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Abstract 
Billsten, Johan (2019). Dissemination and Implementation of the Swedish National 
Guidelines for Treatment of Substance use: – A five year evaluation, Linnaeus 
University Dissertations No 366/2019, ISBN: 978-91-89081-05-5 (print),  978-
91-89081-06-2 (pdf). 

This thesis contains four empirical studies. The data derives from an evaluation 
project named Knowledge to Practice (KtP) that aimed to disseminate and 
implement the Swedish National Guidelines for Alcohol and Substance Abuse in 
Substance Use Disorder-treatment from 2010–2014. The aim of this thesis was to 
identify key determinants affecting implementation. 

The data collection consisted of: 

- Web surveys that were distributed annually from 2010–2014 to a panel 
of 3,852 respondents working in substance abuse treatment in social 
services and health care 

- Web surveys distributed to approximately 10,000 participants in the 
national core curriculum course. Surveys were distributed before the start 
of the course and immediately after the course ended. A follow-up web 
survey was distributed one year later 

- Semi-structured surveys for all regions’ user organizations to answer in 
focus groups 

- Interviews with process managers in every region 

The aim of Study I was to describe KtP's efforts and the situation in 2012. Web 
surveys were distributed to a panel of 3,852 respondents and 10,000 participants 
from core curriculum courses. Process managers from all 21 regions were 
interviewed.  

Study II used an instrument named Organizational Readiness for Change (ORC). 
The aim was to: (a) identify clusters of employees with different ORC profiles and 
(b) investigate whether belonging to a specific profile predicted the use of therapy 
methods, assessment instruments and cross-sectional collaboration. The ORC 
instrument was part of an annual web survey to a panel of 3,852 respondents.  

The aim of Study III was to evaluate, via a four-year follow-up study, whether user 
organizations continued existing after national support concluded and if their 
influence within social services and health care was implemented over time.  

 



The aim of Study III was to evaluate, via a four-year follow-up study, whether user 
organizations continued existing after national support concluded and if their 
influence within social services and health care was implemented over time.  

The aim of Study IV was to evaluate the extent of the dissemination and 
implementation work organised by KtP and whether there was increased use of 
treatment methods, assessment instruments and changes in cross-sectional 
collaboration between authorities. Factors associated with success were studied on 
three organizational levels: regional, municipal and individual.  

Results show that setting and person-related determinants, as measured by the 
ORC instrument, predicted implementation of assessment instruments and 
treatment methods. Profiles with high scores on institutional resources, staff 
attributes and organizational climate and low scores on motivational readiness 
were associated with more successful implementation.  

Respondent-level specialist competence and the ORC factors of staff attributes 
and institutional resources were related to the use of treatment methods. The ORC 
factor of organizational climate was related to the increase of cross-sectional 
collaboration at a respondent level. Years of employment working with substance 
users predicted increased use of assessment instruments and in contrast, the ORC 
factor institutional resources available were negatively related to instrument use. 
No predictors were found at the region/municipality level. 

The majority of respondents were positive to the national guidelines and found 
them useful in their daily work. They also reported positive attitudes to the KtP 
project. In 2011, two-thirds of the process managers from Sweden's 21 counties 
assessed that KtP's most important results were access to education and method 
support. 

The one-year follow-up web survey distributed to the participants in core 
curriculum courses showed that memory retention of the course content was fair. 
Eighty per cent of the respondents gave the correct answer to seven out of nine 
questions. 

User organizations still existed in most regions and they reported increased 
influence in the field of substance use treatment, both in social services and within 
health care services. 

Keywords: implementation, substance use treatment, national guidelines, 
organizational and background factors predicting the outcome, user organizations, 
five-year study 

 



Sammanfattning 
Denna avhandling innehåller fyra empiriska studier. Datainsamlingen genomfördes 
under en femårsperiod i en utvärdering av Kunskap till praktik (KtP). KtP-
projektets uppgift var att sprida Socialstyrelsens nationella riktlinjer för missbruks- 
och beroendevården i Sverige 2010-2014. Syftet med avhandlingen var att 
identifiera nyckelkomponenter och faktorer som påverkar implementeringsarbetet. 

Datainsamlingen bestod av:  

- Webbenkäter som under 2010-2014 årligen skickades ut till en panel 
bestående av 3,852 respondenter, som arbetade med missbruksvård inom 
socialtjänst eller hälso- och sjukvård.  

- Webbenkät till ca 10,000 deltagare i en nationell utbildningssatsning, så 
kallade baskurser. Enkäter distribuerades tre gånger: före kursstart, direkt 
efter kursens slut samt i en uppföljning ett år senare. 

- Halvstrukturerade enkäter till samtliga läns brukarråd att besvara i 
fokusgrupper. 

- Intervjuer med processledare 

Syftet med delstudie I var att göra en lägesbeskrivning av KtP: s insatser och hur 
situationen såg ut 2012. Datainsamling gjordes med webbenkäter som 
distribuerades till en panel bestående av 3,852 anställda inom missbruksvården, 
samt ytterligare en webbenkät till cirka 10,000 deltagare i baskurser. Utöver detta 
gjordes intervjuer med varje läns processledare.  

I studie II användes instrumentet Organizational Readiness for Change (ORC). 
Syftet med studie II var: (a) att identifiera kluster av personal med olika ORC-
profiler (Beredskap för förändring) och (b) att undersöka om tillhörande till en 
specifik ORC-profil kan predicera användningen av behandlingsmetoder, 
bedömningsinstrument och samverkan mellan huvudmän. ORC-instrumentet var 
en del av en webbundersökning som skickades ut årligen till en panel bestående av 
3,852 respondenter.  

Syftet med studie III var att undersöka om länens brukarråd fanns kvar efter att det 
nationella stödet upphört och ifall deras inflytande inom socialtjänst och hälso- och 
sjukvård implementerats över tid.  

Syftet med studie IV var att a) utvärdera i vilken utsträckning KtPs disseminerings- 
och implementeringsarbete ökade användningen av evidensbaserade 
behandlingsmetoder och bedömningsinstrument; b) undersöka samverkan mellan 
huvudmän och c) utröna vilka behandlingsmetoder och bedömningsinstrument som 
implementerades mest framgångsrikt. Faktorer associerade med positivt utfall 
studerades på tre organisatoriska nivåer: regional nivå, kommunnivå och individnivå 
under fem år för att utvärdera vilka faktorer som kan predicera resultatet. 

 



 
 
Resultat  

Studie II visade att kontext och personrelaterade determinanter mätt med ORC-
instrumentet predicerade implementering av bedömningsinstrument, 
behandlingsmetoder och samverkan mellan huvudmän. De som tillhörde den profil 
som skattade hög poäng för institutionella resurser, personal egenskaper och 
organisationsklimat och låg poäng för motivation till förändring hade en mer 
framgångsrik implementering. 

Även i studie IV användes ORC-instrumentet. Kontext mätt med ORC-
instrumentet visade att ORC-faktorerna - Personalegenskaper och institutionella 
resurser samt bakgrundsvariabeln specialistkompetens var positivt och signifikant 
relaterade till användningen av behandlingsmetoder på respondentnivå. ORC-
faktorn Organisationsklimat var positivt och signifikant relaterad till ökad 
samverkan mellan huvudmän på respondentnivå. Antal år i arbete inom 
missbruksvård hade samband med ökad användning av bedömningsinstrument på 
respondentnivå. Däremot var ORC-faktorn institutionella resurser negativt 
relaterad till användning av bedömningsinstrument. Inga prediktorer på regional 
eller kommunnivå stod att finna.  

En majoritet av respondenterna i panelen var positiva till de nationella riktlinjerna 
och upplevde att de var användbara i deras dagliga arbete. Attityden till KtP-
projektet var överlag positiv. Femtio procent av deltagarna i baskurserna 
rapporterade att de hade haft nytta av det de lärde sig på baskursen. En 
ettårsuppföljning av baskursdaltagarna visade att deltagarna hade ganska gott minne 
och att kunskaperna från kurserna bestod.  80% av respondenterna svarade korrekt 
på sju av nio faktafrågor. 

Två tredjedelar av processledarna från Sveriges 21 län bedömde 2011 att KtPs 
viktigaste resultat var utbildning, kompetenshöjning och metodstöd. 

Fyra år efter att det nationella stödet upphört var fjorton brukarorganisationer från 
Sveriges 21 län fortfarande aktiva. I uppföljningen framkom att deras inflytande 
inom socialtjänst och hälso- och sjukvård hade ökat. 
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INTRODUCTION 

 

In recent years there has been an increased interest in and discussions on how 

to facilitate the acceptance of empirically supported interventions in human 

service organizations. Public debate and demands from users and interest 

groups have also contributed to a demand for better services in areas that have 

been identified as lagging in this respect (e.g. mental health, substance abuse 

treatment). In the four studies in this thesis, I describe the design and 

outcomes of a nationwide project in Sweden (Knowledge to Practice, KtP) 

that aimed to establish links between decision makers on different levels, 

researchers and the development of evidence based practice in the field of 

substance use treatment. Analysis of the design, processes, outcomes and 

challenges experienced in this project can provide insights into the role of 

staff, inner settings and outer settings in a complex dissemination and 

implementation effort. 

 

 

Theory and prior research 

 
In this short review of key theoretical concepts and relevant empirical research 

the following concepts will be introduced: a) mechanisms that can increase the 

use of knowledge, b) models of implementation and c) determinants that have 

an impact on the implementation process and outcome. 

 

A better understanding of mechanisms that support the use of research has to 

include concepts like two-way knowledge exchange rather than one way 

dissemination (Soydan, 2010) and the possible contributions of increased 

interaction in the form of knowledge mediation (Levin, 2004) and system 

models (Best & Holmes, 2010; Riley, Willis, Holmes, Finegood, Best & 

McIsaac, 2017).  

 

In a review of the evidence for the effectiveness of different strategies for 

supporting the use of knowledge, Nutley, Walter and Davies outline a 

framework/taxonomy of key mechanisms for improving the use of research. 

They discuss dissemination, interaction, social influence, facilitation and 
incentives. A central theme in the literature on mechanisms is that the context 
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is important. ‘The evidence suggests though that the key to getting research 

used, especially by practitioners, is to identify those barriers and enablers to 

research use that exist within the local context and to target these in 

developing any research use’ (2007, p. 151).  

 

 

Dissemination 

One way of disseminating research findings or knowledge about treatment 

methods or best practice are guidelines. This model of dissemination can be 

assumed to increase both the awareness and behaviour of the recipient, 

especially if the guidelines are well adapted to the target group: ‘Guideline 

compliance increases when the guidelines are carefully tailored to their target 

audience and both the characteristics of a guideline and its quality will 

influence its chances of adoption’ (Nutley et al., 2007, p. 133). Although 

lectures seem to have a very limited impact in the form of direct behavioural 

changes (cf. Joyce & Showers, 2002), there is support for the fact that video 

recordings / CDs with summaries of current knowledge that are spread within 

the target group can be used in different ways and gain importance for both 

policy and practice.  

 

Seminars with elements of interaction and feedback in the form of discussions 

seem to be the most effective form of dissemination (Nutley et al., 2007). 

What is emphasised is thus, feedback and interactive knowledge exchange 

even though dissemination of information has limited direct influence on 

behaviour/practice, information can nevertheless affect awareness and 

knowledge and may also stimulate conceptual use (Grol, Wensing & Eccles, 

2005). At the same time, the cost of disseminating written material is small 

compared to other interventions, which means that cost-efficiency can be 

relatively good. Conversely, common ways of spreading knowledge through 

study visits and expert visits are more costly and not always more effective. 

For example, a study visit requires that the participants and the guide have 

good knowledge and can identify strengths and weaknesses in what is 

presented.  

 

Interaction  

Through increased interaction, the researchers’ understanding of the context 

and practitioners’ participation in the research process is stimulated. Examples 

of this are action research or other practical research. According to Nutley et 

al. (2007) important factors are: 

 

 

• That the people involved are dedicated and committed and that there is 

adequate leadership and sufficient resources and time. 
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• Different groups/actors have different goals, time perspectives, priorities, 

languages, etc. and these types of differences need to be dealt with in a 

conscious manner (e.g. by developing mutual understanding). 

• The existence of these differences between researchers and practitioners and 

differences within each group indicates that collaboration needs to be 

supported by a structure with clear goals, roles and mechanisms for 

communication. 

• Trust is essential and this probably needs to be developed by having a long-

term commitment. (2007, p. 140).  

 

Social influence 

Social influence is about how role models within a profession or group at a 

workplace or group members affect each other (Bandura, 1997). Discussion 

with experts as well as training that involves meetings with colleagues, role 

models and experts, interaction, training and feedback has proven to be 

effective in supporting research use. Opinion leaders/informal leaders are 

difficult to engage but are beneficial for how the use of new knowledge 

appears in practice. Generally, it is important to use social learning 

mechanisms in a structured way both in education and in designing group 

activities that can affect values and norms. 

