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Foreword
After working for many years with families with substance abuse and related problems, and many
years as a therapist for pregnant substance abusers and families with young children in the
specialist health services, I had a great desire to learn more about the most vulnerable patients in
interdisciplinary specialist treatment. Wishing to enhance knowledge of pregnant substance
abusers in voluntary and involuntary treatment, and thus contribute to improved practice, I began
research on a sample of pregnant substance abusers subject to voluntary and involuntary
admission in the four largest inpatient facilities in Norway. The research project also included
interviews of therapists working with both groups. The research has been conducted in a 50%
position and will end in 2018.
First of all, I would like to thank all the informants who agreed to be interviewed, which made this
research project possible. I truly appreciate the courage you showed in sharing your stories, and
your pride in relating your experiences and thus helping others in a similar situation to be seen
and heard. You provided rich data for my research. I extend my warmest thanks to the sixteen
wonderful expectant mothers and one expectant father, as well as the forty therapists who have
enthusiastically shared their experiences and challenges from the very complex field of treatment
of pregnant substance abusers.
I would also like to thank the many contributors:
KoRus South, my employer at the start of this research project, my immediate superior there and
my great colleagues in the family unit. Siri Svenkerud, who helped me to realize this project.
The Faculty of Social Studies at VID Specialized University, my employer during the
implementation of the research project. Thorild Bjerkheim, who wanted my expertise at VID
Specialized University, and helped me to complete my project in a 50% research position there.
I would also like to thank Head of Studies Randi Bagge, and Professor Arlene Vetere for great help.
All my other great colleagues in the Department of Family Therapy at the Faculty of Social Studies.
Thank you for your invaluable confidence and support, and our great meals together. Thank you
for being you. The Centre for Addiction Research at the University of Oslo and fellow students
there who provided my first research environment.
My main supervisor has been Edle Ravndal, Professor Emeritus at the Centre for Addiction
Research (SERAF).
Edle Ravndal was meticulous in her comments on my text in process. Her accuracy, knowledge,
support, comfort and patience have all been absolutely necessary.
My co‐supervisor was Vigdis Wie Torsteinsson, philosopher and specialist in clinical psychology,
senior adviser at the Centre for Child and Adolescent Mental Health, Eastern and Southern
Norway and clinical psychologist at the Regional Department for Eating Disorders, Oslo University
Hospital.
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Vigdis Wie Torsteinsson, you have been caring, committed and very knowledgeable, with regard to
both the topic of the research project and your understanding of the writing process.
Eli Marie Wiig, my closest research colleague. We started this process in parallel and we took a
PhD course and wrote articles together. We provided continuous support to each other, as neither
of us had any clear idea of where we were heading. I could not have done without Eli as my
research partner.
My family and friends, and especially Einar, without whom I could never have completed this
project. You have been ever‐ present, providing unconditional support, comfort and confidence in
me, not to mention your broad range of knowledge. Many thanks for your support throughout the
process. My dear sister Elisabeth, thank you so much for many delicious meals and necessary
relaxation. My secretary Eskild, a cuddly cat who loved to be on my desk and keep me company
when I was at my most productive.
Porsgrunn/Oslo, February 2018
Siv Merete Myra
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Abbreviations
AAI

Adult Attachment Interview

ACE
Adverse Childhood Experiences. The Adverse Childhood Experiences Study is a major
research project conducted by the US health organization Kaiser Permanente and the Centers for
Disease Control and Prevention. 17 000 participants were recruited to the study between 1995
and 1997 and have been followed up long‐term to assess their health outcomes. The study has
shown a correlation between negative childhood experiences and health/social problems in
adulthood. More than 50 scientific articles have been published as a result of the study, which is
considered a landmark in epidemiological research.
ICD‐10 International Classification of Diseases (full name: International Statistical Classification
of Diseases and Related Health Problems), tenth revision, 2010, World Health Organization.
