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Abstract 

Factors surrounding relapse rates at a treatment center in Sweden. A quantitative study with 
male adolescents. 

By: Andreas Persson & Anna Willoughby 

………………………………………………………………………………………………….. 

This study primarily investigated factors which impact abstaining from drugs for adolescent 

men after finishing treatment at a specific treatment center in Sweden. The method chosen for 

this essay was quantitative, using surveys sent to males that finished a treatment period of a 

minimum time of 4 months at this therapeutic community. Of the 83 questionnaires that were 

originally sent, 23 responded. Further, the empirical data was tested in the computer program 

SPSS using gamma and lambda tests obtaining results for the factors to determine whether 

they correlated with one another other. The essay is based upon the theoretical framework of 

the salutogenic perspective, systems theory and therapeutic alliance theory. During this study 

results showed that factors such as relocation, post treatment programs were effective for the 

dis-continued use of drugs.  

 

 

Keywords: substance use, adolescents, protective factors, risk factors, treatment center, post 
treatment program, drug choice, therapeutic alliance, salutogenic perspective 
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1 Introduction 
 

1.1 Global overview of the illegal drug market and drug 

policies 

The world drugs report of 2013 gives a comprehensive international perspective on the 

situation of drugs, trafficking routes, users’ profiles and the overarching general situation with 

comparisons on a national level.  

The current dependency rates with long term use remain on a relatively stable level 

throughout the world. Although it appears at first that demand and supply of all drugs have 

increased, this rise is not recognized as significant as it is found correlating in number with 

global population growth.  However, the data shows a slight variance when certain drugs are 

decreasing, heroin and cocaine, while others are shown to be on the rise such as NPS, 

cannabis, etc.   

With the internet as an accessible tool for all human beings nowadays, technology has been 

identified as playing a definitive role in the drug marketplace, however a mere 7% of  young 

consumers in Europe purchase NPSs (new psychoactive substances) the online trend is 

becoming more widespread(World drug report, 2013). 

The world drugs report also reveals that on average 1 out of 6 people receive care in some 

form as a result of their dependency. This statistic is a global average and varies considerably 

between countries. UNDOC (the United Nations Office on Drugs and Crime) published a 

report(2010) which argues for the necessity of less punitive measures taken for drug related 

offenders and more treatment alternatives that can in the long run not only be shown to be 

more cost-effective for society but also be  far more beneficial for the offender. The report 

mentions the “Single convention for narcotic drugs 1961” (article 36b), that “abusers shall 

undergo measures of treatment, education, after-care, rehabilitation and social 

reintegration”. 

The report also shows there is real evidence that harmful drug use can be associated with 

individual and social disadvantage (Hawkins et al., 1992, Kreek et al., 2005, Sinha, 2008) 

while also being incredibly debilitating, effecting brain function on multiple levels and should 
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be treated as a disease rather than penalized.  In Europe there is a growing trend not to punish 

possession of drugs for own use with imprisonment, (European Drug Report 2014). 

Treatment comes in a variety of types, for example; “outpatient treatment” involving the 

client visiting a clinic for a treatment program. “Treatment communities” exist throughout 

Europe and there are an estimated 2500 of these residential centers with the majority of them 

situated in Germany, Spain, Ireland, Italy, Sweden and the United Kingdom (European drug 

report 2014). These centres where the clients reside are aimed at enhancing, “health, personal 

and social functioning and enhanced quality of life” (ibid.).  

 

 

1.2 Sweden’s Drug policies, background and approach 

Since the late 1980s Sweden generally adopted a zero tolerance policy for what the law has 

classified as narcotic drugs. This has meant that the Swedish government has from its fairly 

liberal approach in the 1960s implemented a strategy that applies to any substances of a 

psychoactive nature to be abolished completely. Criminalizing possession of drugs came into 

force in 1989 (Estrada. Pettersson and Shannon 2012).The ideas behind these are supported in 

two theories according to Tham (2009) namely a small, softer drug will escalate into a heavier 

drug abuse problem, “stepping stone theory”. The second theory is the intention to make 

accessibility of harder drugs more difficult through criminalizing all types of drugs.  This 

policy is in stark contrast to other countries in Europe that have maintained a liberal stance 

such as Holland where personal use of cannabis, for example, has been decriminalized. 

According to Tham (2009), the gaps within the Swedish drug policy are inconsistencies with 

statistical evidence of for example stringent measures that have disproven the notion that zero 

tolerance policies actually work as the numbers have increased as opposed to decreased. It 

could be argued that an influx of drugs occurred during Sweden’s entry into the European 

Union during the 90’s making trafficking routes more open into the country. However the 

amount of deaths caused by drugs are among the highest in Europe, and Tham (2009) argues 

that harm reduction is overlooked as a result of these measures, causing perhaps greater 

damage in the long run.  

 The drug legal enforcement in Sweden also gave directives for police forces and custom 

services to seize and destroy substances that have yet to be classified. The ANTD office, 
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(Alcohol, narcotics, doping and tobacco) , a government agency which in cooperation with 

other government’s administrations has as its primary goal to reduce substance/drug use and 

to further implement the zero tolerance drug policy strategy.  This is to minimize the channels 

from which drug users can gain access to these yet unclassified drugs. As the both the global 

drug report and the European drug report point out that the ever increasing new substances 

emerging constantly makes it very difficult for law makers to circumnavigate.   

 Within the Swedish justice system alcohol is considered a legal substance however even here 

there are strict laws and regulations that has as its function to limit the market through a 

government run monopoly, “Systembolaget”, to run the sales and supply of alcohol. The aim 

behind this was an effort in harm reduction of the effects of alcohol consumption for the 

average citizen by making it less available. Restrictions are put on both opening hours and the 

total amount of stores. Within this legislation the rights to sell alcohol are also given to 

restaurants, bars and other places where the right to serve alcohol is given but with stringent 

regulatory measures. (CAN, 2010). 

 

  

1.3 Availability and use of adolescent drug/substance users 

in Sweden. 

Reliable information related to the amount of narcotics in circulation in Sweden is difficult to 

obtain. There are patterns of general drug routes and mapping the trafficking tendencies 

through seized goods through customs at entry points into the country.  Conclusions can be 

drawn with the help of statistics over the amount of people who are treated for drug use and 

the market value of different substances.  A significant decrease on market prices for certain 

drugs can be interpreted with accessibility as a result of an increased level of smuggling.  This 

pattern has also shown to be the case in the US and Europe.  However, this may not depict the 

reality of the matter entirely as this could mean that the decrease in value could also reflect a 

lessening demand and furthermore a tactic by the dealers to make the drugs more appealing 

when cheaper on targeting the younger consumer.  One of the most commonly used drugs 

amongst adolescents nowadays are colloquially known as “net drugs”, i.e. drugs of new 

substance type purchased online (CAN 2013).     
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 The main drug used by adolescents in Sweden currently is Cannabis. According to a recent 

study by CAN in 2013 7% of adolescent males between 15-16 years of age had tried drugs, a 

slight decrease when compared to the previous year of 9 %. Amongst this age group regular 

use is identified by questioning whether they had used anything in the past 30 days and less 

than half (3%) had done so. The rates of drug use amongst adolescents have been at the same 

level for the past decade. The major difference is males of 18 years old  is an  from 17%  to 

20%, from research over a 30 day period  The results indicate that most adolescents wait until 

after graduating high school to test drugs. The average age in the survey above, for drug 

debuts, was 17.5 years old.   

 

 

1.4 Treatment centers and Nämndemansgården  

There are approximately 3000 young persons treated for different addiction problems and/or 

damaging behavioral problems each year according to Swedish Social Services.  

In Sweden the main type of state interventions and assistance with regards to alcohol and drug 

abuse are placement in treatment communities, temporary residencies that can house and treat 

substance abusers in a secure and secluded environments. Usually the state requirements are 

with a team of specialists in the field such as nurses, medical practitioners, drug counsellors 

and treatment staff. These homes have been state run up until a few decades ago where now 

there are an increasing number managed by private companies.  

These types of homes in Swedish are; “Hem för vård och boende” (HVB), translated as 

“Home for care and assisted living”.  

The number of residents is usually fairly limited sometimes housing only up to fifteen 

residents and the forms of therapy on offer at these places can vary in scope.  

Methods such as ART (Anger replacement therapy), 12-step, CBT (Cognitive behavioral 

therapy (these methods will be defined in section 1.5)) and others are given as examples used 

in the communities and these methods change depending upon the managerial directives of 

the communities or even on the founders underlying ideologies. Nämndemansgårdenin 

Blentarp for example, was founded by Birgitta Crafoord in 1987, a recovering alcoholic and 

had first-hand experience of a very close minded system that seemed to her lacking in proper 
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treatment. She began implementing the Minnesota model of treatment at this center, during a 

time when this process was relatively unknown.    

Moos (2006) states as there are such a myriad of differing factors surrounding youths 

abstaining or refraining from dependencies using only one method in treatment has been 

proven time and again in research to be ineffective.  Instead he argues for the necessity that a 

successful treatment center should adopt and integrate several methods in their treatment for 

the best possible outcome. Many treatment centers or HVB homes in Sweden have included 

these ideas in their treatment programs, Nämndemansgården being one of 

them.  Nämndemansgården is one of Sweden’s largest and oldest companies, treating both 

males and females of all ages in various facilities in Sweden. In 2009 the company acquired 

the youth facilities at Idavallen & Idagården and began working and treating young male 

adults/youths between the ages of 16-21 years with drug and alcohol related dependencies, 

with or without a criminal background.  

