, such as joint decisions on treatment and housing, or decisions within 

psychiatry that coincided with those by dependence care or the social services. These single decisions 

often form a piece in a big whole – as perceived both by service users and service providers. We therefore 

had to change our ambition, but we continued to make sure we covered all the information we needed 

regarding the intervention at hand (the most recent within the recruitment unit). We repeatedly tried to 

bring the interview back to that treatment decision or intervention, and reminded ourselves to 

conceptualize the decisions as grounded in and part of a much wider context and history. This empirical 

finding also has the advantage that our interview material became richer than we first expected and that 

we covered a much wider range of interventions and organizations in our data material than our 

recruitment units reflect.  

Secondly, we encountered problems regarding continuity in care and the relationship of the service 

user and the service provider/unit when the service user was no longer in contact with the unit at the time 

of follow-up. The service user could have been rejected or referred to another unit. Likewise, the treatment 

staff did not always have very detailed information about the problems or the wishes of the service users if 

they had only met them once or twice at the beginning of the treatment contact. This was  particularly a 

problem in the health care system, both at baseline (if the patient was new) and at follow-up. One way to 

solve this problem was to ask the treatment staff to read the journal of the service user prior to the 

interview and thereby update their memory. We did, however, lose a significant amount of information in 

these cases, but did make sure to cover treatment staffs’ attitudes and experiences regarding user 

involvement in general. 

Yet another problem is that we originally intended to document service users in opioid maintenance 

treatment (OMT), which is run by the health care system. Usually OMT is handled in specialized units, 

but patients could also turn up in one of our sampled outpatient units. This treatment is highly regulated 

and has also been widely criticized for limiting access to treatment, service user choices, and involvement. 

This special feature of the treatment system has, however, been dealt with in other studies (cf. Ekendahl & 

Karlsson 2015, Petersson 2013). 

In conclusion, we are, satisfied with the smoothness of the fieldwork and the engagement of 

treatment staff in our study.   



 

85 

 

 

 

 

3. PARTICIPANTS, SERVICE USER 

INVOLVEMENT, SATISFACTION, AND 

OUTCOMES 

This chapter portrays in detail the character of the interviewed service users based on the information that 

emerged during the semi-structured interviews (see Appendix A-D) – i.e., sex, age, social situation, 

substance use, mental and physical health, type of treatment intervention at the time of interview, previous 

treatment experiences, and voluntariness or coercion in the treatment contact. Importantly, it also presents 

a level of service user involvement as shared by the service user in the interview. This occurs together 

with the interviewers’ rating of service user involvement in each studied case, and ratings of the three 

month outcomes regarding substance use and overall living situation. The chapter also offers a brief 

presentation of the interviewed service providers attached to the sampled service users. Finally, the 

chapter describes the service users’ satisfaction with treatment and outcomes based on the structures 

forms filled out by service users at the time of both the baseline and follow-up interviews (see Appendix 

E-G).  

The chapter thereby presents quantitative analyses of classifications of interview accounts together 

with information gathered via structured forms. The classifications were outlined in Section 2.8.3. 

Categorizations… . The chapter explores potential patterns and differences across groups of service users. 

Service user characteristics, user involvement and group comparisons are presented in table format. 

Despite the small sample sizes (36 service users and 23 service providers), percentages are presented to 

help the reader interpret and judge potential group differences (see Section 2.8.4. Statistical analysis and 

table interpretation for guidance on how to read and understand row and column percentages). The 

emerging picture is complemented with some textual and thematic summaries of the service users’ living 

situation and the interviewees’ perceptions of the link between user involvement and outcomes, as 

described in the semi-structured interviews. 
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As presented in detail in the previous chapter, the empirical material for this present study was based on 

individuals in semi-structured interviews with 36 service users and their individual service providers at 

separate occasions, with one interview at baseline and one interview approximately three months later (see 

Appendix A-D; interview accounts have been classified as described in Section 2.8.3). Service users also 

filled out some structured forms at baseline and follow-up to help us describe the sample and track their 

progress (see Appendix E-G). Service users were recruited from four different outpatient units offering 

substance abuse and dependence care. Two were from the municipal social services (Soc) and two were 

from the regional level healthcare system (HCS; Dependence Centre Stockholm, Beroendecentrum 

Stockholm, BC, in Swedish) in Stockholm County, in both middle-sized and large municipalities. The 

character of the sample of service users is described in total in the following sections  by sex, age, 

organization they were recruited from (Soc or HCS), and drug type. 

 

The characteristics presented below are based on interview accounts. Categorizations, such as social 

situation, are described in the methods section (see Section 2.8.3.). 

Table 3.1 presents basic characteristics of the interviewed service users. Twenty-three (64 percent) 

of the service users were male and thirteen (36 percent) female. This reflects the proportion of men and 

women in substance abuse treatment in general (cf. Armelius et al. 2009, Eriksson et al. 2003). Equal 

proportions and numbers were recruited from the social services and from the health care system (18 

participants in each group). The youngest interviewee was 22 years and the oldest 63, with a mean age of 

45 (SD = 13). The group of service users had an equal distribution regarding social situation. About one 

third were categorized as integrated, marginalized, and in between, respectively. Alcohol was the most 

commonly reported main drug of choice (58 percent), and about half self-reported psychiatric problems. 

Fewer had physical health issues. 

A much higher percentage of those recruited from the health care system were categorized as 

socially integrated, compared to larger proportions considered marginalized or in between in the social 

services. Moreover, it was somewhat more common that the female service users were integrated 

compared to men, and a higher percentage of men than of women were marginalized. 
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Table 3.1. Age, social situation, drug type and health, by organization and by sex (interview accounts; numbers and 
column percentages; central tendencies and dispersions) 

 Organization  Sex  Total 

 Soc HCS Men Woman  

 N=18 N=18 N=23 N=13 N=36 

Organization: Soc  - - 12 (52%) 6 (46%) 18 (50%) 

Sex: Men  12 (67%) 11 (61%) - - 23 (64%) 

Age      

22-30 years 5 (28%) 2 (11%) 4 (17%) 3 (23%) 7 (19%) 

31-50 years 8 (44%) 7 (39%) 13 (57%) 2 (15%) 15 (42%) 

51-63 years 5 (28%) 9 (50%) 6 (26%) 8 (62%) 14 (39%) 

Mean age (central tendency) 42 48 43 48 45 

Median age (central tendency) 42 52 43 56 46 

SD (dispersion) 13 13 11 16 13 

Social situation      

Integrated 3 (17%) 12 (67%) 7 (30%) 8 (62%) 14 (39%) 

In between 8 (44%) 3 (17%) 7 (30%) 4 (31%) 12 (33%) 

Marginalized 7 (39%) 3 (17%) 9 (39%) 1 (8%) 10 (28%) 

Drug type      

Alcohol 8 (44%) 13 (72%) 11 (48%) 10 (77%) 21 (58%) 

Drugs 4 (22%) 3 (17%) 7 (30%) 0 (0%) 7 (19%) 

Both 6 (33%) 2 (11%) 5 (22%) 3 (23%) 8 (22%) 

Mental health problems: Yes 9 (50%) 8 (44%) 12 (52%) 5 (39%) 17 (47%) 

Physical health problems: Yes 3 (17%) 3 (17%) 3 (13%) 3 (23%) 6 (17%) 

 

The mean age among the service users recruited from the social services was lower, 42 years, than 

among those from the health care system, where the mean age was 48 years (Table 3.1, continued). The 

interviewed women were slightly older than the participating men (mean age 48 vs. 43). Notably, none of 

the women described drugs as their primary problem substance, even though illicit drug use, e.g., illegal 

use of subutex, also existed among women (see Service users’ own description… below). Among the 

service users who used drugs only, and among those who used both, amphetamine was the most frequent 

drug type, followed by cannabis. A few named benzodiazepines, cocaine, heroin and also the illegal use of 

subutex as their primary/main drug. Fifty percent of the service users recruited from the social services 

described themselves as having mental health problems, while slightly fewer from the health care system 

made the same claim (44 percent). It was more common among men than women to describe themselves 

as having psychiatric problems (52 vs. 39 percent). A lower percentage (17 percent in both Soc and HCS) 

described themselves as having physical problems and slightly fewer men than women.  
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Table 3.2. Treatment history, by organization and by sex (interview account; numbers and column percentages) 

 Organization  Sex  Total 

 Soc HCS Men Woman  

 N=18 N=18 N=23 N=13 N=36 

Previous treatment a      

None 2 (11%) 2 (11%) 4 (17%) 0 (0%) 4 (11%) 

A little 4 (22%) 8 (44%) 3 (13%) 9 (69%) 12 (33%) 

A lot 12 (67%) 8 (44%) 16 (70%) 4 (31%) 20 (56%) 

Previous inpatient treatment: yes  12 (71%) 12 (67%) 14 (64%) 10 (77%) 24 (69%) 

Previous outpatient treatment: yes  14 (78%) 14 (78%) 18 (78%) 10 (77%) 28 (78%) 

New in treatment: Yes 5 (28%) 7 (39%) 8 (35%) 4 (31%) 12 (33%) 

 

Table 3.2 reveals that most service users from both organizations reported prior treatment experiences. A 

high proportion of the interviewed men reported extensive previous treatment as compared to women (70 

vs. 31 percent). A majority (67 percent) of the service users from the social services had experienced 

extensive previous treatment, as compared to 44 percent among those from the health care system. About 

one third of the interviewed service users could be characterized as new to treatment, as they were 

presented as a new patient or client at the recruitment unit.  

 

Like in the previous section, characteristics below are based on interview accounts.  

Table 3.3 shows that the alcohol users were older than in the other categories. The mean age among 

the service users who described alcohol as their primary/main drug was higher (50 years) than that of drug 

users and polydrug users (alcohol and drugs) (33 and 42 years). As revealed in Table 3.1 (above), no 

women described “drugs only” as their primary drug of choice.  

Likewise, social situation and mental health differed across drug type categories. The service users 

that used alcohol were mostly integrated (57 percent) (and more often from the health care system) while 

the service users who used drugs more often were found in the “in between” category; the polydrug users 

mostly were categorized as marginalized. All polydrug users considered themselves as having psychiatric 

problems. Among those who used drugs only it was 71 percent, and among those who named alcohol as 

their primary/main drug it affected approximately one fifth.  

The studied drug type categories differed regarding the amount of previous treatment (Table 3.4), 

with alcohol only cases reporting fewer previous experiences compared to polydrug and drugs only 

service users. Among the service users who used alcohol, and among those who used both, a clear 

majority had experiences of both inpatient and outpatient treatment. More than half of the service users 

who used drugs considered themselves new to treatment, and approximately one-fourth of the service 

users who used alcohol and both alcohol and drugs provided the same answers.  
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Table 3.3. Organization, sex, age, social situation, and health, by drug type (interview accounts; numbers and column 
percentages; central tendencies and dispersions) 

 Drug type Total 

 Alcohol only Drugs only Both  

 N=21 N=7 N=8 N=36 

Organization: Soc  8 (38%) 4 (57%) 6 (75%) 18 (50%) 

Sex: Men  11 (52%) 7 (100%) 5 (63%) 23 (64%) 

Age     

22-30 years 1 (5%) 4 (57%) 2 (25%) 7 (19%) 

31-50 years 9 (43%) 3 (43%) 3 (38%) 15 (42%) 

51-63 years 11 (52%) 0 (0%) 3 (38%) 14 (39%) 

Min-max (central tendency) 23-63 22-50 23-58 22-63 

Mean age (central tendency) 50 33 42 45 

Median age (central tendency) 55 30 42 46 

SD (dispersion) 11 10 13 13 

Social situation a     

Integrated 12 (57%) 2 (29%) 1 (13%) 15 (42%) 

In between 6 (29%) 4 (57%) 1 (13%) 11 (31%) 

Marginalized 3 (14%) 1 (14%) 6 (75%) 10 (28%) 

Psychiatric health problems: Yes 4 (19%) 5 (71%) 8 (100%) 17 (47%) 

Physical health problems: Yes 4 (19%) 2 (29%) 0 (0%) 6 (17%) 

 

Table 3.4. Treatment history, by drug type (interview accounts; numbers and column percentages) 

 Drug type   Total 

 Alcohol only Drugs only Both  

 N=21 N=7 N=8 N=36 

Previous treatment     

None 1 (5%) 3 (43%) 0 (0%) 4(11%) 

A little 10 (48%) 0 (0%) 2 (25%) 12 (33%) 

A lot 10 (48%) 4 (57%) 6 (75%) 20 (56%) 

Previous inpatient treatment: yes  15 (71%) 3 (43%) 6 (86%) 24 (69%) 

Previous outpatient treatment: yes  17 (81%) 4 (57%) 7 (88%) 28 (78%) 

New in treatment: Yes 6 (29%) 4 (57%) 2 (25%) 12 (33%) 

 

 

This section reports the background and social characteristics by age based on interview accounts. 

As shown in Table 3.5, the youngest service users (22-30 years) were primarily recruited from the 

social services, while the oldest group of service users (51-63 years) were more often interviewed within 

the health care system. Female service users were most often found in the oldest age group (consisting of 

43 percent men and thereby 57 percent women). The youngest and the oldest service users were often 

classified as socially integrated. On the contrary, as many as 40 percent of the middle age group (31-50 

years) were categorized as marginalized and 47 percent as in between. Fifty-seven percent of the youngest 
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service users reported using illicit drugs only, while 60 percent of the middle age group and 79 percent of 

the oldest service users reported alcohol only. Mental health problems were most often reported by the 

youngest age group, whereas physical health problems were more frequently reported by the oldest service 

users. It was primarily the middle age group that had the most extensive treatment histories, whereas as 

many as 57 percent of the youngest service users reported that they were new to treatment. 

 

Table 3.5. Organization, sex, social situation, drug type, health, and treatment history, by age (interview accounts; 
numbers and column percentages) 

 Age   Total 

 22-30 31-50 51-63  

 N=7 N=15 N=14 N=36 

Organization: Soc 5 (71%) 8 (53%) 5 (36%) 18 (50%) 

Sex: Men 4 (57%) 13 (87%) 6 (43%) 23 (64%) 

Social situation     

  Integrated 3 (43%) 2 (13%) 10 (71%) 15 (42%) 

  In between 2 (29%) 7 (47%) 2 (14%) 11 (31%) 

  Marginalized 2 (29%) 6 (40%) 2 (14%) 10 (28%) 

Drug type     

  Alcohol 1 (14%) 9 (60%) 11 (79%) 21 (58%) 

  Drugs 4 (57%) 3 (20%) 0 (0%) 7 (19%) 

  Both 2 (29%) 3 (20%) 3 (21%) 8 (22%) 

Mental health problems: Yes 5 (71%) 8 (53%) 4 (29%) 17 (47%) 

Physical health problems: Yes 1 (14%) 2 (13%) 3 (21%) 6 (17%) 

Previous treatment     

  None 2 (29%) 1 (7%) 1 (7%) 4 (11%) 

  A little 2 (29%) 2 (13%) 8 (57%) 12 (33%) 

  A lot 3 (43%) 12 (80%) 5 (36%) 20 (56%) 

Previous inpatient treatment: yes  2 (29%) 10 (71%) 12 (86%) 24 (69%) 

Previous outpatient treatment: yes  4 (57%) 13 (87%) 11 (79%) 28 (78%) 

New in treatment: Yes 4 (57%) 2 (13%) 6 (43%) 12 (33%) 

 

 

This section uses interview accounts that have been used to characterize the service users’ substance use at 

the time of the interview (current use) and prior severity of substance use. The latter was included since a 

large share of the interviewees were sober at the time of the interview, while in treatment, and a measure 

was needed that divided participants into more or less problematic substance users. The section also uses 

the widely used AUDIT (Alcohol Use Disorder Identification Test) and DUDIT (Drug Use Disorder 

Identification Test), as described in the methods section (see Section 2.6.2. Structured interview forms…). 

These forms screen for problematic alcohol and drug use and higher scores indicate more severe 

problems. A total of 25 service users self-reported that alcohol was their main problem, and therefore they 
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filled out the AUDIT, while ten reported drug problems as more severe and therefore filled out the 

DUDIT. One form is missing. 

 

Table 3.6. Alcohol and drug problem severity at baseline (AUDIT and DUDIT), by organization and by sex (numbers 
and column percentages; central tendencies and dispersions) 

 Organization  Sex  Total 

 Soc HCS Men Woman  

 N=18 N=18 N=23 N=13 N=36 

AUDIT (number of filled out forms) N=10 N=15 N=14 N=11 N=25 

AUDIT score (central tendency and dispersion)       

Minimum-Maximum 9-29 4-28 4-29 4-28 4-29 

Mean  19 15 16 17 16 

Median 20 13 16 17 17 

 SD 8 8 9 8 8 

AUDIT score (categorized, %)      

Not hazardous user (>8 points) 0 (0%) 4 (27%) 3 (21%) 1 (9%) 4 (16%) 

Hazardous user (8-15) 4 (40%) 4 (27%) 4 (29%) 4 (36%) 8 (32%) 

Problem user (16+) 6 (60%) 7 (47%) 7 (50%) 6 (55%) 13 (52%) 

      

DUDIT (number of filled out forms) N=8 N=2 N=8 N=2 N=10 

DUDIT score (central tendency and dispersion)      

Minimum-Maximum 6-31 8-10 8-29 6-31 6-31 

Mean  20 9 17 19 18 

Median 23 9 14 19 14 

SD 11 1 10 18 10 

DUDIT score (categorized, %)      

Not hazardous user (>8) 1 (13%) 0 (0%) 0 (0%) 1 (50%) 1 (10%) 

Hazardous user (8-15) 2 (25%) 2 (100%) 4 (50%) 0 (0%) 4 (40%) 

Problem user (16+) 5 (63%) 0 (0%) 4 (50%) 1 (50%) 5 (50%) 

      

AUDIT & DUDIT (number of filled out forms) N=18 N=17 N=22 N=13 N=35 

AUDIT or DUDIT score (categorized, %)      

Not hazardous user (>8) 1 (5%) 4 (24%) 3 (14%) 2 (15%) 5 (14%) 

Hazardous user (8-15) 6 (3%) 6 (35%) 8 (36%) 4 (31%) 12 (34%) 

Problem user (16+) 11 (61%) 7 (41%) 11 (50%) 7 (54%) 18 (51%) 

 

The last rows of Table 3.6 reveal that half (51 percent) of our interviewed service users were categorized 

as problem users of alcohol or drugs (16 or more points on either AUDIT or DUDIT), 34 percent were 

hazardous users, and 14% were not classified as hazardous users of either alcohol or drugs. 

Service users recruited from the social services reported points on DUDIT higher than service users 

from the health care system, but this is based on a very small number of participants (only two service 

users from the HCS filled out DUDIT). The mean AUDIT score at baseline was higher among the service 

users recruited from the social services compared to those recruited from the health care system, which 
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indicates that the service users from social services in this sample were more likely problem users and 

those from the health care system were more likely to be hazardous users.  

 

Table 3.7. Alcohol and drug problem severity at baseline (interview accounts), by organization and by sex (interview 
accounts; numbers and column percentages) 

 Organization  Sex  Total 

 Soc HCS Men Woman  

 N=18 N=18 N=23 N=13 N=36 

Severity of current substance use      

Sober 15 (83%) 15 (83%) 22 (96%) 8 (62%) 30 (83%) 

Sporadic/episodic use 3 (17%) 2 (11%) 1 (4%) 4 (31%) 5 (14%) 

High consumption 0 (0%) 1 (6%) 0 (0%) 1 (8%) 1 (3%) 

Prior severity of substance use      

Sober 0 (0%) 0 (0%) 0 (0%) 0 (0%) 0 (0%) 

Sporadic/episodic use 3 (17%) 4 (22%) 2 (9%) 5 (39%) 7 (19%) 

High consumption 15 (83%) 14 (78%) 21 (91%) 8 (62%) 29 (81%) 

 

A majority of service users recruited from both organizations described their current use as sober (which 

can be explained by the fact that the service user is not allowed to use while being in some kind of 

treatment) and only one service user had high consumption (Table 3.7). Men reported a higher severity of 

substance abuse than women. Only one of the male service users described himself as having a 

sporadic/episodic use while among women the number was four. When looking at prior severity of use, 

which was expected since all service users were recruited from treatment, none of the service users 

described themselves as sober when referring to a long-term perspective, and a majority described their 

prior use/consumption as high. A higher proportion of men than women reported a high previous 

consumption.  

The narratives further reveal that the sobriety among the service users reached from one day to ten 

years, but most service users described themselves as having been sober for about 2-5 months.  

 

Table 3.8. Alcohol and drug problem severity at baseline (interview accounts), by drug type (interview accounts; 
numbers and column percentages) 

 Drug type   Total 

 Alcohol only Drugs only Both N=36 

Severity of current substance use N=21 N=7 N=8  

Sober 17 (81%) 7 (100%) 6 (75%) 30 (83%) 

Sporadic/episodic use 3 (14%) 0 (0%) 2 (25%) 5 (14%) 

High consumption 1 (5%) 0 (0%) 0 (0%) 1 (3%) 

Prior severity of substance use N=21 N=7 N=8  

Sober 0 (0%) 0 (0%) 0 (0%) 0 (0%) 

Sporadic/episodic use 3 (14%) 1 (14%) 3 (38%) 7 (19%) 

High consumption 18 (86%) 6 (86 %) 5 (63%) 29 (81%) 
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There were no differences between alcohol and drug users regarding substance use problem severity 

(Table 3.8).  

