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questions

How do different 
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PAR + 
AFM

Inter-
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PAR
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view 
AFM

Case 
1

Andreas PAR= 
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Astrid AFM= Wife 

Alcohol 30s (three 
children under 
18) 

X X X

Case 
2

Birk PAR/AFM= 
Husband 
Bente PAR/AFM= 
Wife

Cocaine 30s (two  
children under 
18)

X X X

Case 
3

Christian PAR= 
Husband
Caroline AFM= Wife

Alcohol 60s (three 
grown-up 
children)

X X X

Case 
4

Dag PAR= Husband
Dina AFM=Wife

Alcohol 50s (grown-up
children)

X

Case 
5

Erik PAR= Husband
Emma AFM= Wife

Alcohol 40s (one child 
under 18)

X

Case 
6

Frank PAR= 
Husband
Frida AFM= Wife

Alcohol 20s (no 
children)

X X X

Case 
7

Gustav PAR= Son
Grete AFM= Mother

Illegal drugs 50s (AFM) X

Case 
8

Heidi PAR= Mother
Hanne AFM= 
Daughter

Alcohol/
Benzo

30s (three 
grandchildren)

X

Case 
9

Isak PAR= Husband 
(Son)
Isabell AFM= Wife 
(Mother)

Alcohol 60s (AFM) X

Case 
10

Jon PAR= Male 
partner
Janne AFM= 
Female partner

Illegal drugs 20s (two  
children under 
18)

X X X
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Article 1:  
 
Addiction, families and treatment. A critical realist search for theories that can improve 
practice 
 
Anne Schanche Selbekk, Hildegunn Sagvaag and Halvor Fauske 
 
This is an Author's Accepted Manuscript of an article published in Addiction, Research & 
Theory Volume 23, Issue 3 pp. 196-204, published online 08.05.2015. Copyright Taylor & 
Francis, available online at: http://www.tandfonline.com/ DOI: 
10.3109/16066359.2014.954555 
 
Abstract: 
The stress-strain-coping-support (SSCS) model and the social-ecological (SE) model were 
analysed in a search for theories that can serve as a foundation for improving the assistance 
and support provided to families affected by addiction and alcohol and drug problems. The 
basis for the analyses was a critical realist one, viewing addiction as a multilayered and 
necessarily laminated phenomenon. The two models approach two different layers of reality: 
the SSCS model highlights the importance of dealing with mechanisms at the psychological 
level for affected family members, while the SE model emphasizes the importance of 
intervening in relationships and systems at the social level of reality. Both models are 
highlighted as essential for dealing with the complexity of the phenomenon of addiction in 
families: the SSCS model by providing agency for a neglected group of affected family 
members and developing a method to address their needs, and the SE model by advocating 
the relative position of social solutions in the field of alcohol and drug (AOD) treatment and 
developing a framework for conducting joint sessions and family therapy. Both models and 
their respective practical guidelines for interventions could work in a complementary in a 
clinical setting, as useful tools in different types of case and at different stages of treatment—
combining the level and emergence in the interaction between agency and structure—for the 
betterment of families and individuals. 

INTRODUCTION 

There is a growing public concern regarding the adverse consequences of addiction, not only 

for individuals, but for the well-being and life situation of families and family members 

(Barnard, 2007; Casswell et al., 2011; Copello et al., 2006; Copello et al., 2005; Ferris et al., 

2011; Lindgaard, 2002; Orford, Copello, et al., 2010; Orford et al., 2005; Rodriguez et al., 

2014).  Research into “harm to others” in this context has become a growing focus in the field 

of social epidemiology (Room, 2000; Room et al., 2010).  

The question in this article is how the case of families and family members can be 

approached, acted upon and “implemented” in the field of alcohol and drug (AOD) 
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treatment. Treatment methods that include family members are in general shown to be 

effective, but represent a variety of objectives; from initiating treatment, reducing the intake 

of substances, improving family-functions and by supporting family members’ specific needs 

(Copello et al., 2006; Copello et al., 2005; Finney et al., 2007; Lindgaard, 2006, 2012; 

O'farrell & Fals-Stewart, 2003, 2006). Behind these treatment objectives lie different ways of 

modelling or approaching the case of addiction and close relationships. One major distinction 

is between focusing on family relations, in family therapy or joint consultations, or on 

individual family members in separate consultations. These differences may be viewed as 

different answers to the question of what addiction is. Analysing the basic assumptions of 

theories or models of addiction in families makes it possible to also discuss implications for 

practice. 

Two models are examined and discussed in particular depth herein: (i) the stress-strain-

coping-support (SSCS) model, which focuses on the stress and strain of affected family 

members and their coping strategies (Orford, Copello, et al., 2010), and (ii) the social-

ecological (SE) model, which focuses on how addiction unfolds in a social world, and the 

process of fragmentation and reintegration of close relationships (Adams, 2008). These two 

models were chosen because they represent two central traditions in the field, and are 

particularly relevant to the practice that was assessed with respect to AOD treatment in 

Norwegian families (Selbekk & Duckert, 2009). They are not “new” models, but are based on 

respectively coping-support models in health psychology and system and ecological theories 

from the field of family therapy. They represent the distinction between separate tracks of 

interventions, where family members are provided with support in separate consultations, and 

integrated tracks, where families participate in meetings together (Selbekk & Duckert, 2009), 

and focus respectively on relationships and interaction systems, and the individual needs of 



 3 

family members. The SSCS and SE models differ from each other in some interesting ways, 

highlighting central dilemmas in the field regarding the position and needs of families and 

affected family members, and what they should be offered in terms of professional support.  

ANALYTICAL FRAMEWORK 

Ontological questions and a necessarily laminated system 

The two models under scrutiny in this article are analysed in terms of critical realism, which is 

a meta-theoretical position, with an ontology involving powers and mechanisms in different 

layers of reality. This approach views a phenomenon, in this case addiction, as a necessarily 

layered or laminated system, involving mechanisms at a biological, psychological, social and 

cultural level, where powers at the more basic level of reality (physical, biological, 

psychological) are emerging into more complex strata of reality (social, cultural). It is thus 

viewed from an ontologically and methodologically inclusive perspective; it is inclusive in 

that it can accommodate the insights of other meta-theoretical positions such as empiricism, 

realism and social constructionism (Bhaskar & Danermark, 2006, p. 280). Such a synthesizing 

approach enables a discussion of the ontological assumptions underpinning the two models. 

Ontological questions are seldom discussed, but the point made by critical realists is that 

research implies ontology although it is not always explicated. 

Critical realists argue that a realist ontology is presupposed by the social activity of science 

(Bhaskar, 2008, p. 9). Empirical regularities are defined as tendencies that interact with other 

tendencies in such a way that observable events may or may not occur. The real world is 

complex and stratified, and different mechanisms are involved in a particular phenomenon (in 

this case addiction). To understand and explain a phenomenon such as addiction, social, 

cultural and biological mechanisms must all be taken into account. A quotation from 



 4 

disability research explains some of this, and the premise can be easily transferred to the field 

of addiction: 

“For here we are dealing not only with mere ontological pluralism, but with essential 

complexity - and in particular that kind of essential complexity that we have 

characterized as a necessarily laminated system. If this is so, then it follows that 

reductionism is not just a mistake, but a categorical mistake. Thus the medical model 

was always (at least in part) a cultural phenomenon, the social model presupposed a 

manifold of bodily impairments, and the cultural model itself had definite economic 

causes, etc.” (Bhaskar & Danermark, 2006, p. 295) 

Critical realists retain an ontological realism while accepting a form of epistemological 

constructivism and relativism. There is no single, “correct” understanding that is independent 

of any particular viewpoint. The heuristic value of critical realism in this article is to 

illuminate the complexity of addiction as a phenomenon, and thus analyse the characteristics 

of the two models. 