 

 

Facilitation  

Facilitation can be understood as educational initiatives that are aimed at 

practitioners’ work situations in order to develop their ability to seek and use 

knowledge. Different forms of supervision or application of methods adapted 

to the target group and the current need from the user’s perspective have a far 

impact than that of dissemination alone. There is support for research use 

increasing as a result of interventions with clear goals that also considers 

obstacles to learning and participation (Nutley et al., 2007). In a systematic 

knowledge review of guidelines in health and medical care, Grimshaw et al. 

(2004) identified that workplace visits by an expert (educational outreach) 

who informs about guidelines seem to have a moderate but clear effect on the 

change of practice. 

 

A translation of the term facilitation is that it should make it easier for 

participants to translate previously gained experience and knowledge into 

practical work. 

 

Both Grol et al. (2005) and Nutley et al. (2007) point to the need to adapt 
education, supervision and communication to the respective target group and 
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their motivation, language, tasks and styles, etc. Key factors for success in 

facilitating social work, correctional services and schools are, according to 

Nutley et al., “a) sufficient resources in the form of trained staff, time, 

administrative support; b) sufficient support from management at different 

levels of the business; c) a positive attitude among the staff; d) stability (e.g. 

low staff turnover) and good communication in the organization” (2007, p. 

145). 

 

Change agents and process leaders 
A common feature of all the mechanisms described above is specially 

designated persons whose task is to support methods or research use. In 

connection with dissemination, it may be someone who arranges courses or 

holds lectures, while in other cases it may be someone who supervises staff in 

a workplace. Rogers (2003) uses the term change agents and defines their role 

as “an individual who influences the client’s innovation-decision in a direction 

deemed desirable by a change agency” (p. 366). 
 

Change agents often differ from the staff in the target group by being more 

well educated and often particularly skilled about issues that concern the 

innovation or method they work with, but they also tend to differ in language 

use and culture in a way that makes them less identified as a part of the group. 

This sometimes causes difficulties in communication. “As a bridge between 

two differing systems, the change agent is a marginal figure with one foot in 

each of the two worlds” (Rogers, 2003, p. 368). 

  

Rogers suggests that change agents have most contact with and influence on 

the people who are most similar to themselves and who are also the most 

innovative. One consequence is that those who are least knowledgeable and 

least innovative are those who receive the least contact and exchange of 

change agents. Change agents who work with and through influential people 

and role models tend to have more success. If change agents can also help 

increase the ability to evaluate innovations, they have greater success. 

 

 

Incentives and reminders 

 

Financial incentives are another way to increase research use. A partly 

different approach is the use of reminders. Various forms of reminders (for 

example, patient or meeting-specific reminders in journals or on the computer, 

or posters in the workplace, etc. that alert the individual to pursue a certain 

action) have been the subject of a number of studies and seem to lead to some 

improvement of a given activity (Grimshaw et al., 2004). Comparisons and 
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feedback can in themselves, under favourable conditions, increase the 

application of guidelines. Feedback is a part of Locke and Latham’s (1990) 

theory of goals in implementation work. This and other theoretical learning 

models have been shown to have good support in research on development 

work and productivity in other contexts. 

 

Determinants frameworks in implementation 

research 

 

A theme in studies of implementation is the importance of including aspects or 

determinants that contribute to understand variance in the outcome of the 

implementation as well as the effectiveness of the interventions (Nilsen, 

2014). The consolidated framework for implementation research (CFIR) for 

instance, lists key sources for variation, characteristics of the intervention that 

is implemented, inner setting, outer setting, individuals and the 

implementation process (Damshroeder et al., 2009). In a review of how 

context is defined in 17 different determinant frameworks, Nilsen and 

Bernhardsson (2019) found that “organizational support, financial resources, 

social relations and support, leadership and organizational culture and 

climate” (p. 18) were the most frequent examples of context variables. They 

did also find that most variables were related to inner context while outer 

context (i.e., policy, demographics, systems of governance and financing as 

part of the wider environment) were less specified in the determinant 

frameworks. 

 

Several researchers have outlined frameworks to identify and analyse 

implementation processes. The factors of importance for implementation are 

often referred to as determinants. 

 

Grol, Wensing, and Eccles (2005) identified six determinants that affect use 

and compliance in health care: characteristics of the innovation, characteristics 

of the users, characteristics of the target group, characteristics of the context in 

which the innovation is implemented, characteristics of the social environment 

and the effectiveness of implementation strategies. Greenhalgh, Robert, 

Macfarlane, Bate and Kyriakidou (2004) described five determinants that are 

very similar to those mentioned above: characteristics of the users, 

characteristics of the innovation, of the external and internal contexts as well 

as the effectiveness of the implementation strategies. Gurses et al. (2010) 

identified four determinants: properties in the guidelines, properties of the 
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users, properties of the system and properties of the implementation 

environment and strategies. 

 

In a study on the implementation of evidence-based interventions in health 

care, Kilbourne Neumann, Pincus, Bauer and Stall (2007) identified four steps 

in the successful implementation of programmes. The first step is to evaluate 

the pre-conditions: decide if there is a need for implementation and which 

method is most suitable to implement in this population. The second phase, 

called pre-implementation, focuses on the design of the intervention and input 

from the community. The third phase is the implementation phase specifically 

that includes dissemination, training, technical assistance and evaluation. The 

fourth and last phase, maintenance and evolution, includes preparations for the 

method’s survival. The same study identified several key components that are 

vital for effective implementation in health care: training, intervention 

packaging, fidelity assessment and technical support (Kilbourne et al., 2007). 

 

 

Organizational Readiness for Change (ORC) as a measure of 

factors influencing the potential for change in an organization 

 

ORC was originally developed to identify strengths and weaknesses in an 

organization before initiating the implementation of substance abuse treatment 

programmes (Weiner, Amick & Lee, 2008). Since then it has been used in 

several research projects (Lehman, Simpson, Knight & Flynn, 2011; Simpson 

& Flynn, 2007). ORC was designed to measure an organization’s readiness for 

changes involved in the implementation of evidence-based practices in 

substance abuse treatment (Lehman, Greener & Simpson, 2002).  

 

The ORC-instrument is useful for: “(1) examining changes in organizational 

readiness over time in relation to interventions designed to raise motivation; 

(2) developing and testing the effectiveness of transfer strategies that address 

different levels of readiness for change; (3) assessing the differential 

effectiveness of various transfer strategies for innovations that vary in 

complexity, counselling demands and organizational resource requirements; 

(4) in the case of partial or complete failure to adopt innovation, identifying 

the reasons involved.” (Lehman et al., 2002, p. 197). The ORC instrument 

provides a way to operationalise the inner setting and individual 

characteristics as well as important intersections between the inner and outer 

settings. The instrument measures four general factors: motivational readiness, 

institutional resources, staff attributes and organizational climate. A 

description of the indexes and factors follows below (Table 1). 
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Motivational readiness 

Motivational readiness is comprised of three indexes: the programme’s need 

for improvement, training needs and pressure for change. The programme 

need for improvement is related to the strengths and weaknesses of a 

programme. 

 

Training identifies questions about whether staff has an immediate need for 

training to cope with their work. 

 

Pressures for change can come from both internal and external to the 

organization. An example of internal pressure is when staff want to change a 

programme and external forces can be authorities, financiers or clients 

wanting to change a programme or method (Lehman et al., 2002). 

 

Institutional resources 

This ORC factor contains five indexes: offices, staffing, training resources, 

computer access and e-communication. 

 

The offices index deals with the size and suitability of the office to carry out 

the work. Staffing concerns the number and quality of staff, making sure there 

are sufficient numbers of employees to do the work and that they are properly 

trained to carry out their duties. 

 

Training resources contain items that provide continuous training to staff, for 

example, there is a financial opportunity for the staff to attend a conference 

every year. 

 

Computer access is the access to a computer in the office so that the work can 

be carried out. The e-communication index asks questions about convenient 

access to the internet and email at work (Lehman et al., 2002). 

 

Staff attributes 
This factor concerns the characteristics of the staff and what opportunities are 

available for development within the organization. 

 

Growth – in this index, questions are asked about how the respondent 

perceives the opportunities for professional development within the 

organization.  

 

Efficacy – measures staffs’ confidence in their own skills to manage their 

assignments. 
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Influence – questions on the ability and willingness to influence co-workers 

with the purpose of identifying opinion leaders. 

 

Adaptability – assess the willingness to try new ideas, even if some colleagues 

are hesitant. Questions include, for example, ‘Do you have an easy time 

learning new ways of working?’ (Lehman et al., 2002). 

 

Job satisfaction – in later versions this has been added to the staff attribute 

factor.  

 

Organizational Climate 
Organizational climate originally had six indexes: clarity of missions and 

goals, staff cohesiveness, staff autonomy, the openness of communication, 

stress and openness to change. In a later version, leadership was added to this 

factor. 

 

Clarity of missions and goals – focuses on staffs’ awareness of the mission. 

Organizations that lack a mission or goal are less likely to identify the need for 

change.  

 

Staff cohesiveness – looks at whether the staff work together as a team and if 

mutual trust and cooperation in staff is strong. 

 

Staff autonomy – measures to what extent the staff are allowed to try new 

techniques to improve their results. The management trusts of the employees’ 

judgement. 

 

The openness of communication – focuses on the communication between 

management and staff and if management listens to suggestions from their 

employees. 

 

Stress – measures perceived stress, pressure and work overload. The index 

investigates whether stress is common in the organization or if pressure affects 

the ability of a person to perform the job. 

 

Openness to change – concerns management’s interest and efforts to change. 

This looks at attitudes to new technology, or if it is easy to change the working 

procedures or methods to manage new conditions (Lehman et al., 2002). 

 

Leadership – measures the respondents’ view on the leadership qualities of 

supervisors. This index was also added in later versions of the ORC. 
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Psychometric properties of the ORC instrument 
A pilot study validated ORC on 500 staff members including drug counsellors, 

therapists and managers from some 100 treatment centres in the United States.  

Reliability was computed for the ORC indexes in different staff groups. The 

reliability of the indexes calculated for staff showed, on 11 of the 18 ORC 

scales, a Cronbach’s alpha of 0.70 or higher. The reliability of the indexes 

calculated for managers was higher than 0.70 on 10 of the 18 ORC indexes 

(Lehman et al., 2002). 

 

Thirteen of the 18 indexes had reliability levels above 0.70 at the programme 

level. A principal component analysis proved the ORC indexes to be generally 

unidimensional (Lehman et al., 2002).  

 

Saldana, Chapman, Henggeler and Rowland (2007) reported concurrent and 

convergent validity in ORC. They concluded that the factors motivational 

readiness and training needs were associated with higher openness and 

receptiveness to innovations. 

  

 

Research on context factors in Substance use treatment 

The ORC factors, were analysed by a latent profile analysis of 1047 

counsellors in 345 drug addiction treatment centres in the USA. The analysis 

identified three clusters of different staff members: counsellors who were 

isolated, integrated or exceptional. The isolated group rated low values on the 

communication and cohesiveness indexes but high values on the stress index. 

The integrated group rated intermediate values on all ORC indexes in the two 

factors. Finally, the exceptional group rated the lowest values on stress 

compared to the other two groups but reported consistently high values (Joe, 

Broome, Simpson & Rowan-Szal, 2007).  

 

In a longitudinal two-year study of staff adaption to new innovations, the 

utility of ORC as a predictor for successful implementation was explored by 

Joe et al. (2007). A positive organizational climate (including clarity of 

mission, cohesion and openness to change) was predictive of successful 

implementation. Staff attributes were associated with positive attitudes to 

training needs. Experiences of training were positively associated with 

successful implementation one year later (Simpson et al., 2007). 

 

In a study of implementation of Evidence Based Practice (EBP), ORC was 

associated with lower programme needs in a clinical setting, being in a new 

programme and having successfully implemented motivational interviewing 
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(MI), were associated with a more successful implementation of other EBP 

interventions (Lundgren et al., 2012).  

 

An innovative organizational climate, creative and supportive leadership and 

staff attributes were associated with successful adaptation of treatment 

interventions. (Becan, Knight, and Flynn, 2012). Another facilitator for the 

successful implementation of evidence-based practice was staff attitudes 

(Fuller et al., 2007)  

 

Staff in substance abuse treatment centres that reported high programme needs 

and negative attitudes toward EBP were more likely to quit their job before 

achieving EBP competence (Garner, Hunter, Godley and Godley, 2012). 

However, staff members with positive perceptions of director leadership and 

higher levels of job satisfaction reported lower staff turnover prior to 

achieving EBP competence. Association between programme needs, change 

orientation and staff turnover was found in a study conducted by Becan et al. 

(2012). Staff members rating high programme needs were more likely to stay 

in their workplace if they experienced a progression of change in the 

organization. 

  

Aarons, Sommerfeld and Walrath-Greene (2009) found that private mental 

health agencies provided more support for EBP implementation compared to 

public agencies. Staff in private agencies reported more positive attitudes 

towards EBP. 

