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Abstract

Background: The purpose of this study was to assess what is associated with health service satisfaction among
adults with a substance use disorder receiving services provided within different municipalities in Norway. An
additional aim was to examine demographic and municipality characteristics, mental health, and types of substance
use associated with health service satisfaction.

Method: A cross-sectional partial explorative study was executed in 2017 among 491 service users with substance
use disorders from 20 randomly selected municipalities. The sample consisted of 70% males. The sample majority
were single and unemployed, and their main sources of healthcare were the general practitioner (78%), The
Norwegian Labor and Welfare Administration (72%), and addiction counsellors (62%).

Results: Overall satisfaction was negatively associated with age, size of municipality, Global Severity Index (GSI) and
illicit substance use during the last 12 months. Satisfaction with practical help, such as housing, economy, work and
education, was negatively associated with GSI and positively associated with onset of first alcohol intoxication.
Satisfaction with personnel was positively associated with onset of first alcohol intoxication and negatively associated
with municipality size, GSI and illicit use the last 12months. The results showed that more than half of the respondents
(54%) to a large or great extent were satisfied with the overall services provided. The services they were less satisfied
with were related to housing, economy, getting started with exercise and establishing a social network.

Conclusion: The results show areas associated with satisfaction and domains where the municipalities can improve
their services to meet the users’ needs and increase service satisfaction.

Keywords: SUD, Health services, Municipalities, Co-occurring disorders, Treatment, Psychiatric symptoms, Service
satisfaction, User experiences

Background
Investigating user satisfaction within health services is of
high importance and is increasingly recognised as an
indicator of service quality since satisfaction may be a
feasible indicator of whether patients’ needs are properly
met [5, 27, 50]. Such evaluation can highlight aspects of
care that need improvement and give an idea of future
service needs. Understanding user perspectives on treat-
ment has been shown to be important in improving
health care services [14, 48] and user satisfaction is an

important supplement to other quality indicators like
abstinence and treatment retention for evaluating sub-
stance use disorder (SUD) services [47]. Instead of
focusing solely on patient characteristics when consi-
dering the quality of services for people with SUD, it has
been argued that research should shift the attention to
user satisfaction with staff and other treatment factors
[27]. A recent review even concluded that further
research on demographic data is of limited value [8],
and they recommend studying what type of services are
suitable to meet service users’ needs and their satisfac-
tion with the services.
Higher levels of satisfaction has been linked to reten-

tion in health services, and an association between low
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health and reduced service satisfaction as well as in-
creased risk of dropout has been identified in several
studies [26, 29, 31, 39, 40]. The degree of satisfaction has
been found to be related to higher treatment compliance,
increased involvement in treatment and with users taking
more advantage of the services provided [22, 49]. Satisfied
patients are also more likely to stay in treatment, which in
turn facilitate better treatment outcomes [11].
To our knowledge, there are to date no comparable

studies on satisfaction with SUD services provided by
the municipalities of this scale. However, several studies
have been conducted in the specialized treatment
services, and a majority of users use services from both
specialized healthcare and the municipalities. It is also
important to broaden research to include users of SUD
services from the municipalities, since the municipalities
are one of the largest providers of services for this
group in Norway. The municipalities operate under
different regulations and have other resources than
the specialized clinics, and this might affect user
satisfaction. Municipality programmes and treatment
clinics differ in continuity of care, treatment duration
and the extent that they help with housing, economic
issues and social relationships [6, 16, 18, 23].
The specialised services have more trained personnel,

higher degree of monitoring and more hospital services
so they can handle more severe cases of the disorder.
This also includes specialised services like detoxification
and programs to handle symptoms related to mental
and somatic issues. Services in the municipalities have
directed their attention on social issues like housing,
economy, daily activities, stabilizing the substance use
and/or focus on prevention; issues that need to be
handled for recovery from the disorder and to re-
integrate people back to the society. There could also be
less severe problems among service user in the munici-
palities, and this could contribute to differences in which
factors that affect satisfaction among municipality
service users and users of specialised treatment facilities.
McCallum et al. [28] found more satisfaction among
community care programs compared to hospitalized
patients. Areas showing less satisfaction included staff
competences, treatment access, and that their mental
health needs were not met. A review of patients with
SUD and co-occurring psychiatric disorders showed that
they had low satisfaction in the same areas found in the
previously mentioned study. Their dissatisfaction was
not related to demographics or symptom severity, but
tended to relate to treatment processes and outcome
variables [39].
A high professional competence, ability and pro-

fessional ethics are also related to increased user satisfac-
tion, and this perceived competence among personnel as
experienced by the users has a significant impact on

variations in user satisfaction [9, 46]. Results from a recent
study suggest that confidence in personnel and user
involvement in treatment are connected to patient-experi-
enced improvements in stabilizing their SUD problems
and their perceived benefits from treatment [1]. Studies of
satisfaction among inpatient users diagnosed with a SUD
within the specialized health care in Norway showed that
patients are most satisfied with professionalism and ethics
among the personnel [19]. A study conducted at four
mental health clinics in Canada found that continuity
of care, having a case manager, and receiving help
when needed was positively related to satisfaction,
and number of needs among the users was negatively
associated with satisfaction [17].
High overall satisfaction has been found in many of

these previously mentioned treatment studies, but these
overall measures of satisfaction might disguise areas
where service users are less satisfied. Hence, the concept
of satisfaction should be broadened to include measures
of accessibility, personnel experiences, and services
needed. Further, the lack of standardized satisfaction
measures within this field makes it difficult to compare
studies, and calls for further investigation of what
differentiates satisfaction across different populations and
settings. To our knowledge, no satisfaction studies have
been conducted neither among users of community-based
SUD services in Norway nor internationally with multiple
centers and municipalities across the nation.
As previously mentioned studies have shown that