Critical realists also conceptualize the classical dichotomy of agency and structure in social 

theory. Within the framework of critical realism, Margaret S. Archer focuses on how agency 

and structure represent separate strata of reality, with their own powers, attributes and 

mechanisms (Archer, 1995, p. 14; Danermark, 2003). Agency and structure are interrelated 

and should be studied according to how the interplay between their respective properties and 

powers can explain the outcome for either and both (Archer, 2003, p. 44). In this model, 

known as “analytic dualism”, the concepts of agency and structure are combined with the time 

dimension, structures restrict and enable the action of agents, and agents again reproduce and 

transform structures (Danermark, 2003, p. 136).  
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In the present article, the basic analytical question is how the different models answer the 

ontological question: “What is addiction?” Their answer would then be analyzed in terms of 

the necessary laminated system, and to see how they open up for different mechanisms 

involved. Another aspect under discussion is how the different models reveal (or give) 

directions regarding practice in the field of addiction and treatment. The two models represent 

different ways of highlighting various dimensions regarding families and addiction, replying 

to different trends and developments within the field, addressing different issues. The aim of 

this study was to clarify their origins, their imperatives and their implications for practice. 

THE SSCS MODEL: THE QUEST FOR EMPOWERMENT AND AGENCY 

The SSCS model was developed within the field of addiction and substance use problems and 

was inspired by stress-coping models from health psychology (Copello & Orford, 2002; 

Orford, Copello, et al., 2010; Orford et al., 2005; Orford et al., 2013). The SSCS model was 

introduced as a model of family health, with affected family members as the primary concern. 

The imperative in the model is to highlight and recognize the situation of the group of 

affected family members. Their situation of living with alcohol and substance use problems in 

their close relationships is considered highly stressful, and if not coped with satisfactorily, the 

risk of strain and departure from a state of good health and well-being would become evident 

(Orford et al., 2005, p. 2). Added to the model is the aspect of social support, which 

potentially buffers the effects of stress and strain (Orford et al., 2005, p. 2). The central idea is 

that people facing such conditions have the capacity to cope and the potential to be active in 

the face of adversity, and are capable of effective problem-solving, being agents in their own 

destiny and not being powerless (Orford et al., 2005, p. 2). The model is seen as a tool for 

potentially empowering affected family members (Orford, Copello, et al., 2010, p. 37).  

The SSCS model has resulted in the development of the 5-Step Method1 to give family 
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members help in their own right (Copello, Ibanga, et al., 2010b, p. 6). The different 

components of the model (e.g. stresses and strains, coping, and social support) were 

incorporated into the 5-Step Method in a stepwise manner for use when supporting family 

members (Copello, Templeton, Orford, et al., 2010, p. 87). This model has a primary focus on 

affected family members: 

“We believe the 5-Step Method is almost unique in having as its primary focus the 

needs of affected family members in their own right” (Copello, Ibanga, et al., 2010a, 

p. 205)   

Positioning in the field 

A basic concern that precedes and underpins the SSCS model is the general a lack of attention 

given families and affected family members in the field of addiction and substance use 

problems, which is an imperative the SSCS and the SE model share. Despite accumulating 

evidence for the important role of families, Copello and Orford emphasized how the service 

delivery remains focused on the individual drinker or drug user, with their families and other 

members of their network playing only a peripheral role (Copello & Orford, 2002, p. 1361). 

They further point to how the predominantly individualistic approach leads to a situation in 

which the associated costs to families and society of their sufferings, the stress the family 

experience, and the care they provide to the substance user receive little attention (Copello, 

Templeton, & Powell, 2010, p. 70). They highlight the lack of a sound model of addiction 

problems and the family as one of the reasons why affected family members have been so 

neglected in health and social care policy and provision (Orford, Copello, et al., 2010, p. 37). 

Existing models in the field are criticized for operating from a pathological view of the 

family, as exemplified by the of use terms such as codependency, family illness and family 
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system theories (Orford et al., 2005, p. 4-8). According to Orford et al., these models point to 

family or family-member pathology, dysfunction or deficiency, or take an ambiguous or 

unclear stand on this issue (Orford, Copello, et al., 2010, p. 38). Models comprising these 

concepts, including family system thinking, are criticized for speaking of family members in 

non-sympathetic ways, suggesting that affected family members are part of the problem of 

addiction. The SSCS model rejects the “systemic” idea that excessive drinking is likely to be 

a symptom of a more fundamental problem elsewhere in the family system, and that the 

excessive drinking may be serving to maintain the status quo within the family or to divert 

attention from the more-basic problem (Orford, 1998, p. 130f). It is further argued that by 

suggesting this, there is the risk of obscuring the real problem (the drinking), and to blame 

close family members by suggesting that they are part of the problem (Orford, 1998, p. 131). 

There is no room in the SSCS model and the 5-Step Method “to think of family members as 

part of the ‘disease of addiction’ or having responsibility for causing the addiction problem.” 

(Copello, Templeton, Orford, et al., 2010, p. 88). This critique can also be applied in part to 

the SE model, as discussed below, in that family members are not conceptualized in their own 

right, but rather as part of an addictive system. 

This critique can further be analysed in light of the concepts of agency and structure, as 

different layers of reality. The SSCS model inherently criticizes the structural perspective 

pertaining to addiction in families, seeing families as systems. According to the model, a 

focus on structure or system as generative mechanisms involves a potential ignorance of the 

needs of affected family members in their own right, and does not pay enough attention to the 

condition of powerlessness under which affected family members are living (Orford, 2013). 

The SSCS model responds to this issue by focusing on the agency of affected family 

members. Affected family members are the focal point of interest in the model, and their 
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agency is the main focus and resource empowering them. 

The SSCS model conceptualizes affected family members as people with normal reactions 

under the given circumstances. Orford and his colleagues focused first on how their needs 

have been neglected, rendering them invisible, and second on how these people have been 

misinterpreted as being part of the problem (pathologized family members). In recent 

published works, the entire framework has been integrated into a broader societal 

understanding using the concept of power, whereby affected family members are in a 

situation of powerlessness by living with addiction (Orford et al., 2013). Orford suggested the 

concept of “subordinated class” to describe the situation of affected family members, a class 

lacking a collective voice, being isolated due to them not being aware of the enormous 

number of people sharing their predicament (Orford, 2013, p. 94). This approach strengthens 

and underlines the importance of raising the awareness of and focus on affected family 

members as a group of people whose interests are compromised by the power of addiction. 

Orford et al. advocate the need for a clear focus on the affected family members as a natural 

and necessary reaction to the former situation in the field of addiction: 

“From our perspective, the few existing psychosocial interventions which involve 

affected family members (AFMs) suffer from a number of limitations. For a start the 

majority lack a clear focus on AFMs.” (Orford et al., 2013, p. 75) 

The SSCS model can be viewed as a way of restoring the balance of power in the relationship 

between “the person in the addictive relationship” and “the person in the addictive system”, so 

that affected family members no longer should be seen as “adjuncts” and not central to 

addiction treatment services (Copello & Orford, 2002, p. 1362).  In focusing on family 

systems there is always a chance that one part will be more “visible” than the others, or that 
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the power relationship will influence the contact and meetings in a negative way. 

This clear focus is strongly embedded in the SSCS model, representing a theory that deals 

with the situation of powerlessness when living with addiction and the possibilities of 

obtaining support within the health system.  