 

In a study of 250 administrators in substance use treatment programs in the 

USA, Knudsen, Abraham and Oser (2011) found that the most frequently 

reported barriers to implementation of medication-assisted treatment in 

substance use care was related to a lack of medical staff, funding and medical 

expertise. 

 

A longitudinal study of implementation and completion of adolescent 

community reinforcement approach (A-CRA) by, Hunter, Han, Slaughter, 

Godley and Garner (2015) identified factors characterising those service units 

that continued to work with A-CRA after an initial federally funded 

implementation period. These factors had an organizational focus on 

substance use (rather than a broader focus including mental health), a critical 

mass of certified clinicians remaining in the organization and took into 

account the complexity of the method and the funding stability. 
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Substance use research and development in Sweden 

before KtP– background and previous knowledge 

integration 

 

In this section, I will present an overview of the development of the field of 

substance use treatment in Sweden, the national guidelines and some projects 

with relevance for KtP as well as a short outline of the design of KtP. 

Development work within the field of substance abuse and addiction before 

KtP.  

A de-institutionalisation process started in the 1990s, by which social services 

increasingly tried to conduct treatment in the home municipality rather than in 

institutional care, which was often very expensive. One problem was that 

social services in non-metropolitan municipalities seldom had the resources to 

supply formalised education programmes in current methods to their staff. 

There was also a lack of knowledge concerning which methods had a solid 

research base. The final national report from the Behandling av Klient (Client 

Treatment, BAK) project, subsequently named SWEDATE, illustrated that the 

theoretical programmes differed and were often more ideologically than 

scientifically substantiated (Berglund et al., 1991).  

 

Towards the end of the 1990s, the focus on evidence based treatment methods 

increased within the substance abuse and addiction field. A stimulating 

element in this process were the evaluation and meta-analyses published by 

SBU (vol I, 2001; vol II 2001). 

 

The first large undertaking by SBU with a Scandinavian research group 

reviewed current international research and mapped almost 1000 published 

studies including randomised controlled trials (RCT) in particular and, where 

such trials were unavailable, also evaluations with other designs. The 

controlled studies, which had been introduced into medical research in the 

mid-1980s, were strongly anchored in the international Cochrane Institutes, 

which systematically collected empirical research primarily focusing on RCTs 

(www.cochrane.org). 

 

During the last decades of the 1900s the use of RCT studies increased, 

especially within pharmaceutical treatment and in psychotherapy. The 

systematic literature search by SBU identified some 1000 published studies. 

The research area thus turned out to be more prosperous than had been 

previously known. The findings were summarised in two volumes in 2001 

(SBU vol 1 and SBU vol II) and the report included a summary of current 
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research on substance abuse and addiction also within pharmacological, 

psychological (psychosocial) and comorbidity areas. An international version 

was published in 2003 (Berglund, Thelander & Jonsson 2003). 

  

Along with medical care, two other Swedish authorities applied a research 

perspective as early as the 1990s. One of them was Statens Institutionsstyrelse 

(National Board of Institutional Care, SiS), in charge of for compulsory care 

in accordance with LVM (The Care of Substance Abusers (Special Provisions) 

Act), LVU (The Care of Young Persons Act) and subsequently LSU (The 

Secure Youth Care Act). Another authority was the Swedish prison and 

probation service, responsible for probation and prison care. Both 

organizations with large proportions of clients with substance problems and 

implementation of manualized treatment interventions.  

 

 

Knowledge promotion within the National Board of Institutional 

Care (SiS) 

 

When the National Board of Institutional Care (SiS) was established in 1994, a 

client group of between 1,500 and 2,500 clients in need of compulsory care 

and an almost equal number of young LVU clients from other principals was 

expected. SiS was one of the most important referral bodies for social 

services. However, the demand for compulsory care has often been 

compromised by lack of municipal finances rather than by the indications of 

care, in particular in small municipalities with a lack of resources for more 

comprehensive investments (SOU, 2004). 

 

When SiS was established in 1993, a Research and Development unit was 

created with the focus on a knowledge-based perspective. One of its first tasks 

was to develop a documentation system for youth and LVM care. DOK, the 

LVM instrument, exists in two versions: IKM-DOK and SiS-DOK, the former 

intended for outpatient and the latter for SiS-based inpatient care (Jenner & 

Segraues, 1996).  

 

DOK was inspired by and was also largely similar to the ASI, the American 

documentation system. For youth care, the adolescent drug abuse diagnosis 

(ADAD) form (Friedman & Utada, 1989) was translated and standardized for 

Swedish conditions. Both systems enable estimating types of problems and 

degrees of severity, as well as making client and staff estimates of assistance 

requirements (Anderberg & Dahlberg, 2007, 2009; Dahlberg & Anderberg, 

2008). The documentation systems were computerised and completed 

computer modules were available a few years after the start (DOK-Net). 
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From the start, SiS had a research council of 12 members, chaired by the 

director-general and comprised of representatives from the SiS executive 

committee and three representatives from the treatment providers. The 

research council, which is appointed for a three-year period with the option of 

re-election, assigns research grants to projects that are approved by the council 

after reviewing. By 2011, 34 projects were concerned with addiction treatment 

(LVM) and 62 had dealt with youth care, while four projects had studied both 

aspects (SiS, 2006).  

 

Implementation of psychosocial methods in the prison and 

probation service  

 

Knowledge promotion has formed an important part of treatment within the 

prison and probation service since the mid-1990s. At an early stage, members 

of staff developed, on their own initiative, several different programmes for 

specific client groups. Soon enough, almost 50 or so programmes were 

launched with widely divergent theories and a less authoritative practice. In 

2002, the management of the prison and probation service decided to adopt a 

British model, supported by the UK Home Office, to enable a more systematic 

use of cognitive behavioural therapy programmes that were supposed to be 

useful by treatment staff. Some 20 manual-based programmes were 

implemented for the facilitation of methods in practical client work, which 

were imported and translated into Swedish. It was also considered that the 

highly detailed manual guidance would compensate for the lack of training in 

treatment methods or psychological theories. The first programme was the 

cognitive skills programme (Holmberg & Fridell, 2006). 

  

A model, which at the time in Sweden only existed in prison and probation 

care, entailed formal accreditation of manual-based programmes. Since 2003, 

a specially appointed accreditation committee consisting of five to eight 

researchers and/or clinicians have primarily examined the cognitive 

behavioural therapy (CBT) models that have been introduced, both into prison 

and probation care. Research done in the prison and probation service has 

been accredited since 2006 by a regular research council in the prison and 

probation service’s development unit (Holmberg & Fridell, 2006). 
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Evaluation projects in substance use care in Sweden 

 

Mobilisation against drugs or narcotics (MoB) 

Other organizations working with knowledge development in a broad 

perspective included Mobilisering mot Narkotika (Mobilisation against Drugs, 

MoB), a government initiative from 1998 placed within the Ministry of Health 

and Social Affairs with a politician as co-ordinator and administrative head 

and a clinical professor as an academic advisor. MoB was primarily a body for 

creating an academic basis from a range of different areas. MoB invited 15 

researchers to a research council, with the mission to stimulate initiatives, 

review proposals for research areas and finally, assess formal applications 

submitted to the annual meetings of the MoB Research Council. For six years, 

ending in 2007, project grants were given to 50 different projects to stimulate 

research in the area. One important ambition was to make the reports available 

to the large group of treatment providers and practitioners who were 

considered to have shown little motivation for following the discourse in 

international publications (SOU 2011:06; SOU 2011:35a; SOU 2011:35b). 

 

With the close-down of the MoB project in 2007, some 25 reports had been 

published in a report series with over 100 different researchers taking part.  

The publications were published by MoB and amounted, together with 

publications from SiS, to some 100 issues, largely written in Swedish, but with 

a number of international articles as final products (SOU 2011:06). 

  

 

The national commission of inquiry on substance use 

  

One initiative by the 2008 elected government was the national project on 

substance abuse (“Missbruksutredningen” in Swedish) (2008), a new national 

substance abuse commission (dir. 2008:48).  

 

With a view to estimating the present conditions for knowledge-based 

substance use and addiction care emanating from individual problems, the 

chairman was commissioned by the government via the Ministry of Health 

and Social Affairs (2008) to review the regulations in the Social Service Act 

(2001:453) (SoL), the Health and Medical Services Act (1982:763) (HSL),  

The Care of Substance Abusers (Special Provisions) Act (1988:870) (LVM) as 

well as The Compulsory Mental Care Act (1991:1128) (LPT) and to propose 

changes. 
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One purpose was to formulate new rules for the principals (within addiction 

treatment). It was proposed that region councils should be given chief 

responsibility for substance abuse treatment instead of social services, as had 

been the case so far. After three years of work with different expert groups, 

the investigator submitted the final report in April 2011. The proposal to 

change the mandator ship of sections of substance addiction care was not 

implemented. 

  

Regional funding and support to substance use and addiction care prior 

to 2008  

 
For many years, the region councils (Länsstyrelsen) had been delegated the 

regional funding of special development projects. These fundings were 

targeted to specific problem groups, and should not be primarily regarded as 

research grants. Hence, they could not be applied for by a university or SiS but 

were reserved for projects aimed at social services, where large investments 

had for years been directed towards implementing ASI (McLellan, et al., 

1992; McLellan, Cacciola, Alterman, Rikoon & Carise, 2006) and other 

assessment instruments. In some regions, further grants had been set aside for 

staff education in evidence-based methods. A description of investments made 

during the years before the start of KtP follows below. I limit the presentation 

to the situation by 2008. 

 

In 2008, 83.6 million SEK was allocated, of which 31 million SEK went to 

155 activities involving pre-emptive measures, 45 million SEK to 193 

activities with early investments for children and grown-ups in families with 

problems involving abuse and mental illness, while 3 million SEK went to 

seven activities for efforts directed towards women with abuse problems who 

were exposed to violence. For 2008, grants were spent on 355 development 

projects (Socialstyrelsen, 2008). During 2008, work involving SKL and KtP 

also started. As government investments had taken a different direction by 

2008, three development grants with a specific focus were discontinued. 

For the KtP development project, an annual sum of 30 million SEK was 

allocated for three years with a possibility of prolongation. It was calculated 

that financing corresponding to 15 million SEK per year would be required in 

subsequent years. 
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Regional development projects before KtP – a summary 

 

In the metropolitan counties of Stockholm, Västra Götaland and Skåne, many 

activities had already been financed on a national basis with the aim of 

implementing the national guidelines by the start of KtP. Educational 

programmes directed towards social service and psychiatry and substance 

abuse and addiction care staff had also been implemented. 

  

In the Stockholm region, several ASI projects had started in seven 

municipalities or town districts. As early as the 1980s, courses in substance 

addiction care and evidence-based treatment had been implemented under the 

aegis of Beroendecentrum Norr (Addiction Centre North) and St. Göran’s 

Hospital in Stockholm, mainly for health and medical care staff. Treatment 

providers were primarily trained in CBT treatment models. In Stockholm, an 

extensive evaluation of substance abuse and addiction care was conducted 

(Christophs, Blomqvist & Abrahamson, 2009). By 2008, a regional policy had 

been worked out for both pre-emptory work and treatment, which was later 

adopted by the region council and all municipalities in the region. 

  

In the region of Västra Götaland, two independent collaboration projects, 

“Riktlinjer i Samverkan” (RIS) and GIR started in 2007 with supported by 

regional principal grants. What was unique was that, besides social services, 

addiction care and psychiatry, prison and probation and primary care also 

participated in the activities financed by Region.  

 

In the southern part of Sweden; Skåne region, since 1994 ASI educators 

conducted several courses directed at Skåne municipalities as well as to 

substance abuse care and social services. In 2008, municipal representatives 

stated that about half of Skåne municipalities had staff attending these courses. 

With the support from regional government means, 141 interviewers in 

different municipalities in Skåne had been trained by 2008, with the addition 

of 107 ASI interviewers in the city of Malmö. The Malmö Addiction Centre 

offered its staff training in a few therapy methods, primarily RP (Marlatt, 

Bowen & Witkiewitz, 2010), and MI. Since the early 1990s, the Department 

of Psychology at Lund University co-operated with the IHPU Psychological 

Association, the Association of Local Authorities in Skåne, the Swedish 

prison and probation service and private course organizers to arrange 50 four-

day courses on comorbidity in substance abuse and mental disturbance. In 

non-metropolitan counties, education about evidence-based methods and 

related trial projects were arranged simultaneously.  

 

In northern parts of the country, the Norrbotten municipal association had 

received government grants for a project run together with the Norrbotten 
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region council to implement the National Board of Health and Welfare’s 

national guidelines for substance abuse and addiction care. In Dalarna’s 

research council, regional ASI education programmes were carried out in 15 

of its municipalities between 2006 and 2007. The project was operated jointly 

by the region council, outpatient care and municipalities. Five counties had 

joined in mapping outpatient substance abuse treatment to form a basis for 

implementation, with research and development activities in the Örebro region 

council at the core. The co-operation with SKL thus entailed a longer 

perspective and support for further development.  