 

Table 3.9. Alcohol and drug problem severity at baseline (AUDIT and DUDIT and interview accounts), by age 
(numbers and column percentages; central tendencies and dispersions) 

 Age   Total 

 22-30 31-50 51-63  

     

AUDIT (number of filled out forms) N=1 a N=10 N=14 N=25 

AUDIT score (central tendency and dispersion)      

Minimum-Maximum - 4-29 4-28 4-29 

Mean  - 20 15 16 

Median - 22 14 17 

 SD - 8 7 8 

AUDIT score (categorized, %)     

Not hazardous user (>8 points) - 1 (10%) 2 (14%) 4 (16%) 

Hazardous user (8-15) - 2 (20%) 6 (43%) 8 (32%) 

Problem user (16+) - 7 (70%) 6 (43%) 13 (52%) 

     

DUDIT (number of filled out forms) N=6 N=4 N=0 N=10 

DUDIT score (central tendency and dispersion)     

Minimum-Maximum 6-31 8-29 - 6-31 

Mean  20 14 - 18 

Median 23 9 - 14 

SD 11 10 - 10 

DUDIT score (categorized, %)     

Not hazardous user (>8) 1 (17%) 0 (0%) - 1 (10%) 

Hazardous user (8-15) 1 (17%) 3 (75%) - 4 (40%) 

Problem user (16+) 4 (67%) 1 (25%) - 5 (50%) 

     

AUDIT & DUDIT (number of filled out forms) N=7 N=14 N=14 N=35 

AUDIT or DUDIT score (categorized, %)     

Not hazardous user (>8) 2 (29%) 1 (7%) 2 (14%) 5 (14%) 

Hazardous user (8-15) 1 (14%) 5 (36%) 6 (43%) 12 (34%) 

Problem user (16+) 4 (57%) 8 (57%) 6 (43%) 18 (51%) 

     

Severity of current substance use (interview account) N=7 N=15 N=14 N=36 

Sober 6 (86%) 14 (93%) 10 (71%) 30 (83%) 

Sporadic/episodic use 1 (14%) 1 (67%) 3 (21%) 5 (14%) 

High consumption 0 (0%) 0 (0%) 1 (7%) 1 (3%) 

Prior severity of substance use (interview account)     

Sober 0 (0%) 0 (0%) 0 (0%) 0 (0%) 

Sporadic/episodic use 4 (57%) 0 (0%) 3 (21%) 7 (19%) 

High consumption 3 (43%) 15 (100%) 11 (79%) 29 (81%) 

a Not presented (only one person) 
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Table 3.9 clearly shows that alcohol was a bigger problem among the older service users, whereas drug 

use was more of a problem for the younger service users. It was the middle-aged group that reported the 

most severe alcohol problems as measured by the mean AUDIT score (m=20 vs. m=15 among the oldest 

service users). The youngest service users had the highest DUDIT scores (m=20 vs. m=14 among the 

middle-aged group). By merging the AUDIT and DUDIT scores, we could see that 57 percent of the 

youngest and middle-aged service users qualified as problem users of either alcohol or drugs as compared 

to 43 percent in the oldest age category. Most of the younger and middle-aged service users were sober or 

abstinent from drugs at the time of baseline interview. 

 

As described in the methods sections above, we sought to recruit service users receiving a variety of 

treatment interventions and proportions reflecting the distribution of service users across interventions in 

the sampled areas and units. This section presents treatment at baseline – as the basis for recruitment to the 

study – by organization, sex, age, and drug type. Some of the service users had several types of 

interventions at the same time, which is not reflected in Table 3.10. For example, if the user stayed in 

some kind of supported housing the intervention was conditioned by another intervention, e.g. 

automatically connected to a contact person or a demand for treatment intervention (counseling). 

However, the service users were sampled based on one intervention (the most recent treatment decision), 

which is the one presented in the table. 

Outpatient treatment was the most common type of index treatment among our service users (Table 

3.10). This was particularly true for the health care system, where all service users got outpatient care. 

Outpatient treatment in the health care system involved urine and blood testing, brief 

counseling/intervention and short talks with nurses in connection with medicine distribution (such as 

acamprosate, naltrexone and disulfiram to treat alcohol problems, maintenance treatment for opioid abuse 

and pharmacological treatment for neuropsychiatric disorders). The most common outpatient intervention 

involved a revisit to acquire Antabuse (a drug that is used to treat alcohol problems, and is taken more or 

less 2-3 times a week). An initial inquiry was often made with the doctor for medical transcriptions and 

psychiatric assessments.  

Outpatient treatment provided by the social services (received by 28 percent of the clients) included 

irregular visits to a social worker, scheduled sessions with a psychologist, a more structured treatment 

program such as a 12-step treatment, Cognitive Behavioral Therapy, or aftercare. The most frequent type 

of intervention among the service users recruited from social services was housing (50 percent), which 

basically means that the user stayed in different kinds of supported housing facilities (and as noted above, 
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they most often simultaneously received some kind of outpatient intervention). The last treatment type, 

called inpatient treatment, involved only four service users (all from the social services and mostly men 

and younger service users). This can be described as an extended residence at a treatment center. The 

oldest service users most often received outpatient care and none of them received residential care as 

index treatment.  

As concerns the drug type, we see that that the majority of the service users who used alcohol, and 

those who use narcotics, received outpatient care at the time of recruitment while most of the polydrug 

users had a housing intervention. Only four service users had inpatient treatment and two of them named 

narcotics as their primary drug type. 

 

Table 3.10. Treatment intervention at recruitment, by organization, sex, age and drug type (interview accounts; 
numbers and row percentages) 

 Index treatment   Total 

 Outpatient Housing 
intervention 

Inpatient/ 

residential 
treatment 

 

 N=23 N=9 N=4 N=36 

Organization     

Soc 5 (28%) 9 (50%) 4 (22%) 18 (100%) 

HCS 18 (100%) 0 (0%) 0 (0%) 18 (100%) 

Sex     

Men 14 (61%) 6 (26%) 3 (13%) 23 (100%) 

Women 9 (69%) 3 (29%) 1 (8%) 13 (100%) 

Age     

22-30 3 (43%) 2 (29%) 2 (29%) 7 (100%) 

31-50 9 (60%) 4 (27%) 2 (13%) 15 (100%) 

51-63 11 (79%) 3 (21%) 0 (0%) 14 (100%) 

Drug type     

Alcohol 16 (76%) 4 (19%) 1 (`5%) 21 (100%) 

Drugs 5 (71%) 0 (0%) 2 (29%) 7 (100%) 

Both 2 (25%) 5 (63%) 1 (13%) 8 (100%) 

 

 

This section provides a narrative description of the interviewed service users based on their own accounts, 

and hence a richer description of the studied group of service users regarding their lived experiences and 

problems. 

The interviews provide a complex picture. For example, the service users exaggerated, reduced and 

denied their substance use problems. Many of them described themselves as not being addicted, claiming 

“no problem at all”, “my wife says that I have a drinking problem but I don’t”, that the doctors did not 
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think they are in such a bad shape and that they can handle drinking “one beer from time to time”. At the 

same time, the service users also described their substance use escalades: “first you take some beers and 

then you have to start the next day by taking some more because of the anxiety”. A few service users 

described their use as “all or nothing”, if they use they do it extensively (e.g. a bottle of vodka, 70 cl, per 

day) and for a long period of time. During other periods of time, they were completely sober. Many 

service users describe their using as problematic for significant others. Parents, partners and friends are 

affected and hurt by their misuse, but it may also be the other way around: they are affected by the one(s) 

they live with, and they want to quit but their partners still drink/use drugs, which complicates and hamper 

their sobriety.  

They also described potential relapses as a result of something happening in life (a separation or 

trouble with the authorities, for example), which makes them go back to old habits with old friends. They 

might have had alcohol problems for several years, then been sober for a long time but then something 

happened that caused a relapse. A few service users admitted that they could not stop using on their own: 

that the substance use may not be the specific problem, but the problem is that they need someone to help 

them with setting boundaries. They described their substance use problems as more than just a craving; it 

was a feeling and it depended on their whole life situation. Everything around the individual needs to 

function as it should.  

Another common response was that it was much harder to stay sober while they were at home 

without some sort of activity, which demonstrates the need for interventions and doing something 

meaningful. Some argued that rules of total abstinence and urine tests during interventions or in housing 

facilities were helpful in staying sober – i.e., boundary setting. Some of the service users had been using 

substances for several years, maybe since they were young (by stealing their parents’ medication or by 

smoking some weed with friends) and described themselves as users for a very long time and as having 

had a problematic life. Still others described themselves as having a “normal” life, with good jobs, studies, 

supporting families and a nice home. However, they still used alcohol or drugs at the end of the day in a 

more secret way. This was sometimes described as “I have a good reputation which I don’t want to 

destroy”, etc. Some mentioned the importance of having a job because of the will to do the right thing and 

“not live on the expense of the system”. 

They described themselves as drinking/using because of emotional instability and that the substance 

use was related to psychological problems, but also how it destroyed their physical health. Many of them 

focused on the consequences they had to deal with, such as losing their driving licenses and apartments, 

but also their family and custody of their children. Some of the service users described their instability as a 

result of a season or a holiday: they drank because it was summer, which is associated with taking a beer 

or smoking a joint in the park, or because everybody drinks at Christmas.  
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Regarding their social situation, many service users seemed to be very satisfied with the treatment 

they received at the time of interview, at least those who had a stable place to stay (we did not, however, 

interview anyone sleeping rough in the streets). Many of them seemed to be grateful for the opportunity to 

get out of their household and be somewhere where they were “forced” to be sober. These service users 

might be described as marginalized. Nevertheless, even though they are considered marginalized (due to 

income support, etc.) many seemed satisfied with their current situation. Those who occasionally stayed in 

a hostel for the homeless described the situation as horrible and described themselves as having to use 

substances in order to cope. Some of them knew what they had to do in order to acquire a training 

apartment or get a job (trainee), so even though they may not have been completely satisfied with their 

current situation, they at the same time realized that they had to take these steps in order to get where/what 

they wanted, i.e., they were oriented towards a goal. Some of the service users had regular contact with so-

called “working centers” in order to get a job.  

As mentioned above, some service users seemed to exaggerate their abuse (and/or how problematic 

it was), and some portrayed it as much less problematic than the service providers’ perception. They might 

be exaggerating in order to receive help faster (which some service users actually pointed out). Some of 

the service users also seemed to believe that they have an LVM decision (compulsory care), for example, 

when in fact they did not. This might indicate that they had not received proper information or in some 

way did not know or understand the treatment intervention.  

The service users’ experiences of previous treatments differed considerably, but only a few were 

considered as not having had any previous treatment (this includes both in and outpatient treatment). A 

majority, however, seemed to have had some previous experience. Thus, statements like “I had this 

intervention before and I liked it so I wanted the same one again after my relapse” were common in the 

data material. Some of them described their previous interventions more positively than others, which 

reveals that some of the service users experienced a mistrust against the authorities and did not seem 

happy with neither their current nor previous treatment. Some of the service users described a past with 

several different interventions, which could involve both housing, inpatient and outpatient treatment at 

different locations and with different orientations. Some claimed that treatment had not worked before 

since they had not been motivated enough. 

 

 

A service provider was designated and interviewed for each interviewed service user. It was usually clear 

in the social services who the responsible service provider was, and thus who was most suitable to be 

interviewed. As concerns the health care system, it is always the doctor who decides upon the course of 
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treatment and medications, but we wanted to also capture the experiences and attitudes of nurses and 

auxiliary nurses who carry out the day-to-day work and interact more frequently with the service users. 

Therefore, the interviewed patients were asked who they thought had the best knowledge about them and 

their case. This person was approached and provided us with a variety of service provider categories from 

the health care system. 

 

Table 3.11. Service provider characteristics, numbers (interview accounts) 

Characteristics  N=23 

Gender Female 19 

 Male 4 

Occupation Social Worker 12 

 Nurse/auxiliary 
psychiatric nurse 

8 

 Doctor 3 

Organization Social services 12 

 Health care 11 

Staff interviewed regarding one or more service users participating in the study a 1 12 

 2 7 

 3 4 

a These numbers equals 38, which is explained by the fact that some service users had another professional attached to him/her 
at the time of the interview, due to vacancies, etc.  

 

The service providers in this study had different professions (Table 3.11): social workers, doctors and 

nurses, from four units. A majority of the service users were female (n=19) and four of the service users 

were male. Their length of practice differed, with everything from five months to 30 years, with the mean 

of 8 years and median of 5 years. We had an equal distribution across organizations, with 12 from the 

social services and eleven from the health care system. Some units do not have that many employees, 

which implies that each service provider is responsible for several service users. Therefore, some of the 

service providers were interviewed about more than one service user (two or three) that had been sampled 

and recruited to the study. However, half of them were interviewed about just one.  

 

 

The ratings of service user involvement, service users’ self-perceptions and interviewers’ ratings explored 

in this section were described in detail in Chapter 2 (see 2.8.3. Categorization…). Since this is the main 

topic of the study, this section presents the level of user involvement according to several service user 

characteristics (recruitment unit type, demographics, social situation, substance use problem severity). 
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Hence, this section is richer than other sections in this chapter. We start by examining the different 

measures of user involvement and coercion in treatment entry. 

 

Table 3.12. Frequency distributions: Service user involvement – self-perceived by the service users, and interviewers’ 
assessment (interview accounts; numbers and column percentages) 

 Number (%) 

 N=36 

Service user involvement – self-perceived involvement (based on interview accounts) a  

Dissatisfied 8 (22%) 

Neither-nor 9 (25%) 

Satisfied 19 (53%) 

Service user involvement – interviewers’ assessment (based on all available information)  

Dissatisfied/low involvement 4 (11%) 

Neither-nor 13 (36%) 

Satisfied/high involvement 19 (53%) 

 

Overall, the interviewed service users were satisfied with and were judged by the interviewers to have a 

high level of user involvement (Table 3.12). Slightly more than half described themselves as satisfied 

with the user involvement they had. Likewise, an equal proportion was judged by the interviewers to have 

high involvement. About one fifth (22 percent) perceived themselves having low levels of user 

involvement and the interviewers rated only one tenth (11 percent) as having low user involvement. The 

interviewers put a higher proportion in the mid-category than did the service users themselves (36 vs. 25 

percent). Notably, there are only four persons in the low involvement category as classified by the 

interviewers. Therefore, the low and neither/nor user involvement group, as rated by the interviewer, is 

often merged in the tables below. 

 

Table 3.13. Service user involvement (self-perceived) and coercion, by interviewer’s assessment of user involvement 
(interview accounts; numbers and column percentages) 

 Interviewers’ 
assessment 

 Total 

 Low or neither-nor a  High  

 N=17 N=19 N=36 

Service user involvement – self-perceived involvement (based on 
interview accounts) 

   

Dissatisfied 8 (47%) 0 (0%) 8 (22%) 

Neither-nor 6 (35%) 3 (16%) 9 (25%) 

Satisfied 3 (18%) 16 (84%) 19 (53%) 

Degree of coercion    

Voluntary contact 5 (29%) 6 (32%) 11 (31%) 

Informal pressures 1 (6%) 2 (11%) 3 (8%) 

Formal pressures 11 (65%) 11 (58%) 22 (61%) 

a These categories were merged due to the low number of service users with low involvement (interviewer rating) 
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Differences were found between the interviewers’ assessment of user involvement and service users’ self-

perceived user involvement (Table 3.13). This inconsistency between interviewers’ and interviewees’ 

assessments may in part be explained by psychological attributes such as the wish to be in charge of one’s 

life (see, for example, Determination Theory, Ryan & Deci 2000) or by an overall dissatisfaction with the 

treatment system grounded in previous treatment experiences. It may also be related to the fact that some 

service users have higher expectations and requirements than others, and can hence more easily feel 

disappointed. It should be noted that the interviewers included all available information in their judgment 

of user involvement in each case, and more or less consciously compared involvement in each case with 

the level of involvement in the other studied cases. They also took into account service providers’ actions 

to facilitate involvement in a certain case, under the restraints of organizational and other limitations, and 

such efforts could boost involvement even if the service user was still somewhat dissatisfied with the 

outcome. 

A very low number of service users reported experiencing informal pressures to enter treatment. 

This category is, however, not merged with the formal pressure category in the tables below since these 

two phenomena are quite different and formal pressures probably influence the possibilities of user 

involvement in a more profound way than the informal pressures that occur in the encounter between 

service user and service provider. 

 

Table 3.14. Service user involvement (self-perceived and interviewers’ assessment), by coercion in treatment entry 
(interview accounts; numbers and column percentages) 

 Coercion  Total 

 Voluntary Informal or formal a  

 N=11 N=25 N=36 

Service user involvement – self-perceived involvement    

Dissatisfied 2 (18%) 6 (24%) 8 (22%) 

Neither-nor 3 (27%) 6 (24%) 9 (25%) 

Satisfied 6 (55%) 13 (52%) 19 (53%) 

Service user involvement – interviewers’ assessment    

Dissatisfied/low involvement 0 (0%) 4 (16%) 4 (11%) 

Neither-nor 5 (46%) 8 (32%) 13 (36%) 

Satisfied/high involvement 6 (55%) 13 (52%) 19 (53%) 

a These categories were merged due to the low number of service users with low involvement (interviewer rating) 

 

Most of the service users had experienced some kind of pressure (formal but also informal) to enter or stay 

in treatment (Table 3.14), which has also been noted in previous research (e.g., Storbjörk 2006, 2012b). 

They could, for example, describe themselves as coming to treatment because they wanted to “get proper 

medicine” or “because otherwise they won’t let me see my children”. Formal coercion could involve: 

child welfare demanding it; the respondent needing to acquire an apartment or other housing assistance by 
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going to treatment (or face the prospect of losing it if they do not); having to take regular urine tests while 

on ADHD-medication or attend treatment as a sentence following a drinking-and-driving charge; or more 

severe coercion in terms of threats concerning compulsory care. It could also involve income support, 

which is a temporary financial help from the municipality that can be granted if you cannot support 

yourself on your own. Informal coercion involved, for example, family leaving the service user if (s)he did 

not try to change his/her behavior.  

One could, on the one hand, expect that those pushed into treatment would be more dissatisfied with 

regard to user involvement. However, no such group differences were evident. The interplay between 

coercion and self-choice in treatment has, however, been found to be complex, and the presence of 

coercion may coexist with motivation to change and enter treatment (see Storbjörk 2006, 2012b). 

 

Table 3.15. Service user involvement (self-perceived and interviewers’ assessment) and coercion, by organization 
and sex (interview accounts; numbers and column percentages) 

 Organization  Sex  Total 

 Soc HCS Men Woman  

 N=18 N=18 N=23 N=13 N=36 

Service user involvement – self-perceived 
involvement  

     

Dissatisfied 5 (28%) 3 (17%) 6 (26%) 2 (15%) 8 (22%) 

Neither-nor 5 (28%) 4 (22%) 6 (26%) 3 (23%) 9 (25%) 

Satisfied 8 (44%) 11 (61%) 11 (48%) 8 (62%) 19 (53%) 

Service user involvement – interviewers’ 
assessment  

     

Dissatisfied/low or neither- nor involvement a 11 (61%) 6 (33%) 13 (57%) 4 (31%) 17 (47%) 

Satisfied/high involvement 7 (39%) 12 (67%) 10 (44%) 9 (69%) 19 (53%) 

Degree of coercion      

Voluntary contact 5 (28%) 6 (33%) 6 (26%) 5 (39%) 11 (31%) 

Informal pressures 0 (0%) 3 (17%) 2 (9%) 1 (7%) 3 (8%) 

Formal pressures 13 (72%) 9 (50%) 15 (65%) 7 (54%) 21 (61%) 

a These categories were merged due to the low number of service users with low involvement (interviewer rating) 

 

Table 3.15, exploring user involvement and coercion by organization and sex, shows that the service users 

from the health care system were more satisfied with and received more user involvement, in particular 

when using the interviewers’ ratings of user involvement. Those from the health care system had less 

formal pressures than those recruited from the social services (of which 72 percent had formal 

requirements/coercion attached to the treatment or housing intervention). We would here like to 

acknowledge the different roles of these two main treatment providers and the differences in legislation 

and regulation, as outlined in Section 2.1. Setting…). Women appeared to have more user involvement, as 

shown by both their self-perception and interviewers’ assessment measures, and they also came to 

treatment voluntarily and somewhat more often without the presence of pressures, as compared to men. 
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The two units from the health care system were very similar regarding all three variables. The two 

social services units differed somewhat, with slightly more formal coercion and more dissatisfied service 

users at one of them (this unit-level comparison is not shown in the table. It should be remembered, 

however, that we are comparing very small numbers of service users in this comparison, and we cannot 

draw conclusions regarding the two studied municipalities based on this data set. 