In these particular treatment centers there are clients who are taken into involuntarily care 

according to 3§ LVU, a clause based upon compulsory measures within the Swedish Social 

Care act, as it is considered they may be at risk to themselves or others. They also receive 

clients who are there voluntarily under this act. 

There are also opportunities at these centers to continue with treatment in the form of a “post-

treatment” program, often an elongation of the original program. This is not always voluntary 

and so those participants who have had compulsory treatment are sometimes obliged to 

continue with their treatment in this way. What also must be mentioned here is they are 

always in the form of an “out-patient” program, which means they are no longer residing 

within the confines of a therapeutic-community; in Swedish this is called “utslsussning” 

(direct translation “out-processing”). This is a form of “transitional residency” where the 

clients have proximity to therapists and counsellors, alongside others in the same transitional 

phase of treatment. The underlying intention with this is to ease the transition into society 

with the support of the social environment nearby and a daily contact with a team of 

professionals and help groups.     
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1.5 Dependency 

The World Health Organization, WHO (2014) decided in 1964 to classify dependency and 

replace the previously used terminology “habituation” and “addiction”. The purpose of this 

was an attempt at describing the broad general definition of “dependency”. This occurred on 

the heels of an attempt at further clarifying the definition and inclusion of substance addiction. 

The term dependency includes many of the references to psychoactive drugs as; chemical 

dependency, substance use dependency, drug dependency WHO (ibid). This may also allude 

to a specific type of drug or substance i.e.: opioid dependency, alcohol dependency etc. 

One could also argue that the term could be used within both psychological and biological 

addictions as they are both symptomatic of dependency.  

WHO (ibid) also uses the ICD-10 clinical description to describe dependency which is fairly 

complex, describing it as a “cluster of physiological, behavioral phenomena” and begins to 

impact the indicial to the extent that he/she is the behavior becomes a dominant feature. 

Where one is never free from the substance, and even after periods of abstinence, returns to it. 

(WHO, 2014). 

  When conducting research within the field of substance dependency however, the 

importance of clarifying not only what is meant or how the term is defined but to whom the 

terms can be applied to. The question lies on the emphasis upon “Who has a dependency?”  

 WHO (2014) has created certain guidelines when diagnosing persons with a dependency.  If 

three or more of the following symptoms have occurred consistently over a one-month 

period, or a prolonged period but not only for month at a time, in 12-months WHO (ibid) 

states that it is possible to research: 

 

 Strong desire or sense of compulsion to take the substance; 

 Impaired capacity to control substance-taking behavior  

 A physiological withdrawal state; 

 Evidence of tolerance to the effects of the substance,  

 Preoccupation with substance use,  

 Persistent substance use despite clear evidence of harmful consequences World 

Health Organization, 2014 
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1.6 Background/ Earlier studies 

This thesis is focused on adolescent males, there have has been very few in-depth earlier 

studies with this particular demographic in Sweden but there have been many different studies 

in the US with youths and drug treatment. However there are several longitudinal studies with 

adults, Fridell, et al (2008) conducted one such study at Dianova, another treatment center in 

Sweden, where both men and women were treated. Their research found that 23% of the 

participants, who were still alive after the study was completed, had continued to misuse 7 

years after treatment. If all participants were taken into account, even the ones who were no 

longer alive, the results were increased somewhat to 31% of the participants still misusing.   

 

In relation to the studies of youth in particular Beijer, Fridell, Rödner, Storbjörk and 

Tengström (2006) conducted a longitudinal quantitative study on the clients of a treatment 

center for youths called Maria Ungdom in Sweden.  Conclusions drawn from the research 

here was that there was an association with many of the clients who were still misusing 

substances and bad family relationships. 

 

Forkby, et al (2013) acknowledges that the most widespread drug in Sweden is cannabis, this 

is reflected on the availability of the drug and continued reduced market value of prices 

alongside vast amounts of available information relating to it. 

The Swedish Council for Information on Alcohol and Other Drugs (CAN), a non-

governmental organization, conducts annual drug reports and surveys charting adolescents’ 

drug use with students attending “högstadiet” (upper-secondary school) classes. From these 

reports an overview of the trends of use and types of drugs are readily available online.  

 

Within the results discussion section of this thesis (5.1) most information stems from studies 

conducted in the U.S, which was instrumental in understanding the factors with adolescents 

and drug/substance use.  

Gainchill, Hawke, De Leon, Yagelka 2011(U.S) conducted a follow-up study a year on with 

youths to see how many has abstained from continued use.  Wagner (2009)’s studies related 

to finding a connection between age and substance use. Research by Leichtman et al (2008) 

looked into the effectiveness of the treatment communities and investigated the short comings 

for adolescents who had received treatment and continued their use.  
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Jacobson (2008) mentions several studies that were used to investigate the re-location factor 

as a determinant in the abstinence from drug and substance misuse.  

  

 

1.7 Formulation of the problem 

It is assumed that when addiction begins in youth, an especially volatile period of time in the 

life of an individual, the brain is more deeply affected by for example the use of marijuana or 

alcohol. Prevention should obviously be a priority to authorities, however once a youth is 

caught in the destruction cycle of addiction with no established coping methods in place, 

proper and effective treatment methods are extremely necessary to prevent further misuse or 

abuse of drugs/alcohol.  

 

There have been plenty of studies and research within the sphere of adult addiction but no 

actual research on the relapse potential behind youths who have entered this particular 

treatment. There have been studies at Nämndemansgården recording rates of relapse (Fridell 

2004), however these were cohort studies over a periods of up to fifteen years and the subjects 

were adult both male and female.  

 

This question arose originally in conjunction with one of the author’s internship at 

“Nämndemansgården”, a treatment center facility specifically for male youths.  The success 

rates have yet, at the time of writing, not been measured or quantified for the male youth 

demographic at this particular treatment center.   

 

1.8 Aim and specific issues  

The main aim of this study is to investigate the number of youths who have abstained from 

misuse/abuse of drugs/alcohol after receiving a minimum of four months treatment from 

Nämndemansgården, whilst also examining some set factors given by the authors from 

previous research to see how this can effect addicts’ continued use or abstinence after 

treatment at this particular center.  
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1.8.1 Research questions: 

 

● What are the outcomes of success rates of clients after a minimum of four months 

treatment at this center?  

● Can certain factors contribute to addicts abstaining from continued misuse be identified 

such as preferred drug of choice?  

● Is there a connection between higher success rates and the participation of post-

treatment programs after treatment at this particular center? 

 

1.9 Disposition  

This essay is divided into 6 different chapters. In chapter 1 the reader will be introduced to 

the subject of study and the authors’ motivations surrounding this particular area of research. 

Furthermore aims and specific issues tackled in this essay are also described. Relevant 

definitions of terms and concepts are also briefly introduced in this chapter. 

Chapter 2 This chapter begins with descriptions and reasoning behind the chosen methods 

and design, revealing implications of this alongside advantages and disadvantages of an 

Internet survey.  

In ethical considerations we touch upon what we believe are the impending impacts of this 

study. Issues of creditability and validity are also describer within this part. 

 

In chapter 3 we explore the theoretical frameworks upon which this study is based. Here we 

describe the reasoning for why the systems theory and the salutogenic perspectives were 

taken. Further theories such as therapeutic alliance theory will be described for later use in 

relation to the discussion and analysis. Here are also the analytical tools chosen for this essay 

explained. 

 

In Chapter 4 will relay and display empirical data and results in the form of graphs, tables and 

charts with brief descriptions. 

 

Chapter 5 of this essay will be a section for a discussion of the results and methods used and 

also reflected upon. 
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Chapter 6 lastly the aim and outcomes are brought to a conclusion also present the further 

research suggested by the researchers. 

 

 

1.9.1 Definitions 

This section contains the definitions given by the researchers in relation to this research 

and within the given context of this thesis. The intended meaning of certain words, 

phrases and abbreviations are explained in some detail. Several definitions have been 

used in the survey while others are used in the thesis. 
 

ANDT- Alcohol, narcotics, doping and tobacco. The definition for ANDT can be seen as a 

collective abbreviation for the policies of “efforts against drugs and narcotics”. The ANDT is 

a co-operative alliance between broad intersections of many branches of government, both 

local and national. Its function is to create strategies to implement legislations in relation to 

these areas. It also has a secretariat within the Swedish health and social ministry where the 

policies are formed. This same secretariat is seated on the ANDT council where research, new 

information and advice are given in these areas of expertise to the government. ANDT could 

be described as utilizing all efforts and legislation with the overarching goal of a reaching a 

zero tolerance policy of narcotics, doping etc. within the Swedish society (ANDT, 2014).   

 

ART- Anger replacement training is a tool used for reducing antisocial behavior, aggression 

and other destructive behaviors. It is used in a process of three major components. First the 

subject is made aware how behaviors affect others around them and identifying their triggers 

towards certain destructive tendencies. The following part in this process of training is then 

centered on being taught as to what the behavior should be and how to shift focus from anger 

towards this more desirable response. The last part consists of a dialogue or reflection process 

of moral reasoning through change the subjects’ thinking and reasoning in order to help make 

more informed, control and all-round better decisions for behavior in different social contexts 

in the future. (Kaunitz, et al, 2011). 
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CBT- cognitive behavioral therapy is an umbrella term for many approaches within the 

behavioral training is not a single tool by itself :  “There are several approaches to cognitive-

behavioral therapy, including Rational Emotive Behavior Therapy, Rational Behavior Therapy, 

Rational Living Therapy, Cognitive Therapy, and Dialectic Behavior Therapy” National Association 

of Cognitive-Behavioral Therapists (2014). 