 

 

 

Knowledge to Practice (KtP), a strategy to disseminate and 

implement guidelines and evidence based practice 

 

In 2008, SKL was commissioned by the government to implement the national 

guidelines (Socialstyrelsen, 2007), disseminate knowledge about substance 

abuse and addiction throughout the country and to increase accessibility to 

assessment and treatment interventions (Government documents 2008, 2011). 

The organization of KtP was to realise this prospect and enable these 

intentions to be realised in practice (Brännström, 2008; SKL, 2008a, 2008b). 

 

This endeavor was the first one on a national scale, reaching out for all regions 

and employes within substance use treatment and care in Sweden. 

  

The first step was to sign written agreements between SKL and the region 

principals as well as between social services and region councils, followed by 

disseminating knowledge throughout the region (SKL, 2008c). The outlines 

from KtP emphasised that existing resources and interventions should be 

disseminated, implemented and made permanent in the ongoing work by the 

principals, even after the first phase had been concluded. The task of KtP was 

to support the implementation of this work. In the initial discussions, there 

were plans to invite the Swedish prison and probation service and primary 

care agencies to participate, but the interest in this enlargement was not 

sufficiently strong in all regions.  

 

During the first years, from 2008 to 2011, the work emphasising guidance, 

support and follow-up for the principals was directed from the SKL. The 

fieldwork was then delegated to local process leaders and key people, in itself 

a major logistical challenge. These people were employed by their own princi-

pals for a relatively short time and were financed by SKL. 
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The field interventions with its secretariat, process leaders and key persons, as 

well as an advisory expert group of researchers and practitioners from 

substance abuse and addiction care, was organized from the Stockholm office. 

 

KtP aimed at increasing the exchange of experience between different 

authorities so that the proposals could be perceived as relevant and legitimate 

in the field. Contacts between representatives from the regions, process 

leaders, key people and functionaries were initiated in regular conferences, 

both centrally such as recurrent national meetings in Stockholm and locally in 

the different regional offices. The conferences always included brief 

pedagogical elements and information on KtP. The development work 

stimulated strong positive responses, both among those who implemented 

methods in the field and among politicians and administrators (SKL, 2009, 

2010, 2011a, 2011b.) 

  

A nationally recruited expert group with university researchers and 

practitioners increased the legitimacy of the proposals suggested. This expert 

group was responsible for discussions about the theoretical aspects of 

implementation and practice as well as about what areas of knowledge should 

be covered. Knowledge about guidelines, assessments, reports and treatment, 

as well as about evidence-based practice, was made available to an 

unprecedented extent, to staffs dealing with substance abuse and addiction 

care. The breadth of the theoretical framework and the perception of substance 

abuse and addiction as a complex area were communicated through 25 large 

regional and national core curriculum course and in-depth courses as well as 

by local educational courses. The aim was to achieve a consensus of what 

knowledge and skills were relevant to both social services and health and 

medical care.  

 

 

Medical treatment methods 

An important aspect of the implementation of the national guidelines was that 

the understanding of medical treatment methods were given an important 

position in the work as social and psychological factors. The medical methods 

recommended were maintenance treatment for opiate users with methadone, 

subutex or subuxone. However, KtP did not work on implementing or 

disseminating medical methods. But information on pharmacological 

treatment and medical treatment was part of the larger core curriculum 

courses. 
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Assessment instruments 

The recommended methods were AUDIT (Babor, Higgins-Biddle, Aaunders, 

& Monteiro, 2001), DUDIT (Berman, Wennberg & Källmén, 2012), ASI 

(McLellan, et al., 1992; McLellan, Cacciola, Alterman, Rikoon & Carise, 

2006), DOK (Jenner & Segraeus, 1996) and ADAD (Friedman & Utada, 

1989). AUDIT is a short form consisting of ten questions about alcohol 

consumption and is relatively quick to fill in. The purpose is to alert the 

patient to their alcohol consumption. DUDIT is a similar instrument for drug 

use and contains 11 questions. The DOK system is a standardised instrument 

that is used to map the lives of abusers. The instrument was developed within 

the National Board of Institutional Care (SiS) together with the Institute for 

Knowledge Development in Abuse and Addiction Care (IKM), starting in 

1994. DOK consists of seven life areas that not only focus on the client’s 

substance abuse but also map the client’s housing, livelihood, employment, 

health, relationships and criminality. ASI (McLellan, et al., 1992; McLellan, 

Cacciola, Alterman, Rikoon & Carise, 2006) is a standard instrument similar 

to DOK and is used to map the life situation of abusers. ADAD (Friedman & 

Utada, 1989), the adolescent drug abuse diagnosis instrument, is a 

standardised tool for adolescents with substance abuse issues. ADAD is used 

to map young people’s life situation in the same way DOK and ASI are used 

for adults with substance abuse problems. 

 

 

 

Psycho-social treatment methods  
Almost all of the psycho-social methods that would be implemented, as well 

as screening methods, were rooted in evidence-based evaluation methods, 

usually RCT methods. The psychological methods recommended were: MI – 

motivational interviewing (Miller, & Rollnic, 2002), a method of conversation 

used in counselling and treatment to facilitate change processes; RP – relapse 

prevention (Marlatt et al., 2010), a variant of a CBT method with the purpose 

of preventing relapse in abuse. For the treatment of cannabis abuse, the HAP 

programme (Lundqvist & Ericsson 1988) was recommended, a CBT-oriented 

method with a focus on the integration of emotions, cognitive development 

and behavioural change. A more comprehensive programme was 

recommended for the treatment of addiction and the social situation of the 

addict was the community reinforcement approach (CRA) method. 
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METHOD  

Defining population and samples 

 

The data in this thesis derives from a five year evaluation of the KtP project. 

In 2008 the National Board of Health and Welfare ordered an evaluation of 

KtP. The first sampling procedure and initial data collection started in 2009. 

Contracted regions and municipalities were then included in three batches: 

autumn 2008 (7 regions), spring 2009 (6 regions) and autumn 2009 (8 

regions), recapitulating the order in which the municipalities entered their 

formal agreements with SKL. 

 

The strategy for KtP was to promote change by federal funding, and the KtP 

staff, expediently effectuating the political decisions and ambitions. The 

implementation activities started in 2009, but had been going on for some time 

before the evaluation could begin. This way all participants were 

automatically included by their membership in the regions and municipalities. 

This approach by a national sampling strategy, assured that the participants 

were the ones employed in their respective treatment units across the country. 

 

The ambitious preparations and work in KtP and the speed with which 

participating regions were included, to some extent limited the opportunities to 

evaluate situation “before KtP”. Municipalities which had not entered the 

agreements with SKL from the start were also stimulated to participate. This 

was successful from KtP's point of view, but problematic since the newly 

arrived municipalities could no longer be used as a control group in the way 

the researchers initially expected.  

 

The perspective launched from the KtP office that it was to be regarded as a 

developmental work with long-term goals rather than a project with end points 

defined by a specific date of funding also interfered with the design. The 

measurement points in 2013 and 2014 were added during the ongoing 

“project” but with a somewhat less specifically defined end date. The last data 

collection in the panel was thus carried out in November 2014. The follow-up 

of user organizations was added by the researchers and ended in 2018. 

 

The target population in the study was the regions and municipalities and the 

specific treatment units and individual employees working with substance use 

problems. All regions invited by KtP and SKL initially agreed to take part in 

the whole range of practical activities.  
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The SKL project management as well as the researchers did not take part in 

the selection of regions and municipalities or in choosing treatment 

interventions in any part of the study. The municipalities as well as the 

respondents in the study were contingent upon the selection by regional 

principals. A positive aspect of design was that this selection was made 

independently of the project management and of the researchers and 

depending on the size of the recruitment became representative to the 

population of employees in the work field.  

 

Recruitment of regions and employees  

  

The treatment units and municipalities were approached by way of a missive 

sent to the managers and prospective respondents. Next, process managers, 

key persons and board members outlined the objectives to the prospective 

participants working with treatment/ care in psychiatry or social work. 

Participants were also informed that the evaluation was to continue for several 

years. By 2010, the final population of eligible participants contained e-mail 

addresses to 3,852 employees in non-profit treatment units in the 20 regions. 

Comparing the estimate of employees with data from the larger national core 

curriculum courses with over 10,000 participants the size was considered 

commensurable for evaluating the representativeness of the panel sample. 

During the project, 3,063 respondents from the population above answered the 

web-questionnaires at least once (79.5%) and 59% responded three times or 

more. The respondents e-mail addresses thus constituted the panel. 

Respondent here denotes an anonymous participant, known only by his/her e-

mail address. 

 

 

Securing the anonymity of the participants 

 

To preserve anonymity, we applied a method devised by Simpson, Joe, and 

Rowan-Szal (2007) for the web-based survey system to make the computer 

program link the same e-mail to the correct address when the questionnaire 

was repeated. Each respondent was requested to enter the first letter of their 

mother’s first name, the first letter of their father’s first name and the first and 

last digits of their own national person number (Simpson et al., 2007). This 

strategy of guarding the anonymity of the respondents without losing contact 

gave each respondent a specific code, which was theirs throughout the study, 

e.g. NN49. Any respondent could end participation without further notice. At 

region and municipality levels, anonymity was guaranteed by the researchers 
not explicitly specifying in the text, data such as type and size of population, 
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type of region, type of municipality etc., which could have disclosed the 

regions and the representatives taking part.  

 

A second large systematic sample was the 10,000 participants in one of the 25 

nationwide core curriculum courses disseminated from 2009 to 2011. The aim 

of these courses was to stimulate networking locally and regionally and to up-

date knowledge in substance use problems and treatment to present standard. 

Not all 10,000 participants were employed in substance treatment units, but 

did express an interest in the area and/or were enrolled by their managers.  

A third sub-sample was drawn from the 5,000 participants rating their 

knowledge at course start in 2009/2010 and at the end of the course. The 

subsample of 1,528 participants from this larger sample was followed up one 

year later with factual questions to check if the content presented in the 

courses was retained in their memory. 

 

In addition to surveys, the researchers followed the activities of KtP on site 

in all the regions by taking part in national and local meetings several 

times, interviewing staff and key persons several times. Information on 

staff continuity and staff turnover was collected by regular phone contact, 

records of key persons and process managers.  

 

 

Dropouts and non-Respondents 

 

The panel surveys were distributed to staff and managers in 264 of the 

country's municipalities with employees in 61 municipalities not responding. 

Comparisons between responders and non-responders on sex, age, years in the 

profession, years in the workplace, education, profession, region council/ mu-

nicipal employee and specialist competence showed no differences. 

  

Pair-wise annual analysis of loss of data on the two groups showed that 

municipalities with respondents who responded continuously from 2011 to 

2014 had a higher education, a functional role in KtP, specialist competence, 

supervisor competence and a master's degree. Those who participated over 

time had marginally higher skills. No other background variables differed. 

 

Analysis of missing data showed that these were evenly distributed across all 

municipalities. No municipalities had completely fallen away due to missing 

data. Missing data is considered here as random and of less importance to the 

generalisability. 
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Imputation of missing data:  
Three different methods were tested: last observation carried forward (LOCF), 

replacement with the mean of the variable where a value is missing and 

multiple imputations based on Bayesian estimation. LOCF did overestimate 

the increase in methods used. These early imputations were deleted before the 

final analysis.  

 

In the final processing, non-responses was replaced with the value from the 

previous year, based on the assumption that the person who used a specific 

method in 2013 was likely also to have used it in 2012. Refused responses 

were always defined as negative. Imputation of missing data was not made the 

last year of the study because the possibility of detecting any non-linear or 

decreasing trend would be rendered impossible. Comparison of previous 

models with this current one indicates that a more conservative model paints 

the more accurate picture. 

 

 

Design 

 

Design 1: Quasi-experimental provisional design 
An initial attempt was to determine if financing itself had an effect on 

outcome. That is if there was a difference between participating municipalities 

in KtP compared with a solid funding with those which were not funded 

and/or did not participate. The purpose of launching the project in three 

batches made it possible to include all municipalities in the project 

consecutively. 

 

First, a quasi-experimental design was decided. The municipalities which were 

contracted to take part in the entire project and with a defined funding were 

compared to the municipalities which decided not to be active participants in 

the study. The response rate in the first survey by 2010 was 70%. Analysis of 

background factors at a respondent and the municipal level obtained by The 

Council for Promotion of Municipal Statistics, 2011 revealed few differences 

between the two conditions. When comparing preliminary outcomes in this 

design, there were no differences in outcome between the two conditions and 

this design was aborted.  

 

Design 2: Process design with five measurements  
In order to increase the control over the changes in data over a prolonged 

period, a second design was applied. Data was collected with several simul-

taneous methods (triangulation) in the observational study. Measurements in 
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the panel survey were made annually from 2010 to 2014 during April and May 

with reminders until June 2014. 