factors related to satisfaction seem to be strongly related
to personnel competence and treatment access [9, 19,
28, 46] In addition to personnel factors, the mental
health of service users seems to directly affect their satis-
faction [28, 39]. Studying satisfaction among users
within the municipalities should include these variables,
in addition to municipality size which entails the re-
source difference which might affect satisfaction.
There is an ongoing shift in Norway towards integrat-
ing more SUD services in the municipalities rather
than increasing services within the specialized health
care system so it is important to increase knowledge
and satisfaction on services provided within them.
The core aim of the current study was to assess what
is associated with satisfaction and services for users
with Substance use disorders within the municipalities
of Norway in terms of demographic, clinical and
service-related factors. In addition we report the
degree of satisfaction with the services provided. The
study results extend the knowledge regarding service
quality in the municipalities; which should enable
municipalities to enhance the quality of their services,
through greater knowledge about the service users, what
affects their satisfaction and the degree of satisfaction with
the provided services.
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Method
Design
A partial explorative survey based study specifically
designed in collaboration with users, the Norwegian
Public Health Institute and researchers at the center of
regional drug and alcohol competence center research
department in the mid-region of Norway. The partici-
pating municipalities were selected by using a set of
criteria to ensure a representative selection. The criteria
were; municipalities from all the seven regions, number
of inhabitants (small, medium and large municipalities
from rural and urban areas) and KOSTRA (Munici-
pality-State-Reporting) numbers[42]. Within each region
a set of three municipalities were drawn on the basis of
being a small municipality (4999 or fewer inhabitants),
medium sized (5000–19,999 inhabitants) and large (over
20,000 inhabitants). The KOSTRA numbers are based
on inhabitant figures in the respective municipalities and
the economic parameters, such as the portion of
personnel per year and portion of users of health
services, which the municipalities operate within. The mu-
nicipalities were randomly selected electronically on the
basis of these criteria. A main selection of municipalities
were drawn and invited to participate in the survey. In
cases where one or more municipalities from the main
sample could not participate, two similar municipality
samples were randomly selected as replacements in order
to maintain a representative selection of municipalities.

Data collection
Data were collected in September and October 2017.
The municipality coordinators were instructed to com-
municate the study rationale and aim of the study to the
service owners. The participating services were selected
by convenience since some service providers had other
ongoing obligations at the time of recruitment. The
users were involved in the design of the study by being a
reference group for the project throughout the entire
project period. Here they could bring in relevant ques-
tions to be included in the survey regarding satisfaction
and other issues they had with the study. The survey
was then tested among users in the relevant target group
who filled it out and reported back to the principal
investigator. A focus group with 4 users was established
with the project group and the questionnaire items were
discussed with the users resulting in minor revisions to
the final questionnaire to improve face validity.
Services within the municipalities are referred to as

primary services and include general practitioner,
Norwegian Labour and Welfare Administration, drug
counsellors, psychologist services, activity centres, low-
threshold services, child support services, support/training
contacts, and work /activity related services. If they are in
need of more specialised services like detoxification

or outpatient/inpatient services with more specialized
personnel and medications they are referred by their
primary doctor or social services for further assess-
ment and treatment. The services had information
about the survey and the survey itself was available in
all waiting rooms. The questionnaire was handed out
by secretaries to include as many as possible within
the time set. The survey was handed out together
with an envelope which also included an information
and consent letter. The participants were instructed
to fill out the form themselves, but if needed they
could get help from personnel on site. An electronic
survey was delivered to those who could not get to
the centers, and a total of 19 users opted for this so-
lution. All users in contact with the services provided
at the time of recruitment were asked to fill out the
survey. It was emphasized that participation in the
survey was voluntary and that data would be kept
anonymous. The inclusion criteria were that users had to
be 18 or older have a present or previous substance use
disorder and be recipients of one or more services from
their municipality. A user is diagnosed with SUD or abuse
according to the International Classification Diagnostic,
version 10 which states that a SUD is a condition in which
the use of one or more substances leads to clinically
significant impairment or distress (ICD-10: WHO, 1993).
An external company coordinated gathering and scanning
of the questionnaires from the different service providers
through an electronic solution. The completed question-
naires were sent by surface mail from the different
service providers to the company which prepared the
data for analysis.
The study protocol was reviewed and approved by the

National Committee for Medical and Health Research
Ethics (NEM) (application no. 2017/317).

Sample size
According to national data in BrukerPlan 2016 [24],
(National report from the SUD service providers) the
estimated number of recipients of substance use
services per 1000 inhabitants in Norway is 6.5 (highest in
the smaller municipalities). By adding the numbers from
the participating municipalities in this study, we can
assume that the total number of inhabitants using
SUD services is 5353. This means that the current
sample constitutes a total of 9% of the total popu-
lation receiving substance use services in the selected
municipalities (491/5335). The range of municipalities
selected might justify the representative selection of
users, but since the selection of services within muni-
cipalities varied it is more questionable. However, to
investigate what affects service user satisfaction might
not create the same need for representability; the
answers might be well provided by the ones included.
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Targeted sample size needed was 10 users per para-
meter in regression analysis which was achieved.

Questionnaire and measurement instruments
The questionnaire included demographic items such as
gender, age, education, and marital status. In addition,
clinical items regarding alcohol consumption were
included using the previously validated CAGE (Cut-
ting down, Annoyance by criticism, Guilty feeling,
and Eye-openers) [33] and the symptom Checklist-10
(SCL-10)[45]. CAGE is a measure of alcohol use and
abuse. CAGE items have yes/no options and the
cut-off point was set to 2 [13].
The SCL-10 is validated for general psychological

distress and users are asked to rate their symptoms on the
items during the last 7 days. A Global severity index (GSI)
can be calculated from the SCL-10 by adding their score
and dividing by the amount of items included in the scale
to establish an overall indicator of symptom load. The GSI
obtained Cronbach′s α of 0.907. A GSI score above 1.75
indicates that the patient is approaching a similar symp-
tom load as patients with anxiety and mood disorders in
general psychiatric health care [12]. SCL-10 is graded
from “not bothered” to “considerably bothered”. The
patients were asked to report on other clinical relevant
variables; if they had any previous treatment for SUD dis-
order, age at onset of first use of alcohol intoxication, and
whether they had used illicit drugs the last year (cannabis,
amphetamines/methamphetamines, ecstasy/MDMA, co-
caine, LSD, heroin, new synthetic drugs, illegal methadone
or buprenorphine products). Items covering satisfaction
were specifically designed to investigate what kind of
services they had used, to what degree the services helped
them in important life areas, whether they had received
practical help and experiences with the personnel and
overall service satisfaction. The 19 Satisfaction items were
graded on a five-point Likert scale from “not at all” to “a
large extent”.

Statistical analyses
Mean distribution and percentages were used to present
demographic and clinical variables. A principal com-
ponents analysis (PCA) with iteration [21], varimax
rotation and Kaizer’s criterion was performed on the
satisfaction items. Cronbach’s alpha was used to test
reliability of the indexes identified in PCA. Since some
of the items lack responses from some users there is a
difference of total n and n on some of the questionnaire
items. For this reason n is provided for each question. In
addition, the category «not relevant» was excluded from
the analysis to give a percentage distribution of the
satisfaction of those who have actually used the specific
services in that particular item. Selection of variables
was done a priori based on prior literature on personnel

factors and mental health which has been found asso-
ciated with satisfaction scores. For these reasons the
selected variables were entered in the regression analysis
together with demographics and clinical variables.
Hierarchical block regression analysis was conducted to
test the whether GSI, health status and municipality size
explained variance in satisfaction scores, while adjusting
for demographics and clinical variables. Demographic
characteristics (age, gender, education and marital sta-
tus) were entered in the first block as control variables.
The second block consisted of the GSI scores and
perceived physical health. In order to test whether
clinical variables like alcohol abuse (CAGE cut-off ), age
at onset of first use of alcohol intoxication, or illicit use
added to the explained variance above and beyond the
demographics and clinical variables were entered in the
third block. All of the above-mentioned analyses were
conducted with IBM® SPSS® Statistics version 23.