 

MI- Motivational interviewing is a conversation method use to help, motivate, or strengthen 

another person own motivation towards changes (Miller & Rollnick, 2013). 

 

Minnesota model- This treatment method focuses on assisting in giving the individual certain 

insights in to their own addictions, the undergoing treatment and the negative impacts of their 

drugs use. This model is closely related to the 12-step movement. This approach is evidence-

based and uses the AA (alcoholics anonymous) and NA (narcotics anonymous) programs to 

assist the individual to “help themselves”, a central focus is on participation in the program 

after treatment. Primarily this method focuses on introducing the individual in the 12 step 

movement (Socialstyrelsen, 2014). 

 

SPSS Statistics- A data analytical program whereby the researcher is able to accurately 

calculate different variables, and from this data draw results/conclusions. By using different 

features within this program one is able to forecast, draw conclusions and acquire significant 

results to use within analytical processes in different studies and research. It is also possible to 

foresee different trends by analyzing older data. Another possible use with this program is to 

comprehend and calculate possible associations between different data and how they impact 

one another. SPSS is used widely within Social work research. The program has been used in 

this study to analyze different significant in relationships between different inputted data. 

(IBM, 2014). 

 

 

SoL- The Swedish Social Service Act. This act is in place to ensure that people entitled to and 

in need of help and assistance receive the necessary assistance they require. The main goal of 

this law is to ensure that all people within Swedish society have the same possibilities in 

relation to both financial equality and the ability to participate within society. The Care of the 

elderly, financial assistance, and the municipalities’ legal responsibilities are all covered 
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within the practice and interpretation of this law and legal framework. There is also the 

possibility for an individual to request extra assistance from the authorities in the form of care 

in conjunction with this act if the individual’s needs prove to be in accordance with SoL. The 

inclusion of SoL in this thesis was because many of the clients are placed in treatment with 

the support of this law along with the rights to receive assistance (Riksdagen, 2014). 

 

LvU- This law follows the Social Services act in where a child or adolescent in need of help 

or treatment to prevent the individual from causing themselves harm or hindering their own 

development to a certain extent. Consent can be obtained by consulting the individual and 

their parents/ legal guardians according to the Social Service act. However this law also 

stipulates on certain grounds of which Social Services must intervene with coercive measures 

for the individual to undergo treatment up until a court law deems this otherwise. In the 

relation this thesis some of the adolescents are placed in treatment by coercive measures at the 

treatment center, Nämndemansgården (Riksdagen, 2014). 
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2 Method 

2.1 A Quantitative method 

The quantitative method is used for this essay, with letters sent to participants containing the 

information for the online survey. 

D´Cruz & Jones (2010) describes that in the case of large amounts of participants within any 

given study quantitative research design would be the most appropriate.  

This thesis will partly be presented as an evaluation from outcomes of participants’ treatment 

at Nämndemansgården. Robson (2002) also claims that the quantitative methods are most 

effective tool to utilize when an evaluation is needed. 

 

There were two sets of letters with invitations to participate in this study sent out to the 

sample group. The first letter was sent with instructions of how to participate in this study 

with a time restriction of 4 weeks. This letter set out to inform the recipients regarding the 

principles of ethical research in Sweden. The second letter served as a reminder, in an effort 

by the authors to encourage more to participate and inform them of the 2 weeks since the 

previous letter had been posted. 

 

2.2 Negative implications of chosen method 

Depending on the choice what kind of method used among the quantitative methods, response 

rates differs. May (2001) acknowledges that although the quantitative method in general is 

effective when receiving large amounts of data and ensuring participants’ anonymity it is still 

not likely to receive more than 40% responses in general, despite choice of specific method. 

Although this low response rate depends upon the settings and earlier implications for that 

research, it would be considered as a general rule with this method.  

On the other hand if one used in-depth interviews and qualitative methods for this study we 

would be able to more detailed information, guiding questions and obtaining answers in 

greater depth, exploring the underlying reasons regarding their own personal opinions for 

“successful” treatment. However we find that the answers may not be conclusive, fairly 

narrow in scope and would be difficult to measure/quantify without conducting a broader 

longitudinal study over several years.   
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2.3 Post-Positivism as an epistemological position 

To understand post-positivism one must first begin with a working definition of positivism 

which can vary quite extensively between different ideologists. Certain characteristics can be 

universally agreed upon however, identifying different core elements which make up its 

foundation. These core elements, especially in relation to research, is the presumption that 

data already exists and is a matter for the researchers themselves to go out and retrieve it. 

Data should be able to be observed and measurable through using an instrument. Which 

specific instrument is used really depends upon the data needed. The researcher's task here is 

mainly to retrieve and interpret and measure the data collected. When conducting a survey as 

in this study, the theories of which the research is based upon are of great importance 

(Alvesson & Sköldberg, 2009). 

 

Post- positivism extrapolates this further as the researchers choose themselves which 

indicators are to be used in relationship to one another. These choices are based upon the 

researcher’s position in terms of relevancy to the subject matter. The data acquired from this 

study are the accumulated subjective views of the participants and should not be challenged 

as not being factual. Post-positivism posits that the research in the study being conducted will 

bring the researcher closer to knowledge, this is one of the main thoughts among post-

positivism in where knowledge is constructed by gathering of facts. 

Another strong point of post-positivism is that research must be carried out in  an objective 

manner, value-free. Research conducted throughout the course of this essay was a conscious 

effort at being as objective as possible (Bryman, 2012). 

 

2.4 Primary analysis of data 

It is possible to solely focus ones study on the data from secondary sources which entails that 

the data has already been collected by another researcher. This approach could be somewhat 

negative in that this could be a set of data which has already been interpreted and analyzed by 

former researchers. This is not the case within this study as the researchers here collected the 

data themselves, interpreted the data and drew conclusions from the data collected (Robson, 

2002). 
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2.5 Research methods for earlier research 

Earlier research described within this study has been acquired at the University of Gavle 

during the spring of 2014. Information was found from library searches in databases offered 

by the university such as “Discovery” which is a search portal with peer reviewed articles 

from all over the globe.  

 

2.6 Design 

This study is a fixed design meaning that surveys were identical for all participants while 

receiving the same information in order to have the opportunity to answer the questions 

accordingly (Robson, 2002). It was made clear in the introductory letters accompanying the 

link to the survey that participants were under no obligation to answer all questions, as it was 

probable that some of the participants did not want to, or was unable to answer some of the 

questions for whatever reasons this may have been. This was a conscious decision on the part 

of the authors to acquire as many responses as possible. 

The survey consisted of 16 questions, 14 of which had multiple choice answers and two of 

these were to be written manually. 

 

 

2.7 Sampling 

The sample group for this study are all former clients who have attended this treatment center 

since its inception under the management of “Nämndemansgården”.  Prior to 2009 these 

homes were managed and run by another company, so at the time this study took place the 

author who had access to these files were only able obtain information from the time the 

present management had taken over, that is from 2009 onwards. However as the ISOX 

documentation system began being used in 2011 at Idavallen and Idagården. The clients from 

2009-2010 will not be part of the sampling group as their information was recorded in paper 

files and these were difficult to obtain as they were in storage elsewhere in the Sweden.  
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The sampling group is a type of “total purposive sampling” as the selection criteria covered 

all subjects within a given time frame with certain requirements (Leard Dissertation, 2014).  

The requirements were to have attended for a minimum of four months from the years that the 

authors had access.  To ensure that all participants had received the same treatment, 

completing the full amount treatment time, the requirement of 4 months was set after 

conversations with the treatment facility manager. The reasons for the four-month limit were 

so that the participants had all identical starting points. From this selection the authors 

contacted all possible participants within this group by sending them information of how they 

could participate within this study. They consisted of males who had attended this center and 

at the time of sampling the age ranged between 17 and 22 years of age (Robson, 2002). 84 

participants matched the selected sampling criteria although 2 of them had been reported 

earlier as deceased and 1 was reported during the course of this study. 

The total count questionnaires was 81, out of these 23 participated by answering and sending 

back their responses through the website created for this essay.  

 

 

 

2.8 Variables and coding 

The questionnaire was designed with 13 different main questions and 3 sub questions (see 

Appendix A). These following questions were used; if participants continued their use of 

drugs after treatment and the participation in the post treatment program. It is partly divided 

into themes, as some of the questions are dependent of each other. In general the answers 

were divided into scales although two of the questions had a yes/no answer. The question of 

preferred drug of choice was answered by the participants in their own words. 

 

The questions chosen for analysis within the results section and have been processed via the 

statistical program SPSS and will be presented below in the following themes; 

 

Age in different groupings, firstly for the time of treatment and secondly the age when 

taking the online survey and “How old where you when receiving treatment?” The ages in 

this regard were coded into numbers 1-7 where the lowest age had 1 and the highest 7 before 

being inputted into the analytical program to generate results from the program. 

 

http://dissertation.laerd.com/total-population-sampling.php
http://dissertation.laerd.com/total-population-sampling.php
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The second questions used were regarding the post treatment program after treatment. 