 

 

Data  

Research data were of mainly three types: a) annual questionnaires to a panel 

of respondents, evaluation questionnaires and rating protocols collected during 

national courses, meetings and official conferences; b) observation data and 

interviews during meetings and conferences, individual interviews with 

managers/key persons, and c) official reports and registry data.  

 

On the municipality level, eight population indexes relevant to the project 

were analysed: population size, population density, municipality type, large 

city, suburban municipality, commuter municipality, goods-producing 

municipality, and rural municipality (The Council for Promotion of Municipal 

Statistics, 2011).  

 

In the panel questionnaires the respondents rated the extent of a number of 

activities like their use of different assessment instruments, treatment methods 

and cross-sectional collaboration at work during each year. Questions 

reflecting cross-collaboration activities were rated on a five-point Likert scale 

in line with previous ORC studies (Lehman et al., 2002), with 1 as the lowest 

and 5 as the highest value and 3 as neutral: Q 1; “we should increase the 

collaboration with other authorities”, (Q 2); “Our local authorities have not 

managed to collaborate effectively for people with comorbidity problems”, (Q 

3); “My own organization has shown great interest in collaboration with other 

authorities”. The sum and mean values were calculated. The second statement 

was calculated as reversed. 

The ORC questionnaire was included (Simpson & Flynn, 2007; Weiner, 

Amick & Lee, 2008).  ORC was subjected to a method study encompassing 

two years (Billsten et al., 2018). The ORC questionnaire contains 18 indexes 

aggregated into four independent factors. In stydy II, (Billsten et al., 2018), the 

Cronbach´s Alpha for the 18 ORC indexes ranged from α=0.67 to α=0.78. A 

principal component analysis yielded a four-factor solution explaining 62% of 

the total variance with Motivational Readiness, (α=0.64), Institutional 

Resources, (α=0.52), Staff Attributes, (α=0.76), and Organizational Climate 

(α=0.74).  

 

The analysis was performed on five different measurements (April-June each 

year). The processes were described, among other things, using SEM-analysis 

that analyses changes over time for clusters of respondents and clusters of 
municipalities that develop mutually in different ways. 
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Statistical analyses 

The present study outcome predictors were analyzed on three levels in the 

organization: region, municipality and respondent levels. 

 

Statistical analyses included principal components analysis to identify the 

structure of the ORC-questionnaire and its predictivity on outcome (study II). 

Clusters of respondents were identified on a national scale with four distinct 

growth profiles for the use of assessment instruments and psycho-social 

methods across five assessment points. A Growth Mixture Modeling (GMM), 

a variant of SEM analysis, was applied (Ram & Grimm, 2009) to evaluate 

which model had the best data-fit. Entropy was calculated with a Bootstrap 

likelihood test (Asparouhov & Muthén, 2015). The Q-value indicates the 

course of the trajectories. 

 

To evaluate the predictivity of background factors and ORC-factors on 

outcome, a multi-level analysis comparing different levels of the organization 

were applied (Study IV). To identify the optimal number of profiles, latent 

profile analyses (LPAs) was calculated by Mplus 8.3 (Muthén & Muthén, 

2017) with robust maximum likelihood estimator (MLR). The subgroups of 

participants were identified based on their pattern of growth trajectories over 

the five assessments. Posterior profile probabilities were estimated to define 

each participant´s class belonging (Nylund, Asparouhov & Muthén, 2007). 

Participants were in the analyses, directed towards the class where they have 

the highest probability to belong. A sequence of nested models, starting with 

one profile, were compared to evaluate if more complex models with each 

new model containing one more profile showed better fit to data than more 

parsimonious ones. Models with one-to-six classes were tested to identify the 

optimal number of profiles based on statistical criteria and substantive 

meaning.  

 

Study III was evaluated from the perspective of user organizations and was 

inspired by a hermeneutic perspective, users lived experience of participation 

and influence in treatment and care for persons with substance use problems, 

both on an individual and on an organizational level. 
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RESULTS 

 

The population of regions and employees working in the field of abuse and 

addiction treatment who were invited to participate voluntarily was initially 

3,852 employees which were then approached continuously over the five 

years. In the population, 3,063 respondents answered the web-questionnaires 

at least once, most of them at least three times. The final sample was based on 

264 out of 290 municipalities in 20 of Sweden’s 21 regions. The respondents 

were fairly homogenous group of persons working within the Swedish official 

substance use treatment units (Table 2). 

 

The second group of respondents was participants in the so-called core 

curriculum courses arranged over the whole country at least once in each 

region. The participants in the core curriculum courses were mostly staff who 

worked with substance abuse issues within social services or in the health care 

sector, but also staff from secondary schools, the Swedish Social Insurance 

Agency, the Public Employment Service, the police, the prison and probation 

service, primary care and private treatment homes.  The final study population 

from the core curriculum courses was 8,130 participants. Employees from the 

criminal justice system, process managers from the regions and 

representatives from the user organizations were also taking part. The 

response-rate of participants in the questionnaire studies was satisfactory 

(66%) and there was a good completion of the courses and regional work-

shops. 

 

Study I showed that seventy-one per cent of the participants in the panel 

survey 2010 deemed that the national guidelines were useful in their work. 

Forty-two per cent reported changed working methods as a result of the 

National Guidelines. The attitudes towards KtP were relatively positive. 

Thirty-seven per cent 37% reported that their colleagues at their workplace 

ware positive to the KtP project. Sixty-three per cent reported having good 

contact with experts in their field, and 20% reported that they had regular 

contact with a university through their work, while 63% stated they did not.  

 

The one year follow-up web questionnaire to the core curriculum course 

participants was distributed to the 2250 respondents who had accepted 

participation. The response rate was 68%. About twenty per cent of those who 

responded reported that the core curriculum course had been important for 

their understanding of other professions and the work of other operators. 

Fifteen per cent reported a very great or great benefit in their daily work 

thanks to the core curriculum course. About one-third stated that they had 
benefited quite a bit from what they learned.  
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In the method study of ORC (Study II),.the characteristics of the ORC indexes 

and factors were replicated using principal component analyses and prediction 

of the factors on outcome in assessment instruments and psycho-social 

methods over a two year period. The statistical properties of the ORC 

questionnaire were good and the findings from previous ORC studies were 

mostly confirmed.  

 

In the ORC-study, latent profile analysis (LPA) demonstrated that a statistical 

three-level model based on ORC factors, had the best fit to data with all 

profiles significant but with different outcome levels. There were also 

different outcome levels on assessment instruments compared to psycho-social 

treatment methods, indicating that “effects” of a large dissemination project 

like KtP can differ depending on the type of outcomes evaluated. In the ORC-

study, one of the ORC-profiles in particular (profile 3), was predictive of 

successful implementation. Respondents in Profile 3 with “high” 

implementation rates used significantly more instruments, more treatment 

methods and created a better cross-sectional collaboration network in 2011; 

d=0.35, d=0.34, d=0.54 as well as in 2013; d=0.24, d=0.36, d=0.21, when 

compared to respondents with the least successful profile (profile 1). The 

ORC-questionnaire as such, thus demonstrated a fair predictive capacity for 

success in organizational development. 

  

In Study IV, evaluating the major outcomes over the five consecutive 

assessments, multi-level analyses did not identify any significant predictors on 

outcomes at the region/municipality level. The reason for this may be that 

regions included were “only” 20, which for statistical comparisons indicated 

that the power for this type of analyses were low. In contrast, data based on 

site observations indicated that the most successful regions were those with a 

low turnover of process leaders compared with those with a higher turnover.  

 

Multi-level analyses at the respondent level, showed that the back-ground 

variable years of employment in treatment work was associated with increased 

use of assessment instruments, while the ORC-factor Institutional Resources 

predicted less use of assessment instruments. This factor is reversed in the 

questionnaire and indicates that high level of resources is associated with 

lower needs for more resources. Increased use of psycho-social treatment 

methods was predicted by specialist competence, by the ORC factors Staff 

Attributes (job satisfaction, efficacy and influence) and by Institutional 

Resources. The ORC factor Organizational Climate was positively associated 

with increased cross-sectional collaboration activities.  
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Multi-level analyses did not identify any significant predictors on outcome at 

the region/municipality level. 

 

The longitudinal evaluation of cross-sectional collaboration in Study IV, 

showed however, only minor changes in the responses in the annual 

questionnaires on the collaboration activities. 

 

On an organizational level, differences between the regions indicated that 

change of process managers/key persons were negative to outcome. The 

national core curriculum courses which combined the aim of reaching out with 

well-defined and up-dated knowledge in substance use, with the aim of 

creating and expanding net-works of employees and process leaders, did 

attract the participation of more than 10000 persons from all regions in 

Sweden. Questionnaires to some 5,000 participants in the courses 

demonstrated high levels of satisfaction and interest and a small increase of 

their knowledge from the start to the end of the courses. A sub-sample of 

participants followed up after one year, indicated that the retention of factual 

knowledge was fair. The last finding with a less solid validity.  

 

By participating in meetings within a national user network during 2012-2014, 

contact was established with the representatives from the user organizations in 

most regions. Addresses to the user organizations were provided by KtP. A 

postal questionnaire was distributed in 2014 to the then 20 user councils. Data 

collection for Study III, which deals with user influence, was obtained from a 

postal survey that was distributed to the user organizations at a regional level 

as a follow-up study conducted in 2018.  

 

Results gained from the questionnaire show that the majority, i.e. 14 out of 20 

user organizations, were still active. They reported increased influence both in 

social service and healthcare. The earlier national support was perceived as 

necessary for this development of user organizations 

 

Users’ influence on social services and health care increased during the years 

they got financial support from the Swedish Government. Users’ influence 

continued to increase during 2014-2018 despite no funding. There had also 

been an improvement in positive responses from social services and healthcare 

sectors and an increased number of invitations to consultation groups. User 

organizations were implemented and remained active in 71% of Swedish 

regions. The representatives from user organizations reported that users had 

become more involved in the treatment at an individual level. Completion of 

user audits was developed during 2014-2018 and were carried out more 

frequently in 2018. 
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THE STUDIES 

Aim of Study I  

Study one was published as a chapter in an anthology and some aspects related 

to method were not described in full. The descriptive data referred to in study 

one is reported in more detail in tables 1-11 (appendix Study I). Comparisons 

between values from different years were tested with t-test for dependent 

groups. The present publication of the chapter as a paper in the dissertation 

was approved by Gleerups Ltd., Lund. This summary describes data collection 

and analyzes more thoroughly. 

 

An evaluation of an implementation project (KtP) was initiated in 2009. The 

purpose was to evaluate the efforts that KtP had implemented in the country 

starting in 2008. Also to follow the guidelines' application in abuse and 

addiction care, and the long-term development as well as to show how 

different actors perceived the efforts and their importance. Data collection was 

conducted using surveys, interviews, observations and document studies. 

  

The aim of the study was to write an intermediate description of KtP's efforts 

and describe the situation in 2012, two years after the start of the research 

study, focusing on the following: 

 The core curriculum course participants' knowledge and knowledge 

implementation 

 Staff perceptions (attitudes) about the national guidelines and KtP.  

 The treatment staff's knowledge use in abuse and addiction care. 

 Collaboration between different authorities. 

 User involvement and user influence. 

 The process managers’ assessment of the implementations goal fulfilment. 
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Participants in Study I 

The participants consisted of four groups. The first group, that answered 

questions regarding their attitude to the national guidelines, consisted of 

therapists and officials employed in abuse and addiction treatment. This group 

constituted the panel of 3,063 respondents from Sweden's 20 regions with 264 

municipalities who received an annual web survey. Participants in the core 

curriculum courses formed the second group of respondents. The majority of 

them were staff employed in abuse and addiction treatment within social 

services or in health care. This group also included staff who did not primarily 

work with substance abuse. This group included of staff from secondary 

schools, the Public Employment Service, the police, the prison and probation 

service, primary care and staff from private treatment homes.  

 

The final study population from the core curriculum courses was 8130, out of 

which 66% submitted useful surveys. The 21 process managers from all 21 

regions constituted the third group of participants. The fourth group of 

respondents consisted of representatives from the user organizations.  

 

A one-year follow-up of the core curriculum course was sent out to 2,250 

participants asked to take part in the earlier questionnaire, which was sent out 

immediately after the core curriculum course.  

Data collection in Study I 

The annual web survey was sent out in 2010, 2011 and 2012 to the panel 

consisting of 3,063 respondents. In this survey, the respondents were asked 

about, among other things, their attitudes to the national guidelines, 

collaboration activities between different authorities, user involvement and 

knowledge use among colleagues.  

 

Two web surveys were sent out to the participants in the core curriculum 

courses. The first questionnaire was sent before the beginning of the courses. 

Upon completing the course, a second web survey was distributed asking the 

participants to estimate the influence of the course on their knowledge. In this 

second survey, they were also asked to participate in a subsequent follow-up 

web survey to be distributed twelve months later. Of a total number of 8130 

participants, 2250 agreed to take part in the follow-up study. 