 

Table 3.16. Service user involvement (self-perceived and interviewers’ assessment) and coercion, by age and social 
situation (interview accounts; numbers and column percentages) 

 Age   Social 
situation 

  Total 

 22-30 31-50 51-63 Integrated In 
between 

Marginalized  

 N=7 N=15 N=14 N=15 N=11 N=10 N=36 

Service user involvement – self-
perceived involvement  

       

Dissatisfied 1 (14%) 3 (20%) 4 (29%) 3 (20%) 2 (18%) 3 (30%) 8 (22%) 

Neither-nor 2 (29%) 4 (27%) 3 (21%) 3 (20%) 5 (46%) 1 (10%) 9 (25%) 

Satisfied 4 (57%) 8 (53%) 7 (50%) 9 (60%) 4 (36%) 6 (60%) 19 (53%) 

Service user involvement – 
interviewers’ assessment 

       

Dissatisfied/low or neither-nor 

involvement a 

4 (57%) 7 (47%) 6 (42%) 5 (30%) 5 (45%) 7 (70%) 17 (47%) 

Satisfied/high involvement 3 (43%) 8 (53%) 8 (57%) 10 (67%) 6 (55%) 3 (30%) 19 (53%) 

Degree of coercion        

Voluntary contact 4 (57%) 3 (20%) 4 (29%) 5 (33%) 2 (18%) 4 (40%) 11 (31%) 

Informal pressures 0 (0%) 0 (0%) 3 (21%) 3 (20%) 0 (0%) 0 (0%) 3 (8%) 

Formal pressures 3 (43%) 12 (80%) 7 (50%) 7 (47%) 9 (82%) 6 (60%) 22 (61%) 

a These categories were merged due to the low number of service users with low involvement (interviewer rating) 

 

Those with a more integrated social situation had more user involvement according to the interviewers’ 

assessments (Table 3.16). The self-perception measure also indicates that the integrated users had high 

levels of user involvement, but here also the marginalized thought of themselves as having a high level of 

involvement. Formal pressures were most common in the in-between group, but also frequently reported 

by the marginalized. Interestingly, younger service users were slightly more satisfied according to the self-

perception measure, but the interviewers’ scored the younger service users somewhat lower regarding user 

involvement. Instead, the oldest age category had the highest proportion of high user involvement, but it 

also had the highest percentage with low user involvement. Voluntary treatment was most frequently 

reported by the youngest (22-30 years) service users. 
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Table 3.17. Service user involvement (self-perceived and interviewers’ assessment) and coercion, by drug type 
(interview accounts; numbers and column percentages) 

 Drug type   Total 

 Alcohol only Drugs only Both  

 N=21 N=7 N=8 N=36 

Service user involvement – self-perceived involvement      

Dissatisfied 5 (24%) 1 (14%) 2 (25%) 8 (22%) 

Neither-nor 5 (24%) 3 (43%) 1 (13%) 9 (25%) 

Satisfied 11 (52%) 3 (43%) 5 (63%) 19 (53%) 

Service user involvement – interviewers’ assessment     

Dissatisfied/low or neither-nor involvement a 9 (43%) 4 (57%) 4 (50%) 17 (47%) 

Satisfied/high involvement 12 (57%) 3 (43%) 4 (50%) 19 (53%) 

Degree of coercion     

Voluntary contact 8 (38%) 2 (29%) 1 (13%) 11 (31%) 

Informal pressures 3 (14%) 0 (0%) 0 (0%) 3 (8%) 

Formal pressures 10 (48%) 5 (71%) 7 (88%) 22 (61%) 

a These categories were merged due to the low number of service users with low involvement (interviewer rating) 

 

It was particularly alcohol only service users that were judged to have a high level of user involvement by 

the interviewers (Table 3.17). They were followed by polydrug users, who also judged themselves to have 

high levels of user involvement. Drugs only cases were often found in the neither/nor category (as well as 

in the top category). Formal pressures appeared more common among drug cases and polydrug users than 

they did among alcohol cases, as the latter had the highest percentage of voluntary treatment. Only three 

of the service users described themselves as being in treatment due to informal coercion, all of which 

alcohol users.  

Table 3.18 shows user involvement and coercion by level of substance use problems at baseline 

as measured by the AUDIT and by interview accounts. Those who were sober at baseline were more 

likely to report that they were satisfied with their user involvement. Likewise, it was primarily those with 

a non-problematic use of alcohol or drugs, based on their AUDIT and DUDIT scores, that were assessed 

to have high levels of user involvement by the interviewers. Interestingly, the sober service users reported 

formal pressures more often than those currently using substances, who were reported as voluntarily 

coming to treatment more often. Formal pressures were also more often reported by the hazardous users 

and the non-problematic users than they were by those with problematic substance use according to 

AUDIT and DUDIT. When subject to an intervention of some sort, service users are also under pressure to 

stay sober or abstinent, e.g., in medical or behavioral treatment or in a housing facility. 
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Table 3.18. Service user involvement (self-perceived and interviewers’ assessment) and coercion, by substance use 
problem severity regardless of drug type (interview accounts and AUDIT/DUDIT; numbers and column percentages) 

 Problem severity 
(AUDIT & DUDIT) 

  Sober at 
baseline 

 Total 

 Non-problematic 
use 

Hazardous 
use 

Problematic 
use 

No Yes  

 N=5 N=12 N=18 N=6 N=17 N=36 

Service user involvement – self-
perceived involvement 

      

Dissatisfied 1 (20%) 5 (42%) 2 (11%) 0 (0%) 8 (27%) 8 (22%) 

Neither-nor 0 (0%) 3 (25%) 5 (28%) 4 (67%) 5 (17%) 9 (25%) 

Satisfied 4 (80%) 4 (33%) 11 (61%) 2 (33%) 17 (57%) 19 (53%) 

Service user involvement – 
interviewers’ assessment 

      

Dissatisfied/low or neither-nor 

involvement a 

1 (20%) 8 (66%) 8 (44%) 3 (50%) 14 (46%) 17 (47%) 

Satisfied/high involvement 4 (80%) 4 (33%) 10 (56%) 3 (50%) 16 (53%) 19 (53%) 

Degree of coercion       

Voluntary contact 2 (40%) 1 (8%) 8 (44%) 3 (50%) 8 (27%) 11 (31%) 

Informal pressures 0 (0%) 1 (8%) 2 (11%) 1 (17%) 2 (7%) 3 (8%) 

Formal pressures 3 (60%) 10 (83%) 8 (44%) 2 (33%) 20 (67%) 22 (61%) 

a These categories were merged due to the low number of service users with low involvement (interviewer rating) 

 

Table 3.19. Service user involvement (self-perceived and interviewers’ assessment) and coercion, by index treatment 
intervention and treatment history (interview accounts; numbers and column percentages) 

 Interventi
on 

  Prior 
treatment 

  Total 

 Housing Out-
patient 

Residential None A little A lot  

 N=9 N=23 N=4 N=4 N=12 N=20 N=36 

Service user involvement – self-
perceived involvement  

       

Dissatisfied 4 (44%) 4 (17%) 0 (0%) 0 (0%) 2 (17%) 6 (30%) 8 (22%) 

Neither-nor 2 (22%) 6 (26%) 1 (25%) 1 (25%) 4 (33%) 4 (20%) 9 (25%) 

Satisfied 3 (33) 13 (57%) 3 (75%) 9 (75%) 6 (50%) 10 (50%) 19 (53%) 

Service user involvement – 
interviewers’ assessment 

       

Dissatisfied/low or neither-nor 

involvement a 

6 (67%) 8 (35%) 3 (75%) 2 (50%) 4 (33%) 11 (55%) 17 (47%) 

Satisfied/high involvement 3 (33%) 15 (65%) 1 (25%) 2 (50%) 8 (67%) 9 (45%) 19 (53%) 

Degree of coercion        

Voluntary contact 2 (22%) 8 (34%) 1 (25%) 0 (0%) 5 (42%) 6 (30%) 11 (31%) 

Informal pressures 0 (0%) 3 (13%) 0 (0%) 1 (25%) 1 (8%) 1 (5%) 3 (8%) 

Formal pressures 7 (78%) 12 (52%) 3 (75%) 3 (75%) 6 (50%) 13 (65%) 22 (61%) 

a These categories were merged due to the low number of service users with low involvement (interviewer rating) 

 

Table 3.19 showed no clear pattern regarding the two treatment measures, but those who were 

interviewed because they received a housing intervention, and those with many previous treatment 
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experiences, were more often than other groups dissatisfied with their user involvement. Those with 

residential care and those without prior treatment were most satisfied. The interviewers rated those with 

outpatient care and medium treatment experiences as having the most user involvement. Voluntary 

contact, without pressures, appeared most common among outpatient service users and among those with 

little and extensive prior treatment (as compared to other interventions and those without prior treatment). 

Formal pressures, on the other hand, were often found for those with a housing intervention or those in 

residential care, and among those without prior treatment. This, again, reflects the different characters of 

the care provided by the social services and the health care system, respectively. 

 

Table 3.20. Service user involvement (self-perceived and interviewers’ assessment) and coercion, by mental and 
physical health (interview accounts; numbers and column percentages) 

 Mental health 
problems 

 Physical health 
problems 

 Total 

 No Yes No Yes  

 N=19 N=17 N=4 N=4 N=36 

Service user involvement – self-perceived 
involvement 

     

Dissatisfied 5 (36%) 3 (18%) 6 (20%) 2 (33%) 8 (22%) 

Neither-nor 4 (21%) 5 (29%) 5 (17%) 4 (67%) 9 (25%) 

Satisfied 10 (53%) 9 (53%) 19 (64%) 0 (0%) 19 (53%) 

Service user involvement – interviewers’ 
assessment 

     

Dissatisfied/low or neither-nor involvement a 9 (48%) 8 (47%) 12 (40%) 5 (83%) 17 (47%) 

Satisfied/high involvement 10 (53%) 9 (53%) 18 (60%) 1 (17%) 19 (53%) 

Degree of coercion      

Voluntary contact 7 (37%) 4 (24%) 9 (30%) 2 (33%) 11 (31%) 

Informal pressures 3 (16%) 0 (0%) 3 (10%) 0 (0%) 3 (8%) 

Formal pressures 9 (47%) 13 (77%) 18 (60%) 4 (67%) 22 (61%) 

a These categories were merged due to the low number of service users with low involvement (interviewer rating) 

 

Finally, Table 3.20 indicates that those with poorer physical health were less likely to be satisfied with 

their user involvement than those without such health issues. This is also reflected in the interviewers’ 

ratings. Whether or not the service user had mental health problems did not appear to be related to the 

level of user involvement, but those without such problems appear somewhat more dissatisfied. Formal 

pressures were more often reported among those with psychiatric or medical problems compared to the 

more healthy ones, which also corresponds to, for example, the requirement of taking regular urine tests 

while on ADHD-medications. Those without health issues had more informal pressures. 
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As a final exploratory step, service users’ attributes were used in multiple logistic regression models 

exploring associations between service user characteristics and user involvements, which also took a 

potential interviewer effect into account. Service user involvement was dichotomized in the logistic 

regression models into high involvement and/or satisfaction with involvement (coded as 1, vs medium or 

low involvement) in the first two measures. The third measure (Models 5-6) that combines these two was 

coded as 1 if both the service user and the interviewer rated involvement as high. Sixteen service users 

qualified as 1 and the rest were coded as 0, i.e., those with medium or low involvement, and cases where 

only one of the two parties (service user and interviewer) rated involvement as high. 

The studied independent variables were simplified and most often dichotomized to avoid too small 

categories. It should be noted although that this data material is very small for this type of analysis, the 

results should only be considered as tentative. The variables were thereafter added to the logistic 

regression models predicting high user involvement, according to the service users (Models 1-2), 

interviewers (Models 3-4), and both the service users and the interviewers (Models 5-6). First, 

demographics, problem severity, social situation, and treatment characteristics, and health were added. 

Interviewer was added in a second step to check for an interviewer effect or bias when controlling for 

potential differences in service users interviewed by each of the two interviewers. 

An odds ratio above 1 indicates a higher odds or likelihood of having high user involvement 

(positive correlation), whereas an odds ratio below 1 indicates a lower likelihood of having high user 

involvement (negative correlation). Zero equals no correlation at all. Significance levels up to 10% were 

indicated in the table, but the small sample size makes these models problematic, and the main reason for 

running the models was to see the direction of each potential correlation in the sample when controlling 

for the other variables in the models, i.e., controlling for differences in service user characteristics and 

experiences. 

Turning to the results of Table 3.21, we see that gender tended to be associated with user 

involvement, with female service users being more likely to experience user involvement. The table 

further hints that socially marginalized service users (as compared to the integrated), those with a 

problematic substance use (as compared to non-problematic or hazardous use), and those experiencing 

informal and formal pressures (as compared to those entering treatment voluntarily) also tended to have 

more user involvement (odds ratios > 1).  

On the contrary, the models indicated that those in the middle of the social situation categorization 

(as compared to the integrated), those receiving a housing intervention or residential treatment (as 

compared to outpatient treatment), those with extensive prior treatment, and those with psychiatric or 

physical health problems had lower user involvement (odds ratios < 1).  
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Table 3.21. Logistic regression predicting user involvement (self-perceived, interviewers’ assessment, combined 
measure (odds ratios) 

 Self-perceived Interviewers’ 
assessment 

Self-perceived + 
interviewers’ assessment 

 Model 1 Model 2 Model 3 Model 4 Model 5 Model 6 

Organization: Health care [vs. reference 
Social services] 

0.240 0.323 0.000 0.000 0.037 0.042 

Sex: Female [vs. reference Male] 11.077 9.311 612.058 a 481.858 b 56.104 a 50.967 a 

Age [22-63 years] 0.977 0.981 1.043 1.071 0.985 0.987 

Social situation [reference: Integrated]       

In between 0.307 0.337 0.420 0.611 0.205 0.215 

Marginalized 4.836 4.547 26.529 41.263 1.859 1.798 

Intervention: Housing/Residential [vs. 
reference Outpatient] 

0.037 0.052 0.000 0.000 0.004 b 0.005 

Prior treatment: A lot [vs. reference a little or 
none] 

0.982 0.866 0.377 0.189 2.477 2.332 

Drug type: Alcohol only [vs. reference drugs 
only or both] 

0.599 0.701 2.549 4.019 0.400 0.419 

Problem severity (Audit & Dudit): 
Problematic use [vs. reference Non-problematic 
or Hazardous use] 

0.884 1.110 0.137 0.257 0.212 0.237 

Degree of coercion: Informal or formal 
pressures [vs. reference Voluntary treatment] 

3.367 3.615 5.671 8.329 3.933 4.048 

Mental health problems: Yes [vs. reference 
No] 

0.300 0.425 0.179 0.390 0.130 0.150 

Physical health problems: Yes [vs. reference 
No] 

0.000 0.000 0.000 0.000 0.000 0.000 

Interviewer: 1 [vs reference 2] - 0.646 - 0.272 - 0.843 

a p ≤ 0.05; b p ≤ 0.10 

 

Organization did not seem to matter when controlling for service user characteristics and treatment type 

(note that the organization variable correlated with type of intervention), neither was there a clear pattern 

across the measures or signs of correlation as concerns age. Regarding drug type, the table indicates that 

alcohol cases perceived themselves as having less user involvement, while the interviewer rated them as 

having high user involvement.  

The table indicates a difference between the interviewers, with one interviewer having more 

dissatisfied interviewees and ascribing lower user involvement to her participants compared to the other 

interviewer, regardless of the service user characteristics controlled for in the models. However, the 

difference was not statistically significant.16 

 

                                                      

16 This potential bias was also explored in the treatment satisfaction section below. No significant difference was 

found, but the direction was the same with one interviewer having service users scoring somewhat higher on the 

computed CSQ-score (md=27, SD=7.025 vs. md= 29, SD=5.269). 
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This section presents treatment satisfaction at baseline, as measured by the Client Satisfaction 

Questionnaire (CSQ-8, see 2.6.2. Structured interview forms… and Appendix F). We present satisfaction 

by item, and CSQ-scores by demographics, organization, social and treatment characteristics, problem 

severity, as well as by coercion and user involvement. 

 

Table 3.22. Client satisfaction at baseline, individual items on CSQ-8, from 0 (low satisfaction) to 4 (high satisfaction) 
(central tendencies and dispersions) 

 Range [min-
max] 

Mean Median Standard 
deviation 

Rating of quality of service 1-4 2.97 3 0.954 

Got the service wanted 1-4 3.29 4 0.926 

Program meets need 1-4 3.12 3 0.880 

Would recommend program 1-4 3.46 4 0.852 

Satisfied with amount of help 1-4 3.29 4 0.893 

Service help to deal effectively with problems 1-4 3.49 4 0.781 

Overall satisfied with service 1-4 3.29 4 0.893 

Would come back 1-4 3.40 4 1.006 

 

Thirty-five service users filled in CSQ-8 at baseline. As presented in Table 3.22, most respondent scored 

high on all items, indicating high satisfaction.  

Table 3.23 revealed some differences across groups. Service users from the health care system were 

more often highly satisfied compared to those from the social services: the marginalized were often found 

in the lowest satisfaction category, the integrated in the top satisfaction category, and those in between in 

the mid-satisfaction category. Those with a housing intervention were most often found in the low 

satisfaction group, with inpatients in the mid-category and outpatients in the high satisfaction group. There 

were no obvious differences according to sex, age, or any substance use measures. 

Our study suggests no association between the presence of coercion in treatment entry and 

treatment satisfaction (Table 3.24). However, the table suggests an association between user involvement 

and satisfaction. The pattern implies that those dissatisfied with their user involvement, and judged to have 

little involvement, also report low satisfaction on CSQ-8. Moreover, those satisfied with their user 

involvement and rated highly on involvement by the interviewer also score high on CSQ-8. 
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Table 3.23. Client satisfaction at baseline (CSQ-8), categorization of summed scores (0-32), in total, by 
demographics, social situation, treatment, and substance use (numbers and row percentages) 

 Low 
satisfaction 

(0-23) 

Medium (24-
29) 

High 
satisfaction (30-

32) 

Total 

 N=10 N=10 N=14 N=34 

Sex      

Men 8 (38%) 6 (29%) 7 (33%) 21 (100%) 

Women 2 (15%) 4 (31%) 7 (54%) 13 (100%) 

Age      

22-30 years 2 (33%) 1 (17%) 3 (50%) 6 (100%) 

31-50 years 4 (29%) 6 (43%) 4 (29%) 14 (100%) 

51-63 years 4 (29%) 3 (21%) 7 (50%) 14 (100%) 

Organization     

Soc 6 (35%) 9 (53%) 2 (12%) 17 (100%) 

HCS 4 (24%) 1 (6%) 12 (71%) 17 (100%) 

Social situation     

Integrated 3 (20%) 2 (13%) 10 (67%) 15 (100%) 

In between 2 (22%) 6 (67%) 1 (11%) 9 (100%) 

Marginalized 5 (50%) 2 (20%) 3 (30%) 10 (100%) 

Type of intervention     

Housing 5 (56%) 3 (33%) 1 (11%) 9 (100%) 

Outpatient 4 (18%) 5 (23%) 13 (59%) 22 (100%) 

Inpatient/residential 1 (33%) 2 (67%) 0 (0%) 3 (100%) 

Main drug of choice     

Alcohol only 5 (24%) 6 (29%) 10 (48%) 21 (100%) 

Drugs only 2 (40%) 2 (40%) 1 (20%) 5 (100%) 

Both 3 (38%) 2 (25%) 3 (38%) 8 (100%) 

Severity of substance use at the time of interview     

Low/sober 8 (29%) 8 (29%) 12 (43%) 28 (100%) 

Sporadic use 1 (20%) 2 (40%) 2 (40%) 5 (100%) 

Heavy use 1 (100%) 0 (0%) 0 (0%) 1 (100%) 

Severity of substance use, previously     

Sporadic use 1 (14%) 1 (14%) 5 (71%) 7 (100%) 

Heavy use 9 (33%) 9 (33%) 9 (33%) 27 (100%) 

Audit score (categorized)     

Not hazardous user (>8 points) 1 (20%) 0 (0%) 4 (80%) 5 (100%) 

Hazardous user (8-15) 4 (33%) 4 (33%) 4 (33%) 12 (100%) 

Problem user (16+) 5 (29%) 6 (35%) 6 (35%) 17 (100%) 
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Table 3.24. Client satisfaction at baseline (CSQ-8), categorization of summed scores (0-32), in total, by degree of 
coercion and user involvement (numbers and row percentages) 

 Low 
satisfaction 

(0-23) 

Medium (24-
29) 

High 
satisfaction (30-

32) 

Total 

 N=10 N=10 N=14 N=34 

Degree of coercion     

Voluntary contact 3 (30%) 2 (20%) 5 (50%) 10 (100%) 

Informal pressures 1 (33%) 0 (0%%) 2 (67%) 3 (100%) 

Formal pressures 6 (29%) 8 (38%) 7 (33%) 21 (100%) 

Service user involvement – self-perceived involvement     

Dissatisfied 7 (88%) 0 (0%) 1 (13%) 8 (100%) 

Neither-nor 2 (29%) 4 (57%) 1 (14%) 7 (100%) 

Satisfied 1 (5%) 6 (32%) 12 (63%) 19 (100%) 

Service user involvement – interviewers’ assessment     

Dissatisfied/low or neither-nor a 9 (56%) 4 (25%) 3 (19%) 16 (100%) 

Satisfied/high involvement 1 (6%) 6 (33%) 11 (61%) 18 (100%) 

a These categories were merged due to the low number of service users with low involvement (interviewer rating) 

 

The mean CSQ score of our service user sample was 26.3 (Table 3.25). The median was higher (md=29) 

indicating a skewed distribution, with most service users reporting high satisfaction. The large dispersion 

(standard deviation) values also indicate large differences in scores within the sample, and within groups 

of service users – i.e., among the marginalized (SD=8.07), among those with housing interventions 

(SD=7.94), and among polydrug users (SD=7.43).  