This variable was coded into number of 1 and 2, also the follow up question if they stayed the 

whole amount of time within this program with 1 and 2. In this regard 2 was a positive 

number, where the clients answered 2 if they had participated and whether they stayed the 

amount of time. 

 

Preferred drug of choice section of the results was a question in where the participants could 

write themselves. The authors here chose to urge the clients to write the name of their main 

drugs/substance but also what kind of group the drugs belonged to. This section was coded 

into numbers by 1-8 although they were not put into the order of severity as the authors did 

not believe it was necessary to rate them in this manner. Instead they were divided by the first 

letter of the word, e.g., 1=A. 

 

The question of relocation was answered from a Yes and No standpoint. Here the authors 

choose to rate the answer by 1-2 letting the number 2 be positive and by this keeping the same 

pattern as in earlier questions of Yes and No in where 2 is positive. 

 

The therapeutic alliance questions were answered by trying to identify how the participants 

felt in terms of their relationships and the quality of the bond with their therapist from Bad to 

Really good. The questions is designed as “How would you describe the connection you felt 

with your therapist?” and” How satisfied would you say that you are with your treatment?” 

Likert scales were used- Bad being 1 in the coding and Excellent being 5.  There was a 

conscious reconfiguration of the given answers here where the higher the number the more 

positive the answer. 

 

2.9 Online survey, implications for study 

The basis for this study is an online internet questionnaire. The sample group received a letter 

from the researchers in where it was stated that their participation was needed for the 

researchers to conduct this study, they were also informed of how they could participate. An 

internet address was provided further explaining how to proceed and ensuring their 

anonymity. In this study the Swedish website: www.enkät.se was used to gather all the 

relevant information while partly monitoring results from the respondents while the survey 

http://www.enkät.se/
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was active.  This website is a free tool for researchers who are conducting smaller studies at 

different academic levels.  

 

2.9.1 Advantages of online surveys 

Wright (2005) describes several interesting and positive aspects when using an internet based 

survey. In a time when open source keeps costs of software and internet programs down the 

availability for these increase results in widespread use for mainstream society many 

researchers can tap into this resource reaping many benefits in research for various different 

purposes.  

The time factor is also a major advantage when conducting online surveys as the task of 

returning the questionnaires with postal services an added inconvenience. This used to be 

countered through telephone interviews which also meant participants could be residing in 

different geographical locations (Wright, 2005), but then of course, this rules out ensuring 

participants of the anonymity aspect. 

Another positive aspect described by Wright (2005) is the possibility for the researchers 

conducting the study to both follow in real time the results but also have the ability to send 

out reminders to respondents if researchers understand, or acknowledge that the amount of 

responses will be insufficient to have a reliable study. 

 

In relation to predicting results many internet survey tools have the ability to partly interpret 

the results for researchers. 

When conducting an internet based survey the overall cost compared to a survey where the 

respondents send questionnaires back to researcher is very small. Even if there is a rather 

small sample a survey could be very expensive as researchers often pay for paper, ink, stamps 

etc. 

The costs for travel, equipment and phone-calls are also eliminated when using a survey in 

this manner. 

2.9.2 Disadvantages of online surveys 

The disadvantages when using an online survey can be seen as the sampling group from an 

online community according to Wright (2005). Often it is possible to use mailing lists 
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obtained from organizations or communities to conduct studies. It could also be possible for 

others who do not fit the actual sampling criteria to obtain the information and conduct the 

survey or questionnaire as information spreads through the internet. In this study these 

problems have been eliminated by the use of a letter being sent out to the participants with a 

unique link which only participants in this particular study has had access to. Yet there is no 

guarantee that these links have not been passed on for others.  

 

2.10 Validity 

2.10.1 Internal  

Internal validity focuses on what researchers measured was intended to be measured, or if the 

research ended up measuring something else (Robson, 2002). Generally within this essay 

what data was intended to be quantified was measured. However some areas such as family 

relationships and peer relationships did not reveal the results the researchers expected as 

certain follow-up questions were not posed. In hindsight this was perhaps necessary e.g., if 

the family was not opposed to the drugs/substance-use and perhaps even had a history of use, 

or even if they were drug/substance users themselves.  

 

2.10.2 External  

External validity queries the degree of the results the researchers are able to generalize upon 

on the population, depending upon the sample chosen for the essay (Robson, 2009). In regard 

to this our research is not generalizable for a large part of the population as there were many 

specific factors/requirements that this selected group needed to fit into. It is although possible 

to generalize these results with other similar treatment centers that use the same kind of 

treatment methods. 

 

2.11 Issues of credibility 

If the questions from the questionnaires are not asked in a correct manner it could prove quite 

difficult for the researcher to gain any conclusive results from them. As the researchers are 

not experienced in conducting research prior to this thesis if could be hard to understand and 
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draw relevant results from the answers given.  

The questionnaires were formulated and written in Swedish then the authors translated 

questions into English, with a third party proof-reading translations, maintaining credibility. 

The questions will strive towards having the exact same meaning in both Swedish and 

English; also the results from these will be treated in the same manner irrespective of 

language. 

 

2.12 Ethical considerations  

When sending out the questionnaires there is always a possibility that the respondents who 

have not been able to cease using substances will feel a certain level of discomfort and 

perhaps some sense of failure.  

Some of the respondents in this study could still be in treatment elsewhere and upon receiving 

this questionnaire there could be a negative impact on their treatment process. 

Respondents may not have informed family and friends of this earlier treatment which could 

then jeopardize the confidentiality agreement between treatment center and client. 

Questions asked in the questionnaire may bring back memories or feelings of certain events in 

the respondents’ lives which may not always be of a positive nature.  

Another ethical consideration will be to maintain confidentiality from the responses of the 

questionnaires especially due to the sensitive subject matter, i.e. drugs being an illegal 

substance.  The steps taken to ensure this confidentiality should be clearly stated with the 

questionnaires sent out to all participants.  

Information to respondents will be sent out alongside the questionnaires together with an 

explanation of the Swedish law PUL, (personuppgiftslagen, the personal information law). 

The respondents will also receive a letter giving reasons as to why they, specifically, are sent 

this questionnaire and the aim of the thesis.  The treatment center involved with the study will 

also partake of this letter and inform them of their point of view regarding the implications 

and ramifications of this study.  

 

2.13 Limitations of the thesis 

There may well have been difficulties in retrieving the amount of questionnaires back to draw 

conclusions from results as the idea that an addict with problems of addiction who may have 
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also begun misusing again may also be apprehensive in responding to this questionnaire as it 

may bring up feelings of guilt and remorse etc.  

The time limitations (restricted time schedule) have been problematic for the authors of this 

study as both the acquirement of data files for participants and surrounding factors for low 

response-rates meant that a reminder was sent out whilst still adhering to the same cut-off date 

on 1st May 2014. 

The language of the questionnaire is stated in a very clear and basic manner as one may have 

to take into consideration the levels of education (high drop-out rates from high school), but 

also many of the respondents may also suffer from co-morbid neuropsychiatric diagnoses 

which is closely linked to addictive tendencies (ADHD etc.). The second factor for using a 

simplified language was for the allowance of an easier translation from Swedish to English. 

The possibility that many of the respondents could be misusing again or some of them could 

also have been placed in treatment by coercion, or voluntarily in new treatment centers would 

also be a limiting factor for the study. The addresses of the respondents were retrieved from 

the documentation system ISOX which Nämndemansgården uses to document activities and 

other kind of important information about their clients as addresses and personal information, 

although there is a possibility that some of the clients have moved since they finished their 

treatment the authors of this essay have not made efforts to check if the addresses is still valid. 

Generally people forward their mail when moving to a new place and due to time limitation of 

this thesis there have not been attempts to investigate this further.  

 

2.14 Analytical methods 

 The following section show the different methodological tools used for analyzing data 

retrieved alongside adjacent explanations: 

The distribution of categorical variables: The data retrieved has organized and displayed in 

charts, frequency tables and cross-tables to gain an accurate overview from the responses and 

factors involved.  

Levels of measurement: In this study both ordinal and nominal scales are used to demarcate 

the different variables.  

Nominal: Nominal scales are used in research to categorize without value, as in gender or 

ethnic background. In this study many answers such as the choice of preferred drug has been 
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given a nominal scale value, as the severity of the drug is very complex to define and the 

question posed in the survey was open and not given to begin with.   

Ordinal: Within the context of this thesis ordinal scales have been used for certain responses 

that can be assigned to a value of greater/lesser. This scale has also been used for the 

questions with answers of yes/no on the basis of the premise that “having an attribute is of 

greater or lesser value than to not possess it.” As an example from the study, to have received 

post-treatment program treatment has a greater value than not having received it, i.e. the value 

of lengthier stay times may correlate to a greater or lesser potential of remaining 

drug/substance free. 

Bivariate associations: Within a bivariate association the relationship or association between 

two different variables is analyzed. This is done through the investigation of one variable’s 

impact upon the other.  These can be seen when using ordinal scales to see if the association is 

positive or negative. For example if one of the variables is salary and the other variable 

education, to see if there is a correlation between the two; the higher one’s education  the 

salary will follow by increasing as the education gets higher, the association would be 

positive. If, on the other hand, the salary is rather low still even though the education is high 

the variables would be seen as in negative association to one another. 

Measures of association:   

Lambda is an asymmetrical measure of association used when one or more of the variables 

are nominal.  