LAR

Legemiddelassistert rehabilitering (the Norwegian version of OMT)

OMT

Opioid Maintenance Treatment

WMCI

Working Model of the Child Interview
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Summary
Background: Substance use during pregnancy has become a significant problem and has led to
accelerated attempts to develop specific treatments. Use of coercion against pregnant women
who misuse substances was legalized in Norway in 1996; the background for the law was that
substance abuse during pregnancy represented a significant health problem for the child. The
growing research in the field shows the adverse effects of intrauterine substance exposure. The
primary aim of intensive treatment interventions for this group of women is to protect the unborn
child. Such treatment requires strong motivation from the women to work towards abstinence.
Exploring similarities and differences in these women’s reflective attachment to the unborn child
in both voluntary and compulsory treatment led to an enhanced understanding of the kind of
challenges they faced. The research revealed how they described their situation and expressed
their experience of connection to their unborn child in the different treatment contexts. The
women in this study represent a highly vulnerable group, often difficult for researchers to access.
There is a need to develop more knowledge on helpful interventions for pregnant women with
substance dependence.
Aims: The main aims of this study were I) to explore if an attachment between the mother and her
unborn child was possible in a context of coercion, as experienced from the woman’s perspective,
II) to explore therapists’ discourses on treatment processes in their work with pregnant substance
abusers in voluntary and coercive treatment and to ascertain the clinical implications of these
discourses, and III) to explore similarities and differences in the experiences of pregnant substance
abusers admitted to voluntary or coercive treatment. The focus was on the kinds of challenges
these women faced, how they described their situation, and expressed their experiences of
connection to their unborn child in the different treatment contexts.
Methods: In order to explore the experiential consequences of involuntary and voluntary
treatment with regard to preparation for motherhood, the study employed a qualitative approach
with semi‐structured, in‐depth individual interviews and analysed the data using Malterud’s
systematic text condensation(2001;2012), inspired by Giorgi’s(1985:2012) principles of
phenomenological analysis of qualitative data. This research project also included forty therapists
from four different residential units, offering both voluntary and coercive treatment of pregnant
women with substance abuse, and these were interviewed in focus groups, using a semi‐
structured interview schedule focusing on exploring how the therapists’ discourses on change
processes and relationship experiences informed their clinical practice.
Findings: The main finding regarding involuntary clients was their ways of enabling safety for and
connection with the unborn child. Within this context, the women’s own relational experiences
and developmental histories were the most significant barrier to their ability to bond with their
unborn child. The women in compulsory treatment thus needed the structure of coercion, which
appeared to afford a way to connect to the unborn child. The women in the voluntary group
reported being already motivated to stop their substance abuse. Treatment for both groups of
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clients must target women’s own childhood experiences, their substance abuse, and the
development of attachment to the unborn child.
In their therapeutic work, most of the therapists seemed to concentrate their attention on how to
start “healthy” attachment processes between the pregnant women and their unborn children.
This was the dominant discourse among the therapists. Another important theme was coercion,
and whether such a contextual framework was negative or positive in creating attachment
between mother and child. Other discourses concerned various understandings of attachment
when the mothers had difficulties with substance abuse, the mothers’ own attachment histories,
and social and cultural challenges. Systematic work with attachment issues between the pregnant
woman and her unborn child was the dominant perspective of nearly all the therapists. Contextual
factors in the lives of the women had lower priority.
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Sammendrag
Bakgrunn: Rusmiddelmisbruk i svangerskapet utgjør et omfattende helseproblem, både for mor
og barn. Bruk av tvang overfor gravide rusmiddelavhengige i Norge trådte i kraft i januar 1996.
Loven gir anledning til å tilbakeholde gravide rusmiddelavhengige kvinner i institusjon mot deres
vilje. En viktig foranledning for lovparagrafen var at det ikke forelå offisielle tall når det gjaldt hvor
mange barn som er utsatt for prenatal ruseksponering. Kjernen i tvangsparagrafen er at gravide
rusmiddelavhengige kvinner kan tilbakeholdes i institusjon uten samtykke dersom
rusmiddelmisbruket gjør at det er overveiende fare for at fosteret kan ta skade, og frivillige
hjelpetiltak har vist seg ikke å være tilstrekkelig. Det ufødte barnet fikk i denne sammenhengen
forrang og ble av lovgiver veid opp mot kvinnens rett til å bestemme over eget liv. Denne
avhandlingen tar for seg spørsmålet om det er forskjellige konsekvenser av frivillige innleggelser
og innleggelser under tvang for gravide rusmiddelavhengige.