The table suggests some differences in treatment satisfaction by different groups of service users. 

The median column indicates lower satisfaction among those with a housing intervention (md=23), those 

with drug problems only (md=24) and among the marginalized (md=25). Higher median values were 

found for women (md=30), the socially integrated (md=30), outpatients (md=30), those with a less severe 

substance use history (md=31) and non-hazardous substance users (md=31). Those recruited from the 

health care system were more satisfied with their treatment than those from the social services, and those 

with a housing intervention were less satisfied with their service. 
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Table 3.25. Client satisfaction at baseline (CSQ-8), summed score, from 0 (low satisfaction) to 32 (high satisfaction), 
by groups of service users (central tendencies and dispersions) 

 Range [min-
max] 

Mean Median Standard 
deviation 

Total sample 10-32 26.29 29.00 6.078 

Sex      

Men 10-32 25.10 28.00 6.833 

Women 20-32 28.23 30.00 4.146 

Age      

22-30 years 20-31 26.67 27.50 4.926 

31-50 years 10-32 26.43 29.00 5.774 

51-63 years 10-32 26.00 29.50 7.136 

Organization     

Soc 10-31 24.06 27.00 6.823 

HCS 20-32 28.53 31.00 4.361 

Social situation     

Integrated 14-32 27.60 30.00 5.527 

In between 20-32 26.89 29.00 3.790 

Marginalized 10-31 23.80 25.00 8.066 

Type of intervention     

Housing 10-31 20.89 23.00 7.944 

Outpatient 20-32 28.45 30.00 3.949 

Inpatient/residential 23-29 26.67 28.00 3.215 

Main drug of choice     

Alcohol only 10-32 26.71 29.00 6.190 

Drugs only 23-31 26.00 24.00 3.742 

Both 10-31 25.38 28.50 7.425 

Severity of substance use at the time of interview     

Low/sober 10-32 26.21 29.00 6.397 

Sporadic or heavy use 20-32 26.67 27.00 4.761 

Severity of substance use, previously     

Sporadic use 20-32 29.29 31.00 4.192 

Heavy use 10-32 25.52 28.00 6.309 

Audit score (categorized)     

Not hazardous user (>8 points) 20-31 28.60 31.00 4.827 

Hazardous user (8-15) 10-32 25.25 29.00 7.060 

Problem user (16+) 10-32 26.35 28.00 5.798 

 

An association between user involvement and satisfaction as measured by CSQ was also suggested by 

Table 3.26. The higher the self-perceived service user involvement, the higher the CSQ-score. Those 

assessed by the interviewer to have low user involvement also reported lower treatment satisfaction than 

those with high user involvement. The neither/nor group stood out with the lowest CSQ-score. 

Satisfaction did not appear to differ by the presence of coercion in treatment-entry.  
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Table 3.26. Client satisfaction at baseline (CDQ-8), summed score, from 0 (low satisfaction) to 32 (high satisfaction), 
by coercion and user involvement (central tendencies and dispersions) 

 Range [min-
max] 

Mean Median Standard 
deviation 

Total sample 10-32 26.29 29.00 6.078 

Degree of coercion     

Voluntary contact 10-32 26.00 29.50 7.055 

Informal pressures 21-32 28.33 32.00 6.351 

Formal pressures 10-32 26.14 29.00 5.816 

Service user involvement – self-perceived involvement     

Dissatisfied 10-30 18.75 20.50 6.944 

Neither-nor 20-31 25.86 25.00 3.934 

Satisfied 23-32 29.63 31.00 2.587 

Service user involvement – interviewers’ assessment     

Dissatisfied/low involvement 14-31 24.00 25.50 8.042 

Neither-nor 10-31 22.33 23.00 6.555 

Satisfied/high involvement 20-32 29.44 30.50 3.110 

 

 

As presented above, we used several methods to assess the progress of the service users and their potential 

change. First, we made our own assessment of outcomes based on the entire cases of baseline and follow-

up interviews with the service user and his or her service provider (see Appendix A-D; see Section 2.8.3. 

Categorizations…). Secondly, we used responses to the structured forms (see Appendix E-G; see Section 

2.6.2. Structured interview forms…). We used the Outcome Rating Scale (ORS) at baseline and follow-up 

and could thereby measure reported change. We repeated the Alcohol or the Drug Use Identification Test 

(AUDIT or DUDIT, depending on main drug of choice) at follow-up to allow us to measure changed 

substance use. This section presents outcomes in the entire followed-up sample as well as by groups of 

service users. In the next section, we assess potential differences in outcomes by user involvement and 

treatment satisfaction (Client Satisfaction Scale, CSQ-8).  

 

As presented above and in Chapter 2 (Section 2.8.3. Categorizations…), we asked both service users and 

service providers at follow-up whether the substance use had “improved”, “worsened” or “stayed the 

same” compared to the initial interview. Likewise, any change in the overall situation in life was also 

assessed by the same response categories. Interviewees did not always provide a straight-forward answer 

to these questions and the interviewer used all available information from the case when deciding on how 

to code the outcome for each participant. Several cases were also brought up for discussion among the 
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entire research group before a final decision was made. The person that had deceased at the time of 

follow-up was coded as impairment, both regarding substance use and overall life situation, and was 

included in this section. 

 

Table 3.27. Outcomes: Service user and service provider assessments of substance use outcome, and overall 
situation in life (interview accounts; numbers and column percentages) 

 Number (%) 

 N=29 

Substance use at follow-up – self-perceived  

Improvement 8 (28%) 

No change 15 (52%) 

Impairment 6 (21%) 

Substance use at follow-up – service providers’ assessment  

Improvement 9 (31%) 

No change 12 (41%) 

Impairment 8 (28%) 

Overall situation in life (social situation, well-being, etc.)  

Improvement 15 (54%) 

No change 7 (25%) 

Impairment 6 (21%) 

 

Most service users did not change their substance use considerably between baseline and follow-up 

(Table 3.27). Slightly more than half (52 percent) of the service users and 41 percent of the service 

providers reported no change, which in part can be explained by the fact that they were already sober at 

baseline. Only one fifth (self-perception) or slightly more than one quarter (service providers’ assessment) 

reported improvement in this respect. It was more common (54 percent) that the service users reported an 

overall improvement in their situation in life. 

Female service users did better at follow-up, both according to themselves and according to the 

service providers (Table 3.28) – around 60 percent of the women had improved compared to slightly more 

than ten percent of the men. Group differences were also found for self-perceived outcomes by the level of 

problem alcohol or drug use at baseline (AUDIT and DUDIT). It was in particular those with a problem 

use that had improved at follow-up. The table also suggests that the oldest age group (51-63 years), 

inpatients, alcohol only substance users, and those with more problematic or severe substance use at 

baseline were more often than other service users found in the improvement category.  
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Table 3.28. Substance use outcomes (self-perception and service providers’ assessments), by groups of service 
users (interview accounts and AUDIT/DUDIT; numbers and row percentages) 

 Self-perception Interviewers’ assessment Total 

 Improvem
ent 

No 
change 

Impairme
nt 

Improveme
nt 

No 
change 

Impairme
nt 

 

 N=8 N=15 N=6 N=9 N=12 N=8 N=29 

Sex        

Men 2 (11%) 12 (63%) 5 (26%) 3 (16%) 10 (53%) 6 (32%) 19 (100%) 

Women 6 (60%) 3 (30%) 1 (10%) 6 (60%) 2 (20%) 2 (20%) 10 (100%) 

Age         

22-30 years 1 (20%) 4 (80%) 0 (0%) 1 (20%) 4 (80%) 0 (0%) 5 (100%) 

31-50 years 2 (14%) 7 (50%) 5 (36%) 3 (21%) 6 (43%) 5 (36%) 14 (100%) 

51-63 years 5 (50%) 4 (40%) 1 (10%) 5 (50%) 2 (20%) 3 (30%) 10 (100%) 

Organization        

Soc 5 (36%) 6 (43%) 3 (21%) 5 (36%) 6 (43%) 3 (21%) 14 (100%) 

HCS 3 (20%) 9 (60%) 3 (20%) 4 (27%) 6 (40%) 5 (33%) 15 (100%) 

Social situation        

Integrated 3 (30%) 5 (50%) 2 (20%) 4 (40%) 3 (30%) 3 (30%) 10 (100%) 

In between 5 (50%) 4 (40%) 1 (10%) 5 (50%) 4 (40%) 1 (10%) 10 (100%) 

Marginalized 0 (0%) 6 (67%) 3 (33%) 0 (0%) 5 (56%) 4 (44%) 9 (100%) 

Type of intervention        

Housing 2 (29%) 4 (57%) 1 (14%) 2 (29%) 4 (57%) 1 (14%) 7 (100%) 

Outpatient 4 (22%) 10 (56%) 4 (22%) 5 (28%) 7 (39%) 6 (33%) 18 (100%) 

Inpatient/residential 2 (50%) 1 (25%) 1 (25%) 2 (50%) 1 (25%) 1 (25%) 4 (100%) 

Main drug of choice        

Alcohol only 6 (35%) 7 (41%) 4 (24%) 7 (41%) 5 (29%) 5 (29%) 17 (100%) 

Drugs only 1 (20%) 4 (80%) 0 (0%) 1 (20%) 4 (80%) 0 (0%) 5 (100%) 

Both 1 (14%) 4 (57%) 2 (29%) 1 (14%) 3 (43%) 3 (43%) 7 (100%) 

Severity of substance use at 
the time of interview 

       

Low/sober 6 (24%) 14 (56%) 5 (20%) 7 (28%) 12 (48%) 6 (24%) 25 (100%) 

Sporadic or heavy use 2 (50%) 1 (25%) 1 (25%) 2 (50%) 0 (0%) 2 (50%) 4 (100%) 

Severity of substance use, 
previously 

       

Sporadic use 2 (33%) 4 (67%) 0 (0%) 2 (33%) 3 (50%) 1 (17%) 6 (100%) 

Heavy use 6 (26%) 11 (48%) 6 (26%) 7 (30%) 9 (39%) 7 (30%) 23 (100%) 

Audit score (categorized) a        

Not hazardous user (>8 
points) 

0 (0%) 5 (100%) 0 (0%) 1 (20%) 3 (60%) 1 (20%) 5 (100%) 

Hazardous user (8-15) 1 (11%) 7 (78%) 1 (11%) 1 (11%) 6 (67%) 2 (22%) 9 (100%) 

Problem user (16+) 7 (47%) 3 (20%) 5 (33%) 7 (47%) 3 (20%) 5 (33%) 15 (100%) 
a Based on structured form (AUDIT or DUDIT) at baseline 
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Table 3.29. Cross tabulation matrix: self-perceived and service provider assessed substance use outcome (interview 
accounts; numbers and column percentages) 

 Self-perception   Total 

 Improvement No change Impairment  

 N=8 N=15 N=6 N=29 

Service providers’ assessment     

Improvement (n=9) 8 (100%) 1 (7%) 0 (0%) 9 (31%) 

No change (n=12) 0 (0%) 12 (80%) 0 (0%) 12 (41%) 

Impairment (n=8) 0 (0%) 2 (13%) 6 (100%) 8 (28%) 

 

Table 3.29 presents the overall good agreement between self-perceived and service provider reported 

substance use outcomes after three months. All eight service users who reported an improvement 

regarding their substance use at follow-up also received the same assessment by their service provider, 

and there was also a total consensus as concerns impairment. Most (80 percent) of the service users 

reporting no change were likewise categorized by their service provider. However, there are some 

inconsistencies between a self-perceived lack of change and service provider assessments. 

 

Table 3.30. Cross tabulation matrix: overall situation in life at follow-up and substance use outcomes (self-perception 
and service providers’ assessments) (interview accounts; numbers and column percentages) 

 Substance use   

 Self-perception Service providers’ assessment Total 

 Improvem
ent 

No 
change 

Impairme
nt 

Improveme
nt 

No 
change 

Impairme
nt 

 

 N=8 N=15 N=6 N=9 N=12 N=8 N=29 

Overall life situation        

Improvement (n=15) 8 (100%) 7 (50%) 0 (0%) 9 (100%) 5 (46%) 1 (13%) 15 (54%) 

No change (n=7) 0 (0%) 6 (43%) 1 (17%) 0 (0%) 5 (46%) 2 (25%) 7 (25%) 

Impairment (n=6) 0 (0%) 1 (7%) 5 (83%) 0 (0%) 1 (9%) 5 (63%) 6 (21%) 

 

All service users who improved their substance use (both measures) also reported an improvement in their 

overall life situation (social situation, well-being, etc.) at follow-up (Table 3.30). It was also clear that 

those who reported self-perceived substance use impairment usually also reported an impaired overall 

situation in life. This pattern was visible, however not as evident, regarding service providers’ 

assessments. Those who did not change their substance use were scattered regarding change in their 

overall situation in life. 

Table 3.31 revealed no evident group differences concerning change in overall life situation at 

follow-up. However, female service users, the oldest age group, those with a more integrated social 

situation, inpatients, alcohol only substance users, and those with more severe or problematic substance 

use were more often found among those that had improved their overall situation in life. Impairment was 

reported slightly more often by men, younger service users, those recruited from the social services, the 
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marginalized, those receiving inpatient treatment or housing as their treatment intervention, polydrug 

users, and those with the highest scores on AUDIT or DUDIT at baseline.  

 

Table 3.31. Overall life situation outcomes, by groups of service users (interview accounts; numbers and row 
percentages) 

 Overall life situation Total 

 Improveme
nt 

No 
change 

Impairme
nt 

 

 N=15 N=7 N=6 N=28 

Sex     

Men 7 (39%) 6 (33%) 5 (28%) 18 (100%) 

Women 8 (80%) 1 (10%) 1 (10%) 10 (100%) 

Age      

22-30 years 2 (50%) 1 (25%) 1 (25%) 4 (100%) 

31-50 years 5 (36%) 5 (36%) 4 (29%) 14 (100%) 

51-63 years 8 (80%) 1 (10%) 1 (10%) 10 (100%) 

Organization     

Soc 7 (54%) 2 (15%) 4 (31%) 13 (100%) 

HCS 8 (53%) 5 (33%) 2 (13%) 15 (100%) 

Social situation     

Integrated 7 (70%) 2 (20%) 1 (10%) 10 (100%) 

In between 5 (50%) 3 (30%) 2 (20%) 10 (100%) 

Marginalized 3 (38%) 2 (25%) 3 (38%) 8 (100%) 

Type of intervention     

Housing 4 (57%) 1 (14%) 2 (29%) 7 (100%) 

Outpatient 9 (50%) 6 (33%) 3 (17%) 18 (100%) 

Inpatient/residential 2 (67%) 0 (0%) 1 (33%) 3 (100%) 

Main drug of choice     

Alcohol only 11 (65%) 3 (18%) 3 (18%) 17 (100%) 

Drugs only 1 (25%) 3 (75%) 0 (0%) 4 (100%) 

Both 3 (43%) 1 (14%) 3 (43%) 7 (100%) 

Severity of substance use at the time of interview     

Low/sober 12 (50%) 7 (29%) 5 (21%) 24 (100%) 

Sporadic or heavy use 3 (75%) 0 (0%) 1 (25%) 4 (100%) 

Severity of substance use, previously     

Sporadic use 3 (50%) 2 (33%) 1 (17%) 6 (100%) 

Heavy use 12 (55%) 5 (23%) 5 (23%) 22 (100%) 

Audit score (categorized) a     

Not hazardous user (>8 points) 3 (60%) 1 (20%) 1 (20%) 5 (100%) 

Hazardous user (8-15) 4 (44%) 5 (56%) 0 (0%) 9 (100%) 

Problem user (16+) 8 (57%) 1 (7%) 5 (36%) 14 (100%) 
a Based on structured form (AUDIT or DUDIT) at baseline 
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As presented in the methods chapter, the Outcome Rating Scale (ORS) measures well-being in different 

life areas and refers to the current situation, more specifically over the last week. It ranges from 0 (low 

well-being) to 10 (high level of well-being). We asked our service users to fill ORS out at baseline and 

repeat it at follow-up. This section presents their scores at both measurement points as well as a more 

elaborated presentation of changes in ORS between baseline and follow-up. 

 

Table 3.32. Outcome Rating Scale (ORS) dimensions and total scores at baseline and follow-up (central tendencies 
and dispersions) 

 Baseline    Follow-up    

 Range [min-
max] 

Mean Median Standard 
deviation 

Range [min-
max] 

Mean Median Standard 
deviation 

DIMENSIONS (range: 0-10)         

Individually (personal well-
being) 

1.9-10.0 7.31 8.00 2.52 1.5-10.0 7.28 7.80 2.39 

Interpersonally (family, close 
relationships) 

0.4-10.0 7.49 8.35 2.73 0.8-10.0 7.75 8.70 2.71 

Socially (work, school, 
friendships) 

1.5-10.0 6.93 7.60 2.65 0.2-10.0 7.44 8.30 2.79 

Overall (general sense of well-
being) 

2.0-10.0 7.59 8.40 2.43 1.6-10.0 7.94 8.30 2.07 

Alcohol/drugs (scope, 
problem, and dependence) a 

0.0-10.0 8.01 9.70 3.03 0.0-10.0 8.90 9.80 2.30 

         

SCORES         

Total score, alcohol/drugs 
excluded (range: 0-40) 

8-40 29.32 30.15 8.33 5-40 30.40 32.70 8.59 

Total score, alcohol/drugs 
included a (range: 0-50) 

9-50 37.33 38.45 10.02 14-50 39.30 41.75 9.75 

a The alcohol/drug dimension was not included in the original version of ORS 

 

Our service users reported a rather high well-being at baseline (Table 3.32). They were, as a group, and 

somewhat unexpectedly, most satisfied with their alcohol and/or drug use situation (m=8.01) (many of 

them were also sober and drug-free at the time of baseline interview), followed by their overall well-

being, interpersonal aspects, personal well-being, and finally their social life. The table indicates 

aggregated level group improvements regarding the interpersonal, social, overall and the alcohol and drug 

dimension, in addition to impairment regarding individual well-being. The total sum of the scores also 

indicates improvement between the two measured points in time. 
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Subtracting each service user’s baseline score from their follow-up score provided us with a change in 

score. Positive values indicate an overall improvement in well-being, whereas negative values indicate 

impairment. These raw numbers showed that 16 (59 percent) reported an overall improvement and 11 (41 

percent) impairment when comparing the situation at follow-up with the well-being reported at baseline, 

and by using the original four ORS-dimensions (without adding in the alcohol and drug dimension). The 

numbers, when including the fifth alcohol and drug dimension in the score, were 15 (56 percent) who 

improved and 12 (44 percent) whose overall well-being had worsened.  