Gamma is a symmetrical measure of association .It is used with ordinal variable or when 

dichotomous nominal variables are used (Dancy & Reidy, 2011). 

Kendall's tau is a test of measurement when checking the significance of two rank variables, 

within this essay this is used to affirm or disprove the Gamma test’s results (Kendall´s Tau, 

2014). 
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3 Theories and theoretical framework  

In this section we will first give definitions of two theories followed by a brief explanation as 

to why we chose these particular theories as theoretical framework in our research paper.   

 

3.1 Systems theory 

Systems theory describes the various different components within any given system. Payne 

(2008) states that systems theory sees the individual as part of a larger system and that all 

systems affect one another. Forsberg and Wallmark (2002) explain systems theory by 

describing its main focus on relationships and the interaction that takes place in between. All 

individuals are simultaneously included in various smaller systems, called subsystems, while 

also being part of something larger. An example of a subsystem may be an individual's 

family. Each system must also constantly meet both internal and external requirements for 

development, but still it remains the same system as before. All systems have different 

standards and laws with those being a part of the system should follow, these rules can be 

both open and hidden. The various laws telling individuals how he/she should behave in the 

system and how it should interpret various life events. The systems are constantly evolving 

while trying to maintain a state of homeostasis. This means that the system always tries to 

find a balance in order to remain together as a system.  

3.2 Salutogenetic theory  

Antonovsky’s (1987) definition of Salutogenic theory is described almost in reaction against 

the ”pathogenesis” paradigm. Pathogenesis permeates western industrial culture in relation to 

identification of disease and identifying factors that affect the subject negatively in relation its 

environment. Salutogenesis is based upon the premise that a “sense of coherence”, amongst 

other factors given, contribute beneficially to growth, well-being and overall health within 

any given context. The focus is to seek out the supporting elements that help a subject to 

thrive and find healthy actions.  
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This theory alongside systems theory will be used as a form of theoretical framework, as the 

factors surrounding abstaining from misuse may be more applicable to this study as the 

authors made a decision to view the subject’s chances of success rather than failure, or as 

Antonovsky described it; salutogenesis rather than pathogenesis (ibid). This is closely related 

to the underlining design of the survey.   

 

Systems theory can be used as a tool to investigate the environmental factors contributing to 

relapse-potential (family, environmental).  On closer inspection of more specific underlying 

factors we find that using salutogenic theory could further assist our work within the idea that 

our respondents would most probably turn out to be clients who have successfully managed to 

refrain from continued drug/substance use. 

 

3.3 Therapeutic alliance theory 

Clarkson et al (2013) describes the necessity of the quality of the interpersonal relationship 

between counsellor and client as vital and can have a determining factor on whether or not the 

outcome of treatment is effective. TA has been researched within psychiatric settings but very 

little has been conducted within drug treatment settings. Using the Therapeutic alliance as an 

interesting variable was considered in that it may reveal an important factor with treatment 

success and hence found this theory valuable to include. 
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4 Results   

The results are presented in different graphs, tablets, diagrams and text. In order to obtain 

the results the data software program SPSS was used whereby data was inputted and 

processed by the researchers. After this a variety of test and tools of analysis were applied. 

The different methods are described and more clearly presented in the methods section. 

 

 

In this study a total of 83 respondents were invited to participate. At the time of the cut-off 

date a total of 23 had responded. From the results of this data the response rate is 

approximately 27, 7%, meaning the total participation value of this study is N=23. 

The median age of the participants when taking the survey to this study was 21 years old. This 

made up 27, 8% (n=5) of the total who had responded to this question.  

 

However, as the same amount of participants left this particular response blank conclusion 

drawn from a median age is seen by the authors as irrelevant for further analysis. However it 

is interesting to note which dominant age groups actually responded to the survey. 

 

Continued use of drugs after treatment 
13% (n=3) of the participants continued their use of drugs after treatment. 17 participants, 73, 9%, 

have answered that they had not been using drugs since treatment had ended. Which leaves the 

remainder of the participants 13% (n=3) choosing to not answer this question. (See Appendix B, table 

1). 
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Graph 1: Overview of the dis-continued use of drugs post treatment  

 

 

 

The particular year in which treatment commenced for the survey participants at this centre 

were divided into groups of three separate years of which the researchers had access; 2011, 

2012, 2013.  

For the response to this question 17.3 % (n=4) did not answer this, however the majority with 

39.7% (n=9) had their treatment commence in 2011, with 34,7% (n=7) take place during 2011 

and the remaining responses of 13% (n=3) began their treatment in 2013. 

 

Lambda has been chosen in this correlation as the motivation was to refrain from linear time 

as a factor but treat the separate years as categories, with nominal scales. The reason being 

our years have been chosen as most available to the researcher, should a longitudinal study 

been undertaken that years would have been relevant using ordinal or indeed perhaps interval 

scales. The lambda value here shows 0.00, (see Appendix B, Table 3) which means that there 

is no particular year that show a relationship between refraining from drug/substance use.   
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4.1 Age as a factor in contributing to abstaining from a 

continued use of drugs 

 

Graph 2: The age of participants at time of treatment in contrast with discontinued drug 

use after treatment 

 

 

In Graph 2 the ages of participants are shown at the time treatment occurred contrasting with 

those who discontinued their drug/substance use after treatment alongside those who did not. 

The largest age group of these participants with 30% (n=6) were 18 years, 100% of this group 

had not continued. This study therefore shows an interesting result in where the entire age 

group maintained substance sobriety after treatment had ended. From the group of 17-year-

olds 80% (n=4) sustained their substance sobriety after treatment, whereas of the 50% (n=1) 

of the 16 year old had not continued. The group of 19 years olds 66% (n=3) had not 

continued. Amongst the 20-year-olds 66% (n=2) sustained from substance use after treatment. 

This study found that there is no particular relation with age of treatment as shown in seen in 

graph 2, (see also Appendix B, Table 4). This is a low lambda value of .056 and does not 

support a linear relationship support from age at time of treatment and abstaining from further 

use of drugs. However, it is possible to see in Graph 2 that there is indeed a curvilinear 

relationship between the ages. As stated above, the group of 18 year olds was the largest 
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abstaining from continued use while the lower and higher age groups both decreased in 

sobriety levels, in this regard. 

 

4.2 Drug of choice as a factor for abstaining from the 

continued use of drugs 

The group with a preferred drug choice of marijuana, cannabis or hasch makes up 45% 

percent (n=9), all of the participants remained drug/substance free at the time the survey was 

conducted. This group makes up the dominant drugs/substance choice. The reason for 

grouping these drugs together was for the active substance THC alongside its similar affects.  

 

A further discussion as to why this grouping was chosen will be touched on briefly in the 

method discussion (see 5.2) Amphetamine users make up 20% (n=4) of the total of 

respondents with 75% (n=3) of the amphetamine users remaining drug free. Spice users make 

up the third largest group with 15% (n=3) from the total of who answered.   Here 33% (n=1) 

discontinued their use, which brings the total continued use of spice post treatment to be the 

largest of all drugs groups. Heroin/opiates make up 10% (n=2) 50% chose to carry on with 

use while the other 50% did not. Lastly the smallest two groups each with benzodiazepines 

10% (n=2) and cocaine 5% (n=1) where 50% of the ones using these did not continue using 

their primary drugs of choice at the time of this survey (See appendix B Table 7). A lambda 

test was conducted to see if there was a relationship between preferred the drug of choice 

categories (nominal-measures of association) with a discontinued/continued use of drugs (see 

appendix B Table 8).  A symmetric value of ,063 was calculated which indicates a low value 

in terms of a relationship between these two variables.  
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Graph 3: Preferred drug choice of the participants 

 

 

4.3 Relocation a as a factor for dis-continued 

drug/substance use 

This study shows that 65% (n=13) of the participants, chose to move after finishing their 

treatment. However, consideration must be taken when that this could also be related to 

participation in post treatment programs/outpatient care. As a rule this is not given in the same 

city from which the client originated. So the results given here may not give a real reflection 

of the permanent geographical relocation to begin a new life, which was the original intent of 

the question. This study shows that 35% (n=7) remained in the same location as prior to 

treatment (Appendix B, table 8). 

When using the cross table as presented in Table 1, 92% (n=12) of those who relocated have 

not continued with drugs. Comparing this with the ones who did not move, 57% (n=4) had not 

continued their use, which leads to the conclusion that relocation may have a positive impact 

for dis-continued drug use post treatment. This is further supported by a gamma test value of 

.800 (Appendix B, table 10). A Kendall´s Tau-B test was conducted to verify these results 

producing the value of.-663 (Appendix, B, table 14), which shows the conclusions drawn 

above from the variables presented as correct.    
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Table 1: Dis-continued use of drugs with relocation post treatment 

Discontinued Use of 
Drugs 

Continued Use of Drugs Total 

16 
(80%) 

4 
(20%) 

20 
(100%) 

Moved 
Did not 
Move 

Moved 
Did not 
Move 

Moved Did Not 

12 
(75%) 

4 
(25%) 

1 
(25%) 

3 
(75%) 

13 
(65%) 

7 
(35%) 

 

4.4 Therapeutic alliance as a factor for the dis-continued 

drug/substance use 

The results of the therapeutic alliance compared with discontinued use/continued use of drugs 

are presented in Table 2. Overall the participants’ responses were very positive with the 

largest group of discontinued users with 50% (n=8) felt that they had an excellent connection 

with their therapists. Those who felt a very good connection and had not continued use made 

up 44% (n=7) with 6.25% (n=1) experienced a good connection. Interesting to note is also 

those who did continued their drug/substance use after treatment generally felt a very good 

50% (n=2) or excellent 25% (n=1) connection with their therapists. Taking into account the 

gamma value of .524 (Appendix B, table 11) it is possible to draw the conclusion that in this 

study the therapeutic alliance is a factor for dis-continued drug use. However, Kendall´s Tau-

B test was used to verify the gamma test, and the value of .118 was (Appendix B, table 13) 

found. The conclusion drawn from this low value would indicate that therapeutic alliance, in 

this study, does not support a strong impact upon abstaining from the use of drugs. 