Results
Sample characteristics
Out of the 491 included users, 70% were men. Mean age
was 42 years (SD = 12.77, range = 18–75) with no signifi-
cant gender differences. Single respondents (81%) consti-
tuted the majority of the sample, 5% were married, 12%
living together with a partner and 2% widowed. High
school was completed by 45%; college by 48 and 7% had
a university degree. Unemployment was reported by 32,
48% were retired or on disability pension, 10% were in
work training or students and 6% worked full time. Of
the total sample 68% lived in their own house (owned or
rented), 5% had no stable living arrangement, 3% were
living with their partners with/without children or living
with other family members/friends, 6% were in an
institution and 4% lived in a hostel/hotel. Almost 50%
had children and 9% of the total sample had daily care
responsibility for their children.

Clinical characteristics
A mixed patient group regarding substance use is repre-
sented in this study with 66% having used alcohol the
last three months. Use of illicit drugs the last 12 months
is displayed in Fig. 1. The most common illicit drug used
was cannabis (58%) followed by amphetamines (44%).
Perception of own health status showed that 22% viewed
their physical health as poor, 30% fair, 29% good, 14%
very good and 4% excellent. Regarding mental health,
23% reported that they assessed it to be poor, 31% fair,
30% good, 11% very good and 6% excellent. Mental
health and symptom scores on single items representing
the GSI are shown in Fig. 2. A total of 26% of 491 users
had previously taken part in outpatient treatment for
their SUD issues within the specialized health care sys-
tem. Of the sample a total of 28% had received medically
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assisted substitution treatment for opioids and 16% had
previously been admitted to a specialized inpatient
clinic. A total of 40% (n = 446) had been in detoxification
program 3 or more times and 31% had more than 3 pre-
vious inpatient admissions. The most frequently used
health services were their general practitioner (78%),
NAV (Norwegian Labour and Welfare Administration,
72%) and addiction counsellors (62%). In addition,
73% had been in a detoxification program at least once
before and 67% had been in some kind of specialized
SUD treatment prior to the use of services within the
municipality.
Figure 2 displays scores on the SCL- 10 among the

service users. On each item over half up to 78% reported

that they to some extent or worse had experienced
the listed symptoms during the last week. The Global
Severity Index (GSI) showed that the mean was 2.29
for all ten items (SD = .769).

Dimensionality of the satisfaction indexes
A Principal Components Analysis (PCA) was performed
on the satisfaction items and it revealed three dimensions
and the number of extracted dimensions were also
confirmed using the scree plot (eigenvalues > 1). From this
we computed three satisfaction indicators in addition to
the GSI which were further used in regression analysis.
The satisfaction indexes were overall satisfaction and
important life areas (Cronbach’s α = .900), satisfaction

Fig. 1 Use of illicit drugs last year. *Percentage display of users’ scores

Fig. 2 GSI symptom load among users of SUD services. *Percentage display of service users’ scores

Stallvik et al. Substance Abuse Treatment, Prevention, and Policy           (2019) 14:18 Page 5 of 11



with practical help (Cronbach’s α = .879), and satisfac-
tion with personnel experiences (Cronbach’s α = .890).
Additional file 1: Table S1a shows the items included
in each dimension and Cronbach’s alpha for all dimen-
sions. All reliability indices were satisfactory.
The first multiple regression with “overall satisfaction

and important life areas” as dependent variable (DV)
revealed that marital status, age and municipality size
accounted for 7.7% (adjusted R2) of the total variance in
the DV (Table 1). Age was significantly related to the
satisfaction indicator as older service users were less
satisfied than younger service users. This was also the
case for marital status, as single respondents were less
satisfied than service users with partners. Those in
smaller municipalities were more satisfied than service
users from larger municipalities. Introducing the GSI
explained 11.9% (adjusted R2) of the variation in the DV
and the change in R2 was significant. Those with higher
scores on the GSI and high symptom pressure were less
satisfied than respondents with lower scores. In the third
and last block “illicit use” added significantly to the
explained variance and the total model explained 15.6% of
the variation (adjusted R2) in “overall satisfaction and im-
portant life areas”. Those with illicit use the last year were
less satisfied with the services. Marital status did not exert
any significant influences on the model in the last block.

In the second regression model with the “satisfaction
with practical help” as a dependent variable two out of
three blocks were significant (Table 2). First block
marital status as single was significantly associated with
reduced satisfaction. Entering GSI in block two
accounted for 3.6% of the variance in “satisfaction with
practical help” (adjusted R2) together with marital status,
and those with high GSI scores had lower satisfaction
with practical help. In the last block onset of first intoxi-
cation of alcohol was a significant predictor of “satisfac-
tion with practical help” and the older they are at first
intoxication the more satisfied they are. The variables in
the model explained a total of 5.4% of the variance
(adjusted R2). When all variables were entered marital
status was not a significant predictor in the overall model.
The third and last regression model with “Satisfaction

with personnel experiences” as dependent variable
showed that three out of three blocks were significant
and in block one municipality size accounted for 2.5%
(Adjusted R2) of the variation in “Satisfaction with
personnel experiences” (Table 3). Those from larger
municipalities were less satisfied. Introducing the GSI
explains 9.5% (Adjusted R2) of the variance in the
dependent variable and those with high GSI scores were
less satisfied than those with lower symptom pressure.
The last block “onset of first intoxication of alcohol” and
“illicit use” adds to the explained variance in “Satis-
faction with personnel experiences” and both were
negatively associated with satisfaction. The total model
explains 12.2% (Adjusted R2) of the variance in the
dependent variable.