A psychological ontology 

A strong concern for the social side of the phenomenon of addiction underlies the SSCS 

model. However, when it comes to answering the question “what is addiction?”, Orford and 

his colleagues make the distinction between the phenomenon of addiction per se and the 

impact of addiction: 

“We refer, not to addiction per se, but to the impact of addiction (defined socially and 

broadly to include dependence/pathological use or misuse/problem use of sufficient 

severity to cause significant difficulties for both the using relative and family 

members; including non-substance addictions such as gambling) on the lives of wives, 

mothers, husbands, fathers, children and other close family members of those who 

themselves are experiencing alcohol, drug or some other form of addiction.”(Orford et 

al., 2013, p. 70)  

The SSCS model focuses on the stress and coping associated with the phenomenon of 

addiction, and addiction as such is described as “appetite for a substance that has become 

excessive”, referring to Orfords’ psychological model of addiction (Orford, 2001; Orford, 

Copello, et al., 2010, p. 39f). According to the SSCS model, addiction is defined as a 

psychological phenomenon with social consequences; which, as described below, represents a 

difference in the basic assumptions underlying the SSCS and SE models. This psychological 

ontology also goes for the way affected family members are approached within the SSCS 
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model; on the individual psychological level of reality, focusing on the stress and strain they 

are experiencing and trying to cope with. The SSCS model advocates for affected family 

members to be recognized, and for their situation to be taken seriously by service providers. 

This type of modelling considers addiction to be not a social phenomenon, but rather a 

psychological phenomenon with social consequences. Orford and his colleagues themselves 

address some of the limitations of the SSCS model, indicating that it does not address the 

coping of family members in a broader social and cultural context (Orford et al., 2005, p. 19), 

but concluded that “a perspective that views family members as people faced with tasks of 

trying to cope with stressful circumstances offers the clearest alternative to pathology models” 

(Orford et al., 2005, p. 19). 

THE SE MODEL: A SOCIAL THEORY OF ADDICTION 

The SE model, which was specifically developed for the field of addiction, is based on 

traditions of philosophy (knowledge as situational), social theory (the situatedness of 

everyday life), public health (well-being) and family system theory, with intimacy as the 

primary concern (Adams, 2008, p. 28ff). The main focus of the SE model is “people in 

relationships”, and how a person’s relationship to a substance/process becomes the dominant 

relationship, at the expense of other relationships (e.g. that with intimates). 

Adams highlighted addiction in terms of relationships, family systems and interactions within 

wider social networks: “Rather than a solitary experience, addictions are seen as forming, 

intensifying, and dissolving in a social world” (Adams, 2008, p. vi). Identity is fundamentally 

social in Adams’ model, with people relying on their connections as a source of their own 

identity (Adams, 2008, p. 48). When it comes to the relationship with the substance/process, 

Adams describes the cycle of deteriorating connections, disconnections, intensifications and 

replacement (Adams, 2008, p. 47). When it comes to the situation for intimates, he 
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describes how the process of fragmentation affects intimacy in terms of closeness, 

compassion, commitment and accord, and how the relationship becomes asymmetrical 

(Adams, 2008, p. 73ff). He is further describing twin cycles of intimacy response phases: the 

joint phases of fragmentation, crises and reappraisal, and the subsequent phase of reversion 

and intensification (for the person in the addictive relationship) and reconnection and 

collective action (for the intimates) (Adams, 2008, p. 153ff). The outcome of the cycle can be 

either reintegration or separation (Adams, 2008, p. 153).  

Adams introduces a new vocabulary that can be applied to a social way of understanding 

addiction. He talks about “the person in the addictive relationship” and “people in the 

addictive system”. Instead of “recovery” he uses the term “reintegration”, where treatment 

implies rebuilding of the patients’ world through reintegration (Adams, 2008, p. 65). 

Reintegration is described as a social process, focusing on multiple people across several 

social layers; looking at how the social connections interact as a whole within the addictive 

system (Adams, 2008, p. 174). Another expression Adams uses is “restoring intimacy”, which 

implies either restoring previous connections or creating new ones (Adams, 2008, p. 67). 

During this reintegration, it is not only up to the person in the addictive relationship to initiate 

and pursue change, but also on others to enable and participate in this reconnecting process 

(Adams, 2008, p. 66). Adams focuses on the social opportunity of change in the intimate 

circle:  

“The social opportunity of change has been located on the intimate cycle, and 

responsibility for change has been located across the various layers of connectedness 

to people both inside and outside the addictive system” (Adams, 2008, p. 160) 

Adams adopts a strong stand regarding the social dimensions of addictions, considering them 

to be genuinely important when investigating ways to reduce the suffering associated with 
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addictions—“the suffering experienced by both the person with the addiction and by their 

immediate loved ones” (Adams, 2008, p. 8). When it comes to interventions, the key 

challenge is to integrate what happens in session with what happens in the person’s social 

world (Adams, 2008, p. 245). Adams considers that the practitioner should seek stronger 

social inclusion so as to prevent further social fragmentation of the person’s intimate 

relationships in the addictive system. This involves maximization of the first contact by 

establishing an expectation of social inclusion, to provide social assessment and reintegration 

plans with participation of intimates and to facilitate meeting with various constellation of 

members from the addictive system (Adams, 2008, pp. 247-263)2. 

Positioning in the field 

The starting point for Adams’ exposition of the SE model is a profound critique of the 

ontological position that dominates the understanding of addiction in the field. He focuses on 

a distinction between the “particle” and “social” paradigms. The particle paradigm has been 

central to both the medical and psychological traditions and emphasizes the complex 

organism of the human being, and the behaving and thinking individual (Adams, 2008, p. 26), 

including biomedical and psychological theories of addiction. The particle paradigm is 

described more precisely as follows: 

“A cluster of assumptions that revolve around the idea that the self is primarily an 

individual object and that this object—or particle—is the appropriate focal point for 

understanding addictive processes. Other selves, too, are viewed as individual objects 

and together they move about within an environment connecting, disconnecting and 

influencing each other, but always moving as discrete objects—objects with their own 

boundaries, attributes, and potentials” (Adams, 2008, p. 23f).  
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Conversely, the social paradigm focuses not on the individual human being, but on human 

beings in relationships. Adams interprets this perspective as a significant shift in the way 

personal identity is understood. It represents a change from seeing people in terms of 

qualities, attributes and potentialities, to seeing them in terms of the nature of their 

relationships with other people and other objects, from seeing people as particles to seeing 

people in relationships. Addiction involves a very intense relationship with the object of their 

addiction, and this intensification involves the deterioration of other social relationships 

within the social system. In this way fragmented intimacy is theorized as part of how the 

phenomenon of addiction unfolds in a social world:  

“Instead of viewing addiction as an attribute attached to a particular addicted person, 

the central idea involves understanding addiction as a social event. (…) When people 

become addicted, they enter into a very intense relationship with the object of their 

addiction. Since, as social beings, most people maintain a broad range of relationship 

with other objects (including people, processes and things), the intensification of one 

particular relationship has consequences for other relationship within that social 

system (Adams, 2008, p. 27f). 

Adams supports a shift in paradigm in the way addiction is understood and handled, and 

proposes a change in the vocabulary accordingly. He argues that the dominant understanding 

of addiction as psychological and medical (the particle), and the social paradigm given limited 

space within the given institutional setting, reduces the treatment possibilities and limits the 

possibilities of support to intimates. The particle paradigm in itself is not the problem, since 

“its many theories and strategies have contributed positively to a broad range of approaches to 

intervention” (Adams, 2008, p. 244); the problem is its dominance.  

The distinction between the two paradigms constitutes Adams critical remarks on approaches 
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to families such as in the SSCS model. Adams sees promising signs in the way the SSCS 

model focuses on the needs of intimates, but still argues that the model appears to be 

individualistic and does not explore the social potential: 

“These approaches (SSCS) and the coping skills approaches show promising signs in 

the way they focus specifically on the needs of intimates, but their methods remain 

primarily individualistic, falling just short of exploring the potential of a social 

orientation.” (Adams, 2008, p. 210).  