Tvang er en alvorlig inngripen i et annet menneskes liv. Det kan tenkes at det for mange vil
oppleves som krenkende at ens handlefrihet begrenses. Internasjonalt finnes det ingen studier av
effekten av ulike former for tvang for gravide rusmiddelavhengige kvinner. I Norge er det få og
ingen kvalitative og kvantitative studier og dermed få beskrivelser av kvinnenes opplevelser av å
være innlagt på tvang.
Gravide rusmiddelavhengige representerer en høyrisikogruppe. Ulike studier internasjonalt og
nasjonalt viser at rusmiddelproblemer overføres mellom generasjoner. Norge er det eneste landet
som har innført tvangs‐behandling for gravide rusmiddelavhengige. I tillegg er det etablerte tilbud
om familiebehandling for gravide og småbarnsfamilier med rusmiddelproblemer i en frivillig
kontekst. Det er behov for mer kunnskap om og evaluering av disse tilbudene. Dette gjelder
selvsagt brukerens egne opplevelser, men også hvordan kompleksiteten preger terapeutene som
arbeider med denne gruppen.
Mål: I) Å utforske hvordan gravide rusmiddelavhengige beskriver opplevelsen av å være innlagt på
tvang sett i sammenheng med deres muligheter til å ta det ventede barnets perspektiv. II) Å
utforske terapeutenes diskurser i arbeidet med gravide rusmiddelavhengige innlagt på tvang og i
en frivillig kontekst. Hva informerer terapeutene, og hva slags implikasjoner får dette for klinisk
praksis? III) Å utforske likheter og forskjeller i kvinnenes beskrivelser og opplevelser av å være
innlagt på tvang og frivillig, og på hvilken måte dette kan få konsekvenser for muligheten til å ta
det ufødte barnets perspektiv.
Studien fremhever også kunnskap om hvordan personlige erfaringer kan forstås i lys av endringer i
samfunnets syn på graviditet, rusmiddelavhengighet og foreldreskap. Økt kunnskap knyttet til
hvordan endringer innad i den enkeltes liv, samt egne relasjonserfaringer kan få konsekvenser for
hvordan utvikling av tilknytning til det ventede barnet blir prosessert. Terapeutenes forståelse og
diskurser i møte med denne klientgruppen behandles også.
Metoder: Et utvalg gravide rusmiddelavhengige kvinner innlagt på tvang og i en frivillig kontekst,
samt terapeuter som arbeider med denne gruppen representer den empiriske delen i
avhandlingen. Blant kvinnene innlagt på tvang og i en frivillig kontekst, hadde 90 prosent selv en
bakgrunn med rusproblemer i opprinnelsesfamilien, uten at dette var et inklusjonskriteri.
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Deltakerne ble rekruttert fra de fire største institusjonene i Norge som har et tilbud til gravide
rusavhengige innlagt på tvang og i en frivillig kontekst. Data ble hentet ut ved hjelp av
halvstrukturerte dybdeintervjuer. Kvinnenes egne opplevelser og beskrivelser av erfaringen av å
være innlagt i de ulike behandlingstiltakene ble analysert i sammenheng med kvinnenes mulighet
for å ta det ufødte barnets perspektiv.
Studien inkluderer i tillegg fokusgruppe‐intervjuer med 40 terapeuter fra fire ulike institusjoner
som arbeider ved ulike behandlingstilbud for gravide rusmiddelavhengige innlagt på tvang og
frivillig. Terapeutene ble fordelt i fire fokusgrupper. Data fra begge grupper kvinner ble analysert
med en utforskende tematisk metode utviklet av Giorgi(1985;2012) og modifisert med hjelp av
Malteruds(2001;2012) systematiske tekstkondensering. I analysen av data fra fokusgruppe‐
intervjuene ble det anvendt en diskursiv Foucault‐inspirert tilnærming (Willig 2013).