 
Table 2: A cross tabulation over the discontinued drug use and the connection the 
participants felt with their therapist 
 
 
 Therapeutic Alliance 

 Less Good Good Very Good Excellent Total 

Discontinued 0 
 

1 
(6.25%) 

7 
(43.75%) 

8 
(50%) 

16 

Continued 1 
(25%) 

0 2 
(50%) 

1 
(25%) 

4 

Total 1 
(5%) 

1 
(5%) 

9 
(45%) 

9 
(45%) 

20 
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4.5 Post treatment/out-patient care as a factor for dis-

continued drug addiction/misuse  

All respondents received a minimum of the 4-month mandatory treatment program, which 

was one of the main requirements for this survey. There are also respondents who continued 

their treatment in the form of a post-treatment program. A majority of the respondents 70% 

(n=14), had participated in post treatment programs. 

 

On finishing initial treatment there is often the possibility for clients to continue their 

treatment program in the form of an out-patient care program. The term “post-treatment” is 

used in this study for this purpose.  From the result of this survey it was found that 70% 

(n=14) of the respondents chose to participate in a post treatment program, of these 93% 

(n=13) had not continued with their substance use although 7% (n=1) is still remaining in use 

as show in graph 3. There were 30% (n=6) who chose not to participate and as we see, there 

are 50% (n=3) continued with their use and 50% (n=3) who did not. However as an aside it 

must be noted that of these 14 respondents, 84% (n=11) chose to remain the whole amount of 

time, which was recommended for them. Only 16% (n=2) did not stay the recommended time 

(Appendix B, table 5). This group, regardless of completion time, remains in the group for 

those who participated in post-treatment. 

 

Graph: 4: Continued use of drugs after participation of post-treatment program
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From the results of this study it is possible to draw the conclusion that participation in post 

treatment programs is beneficiary for the dis-continued drugs use post treatment. This result 

was tested with a gamma test, to the value of -.857 (Appendix B, table 6). The result from the 

gamma test was tested to verify this strong relationship between the two variables by using 

Kendall’s Tau-B concluding this with a value of -.491. These tests indicate, then, that the 

relationship between these two variables are firmly supported in statistical analysis.   
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5 Discussion 
In this section the separate discussions of results and the method is to be presented.  

5.1 Results discussion 

The main aim of this thesis was to investigate how many clients from a particular treatment 

center had not continued their use of drugs after completing minimum treatment time. There 

was also an attempt at identifying how certain factors impact post treatment outcome.  Age, 

choice of primary drug, relocation and the therapeutic alliance were given as possible 

influential factors in an online survey. 

 

The crucial factor of low turnout in numbers of participants in this survey renders this study 

highly precarious in terms of drawing any generalized conclusion. In each category the 

authors have chosen to make a disclaimer for this fact. However the authors have continued to 

draw conclusions based upon the data they received and compared these results with earlier 

research. Due consideration  must taken in terms the fact that some of these adolescents have 

been out of treatment for a year, most of them no longer than three years as this study only 

goes back as far as 2011. This could mean that at later dates of stress they choose to return to 

continued use. 

 

Continued use of drugs after treatment 

The continued drug/substance use was as predicted by the authors, fairly low with 13% (n=3), 

whereby the remaining 74% (n=17) had not continued and the remaining 13% had declined 

from answering the question. If one compares these results with other treatment centers for 

youths abroad, a study from North America for example, (Gainchill, Hawke, De Leon, 

Yagelka 2011) in showing the results from a follow up of a year on, the rate of continued 

drug/substance use show those who completed the course of treatment, reduced with 25% 

(ibid) with those clients who dropped out of treatment still reducing their overall intake and 

frequency of use. In fact, all participants in this study had significantly reduced their intake of 

drug and alcohol use in the year after treatment had occurred. This may have its roots in the 

fact that most of the participants are a lot younger than the adolescents in this study, a mean 

age of circa 15 years, whereas the median age of this study(see figure 1.2)  averages at around 

18 years old. The other differences are of course the length of treatment, where a 
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Nämndemansgården the minimum requirement to partake was four months. These results in 

can be compared with the study conducted by Fridell et al, with adults at a treatment 

center,  where 77% had managed to remain drug free after a seven year period.  

 

Age as a factor in contributing to abstaining from a continued use of drugs 

On inquiring whether age at the time of treatment is relevant in outcome success, what was 

discovered was no positive or negative correlation with age, however what was discovered 

was an anomaly of the 18 year olds  (n=6) who had in fact managed to stay drug free post 

treatment. When the treatment began could it mean that a certain level of maturity must be 

reached for clients to find motivation and resolve to abstain from continued use. There are 

plenty of studies backing up this claim. As Larsson, Braun and Lilja (2012) state in their 

article of finding appropriate models in understanding drug and alcohol dependencies, the 

“metacognition” and self-conscious awareness are major factors in the process of 

understanding why one is there, self-insights to the addiction itself but also recognizing 

destructive behavioral tendencies. If the person understands for example the consequences of 

having grown up in a household of addicts then it has been shown (here in relation to 

alcoholics), a marked improvement in steering clear and maintaining sobriety, through the 

insight of this fact. Wagner (2009) further emphasizes the importance of understanding where 

the young adult may be in his development, but cites in his article that the three studies 

conducted on outcomes of treatment in adolescents of ages ranging from as young as 12 up to 

18 years none of them found any relationship whatsoever.   

 

Drug of choice as a factor for abstaining from the continued use of drugs  

In this study Cannabis was the preferred drug shown indicating the highest frequency of 

discontinued use. This category comprised of 45% of participants who responded to this 

question and all of them have been shown to successfully abstain from further use. 

Amphetamine users made up 20%, the second largest preferred drug of choice. Of these users 

75% had not continued their use at the time of the survey. Being aware of the different 

substances having debilitating effects on health, lifestyle etc. identifying the preferred choice 

of drug can seem to be a determining factor for outcome of treatment. In a UK survey from 

the National Treatment Agency (2012), heavier drugs such as crack and heroin have been 

declining rapidly in recent years showing that most addicts of these substances began their 

dependency as far back as the 1980s and 1990s. It perhaps isn’t unreasonable to speculate that 
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this could be an ongoing trend throughout Sweden also.  Statistics in the CAN report of 2006 

in Sweden show that most users of heavy drugs are generally much older where the average 

age of user was 27 years in 1979; the average between the years 1998-2004 was 35 years of 

age (CAN 2006).  

In the cocaine user group which comprised of 5% none in this category had continued with 

their use, whereas there were marginal difference between the drugs Spice, benzodiazepine, 

amphetamines and heroin/opium. However as previously mentioned in this thesis, NPS drugs, 

(net drugs) are on the rise constantly and as this is a relatively new concept the statistics can 

be misleading as there is of yet very little research in this area.   

 

Therapeutic alliance as a factor for the dis-continued drug/substance use 

Therapeutic alliance is a concept within dependency and indeed treatment all throughout any 

therapist settings. It seems obvious perhaps to many that the better a rapport one has with a 

therapist the better the outcome, this has been shown in countless studies with drug treatment 

in adolescents, such as Gubdel, Abdel-Salam (2013). What was discovered in the results from 

this particular study was the majority who abstained from drugs after treatment experienced 

their relationship with treatment and therapy as being excellent (50%) to really good (44%), 

on the other hand even those that had continued with drugs were incredibly positive, with 

50% saying they found  it excellent and 25% as very good. In part from the results here 

previous research can support the claim that a good rapport with therapist determine outcome. 

As the 75% of those who continued with use found the alliance beneficial this could also 

mean that those who responded to this survey enjoyed their stay and appreciated their 

connection with the therapist that resulted in them responding to this survey.  If one imagines 

that those who have continued and not enjoyed or thought they had a good relationship with 

the therapist then motivations to responding may be very low indeed. 

 

 

Relocation a as a factor for dis-continued drug/substance use  

Boardman et Al (2001), as quoted in Jacobson (2004), describe the living environment in 

under- privileged areas where drug use is more commonly widespread as creating a greater 

frequency of “life-stressors”, making it much more difficult to abstain from a debilitating drug 

dependency. They continue to add that the social networks within the neighborhoods are 

under constant varying pressures hence unable to assist in the proper social support that a 

person with dependency would benefit from. The environment can also play a role in the level 
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of tolerance they have with the drug use itself (Stahler et al 1997, as quoted in Jacobsen), so 

on some levels peer group, previous association with the social network that introduced the 

substances can be difficult to break free from without relocation to another area. In this of 

those chose to move location 93% did not continue with their drug/substance use. However, 

of those who did not relocate 42% continued their use of drugs.  The gamma value of .800 

shows a positive correlation between relocation and discontinued drugs use. Seen in 

percentage however, the results show no significant difference either way when relocation has 

not occurred bearing in mind that 58% of these had not continued use.  The low response here 

may indicate that this is not a conclusive result.  