 

Graph 3.1 Outcome Rating Scale (ORS): change in total score between baseline and follow-up (alcohol/drug 
dimension excluded to the left; alcohol/drugs included to the right) 

 

  

Graph 3.1 reports the distribution for how many service users reported an improvement and impairment 

between data points and the magnitude (distance from zero) of this change. Given that service users were 

asked to mark their well-being on plain scales (one for each dimension) ranging from 0,00-10.00 (a range 

of 100), they were very unlikely to score exactly the same for both interviews. Therefore, these change in 

scores (with and without the alcohol and drug dimension) were merged into three categories: 

improvement, no change, and impairment. The cut-offs were set to an improvement of at least four points 

for the score with four dimensions (alcohol/drugs excluded), and five points for the score with five 

dimensions (alcohol/drugs included). This implies that those with a change in score between -4 and 4 (and 

between -5 and 5) were categorized as no change. The following tables present changes in the four 

dimensional ORS-score and our added substance use dimension. The alcohol and drug dimension change 

score was categorized as no change if the score did not increase or decrease by more than 0.5.17 

                                                      

17 First, we tested a change of 1.0 (which corresponds to the four dimensional scale), but that categorization was not 

sensitive to change, with as many as 21 out of 27 in the no change category. We therefore set the no change category 

to 0.5 instead and thereby placed 19 in the no change group. 
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Table 3.33. Outcome Rating Scale (ORS) outcomes (four dimension score and alcohol/drugs), by groups of service 
users (interview accounts; numbers and row percentages) 

 ORS score (four dimensions) Alcohol and drug dimension Total 

 Improvem
ent 

No 
change 

Impairme
nt 

Improveme
nt 

No 
change 

Impairme
nt 

 

 N=9 N=9 N=9 N=4 N=19 N=4 N=27 

Sex        

Men 7 (39%) 4 (22%) 7 (39%) 2 (11%) 13 (72%) 3 (17%) 18 (100%) 

Women 2 (22%) 5 (56%) 2 (22%) 2 (22%) 6 (67%) 1 (11%) 9 (100%) 

Age         

22-30 years 3 (60%) 1 (20%) 1 (20%) 0 (0%) 5 (100%) 0 (0%) 5 (100%) 

31-50 years 4 (29%) 4 (29%) 6 (43%) 2 (14%) 9 (64%) 3 (21%) 14 (100%) 

51-63 years 2 (25%) 4 (50%) 2 (25%) 2 (25%) 5 (63%) 1 (13%) 8 (100%) 

Organization        

Soc 7 (50%) 2 (14%) 5 (36%) 1 (7%) 10 (71%) 3 (21%) 14 (100%) 

HCS 2 (15%) 7 (54%) 4 (31%) 3 (23%) 9 (69%) 1 (8%) 13 (100%) 

Social situation        

Integrated 1 (13%) 6 (75%) 1 (13%) 2 (25%) 6 (75%) 0 (0%) 8 (100%) 

In between 4 (40%) 2 (20%) 4 (40%) 2 (20%) 6 (60%) 2 (20%) 10 (100%) 

Marginalized 4 (44%) 1 (11%) 4 (44%) 0 (0%) 7 (78%) 2 (22%) 9 (100%) 

Type of intervention        

Housing 4 (57%) 1 (14%) 2 (29%) 1 (14%) 5 (71%) 1 (14%) 7 (100%) 

Outpatient 3 (19%) 7 (44%) 6 (38%) 3 (19%) 11 (69%) 2 (13%) 16 (100%) 

Inpatient/residential 2 (50%) 1 (25%) 1 (25%) 0 (0%) 3 (75%) 1 (25%) 4 (100%) 

Main drug of choice        

Alcohol only 5 (33%) 8 (53%) 2 (13%) 2 (13%) 11 (73%) 2 (13%) 15 (100%) 

Drugs only 3 (60%) 0 (0%) 2 (40%) 1 (20%) 4 (80%) 0 (0%) 5 (100%) 

Both 1 (14%) 1 (14%) 5 (71%) 1 (14%) 4 (57%) 2 (29%) 7 (100%) 

Severity of substance use at 
the time of interview 

       

Low/sober 8 (35%) 7 (30%) 8 (35%) 3 (13%) 18 (78%) 2 (9%) 23 (100%) 

Sporadic or heavy use 1 (25%) 2 (50%) 1 (25%) 1 (25%) 1 (25%) 2 (50%) 4 (100%) 

Severity of substance use, 
previously 

       

Sporadic use 2 (33%) 2 (33%) 2 (33%) 0 (0%) 5 (83%) 1 (17%) 6 (100%) 

Heavy use 7 (33%) 7 (33%) 7 (33%) 4 (19%) 14 (67%) 3 (14%) 21 (100%) 

Audit score (categorized) a        

Not hazardous user (>8 
points) 

0 (0%) 3 (60%) 2 (40%) 2 (0%) 5 (100%) 0 (0%) 5 (100%) 

Hazardous user (8-15) 3 (33%) 4 (44%) 2 (22%) 2 (22%) 5 (56%) 2 (22%) 9 (100%) 

Problem user (16+) 6 (46%) 2 (15%) 5 (39%) 2 (15%) 9 (69%) 2 (15%) 13 (100%) 
a Based on structured form (AUDIT or DUDIT) at baseline 

 

The categorized ORS score change placed nine service users (equal proportions) in the respective groups 

of improvement, no change, and impairment with regard to overall well-being (Table 3.33). As indicated 

above, most of our service users fell into the no change category based on the alcohol and drug dimension 
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studied here. As concerns group differences, our drug users mostly improved their overall ORS score, the 

polydrug users mostly showed impairment, and half of the alcohol only users did not change.  

The table also indicates some other differences regarding overall ORS score changes. Among those 

found in the improvement group were a high proportion of male service users, members of the youngest 

age group, social services clients, more marginalized service users, those with a housing or inpatient 

intervention, and those with more problematic substance use (AUDIT/DUDIT) at baseline. Interestingly, 

the socially integrated, outpatients, and those with less problematic substance use (AUDIT/DUDIT) at 

baseline reported poorer outcomes regarding overall well-being; perhaps their problems were less severe 

at start and hence less improvement could occur.  

The comparisons indicated very few differences with regard to the alcohol and drug dimension, but 

service users from the health care system did somewhat better than those from the social services, and the 

heavy users at baseline performed relatively poorly concerning change between baseline and follow-up.  

 

Table 3.34. Cross tabulation matrix: substance use (self-perception and service providers’ assessment) and overall 
life situation outcomes (interview accounts), and ORS (four dimension score and alcohol/drugs) (numbers and column 
percentages) 

 ORS score (four dimensions) Alcohol and drug dimension Total 

 Improvem
ent 

No 
change 

Impairme
nt 

Improveme
nt 

No 
change 

Impairme
nt 

 

 N=9 N=9 N=9 N=4 N=19 N=4 N=27 

Substance use at follow-up – 
self-perceived 

       

Improvement 4 (44%) 2 (22%) 1 (11%) 2 (50%) 4 (21%) 1 (25%) 7 (26%) 

No change 5 (56%) 6 (67%) 4 (44%) 2 (50%) 12 (63%) 1 (25%) 15 (56%) 

Impairment 0 (0%) 1 (11%) 4 (44%) 0 (0%) 3 (16%) 2 (50%) 5 (19%) 

Substance use at follow-up – 
service providers’ 
assessment 

       

Improvement 4 (44%) 3 (33%) 1 (11%) 2 (50%) 5 (26%) 1 (25%) 8 (30%) 

No change 5 (56%) 4 (44%) 3 (33%) 1 (25%) 10 (53%) 1 (25%) 12 (44%) 

Impairment 0 (0%) 2 (22%) 5 (56%) 1 (25%) 4 (21%) 2 (50%) 7 (26%) 

Overall situation in life        

Improvement 6 (75%) 7 (78%) 1 (11%) 3 (75%) 10 (56%) 1 (25) 14 (54%) 

No change 2 (25%) 2 (22%) 3 (33%) 1 (25%) 5 (28%) 1 (25%) 7 (27%) 

Impairment 0 (%) 0 (0%) 5 (57%) 0 (0%) 3 (17%) 2 (50%) 5 (19%) 

 

As expected, the ORS score corresponded well with the overall situation in life outcome: those reporting 

improvement on one of them also tended to report a positive change on the other (Table 3.34). This 

pattern was also found in the ORS score and the self-perceived and service provider assessed change in 

substance use. The alcohol and drug dimension of ORS did not show convincing agreement with the other 
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studied measures, which can in part be explained by the fact that there is also very little variation in the 

scoring on this dimension. 

 

The AUDIT and DUDIT measure hazardous and harmful patterns of alcohol and drug use (see Section 

2.6.2. Structured interview forms… for a more detailed description). Scores can be summed across all 

items, with higher values indicating more problematic use. AUDIT or DUDIT, depending on the main 

drug of choice of the participating service user, was filled out at baseline and at follow-up. Twenty-five 

service users filled-out AUDIT at baseline and 19 of these were followed-up. DUDIT was used by ten 

service users at baseline and eight at follow-up. This section explores three month alcohol and drug use 

outcomes as measured by these two instruments, separately and merged into a joint measure of hazardous 

and problem use of either alcohol or illicit drugs. 

 

Table 3.35. AUDIT and DUDIT scores at baseline and follow-up (central tendencies and dispersions) 

 Baseline    Follow-up    

 Range 
[min-max] 

Mean Median Standard 
deviation 

Range 
[min-max] 

Mean Median Standard 
deviation 

AUDIT score (range: 0-40) 4-29 16.40 17.00 8.145 0-28 13.58 13.00 9.524 

DUDIT score (range: 0-44) 6-31 17.50 13.50 10.331 2-35 13.63 8.50 11.843 

 

Table 3.35 shows average reductions in summed AUDIT and DUDIT scores between baseline and 

follow-up. The samples, as limited to those followed-up, are very small (AUDIT n=19; DUDIT n=7), and 

indicate reduced problem levels as indicated by lower means and median values at follow-up.  

 

Graph 3.2 AUDIT and DUDIT score outcomes: change in score between baseline and follow-up 
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Graph 3.2 reports the distributions of each followed-up service user’s change in AUDIT or DUDIT 

scores between baseline and follow-up. The left hand side graph shows that about half (47 percent) of the 

alcohol users improved their alcohol consumption (positive values in the graphs), four service users (21 

percent) did not change their score, and 32 percent had a more severe problems at follow-up. The 

distribution for change in drug use – to the right – was much more skewed with four of the drug users, 

who presented an improvement. Two showed no change, and only one service user scored higher and thus 

had a worsened drug use situation at follow-up, as measured by summing the responses to DUDIT. 

 

Table 3.36. Outcomes: (Non-)hazardous or problematic alcohol and drug use at baseline and follow-up (AUDIT & 
DUDIT) (numbers and column percentages) 

 At baseline  At follow-up 

 Total sample Those followed-up Those followed-up 

 Number (%) Number (%) Number (%) 

 N=25 N=20 N=19 

Audit score (categorized)    

Not hazardous user (>8 points) 4 (16%) 4 (20%) 7 (37%) 

Hazardous user (8-15) 8 (32%) 5 (25%) 4 (21%) 

Problem user (16+) 13 (52%) 11 (55%) 8 (42%) 

Audit score (categorized) N=10 N=8 N=8 

Not hazardous user (>8 points) 1 (10%) 1 (13%) 4 (50%) 

Hazardous user (8-15) 4 (40%) 4 (50%) 2 (25%) 

Problem user (16+) 5 (50%) 3 (37%) 2 (25%) 

Audit + DUDIT score (categorized) N=35 N=28 N=27 

Not hazardous user (>8 points) 5 (14%) 5 (18%) 11 (41%) 

Hazardous user (8-15) 12 (34%) 9 (32%) 6 (22%) 

Problem user (16+) 18 (51%) 14 (50%) 10 (37%) 

 

Table 3.36 shows categorizations at baseline and at follow-up of non-hazardous, hazardous, and problem 

alcohol or drug users by AUDIT, DUDIT, and the merged measure of both AUDIT and DUDIT. The 

proportion of problem users had decreased at the time of follow-up, and the percentages screened as non-

hazardous users of alcohol or drugs increased, hence indicating a group level improvement regarding 

substance use.  

Due to the low number of service users that filled out DUDIT, Tables 3.37 and 3.38 are limited to 

the joint AUDIT-DUDIT measures at baseline and follow-up. First, we explored the association between 

the AUDIT-DUDIT categorization at baseline and at follow-up (Table 3.37), i.e., how many of those 

followed-up reported improvement or impairment based on these categorizations. As shown, by summing 

the numbers and total percentages, a total of sixteen service users did not change category between the 

two interview points: Five were categorized as non-hazardous users at both times (i.e., 19 percent out of 

27 followed-up service users); three (11 percent) were screened as hazardous users at both interview 
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points; and eight (30 percent) were screened as hazardous users at both baseline and follow-up. Four 

moved from being screened as a hazardous user to a non-hazardous user, and a total of five changed from 

problem use to hazardous or non-hazardous user; i.e., nine service users (33 percent) improved. Two (7 

percent) moved from hazardous to problem use, hence reporting impairment. 

 

Table 3.37. Alcohol and drug use problems (hazardous/problem use) at follow-up, by use at baseline (AUDIT & 
DUDIT) (numbers and total percentages) 

 AUDIT + DUDIT score 
at baseline 

  Total 

 Not hazardous user Hazardous user Problem user  

 N=5 N=9 N=13 N=27 (100%) 

Audit + DUDIT score at follow-up     

Not hazardous user (>8 points) 5 (19%) 4 (15%) 2 (7%) 11 (41%) 

Hazardous user (8-15) 0 (0%) 3 (11%) 3 (11%) 6 (22%) 

Problem user (16+) 0 (%) 2 (7%) 8 (30%) 10 (37%) 

 

Accordingly, the followed-up service users were categorized into one of three outcome groups: Non-

hazardous user at both interviews (n=5); improvement between baseline and follow-up (n=9), i.e., moving 

from problem to hazardous-user or from hazardous to non-hazardous user; and impairment or continued 

problem or hazardous use (n=13). These were thereby cross tabulated by service user characteristics. 

Table 3.38 revealed no clear group differences regarding this substance use outcome. However, as 

concerns age, the table shows that as many as 62 percent of those between 31-50 years had poor outcomes 

and reported an impairment. That was true for 40 percent of the youngest and 33 percent of the oldest 

service users. Likewise, those in between, as concerns social situation, also reported a poor outcome (60 

percent) to a greater extent than the integrated (44 percent) and the marginalized (38 percent). One third of 

the integrated was found in the continued non-hazardous use group. A greater proportion of those from the 

health care system was found in the continued non-hazardous group, as compared to those recruited from 

the social services. About half from both parts of the treatment system had poor outcomes (impairment or 

continued problem use), and a greater percentage from the social services reported an improvement (46 vs. 

21 percent). Two out of the three service users with inpatient treatment reported an impairment or 

continued problem or hazardous use, whereas most of those with a housing intervention improved as 

concerns substance use. Half of the outpatients had a worsened or continued problematic substance use, 

while the other half was evenly divided between improvement and continued non-hazardous use. Those 

with more problematic use at baseline, and previously deemed (interview accounts) to be poorer at follow-

up than those with less severe problems at baseline, were more often found in the continued non-

hazardous use group. 

 



 

124 

Table 3.38. Outcomes: Changes in problem and hazardous alcohol and drug use between baseline and follow-up 
(AUDIT & DUDIT) (numbers and row percentages) 

 AUDIT & DUDIT at follow-up Total 

 Continued, non-
hazardous use 

Improvement Impairment or 
continued 

problem/hazardous 
use 

 

 N=5 N=9 N=13 N=27 

Sex     

Men 3 (18%) 6 (36%) 8 (47%) 17 (100%) 

Women 2 (20%) 3 (30%) 5 (50%) 10 (100%) 

Age      

22-30 years 2 (40%) 1 (20%) 2 (40%) 5 (100%) 

31-50 years 1 (8%) 4 (31%) 8 (62%) 13 (100%) 

51-63 years 2 (22%) 4 (44%) 3 (33%) 9 (100%) 

Organization     

Soc 1 (8%) 6 (46%) 6 (46%) 13 (100%) 

HCS 4 (29%) 3 (21%) 7 (50%) 14 (100%) 

Social situation     

Integrated 3 (33%) 2 (22%) 4 (44%) 9 (100%) 

In between 1 (10%) 3 (30%) 6 (60%) 10 (100%) 

Marginalized 1 (13%) 4 (50%) 3 (38%) 8 (100%) 

Type of intervention     

Housing 1 (14%) 4 (57%) 2 (29%) 7 (100%) 

Outpatient 4 (24%) 4 (24%) 9 (53%) 17 (100%) 

Inpatient/residential 0 (0%) 1 (33%) 2 (67%) 3 (100%) 

Main drug of choice     

Alcohol only 3 (19%) 4 (25%) 9 (56%) 16 (100%) 

Drugs only 0 (0%) 3 (60%) 2 (40%) 5 (100%) 

Both 2 (33%) 2 (33%) 2 (33%) 6 (100%) 

Severity of substance use at the time of interview     

Low/sober 5 (22%) 8 (35%) 10 (44%) 23 (100%) 

Sporadic or heavy use 0 (0%) 1 (25%) 3 (75%) 4 (100%) 

Severity of substance use, previously     

Sporadic use 3 (50%) 1 (17%) 2 (33%) 6 (100%) 

Heavy use 2 (10%) 8 (38%) 11 (52%) 21 (100%) 

 

As expected, those categorized as having continued non-hazardous use also reported no change (self-

perceived outcome and the added alcohol/drug dimension of ORS) (Table 3.39). The correspondence was, 

however, not as equally positive for the service providers’ assessments, neither were there very solid 

consistencies regarding impairment or continued problem use according to AUDIT or DUDIT and the 

outcome measure based on interview accounts (self-perception and service providers’ assessments). 

Thirty-nine percent of those with such a poor outcome on AUDIT/DUDIT had improvement on the self-

perception and service providers’ assessment measures. This inconsistency was also found for the 

AUDIT/DUDIT measure and our alcohol and drug dimension in ORS. It could be noted although that 
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some questions of the AUDIT and DUDIT have a time window longer than three months, which makes it 

somewhat problematic to detect change after three months, this is a change that can be acknowledged in a 

qualitative interview.  

 

Table 3.39. Cross tabulation matrix: substance use (self-perception and service providers’ assessment), overall life 
situation outcomes, ORS (four dimension score and alcohol/drugs) outcomes, and change in AUDIT/DUDIT (numbers 
and column percentages) 

 AUDIT & DUDIT at follow-up Total 

 Continued, non-
hazardous use 

Improvement Impairment or 
continued 

problem/hazardous 
use 

 

 N=5 N=9 N=13 N=27 

Substance use at follow-up – self-perceived     

Improvement 0 (0%) 3 (33%) 5 (39%) 8 (30%) 

No change 5 (100%) 6 (67%) 4 (31%) 15 (56%) 

Impairment 0 (0%) 0 (0%) 4 (31%) 4 (15%) 

Substance use at follow-up – service providers’ 
assessment 

    

Improvement 1 (20%) 3 (33%) 5 (39%) 9 (33%) 

No change 3 (60%) 6 (67%) 3 (23%) 12 (44%) 

Impairment 1 (20%) 0 (0%) 5 (39%) 6 (22%) 

Overall situation in life – interview accounts     

Improvement 3 (60%) 5 (63%) 7 (54%) 15 (58%) 

No change 1 (20%) 3 (38%) 3 (23%) 7 (27%) 

Impairment 1 (20%) 0 (0%) 3 (23%) 4 (15%) 

ORS score (four dimensions)     

Improvement 0 (0%) 4 (50%) 5 (39%) 9 (35%) 

No change 3 (60%) 2 (25%) 4 (31%) 9 (35%) 

Impairment 2 (40%) 2 (25%) 4 (31%) 8 (31%) 

ORS Alcohol and drug dimension     

Improvement 0 (0%) 1 (13%) 3 (23%) 4 (15%) 

No change 5 (100%) 7 (88%) 7 (54%) 19 (73%) 

Impairment 0 (0%) 0 (0%) 3 (23%) 3 (12%) 

 

 

Finally, this section addresses the potential association between user involvement, as well as coercion and 

treatment satisfaction (CSQ-8), at baseline. This is determined by considering three month outcomes, as 

elaborated above and measured by our own case assessments (interview accounts), the Outcome Rating 

Scale (ORS), and the Alcohol and Drug Use Identification Tests (AUDIT & DUDIT). It is, however, 

important to remember that the small sample size obstructs the possibility to draw any firm conclusions. 

This section is first and foremost exploratory.  
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Table 3.40. Substance use and other three months outcomes, by service user involvement (numbers and column 
percentages) 

 Service user involvement    

 Self-perception Interviewers’ assessments  

 Dissatisfied or 

neither-nor a 

Satisfied/high Low or 

Neither-nor a 

Satisfied/high  

 N=12 N=17 N=14 N=15 N=29 

Substance use at follow-up – self-
perceived 

     

Improvement 3 (25%) 5 (29%) 3 (21%) 5 (33%) 8 (28%) 

No change 7 (58%) 8 (47%) 8 (57%) 7 (47%) 15 (52%) 

Impairment 2 (17%) 4 (24%) 3 (21%) 3 (20%) 6 (21%) 

Substance use at follow-up – service 
providers’ assessment 

     

Improvement 3 (25%) 6 (35%) 3 (21%) 6 (40%) 9 (31%) 

No change 6 (50%) 6 (35%) 7 (50%) 5 (33%) 12 (41%) 

Impairment 3 (25%) 5 (29%) 4 (29%) 4 (27%) 8 (28%) 

Overall situation in life – interview 
accounts 

     

Improvement 6 (50%) 9 (56%) 6 (43%) 9 (60%) 15 (54%) 

No change 3 (25%) 4 (25%) 3 (21%) 4 (27%) 7 (25%) 

Impairment 3 (25%) 3 (19%) 4 (29%) 2 (13%) 6 (21%) 

ORS score (four dimensions)      

Improvement 6 (50%) 3 (20%) 7 (50%) 2 (15%) 9 (33%) 

No change 2 (17%) 7 (47%) 2 (14%) 7 (54%) 9 (33%) 

Impairment 4 (33%) 5 (33%) 5 (36%) 4 (31%) 9 (33%) 

ORS Alcohol and drug dimension      

Improvement 3 (25%) 1 (7%) 3 (21%) 1 (8%) 4 (15%) 

No change 7 (58%) 12 (80%) 8 (57%) 11 (85%) 19 (70%) 

Impairment 2 (17%) 2 (13%) 3 (21%) 1 (8%) 4 (15%) 

AUDIT & DUDIT      

Continued non-hazardous use 1 (8%) 4 (27%) 1 (7%) 4 (29%) 5 (19%) 

Improvement 3 (25%) 6 (40%) 5 (36%) 5 (36%) 9 (33%) 

Impairment/continued 
problem/hazardous use 

8 (67%) 5 (33%) 6 (43%) 5 (36%) 13 (48%) 

a These categories were merged due to the low number of service users with low involvement 

 

Due to the low number of service users in the dissatisfaction/low user involvement categories of both the 

self-perception and the interviewers’ assessment classification18, these two categories were merged into 

the ‘neither/nor’ categories of Table 3.40. The cross-tabulations indicated no clear and consistent pattern 

as concerns substance use and life situation outcomes at three months among those with significant or 

little user involvement. The four dimension ORS score indicated that a somewhat higher proportion of the 

                                                      

18 Only five followed-up service users self-classified themselves as dissatisfied with their user involvement and only 

one followed-up service user was rated as having low user involvement by the interviewers. 
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service users with low levels of involvement, as opposed to than those with high involvement, had 

improved their situation at follow-up. A similar trend could be dimly seen for the alcohol and drug use 

dimension of ORS, while the AUDIT and DUDIT measure primarily reflected impairment or continued 

problem use among the service users who presented themselves as having lower levels of user 

involvement and continued non-hazardous use among those with high levels of involvement. 