Resultater: De gravide rusmiddelavhengige kvinnene som deltok i denne studien sto overfor
mange utfordringer. De fleste av kvinnene hadde selv en bakgrunn med oppvekst i familier med
rusmiddelmisbruk og ulike grader av omsorgssvikt. Kvinnene innlagt på tvang opplevde ikke den
tvungne konteksten som tvang. Tvangsinnleggelsen muliggjorde et ståsted hvorfra kvinnene selv
kunne ta stilling til sin egen situasjon som gravide, vordende mødre. Den største utfordringen for å
kunne komme i posisjon til å ta det ufødte barnets perspektiv, og dermed knytte seg til barnet, var
egne oppveksthistorier og tidligere relasjonelle erfaringer. De frivillige innlagte fremviste et større
potensiale i forhold til å se tidligere opplevelser i sammenheng med den situasjonen de befant seg
i nå. De frivillige innlagte beskriver at graviditeten representerte et håp og en ny mulighet.
Tidligere positive erfaringer ble en potent faktor som styrket motivasjonen for å kunne
gjennomføre et vellykket svangerskap og ta vare på barnet etter fødselen.
Fokusgruppe‐intervjuene med terapeutene viste hvordan terapeutene på ulikt vis beskrev
tilknytning som en forutsetning for en god prognose mellom mor og det ufødte barnet.
Sammenhengen mellom det å bli mor og være rusmiddelavhengig ble oppfattet som en vanskelig
kombinasjon blant våre informanter. Informantene i denne studien ga grunnlag for spørsmål om
forholdet mellom faglige perspektiver og den kulturelle konteksten, og diskursene dette forholdet
ga opphav til.
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1.0 Introduction
This section begins with an introduction to the project, followed by the structure of the thesis. It
describes the purpose of the study, main issues and subsequent research questions.
This thesis deals with pregnant substance abusers subject to involuntary and voluntary admission,
and discusses the different discourses involved in therapists’ work with these clients. A key
research question concerns intergenerational attachment experiences in relation to the ability to
bond with the unborn child.
The issue of substance abuse, pregnancy and parenting is a large, interdisciplinary research field. A
number of international and national studies have examined pregnant substance abusers and their
potential for adequate parenting (Lauritzen, Waal, Amundsen & Arner 1997; Sarfi 2012; Lund
2013; Pajulo, Savonlahti, Sourander, Helenius, Piha 2001b; Pajulo, Pyykkönen, Kalland, Sinkkonen,
Helenius, Punamäki & Suchman 2010; Mayes & Truman 2002; Suchman, McMahon, Slade &
Luthar 2005; Daaley, Argeriou, McCarty 1998).
There is little research to date on pregnant substance abusers who have been compulsorily
admitted under Section 10.3 of the Norwegian Health and Care Services Act. Norway is the only
country with such legislation for pregnant substance abusers. The aim of this study is to enhance
knowledge of the experiences of involuntary admission of this client group in terms of the effect of
the coercive context on bonding with the anticipated child. Apart from this study, there is little
systematic knowledge of pregnant substance abusers subject to involuntary admission in Norway.
Given the nature of such an intervention, it is surprising to find so little knowledge production.
There is a great need for more knowledge from a client perspective (Lundeberg & Mjåland 2009;
Programnotat for rusmiddelforskning 2007‐2011).
There are few international studies of the consequences of compulsory treatment of substance
abusers. Gerdner and Berglund (2006) have summarized knowledge of involuntary substance
abuse treatment from a Swedish and international point of view. They refer to several
international randomized controlled studies. The conclusion is that coercion has a positive effect.