Table 1 Regression analysis with “Overall satisfaction and
important life areas” as dependent variable

Block Indicators B CI 95% F-change

1 Gender .097 −.069;.459 4.621b

Age -.190a −.024;.-.004

Education .043 −.131;.259

Marital status -.172a −.711;-.093

Municipality size -.190a −.478;-.089

2 6.131a

Marital status −.173 a −.706;-.102

Age −.160 a −.021;-.002

Municipality size −.176 a −.453;-.072

GSI −.192 a −.388;-.068

Perceived physical health .068 −.179;.060

3 4.035a

Marital status −.160 −.673;-.077

Age -.235b −.027;-.007

Municipality size -.131a −.386;-.005

GSI −.154 a −.342;-.023

CAGE Cut-off .064 −.117;.351

Onset of first use .113 −.006;.072

Illicit use last year -.167a −.603;-.059

Dependent variable-overall satisfaction R2 = 0.194 CI 95% = Confidence
interval, a p < 0.05; b p < 0.001

Table 2 Regression analysis with “Satisfaction with practical
help” as dependent variable

Block Indicators B CI 95% F-change

1 1.931

Gender .104 −.021;.055

Age −.018 −.012;.009

Education .006 −.193;.215

Marital status -.119a −.704;-.014

Municipality size −.057 −.289:.092

2 4.560a

Marital status −.119 a −.710;-.027

GSI -.174a −.432;-.091

Perceived physical health .040 −.081;.168

3 2.941a

GSI −.145 a −.392;-.045

CAGE Cut-off .000 −.258;.256

Onset of first intox of alcohol .169a .017;.087

Illicit use last year −.006 −.312;.281

Dependent variable- satisfaction practical help: R2 = .083 CI 95% = Confidence
interval 95%, a p < 0.05; b p < 0.001
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Satisfaction and single item scores
The single items belong to four categories covering over-
all satisfaction with services, satisfaction with practical
help, satisfaction in important life areas and satisfaction
with personnel experiences. Overall satisfaction shows
that 54% (n = 452) to a large or great extent were satis-
fied with the services provided. More than half reported
help when they need it (51%) and almost half that the
services were available to them when needed (49%). Out
of 407 service users, 41% were to a large or great extent
satisfied with help to reduce or master their SUD issues.
In terms of practical help, 76% (n = 242) reported that
they were not at all or very little satisfied with help
starting an education and 54% (n = 290) reported the
same low satisfaction with help getting a job. Over half
(52%; n = 368) reported that they were not at all or very
little satisfied with help getting involved with meaningful
daily activities. In terms of satisfaction on important life
areas, 47% (n = 360) reported that they were not at all or
very little satisfied with help with their economy, getting
involved with exercise (58%; n = 374), and establishing a
social network (62%; n = 361). Satisfaction with personnel
experiences are somewhat higher than the previous ones
and over half (56%; n = 434) noted that they to a large or
great extent were satisfied that their needs were under-
stood by the personnel. 58% (n = 433) reported that
they to a large or great extent were satisfied with suffi-
cient time and contact with personnel in charge and
have trust in them (53%, n = 427). Also, 55% (n = 447)
describe that they to a large or great extent were

satisfied with how the personnel had treated them with
respect and dignity. The remaining results are presented
in Additional file 1: Table S1b.

Discussion
This is on of the first study on satisfaction among service
users of SUD services in the municipalities of Norway of
this scale. To our knowledge, no other study in this vein
has incorporated a relatively large random sample
obtained from a representative set of municipalities
across any country. In order to investigate factors that
differentiate satisfaction among users of SUD services
within the municipalities, demographic and clinical
data have been controlled for.
The service users represent a mixed patient group in

terms of types of substance used with a majority of males,
single individuals, and users who are unemployed or on
disability pension. The most used substances were alcohol,
cannabis and amphetamines. The demographics are simi-
lar to previous studies conducted in the specialized health
care and municipality sectors in Norway [2, 24, 32, 44].
They received, to a large extent, services from their
general practitioner, Norwegian Labor and Welfare
Administration and addiction counsellors.
A PCA revealed three satisfaction indexes, “Overall

satisfaction and important life areas”, “Satisfaction with
practical help” and “Satisfaction with personnel expe-
rience”. The first regression analysis on “Overall satisfac-
tion and important life areas” which included physical
and mental issues, establishing a social network and
getting started with physical activity showed that age was
negatively related to satisfaction, and the effect was
moderate. Older users report less satisfaction than
younger respondents do. This result contradicts studies
which have shown that older respondents tend to be
more satisfied [5]. One reason can be that previous
studies have investigated populations within specialized
systems and psychiatric inpatient facilities and not mu-
nicipality services. Another potential reason might be
that older users with a SUD have a better understanding
of their needs and a stronger opinion about whether or
not the services can meet these needs properly. Moret
et al. [30] suggested a non-linear influence of patient
age on satisfaction with hospital care. In the present
study we have service user up to the age of 75, and this
might have influenced our results. In addition, this age
association we see in our study might also be affected
by the severity of the users within this sample who are
more severely affected by their SUD shown by multiple
treatments within the specialised health care system
prior to the use of services within the municipalities.
Age or other demographics were not associated with
the two other satisfaction measures when controlling
for the remaining variables in the model.

Table 3 Regression analysis with “Satisfaction with personnel
experiences” as dependent variable

Block Indicators B CI 95% F-change

1 2.666a

Gender −.054 −.391;.134

Age −.012 −.010;.008

Education .031 −.133;.238

Marital status −.056 −.456;.147

Municipality size -.178b −.447;-.109

2 13.543 b

Municipality size −.155 −.405;-.078

GSI -.228b −.488;-.170

Perceived physical health −.056 −.172;.058

3 4.238b

Municipality size −.130 a −.366;-.041

GSI −.197 b −.434;-.121

CAGE Cut-off .024 −.182;.287

Onset of first alcohol intoxication .120 a .003;.066

Illicit use last year -.137a −.621;-.084

Dependent variable-: Personnel experiences R2 = 0.149, CI 95% = Confidence
interval 95%, a p < 0.05, b p < 0.001
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Satisfaction and municipality size
Analysis of “Overall satisfaction and important life areas”
and “Satisfaction with personnel experience” revealed
that municipality size was negatively associated with
satisfaction. It seems like users in the smaller municipa-
lities are more satisfied than those living in larger ones.
This might be due to the transparency in smaller ones,
which may have a more clear-cut available services and
closer follow-up of the service users. This can be more
difficult to achieve in larger municipalities, where a
higher number of users and more pressure on the
services may reduce both the availability and possibilities
of adequate follow-up of the users. The difficulties
smaller municipalities have in recruiting competent
personnel may reduce satisfaction, but in our study, we
see greater satisfaction within smaller municipalities.
Urban and larger municipalities might have easier access
to high competent personnel, but might experience
more turnover than smaller municipalities with less
services and personnel in competition. It might be that
smaller municipalities have longer lasting relations between
personnel and users that increase trust, understanding of
needs, and cooperation. The size of the municipalities
seems to affect overall satisfaction, satisfaction with
important life areas and personnel experiences, but
the effect is small, and we have limited knowledge
about why these differences appear and need more
research to investigate this further.
GSI scores were negatively associated with all three