  

Post treatment/out-patient care as a factor for dis-continued drug addiction/misuse 

Simpson and Brown (1997) state that in various studies of this kind there is a definite 

correlation between higher success rates of discontinued use and length of treatment.  This 

particular response is further confirmed by our study in that it did in fact show that only 70% 

of the responses that chose post treatment and to lengthen their treatment time 93% did in fact 

managed to stay clear of further drug use post-treatment.  Noting here though of the 30% that 

did not continue their treatment 50% of these had continued to misuse drugs. Length of 

treatment is however more a question of finances, and sponsorship from the government 

guidelines and economic factors that determine this. In the light of policies making treatment 

stays shorter one wonders to what sort of extent does this have an impact on outcomes of 

treatment. Leichtman and Leichtman(2008)  find what is lacking when changes are not made 

in the outcomes for drug treatment  the transitions for adolescents were too vast from the 

therapeutic communities back into society, due issues such as financial cut backs, forcing 

centers to have only few treatment tools and methods etc. The adolescents’ coping 

mechanisms with the stark contrast of the outside world making them ill-equipped to handle 

the previous structures that had sometimes led them to make other choices. Looking at the 

complexities behind an effective treatment program, or rather what is needed for a treatment 

program to function well should be look at in light of these policies that should be guided by 

research ultimately. It is insufficient to say certain outside impacts are solely responsible for 

their choice to go back to drugs/substance use.  
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5.2 Method discussion 

When set in relation to Mays (2001) of the possibility to gain more than a maximum 40% in 

response rate then this study of 28% received is relatively low. As mentioned earlier in the 

discussion this particular group of respondents unable to participate in this study could very 

well have been hindered in difference ways from taking part,  i.e. currently treated in 

compulsory care and/or other possible reasons. 

 

The time scope of undertaking this kind of survey has perhaps also been limited.  There was a 

4 week waiting period during which respondents had the possibility to answer the survey. 

This was poorly underestimated by the authors, as the idea that sending these questionnaires 

by post had been bypassed and the suggestion of an online questionnaire seemed almost non-

problematic.  

Another limitation was the need to decrease even further the range of possible respondents 

because one of the authors had their practical placement in one of the homes. Here the authors 

made the ethical choice of removing that particular year from the possible participants to 

safeguard their anonymity. 

 

Throughout the course of this study the dominating shadow element has been the low 

frequency of participation. Indeed the 84 letters of requests to participate were minimal to 

begin with.  The circumstances surrounding this can be understood by explaining that the 

management at Nämndemansgårdens administrations had recently changed hands. This 

resulted in manually sorting through paper files for appropriate participants. So, in not having 

easy access to a computerized filing system, made this also very time consuming given the 

limited scope of this paper and the allotted time that was given to undertake this 

task.  Furthermore, only one of the two available researchers, having worked there previously 

on the practical placement semester, was granted access to these files, while the other could 

not assist due to confidentiality issues. 

However, the low response rate of participants would have to have been expected, as studies 

of this nature, oftentimes (Jainchill, Hawke, De Leon, Yagelka 2000) an incentive may well 

have been the more plausible alternative, as this was an undergraduate paper there were no 

incentives available. 

The other consideration, which has been mentioned briefly, in a study like this would be to 

imagine that the likelihood of a re-offender, or in this case a relapse patient would perhaps not 
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feel highly motivated to participate. So the question here really is whether the premise of the 

original research question “how many had managed to not continue with drug/substance use” 

was highly bias from the off set, with a very high percentage of participants not continuing, 

can a question be asked when one already knows the probable response by default of the 

nature of the question? As mentioned previously the authors had seriously considered this part 

and as a result decided to search for a salutogenic direction in an effort towards unravelling 

underlying factors towards health and sobriety. The authors adopted an approach that may 

prove of interest for future research, too many papers with treatment outcomes focus on what 

went wrong and what/who/which factors are to blame. However the narrow focus and low 

turnout that it became for this paper made it necessary to include both sides which further 

confused our original intentions of only including data from the “success” cases. Perhaps a 

middle ground might have been more appropriate, and consciously including both sides, with 

the post-positivist awareness of each theory brought to the table to analyze-both risk and 

protective factors.  

The choice of categorizing preferred drug of choice group; cannabis, hasch and marijuana was 

a two-fold motivation. Firstly the THC-components in the plant are one and the same in this 

entire group, albeit from different parts of the plant.  The authors are aware of the varying 

effects of the active substance and abuse may differ. However the decision was based upon a 

question of simplification, clarification and sweeping generalization. Had all the categories 

been specified on the survey, the problems faced here may not have been as apparent.  

 

The lack of previous knowledge from the part of the researchers regarding the program SPSS, 

and a very limited comprehension of quantitative methodology meant that the design of the 

survey lacked certain questions of potential relevance, for example; if the participants had 

received other drug/substance treatment prior to their stay at Nämndemansgården, and for 

how long and to what frequency had they used drugs/substances. These and others could have 

been relevant and important questions revealing a statistical significance. Although, in this 

particular case, these factors may prove the unlikely given the young ages of this group.    

 

The particular focus in the salutogenic perspective by Antonovsky as the study progressed 

made the interpretations of the results fairly cumbersome. This perspective focuses on the 

positive parts on why people are healthy authors here were inclined to not include some of the 

data as some of the participants had chosen to continue their use of drugs post treatment. 

Generally these participants answered similarly to those who did not continued their use of 
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drugs and in many of the cases authors here chose to include these participants as there were 

no requirements that participants in this study should have stopped using drugs. At the same 

time the reason that the authors chose to include them as the overall the response rate was so 

low would have lowered the results even further. 

 

 

6 Conclusions 
The success rate after a four month period at this particular center is 73.9% according to the 

data the researchers retrieved and concluded in this study. This is in relation to the 28.4% of 

the total of questionnaires sent out were responded to. However 71.6% of these chose not to 

participate within this study. 

The choice of drug and age at the time for treatment were proven not to be significant in 

discontinuing use of drugs, although it has been noted to have an impact to a certain extent. 

The relocation after treatment, the therapeutic alliance between participants and therapists at 

the center was shown to impact the discontinued use of drugs for most of the participants 

although even the ones who did continue their use of drugs answered that they felt a good 

relationship between themselves and the therapists. 

However it has been shown in this study that participation within post treatment programs is 

one important factor for many of these participants. Consequently however in this study there 

seems to be an anomaly where the 18 year olds seemed to manage to discontinue use, drawing 

conclusion from unknown factors as maturity levels and preferred choice of drug.  

 

 

 

6.1 Further research 

This study has found that there are many areas within research of adolescents in Sweden 

which needs greater attention. Throughout the course of this study the researchers struggled to 

find relevant research of how successful treatments in HVB-homes are in relation to its cost 

effectiveness. There are great needs of evaluations as there are significant changes in lengths 

of treatment time depending on allocated government resources. Furthermore it would be of 

interest to research if the particular general election year in Sweden effect the prescribed 
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amounts of treatment time compare to priorities made within term of a ruling government. 

The results of this study show that most of the clients who responded had been treated in the 

year of 2011, which conversely placed this directly after the election year of 2010. 

 

It could also be of interest to focus future research upon several homes with different 

ideological views as the research in this study chose only one treatment home. A longitudinal 

study of several homes and also the durations of clients’ treatment stays may also reveal 

different beneficial results.  A deeper understanding of what kind of family relationships the 

clients had and the socio economic backgrounds clients originate from. The attitudes towards 

drugs from both clients’ families and their peer-groups in order to grasp more fully if family 

and peer relationships alter during clients’ treatment, to further investigate if these 

relationships benefit or hinder the clients’ choices in abstaining from drugs. 

 

A triangulation study would be beneficial to better understand what the clients themselves 

consider to be most important for treatment success. By carrying out interviews with several 

clients from different homes and base a questionnaire from the information given by the 

clients, and/or the therapists working with the adolescents. Conducting a broader study of this 

magnitude would be constructive for current drugs research in Sweden as there are similar 

studies in other countries. There are possibilities for researchers to compare the results with 

other countries that have more lenient drug policies compared to Sweden and partly evaluate 

the efficiency of the harsher stance that shapes drug policies in Sweden. 
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APPENDIX A 

Hur gammal är du? Skriv ditt svar i rutan nedanför.  

 

Vart fick du din behandling?  

Idavallen 

Idagården 
 

Vilket år fick du din behandling på Idavallen eller Idagården?  

2011 

2012 

2013 
 

Hur gammal var du när du fick din behandling?  

16 

17 

18 

19 

20 

21 
 

Har du sedan du avslutade din behandling fortsatt att använda sinnesförändrande 
substanser/droger?  

Ja 

Nej 
 

Om ja på frågan ovan, hur ofta använder du i sådana fall sinnesförändrande 
substanser/droger?  

Flera ggr per vecka 

Ungefär 1 gång per vecka 
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1-2 gånger per månad 

Någon gång ibland 
 

Vilken är/var din huvudsakliga drog? Skriv gärna vilken kategori den tillhör om möjligt.  

 

 

Hur hamnade du på behandling?  