 

Table 3.41. Substance use and other three months outcomes, by coercion (numbers and column percentages) 

 Coercion Total 

 Voluntary Informal 

and formal a  

 

 N=8 N=21 N=29 

Substance use at follow-up – self-perceived    

Improvement 3 (38%) 5 (24%) 8 (28%) 

No change 4 (50%) 11 (52%) 15 (52%) 

Impairment 1 (13%) 5 (24%) 6 (21%) 

Substance use at follow-up – service providers’ assessment    

Improvement 3 (38%) 6 (29%) 9 (31%) 

No change 4 (50%) 8 (38%) 12 (41%) 

Impairment 1 (13%) 7 (33%) 8 (28%) 

Overall situation in life – interview accounts    

Improvement 6 (75%) 9 (45%) 15 (54%) 

No change 1 (13%) 6 (30%) 7 (25%) 

Impairment 1 (13%) 5 (25%) 6 (21%) 

ORS score (four dimensions)    

Improvement 4 (57%) 5 (25%) 9 (33%) 

No change 2 (29%) 7 (35%) 9 (33%) 

Impairment 1 (14%) 8 (40%) 9 (33%) 

ORS Alcohol and drug dimension    

Improvement 0 (0%) 4 (20%) 4 (15%) 

No change 6 (86%) 13 (65%) 19 (70%) 

Impairment 1 (14%) 3 (15%) 4 (15%) 

AUDIT & DUDIT    

Continued non-hazardous use 2 (25%) 3 (16%) 5 (19%) 

Improvement 2 (25%) 7 (37%) 9 (33%) 

Impairment/continued problem/hazardous use 4 (50%) 9 (47%) 13 (48%) 

a These categories were merged due to the low number of followed-up service users with informal pressures (n=2) 

 

Those coming to treatment voluntarily, without formal or informal pressures, had usually improved their 

substance use or overall situation in life or reported no change at follow-up according to the studied 

measures – to a somewhat greater extent than those experiencing pressures. Those experiencing pressures 

were quite evenly distributed across outcome groups but were somewhat more likely to report 

impairments (service provider assessment of substance use, overall situation in life, and the four 
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dimension score of ORS). In summary, there were some signs of better outcomes among those entering 

treatment on an entirely voluntary basis, but the pattern does not run across all measures (Table 3.41).  

 

Table 3.42. Substance use and other three months outcomes, by treatment satisfaction (CSQ-8) (numbers and 
column percentages) 

 Satisfaction (CSQ-8) Total 

 Low 
satisfaction 

(0-23) 

Medium 
(24-29) 

High 
satisfaction  

(30-32) 

 

 N=7 N=9 N=12 N=28 

Substance use at follow-up – self-perceived     

Improvement 0 (0%) 4 (44%) 3 (25%) 7 (25%) 

No change 6 (86%) 3 (33%) 6 (50%) 15 (54%) 

Impairment 1 (14%) 2 (22%) 3 (25%) 6 (21%) 

Substance use at follow-up – service providers’ assessment     

Improvement 0 (0%) 4 (44%) 4 (33%) 8 (29%) 

No change 6 (86%) 2 (22%) 4 (33%) 12 (43%) 

Impairment 1 (14%) 3 (33%) 4 (33%) 8 (29%) 

Overall situation in life – interview accounts     

Improvement 2 (33%) 6 (67%) 6 (50%) 14 (52%) 

No change 2 (33%) 1 (11%) 4 (33%) 7 (26%) 

Impairment 2 (33%) 2 (22%) 2 (17%) 6 (22%) 

ORS score (four dimensions)     

Improvement 3 (43%) 4 (44%) 1 (10%) 8 (31%) 

No change 1 (14%) 2 (22%) 6 (60%) 9 (35%) 

Impairment 3 (43%) 3 (33%) 3 (30%) 9 (35%) 

ORS Alcohol and drug dimension     

Improvement 1 (14%) 2 (22%) 1 (10%) 4 (15%) 

No change 5 (71%) 5 (56%) 8 (80%) 18 (69%) 

Impairment 1 (14%) 2 (22%) 1 (10%) 4 (15%) 

AUDIT & DUDIT     

Continued non-hazardous use 1 (14%) 0 (0%) 4 (36%) 5 (19%) 

Improvement 4 (57%) 3 (38%) 2 (18%) 9 (35%) 

Impairment/continued problem/hazardous use 2 (29%) 5 (63%) 5 (46%) 12 (46%) 

 

Finally, Table 3.42 reports no clear relationships between treatment satisfaction, as measured by the 

Client Satisfaction Questionnaire (CSQ-8) at baseline, and three month outcomes.  

 

Despite the lack of associations between user involvement and outcomes in the cross-tabulations, and 

despite the fact that the interview guide did not include such a question, about half of the service users and 

half of the service providers brought this topic up in the baseline interviews. These excerpts, as analyzed 

by Storbjörk et al. (2015) are here reproduced, to help nuance the image presented above.  
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There were a few deviating accounts among service providers and service users that questioned the 

importance of user involvement for good outcomes. Such accounts involved stories on how the low level 

of user involvement or even forced treatment had turned out positive and successful; how staff let service 

users try their preferred option despite their professional experience telling them otherwise; or claims that 

there may be a lack of motivation to change substance use despite experiences of user involvement in 

relying on a certain service, which hence produces poor outcomes. However, the dominating themes 

expressed a relationship between high user involvement and positive treatment outcomes.  

First, user involvement was often expressed – and often taken for granted without further reasoning 

– as a prerequisite for treatment and for good outcomes. As expressed by service providers: “The service 

user’s will forms the basis for successful treatment”, “Volunteerism is what gives the best results”, etc. 

Staff brought up the “worst case scenarios” when someone is forced to come to treatment because that “is 

by no means a good prerequisite for good care”. This theme was also evident in service user accounts by 

expressions such as “I totally refused, because you cannot change me … I will come out the same way on 

the other side if you put me in there (formal pressure to enter treatment)”.  

 

Interviewer: Think freely, what would make it easier for you to make this work out? (the treatment 

and stay problem-free) 

Service user (health care): I think I’m facilitated by the fact that I get to decide for myself, I do not 

feel like a victim. I get rabid when someone decides for me. ‘You cannot decide over me!’, it makes 

me crazy. That triggers me. If someone had decided over me, that would not have worked. 

 

Related to the prerequisite theme, service users, more often than staff, talked about and emphasized 

motivation to change substance use and shared their experiences of low level of user involvement and 

subsequent non-compliance and relapse.  

Secondly, service users also pointed out, more often than service providers, that coercion in various 

forms, formal pressures (related to financial benefits and housing; compulsory care) and low levels of user 

involvement, just does not work. The quote above also introduces a third theme that was present in staff 

interviews and very common in service user accounts – that of resistance. If you are forced to do 

something, it will cause an internal resistance and lack of motivation to go through with the treatment: “If 

it is too strict, I will pull rear. Fuck this! Now I leave for my own journey … I cannot take orders”. 

To conclude, the themes were very similar across staff and service users and both parties expressed 

a clear and taken for granted association between user involvement and outcomes. The concept of 

motivation was highly related to this suggested relationship, usually thought to be positively associated 

with user involvement. There was also a rare fourth theme questioning the importance of user involvement 

for good outcomes (above). The analysis revealed that the themes were purer and more unmitigated in 

service provider accounts, whereas the themes were more intertwined in service users’ accounts. Staff 
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either talked about user involvement as a prerequisite or about poor outcome following coerced treatment. 

Service users often linked all of these together in one sentence by stating that user involvement is crucial 

because forced treatment just does not work and will only cause resistance and hence non-compliance and 

poor outcomes.   
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Analyses and results will primarily be published in (peer reviewed scientific) journals. By the end of 2015, 

some findings had been presented in (more) popular format. Margareta Creutzer (2015) reported on the 

study results in an article entitled “Service users and service providers agree: Bureaucracy complicates 

user involvement”, as did Gun-Lis Angsell (2015) under the rubric “Do service users have a saying in 

substance abuse treatment?” Both reports were based on the dissemination seminar the research team 

arranged in May 2015 (see below). The research team has also arranged and participated in several other 

seminars and conferences for the purpose of information dissemination about the study and results, as 

outlined below. 

 

The research team arranged a half-day dissemination seminar on 19 May 2015 at ABF Stockholm. The 

seminar was already announced at the point when service units were recruited to take part in the study, 

and interviewees received information about our plans at the end of the interview. Preliminary results of 

the study were presented and discussed with participating service users and service providers. Between 

80–90 people attended the seminar, which also allowed representatives from units that had not participated 

in the study as well as people from relevant staff and service user organizations to get involved. The goal 

was to achieve a good mix of attendants and to obstruct the possibility that others would recognize single 

research participants. Prior to the seminar, contact was made with representatives from various service 

user organizations19 to discuss the arrangement of how to achieve a constructive dialog and create an 

environment where the participating service users would feel that it was possible to make themselves 

heard. Representatives from different user organizations were also invited to the seminar20. 

                                                      

19 Musketörerna, NSPH (Nationell samverkan för psykisk hälsa), Primagruppen and RFHL (Rättigheter, frigörelse, 

hälsa, likabehandling). 
20 Basta, Convictus, Klaragården, Musketörerna, NSPH (Nationell samverkan för psykisk hälsa), Primagruppen and 

RFHL (Rättigheter, frigörelse, hälsa, likabehandling), Primagruppen, Quinnoqulan, Rainbow Sweden, RFHL 

(Rättigheter, frigörelse, hälsa, likabehandling), Stadsmissionen, Svenska brukarföreningen, and Verdandi. 
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The seminar started with an introduction by the project manager Jessica Storbjörk who described 

the study and, in short, outlined the research participants’ perceptions of the concept user involvement. 

Irja Christophs presented the level of user involvement among our service users. Jessica Storbjörk charted 

factors that facilitate and obstruct user involvement as located within the level of the individual, the 

relation between service user and service provider, or the organization. Eva Samuelsson presented 

strategies used by service users and service providers to facilitate user involvement in practice. Finally, 

Sarah Milander presented research participants’ suggestions for improvements, in general and with regard 

to user involvement. This analysis is reproduced in the next section (Participants’ suggestions…). 

The seminar allowed for group discussions among the seminar attendants, after the initial 

presentations of results on how the study results could be used to improve user involvement. This session 

was closed with a discussion among all participants.  

Finally, a panel debate was organized in which representatives of different perspectives took part 

and were asked to reflect upon our study results and open up for a nuanced discussion on the prerequisites 

for user involvement and how it can be improved. Jan Blomqvist (professor at SoRAD) participated on 

behalf of SoRAD and the research team. A representative of Akademikerförbundet SSR (a trade union for 

social workers, social scientists, behaviourists, etc.) represented treatment staff; Musketörerna i Sollentuna 

(a non-governmental service user organization) brought up service user perspectives; Verdandi (an 

association advocating justice and service user led revisions of treatment) also reflected upon service user 

perspectives; and a representative of the network Nu bryter vi tystnaden (organizing social workers and 

members of the trade unions SSR and Vision) represented social worker views. See more in the written 

reports by Creutzer (2015) and Angsell (2015). 

 

Suggestions for improvements, regarding treatment and user involvement, as suggested by our research 

participants at the time of baseline interviews, were analyzed for the dissemination seminar held in May 

2015 (presented above). The analysis, as carried out by Sarah Milander Yazdanpanah, is here briefly 

summarized, since it is not included in other planned publications and contains information that is useful 

for practitioners. The service users’ suggestions were divided into different themes: availability, relational 

factors, and the system. 

The first theme, availability, revealed that several service users, both service users and their 

providers, seemed to wish for improvements regarding more regular and extended contacts. These 

improvements, concerning the periods during placement and after discharge from residential facilities, 

included: the social services visiting service users placed in residential care or support more often; 
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increased flexibility, e.g. regarding time for appointments; and shorter waiting times that would make 

different strategies to more or less manipulatively access treatment within reasonable time unnecessary. 

Longer conversations and more time set aside for appointments were something that mostly healthcare 

service users asked for – both service users and providers. In other words, appointments should not just 

involve taking a blood sample and then saying goodbye, as exemplified by service users. Service users, 

primarily in the social services, also asked for a more thorough investigation of contracted treatment 

facilities before placing service users there, e.g., checking that places labelled drug-free really are free 

from ongoing substance use among residents. This would also help facilitate better matches between the 

treatment facility and service user’s wishes.  

Relationship factors composed the second theme. A good quality, nonjudgmental and trustable 

relationship between the service user and the service provider can help facilitate higher levels of user 

involvement, that is, comfortable service users dare to express their wants and needs. Discouragement and 

fighting for your rights, on the contrary, makes service users lose their patience. Importantly, the service 

provider must be able to adjust their approach depending on the service user and his or her wishes 

regarding the level of user involvement and desire for professional guidance.  

System-level factors involved less focus on activation and employment as a means of becoming 

sober and greater flexibility regarding which problem in life to focus on first. In short, more help 

regarding social aspects of life should be more easily available to help provide the service user with a 

good and meaningful life. Related to this, contact persons could be used more often to help ease the 

isolation that may follow recovery and help the service user in his or her contacts with the treatment and 

other help systems. Other system-level aspects mentioned were the need for more and better information 

provided to the service users, e.g., with regard to different available treatment options and available 

medications and side effects. Finally, service users asked for less regulated prescription practices and 

more accessible medications. 

 

The team members also organized several other seminars. In the planning stage, as already mentioned in 

Chapter 2 (Preparation of interview guides…), two experienced scholars in the field were invited to 

SoRAD in August 2016 to discuss the research design and draft interview guides (Arne Kristiansen, Lund 

University, and Birgitte Thylstrup, Aarhus University, Denmark). After finishing the interviews, some 

preliminary analyses were discussed at an internal seminar at our research center at Stockholm University 

in March 2015. Prior to the public 19 May 2015 seminar, we also discussed the study and its 

dissemination at an informal discussion seminar with scholars Mats Ekendahl and Patrik Karlsson, 
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Department of Social Work, Stockholm University, who had recently conducted a study of service user 

involvement in opioid maintenance treatment.  

In October 2015, the study was presented at a seminar in Norrköping for social workers from 

various practical contexts (youth care, correctional care, substance use problem care, etc.) and organized 

by the University of Linköping. The results were discussed by the participants in different groups and 

related to their everyday work contexts.  

In November 2015 a presentation was held at a substance abuse social services unit in Stockholm 

County where the main results and the practical implications of the study were discussed with staff. Later 

in November, a seminar was held with units that had participated in the study, with the aim to discuss 

practical implications and how routines and practices could be improved to facilitate service user 

involvement. There were currently no routines for regularly collecting the views of the service users, but 

the unit had initiated collaboration with a service user organization. The unit had recently been re-

organized and hoped to be able to better match service users with proper treatment. Staff argued that user 

involvement is the first thing left standing in times of a lack of resources, high workload, and high staff 

turnover rates. This can be related to the conclusion by Eriksson (2015), where actual user involvement 

only can become a reality within stable, well-functioning and resourceful welfare organizations. One 

suggestion proposed to the group was to discuss user involvement in individual cases in staff meetings to 

increase awareness and interest. Another planned action was to do more outreach work at a day center and 

present the available resources to potential future service users.  

 

The study and study preliminary findings have been presented at both national and international 

conferences open for both practitioners and researchers. 

The background of the study and its research design was presented by Jessica Storbjörk (“The 

position of the service user in substance abuse treatment: a study of service user involvement in practice”) 

at the biannual national symposium of FORSA (the Swedish Association for Social Work Research) that 

in 2013 held a conference for practitioners and researchers on the theme Service user involvement in 

research and practice in Stockholm 14–15 May, 2013. Later on, Eva Samuelsson presented some findings 

at FORSA’s conference in March 2015 in Norrköping under the heading “Strategies, factors and 

dilemmas – user involvement in practice”.  

Two papers were presented at the 41st Annual Epidemiology Symposium of the Kettil Bruun 

Society (KBS), gathering alcohol researchers from around the world, in Munich, Germany, 1–5 June, 

2015. Jessica Storbjörk presented “A study of service user involvement in practice in Swedish Addiction 
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treatment: the meaning and importance of involvement according to service users and staff” and Eva 

Samuelsson presented “Negotiating service user involvement in practice: strategies among service users 

and care providers in substance abuse treatment”.  
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Service user involvement has been lagging behind as concerns alcohol and drug users and substance abuse 

treatment – both in theory, research, and practice – but recent years bear evidence of renewed interest and 

development efforts – at least officially (see SKL 2010, 2014, 2015ab, Socialstyrelsen 2011b, 2013a, SKL 

2010, 2015ab, SOU 2011, SWECO 2013). This report presents some first descriptive and exploratory 

findings, together with a detailed report of the research methods and previous research, from a study on 

servicer user involvement in practice in the Swedish substance abuse treatment system. The current report 

is primarily to be seen as a technical report. More elaborated findings will be published in scientific 

journals. 

The overall research project, The position of the service user in substance abuse treatment: user 

involvement in practice, used a qualitative research design and the fieldwork was carried out in Stockholm 

County 2013-2015. The study involved 130 [or 110] interviews, including baseline and follow-up 

interviews with pairs of service users and service providers from two units within the municipal social 

services and two units within the regional-level health care system. Twenty-eight of the study’s 36 service 

users were re-interviewed at a three-month follow-up – tracking the user involvement process and 

outcomes – and the study involved 23 social workers, nurses, and doctors who were interviewed twice 

(some were interviewed regarding more than one participating service user that belonged to their 

caseloads). The study sought to analyze perceptions of user involvement (in practice) and the extent to 

which substance abuse treatment service users can influence the choice of intervention and the course of 

treatment in their own case, as perceived and experienced by both service users and their professional 

service providers. The relationships between user involvement, satisfaction, and treatment retention and 

outcomes were explored, as well as potential differences in perceptions and experiences between various 

service user groups and service providers. The interviews used a semi-structured interview guide, and 

service user interviews were complemented with structured forms at both baseline and follow-up, which 

helped describe the sample and track outcomes. We used the Alcohol Use Disorder Identification Test 

(AUDIT; Babor et al. 2001, Reinert & Allen 2002), or Drug Use Disorder Identification Test (DUDIT; 

Berman et al. 2005, Durbeej et al. 2010, Voluese et al. 2012). depending on main drug of choice. We also 
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used the Client Satisfaction Questionnaire (CSQ-8; Attkisson & Greenfield 1996, 1999, 2004) and the 

Outcome Rating Scale (ORS; Miller et al. 2003, 2005, Miller 2012). 

The study findings cannot be broadly generalized in quantitative terms, and we did not aim for a 

service user sample representative to the treatment population. We did, however, in our recruitment 

procedures, seek to represent different experiences and characteristics found in the treatment system, 

which we believe we managed to achieve. Thirty-six percent of our service users were female; they were 

between 22 and 63 years of age (mean age of 45 years), used both alcohol and illicit drugs, and had 

different social situations regarding housing and income or financial support. Reflecting the characteristics 

of the treatment populations (Eriksson et al. 2003, Palm & Storbjörk 2003), and the different legislated 

tasks of the two main treatment organizations in the Swedish substance abuse treatment system (see 

Section 2.1.), those from the social services differed somewhat from those found in the health care system. 

They were, for example, more socially marginalized and had more extensive treatment experiences. In our 

case, they were also younger (see more in Chapter3).  

As concerns our procedure of writing summary reports of each audio recorded interview, we argue 

that this method suited our purposes well, and it is in line with procedures used in recent studies involving 

large qualitative samples and data materials (see Orford et al. 2005, 2006, Skogens & von Greiff 2014). 

We cannot deny, however, that verbatim transcripts would leave less room for interpretation by the 

transcriber and would strengthen the analyses further, but this would be managed at the expense of a less 

time-consuming fieldwork and analysis. The three main researchers took part in developing the analytical 

framework and the code tree diagram that was used for coding the entire data material. The procedure is 

similar to that of the framework method (Gale et al. 2013, Smith & Firth 2011). 

Our categorization of user involvement, based on interview accounts as well as the research 

team’s judgements, revealed that about half of the service users were satisfied with their user involvement, 

according to how they described it, and about half were also categorized by the interviewers as having 

high involvement. It is worth discussing whether these numbers are high or low and how the findings can 

be interpreted. It is of course a positive finding, in line with recent official efforts, that half of the service 

users have high levels of user involvement (note that our findings cannot be generalized to the entire 

treatment system). We could, on the other hand, also stress that half did not have high user involvement, 

which leaves plenty of room for improvement. Since there is no previous study of this kind, we cannot 

evaluate whether our findings indicate increased or decreased levels of user involvement in practice.  