He stresses the point that addressing affected family members individually limits the potential 

to work relationally with the problems: “The clients are either ‘addicts’ or ‘significant others’, 

who are treated as individual cases in their own right” (Adams, 2008, p. 244). In this he points 

out that there are no tools within the SSCS model to focus directly on the relationships 

between affected family members and their intimates. He notes what can be viewed as the 

methodological individualism and the particle way of thinking that underlines the SSCS, with 

its primary focus on change as something that can be accomplished within the body and mind 

of the individual person, without taking into account the potential for change at the social 

level of reality. The SE model seeks to offer solutions that intervene in the social world, in 

interpersonal relationships. While the opportunity to change has been located in the intimate 

cycle, the responsibility for change has been located across the various layers of 

connectedness to people both inside and outside the addictive system (Adams, 2008, p. 160). 

The SE model has many similarities with family system theory in its ontological 

presumptions, since it views the family unit as something with its own life, and interventions 

focus on relationships and interactions. Adams mentions three salient points regarding the 

usefulness of family system theory and the way it is elaborated by Peter Steinglass in his work 

on the “alcoholic family”. The first is the recognition of families as systems that operate in 
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dynamic and interactive ways, such that changes in one part of the system will induce changes 

in other parts. The second is that social interactions between people work differently from 

those of the individual (i.e. the family has a life of its own). The third is how family responses 

can be divided into early, middle and late phases (Adams, 2008, p. 103f). 

Still, Adams points out that socially inclusive practice is not the same as family therapy. 

Working within a social orientation is different, in that it views the practitioner as entering 

into the social system as a participant working to facilitate the family’s own process, with the 

expectation that “wisdom will emerge in a negotiated fashion from the experience and 

understanding of the people present within the system” (Adams, 2008, p. 264). Adams also 

points to the danger in family therapy of attending to the family as the new “particle” (Adams, 

2008, p. 208). Adams sees opportunities for people affected, by focusing on systems and on 

the social processes within them:  

“Since social processes have played a critical role in the emergence of addictive 

relationships, this book contends that social processes also offer opportunities for 

restoring people into an interconnected, nonaddictive social world.” (Adams, 2008, p. 

149). 

A social ontology 

The SE model is based on a social ontology, a social paradigm. The answer to the question: 

“What is addiction?” would be that it is a social relationship that evolves in a social world, 

encompassing the mechanism underlying the social level of reality. In this way the SE model 

represents a social theory of addiction. By introducing a new vocabulary that focuses on the 

person in the addictive relationship, the addictive system and on reintegration, Adams 

highlights the social ontological positioning in his theorizing. Still, Adams acknowledges the 
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multilayered nature of addiction: 

“Particle change focuses on what is possible within the body and mind of the 

individual. Social change focuses on the system of interconnected relationships and 

assumes that changes at one point, particularly changes in power and strength, will 

leads to reaction in other parts of a system.” (Adams, 2008, p. 163) 

When considered within the framework of critical realism, the particle paradigm and the 

social paradigm both represent layers of reality. However, Adams has questioned their 

relative power and status with regard to the implementation of policy and actions, such as 

interventions, support, arrangements and the building of institutions. Using critical realist 

terms, some strata of reality and some layers of knowledge have a greater impact on the 

construction of reality than others in the contemporary context. Some explanatory models and 

theories of addiction have a greater impact on the design of treatment services. Adams 

advocates the situation of intimates by delivering a critique of the basic presumptions upon 

which AOD services are generally built. His critical remarks on the SSCS model can be seen 

in this light, as remaining in the particle way of thinking, individualizing affected family 

members. 

Adams is not alone in advocating a stronger focus on the social ontology of addiction. Several 

scholars in the field have stressed the dominance of a perspective that focuses on the 

individual in a medical and psychological tradition. Graham et al. point to how the view that 

addiction resides solely within the individual continues to significantly hamper addiction 

theorizing, research and treatment, and how “conceptualizations of addiction stubbornly 

remain housed in the individual as an illness or disease” (Graham et al., 2008, p. 121). 

Granfield criticizes the medicalized construction of addiction and its methodological 

individualism in focusing on individual experience to the conclusion of social context 
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(Granfield, 2004, p. 29), which highlights the need for alternative ways of theorizing in the 

field. Alexander supports a shift to a social paradigm in the field, in terms of the way we 

theorize and act accordingly (Alexander, 2012, p. 1475). Adams’ term “reintegration” (as 

opposed to “recovery”) equates to Alexander’s term “psychosocial integration”. However, 

whereas Adams’ focus is at the social micro-level and the effects of fragmentation on close 

relationships, Alexander explains fragmentation and dislocation as a by-product of the 

globalized free-market society at a macro-level, and his view is that dislocation leads to 

addiction (Alexander, 2008). Their solutions are similar: reintegration and psychosocial 

integration; they both support the need to balance the dominant biomedical understanding 

with a social understanding of the phenomenon, which calls for different sets of solutions. 

Adams asks from two standpoints whether it is possible for the social and particle world 

views to work side by side, because they offer quite different ways of looking at addiction 

(Adams, 2008, p. 273): (i) from a theoretical standpoint, whether the social paradigm would 

be submerged and disappear into the dominant paradigm (the particular), and (ii) from a 

practical standpoint, whether strong differences in viewpoints could lead to 

misunderstandings and conflicts between professionals in ways that negatively affect those 

they serve (Adams, 2008, p. 273). He sees three possibilities for coexisting: integration, 

separation and complementation, with the third appearing to be the most realistic. Thus, 

complementation involves some degree of separation between the two paradigms, but at the 

same time opportunities are created to connect the paradigms, and the strength of strategies 

belonging to each are implemented as appropriate, intertwined and separate (Adams, 2008, p. 

274). Adams highlights the social way of thinking as something containing its own properties 

and powers, and the importance in giving this layer of reality its separate status understanding 

the phenomenon and in making way for possible solutions for the people involved. 
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DISCUSSION—ESSENTIAL COMPLEXITY AND CONSEQUENCES FOR PRACTICE 

Both of the models described in this article have been developed out of a need to address how 

families are affected by problems with addiction and substance use problems, and question 

the basic assumptions that underlie practice in this field. They share a common concern and 

provide concepts to aid the understanding of and shed light on the situation for families and 

family members affected by AOD, and challenge the mainstream way of dealing with 

addiction when it comes to support and interventions. Still, their conceptualizations of the 

phenomenon differ in some interesting ways, by exploring addiction in families from two 

distinct viewpoints. 

These two viewpoints can be related to the distinction between psychological and social 

mechanisms of reality, and between agency and structure as separate strata. The SSCS model 

operates within a psychological ontology in which addiction is viewed as a psychological 

phenomenon with social consequences. The 5-Step Method provides support for intimates 

addressing affected family members primarily at the individual and psychological levels, 

focusing on their agency and coping capacity. The SSCS model presupposes a social 

ontology, by addressing the social consequences of addiction, but these consequences are 

theorized at a psychological level of reality. Furthermore, the SSCS model relates to support 

systems outside the individual, and focuses on helping the affected family members by 

mobilizing existing resources. However, the model does not indicate how to focus on the 

relationships between affected family members and their intimates directly, or provide 

direction as to how to ameliorate the harm by focusing on relationships or systems. Instead, 

the model focuses primarily on the individual needs of affected family members. In this way 

the SSCS model is based on a methodological individualism that highlights mechanisms at 

the individual level and on individual agency for affected family members. In terms of 
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interventions, the outcome of the 5-Step Method is very concrete, practical and accessible, 

and mainly directed towards individual family members. 

In contrast, Adams operates within a social ontology, addressing the phenomena of addiction 

at a social level of reality, explicitly addressing the whole theorizing of the field of addiction 

in general. In this approach the phenomenon of addiction is not related to a single individual, 

but instead is something that unfolds in a social world, in relationships, systems and 

communities. Adams’ social ecological framework is per se a social theory of addiction with 

intimacy as a primary concern, and where intimates are those who are most profoundly 

affected by the relationship between a person in an addictive relationship and the addictive 

substance or process. By conceptualizing the distinction between the social and particle 

paradigms, Adams highlights the essential differences between different layers of reality, and 

the power relationships between different theories at different levels of reality, dominated by 

the particle way of seeing the phenomenon (psychological and medical). The SE model refers 

to a mechanism at the psychological level of reality as being relevant, but is limited to 

considering the way change can be accomplished by the individual person. The SE model 

provides general guidelines for socially oriented interventions, and represents to a larger 

degree an overarching framework rather than a concrete method of intervention. 