satisfaction indexes, which support prior studies showing
that anxiety, distress and depression may be strong
predictors of patient satisfaction [5]. Results should be
interpreted with caution considering the effect of the
association was small in the “Overall satisfaction and
important life areas” and “Satisfaction with practical help”
and moderate in “Satisfaction with personnel experiences”.
High psychological stress may affect the view and sat-
isfaction with services given because of the nature of
the disorder, or it can reflect the fact that their needs
in this area are not met like previous research found
in terms of health related quality of life [43]. Here es-
pecially men reported that their needs in terms of
psychological services were not met by the service
providers and patients’ psychological health affected
their health-related quality of life. Increasing services
to stabilize symptom pressure and more personnel
with psychiatric competence may improve satisfaction
in this area.
In addition to GSI, “Onset of first alcohol intoxication”

was positively associated with “Satisfaction with practical
help” and “Satisfaction with personnel experiences”,
however the effect was small in both. The older the
users were when they had their first intoxication from
alcohol, the more satisfied they seem to be with the help

they have received. The reason for this may be that
those with early alcohol intoxication have a more com-
plex display of SUD, and that it is more difficult to fulfill
their needs. Further, illicit substance use was negatively
associated with satisfaction. Those who had used such
substances the last year were less satisfied with the
health services. Illicit use may affect and increase mental
disorders and vice versa, like amphetamine increases the
risk of psychotic symptoms and more needs in terms
of factors such as social network and economy that
make it harder to meet all of their needs [7]. Illicit
use also increases needs in terms of social network,
economy, etc., which in turn makes it harder to meet
all the user’s needs.
The results on degree of satisfaction on single item

scores suggest that more than half of the current sample
were satisfied with the overall services provided by their
municipalities. In terms of practical help the users were
most satisfied with help getting a residence, and less satis-
fied with help with living in a residency, get work/edu-
cation, economic help and getting started with activities
they find meaningful. Regarding satisfaction in important
life areas, including their physical and mental health, the
users were most satisfied with help with their SUD
problems and related coping, but less satisfied with
help to deal with physical and mental issues, establi-
shing a social network and getting started with physical
activity. The areas showing less satisfaction, like social
network and dealing with physical and mental issues,
were related to relapse and are important elements
found to improve to increase positive treatment outcome
in previous research [4, 25, 38, 41].
Studies have shown that social support through one’s

network is important in order to change behavior in a
successful manner, like reducing or quitting substance
use [20, 34].The social network is also important to
remain abstinent and this network should encourage
healthy activities and different strategies to deal with life
events [10]. Despite the fact that users may have
complicated or nonexistent social networks, it is still
an important area to work on. A small focus group
study we executed on patients in an inpatient setting
in mid-region of Norway stressed this point. Even
though the patients found it a difficult and somewhat
daunting task to work on, they also considered it a
highly important part to work on in treatment for
their long term recovery [36].
Social network and engaging in daily activities like work

and physical exercise has also shown to be important in
keeping patients with co-occurring mental and SUD issues
abstinent [37].Considering daily activities like work obli-
gations, Finn et al. [15]found that having responsibilities
the next day strongly affects decisions on attending
treatment and amount of drinking, which underlines the
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importance of social inclusion through having a job [15].
The focus and responsibilities in Norwegian SUD services
are based on a biopsychosocial approach, which makes it
important to also include specific services for this group
targeting work and education. These areas are considered
highly important to reduce or avoid substances altogether.
These services are preferably executed with personnel
with SUD competence or in cooperation with personnel
with this competence so that the services can target
specific needs. The services for work and education
should enhance understanding of the disorder and to a
greater degree target specific needs in terms of SUD and
employment so they get the same opportunities like any
other unemployed seeker. The low satisfaction with these
areas in this study might suggest that the services are not
targeting these needs properly and enhancing understan-
ding and specify services might improve satisfaction.
Service users in our study showed that their satisfaction

is affected by personnel experience and that the service
users were most satisfied with the information provided
and being met with respect and understanding. Trust in
personnel’s competence has been associated with higher
satisfaction in other studies [5] and the service users report
high satisfaction in this area. In the current study, more
than half reported that they get enough time with their
counsellors and trust in their ability to assist them. The im-
portance of personnel competence and importance is do-
cumented in previous studies [3, 35]. There could be closer
connections between users and personnel in smaller muni-
cipalities, securing the alliance between them, and perhaps
more stability among the personnel which in turn leads to
the higher satisfaction scores. Less pressure in terms of
numbers of users might provide personnel in smaller
municipalities with more time to attend each user’s needs.
However, this should be subjected to further research.

Limitations
The use of a self-report instrument has some limitations
in terms of response bias, social desirability bias and
validity of the questions. A majority of the respondents
reported high overall satisfaction, but we do believe that
the range of items in the survey and responses to these
has ensured a reduction in these biases. The satisfaction
scores also resemble scores from other national treat-
ment studies and our study supports those found pre-
vious study by [19]. In addition, a representative sample
from randomly drawn municipalities also strengthens
our results. The effect sizes are, however, small to mo-
derate and the results should be interpreted with
caution. The need for a broad approach when investi-
gating what is associated with satisfaction among users
of SUD services within the municipalities warrants the
questions in our survey. Some of them are taken from
satisfaction surveys previously executed on inpatient

patients in specialized service, but some were added
based on focus group executed together with the users
who stated their importance to measure their satisfac-
tion. However, it is still a limitation that this designed
survey has not been tested for its validity and reliability
previously, although part of it is based on well-known
satisfaction surveys [19, 27]. If we only wanted to inves-
tigate users’ degree of satisfaction it would have been
more problematic. However, we asked them multiple
questions, and the questions were not divided into the
sections revealed in PCA, to investigate what we should
be including in the future when investigating the degree
of satisfaction. The variables found to be strongly associ-
ated with satisfaction should be included to reveal the true
satisfaction experienced by the users to increase the cor-
respondence between actual and self-reported satisfaction.