 

In 2011, interviews with all 21 process managers were conducted. The 

interviews focused on the development of the implementation work in the 

process managers region regarding treatment methods, assessment instruments 

and collaboration activities. In the autumn of 2012 a first survey, regarding the 

development of user involvement, was sent to the regional representatives 

from the user organizations.  
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Description and content analysis in Study I 

Data from the web surveys sent to the annual panel and to the participants in 

the core curriculum courses were analysed using SPSS 20.0. Descriptive 

statistics such as means and percentages were analysed. Data from the core 

curriculum courses was analysed for the differences between different 

occupational groups. Data from the interviews with the process managers was 

analysed using content analysis (Krippendorff, 2004).  

 

The participants in the core curriculum courses reported increased knowledge. 

They reported that they experienced the benefit of this increased knowledge in 

their daily work. 

Perceptions (attitudes) to the national guidelines and to KtP among staff and 

managers in abuse and addiction care were positive.  

The treatment staff's knowledge use in abuse and addiction care increased. 

According to documentation, the project has improved the collaboration 

between different authorities. 

By the KtP project, many employees in abuse and addiction care had received 

access to training in treatment methods and assessment instruments that they 

would not otherwise have received. Data from the annual web survey 

indicated that the national guidelines were fairly well known. All regions had 

initiated work with joint management groups and drafting policies for 

collaborative activities. Work on drafting policies had been carried out in 

several municipalities, but there was still a lot of work left to reach the goals. 

User influence had been stimulated through user organizations and user audits. 

 

Results from Study I 

In the annual panel survey in 2010, about 50% reported that the guideline 

work had been sufficiently discussed at their workplace. Seventy-one per cent 

deemed that the national guidelines were useful in their work. Forty-two per 

cent reported they had changed their way of working as a result of the 

guidelines. 

The perception and attitudes towards KtP were captured with questions to the 

treatment staff in the 2010 survey. The responses showed a relatively positive 

attitude. Thus, 37% stated that the staff at their workplace was positive to the 

KtP project. 

Sixty-three per cent reported that they had good contact with experts in their 

field. About 50% reported that the manager had a good knowledge of 

developments in the field, 20% reported that they had regular contact with the 

university through their work, while 63% stated they did not.  
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The final study population from the core curriculum courses was 8,130, out of 

which 66% submitted useful surveys. The survey distributed prior to the 

course showed that most participants had positive expectations.  

In the survey sent out after the course, a large proportion reported increased or 

significantly increased knowledge on the following subjects: biological 

factors, brain reward systems, pharmacological treatment, somatic 

complications, alcohol and drugs (epidemiology) and national guidelines. Half 

of the respondents also reported that they, as a result of the course, had 

become more effective in their work. Between 25% and 30% reported 

increased knowledge in the areas that, before the course, they had reckoned 

themselves to have a good knowledge of. 

In the follow-up web survey sent out one year after the core curriculum course 

to the 2250 respondents who had accepted participation. The response rate 

was 68%. One-fifth of those who responded reported that the core curriculum 

course was important for their understanding of other professions and for 

knowledge of the work of other operators. Fifteen per cent reported a great or 

very great benefit in their daily work thanks to the core curriculum course and 

one-third stated that they had benefited quite a bit from what they learned.  

 

The 21 process managers were interviewed in 2011. Two-thirds of the region 

managers estimated that education, competence raising and method support 

were the most important results from KtP. More than half of the process 

managers reported that local groups were established in their region’s 

municipalities and the fact that they had agreed on management policies, was 

another important result. The answers also reflected that the goals for the 

development work had been largely achieved. 

The results from the survey sent to the regional user councils in the autumn 

2012 indicated that the user councils stimulated expectations of increased 

participation in the treatment. User councils were considered a step in the right 

direction. User audits were perceived as a meaningful and positive tool.  

 

Managers constituted about 10% of the panel survey. The trend was that 

managers gave a more positive picture of the state of knowledge and the 

implementation process. 

 

Conclusions 

Feedback on the study from the process managers, participants/recipients 

indicated that the KtP was organised in an effective way. The national 

guidelines had been fairly well disseminated. All regions had begun drafting 

policies for collaborative activities, but there was still much work left to reach 

the goals. User influence had been stimulated through user councils and user 
audits. 
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Appendix Study I 

 

Excerpts from the one year follow-up questionnaire distributed to core 

curriculum course participants  

 

Table 1. To what extent has the core curriculum course contributed to a greater 

understanding of other professions? 

 N Per cent Valid per cent 

1=Not at all 109 7.1 7.8 

2=Slightly 450 29.5 32.4 

3=Moderately 525 34.4 37.7 

4=Considerably 284 18.6 20.4 

5=Extremely 23 1.5 1.7 

Total responders 1391 91.0 100.0 

Missing 137 9.0  

Total 1528 100.0  

 

 

 

Table 2. To what extent has the core curriculum course led to a better network in your 

region? 

 N Per cent Valid per cent 

1=Not at all 536 35.1 38.8 

2=Slightly 483 31.6 34.9 

3=Moderately 258 16.9 18.7 

4=Considerably 90 5.9 6.5 

5=Extremely 16 1.0 1.2 

Total responders 1383 90.5 100.0 

Missing 145 9.5  

Total 1528 100.0  
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Table 3. To what extent has the core curriculum course led to better collaboration in your 

municipality? 

 N Per cent Valid per cent 

1=Not at all 544 35.6 39.6 

2=Slightly 490 32.1 35.7 

3=Moderately 255 16.7 18.6 

4=Considerably 71 4.6 5.2 

5=Extremely 13 0.9 0.9 

Total responders 1373 89.9 100.0 

Missing 155 10.1  

Total 1528 100.0  
 

Table 4. How much benefit have you had in your daily work from what you learned in the 

core curriculum course? 

 N Per cent Valid per cent 

1=Not at all 137 9.0 10.0 

2=Slightly 596 39.0 43.3 

3=Moderately 438 28.7 31.9 

4=Considerably 179 11.7 13.0 

5=Extremely 25 1.6 1.8 

Total responders 1375 90.0 100.0 

Missing 153 10.0  

Total 1528 100.0  

 

 

Table 5. How much use have you had of the core curriculum? 

 N Per cent Valid per cent 

1=No use at all 134 8.8 11.5 

2=Some use 331 21.7 28.3 

3=Much use 704 46.1 60.2 

Total 1169 76.5 100.0 

Missing 359 23.5  

Total 1528 100.0  
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Excerpts from the web questionnaire distributed to the panel. Table 6-11 

presents the answers from 2010. 

 
Table 6. To what extent have you worked with the written material provided by KtP? 

 N Per cent Valid per cent 

1=Not at all 716 46.9 51.6 

2=Slightly 449 29.4 32.3 

3=Moderately 170 11.1 12.2 

4=Considerably 42 2.7 3.0 

5=Extremely 11 0.7 0.8 

Total responders 1388 90.8 100.0 

Missing 140 9.2  

Total 1528   

 

 

Table 7. In my job, I have good contacts with experts in the field.  

 N Per cent Valid per cent 

1=Not at all 50 1.6 3.3 

2=Slightly 266 8.7 17.3 

3=Moderately 248 8.1 16.1 

4=Considerably 697 22.8 45.3 

5=Extremely 277 9.0 18.0 

Total responders 1538 50.2 100.0 

Missing 1525 49.8  

Total 3063 100.0  

 

 

Table 8. In my job, I have regular contact with universities. 

 N Per cent Valid per cent 

1=Not at all 431 14.1 28.0 

2=Slightly 541 17.7 35.1 

3=Moderately 265 8.6 17.2 

4=Considerably 228 7.4 14.8 

5=Extremely 76 2.5 4.9 

Total responders 1541 50.3 100.0 

Missing 1522 49.7  

Total 3063 100.0  
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Table 9. At our workplace, we have evaluated our clients. 

 N Per cent Valid per cent 

1=Not at all 140 4.6 9.1 

2=Slightly 248 8.1 16.1 

3=Moderately 338 11.0 22.0 

4=Considerably 464 15.1 30.2 

5=Extremely 348 11.4 22.6 

Total responders 1538 50.2 100.0 

Missing 1525 49.8  

Total 3063 100.0  

 

 

Table 10. My main supervisor has good knowledge in the field of treatment of substance 

use treatment. 

 N Per cent Valid per cent 

1=Not at all 99 3.2 7.5 

2=Slightly 149 4.9 11.2 

3=Moderately 364 11.9 27.4 

4=Considerably 400 13.0 30.1 

5=Extremely 316 10.3 23.8 

Total responders 1328 43.4 100.0 

Missing 1735 56.6  

Total 3063 100.0  

 

 

Table 11. I myself have good knowledge in the field of treatment of substance use treatment. 

 N Per cent Valid per cent 

1=Not at all 19 0.6 1.2 

2=Slightly 116 3.8 7.5 

3=Moderately 336 11.0 21.9 

4=Considerably 799 26.1 52.0 

5=Extremely 267 8.7 17.4 

Total responders 1537 50.2 100.0 

Missing 1526 49.8  

Total 3063 100.0  
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Aim of Study II 

The research aims were: (a) to identify clusters of employees with different 

ORC profiles on the basis of data collected in 2011 and (b) to investigate 

whether belonging to a specific ORC profile could predict the use of therapy 

methods, assessment instruments and collaborative activities in 2011 and 

2013. 

 

Participants in Study II 

The participants were of a total of 3,063 employees who worked in addiction 

care in one of the 20 regions with 264 municipalities, which constituted a 

panel that received an annual web survey. Study II included only those who 

had answered the ORC part of the larger survey, which was 1,794 respondents 

in 2011, followed over two years.  

 

The sample was homogeneous. The majority of the respondents were women 

(72.0%) and the sample's average age was 47.0 years (Sd = 10.1). The men 

were 3.3 years older than women (F (1, 1,790) = 39.6, p <0.0001). The 

number of years in the profession was 16.8 (Sd = 10.4), where the men had 2.3 

years more in the profession than the women (F (1, 1,791) = 18.2, p <0.0001). 

The respondents had worked 8.7 years (Sd = 7.0) in the profession and no 

statistical difference existed between the sexes (F (1, 1,791) = 1.1, p = 0.292). 

About 15% of the respondents had a managerial position (Table 1, appendix 

Study II). 

 

The respondents were mainly social workers (n = 851) (47.4%). Eighty-five 

per cent of the sample was employed in the municipalities while 29.2% were 

medical staff such as nurses, doctors, psychologists, etc. Nurses constituted 

the majority in this group. Drug therapists made up 9.5% of the respondents, 

most of who were employed in the municipality's healthcare facilities. The last 

group of respondents (13.4%) consisted of drug therapists employed in private 

care / primary care (Table 2, appendix Study II) 

 

Data collection in Study II 

Data was collected by a web survey that was dispatched annually between 

2010 and 2014. In Study II, two measurements were used: 2011 and 2013. 

One reason was that in 2011, the ORC survey had the best response rate. Out 

of 2,402 respondents who answered the questionnaire, 1,794 also answered to 

the ORC-questions, which made it an important tool in the analysis. 
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Statistical analysis in Study II 

Descriptive statistics were calculated using SPSS version 23.0 (IBM Corp, 

2015).  

 

A principal component analysis was made to verify that the responses were 

given the same subdivision subscales as the finished subscales. Respondents 

answered questions about what instruments and methods they used. The 

methods and instruments that were counted together were those that KtP had 

made training efforts with. 

 

To identify subgroups within the population based on the 18 ORC indexes, a 

latent profile analysis (LPA), using Mplus 7.3 (Muthén & Muthén, 

1998/2012), was performed with a robust maximum likelihood estimator 

(MLR). Models comprising one to five classes were tested to identify the 

optimal model on the basis of statistical criteria and substantive meaning. 

Statistically significant tests (p < 0.05) indicated that a model with three 

classes fit the data best. A three-step approach (BCH) was applied 

(Asparouhov & Muthen, 2015) to test whether the identified latent classes 

differed with regard to the average number of methods and instruments used. 

Cohen's d effect sizes were calculated on the basis of the test statistics (χ2) for 

each comparison. Data was linked across time and the respondents in the three 

different profiles were identical on both measurements. The three profiles in 

ORC represented levels of use of instruments, treatment methods and 

collaboration activities in 2011 and 2013. A total of 1,305 respondents were 

identical in both 2011 and 2013. Finally, ORC in 2011 was used to predict the 

outcome by 2013. 

 

Results from Study II 

Descriptive analysis indicated that the respondents were a homogenous group 

of employees, where women (72.0%) formed the majority. Cronbach's alpha 

for the 18 ORC indexes ranged from α = 0.67 to α = 0.78. A principal 

component analysis yielded a four-factor solution explaining 62% of the 

variance in total ORC scores. The factors were: motivational readiness (α = 

0.64), institutional resources (α = 0.52), staff attributes (α = 0.76), and 

organizational climate (α=0.74).  