The two models challenge each other in taking different approaches to the subject. The SSCS 

model challenges the way the SE model conceptualizes family members as part of an 

addictive system, and provides an alternative way of understanding and supporting them as 

individual cases, while the SE model challenges the way the SSCS model reduces affected 

family members to individuals, without contextualizing them with respect to their intimacy or 

addressing their relationships directly. 

A basic presumption for this analysis is that the way we theorize the field forms the basis and 
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direction for our practices (Koski-Jännes, 2004, p. 51f). The present article has shown how 

the SSCS and SE models highlight the relationship between agency and structure in different 

ways, focusing on different aspects and addressing the phenomenon of addiction from 

different viewpoints. Focusing on agency or structure when searching for solutions in the field 

of addiction in families leads to different treatment practices. When focusing on the individual 

agent, the affected family members are seen as individuals who are in a difficult situation in 

which they need support, and help so that they are able to cope with their present life situation 

independently of their current relationship to the person in the addictive relationship (to use 

Adams’ terminology). Individual and group interventions for affected family members are 

reinforced in the associated addiction treatments. However, focusing on relationships and 

structure emphasizes the importance of intervening in relationships and in systems, with a 

view to improving family relationships, family functioning and network relationships. 

Furthermore, integrated interventions for families and network are reinforced in the associated 

addiction treatments. 

If agency and structure are viewed as being connected to mechanisms at different levels of 

reality, it is necessary to find treatment solutions that incorporate both levels, intervening both 

at a structural level in relationships and networks, as well as at an individual level, because 

family life involves both possibilities and restrictions for the individual simultaneously, as 

individuals reproduce and transform their family life. These different treatment approaches 

can also be useful at different stages during a treatment trajectory, such that focusing on 

relationships can be useful in a phase where the family is “standing up to it”3 or still wants to 

be reconnected with their intimates, whereas individual-focused interventions for affected 

family members are vital in a phase of hopelessness and long-lasting strain, or where affected 

family members are no longer in a direct relationship with their intimates, or where the person 
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in the addictive relationship is not amenable to any change in the situation. Both integrated 

and separate interventions could be useful at different stages of a trajectory in most cases, 

thereby attending to the needs of both the individuals and their families. 

The concept of the necessarily laminated system points to the complexity of the phenomenon 

of addiction, and the need to apply flexible interventions and approaches. In an article 

published in 2010, Room and his colleagues provide a good example of this complexity, 

whereby they elaborated upon the distinctions between health problems and social problems, 

and on the interrelatedness of the different layers of reality. In the following quotation they 

focus both upon how a problem with addiction is a health problem (individual somatic or 

psychological) as well as a social problem both for the drinker and intimates, and how these 

domains overlap: 

“A loose equation is sometimes made between health problems as problems for the 

drinker and social problems as problems for others besides the drinker. But this 

equation is flawed. Some alcohol- related health problems occur to others than the 

drinker. This is the case for injuries, for foetal alcohol effects, and for mental disorders 

to family members resulting from the drinker’s behaviour. On the other side, a social 

problem may be a problem for the drinker, whether or not there is a problem for 

someone else: defaults in one’s work because of drinking may result in the drinker 

being fired, whether or not there is a loss of productivity for the workplace…. 

However, most social problems with drinking involve some harm, perceived or 

tangible, to another person. Someone other than the drinker is perceived or perceives 

him/herself to be adversely affected by the drinking, and a social problem with 

drinking often involves some response by the other person which in turn adversely 

affects the drinker. Most social problems with drinking are thus inherently 
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interactional.” (Room et al., 2010, p. 1858) 

This statement by Room et al. highlights the complexity of the phenomenon in terms of how 

different levels of reality must be taken into account when searching for solutions. It also 

represents a good example of how the mechanisms underlying the psychological and social 

aspects are merged, thereby broadening the understanding of the phenomenon. In our case the 

SSCS model responds to how addiction affects the health of the family members, and the SE 

model responds to the social problem of drinking as inherently interactive. From an 

ontological viewpoint, both models represent vital contributions to the field. Where the SSCS 

model is a model for affected family members, the SE model is a model for affected intimacy. 

Using the concept of a necessarily laminated system, emphasis upon both the psychological 

and social mechanisms, and focus on both agency and structure and the interplay between 

them are important in addressing the situation experienced by families and family members 

affected by AOD. Reducing the phenomenon to one level of reality will not take into account 

the essential underlying complexity.  

Concluding remarks 

In a way the SSCS and SE models are addressing slightly different but equally important 

battles within the field and discourse of addiction and its treatment. On the one hand there is 

the battle to recognize and provide agency to a neglected group, the affected family members, 

while on the other there is the battle to advocate the relative position of social solutions in the 

field of addiction. Both battles can be seen as part of emergent processes, which will widen 

the scope of addiction research and theory, and extending existing discourse and practice. 

Both models offer descriptions and explanations of the phenomenon of addiction that unfolds 

in close relationships, and of what can be done to accommodate the situation. They can be 
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seen as two pairs of binoculars: one that zooms in on the situation for affected family 

members and introduces possible strategies for coping with the situation; while the other 

focuses on how addiction can lead to fragmented intimacy, and how “recovery” involves the 

process of reintegration, focusing on the social opportunity of change within the intimate 

circle. 

The two models provide different directions for how specialist services can meet the needs of 

families and family members. The SSCS model forms a basis for individual or group 

interventions for affected family members, and the SE model forms a basis for integrated 

meetings with intimates and networks. Within their respective scopes the models also cross 

the borders between the arenas of specialist treatment, community services and public health. 

When viewing addiction as a phenomenon that is a necessarily laminated system, the 

mechanisms underlying the different layers of reality must be taken into account in order to 

develop the best solutions. The SSCS model focuses primarily on the mechanism underlying 

the psychological level of reality, while the SE model focuses primarily on the mechanism 

underlying the (micro-)social level of reality. These two models therefore provide different 

directions for treatment practices, and in combination they will balance the focus on agency 

and individuals, systems and structure in families. 

With respect to theorizing on addiction in families, the power dimension between different 

mechanisms connected to the phenomenon in practice and policy is particularly significant. In 

general, there is a need for theories that involve implementation of the social mechanism and 

that are complemented in the area of AOD treatment, in order to highlight the importance of 

intervening in relationships rather than just individuals, and to address the multidisciplinary 

characteristics of the phenomenon. In that case the SE model is a good option, representing a 

framework for social thinking, clarifying the social mechanism at a micro-level. This model 
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can be combined with a model like the SSCS model to enable visualization of the situation for 

the affected family members. Both models and their practical guidelines for interventions 

should be used as tools in different types of case and at different stages of treatment, 

combining the level and emergence in the interaction between agency and structure, for the 