Conclusion
Satisfaction with SUD services within the municipalities
was negatively associated with age, GSI, municipality size,
onset of first alcohol intoxication and illicit use last year.
Age-targeted services to meet the demands of older users
may increase satisfaction and lead to better treatment out-
comes. Also, targeting specific needs according to severity,
duration of use, type of substance and psychiatric symptom
pressure is of great importance. Finally, the size of the
municipality is associated with satisfaction and should be
examined further to investigate explanatory factors for
higher satisfaction within smaller compared to larger muni-
cipality service providers. Overall satisfaction among users
of SUD services within different municipalities in Norway
show that a majority is satisfied with the services provided
and that they receive these when needed. However, there
are several areas that need to be improved to meet user
needs, increase satisfaction and improve the outcome of
these services. Interventions to improve physical and
mental health are of great importance, as is helping users to
establish a social network, start an education, getting a job,
and economic help. These areas give day-to-day life mean-
ing and purpose which can compete with substance use.
We do believe that the results found in this study are of use
beyond our borders to countries with similar provision of
services. A majority of western countries have now the
same understanding of treating addiction with multiple ser-
vices to reduce substance use and reintegrate users back to
society and increase satisfaction with these services might
in turn improve the users outcome and reintegration.

Additional file

Additional file 1: Table S1a. Dimensionality and reliability of the
satisfaction of services instrument. b. Single item satisfaction scores
covering overall satisfaction, satisfaction with practical help, satisfaction
with important life areas and personnel experiences. (DOCX 22 kb)

Stallvik et al. Substance Abuse Treatment, Prevention, and Policy           (2019) 14:18 Page 9 of 11

https://doi.org/10.1186/s13011-019-0207-4


Abbreviations
CAGE: Cutting down, Annoyance by criticism, Guilty feeling, and Eye-
openers; DV: Dependent variable; GSI: Global severity index;
KOSTRA: Municipality-State-Reporting; NAV: Norwegian Labour and Welfare
Administration; NEM: The National Committee for Medical and Health
Research Ethics; PCA: Principal Components Analysis; SCL-10: The Symptom
Checklist-10; SUD: Substance use disorder

Acknowledgements
We would like to acknowledge all the participating service providers,
coordinators and participants. In addition, we would like to thank Unn
Grimstad for professional writing service.

Funding
The project has been funded by the directorate of health in Norway.

Availability of data and materials
The datasets used and/or analysed during the current study are available
from the corresponding author on reasonable request.

Authors’ contributions
MS, GF and TN analysed all data, and the same authors interpreted the users’
data. JAS made figures and tables of the data and all authors made
contributions in writing the manuscript. All authors read and approved the
final manuscript.

Ethics approval and consent to participate
The study protocol was reviewed and approved by the National Committee
for Medical and Health Research Ethics (NEM) (application no. 2017/317).
Each participant was informed by the project through an information letter
and signed a consent to participate which they handed before recruitment.

Consent for publication
All participants has given their consent for publications in addition to the
authors.

Competing interests
The authors declare that they have no competing interests.

Publisher’s Note
Springer Nature remains neutral with regard to jurisdictional claims in
published maps and institutional affiliations.

Author details
1Department of Research and Development, Clinic of Substance Use and
Addiction Medicine, St. Olavs University Hospital, Trondheim, Norway.
2Center of Drug and Alcohol expertise, Clinic of Substance Use and
Addiction Medicine, St. Olavs University Hospital, Trondheim, Norway.
3Department of Psychology, Norwegian University of Science and
Technology (NTNU), Trondheim, Norway.

Received: 25 October 2018 Accepted: 15 April 2019

References
1. Andersson HW, Otterholt E, Gråwe RW. Patient satisfaction with treatments

and outcomes in residential addiction institutions. Nordic Stud Alcohol
Drugs. 2017. https://doi.org/10.1177/1455072517718456.

2. Andersson HW, Steinsbekk A, Walderhaug E, Otterholt E, Nordfjærn T.
Predictors of dropout from inpatient substance use treatment: a prospective
cohort study. Subst Abus: Res Treat. 2018;12. https://doi.org/10.1177/
1178221818760551.

3. Ball SA, Carroll KM, Canning-Ball M, Rounsaville BJ. Reasons for dropout from
drug abuse treatment: symptoms, personality, and motivation. Addict
Behav. 2006;31(2):320–30. https://doi.org/10.1016/j.addbeh.2005.05.013.

4. Barbieri B, Dal Corso L, Di Sipio AM, De Carlo A, Benevene P. Small
opportunities are often the beginning of great enterprises: the role of work
engagement in support of people through the recovery process and in
preventing relapse in drug and alcohol abuse. Work. 2016;55(2). https://doi.
org/10.3233/WOR-16241127689594.

5. Batbaatar E, Dorjdagva J, Luvsannyam A, Savino MM, Amenta P.
Determinants of patient satisfaction: a systematic review. Perspect Public
Health. 2017;137(2):89–101. https://doi.org/10.1177/1757913916634136.

6. Blenkiron P, Hammill CA. What determines patients' satisfaction with their
mental health care and quality of life? Postgrad Med J. 2003;79(932):337–40.

7. Bramness JG, Rognli EB. Psychosis induced by amphetamines. Curr Opin
Psychiatry. 2016;29(4):236–41. https://doi.org/10.1097/yco.
0000000000000254.

8. Brorson HH, Ajo Arnevik E, Rand-Hendriksen K, Duckert F. Drop-out from
addiction treatment: a systematic review of risk factors. Clin Psychol Rev.
2013;33(8):1010–24. https://doi.org/10.1016/j.cpr.2013.07.007.

9. Cheng SH, Yang MC, Chiang TL. Patient satisfaction with and
recommendation of a hospital: effects of interpersonal and technical
aspects of hospital care. Int J Qual Health Care. 2003;15(4):345–55.

10. Davis KE, O'Neill SJ. A focus group analysis of relapse prevention strategies
for persons with substance use and mental disorders. Psychiatr Serv. 2005;
56(10):1288–91. https://doi.org/10.1176/appi.ps.56.10.1288.

11. Dearing RL, Barrick C, Dermen KH, Walitzer KS. Indicators of client
engagement: influences on alcohol treatment satisfaction and outcomes.
Psychol Addict Behav. 2005;19(1). https://doi.org/10.1037/0893-164X.19.1.
7115783280.

12. Derogatis LR, Lipman RS, Rickels K, Uhlenhuth EH, Covi L. The Hopkins
Symptom Checklist (HSCL): A self-report symptom inventory. Behav Sci.
1974;19(1):1–15. https://doi.org/10.1002/bs.3830190102.

13. Dhalla S, Kopec JA. The CAGE questionnaire for alcohol misuse: a review of
reliability and validity studies. Clin Invest Med. 2007;30(1):33–41.

14. Doyle C, Lennox L, Bell DD. A systematic review of evidence on the links
between patient experience and clinical safety and effectiveness. BMJ Open.
2013;3:e001570.

15. Finn PR, Gerst K, Lake A, Bogg T. Decisions to attend and drink at party
events: the effects of incentives and disincentives and lifetime alcohol and
antisocial problems. Alcohol Clin Exp Res. 2017;41(9):1622–9. https://doi.org/
10.1111/acer.13443.