 

An LPA analysis of the four factors with their three distinct profiles provided 

the best data fit: Profile 3 (n=614), Profile 2 (n=934), and Profile 1 (n=246).  

 

Respondents with the most favourable ORC scores (Profile 3) had the most 

successful implementation levels and respondents in Profile 3 with “high” 

implementation rates and the most favorable ORC scores used significantly 
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more instruments, more treatment methods and created a better cross-sectional 

collaboration network in 2011; d=0.35, d=0.34, d=0.54 as well as in 2013; 

d=0.24, d=0.36, d=0.21, when compared to respondents with the least 

successful profile (profile 1). All differences were significant on at least 

p<0.05 and predicted successful implementation. Respondents in Profile 2 

(intermediate) was significantly less successful than Profile 3 in 2011: d=0.31, 

d=0.17, d=0.29 and in 2013: d=0.22, d=0.17, d=0.11. All differences were 

significant also when effect sizes were below d =0.20.  Finally, the effect sizes 

between the least successful Profile 1 and Profile 2 were small but significant 

in 2011: d=0.17, d=0.20, d=0.18 but not in 2013: d=0.11, d=0.18, d=0.07. The 

use of treatment methods in 2011 constituted the only difference with an effect 

size larger than d =0.20.   

 

High scores on the ORC factors; Institutional Resources, Staff attributes and 

Organizational climate, predicted successful implementation over the two year 

study. At the index level, similar differences between the profiles were 

replicated with profile 3 scoring highest in the three indexes above, but lowest 

on the three indexes in the motivational readiness factor. Also, the stress index 

in the Organizational Climate factor was lowest in profile 3, intermediate in 

profile 2 and highest in profile 1, findings which supports earlier research.  

 

ORC scores reflecting higher, staff attributes, institutional resources and 

organizational climate and lower motivational readiness for change were 

associated with more successful implementation. Low motivational readiness 

as a construct indicates satisfaction with the present situation. ORC proved to 

be an indicator of successful dissemination of guidelines in health care. ORC 

can be used to tailor interventions to individual staff members or treatment 

services and to improve the dissemination of and compliance with guidelines 

for the treatment of substance users. 
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Appendix Study II 

 

 
Table 1. Background data for participants (N =1794)  

 Women  

(n=1292, 72.0%) 

Men  

(n=502, 28.0%) 

 M Sd M Sd 

Age 46.1 10.1 49.4 9.8 

Years of occupation 16.1 10.0 18.4 11.0 

Years working in 

addiction treatment 

8.5 6.8 8.9 7.4 

 

Table 2. Background data for participants (N =1794)  

 Women  

(n=1292, 72.0%) 

Men 

 (n=502, 28.0%) 

 N % N % 

Medical staff 373 28.9 151 30.1 

Social work 656 50.8 195 39.1 

Drug counselors 111 8.6 59 11.8 

Other occupation 145 11.2 94 18.8 
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Aim of Study III 

The aim of this four-year follow-up study was to evaluate whether user 

organizations continued to pursue their activities when the existing national 

support ended and if their influence at organizational and individual levels 

within social services and health care implemented over time. 

 

Participants in Study III 

The participants were representatives from user organizations from different 

regions. Study III was a follow-up study in which the work on the formation 

of the user councils during the KtP project was summarised as well as the 

situation four years after the KtP project was completed (2018). During the 

follow-up, 15 user organizations persisted in their regions and representatives 

of 14 user organizations responded to the questionnaire in the follow-up study 

in 2018. 

 

Data collection in Study III 

When KtP ended and funding expired in 2014 a total of 20 regional user 

organizations were registered. A questionnaire was dispatched to these 

organizations, including information and questions focusing on their situation 

and their participants’ experiences of user organizations’ influence in health 

care and social services. In 2018 another questionnaire was distributed to the 

15 remaining user organizations out of which 14 responded. 

 

Content analysis in Study III 

Manifest and latent content analysis (Graneheim and Lundman, 2004) was 

applied to analyse, describe and group the answers and narratives from the 

questionnaires. The authors applied manifest content analysis for some 

answers and a more interpretive, latent analysis to gain a deeper understanding 

of other responses. The first step in the analysis meant that both authors 

individually read through the whole text. The second step was an independent 

analysis of the answers by comparing the two authors’ assessments. In the 

third and last step the authors finally arrived at a consensus evaluation of the 

responses. 

Results from Study III 

Results gained from the questionnaire show that the majority, i.e. 14 out of 20 

user organizations, still existed and reported a developed influence both in 

social service and healthcare at an organizational and individual level. The 
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national support was perceived as necessary for this development of user 

organizations and their increased influence in abuse and addiction treatment. 

 

Swedish national support initiated the development of user influence for 

persons with substance use disorders that increased both at individual and 

organizational levels in a social services context, as well as in healthcare 

services.  

Users’ influence on social services and healthcare increased during the period 

when this sector received financial support from the Swedish Government.  

User influence continued to increase during 2014-2018 without national 

support. There had also been an improvement in positive responses from 

social services and healthcare sectors and an increased number of invitations 

from consultation groups. Despite four years with no funding from the 

Swedish Government, user organizations were nonetheless implemented and 

remained active in 71% of Swedish regions. It appears the users have become 

more involved in the treatment at an individual level. This effect may have 

been confirmed by the completion of user audits that were developed 

successively between 2014 and 2018 and took place more frequently in 2018 

than in 2014.  

 

 

Aim of Study IV 

The aim was to a) evaluate to what extent the dissemination and 

implementation work organised by KtP increased the use of evidence-based 

treatment methods and assessment instruments; b) investigate the changes in 

collaborative activities between authorities; and c) determine which methods 

and instruments were most successfully implemented compared to the 

situation before the project. Factors associated with success were studied on 

three organizational levels: regional, municipality and individual over five 

years to evaluate which factors could predict the outcome. All activities were 

organized by the regional process managers and key personnel and were 

followed up regionally by the research team.  

 

Participants in Study IV 

The participants were employed in abuse and addiction treatment/care across 

203 Swedish municipalities. Their official e-mail addresses constituted the 

panel of respondents (n=3,063) who answered an annual questionnaire from 

2010 to 2014. The respondents consisted of women (72.4%) who were 46.0 

years of age on average (Sd=10.3) and men 48.8 years of age (Sd=10.1). 

Males had 17.7 years of employment (Sd=11.1) with 8.5 years in addiction 
treatment (Sd=7.4). Females had 15.9 years of employment (Sd=10.4), with 
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8.3 years in addiction treatment (Sd=7.1). Background data pictured a fairly 

homogenous group of employees. (Table 1 &2, appendix Study IV). 

 

Data collection in Study IV 

The study design was a naturalistic prospective follow-up of a panel of the 

3,063 participants in 203 municipalities with consecutive assessments for five 

years. The project started in 2009 and ended in 2014. The researchers did not 

play an active role in the recruitment of the participants or the implementation 

activities. The participants were employed in abuse and addiction treatment/ 

care and were encouraged by their officials to participate in the study on a 

voluntary basis. All participants were contacted via official e-mail addresses in 

their respective organizations. Annual web-based questionnaires were used for 

the data collection. The official e-mail addresses constituted the panel of 

respondents (n =3,063) who took part in the questionnaires with a response 

rate of 60% on average. There were no significant differences in response rate 

between men and women employees except for 2011. 

 

Statistical analysis in Study IV 

For the descriptive statistics, SPSS version 24.0 (IBM Corp, 2016) was used. 

Twenty regions were analysed separately and rank-ordered by the size of the 

outcome indicators. All computations in the three-level analysis with identical 

outcome indicators could not be performed due to low power. 

 

Growth mixture modelling (GMM) (Ram & Grimm, 2009), a variant of SEM 

analysis, was applied as a basic model to identify classes of respondents with 

similar progress across the five annual assessment points. A latent profile 

analysis (LPA) was calculated using Mplus 8.3 (Muthén & Muthén, 2017) and 

a robust maximum likelihood estimator (MLR) was performed to identify 

classes. The subgroups of participants were identified based on their pattern of 

growth trajectories over five annual measures from 2010-2014. Within the 

LPA framework, posterior profile probabilities were estimated to define each 

participant´s class (Nylund, Asparouhov & Muthén, 2007).  

 

Several criteria were used to determine the best-fitting model (Nylund et al., 

2007). First, the Bayesian Information Criterion (BIC) (Henson, Reise & Kim, 

2007) and the sample-size-adjusted BIC, (SSA-BIC) (Yang, 2006) were 

inspected. To compare the model fit of two competing models, the adjusted 

Lo-Mendell-Rubin (LMR) test (Lo, Mendell & Rubin, 2001) and the bootstrap 

likelihood ratio test (BLRT) was applied (Nylund et al., 2007) in the second 

step. Finally, a decision was made to select the most meaningful solution from 
a theoretical and substantive perspective. 



54 

 

A three-level growth curve analysis was applied to identify which predictors 

were related to a change in the use of assessment instruments, treatment 

methods and cross-sectional collaboration. The calculations were performed 

using full information maximum likelihood analysis (FIML) in Mplus 8.3. The 

first level (Level 1) contained individual scores of the variables during the 

measurement waves at a within-person level. At Level 2 the individual scores 

were nested within individuals (between-person) and at Level 3 the 

individuals were nested into regions/municipalities. 

 

Four different models (Model A-D) of predicting outcomes were tested in 

each of the analyses for method use, instrument use and cross-sectional 

collaboration. Model A was a null model without predictors. In Model B, time 

was added as a predictor. In Model C, potential predictors on a between-

person level were included. In the fourth and last model (Model D) a predictor 

on between-municipality/region level was calculated.  

 

The four ORC factors, motivational readiness, institutional resources, staff 

attributes and organizational climate, were added as possible predictors in 

Models C and D. 

  

Akaike’s Information Criterion (AIC), the Schwarz Bayesian Information 

Criterion (BIC) (Henson, Reise & Kim, 2007) and the sample-adjusted 

Schwarz Bayesian Information Criterion (SSA-BIC) (Yang, 2006) were used 

to compare the model fit for the different models (A–D). Lower values on all 

of these criteria indicate a better model fit. For all analyses, p < 0.05 was 

considered a statistically significant result. 

 

Results, Study IV 

A representative national sample of employees in substance abuse treatment in 

Sweden was followed-up over five consecutive years from 2010 to 2014 with 

multilevel analysis. Four different trajectories were identified nationwide with 

different growth profiles for the use of methods and assessment instruments.  

 

None of the registry variables describing types of communities predicted 

outcome in the multi-level statistical analyses. The reason was low power in 

due to the regions being only 20.  

 

Multi-level analyses at the respondent level, showed that the back-ground 

variable years of employment in treatment work was associated with increased 

use of assessment instruments, while the ORC-factor Institutional Resources 
predicted less use of assessment instruments. This factor is reversed in the 
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questionnaire and indicates that high level of resources is associated with 

lower needs for more resources. Increased use of psycho-social treatment 

methods was predicted by specialist competence, by the ORC factors Staff 

Attributes (job satisfaction, efficacy and influence) and by Institutional 

Resources. The ORC factor Organizational Climate was positively associated 

with increased cross-sectional collaboration activities.  

 

On an organizational level, differences between the regions indicated that 

change of process managers/key persons were negative to outcome. The 

national core curriculum courses which combined the aim of reaching out with 

well-defined and up-dated knowledge in substance use organizations, with the 

aim of creating and expanding net-works of employees and process leaders, 

did attract the participation of more than 10,000 persons from all regions in 

Sweden. Questionnaires to some 5,000 participants in the courses 

demonstrated high levels of satisfaction and interest and a small increase of 

their knowledge from the start to the end of the courses. A sub-sample of 

participants followed up after one year, indicated that the retention of factual 

knowledge was fair.  

 

The use of assessment instruments and psychosocial treatment interventions 

increased, while the cross-sectional collaboration did not. This last finding 

was checked with a qualitative approach, ranking of the regions from highest 

to lowest regarding the implementation of assessment instruments, treatment 

methods and cross-sectional collaboration. Due to the low number of regions 

(20), no statistical methods were used in these calculations due to low power.  

 

At the respondent level, psychosocial treatment methods were predicted by 

specialist competence and the ORC factors staff attributes and institutional 

resources. Increased use of years of employment in treatment work was 

associated with the increased use of assessment instruments. The cross-

sectional collaboration was predicted by the ORC-factor organizational 

climate.  

 

Regions and municipalities with traditions of organizational learning and 

training in substance use areas before the start of the project were more 

successful than those without such traditions. On a regional scale, one group 

of regions showed generally more favourable outcome levels while others had 

a generally lower success rate. 
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Appendix Study IV 

 
Table 1. Background data for the sample of responders in the panel (n=3 063). 