There may be several explanations for this. Involuntary admission usually lasts longer than
voluntary admission. 82% of countries have some form of compulsory treatment for substance
abusers in general, while Norway is currently the only country with compulsory treatment for
substance abusers who are pregnant. Reitan (2017) has studied legal practices in Sweden related
to the admission of pregnant substance abusers. The reason for using coercion was an apparent
risk to the women themselves and their health. The argument that there was a risk to the foetus
did not constitute grounds for involuntary admission under Swedish legislation. Reitan refers to an
ongoing debate on ensuring women’s autonomy rather than protecting the foetus. In 2009, the
question of introducing coercion for pregnant substance abusers was reconsidered in Sweden, but
was rejected. Sweden also has no voluntary coercion, unlike Denmark. Norway is thus the only
Nordic country with legislation on involuntary admission and treatment for pregnant substance
abusers.
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What knowledge exists about how the mother’s SUD (substance abuse disorder) problems affect
the mother‐child relationship, and how does involuntary treatment affect this relationship? Are
there any differences between voluntarily and involuntarily admitted pregnant women in terms of
consideration for the child’s perspective?
Some studies show that women from high‐risk groups struggle to focus on the unborn child, as the
child has to compete for attention with the addiction (Pajulo, Suchman, Kalland & Mayes, 2006;
Söderström, 2012). One study has explored women’s sensitivity and involvement with the infant
by comparing expectant mothers with SUD to expectant mothers with mental health problems, in
addition to a control group without any such problems (Siqveland, Smith & Moe, 2012). The
researchers followed the women during pregnancy and until the child was three months old. At
this point in time, the SUD mothers still had major challenges despite pre‐ and postnatal
treatment. These challenges also affected their mothering ability. The main findings from the
study were that women with previous relational problems were more vulnerable than those in the
control group. The researchers concluded that these women need help to examine and work on
their relationship experiences and developmental histories in order to become sensitive mothers
for their children. They recommended starting work on this problem as early as in pregnancy.
In addition to the goal of enhancing knowledge of pregnant substance abusers and parenting, this
PhD also focuses on therapists’ discourses and understandings of treatment of this client group.
This thesis examines how therapists working with this group of expectant mothers experience and
negotiate substance abuse and modern ideals of motherhood in a context of voluntary and
involuntary treatment. The study analyses and elucidates aspects of potential significance for the
therapists’ understanding of the informants’ ability to bond with the unborn child; such aspects
are linked to the therapists’ descriptions, practices and experiences.
The first article concerns how pregnant substance abusers experience compulsory admission and
how this affects their relationship with the unborn child. Article 2 deals with therapists’ discourses
and understandings of concepts in their encounters with pregnant SUD women subject to
involuntary and voluntary admission. The third article highlights similarities and differences
between involuntarily and voluntarily admitted pregnant substance abusers.
1.1 Structure of the thesis
This thesis is divided into the following sections: 1) Introduction: a presentation of the project and
a review of key issues, 2) Relevant Research, 3) Theoretical Basis, 4) Methodology: this section
explains the theoretical foundation, method, selection and collection of data and presents the
analytical strategies, 5) Presentation of the Findings: this includes summaries of the three articles,
and 6) Discussion: here the overall problem and findings are discussed and the knowledge
contribution of the study is explained. The thesis also includes limitations of the study,
explanations of key concepts, and more detailed discussions of various themes highlighted in the
thesis.
While Section 5 presents a summary of each article, Section 6 links together the different findings
and discusses them as a whole. This clarifies the connection between the three articles. The
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section concludes with the possible implications of the results for the field of practice and
suggestions for further research topics. The reference list applies to the entire thesis with the
exception of references linked to individual articles, which are not repeated here. The interview
guide and information letter are found in Appendix 1 and 2, respectively.
1.2 Purpose of the study
The purpose of the project is to develop knowledge of how involuntarily and voluntarily admitted
pregnant substance abusers experience the treatment context and how this affects their
attachment to the child. Therapists’ understandings and discourses in their encounter with this
client group are also studied. Theoretical perspectives combined with the informants’ descriptions
formed the basis for the empirical analyses presented in the three articles. These jointly constitute
the findings of the thesis.