Valde själv 

Genom socialtjänsten frivilligt 

Genom socialtjänsten med LVU 

Genom familj eller nära anhöriga 
 

Efter din behandling, gjorde du någon form av utslussning? Om nej, hoppa över de två 
kommande frågorna.  

Ja 

Nej 
 

Vem hade hand om denna utslussning?  

Nämndemansgården 

Annat företag 

Statlig myndighet 
 

Stannade du kvar i utslussningen den rekommenderade tiden?  

Ja 

Nej 
 

Bor du kvar i samma stad/samhälle som du bodde i när du genomgick din behandling?  
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Ja 

Nej 
 

Umgås du i huvudsak med samma människor nu som vid tiden för din behandling?  

Umgås bara med samma människor 

Umgås till stor del med samma människor 

Umgås till stor del med nya människor 

Umgås bara med nya människor 
 

Skulle du säga att kontakten med din familj efter behandlingen är:  

Bättre 

Sämre 

Samma som innan 

Har ingen familj 
 

Hur skulle du beskriva kontakten du kände att du hade med dina terapeuter/behandlare?  

Dålig 

Mindre bra 

Bra 

Väldigt bra 

Mycket bra 
 

Hur nöjd skulle du säga att du är med din behandling?  

Inte alls nöjd 

Mindre nöjd 

Nöjd 

Väldigt nöjd 

Mycket nöjd 
 

Tack för dina svar!  
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APPENDIX B 
 
 
Table 1: The discontinued use of drugs after treatment. 

 

 Frequency Percent Valid Percent Cumulative Percent 

Valid 

Continued 4 17,4 20,0 20,0 

Dis-

continued 

use of drugs 

16 69,6 80,0 100,0 

Total 20 87,0 100,0 
 

Missing 0 3 13,0 
  

Total 23 100,0 
  

 
 

 

 

 

Table 2: The year in which participants received their treatment. 

 

 Frequency Percent Valid Percent Cumulative 

Percent 

Valid 

2011 9 39,1 47,4 47,4 

2012 7 30,4 36,8 84,2 

2013 3 13,0 15,8 100,0 

Total 19 82,6 100,0 
 

Missing 0 4 17,4 
  

Total 23 100,0 
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Table 3: The year in which participiants received their treatment in correltation to the 

discontinued use of drugs. 

 

 
 

The continued use of drugs post treatment Total 

Continued Did not 

The particular year in which 

participants was treated 

2011 2 7 9 

2012 1 6 7 

2013 1 2 3 

Total 4 15 19 
 

Directional Measures 
 

Value Asymp. Std. 

Errora 

Approx. 

T 

Approx. 

Sig. 

Nominal by 

Nominal 

Lambda 

Symmetric ,000 ,000 .b .b 

The particular year in which 

participants was treated Dependent 

,000 ,000 .b .b 

The continued use of drugs post 

treatment Dependent 

,000 ,000 .b .b 

Goodman and 

Kruskal tau 

The particular year in which 

participants was treated Dependent 

,010 ,030 
 

,834c 

The continued use of drugs post 

treatment Dependent 

,025 ,074 
 

,799c 

a. Not assuming the null hypothesis. 

b. Cannot be computed because the asymptotic standard error equals zero. 

c. Based on chi-square approximation 

 

 

 

 

 

 

 

 

 

Table 4: Age at the time for treatment in correlation to the discontinued use of drugs. 
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Count   
 

The continued use of drugs post treatment Total 

Continued Did not 

The age of particpiants at the time for 

treatment 

16 1 1 2 

17 1 4 5 

18 0 6 6 

19 1 3 4 

20 1 2 3 

Total 4 16 20 
 

Directional Measures 
 

Value Asymp. Std. 

Errora 

Approx. Tb Approx. 

Sig. 

Nominal by 

Nominal 

Lambda 

Symmetric ,056 ,121 ,449 ,653 

The age of 

particpiants at the time 

for treatment 

Dependent 

,071 ,069 1,026 ,305 

The continued use of 

drugs post treatment 

Dependent 

,000 ,354 ,000 1,000 

Goodman and Kruskal 

tau 

The age of 

particpiants at the time 

for treatment 

Dependent 

,040 ,027 
 

,547c 

The continued use of 

drugs post treatment 

Dependent 

,151 ,124 
 

,580c 

 
 
 
 
 

 
 
 
 
 
 
Table 5: Staying the recommended time in post treatment. 
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 Frequency Percent Valid Percent Cumulative 

Percent 

Valid 

Stayed 11 47,8 84,6 84,6 

Did not 

stay 
2 8,7 15,4 100,0 

Total 13 56,5 100,0 
 

Missing 0 10 43,5 
  

Total 23 100,0 
  

 
 
 
 
 
 

Table 6: Participation in post treatment program in correlation to the dis-continued use of 
drugs. 

 

Count   
 

The participation in post treatment program Total 

Participated Did not 

The continued use of drugs post 

treatment 

Continued  

 

1 3 4 

Did not 

continue 

13 3 16 

Total 14 6 20 
 

Symmetric Measuresc 
 

Value Asymp. Std. Errora Approx. Tb Approx. Sig. 

Ordinal by Ordinal Gamma -,857 ,175 -1,855 ,064 

N of Valid Cases 20 
   

a. Not assuming the null hypothesis. 

b. Using the asymptotic standard error assuming the null hypothesis. 

 

 

 

Table 7: Participants preffered drug. 

 

 Frequency Percent Valid Percent Cumulative Percent 

Valid 

Marijuana, 

cannabis, hasch 
9 39,1 45,0 45,0 

Spice 3 13,0 15,0 60,0 

Benzodiazepines 2 4,3 10,0 65,0 
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Amphetamin 4 17,4 20,0 85,0 

Cocaine 1 4,3 5,0 90,0 

Heroin, opium 2 8,7 10,0 100,0 

Total 20 87,0 100,0 
 

Missing 0 3 13,0 
  

Total 23 100,0 
  

 

 

 

 

 

 

 

 

Table 8: Preferred drug of choice in correlation to the dis-continued use of drugs 
 
 

Directional Measures 
 

Value Asymp. Std. 

Errora 

Approx. 

Tb 

Approx. 

Sig. 

Nominal by 

Nominal 

Lambda 

Symmetric ,063 ,160 ,379 ,704 

The preferred drug of the 

participiants Dependent 

,083 ,080 1,026 ,305 

The continued use of drugs post 

treatment Dependent 

,000 ,500 ,000 1,000 

Goodman and 

Kruskal tau 

The preferred drug of the 

participiants Dependent 

,073 ,038 
 

,227c 

The continued use of drugs post 

treatment Dependent 

,245 ,145 
 

,460c 

a. Not assuming the null hypothesis. 

b. Using the asymptotic standard error assuming the null hypothesis. 

c. Based on chi-square approximation 

 

 

 

Table 9: Overview of how many of the participants which relocated post treatment. 

 

 Frequency Percent Valid Percent Cumulative 

Percent 
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Valid 

Did not 

move 
7 30,4 35,0 35,0 

Moved 13 56,5 65,0 100,0 

Total 20 87,0 100,0 
 

Missing 0 3 13,0 
  

Total 23 100,0 
  

 

 

 

Table 10: Relation between dis-continued use of drugs and relocation post treatment. 

 

Count   
 

The continued use of drugs post treatment Total 

Continued Did not 

Whatever if the participants resigns in 

the same city as before treatment 

Stayed 3 4 7 

Moved 
 

1 

 

12 

 

13 

Total 4 16 20 

 
 

Symmetric Measuresc 
 

Value Asymp. Std. Errora Approx. Tb Approx. Sig. 

Ordinal by Ordinal Gamma ,800 ,232 1,698 ,090 

N of Valid Cases 20 
   

a. Not assuming the null hypothesis. 

b. Using the asymptotic standard error assuming the null hypothesis. 

c. Correlation statistics are available for numeric data only. 

 

 

 
 

Table 11: Relation between dis-continued use of drugs and the connection between therapists 
and clients. 

 

Symmetric Measuresc 
 

Value Asymp. Std. Errora Approx. Tb Approx. Sig. 

Ordinal by Ordinal Gamma ,524 ,382 1,104 ,270 
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N of Valid Cases 20 
   

a. Not assuming the null hypothesis. 

b. Using the asymptotic standard error assuming the null hypothesis. 

c. Correlation statistics are available for numeric data only. 

  

 

Table 12: Kendall´s Tau-B test between the variables of relocation post treatment and the 
discontinued use of drugs post treatment: 

 
Symmetric Measuresc 

 Value Asymp. Std. 
Errora 

Approx. Tb Approx. 
Sig. 

Ordinal by 
Ordinal 

Kendall's tau-
b 

-,663 ,176 -3,086 ,002 

N of Valid Cases 20    

a. Not assuming the null hypothesis. 
b. Using the asymptotic standard error assuming the null hypothesis. 
c. Correlation statistics are available for numeric data only. 

 

 

 

 

Table 13: Kendall´s Tau-B test between the variables therapeutic alliance and the dis- 

continued drugs use post treatment: 

 
Symmetric Measuresc 

 Value Asymp. Std. Errora Approx. Tb Approx. Sig. 

Ordinal by Ordinal Kendall's tau-b -,181 ,214 -,829 ,407 

N of Valid Cases 20    

a. Not assuming the null hypothesis. 

b. Using the asymptotic standard error assuming the null hypothesis. 

c. Correlation statistics are available for numeric data only. 
 

 

 

 