16. Fleury MJ, Grenier G, Bamvita JM, Piat M, Tremblay J. Adequacy of help
received among individuals with severe mental disorders. Admin Pol Ment
Health. 2014;41(3):302–16. https://doi.org/10.1007/s10488-013-0466-8.

17. Fortin M, Bamvita JM, Fleury MJ. Patient satisfaction with mental health
services based on Andersen's behavioral model. Can J Psychiatr. 2018;63(2):
103–14. https://doi.org/10.1177/0706743717737030.

18. Hansson L, Sandlund M, Bengtsson-Tops A, Bjarnason O, Karlsson H,
Mackeprang T, et al. The relationship of needs and quality of life in persons
with schizophrenia living in the community. A Nordic multi-center study.
Nord J Psychiatry. 2003;57(1):5–11. https://doi.org/10.1080/
08039480310000194.

19. Haugum M, Holmboe O, Hestad HI, Bjertnæs ØA. Pasienterfaringer med
døgnopphold innen tverrfaglig spesialisert rusbehandling (TSB). In:
Resultater etter en nasjonal undersøkelse i 2015; 2016. Retrieved from Oslo:
http://www.kunnskapssenteret.no/publikasjoner/_attachment/248877?_ts=
154dd794260&download=false.

20. Johansen AB, Brendryen H, Darnell FJ, Wennesland DK. Practical support aids
addiction recovery: The positive identity model of change. BMC Psychiatry.
2013;13(201):11. https://doi.org/10.1186/1471-244X-13-201 23898827.

21. Jolliffe IT, Cadima J. Principal component analysis: a review and recent
developments. Philos Transact A Math Phys Eng Sci. 2016;374(2065). https://
doi.org/10.1098/rsta.2015.0202.

22. Katsakou C, Bowers L, Amos T, Morriss R, Rose D, Wykes T, Priebe S.
Coercion and treatment satisfaction among involuntary patients. Psychiatr
Serv. 2010;61(3). https://doi.org/10.1176/appi.ps.61.3.286 20194406.

23. Lanfredi M, Candini V, Buizza C, Ferrari C, Boero ME, Giobbio GM, et al. The
effect of service satisfaction and spiritual well-being on the quality of life of
patients with schizophrenia. Psychiatry Res. 2014;216(2):185–91. https://doi.
org/10.1016/j.psychres.2014.01.045.

24. Lie, T., Håland, E. M., Stevenson, B., & Nesvåg, S. (2016). BrukerPlan
Temahefte (isbn 978-82-93390-05-3). Retrieved from.

25. Luciano A, Bond GR, Drake RE. Does employment alter the course and
outcome of schizophrenia and other severe mental illnesses? A systematic
review of longitudinal research. Schizophr Res. 2014;159(2):312–21. https://
doi.org/10.1016/j.schres.2014.09.010.

26. Marrero, C. A., Robles, R. R., Colón, H. M., Reyes, J. C., Matos, T. D., Sahai, H., . . .
Shepard, E. W. (2005). Factors associated with drug treatment dropout among
injection drug users in Puerto Rico. Addict Behav, 30(2), 397–402.

Stallvik et al. Substance Abuse Treatment, Prevention, and Policy           (2019) 14:18 Page 10 of 11

https://doi.org/10.1177/1455072517718456
https://doi.org/10.1177/1178221818760551
https://doi.org/10.1177/1178221818760551
https://doi.org/10.1016/j.addbeh.2005.05.013
https://doi.org/10.3233/WOR-16241127689594
https://doi.org/10.3233/WOR-16241127689594
https://doi.org/10.1177/1757913916634136
https://doi.org/10.1097/yco.0000000000000254
https://doi.org/10.1097/yco.0000000000000254
https://doi.org/10.1016/j.cpr.2013.07.007
https://doi.org/10.1176/appi.ps.56.10.1288
https://doi.org/10.1037/0893-164X.19.1.7115783280
https://doi.org/10.1037/0893-164X.19.1.7115783280
https://doi.org/10.1002/bs.3830190102
https://doi.org/10.1111/acer.13443
https://doi.org/10.1111/acer.13443
https://doi.org/10.1007/s10488-013-0466-8
https://doi.org/10.1177/0706743717737030
https://doi.org/10.1080/08039480310000194
https://doi.org/10.1080/08039480310000194
http://www.kunnskapssenteret.no/publikasjoner/_attachment/248877?_ts=154dd794260&download=false
http://www.kunnskapssenteret.no/publikasjoner/_attachment/248877?_ts=154dd794260&download=false
https://doi.org/10.1186/1471-244X-13-201
https://doi.org/10.1098/rsta.2015.0202
https://doi.org/10.1098/rsta.2015.0202
https://doi.org/10.1176/appi.ps.61.3.286
https://doi.org/10.1016/j.psychres.2014.01.045
https://doi.org/10.1016/j.psychres.2014.01.045
https://doi.org/10.1016/j.schres.2014.09.010
https://doi.org/10.1016/j.schres.2014.09.010


27. Marsden, J., Stewart, D., Gossop, M., Rolfe, A., Bacchus, L., Griffiths, P., . . .
Strang, J. (2000). Assessing client satisfaction with treatment for substance
use problems and the development of the treatment perceptions
questionnaire (TPQ). Addict Res, 8(5), pp. doi:https://doi.org/10.3109/
16066350009005590.

28. McCallum SL, Andrews JM, Gaughwin MD, Turnbull DA, Mikocka-Walus
AA. Patient satisfaction with treatment for alcohol use disorders:
comparing patients with and without severe mental health symptoms.
Patient Prefer Adherence. 2016;10:1489–500. https://doi.org/10.2147/PPA.
S92902.

29. McKellar J, Kelly J, Harris A, Moos R. Pretreatment and during treatment risk
factors for dropout among patients with substance use disorders. Addict
Behav. 2006;31(3):450–60.

30. Moret L, Nguyen J-M, Volteau C, Falissard B, Lombrail P, Gasquet I.
Evidence of a non-linear influence of patient age on satisfaction with
hospital care. Int J Qual Health Care. 2007;19(6):382–9. https://doi.org/
10.1093/intqhc/mzm041.

31. Morris ZS, McKeganey N. Client perceptions of drug treatment services in
Scotland. Drugs: Educ Prev Policy. 2007;14(1):49–60. https://doi.org/10.1080/
09687630600906437.

32. Nordfjaern T, Rundmo T, Hole R. Treatment and recovery as perceived by
patients with substance addiction. J Psychiatr Ment Health Nurs. 2010;17(1):
46–64. https://doi.org/10.1111/j.1365-2850.2009.01477.x.