The project aims to provide insight into the understanding of the “mothering process” and
preparations for parenting of this group. What attachment experiences do these expectant
mothers have from their own upbringing, and how do these affect their view of the child in the
womb? The question of the possible effect of the treatment context on the mother‐child
relationship is also central. The study also draws attention to knowledge of how personal
experiences can be understood in light of changes in the public perception of pregnancy,
substance abuse and parenting. A further aim is to provide an enhanced description of therapists’
understanding of these women’s situation and of how this understanding forms a framework for
their contribution to the mothering process.
This thesis has been inspired by theory and research methods that attempt to capture the
individual perspective in the context of the social/discursive. By basing the analysis on the
informants’ descriptions and their social contexts, it has been possible to reveal key processes that
affect maternity (Hollway & Jefferson, 2005; Wetherell, 2012). The overall objective of the project
is to achieve an understanding of how compulsory and voluntary admission are experienced, also
in relation to the informants’ childhood experiences and their “interaction” with the unborn child.
The study raises the problem of how the unique history of the individual is combined with active
professional and societal discourses, which may affect the informants’ perception of their
possibilities to become an adequate mother for the child.

1.3 Overall questions of the project
The overall questions of the study are:
How do pregnant substance abusers experience the treatment context in relation to their own
attachment history and their possibilities for attachment with their child? What kinds of discourses
predominate and how do they affect therapists in their work with this client group?
Each of the three articles presents different research questions that fall within the overall
questions of the project. In Section 6, the overall questions, as well as sub‐questions, are discussed
on the basis of the sub‐studies of Articles 1, 2 and 3. The different results are combined, leading to
a discussion of the findings as a whole. Here the connection between the three articles is clarified.
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1.4 Concept clarification
This thesis concerns pregnant women addicted to substances, diagnosed with a substance abuse
disorder according to the International Classification System ICD‐10, F10‐F19 “Mental disorders
and behavioural disorders related to the use of psychoactive substances”. The WHO definition of
addiction involves behavioural, cognitive and physiological disorders that occur after repeated
intake of the substance. The user commonly has a craving for the substance and is unable to
control its use despite harmful psychological, physiological and social consequences. The user also
experiences increased tolerance of the substance and often a physical withdrawal condition that
results in higher priority for substance intake than other activities and obligations (WHO, 2010).
The diagnostic criteria cover harmful use or addiction. However, they only include use that is
harmful to the user, i.e. not use that is harmful to family members. The disorder itself does not
predict parenting ability (Benjet, Azar & Kuersten‐Hogan, 2003).
1.5 Limitations
Since Norway is the only Nordic and European country with legislation that provides for
compulsory treatment of pregnant substance abusers, and there have been no qualitative studies
of this group in Norway, it has not been possible to make comparisons with other studies than
those presented in the thesis. Two of the articles deal with pregnant substance abusers. The
analytical method chosen was systematic text condensation, inspired by Giorgi (1985, 2012) and
modified by Malterud (2001, 2012). A synthesis of codes and subgroups from the findings from
both the voluntary and the involuntary clients was subsequently re‐analysed and categorized. The
resulting categories constitute the substantive findings in Article 3. In Article 2, where the
empirical data consists of focus group interviews of therapists of both informant groups, a
Foucault‐inspired analytical method was chosen (Willig 2013). This way of organizing the material
enabled an analysis of situational descriptions from pregnant SUD women in both the voluntary
and involuntary group and from the therapists working with the two groups. Other methods of
analysis could have been chosen and could have provided other findings and perspectives.
2.0. Relevant Research
This thesis draws on knowledge from different research traditions where pregnancy, substance
abuse and maternity in a family and generational perspective represent an overall theme. This
section first presents findings from previous studies used in the articles and in the thesis as a
whole. The study also shows how the treatment context affects these topics.
Substance abuse in pregnancy is a major problem that has led to different treatment approaches.