betterment of families and individuals. 
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1 Step 1: Listen, reassure and explore concerns. Allow family member to describe the situation. Identify relevant 
stresses. Identify the need for further information. Communicate realistic optimism. Identify the need for future 
contact. Step 2: Provide relevant, specific and targeted information. Increase knowledge and understanding. 
Reduce the stress arising from a lack of knowledge or from misconceptions. Step 3: Explore coping responses. 
Identify current coping responses. Explore the advantages and disadvantages of current coping responses. 
Explore alternative coping responses. Explore the advantages and disadvantages of alternative ways of coping. 
Step 4: Discuss social support. Draw a social network diagram. Aim to improve communication within the 
family. Aim towards a unified and coherent approach. Explore potential new sources of support. Step 5: Discuss 
and explore further needs. Is there a need for further help? Discuss possible options with family member. 
Facilitate contact between family member and other sources of specialist help. 
2 To integrate the social world in service setting different aspect are highlighted: 1. Focusing on the team 
culture—and the readiness to incorporate a social perspective (Adams, 2008, s. 247). 2. Maximizing the first 
contact—establishing an expectation of social inclusion, by either developing a service policy that declares that 
clients will only be seen if they attend with other people in their lives or a representative from a community club, 
or make a strong recommendation for this (Adams, 2008, s. 248f). 3. Responding to safety issues—assessing the 
risks and being aware of controlling tactics and counter-reactions in the session (Adams, 2008, s. 249f). 4. 
Preparing the environment—establishing a family-inclusive service environment, with a venue design and room 
layout that is welcoming to families (Adams, 2008, s. 251). 5. Social assessment—assessing how the person in 
the addictive relationship connects to the addictive social system with the participation of intimates (Adams, 
2008, s. 252f). 6. Reintegration plans—determining the strengths and capacities within the social system and 
setting up a framework for achievable steps in a process of social reintegration, where the “case” is the addictive 
system. The goal in the plan is based on a negotiation outcome of all participants, with an appropriate timeline 
(Adams, 2008, s. 259f). 7. Facilitative meetings—where expertise is seen as emerging from within the social 
environments itself. Participation in meetings with several people from an addictive system; meetings with 
couples, meetings with families, community meetings, multiple family groups, one-to-one sessions and volunteer 
networks (Adams, 2008, s. 263ff). 
3 Orford et al. refers to three main ways in which family members cope with addiction: “becoming independent”, 
“putting up with it” and “standing up to it”. Standing up to it involves an active engagement and effort to pursue 
change in the family environment (Orford, Velleman, et al., 2010: 54).  
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Forespørsel om deltakelse i forskningsprosjektet: 
 ”Hvordan virker familieorientert rusbehandling? 

 En studie av pasienters, pårørendes og terapeuters historier” 

 

Bakgrunn og hensikt 
Dette er et spørsmål til deg om å delta i et doktorgradsprosjekt der formålet er å studere virkningen av 
rusbehandling i et familieperspektiv. Gjennom prosjektet er målet å få ny kunnskap om rusavhengig og 
pårørendes erfaringer med familieorientert behandling, i tillegg til å se nærmere på betydningen av 
familiedynamikk på behandlingsforløpet. Studien er basert på samtaler med pasienter og pårørende om 
erfaringene de har med den behandlingen de har fått ved ruspoliklinikken, samt terapeuters vurdering av 
den samme behandlingen.  

Det er en ansatt ved den ruspoliklinikk der du har mottatt behandling, enten som pasient eller som 
pårørende, som formidler denne forespørselen til deg. Forsker kjenner ikke til din identitet.  

Det er Regionalt kompetansesenter for rusmiddelforskning i Helse Vest (KORFOR) som finansierer 
prosjektet, og forsker er tilknyttet Universitetet i Stavanger som doktorgradskandidat.  

 

Hva innebærer studien? 
Deltakelse i studien innebærer  

- en samtale med deg og din partner/pårørende sammen (et familieintervju, der dette er mulig)  og 

- en samtale med deg alene (et individuelt intervju)  

Tema for samtalene vil være dine erfaringer med og vurderinger av den behandlingen du har fått, i forhold 
til deg som person og for din familie, i lys av mer generelle spørsmål om familiehistorie og familiedynamikk 
i tilknytning til bruk av rus. Intervjuene gjennomføres etter at behandlingen eller deler av behandlingen er 
avsluttet. Intervjuene vil tas opp på lydbånd, og familieintervjuene tas eventuelt opp på film hvis 
informantene er komfortable med det.  

Ved å gi ditt samtykke gir du forsker lov til å ta kontakt med deg og avtale nærmere tid og sted for 
gjennomføring av intervjuer. En tilsvarende forespørsel vil bli gitt din partner/ektefelle/pårørende (der 
dette er mulig). Intervjuene vil gjennomføres i frem til våren 2013. Til sammen vil pasienter og pårørende 
fra ca 15 ulike familier inngå i studien. Prosjektet avsluttes våren 2015.   

Mulige fordeler og ulemper                                                                                                                                 
Gjennom samtaler, vil du kunne bidra i utvikling av behandlingstilbud som gis til pårørende og pasienter. 
Dette vil også innebære at du bidrar med din tid, ca. 1,5 timer for hver samtale. 



Hva skjer med informasjonen om deg? 
Det du forteller om dine erfaringer, skal kun brukes slik som beskrevet i hensikten med studien. Alle 
opplysningene vil bli behandlet uten navn og fødselsnummer eller andre direkte gjenkjennende 
opplysninger. En kode knytter deg til dine opplysninger gjennom en navneliste som blir oppbevart i et 
atskilt låsbart, brannsikkert skap. Det er kun autorisert personell knyttet til prosjektet som har adgang til 
navnelisten og som kan finne tilbake til deg. Informasjonen om deg vil slettes når prosjektet er ferdig. 
Resultatene fra intervjuene vil presenteres anonymt, og det vil ikke være mulig for andre å gjenkjenne deg. 
Forsker er underlagt taushetsplikten, og alle data vil bli behandlet konfidensielt. Rogaland A-senter, ved 
administrerende direktør, er databehandlingsansvarlig. 

Frivillig deltakelse 
Det er frivillig å delta i studien. Du kan når som helst og uten å oppgi noen grunn trekke ditt samtykke til å 
delta i studien. Dersom du ønsker å delta, undertegner du samtykkeerklæringen på siste side. Om du nå 
sier ja til å delta, kan du senere trekke tilbake ditt samtykke uten at det påvirker din øvrige behandling. Om 
du svarer nei til å delta i studien eller velger å trekke deg vil ikke ha noen konsekvenser for din relasjon til 
behandler eller andre ansatte på ruspoliklinikken. Alle data om deg vil da bli slettet. Dersom du senere 
ønsker å trekke deg eller har spørsmål til studien, kan du kontakte prosjektleder Anne Schanche Selbekk, 
Vestringen 1, 4352 Klepp, på telefonnummer 99 619 617. 



     

 

Samtykke til deltakelse i forskningsprosjektet   

”Hvordan virker familieorientert rusbehandling? 

 En studie av pasienters, pårørendes og terapeuters historier” 

 
 

 
Jeg er villig til å delta i studien  
 
 
---------------------------------------------------------------------------------------------------------------- 
(Signert av prosjektdeltaker, dato) 
 
 
 
Jeg bekrefter å ha gitt informasjon om studien 
 
 
---------------------------------------------------------------------------------------------------------------- 
(Signert, rolle i studien, dato) 
 
 



Intervjuguide til faglig ledelse 
 
 
Bakgrunn:  
 
Stillingsnivå 
Utdanning 
Arbeidserfaring 
 
Innhold:  
 
Definisjon av rusproblematikk/avhengighetsproblematikk generelt og i et familieperspektiv 
spesielt 

- Hva arbeider dere med her?  
- Hva er det å ha et rusproblem? 
- Hvordan vil du definere rusproblematikk/avhengighet?  
- Når blir rus et problem? 
- Hva legger du i begrepet ”familie”? 
- Hvordan vil dere definere rusproblematikk/avhengighetsproblematikk i et familieperspektiv?  

 
Konkrete behandlingstilbud 

- Hva tilbyr denne institusjonen, og poliklinikken spesielt, rusmiddelavhengige og pårørende til 
rusavhengige av behandling eller andre intervensjoner? (videre: hva defineres eventuelt som 
behandling og hva defineres som intervensjoner eller informasjons- og støttesamtaler?) 