33. O’Brien CP. The cage questionnaire for detection of alcoholism. JAMA. 2008;
300(17):2054–6. https://doi.org/10.1001/jama.2008.570.

34. Orford, J., Hodgson, R., Copello, A., John, B., Smith, M., Black, R., . . . Siegg, G.
(2006). The clients' perspective on change during treatment for an alcohol
problem: qualitative analysis of follow-up interviews in the UK alcohol
treatment trial. Addiction, 101(1), pp. doi:https://doi.org/10.1111/j.1360-0443.
2005.01291.x 16393192.

35. Ormbostad HAK, Dale KY, Gjengedal EJ, Stallvik M. Faktorer som virker inn
ved frafall i døgnbehandling for pasienter med ruslidelser: En case studie
med vekt på både pasient- og behandlerperspektivet. Factors affecting
drop-out in inpatient treatment for patients with substance use disorde,
case study with both personnel and user perspective on the matter. Nordisk
Tidsskrift for Helseforskning. 2017;13(1). https://doi.org/10.7557/14.4076.

36. Persson T, Stallvik M. Fighting the loneliness. Bekjempe ensomheten.
Fagartikkel Fontene. 2007;6:35–40.

37. Pettersen H, Ruud T, Ravndal E, Havnes I, Landheim A. Engagement in
assertive community treatment as experienced by recovering clients with
severe mental illness and concurrent substance use. Int J Ment Heal Syst.
2014;8(40):12.

38. Rogers RE, Higgins ST, Silverman K, Thomas CS, Badger GJ, Bigelow G,
Stitzer M. Abstinence-contingent reinforcement and engagement in non-
drug related activities among illicit drug abusers. Psychol Addict Behav.
2008;22(4):544–50. https://doi.org/10.1037/0893-164X.22.4.544.

39. Schulte SJ, Meier PS, Stirling J. Dual diagnosis clients' treatment satisfaction-
a systematic review. BMC Psychiatry. 2011;11(1):64.

40. Shipley K, Hilborn B, Hansell A, Tyrer J, Tyrer P. Patient satisfaction: a
valid index of quality of care in a psychiatric service. Acta Psychiatr
Scand. 2000;101(4):330–3.

41. Silverman, K., Holtyn, A. F., & Morrison, R. (2016). The therapeutic utility of
employment in treating drug addiction: science to application. Transl Issues
Psychol Sci, 2(2), pp. doi:https://doi.org/10.1037/tps0000061.

42. SSB. (2016). KOSTRA publisering 15. juni 2016 – Faglig veiledning til bruker.
Retrieved from www.ssb.no/offentlig-sektor/kostra/:

43. Stallvik, Marianne & Clausen, Thomas (2017). HRQoL and its association to
clinical severity and treatment needs. Journal of Substance Use. ISSN 1465-
9891. 22(5), s 524–530. https://doi.org/10.1080/14659891.2016.1259366

44. Stallvik M, Gastfriend DR, Nordahl HM. Matching patients with substance
use disorder to optimal level of care with the ASAM criteria software. J
Subst Abus. 2015;20(6). https://doi.org/10.3109/14659891.2014.934305.

45. Strand BH, Dalgard OS, Tambs K, Rognerud M. Measuring the mental health
status of the Norwegian population: a comparison of the instruments SCL-
25, SCL-10, SCL-5 and MHI-5 (SF-36). Nord J Psychiatry. 2003;57(2):113–8.
https://doi.org/10.1080/08039480310000932.

46. Tokunaga J, Imanaka Y, Nobutomo K. Effects of patient demands on
satisfaction with Japanese hospital care. Int J Qual Health Care.
2000;12(5):395–401.

47. Trujols J, Iraurgi I, Oviedo-Joekes E, Guàrdia-Olmos J. A critical analysis of
user satisfaction surveys in addiction services: opioid maintenance

treatment as a representative case study. Patient Prefer Adherence. 2014;8:
107. https://doi.org/10.2147/PPA.S52060.

48. Urbanoski KA. Coerced addiction treatment: client perspectives and the
implications of their neglect. Harm Reduct J. 2010;7(1):13.

49. Urben S, Gloor A, Baier V, Mantzouranis G, Graap C, Cherix-Parchet M, et al.
Patients' satisfaction with community treatment: a pilot cross-sectional
survey adopting multiple perspectives. J Psychiatr Ment Health Nurs. 2015;
22(9). https://doi.org/10.1111/jpm.1224026147874.

50. World Health Organization, P., U. N. I. D. C., & Addiction, E. M. C. o. D. a. D. .
(2000). Client satisfaction evaluations: workbook 6 : evaluation of
psychoactive substance use disorder treatment. Retrieved from.

Stallvik et al. Substance Abuse Treatment, Prevention, and Policy           (2019) 14:18 Page 11 of 11

https://doi.org/10.3109/16066350009005590
https://doi.org/10.3109/16066350009005590
https://doi.org/10.2147/PPA.S92902
https://doi.org/10.2147/PPA.S92902
https://doi.org/10.1093/intqhc/mzm041
https://doi.org/10.1093/intqhc/mzm041
https://doi.org/10.1080/09687630600906437
https://doi.org/10.1080/09687630600906437
https://doi.org/10.1111/j.1365-2850.2009.01477.x
https://doi.org/10.1001/jama.2008.570
https://doi.org/10.1111/j.1360-0443.2005.01291.x
https://doi.org/10.1111/j.1360-0443.2005.01291.x
https://doi.org/10.7557/14.4076
https://doi.org/10.1037/0893-164X.22.4.544
https://doi.org/10.1037/tps0000061
http://www.ssb.no/offentlig-sektor/kostra/:
https://doi.org/10.1080/14659891.2016.1259366
https://doi.org/10.3109/14659891.2014.934305
https://doi.org/10.1080/08039480310000932
https://doi.org/10.2147/PPA.S52060
https://doi.org/10.1111/jpm.1224026147874

	Abstract
	Background
	Method
	Results
	Conclusion

	Background
	Method
	Design
	Data collection
	Sample size
	Questionnaire and measurement instruments
	Statistical analyses

	Results
	Sample characteristics
	Clinical characteristics
	Dimensionality of the satisfaction indexes
	Satisfaction and single item scores

	Discussion
	Satisfaction and municipality size
	Limitations
	Conclusion

	Additional file
	Abbreviations
	Acknowledgements
	Funding
	Availability of data and materials
	Authors’ contributions
	Ethics approval and consent to participate
	Consent for publication
	Competing interests
	Publisher’s Note
	Author details
	References