As already suggested, social psychological theories such as self-determination theory (Ryan & 

Deci 2000) stress not only the importance of self-motivated behaviors and individual’s basic needs in 

making choices without external pressures, but also that the basic need for competence and autonomy may 

lead people to internalize externally endorsed values. They may thereby be inclined to express satisfaction 
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despite some (previous) dissatisfaction. The fact that the service user interviews often involved stories 

about previous experiences concerning low user involvement and bad relationships with service providers 

and units (not shown in the report), may indicate that the service users, like people in general, prefer to 

present themselves in a positive manner: as taking responsibility and being in charge of their lives.  

It was also clear from both service provider and service user interviews that there are several 

institutional and organizational barriers to user involvement. These findings will be further elaborated in 

coming articles, but as presented at the dissemination seminar in May 2015, it was evident that there are 

several limitations and goal conflicts regarding user involvement and budgets, procurement and contracts 

between purchasers and providers, and other guidelines and steering mechanisms (see Angsell 2015, 

Creutzer 2015). However, both service users and service providers were inventive in their efforts and 

strategies used to overcome these as well as other barriers to user involvement, as expressed in the 

interviews (see Samuelsson et al. 2015). Likewise, a small-scale study on social workers’ views on 

individual-level user involvement conducted on behalf of the social services administration of Stockholm 

(SWECO 2013) showed that several structural level factors obstruct user involvement: for example, the 

city’s steering principles (goals and guidelines, including local incentives to use the administration’s own 

facilities instead of contracting treatment out); budget and cost containment; and procurements. 

Organizational obstacles were also evident in the study by Eriksson (2015), which concluded that the 

organization of service user involvement on the collective level is done in forums parallel to the actual 

treatment practice where there is no room for substantial influence based upon the service users’ wishes. 

Our study also indicated organizational-level differences between the health care system and the social 

services. These differences were expected since these two parts have different legal assignments: the 

health care system has more of a voluntary character, whereas the social services handles more controlling 

interventions, such as compulsory care, and can grant and deny benefits such as housing and financial 

support.  

The explorations of group differences in Chapter 3 also suggest some individual-level differences 

concerning the level of user involvement. Female service users, those with a more stable social situation, 

alcohol only service users, and those with less severe substance use problems had higher levels of user 

involvement compared to their counterparts. Referring again to the tasks of the social services (and the 

overall help system), it makes sense that there are less coercive measures involved when deciding upon 

intervention for less troubled persons, whereas values such as paternalism and the legislator’s intentions 

(stressing life-saving measures regardless of consent and responsible living) become more actualized for 

more troublesome people (cf. Storbjörk 2012c). Differences regarding individuals and their possibilities 

regarding user involvement were also expressed in the interviews with both parties (presented at the May 
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2015 seminar). For example, verbal ability, self-confidence and being driven were mentioned among 

factors that increase the possibilities of user involvement (see Creutzer 2015). 

Similarly, those from the health care system and those socially integrated were more often 

satisfied with their treatment than those from the social services and the marginalized, as measured by the 

Client Satisfaction Questionnaire (CSQ-8). There was also an expected relationship indicating that those 

experiencing low levels of user involvement were less satisfied with their treatment. As for user 

involvement, those with a housing intervention were less satisfied with their measure, and so were the 

drugs only cases (compared to their counterparts). On the contrary, women, the socially integrated, 

outpatients, and those with less severe substance use histories with current non-hazardous substance use, 

were more satisfied according to CSQ. It is worth noticing that user involvement appeared to be associated 

with treatment satisfaction, as measured by the validated and internationally used CSQ. However, our 

operationalization and conceptualization of user involvement also appeared to be something 

(conceptually) different from treatment satisfaction. The two correlations were not too high, and our 

categorizations of service users (demographics, social and treatment characteristics, and substance use) 

showed different patterns regarding associations with user involvement and satisfaction, respectively. This 

suggests that user involvement adds yet another dimension and catches something conceptually different 

than previously used treatment process factors in our understanding of substance abuse treatment. 

Twenty-eight service users participated in the follow-up. The response-rate was 80 percent, after 

adjusting for one death between baseline and follow-up. Those followed-up were somewhat more satisfied 

with their user involvement and care at baseline than those lost at follow-up. Slightly less than one third of 

those followed-up had improved their substance use after three months, and more than half had improved 

their overall situation in life, according to interview accounts. As concerns our structured instruments, 

changes in scores on the Alcohol and Drug Use Identification Tests (AUDIT and DUDIT) show that 

slightly less than half had improved their alcohol use situation, and most of the followed-up drug cases 

improved (this group was, however, very small). More than half also reported an improvement in different 

areas of life as measured by the Outcome Rating Scale (ORS). These outcomes and success rates 

correspond well to other – larger – outcome studies (cf. Stenius et al. 2011). 

The exploration of a potential relationship between user involvement and outcomes came out 

rather empty-handed. Several outcome measures for substance use and overall changes in life were cross-

tabulated by user involvement, satisfaction, and coercion. No clear associations or patterns were found. 

Previous research also hinted that user involvement primarily improves treatment engagement and 

satisfaction. The evidence-base for outcomes is still inconclusive. Swift and Callinan (2009) suggested 

that only a small amount of the variance in outcomes may be attributed to service users receiving preferred 

treatment. User involvement may matter, but it is possible that the add-on effect is smaller than 
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anticipated. Another explanation for the lack of association between user involvement and three month 

outcomes is, as suggested by Joosten and colleagues (2008, 2009), that user involvement is particularly 

important and suitable for long-term problems and decisions. It may therefore be difficult to detect an 

effect after just a few sessions or a short period of time. User involvement may be of greatest importance 

in longer interactions between service user and service provider, in an interaction that may manifest 

service users’ desire for information and participation, and in interactions that offer extensive opportunity 

to revisit and reverse decisions. Such a view is supported by Shay and Lafata (2015), who explain a 

general lack of association between involvement and outcomes in cross-sectional studies by the fact that 

long-lasting relationships between service users and service providers marked by user involvement may 

affect outcomes over time, in a longer perspective.  

It is worth remembering, however, that we are studying a very small data material as concerns the 

number of research participants included, even smaller when limited to those followed-up, and it is 

therefore unlikely that we will find convincing patterns in the cross-tabulations of Chapter 3. Other 

potential explanations, apart from the possibility that these concepts are not empirically associated, even 

though such a relationship appears theoretically sound, are that our sample is somewhat biased, that our 

classifications and measures have low validity, and that the three month window is too short to facilitate 

and detect change. Given that we managed to catch and interview a variety of service users with different 

characteristics and experiences, it is not very likely that the sample is largely biased. The fact that those 

lost to follow-up were less satisfied with their level of user involvement may however imply that an 

inclusion of these individuals in the follow-up could have altered these findings by revealing an 

association between low levels of involvement and poor outcomes. Some of our measures (CSQ, ORS, 

AUDIT and DUDIT) have been found to have good psychometric properties (as described in Section 

2.6.2.). Our own classifications were, on the other hand, developed out of the narratives of interviews 

(both measures of user involvement and outcomes). Yet other measures have indeed been used before 

(such as coercion in treatment entry) but have not been empirically validated. Due to the novelty of the 

research topic, few if any good and established measures of user involvement exist and Shay and Lafata 

(2015) found varying results regarding the user involvement-outcome link depending on the involvement 

and outcome measures used in the case of shared decision-making. That is, of course, a great 

disadvantage, particularly in the exploration of Chapter 3. In addition, and as noted in Section 2.4., 

outcomes vary over time. In incorporating the arguments that user involvement may be more important in 

long-term interactions, we advise future research to apply a longer follow-up period. Finally, it has been 

argued, repeatedly, that not only treatment, but also other contextual, interpersonal and social processes in 

peoples’ lives form the (outcome) process and progress (cf. Orford 2006, Wampold 2001). It is possible 

that such non-specific factors, out of our control and knowledge, have influenced the outcomes in this 
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small sample. User involvement could indeed be viewed as such a non-therapeutic or common factor, but 

there is a variety of such factors involved in every case, which aggravate simple explanations. 

Despite the lack of clear associations for our 28 cases, initial analysis of baseline service user and 

service provider interviews (Storbjörk et al. 2015; reproduced in Section Service user and service 

providers’ accounts on the user involvement-outcome link above) suggested that high user involvement is 

considered important for good outcomes. There is also a plethora of studies indicating a link between self-

determination, self-choice in treatment entry, self-confidence, and treatment satisfaction, on the one hand, 

and treatment outcomes on the other (Carlson & Gabriel 2001, Ryan & Deci 2000, Storbjörk 2012b, 

Thylstrup 2001, Wampold 2001, Wild 2006, Zhang et al. 2008). As elaborated in Section 1.3.3., scholars 

have also failed to prove such an association. Views stressing such an association in our data material 

were expressed even though the baseline interview guide did not specifically ask for the service users’ and 

service providers’ views on this matter. Such an association was often taken for granted and accepted 

without further reasoning. Low user involvement was also believed to cause resistance that makes the 

service user drop-out (Storbjörk et al. 2015). Similarly, the SWECO (2013) inquiry also testifies about 

such beliefs regarding a link between user involvement and outcomes among social workers in Stockholm.  

This is the first published report by the research team, besides the oral dissemination of 

preliminary results to research participants and relevant stakeholders (e.g., Angsell 2015, Creutzer 2015) 

and conference papers (Samuelsson et al. 2015, Storbjörk et al. 2015). To conclude, the analyses, so far, 

show good examples of user involvement and how involved parties try to facilitate such involvement 

(Samuelsson et al. 2015), despite several obstacles at different levels (Angsell 2015, Creutzer 2015). It has 

become clear, however, as expressed in service user interviews (Storbjörk et al. 2015) and as a topic that 

will be further elaborated, that most service users have not heard of the concept user involvement. Hence, 

the official ambitions and different development efforts have not trickled down to the actual users of 

substance abuse treatment – at least not in terms of recognizing the concept, which indicates an 

unawareness of the official ambitions. Whether or not a person knows the word must not, however, be 

decisive for the level of user involvement (s)he actually receives, and development efforts may provide an 

effect despite this unawareness. Our interviews, as well as the focus groups made by SWECO (2013), 

suggest that there is no agreed-upon level of user involvement or consensus regarding how it should be 

best realized. This is still an area open for debate. By referring to the rights-based arguments for user 

involvement grounded in democratic values, we can see that our study suggests that there are differences 

between groups of service users that become problematic from this point of view. For example, weaker 

groups with weaker ties to society and more troublesome substance use appear to have lower levels of user 

involvement. There are also ranges of organizational-level obstacles and goals conflicts that challenge 

user involvement, and in this regard, an overarching discussion is needed to clarify and discuss 
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prioritizations. If we, on the other hand, refer to the other line of argument regarding the importance of 

user involvement for outcomes and the effectiveness of interventions, our study leaves us with few 

answers, despite the fact that both research and theory suggest such a link. We are, however, confident 

that upcoming analyses of our empirical data will further increase our knowledge on the importance of 

user involvement for a democratic and well-functioning substance abuse treatment system. 
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APPENDIXES 

The appendix reproduces the themes covered as presented below. 

 About the service user (current and previous experiences and problems) 

 Service user involvement, in general (what he/she things about when hearing the concept, examples 

and visions, if he/she wants to be involved, if it is important, what he/she and other service users can 

and cannot influence, how/if try to facilitate involvement, factors that facilitate or obstruct user 

involvement) 

 About the intervention (decision process, what he/she wanted and how he/she sought to achieve that, 

assessment, treatment plans, involvement of the service user in this particular process/decision, factors 

that hindered/obstructed involvement, information provided to the service user) 

 Relation with the service provider, treatment alliance, and requirements (how is the relation and the 

meetings with the service provider, demands or coercion) 

 The future (anticipated retention in treatment and outcome of the intervention, five things that would 

help him/her recover and improve his/her situation) 

 Summing up and time for final reflections 

 Structured questionnaires: AUDIT or DUDIT, ORS and CSQ (as presented in Appendix) 

 

Om brukaren 

Vi skulle vilja veta lite grann om dig:  

Hur gammal är du? Hur bor och försörjer du dig?  

Hur ser ditt alkohol- och drogbruk ut? Huvuddrog? Hur mycket? När använde senast? 

Om du tänker på ditt missbruk eller beroende, hur omfattande eller problematiskt tycker du att det är?  

[Om inte så stort problem nu] Hur såg det ut som det var mest problematiskt?  

Har du tidigare fått vård för missbruksproblem? 
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Generellt om brukarinflytande 

Vad tänker du på när jag säger brukarinflytande? [om IP inte vet, säg ”om och hur den enskilde kan påverka 

vårdbeslut och hur vården blir i kontakt med missbruks- och beroendevården, hur mycket du får vara med och 

bestämma”] 

Är det viktigt med brukarinflytande? Hur då? Varför? 

Vill du ha inflytande över din vård/dina vårdbeslut? När då (då beslut tas, under behandlingen, etc)? Vad vill 

du kunna påverka? 

När känner du att du har inflytande (vad gör att du känner du kan påverka tillräckligt)? När tycker du att du inte 

har det? Varför får man i så fall inget inflytande?  

I den bästa av världar – hur skulle brukarinflytande se ut rent konkret? 

Om den beslutade insatsen/behandlingen 

Nu ska vi prata lite om det beslut som nu tagits/den vård du nu får/ska få.  

Klientens/patientens önskemål 

Hur tänkte du när du kom hit? Vad uppfattade du som problem i ditt liv?  

Hade du någon tanke om vilken hjälp du behövde och ville ha? 

Hur gjorde du för att få den hjälp du ville ha? 

Har handläggaren/behandlaren frågat dig vad du vill uppnå och vilken behandling du vill ha? 

Utredningen/bedömningen/information & insatsen/behandlingen 

Berätta om hur du eller ni kom fram till det vårdbeslut som bestämdes.  

Hur gick utredningen till? Användes bedömningsinstrument (t.ex. ASI)? Vad tyckte du om det? Fick du se 

utredningen/beslutet? Hur kändes det?  

Finns det någon vårdplan? Hur användes den?  

Fick du information om vilka vårdalternativ som finns? Vilken? 

Om socialtjänst – Fick du information om rätten att överklaga?  

Om landsting – Fick du information om vårdgaranti, patientombudsman, etc.? 

Skulle du säga att du och handläggare/behandlare tillsammans kommit fram till vilken hjälp du ska få – 

insatsen? Känner du dig delaktig? Var ni hela tiden överens? Fick de dig att ändra/ändrade du dig? Berätta.  

Om nej/missnöjd – Varför fick du inte det du ville ha? Fick du motivering/förklaring? 

Vad tror du viktigast för att det blev just den här insatsen? Vem/vad påverkade? 

Vad tror du gjort det möjligt för dig att påverka ett behandlings-/insatsbeslut som det här? Vad gör det lättare 

och vad gör det svårare för klienter att påverka? 

På en skala från noll till 10 (0= mycket låg grad, 10= mycket hög grad) i hur stor grad tycker du att du har haft 

möjlighet att utforma/bestämma över den hjälp/behandling/insats som vi just talat om? 



 

159 

Tror du att det är någon skillnad när det gäller möjligheten att påverka om man är kvinna-man, gammal-ung, 

har arbete och bostad eller inte, hur bra man är att uttrycka sig? Spelar det någon roll vilken drog man 

använder?  

Spelar det någon roll hur relationen mellan dig och handläggaren/behandlaren ser ut vad gäller möjligheterna 

att påverka beslut/behandlingen? 

Är det något i den här organisationen, regler på det här stället eller liknande som gör det lättare eller svårare att 

påverka? 

Något annat, i samhället i stort? 

Utifrån vad vi nu har pratat om – vad är viktigast för att du ska känna att du har inflytande?  

Relation/bemötande & krav/villkor & tidigare erfarenhet 

Hur har du känt dig i mötena med handläggaren/behandlaren? 

Känner du att handläggaren/behandlaren lyssnar och har respekt för dig och dina önskemål? 

Känner du att du vill och kan vara ärlig om dina problem och önskemål? 

Ställs några krav eller villkor på dig i samband med den här insatsen/behandlingen? (T.ex. skötsamhet, 

nykterhet, måste gå behandling för att få försörjningsstöd/hjälp med boende osv) 

Har du exempel från tidigare vårdkontakter då du känt att du haft stort eller litet brukarinflytande? Berätta lite 

om det (inom vilken organisation, vad gjorde att kände hade inflytande/eller inte).  

Framtiden 

Hur känner du nu inför den insats/hjälp som du ska få? Vad vill du få ut av den? Vad tror/vill du den ska hjälpa 

dig med?  

Tror du att du kommer du att gå/slutföra behandlingen/insatsen? 

På en skala från noll till tio, hur viktigt är det för dig att ändra dina alkohol-/drogvanor (alternativt fortsätta vara 

nykter/drogfri)?  

På en skala från noll till tio, hur säker är du på att du kommer att klara att ändra dina alkohol-/drogvanor 

(alternativt fortsätta vara nykter/drogfri)?  

5-saker och summering 

Om du tänker helt fritt, vilka fem saker skulle underlätta för dig att ta dig ur dina problem? 

[Summera vad IP sagt: Om det var ett bra beslut, hur IP tror att det ska gå, om IPs inflytande och önskemål i 

den processen etc. (används vid inledningen av uppföljningsintervjun)]  

Stämmer den bilden? Är det något du vill lägga till?  

Formulär 

[Låt personen fylla i AUDIT eller DUDIT, Outcome Rating Scale, Client Satisfaction Questionnaire] 
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Avslutning 

Tacka så mycket för intervjun. Säg att vi hör av oss igen om tre månader – inhämta kontaktuppgifter, gärna 

någon ytterligare person utöver socialtjänsten/landstinget  

 

 

 

The appendix reproduces the themes covered as presented below. 

 Update (events and positive/negative changes in the last three months/since the last interview) 

 About the intervention (satisfaction, retention, user involvement, negotiations, was it a good choice of 

treatment (retrospectively), role of treatment in potential change) 

 Relation with the service providers, treatment alliance, and requirements (how is the relation and the 

meetings with the service provider (actual provider as well as the referring service provider), demands 

or coercion) 

 The future (planned continuation of care, involvement in that planning, wishes, how important it is to 

recover and anticipated success regarding change, what is needed to help him/her recover or stay 

sober) 

 Service user involvement, in general (feedback regarding user involvement at baseline and current 

involvement, role of user involvement in outcomes, advise to others seeking help) 

 Summing up and time for final reflections (including thoughts regarding participation in the research 

project, potential changes – as a result of research participation – in the relationship with the service 

provider and service user involvement opportunities)  

 Structured questionnaires: AUDIT or DUDIT, ORS and CSQ (as presented in Appendix) 

 

Uppdatering (kort om vad har hänt sedan vi sågs sist för tre månader sedan):  

Hur har din situation sett ut sedan förra intervjun (boende, ev. behandling etc.)?  

Vad har förbättrats/ försämrats/är det likadant?  

Vad har bidragit till förändringarna?  

Hur har din alkohol- eller droganvändning sett ut sedan förra intervjun?  

Om du tänker på ditt missbruk eller beroende, hur omfattande eller problematiskt tycker du att det är nu? 

Bättre/sämre/likadant som för tre månader sedan? 

Insatsen: 

Hur har den insats som du har fått varit… (specificera vilken insats som det beslutades om för tre månader 

sedan)?  
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Har insatsen fortsatts/avbrutits/ändrats? I så fall hur och varför?  

Hur länge ska insatsen fortsätta?  

Så här i efterhand, var det bra att det blev just den här insatsen? Hur då?  

Vad är du nöjd med när det gäller insatsen?  

Vad hade du velat ha annorlunda? Vad hade du velat göra annorlunda?  

Vilken roll har insatsen haft för hur din situation förändrats de senaste tre månaderna?  

Har du haft möjlighet att påverka insatsens/behandlingens utformning? Hur då/varför inte? 

Hur bedömer du idag det inflytande du hade över det här vårdbeslutet, att det blev just den här 

insatsen/behandlingen? 

Hur skulle du nu beskriva det bemötande du fick då, när beslutet togs? 

Har du fått hjälp med något någon annanstans ifrån (andra delar av socialtjänsten, frivilligorganisation, 

beroendecentrum etc.)? I så fall vad och varför? Hur har det fungerat? Hur har ditt inflytande sett ut?  

Har du fått mer eller mindre inflytande under de senaste tre månaderna? Vad har du kunnat påverka/inte kunnat 

påverka? Vad hade du velat ha annorlunda? Hur?  

Relationen:  

Hur skulle du beskriva relationen som du har med personalen kopplad till den här insatsen? Hur har kontakten 

sett ut? Vad har varit bra/vad hade kunnat vara bättre? 

Hur har du känt dig i mötena med dem du träffar här? 

Känner du att de lyssnar och har respekt för dig och dina önskemål? 

Känner du att du vill och kan vara ärlig om dina problem och önskemål? 

Har du haft kontakt med din handläggare/behandlare (som fattade vårdbeslutet) under tiden du gått här? Hur 

har kontakten sett ut och fungerat?  

Hur har du känt dig i mötena med honom/henne? 

Känner du att hen lyssnar och har respekt för dig och dina önskemål? 

Känner du att du vill och kan vara ärlig om dina problem och önskemål? 

Framtiden:  

Finns det någon ny vårdplan? Har du haft inflytande över den?  

Hur skulle du vilja gå vidare? Hur kommer det att gå för dig framöver tror du?  