- Hva er målsetningen med behandlingen/oppfølgingen?  
- Hvilken teoretisk forankring/behandlingsfilosofi ligger til grunn for den behandlingen eller for 

de intervensjonene som gis? (Evnt divergerende teoretiske forankringer) 
- Hva er det man diskuterer mest i forhold til hvordan rusbehandling tilretteleggelse generelt og 

rusbehandling i et familieperspektiv spesielt?  
- Hva er slik du ser det institusjonens rolle i forhold til arbeid med pårørende/familier? 
- Hvordan er dette med barn og familie tematisert spesielt inn i behandling? 
- Hvordan skal rusbehandlingsinstitusjonene forholde seg til barn?  
- Hvilke utfordringer møter institusjonen når de skal forholde seg, ikke bare til pasientens, men 

også til pårørendes og barns behov? 
 
Praksis, utvikling, endring 

- Hvilke institusjonelle barrierer ligger i implementeringen av teoretisk forankring/utvalgte 
metoder? 

- Hvilken betydning har refusjonsordninger og andre strukturelle og organisatoriske forhold for 
utføring av valg av behandling? 

- Hva har slike forhold å si for prioritering av oppgaver? 
- Har tenkning rundt behandling og de metoder som blir benyttet endret seg i den senere tid? (I 

lys av rusreformen 1994? lovendringer i forhold til oppfølging av barn i 2010?) Evnt - på 
hvilke måter? 

 
 
 
 
 
 
 



Intervjuguide til terapeuter 
 
 
Bakgrunn:  
 
Stillingsnivå 
Utdanning 
Arbeidserfaring 
 
Innhold:  
 
Definisjon av rusproblematikk/avhengighetsproblematikk generelt og i et familieperspektiv 
spesielt 

- Hva arbeider du med her?  
- Hvordan vil du definere rusproblematikk/avhengighet? 
- Hva er det å ha et rusproblem? 
- Når blir rus et problem? 
- Hva legger du i begrepet ”familie”? 
- Hvordan vil du definere rusproblematikk/avhengighetsproblematikk i et familieperspektiv?  

 
Familieorientert behandling 

- ”Hva” er det som behandles på poliklinikken? 
- Hvordan løses rusproblemet på en best mulig måte?  
- Hvilke metoder arbeider du etter i din praksis som terapeut?  
- Hva er forskjellen på familiesamtaler og familieterapi? 
- Hvilken teoretisk forankring/behandlingsfilosofi ligger til grunn for den behandlingen eller for 

den terapien du gir? (Evnt divergerende teoretiske forankringer) 
- Står dette i kontrast til institusjonens behandlingsfilosofi eller tenkning? 
- Hva er familiens rolle i tilknytning til behandling?  
- Hvordan forholder man seg til pårørende utenfor og i behandling? 
- Hvilke behov ser dere hos familiemedlemmer? Hva er bestillingen fra individuelle 

familiemedlemmene? 
- Hvilke behov ser dere hos familiene? Hva er bestillingene? 
- Hvilke behov ser dere hos pasient? Hva er bestillingene? 
- Hva er fordelene med å behandle familiemedlemmer sammen eller hver for seg?  
- I hvilke saker er det hensiktsmessig å gjøre hva? 
- Hvilke relasjoner er det som i praksis blir inkludert i behandling enten individuelt eller i 

familiesamtaler? 
- Hva tenker dere om begrepet medavhengig?  
- Sees forhold i familien på som en årsak til rusproblemet?  
- Hva er det man diskuterer mest i forhold til hvordan rusbehandling tilretteleggelse generelt og 

rusbehandling i et familieperspektiv spesielt?  
- Hvordan er dette med barn og familie tematisert spesielt inn i behandling? 
- Kan dere si om utfordringer i spennet mellom at pårørende blir tatt med inn i behandling som 

en ressurs kontra at pårørende får hjelp for sin egen del?  
- Er samtidighetene i tilbudene viktig? Er det viktig at de behandles samme sted? 
- Hvordan er forholdet mellom ideologi (ønsket behandlingspraksis) og hva man i realiteten får 

gjennomført? Hva er eventuelt barrierene for at man ikke får gjort det man ønsker å gjøre? 
- (Hvilke institusjonelle barrierer ligger i implementeringen av teoretisk forankring/utvalgte 

metoder?) 
- Hva er slik du ser det institusjonens rolle i forhold til arbeid med pårørende/familier? 
- Hvordan skal rusbehandlingsinstitusjonene forholde seg til barn?  
- Hvilke utfordringer møter institusjonen når de skal forholde seg, ikke bare til pasientens, men 

også til pårørendes og barns behov? 



- Hvilken betydning har refusjonsordninger og andre strukturelle og organisatoriske forhold for 
utføring og valg av behandling? 

- Hva har slike forhold å si for prioritering av oppgaver? 
- Har tenkning rundt behandling og de metoder som blir benyttet endret seg i den senere tid? (I 

lys av rusreformen 1994? lovendringer i forhold til oppfølging av barn i 2010?) Evnt - på 
hvilke måter? 

-  
Vurdering av praksis i forhold til konkret terapeutisk forløp 

- Hva er virkningen av at flere medlemmer av samme familie, eller nettverk blir inkludert i 
behandling? 

- Hvilke intervensjoner er gitt i dette konkrete behandlingsforløpet? (type, formater og omfang) 
- Er behandlingen avsluttet slik du ser det? 
- Hva var bakgrunnen for og vurderingen bak de terapeutiske valgene som ble tatt?  
- Hvilke målsetninger ble satt for behandlingen? 
- Hvilke utfordringer møtte du på? 
- Hvordan er din vurdering av den virkningen behandlingen hadde, for pasient, for pårørende og 

for barn? 
- Hvilken betydning tror du det har at partner også går i behandling? 
- Hvilke grep ser du som spesielt nyttig eller interessante? 
- Vurderer du behandlingen som vellykket? Hvorfor, hvorfor ikke? 



Intervjuguide til familien (pårørende og pasient sammen) 
 
 
Definisjoner av familie 

- Fortell litt fra deres liv. Hvordan møttes dere?  
- Hva er familie for dere?  
- Hva innebærer det å være en familie slik dere ser det?  

 
Rusproblematikk/Avhengighet 

- Hvordan vil dere beskrive det problemet som gjør at dere søker hjelp? 
- Hva innebærer det, slik dere ser det, å være avhengig eller å ha et rusproblem?  
- Når ble rus et problem i deres liv? Hvordan skjedde det? 
- Hvilke konsekvenser har rusingen generelt hatt for forholdet dere imellom? 
- Hva har avhengighet/misbruk gjort med dere som familie? 
- Hvilke konsekvenser har rusingen hatt for barna slik dere ser det?  
- Hvordan har det sosiale nettverk rundt dere forholdt seg til rusproblematikken og til familien?  

 
Veien inn, og tidligere erfaringer med hjelpeapparatet 

- Hvilke erfaringer har dere som familie med hjelpeapparatet tidligere? (kronologi, 
behandlingshistorie også før siste intervensjon) 

- På hvilken måte har familien vært involvert i behandling tidligere?  
- Hvordan var fokuset da fordelt mellom ulike familiemedlemmer? 
- Hvordan var det å gå fra å være en familie før kontakt med behandlingsapparatet, og hvordan var 

det etterpå? 
- Hva gjorde kontakten med behandlingsapparatet med hvordan dere så på dere selv som familie? 