 Women 

(n=2 217, 72.4%) 

Men 

(n=843, 27.5%) 

 M Sd M Sd 

Age 46.0 10.3 48.8 10.1 

Years of occupation 15.9 10.4 17.7 11.1 

Years working in 

addiction treatment 
8.3 7.1 8.5 7.4 

 

Table 2. Background data for the sample of responders in the panel (n=3 063). 

 Women 

(n=2 217, 72.4%) 

Men 

(n=843, 27.5%) 

 N % N % 

Medical staff 649 30.1 268 32.7 

Social work 1047 48.5 302 36.8 

Drug counselors 183 8.5 100 12.2 

Other occupation 280 13.0 150 18.3 
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Main findings 

Main findings in the thesis can be categorized in four main headings according 

to the outlines in the consolidated framework for implementation research 

(CFIR) (Damschroeder et al., 2009). The first one is related to process covers 

how staff in substance use treatment services perceived properties of the 

guidelines and the activities in KtP (Study I). The second one are the findings 

related to predictors in the setting and properties of staff (Study II and IV) and 

finally, the experiences from the user organizations, related to process and 

support mechanisms in KtP (Study III).  

 

The survey results from 2012 reported in Study I showed that a majority of 

respondents indicated that they were positive to the national guidelines and 

found them useful in their daily work. The respondents also reported positive 

attitudes to the KtP project. Sixty-three per cent of the respondents having had 

good contact with experts in the field, but only 20% reported that they had 

regular contact with the university through their work. 

 

The participants reported positive expectations of the core curriculum courses 

and these were also viewed positively in follow ups. Fifty per cent of the 

respondents reported that they, as a result of the course, had become more 

effective in their work. In the one-year follow-up of the core curriculum 

course, the respondents stated that it had led to a better understanding of other 

professions and other services. About 50% reported that they had benefited 

from what they learned in the core curriculum courses. Two-thirds of the 

process managers estimated that educational activities, and general 

competence increase and method support (facilitation) were the most 

important elements of KtP. 

 

Findings in Study II indicated that inner setting and person-related 

determinants as measured by the ORC-instrument predicted implementation of 

assessment instruments and treatment methods. High scores on institutional 

resources, staff attributes and organizational climate and low scores on 

motivational readiness were associated with more successful implementation. 

While differences between the profiles were statistically significant, the 

corresponding effect sizes were low or medium-sized. ORC was found to be a 

promising instrument for predicting organizational change. 

 

In Study IV, findings indicated that organizational factors, as measured by 

ORC staff attributes and institutional resources as well as specialist 
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competence, were positively and significantly related to the use of treatment 

methods at a between-person level. The ORC factor organizational climate 

was positively and significantly related to changes in cross-sectional 

collaboration at a between-person level. Years of employment in work with 

substance users predicted increased use of assessment instruments at a 

between-person level. In contrast, the ORC factor institutional resources 

available were negatively related to instrument use.  

 

Eight variables from national registry data were applied for predicting 

outcomes at the municipality level: population size, population density, 

municipality type, large city, suburban municipality, commuter municipality, 

goods-producing municipality and rural municipality. None of these variables 

predicted outcomes. 

 

On a national level, seven regions had a consistently higher degree of 

implementation of assessment instruments while five had a consistently low or 

intermediate degree of implementation. For the implementation of treatment 

methods, three regions reported a high degree while four regions reported a 

consistently low degree of implementation. Collaborative activities fluctuated 

only to a small degree over the five years. Five regions reported a high degree 

of implementation of collaborative activities at all five measurements, while 

three regions reported a low degree of implementation. One region reported a 

consistently high degree of implementation for assessment instruments, 

treatment methods and collaborative activities. Though the numbers of regions 

are too small to make more sophisticated statistical analysis possible.  

 

The results from Study III, the four-year follow-up study of user participation, 

distributed to the user organizations, showed that fourteen user organizations 

were still active four years after the national support ended and that the 

cessation of national funding had influenced their levels of activity negatively.  

 

According to the user organizations representatives, this meant decreased 

educational opportunities to meet colleagues and discuss shared issues. 

However, after national support ended, about half of the user organizations 

found new ways to finance their continuing work. The influence of user 

organizations in social services and health care developed over time at both 

organizational and individual levels. There also seemed to be an overall trend 

in each region to increase the implementation of user audits completed by 

members from the user organizations during the period relevant to the current 

study.  

 

Ten user organizations were able to gain representation in their regional health 

services’ user committees and in addition, eight also participated in dialogue 
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meetings with managers from their regional psychiatric departments and 

substance use treatment centres. Eight user organizations had become more 

involved in steering groups responsible for treatment development. All 

fourteen responding user organizations reported having at least one member 

who had been trained to carry out user audits. The majority of the 

organizations had conducted a user audit and provided feedback to patients 

and staff at treatment units.  

 

Strengths and Limitations 

The strength of this thesis is the longitudinal design and the large and 

representative sample of respondents as well as the broad inclusion of relevant 

factors that may influence on the development of new practices in the Swedish 

substance use treatment field.  

 

The limitations are related to the design of the study, the type of data collected 

and balancing the role of evaluator versus researcher. Due to practical reasons, 

it was not possible to establish a true baseline before the intervention started. 

This means that many of the first data-points were collected at a time when 

parts of the national project had already started. During the project, we 

explored the possibilities of using other types of data, such as open 

comparisons from the National Board of Health and Welfare or other types of 

documentation to see if these could be used as proxies for an assessment of a 

baseline at least in some areas. We found this was very difficult to do since 

data was not really commensurable and therefore, we decided to go ahead with 

the current design. 

 

The possibilities to make causal conclusions were limited since we had no pre-

defined control group. Early in the project, we explored the possibility of 

matching municipalities which were included in KtP with those who did not 

participate. This strategy turned out to be complicated since participation was 

not so clearly binary in nature. Most municipalities were involved in some 

way. 

 

The data collected was, in most cases, based on self-report through surveys 

and interviews, except for background factors like demographic data related to 

a municipality or region. The validity of the data relies on the accuracy of the 

respondents and there is also a risk of same-source variance errors since the 

respondents also provide data on different phenomena that are analysed as 

independent variables. Another way of approaching this problem would have 

been to include other types of data like patient/users records or documentation 
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from services. However, this would have demanded a completely different 

design with randomization of the patient groups, which was never intended.  

 

A special case of limitations related to data collection appears in Study III 

where representatives of the user organizations responded to a questionnaire. 

In this study, it was difficult to ascertain to what extent the views of those 

interviewed were representative of all possible user organization in the whole 

country. One way to deal with that would have been to interview more 

members of those organizations individually or conducting focus group 

interviews with groups of members. The obstacle was that there were 

significant challenges involved in establishing contact with those interviewed 

as individual persons and most were reluctant to contact with the authorities. 

We decided that we had to settle for this more limited sample. 

 

Finally, there are limitations related to writing a thesis within the context of an 

evaluation project. The project that was evaluated changed and evolved over 

time as did its design as we learned more about what was feasible. The design 

of the studies reported in this thesis has evolved with regard to what has been 

realistic and feasible and it has not been possible to decide on an overall 

design a-priori. 

 

Another challenge has been related to balancing the role of evaluator and 

researcher. Deep involvement in a large number of events and activities with 

vital importance for the national project (KtP) and the evaluation has had to be 

balanced with the more distanced and abstract view of the researchers. In 

retrospect, it seems like one outcome of this thesis work has been a gradually 

increased understanding of these two roles and perspectives and as a 

consequence, a drive for asking questions and exploring phenomena, with a 

curiosity emanating from a growing familiarity with the relevant literature. 
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DISCUSSION 

The aim of this thesis was to identify key components and determinants 

affecting the implementation of assessment instruments, treatment methods 

and cross-sectional collaboration between authorities in substance use units in 

Sweden within the KtP project between the years 2010-2014. 

The main components of KtP were the national guidelines, a core curriculum 

course, training in methods and facilitation and supporting an organizational 

structure. These components drew on several mechanisms (Nutley et al., 

2007). The distribution of the guidelines was an example of dissemination, the 

core curriculum course was a form of dissemination activity with elements of 

social influence, while training and facilitation regarding methods and the 

supporting organization were highly interactive elements. Respondents 

reported overwhelmingly positive views on their experiences of most of the 

components discussed here. In the discussions on EBP within social services, 

there has been a criticism of the tendency to over-reliance on guidelines at the 

expense of a critical appraisal model (Karlsson & Bergmark, 2012a, 2012b). 

 

The findings in the studies indicate that staff mostly perceived the guidelines 

as helpful and this gives some support to Seppä (2012) and Enoksen (2012) 

who argue that the guidelines can be seen as a pragmatic strategy for 

increasing knowledge and that KtP was a promising approach to doing this. A 

specific component in KtP was related to the mobilisation of user 

organizations that might be regarded as a mechanism per se since it is a way to 

structure the demand side of EBP in this field.  

 

The core components of KtP were regarded in a positive way by a majority of 

staff and there was a self-reported increase in knowledge and skills among the 

staff. The findings give some support to previous research (Nutley et al., 2007; 

Grimshaw et al., 2004; Grol, Wensing & Eccles, 2005) suggesting that well-

designed interventions that draw on these mechanisms can be part of a 

successful strategy for supporting implementation. 

 

Extant research on implementation indicates that determinants like setting and 

personal characteristics have an impact on both process and outcome (Joe et 

al., 2007; Becan et al., 2012). This thesis gives support to these earlier studies 

and the specific contribution of this thesis is that predictions are based on 

longitudinal data with a substantial and representative national sample of staff 

in substance use treatment. 
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Longitudinal data in Study II and Study IV indicate that the implementation of 

treatment methods and assessment methods increased to some extent during 

the study period. There is a clear time association between the interventions 

and the outcome, even though strictly not causal. There are good reasons to 

infer that these changes, to some extent, can be attributed to the massive 

efforts within KtP and the attention given to guidelines, methods and EBP, in 

general, that was disseminated within KtP. Study II and IV also showed that 

setting and individual characteristics (Damschroeder et al., 2009) in terms of 

staff attributes and organizational climate could predict self-reported 

implementation outcomes. Study II served as a way to validate ORC in a 

Swedish context. The study also showed that motivational readiness (i.e. the 

need for change due to demands from regulators, clients or the organization 

itself) was related to less positive outcomes. This might seem paradoxical 

since many change models assume that a certain amount of imbalance or 

perceived need acts as a motivator for changing the status quo (Lehman, 

Greener & Simpson, 2002).  

 

The results of Study II and IV also indicate that staff attributes and 

organizational climate seem to have relatively stable properties. This tendency 

towards organizational inertia and its relation to implementation outcomes is 

noteworthy since it indicates that inner setting and individual characteristics 

(Damschroeder et al., 2009) are not easily changed even when there are 

intensive efforts to disseminate, train and support implementation like there 

were during KtP.  

 

Practical implications 

The findings in this thesis indicate that both setting and individual 

characteristics, as well as context (policies, demographics, regional conditions, 

etc.), have to be considered as important contingencies when planning for 

implementation and that allocation of resources, timing and sequencing of 

activities can benefit from a proper assessment of these determinants. It is 

important to note that some determinants were related to, conditions on the 

regional level. One conclusion is, therefore, that the organizational work of 

different units and municipalities develop along different lines. There are 

strong motives for adapting implementation strategies with regard to this. The 

aim to provide equal care to all citizens thus seems to require a deep 

understanding of local and regional contingencies and establishing structures 

that can help coordinate efforts on the national, regional and local level. The 

studies in this thesis show that KtP was a step towards doing this. It is also 

quite clear that most of the 61 municipalities not taking part in the study had 

limited resources and staff.   



63 

 

Ethics   

Consent to participate was a prerequisite for inclusion regardless of the 

anonymous participation. All communication and data collection was 

anonymous and no individual could be identified in the study.  
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Appendix 

 
Table 1. The different components in ORC. 

Factors Indexes  

Motivational Readiness Index 1 Program needs 

 Index 2 Training needs 

 Index 3 Pressures for change 

Institutional Resources Index 4 Offices 

 Index 5 Staffing 

 Index 6 Training 

 Index 7 Computer acess 

 Index 8 e-communication 

Staff attributes Index 9 Growth 

 Index 10 Efficacy 

 Index 11 Influence 

 Index 12 Adaptability 

 Index 13 Job satisfaction 

Organizational Climate Index 14 Mission 

 Index 15 Cohesion 

 Index 16 Autonomy 

 Index 17 Communication 

 Index 18 Stress 

 Index 19 Change 

 Index 20 Leadership 

 

 

Table 2. Background data for the sample of responders in the panel (n=3 063). 

 Women 

(n=2 217, 72.4%) 

Men 

(n=843, 27.5%) 

Age 46.0 10.3  48.8 10.1  

Yrs of occupation 15.9 10.4  17.7 11.1  

Yrs in addiction tr 8.3 7.1  8.5 7.4  

 N      

Medical staff 649  30.1 268  32.7 

Social work 1047  48.5 302  36.8 

Drug counsellors 183  8.5 100  12.2 

Other 280  13.0 150  18.3 
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