På en skala från noll till tio, hur viktigt är det för dig att ändra dina alkohol-/drogvanor (alternativt fortsätta vara 

nykter/drogfri)?  

På en skala från noll till tio, hur säker är du på att du kommer att klara att ändra dina alkohol-/drogvanor 

(alternativt fortsätta vara nykter/drogfri)?  

Vilken slags hjälp behöver du för att du ska kunna hålla dig nykter och drogfri framöver?  
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Brukarinflytande i stort:  

Det här projektet handlar ju om inflytande eller hur mycket man som klient/patient kan påverka de beslut som 

gäller en själv missbruksvården. Som jag förstod det när vi sågs sist… 

[Återkoppla till vad IP sa vid intervju 1 om inflytande och sin möjlighet att påverka, hur nöjd/missnöjd 

personen var med beslut och insatser] 

Hur ser du på det idag?  

Om du skulle ge några tips och råd till en ung person som får kontakt för första gången med missbruksvården, 

vad skulle du säga då?  

Om du jämför med andra i samma sits, skulle du säga att du har mer eller mindre att säga till om?  

Vilken betydelse tror du klientens/patientens inflytande över vårdinsatserna har för hur det går för dem? 

Projektets inverkan på inflytandet: 

Hur tycker du det har varit att vara med i det här projektet, att bli intervjuad? Är det något särskilt du tänker på?  

Skulle du säga att din relation till din handläggare/behandlare har påverkats av att du har varit med i det här 

forskningsprojektet? Hur? 

Skulle du säga att din möjlighet att ha inflytande över vården har påverkats av att du har varit med i det här 

forskningsprojektet? Hur? 

Formulär och avslut:  

[Låt personen fylla i AUDIT eller DUDIT, Outcome Rating Scale, Client Satisfaction Questionnaire, 

samtyckesformulär]  

Fråga vilka personer som kan vara aktuella för intervju förutom socialsekreteraren vi intervjuade vid T1.  

Fråga om vill delta när resultaten ska presenteras på ett seminarium? Anteckna i så fall kontaktuppgift på 

samtyckesblanketten. 

 

 

The appendix reproduces the themes covered as presented below. 

 About the service provider (his/her organization and role/assignment, profession, contact with service 

users, previous experiences with addiction treatment) 

 Service user involvement, in general (what he/she things about when hearing the concept, examples 

and visions, if service users want to be involved, if it is important, what service users can and cannot 

influence, how/if try to facilitate involvement, factors that facilitate or obstruct user involvement) 

 About the intervention of the sampled service user (decision process, wishes of the service user, 

assessment, treatment plans, involvement of the service user in this particular process/decision, factors 

that hindered/obstructed involvement, information provided to the service user) 



 

163 

 Relation with the service user, treatment alliance, and requirements (how is the relation and the 

meetings with the service users, demands or coercion) 

 The future (anticipated retention in treatment and outcome of the intervention, five things that would 

help the service user recover and improve his/her situation) 

 User involvement, in general, again (what is most important to facilitate involvement; barriers and 

possibilities) 

 Summing up and time for final reflections 

 

Om bedömaren 

Berätta kort om din organisation – hur arbetar ni? Vilket är ert uppdrag?  

Vad är ditt yrke och din befattning? 

Vilken är din roll? Hur ser din kontakt med patienterna ut? 

Hur lång erfarenhet har du av missbruks- och beroendevård?  

Generellt om brukarinflytande 

Vad tänker du på när jag säger brukarinflytande?  

(om IP inte vet, säg ”om och hur den enskilde kan påverka vårdbeslut och hur vården blir i kontakt med 

missbruks- och beroendevården”) 

Be om exempel – hur skulle det se ut i praktiken?  

Vill patienterna ha inflytande över sin vård? Vad vill de ha inflytande över? När? 

Är det viktigt med brukarinflytande? Varför?  

Vad tror du är viktigt för att brukaren ska känna att han/hon har inflytande?  

Vad har patienterna idag inflytande över, vad kan de inte påverka? 

Vad brukar patienterna vara missnöjda med?  

Är det vanligt att man vill byta sjuksköterska eller läkare? Om man vill det, får man det?  

I den bästa av världar – hur skulle brukarinflytande se ut rent konkret? Alternativt: Vad tycker du 

behövs/behöver förändras för att vi ska tala om ett reellt brukarinflytande här på enheten?  

Gör du på något särskilt sätt för att patienten ska känna det?  

Frågar du patienterna vad de vill uppnå, ha hjälp med och hur (vårdval)?  

Hur arbetar du vidare med det? / Varför inte? 

Vilken information tycker du är viktig att ge?  

Vilka faktorer möjliggör/hindrar brukarinflytande? Finns det… 

…några egenskaper hos patienten som gör det lättare/svårare (sociala resurser, verbal förmåga, 

missbrukstyngd, kön, ålder etc.)? 
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…något i relationen er i mellan som gör det lättare/svårare att få till patientens inflytande över beslut och vård? 

…något i organisationen som hindrar/möjliggör brukarinflytande (upphandlingar, ekonomiska resurser, läkares 

eller chefers beslut, delegation, det fria vårdvalet, pinnar etc.)?  

…något i samhället i stort som hindrar/möjliggör brukarinflytande?  

Vilket handlingsutrymme har du att följa patientens önskemål?  

Om den beslutade insatsen/behandlingen  

Nu ska vi prata om den behandling patienten får, hur det bestämdes och vad och vem bidrog till det beslutet. 

Om du tänker på personens missbruk eller beroende, hur omfattande eller problematiskt tycker du att det är nu? 

[Om nykter/drogfri i nuläget:] Tidigare, hur såg det ut när var som mest problematiskt?  

Klientens/patientens önskemål 

Hur presenterade personen sina problem?  

Framförde han/hon några egna önskemål?  

Frågade du eller någon annan patienten vad han eller hon vill uppnå och vilken behandling som önskades? 

Utredningen/bedömningen & insatsen/behandlingen 

Berätta om hur du eller ni kom fram till det vårdbeslut som bestämdes?  

Hur gick utredningsarbetet till? Hur bedömde du personens problem och vårdbehov (instrument)? Fick 

patienten se utredningen/beslutet?  

Finns vårdplan? Vem ansvarar för den och tror du att patienten vet vad som står i den?  

Skulle du säga att du/ni och patienten tillsammans kommit fram till den här behandlingen och vilken hjälp som 

behövs? Var ni hela tiden överens? Ändrade du eller patienten sig? Berätta. 

Om nej/brukaren missnöjd – Varför fick han/hon inte det som önskades? Hur motiverade/förklarade du 

beslutet? 

Gjorde du något för att få personen att vilja ha/acceptera denna insats? 

Tror du patienten känner sig delaktig? 

Vad var (mest) avgörande för att det blev just den här behandlingen? Vem/vad inverkade? 

I just det här fallet, skulle du säga att någon av personens egenskaper underlättar/försvårar hennes/hans 

möjligheter att få inflytande? (kön, ålder, social situation, verbal, drog) 

Var det något i er relation som gjorde det lättare eller svårare? 

Var det något i organisationen som underlättar/försvårar brukarinflytande i det här fallet?  

Information 

Ger du information till personen om vilka vårdalternativ som finns? Vilken?  

Har du gett information om vårdgaranti, patientnämnden eller Hälso- och sjukvårdens ansvarsnämnd (HSAN)?  

Relation/bemötande & krav/villkor 

Hur uppfattar du mötena med personen?  
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Gör du något särskilt för att försöka få till bra möten? Vad? Hur fungerar det?  

Ställs några krav eller villkor på patienten i samband med den här behandlingen? (T.ex. urinprover osv) 

Framtiden 

Hur tror du att det kommer att gå för personen i den här behandlingen? Vad tror du personen vill och kan 

uppnå?  

Tror du att personen kommer att gå/slutföra behandlingen? 

5 saker 

Om du tänker helt fritt, vilka fem saker skulle underlätta för patienten att ta sig ur sina problem? 

Brukarinflytande generellt igen 

Utifrån det vi nu pratat om, vad är viktigast för att patienten ska få inflytande. Vilka hinder/möjligheter finns?  

I mån av tid och om IP har erfarenhet av olika organisationer:  

Vad är din uppfattning kring brukarinflytande inom andra organisationer:  

Har brukare mer eller mindre möjligheter att påverka inom socialtjänstens missbruksenheter/vuxensektioner 

eller beroendecentrum, på behandlingshem eller inom olika former av öppenvård? 

Vet du hur det sett ut för den här brukaren i kontakt med andra organisationer? Har han/hon fått 

brukarinflytande där? Hur? 

Avslutning och summering 

Summera vad IP sagt: Om det var ett bra beslut, hur IP tror att det ska gå, om patientens inflytande och 

önskemål i den processen etc. (används vid inledningen av uppföljningsintervjun): 

Stämmer den bilden? Är det något du vill lägga till?  

[Tacka så mycket för intervjun.] 

Avslutade reflektion:  

Hur kändes den här intervjun?  

 

 

 

The appendix reproduces the themes covered as presented below. 

 Update (events and positive/negative changes in the life of the service user in last three months/since 

the last interview) 

 About the intervention (satisfaction, retention, user involvement in decision and course of treatment, 

demands and requirements, negotiations, was it a good choice of treatment (retrospectively), role of 

treatment in potential change) and other treatments 
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 Relation with the service user, treatment alliance, and requirements (how is the relation and the 

meetings with the service provider, importance of treatment alliance for outcomes) 

 The future (planned continuation of care, how to move on, involvement in that planning and in the 

future, anticipated outcomes for the service user, what is needed to help him/her recover or stay sober) 

 Service user involvement, in general (advise to those seeking help, role of user involvement in 

outcomes, if the concept of user involvement is good and useful, pros and cons of user involvement, 

barriers for user involvement in practice, how to increase user involvement in practice) involvement 

 Summing up and time for final reflections (including thoughts regarding participation in the research 

project, if participation has caused the service provider to reflect upon user involvement and to act 

differently)  

 

Uppdatering (kort om vad har hänt sedan vi sågs sist för tre månader sedan):  

Hur har klientens/patientens situation sett ut sedan förra intervjun (boende, ev. behandling etc.)?  

Vad har förbättrats/ försämrats/är det likadant?  

Vad har bidragit till förändringarna?  

Hur har klientens/patientens alkohol- eller droganvändning sett ut sedan förra intervjun?  

Om du tänker på hans/hennes missbruk eller beroende, hur omfattande eller problematiskt tycker du att det är 

nu? Bättre/sämre/likadant som för tre månader sedan?  

(Om nykter/drogfri länge: Hur stor är risken för återfall nu i jämförelse med för tre månader sedan?) 

a) Insatsen  

(hur har det fungerat med insatsen) 

Hur har den insats som klienten fått varit… (specificera vilken insats som det beslutades om för tre månader 

sedan)?  

Pågår insatsen fortfarande? Om ja – hur länge ska den fortsätta? Om nej – hur och varför? Har den ändrats – 

hur och varför? Hur har brukarens inflytande sett ut i uppföljning/förlängning/avslut?  

Tror du att klienten kommer att fullfölja insatsen?  

Om avslutad/ändrad: Berätta hur den avslutades/ändrades. 

Vad är har varit bra med den här insatsen tycker du?  

Vad hade kunnat vara bättre?  

Är klienten/patienten nöjd/missnöjd med insatsen? Hur då?  

Vilken roll har insatsen haft för hur situationen förändrats de senaste tre månaderna?  

Har klienten/patienten fått mer eller mindre inflytande under de senaste tre månaderna? Vad har 

klienten/patienten kunnat påverka/inte kunnat påverka? Hur?  
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b) (brukarinflytande i utformningen av insatsen) 

Har klienten/patienten haft möjlighet att påverka insatsens utformning (t ex innehållet i behandlingen eller 

villkor för boende)? Hur då/varför inte?  

Vilka krav ställs på klienten/patienten i samband med den här insatsen? Vilket handlingsutrymme har 

personen? Vad är förhandlingsbart/inte förhandlingsbart?  

c) (brukarinflytande över beslut om insats) 

Så här i efterhand, var det bra att det blev just den här insatsen? Hur då?  

Hur bedömer du idag det inflytande klienten/patienten hade över det här insatsbeslutet, att det blev just den här 

insatsen? Vilken möjlighet att påverka hade personen då? 

Eventuella andra insatser:  

Har klienten/patienten fått någon annan behandling eller insats av er mottagning under de senaste tre 

månaderna? Hur har det fungerat? Hur har personens inflytande sett ut? 

Har personen fått hjälp med något någon annanstans ifrån (andra delar av socialtjänsten, frivilligorganisationer, 

beroendecentrum etc.)? I så fall vad och varför? Hur har det fungerat? Hur har personens inflytande sett ut där?  

Relationen: 

Hur har era möten eller kontakt varit? Vad har fungerat/inte fungerat?  

Om ej längre kontakt med klienten/patienten: 

Hur har du avslutat er kontakt? Hur gick det till? Vad tycker personen om det? 

Hur skulle du vilja beskriva er relation? 

Hur skulle du beskriva betydelsen av relationen med andra personer som klienten/patienten har kontakt med 

(BC, kontaktperson, boendestödjare etc.)? 

Vilken betydelse tror du relationen har för hur det går för patienter/klienter?  

Framtiden: 

Vad tänker du nu kring personen, hur skulle du vilja gå vidare med honom/henne? (finns det någon ny 

vårdplan?) 

Som du ser det, vad skulle klienten/patienten ha inflytande över i framtiden? Kan klienten/patienten göra något 

för att få mer inflytande? 

Utifrån hur de senaste tre månaderna sett ut, tycker du att klienten/patienten borde få mer/mindre inflytande i 

framtiden?  

Vad ska personen själv bestämma över och vad ska du ha inflytande över?  

Hur tror du att det kommer att gå för klienten/patienten? 

Ev. 5-sakersfrågan igen (upprepa vad IP sa förra gången). Vad skulle behövas för att klienten/patienten ska 

lyckas vara drogfri i framtiden?  



 

168 

Brukarinflytande generellt:  

Om du som skulle ge några tips och råd till en anhörig eller kompis som får kontakt för första gången med 

missbruksvården, vad skulle du säga då (för att personen ska få inflytande)?  

Vilken betydelse tror du brukarens inflytande över vårdinsatserna har för hur det går för dem? 

Hur ser du på själva begreppet brukarinflytande? Är det bra, användbart?  

Vad finns det för fördelar med brukarinflytande?  

Vad finns det för nackdelar med brukarinflytande?  

Vad finns det för hinder eller svårigheter med att få till brukarinflytande i praktiken?  

Vad skulle behöva göras för att vi ska få till mer brukarinflytande i praktiken?  

Projektet: 

Skulle du säga att deltagande i projektet har påverkat din relation till och kontakt med klienten/patienten som 

intervjun handlar om? 

Har deltagandet i det här projektet om brukarinflytande fått dig att reflektera mer än tidigare kring dessa 

frågor? Har det fått dig att handla annorlunda (också)?  

Avslutade reflektion:  

Hur kändes den här intervjun?   
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Please help us improve our program by answering some questions about the services you have received. 

We are interested in your honest opinion, whether positive or negative. Please answer all questions. We 

also welcome your comments and suggestions. Thank you very much, we really appreciate your help. 
 

PLEASE CHECK THE BOX BELOW THE RESPONSE YOU WANT TO MAKE TO EACH 

QUESTION. 
 

 

A. How would you rate the quality of the service you received? 

☐ (4) Excellent  ☐ (3) Good ☐ (2) Fair ☐ (1) Poor 
 

 

B. Did you get the kind of service you wanted?  

☐ (1) No, definitely 

not 

☐ (2) No, not really ☐ (3) Yes, generally ☐ (4) Yes, definitely 

 

 

C. To what extent has our program met your needs? 

☐ (4) Almost all of my 

needs have been met 

☐ (3) Most of my 

needs have been met 

☐ (2) Only a few of my 

needs have been met 

☐ (1) None of my 

needs have been met 
 

 

D. If a friend were in need of similar help, would you recomment our program to him or her?  

☐ (1) No, definitely 

not 

☐ (2) No, not really  ☐ (3) Yes, generally ☐  (4) Yes, definitely 

 

 

E. How satisfied are you with the amount of help you received?  

☐ (1) Quite dissatisfied ☐ (2) Indifferent or 

mildly dissatisfied 

☐ (3) Mostly satisfied ☐ (4) Very satisfied 

 

 

F. Have the services you received helped you to deal more effectively with your problems?  

☐ (4) Yes, they helped 

a great deal 

☐ (3) Yes, they helped 

somewhat 

☐ (2) No, they really 

didn’t help 

☐ (1) No, they seemed 

to make things worse 
 

 

G. In an overall, general sense, how satisfied are you with the service you have received?  

☐ (4) Very satisfied ☐  (3) Mostly satisfied ☐ (2) Indifferent or 

mildly dissatisfied 

☐ (1) Quite dissatisfied 

 

 

H. If you were to seek help again, would you come back to our program?  

☐ (1) No, definitely 

not 

☐ (2) No, I don’t think 

so 

☐ (3) Yes, I think so ☐ (4) Yes, definitely 
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TILLFREDDSTÄLLELSE MED MISSBRUKS- OCH BEROENDEVÅRDEN 
 

Här nedan vill vi att du besvarar några frågor om den hjälp som du har fått i kontakt med den här 

mottagningen. Vi är intresserade av din ärliga uppfattning oberoende om den är positiv eller negativ.  
 

 

1. Hur bedömer du kvaliteten på den hjälp du fått? 

☐ Utmärkt  ☐ Bra ☐ Godkänd ☐ Dålig 
 

 

 

2. Har du fått den slags hjälp du ville ha?  

☐ Nej, definitivt inte ☐ Egentligen inte ☐ Ja, generellt sett ☐ Ja, definitivt 
 

 

 

3. I vilken grad har hjälpen tillgodosett dina behov? 

☐ Nästan alla mina 

behov har tillgodosetts 

☐ De flesta av mina 

behov har tillgodosetts 

☐ Bara ett fåtal av 

mina behov har 

tillgodosetts 

☐ Inga av mina behov 

har tillgodosetts 

 

 

 

4. Om en vän var i behov av liknande hjälp, skulle du då rekommendera personen att vända sig hit?  

☐ Nej, definitivt inte ☐ Nej, det tror jag inte  ☐ Ja, det tror jag ☐ Ja, definitivt 
 

 

 

5. Hur nöjd är du med mängden hjälp du fått?  

☐ Mycket missnöjd ☐ Varken nöjd eller 

missnöjd 

☐ Huvudsakligen nöjd ☐ Mycket nöjd 

 

 

 

6. Har den hjälp du fått hjälpt dig att klara av dina problem på ett bättre sätt?  

☐ Ja, den har hjälpt 

mig en hel del 

☐ Ja, den har hjälpt lite ☐ Nej, den har inte 

hjälpt 

☐ Nej, den verkar ha 

gjort saker och ting 

värre 
 

 

 

7. Generellt sett, hur nöjd är du med den hjälp du fått?  

☐ Mycket nöjd ☐ Huvudsakligen nöjd ☐ Varken nöjd eller 

missnöjd 

☐ Mycket missnöjd 

 

 

 

8. Om du skulle behöva söka hjälp igen, skulle du söka hjälp på samma ställe igen?  

☐ Nej, definitivt inte ☐ Nej, det tror jag inte ☐ Ja, det tror jag ☐ Ja, definitivt 
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Looking back over the last week, including today, help us understand how you have been feeling 

by rating how well you have been doing in the following areas of your life, where marks to the 

left represent low levels and marks to the right indicate high levels. If you are filling out this form 

for another person, please fill out according to how you think he or she is doing. 
 

 

Individually 
(Personal well-being) 

 

I-----------------------------------------------------------------------------I 
 

 

 

Interpersonally 
(Family, close relationships) 

 

I-----------------------------------------------------------------------------I 
 

 

 

Socially 
(Work, school, friendships) 

 

I-----------------------------------------------------------------------------I 
 

 

 

Overall 
(General sense of well-being) 

 

I-----------------------------------------------------------------------------I 
 

 

 

Alcohol/drugs22 
(Scope of misuse, problem, and dependence) 

 

I-----------------------------------------------------------------------------I 

 

 
  

                                                      

22 Not included in original version, used in the current study only to assess change in substance use problems 
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SKATTNING AV FÖRÄNDRING 

 

När du ser tillbaks på den senaste veckan inklusive idag – kan du då hjälpa oss att förstå hur du 

har haft genom att markera på skalorna hur du upplever att det har fungerat för dig inom följande 

områden i ditt liv. 

 

Markeringar till vänster anger en lägre nivå av tillfredsställelse och markeringar till höger en 

högre nivå av tillfredsställelse.  

 

 

 

Individuellt: 
(Personligt välbefinnande) 

 

I-----------------------------------------------------------------------------I 
 

 

 

Nära relationer: 
(Familj och andra nära relationer) 

 

I-----------------------------------------------------------------------------I 
 

 

 

Socialt: 
(Arbete, skola, vänner) 

 

I-----------------------------------------------------------------------------I 
 

 

 

Allmänt: 
(Livet som helhet) 

 

I-----------------------------------------------------------------------------I 
 

 

 

Alkohol/droger: 
(Missbrukets omfattning, problem och beroende) 

 

I-----------------------------------------------------------------------------I 
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