 
Brukererfaringer med siste behandling 

- Kan dere huske hva dere tenkte før dere gikk inn i behandling ved ruspoliklinikken?  
- Hva gjorde at dere søkte hjelp? Først, pasient, så pårørende? Samtidig? 
- Hvilke forventninger hadde dere til den siste behandlingen?  
- Hvilke forventninger hadde dere til hvilken hjelp henholdsvis pasient og pårørende skulle få? 
- Hva arbeidet dere spesielt med i terapien? (de ulike delene) 
- Hvilke målsetninger hadde dere for behandlingen? Hadde dere de samme målsetningene, eller 

ulike målsetninger? 
- Hvilke endringer har skjedd med dere som familie i perioden fra dere begynte i behandling?  
- Hvilke prosesser har behandlingen satt i gang hos dere?  
- Hva tenkte dere etterpå? 
- Hva var dere mest og minst fornøyd med i tilknytning til behandling?   
- Hvordan var denne behandlingen sammenlignet med tidligere behandlingserfaringer?  
- Hva har det gjort for relasjonene dere i mellom at dere har gått i behandling?  
- Er posisjonene endret?  
- Hvordan er måten dere tenker om hverandre på og måten dere tenker på dere som familie på, 

endret gjennom behandling? 
- Hva er de viktigste tingene som har skjedd?  
- Hvilke deler av behandlingen har vært de viktigste? 
- Hva har dere fått hjelp til som dere hadde behov for?  
- Hva har dere ikke fått hjelp til som dere hadde behov for? 
- Hva har dere fått hjelp til som dere ikke hadde behov for? 

 
Foreldres perspektiv på barna behov 

- Hvilken nytte tror dere barna dine har hatt av at dere har gått i behandling?  
- Hvordan vurderer dere barnas behov i denne situasjonen?  
- Har de fått noen hjelp for sin egen del?  
- Har de behov for mer oppfølging enn det de har fått? 



- Hvilke behov har deres barn for oppfølging slik du ser det?  

Forbedring av tjenestene 
- Hva trenger dere som familie i møte i rusproblematikk?  
- Hva trenger enkeltmedlemmene i familien? 
- Hva vil være den beste måten å møte familier på fra behandlingsapparatet sin side? 



Intervjuguide til pårørende (Gjennomføres etter familieintervjuet) 

Innhold 

Oppfølging fra familieintervju 
- Hvordan opplevde du familieintervjuet?  
- Er det noe du vil oppklare eller justere i forhold til det som kom frem der? 

Definisjoner av familie 
- Hva er familie for deg?  
- Hva innebærer det å være en familie slik du ser det?  
- Hvilke relasjoner har du til storfamilien; besteforeldre, tanter, onkler, søskenbarn osv? 

Rusproblematikk/Avhengighet 
- Hvordan vil du beskrive det problemet som gjør at du søker hjelp? 
- Hvordan vil din partner beskrive problemet som gjør at du søker hjelp? 
- Hva er det å ha et rusproblem? 
- Når blir rus et problem? 
- Samsvarer måten behandlingsapparatet forstår rusproblemet på, med din forståelse av det? 

Veien inn, og tidligere erfaringer med hjelpeapparatet 
- Hvilke konkrete erfaringer har du med behandlingsapparatet (eventuelle støttetilbud utenfor 

regulær behandling (som pårørende)? 

Brukererfaringer med siste behandling 
- Hvordan er det å komme som pårørende til ruspoliklinikken?  
- Hvordan opplevde du den behandling som du har fått gjennom ruspoliklinikken?  
- Hva er målsetningen med behandlingen? 
- På hvilken måte er den nyttig for deg som pårørende/partner? Treffer behandlingen deg og dine 

behov? 
- Er det noen elementer i behandling som du opplevde som spesielt nyttige? Evnt på hvilken måte? 
- Hvilke endringer har skjedd med deg som individ i perioden fra dere begynte i behandling?  
- Har det skjedd noen endringer i måten du tenker om deg selv på? Evnt hvilke?  
- Hva er de viktigste tingene som har skjedd?  
- Hvordan er det å motta behandling sammen med eller parallelt med (primær/identifisert) pasient? 

På hvilken måte påvirker dette behandlingen din?  
- Hva er hjelpeapparatet sin rolle i forhold til pårørende og familie slik du ser det?  
- Samsvarer behandlingsapparatets måte å ”løse” problemet på, min hvordan du tenker at det bør 

løses? (Virkemidler, metoder osv) 
- Hvordan er fordelingen mellom oppmerksomheten som rettes henholdsvis mot pasient og 

pårørende i behandling? Hvordan oppleves dette for deg?  
- Slik du ser det – hvilke behov har du og hvilke behov har din partner? 
- Hva trenger du som pårørende i møte med rusproblematikk?  
- Det som har skjedd for deg – hvordan tar du det med inn i familien?  
- Hvordan har nettverk utenom familien vært involvert i de prosessene som har funnet sted?  

 Foreldres perspektiv på barna behov 
- Hvilken nytte tror du barna dine har hatt av at du har gått i behandling? 
- Hvordan vurderer du deres behov i denne situasjonen?  
- Har de fått noen hjelp for sin egen del?  

Forbedring av tjenestene 



- Hvilke behov har henholdsvis pasient, pårørende og barn i tilknytning til rusproblematikk slik du 
ser det?  

- På hvilken måte kan disse behovene på best mulig måte ivaretas? 
- På hvilken måte kan tilbudene som gis forbedres? 



Intervjuguide til pasient (primær) (Gjennomføres etter familieintervjuet) 

Oppfølging fra familieintervju 
- Hvordan opplevde du familieintervjuet?  
- Er det noe du vil oppklare eller justere i forhold til det som kom frem der? 

Definisjoner av familie 
- Hva er familie for deg?  
- Hva innebærer det å være en familie slik du ser det?  
- Hvilke relasjoner har dere til storfamilien; besteforeldre, tanter, onkler, søskenbarn osv? 

Rusproblematikk/Avhengighet 
- Hvordan vil du beskrive det problemet som gjør at du søker hjelp? 
- Hvordan vil din partner beskrive problemet som gjør at du søker hjelp? 
- Hva er det å ha et rusproblem? 
- Når blir rus et problem? 
- Samsvarer måten behandlingsapparatet forstår rusproblemet på, med din forståelse av det? 

Veien inn, og tidligere erfaringer med hjelpeapparatet 
- Hva er dine erfaringer med behandlingsapparatet? 
- Hva var bakgrunnen for at det ble søkt om hjelp første gang? 

Brukererfaringer med siste behandling 
- Hvordan opplevde du den behandling som du har fått gjennom ruspoliklinikken?  
- Hva er målsetningen med behandlingen? 
- Er det noen elementer i behandling som du opplevde som spesielt nyttige? Evnt på hvilken måte? 
- Hvilke endringer har skjedd med deg som individ i perioden fra dere begynte i behandling?  
- Har det skjedd noen endringer i måten du tenker om deg selv på? Evnt hvilke?  
- Hva er de viktigste tingene som har skjedd?  
- Samsvarer behandlingsapparatets måte å ”løse” problemet på, min hvordan du tenker at det bør 

løses? (Virkemidler, metoder osv)  
- Hva tenker du om at din partner også mottar behandling (enten for sin egen del eller gjennom 

familieterapi)? 
- På hvilken måte er det annerledes sammenlignet med hvis bare du mottar behandling? 
- På hvilke måter er det nyttig for deg? 
- Snakker dere mye om behandlingen hjemme? På hvilken måte påvirker dette eventuelt 

behandlingen din?  
- Hva tenker du om at din partner får hjelp på samme behandlingsarena som deg selv? 
- Hva var din rolle i behandlingen? (der det er integrerte løp) 
- Hvordan er fordelingen mellom oppmerksomheten som rettes henholdsvis mot pasient og 

pårørende? Er det en likevekt? Hvordan oppleves dette for deg?  
- Slik du ser det – hvilke behov har du og hvilke behov har din partner? 
- Det som har skjedd for deg i behandling – hvordan tar du det med inn i familien?  
- Hva er hjelpeapparatet sin rolle i forhold til dere som familie slik du ser det?  

Foreldres perspektiv på barna behov 
- Hvilken nytte tror du barna dine har hatt av at du har gått i behandling? 
- Hvordan vurderer du deres behov i denne situasjonen?  
- Har de fått noen hjelp for sin egen del?  

Forbedring av tjenestene 
- Hvilke behov har henholdsvis pasient, pårørende og barn i tilknytning til rusproblematikk slik du 

ser det?  
- På hvilken måte kan tilbudene som gis forbedres 