A number of international and national studies show that children of SUD mothers have a greater
risk of developing relationship problems and hence an insecure attachment style (Van IJzendoorn,
1995; Kelley, Cash, Grant, Miles & Santos, 2005). As many as 90% of the mothers interviewed in
our study had had a home background with substance abuse problems; they also reported
different degrees of neglect in their own childhood. The other mothers described challenging
family interaction patterns. Research indicates that children of SUD mothers are at risk of
maladjustment. They have an increased risk of both physical and socio‐emotional problems (Pasco
Fearon, Bakermans‐Kranenburg, Van IJzendoorn, Lapsley & Roisman, 2010; Conners, Bradley,
Mansell, Liu, Roberts, Burgdorf & Herrell, 2004). In the population as a whole, genetic
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vulnerability, negative influence of family and environment, psychosocial challenges and lower
socioeconomic status are seen as risk factors for the development of substance abuse problems
(Galea, Nandi & Vlahov, 2004).
There is increasingly clear evidence that substance abuse problems are passed on from one
generation to another and that parental SUD is associated with a risk of serious mental health and
addiction problems in the next generation (Jääskeläinen, Holmila, Notkola & Raitasalo, 2016).
Generational transmission of SUD refers to a situation where children born of parents with
substance abuse problems develop similar problems and this lasts for at least two generations.
Substance abuse is also one of the most hereditary conditions known (Kendler, Aggen, Tambs &
Reichborn‐Kjennerud, 2006; Mayfield, Harris & Schuckit, 2008). More than half of patients in SUD
treatment facilities in Norway have grown up with parental substance abuse (Lauritzen et al.,
1997). This is described as a combination of genetic and environmental factors.
2.1 Risks associated with genetics and prenatal substance abuse
Exposure of children of SUD mothers to genetic and biological risk factors, in conjunction with the
risk of foetal exposure, was one reason for the introduction of involuntary treatment for pregnant
substance abusers in Norway in 1996. The main point of the legislation is that pregnant substance
abusers can be admitted to inpatient facilities without their consent if their abuse indicates a high
risk of harm to the foetus, and if voluntary interventions are an inadequate solution. The unborn
child was thus given priority over the woman’s right to decide about her own life (Søvig, 2007).
Coercion is a serious intervention in a person’s life. Many will find it degrading and outrageous to
limit a person’s freedom of action. The law was strongly debated by experts in the field when
Norway became the only Nordic and European country with such legislation for pregnant SUD
women (Leppo, 2009). The Nordic debate has primarily focused on the legal status of the foetus,
patient rights, the right to autonomy and consequences for the women’s motivation, as well as
concern about how such use of coercion would affect the therapeutic alliance. The debate has
often revolved around the balance between individual autonomy and protection of the foetus,
where motivation and availability for treatment were also challenged (Leppo, 2009; Søvig, 2011).
In the debate in Norway, it was stated that there was a lack of knowledge about how to reach
women who use alcohol early in pregnancy and which interventions were effective (Program for
rusmiddelforskning 2007‐2011). In order to remedy this, Lundeberg & Mjåland (2009) were asked
by the Directorate of Health to evaluate the relevant section of the legislation. They found limited
use of compulsion on substance abusers in Norway, but an upward trend over time. In their
summary, they pointed out a lack of individualised approaches in the use of coercion in inpatient
facilities, and the fact that coercion takes many different forms. They also stated that patients’
experience of coercion varies accordingly. They found it remarkable that there was so little
knowledge production given the nature of the intervention, and indicated a great need for more
knowledge from a user perspective.
A case study of two women subject to compulsory admission under Section 10.3 of the Norwegian
Health and Care Services Act explored the ethical and clinical aspects of the intervention
(Söderström, 2012). The study concluded that it was challenging to safeguard the ethical rights of
women and to establish a therapeutic alliance, as a context of coercion is challenging in itself.
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Söderström therefore emphasized the importance of addressing the ethical aspects of involuntary
admission, accompanied by a strong focus on alliance building. She maintained that a focus on
women’s rights and protection of the foetus must be viewed as two sides of the same coin.
Moe and Slinning (2001) followed a group of SUD mothers and their children from pregnancy until
the children were 4½ years old. Their studies of newborns who had been exposed to opiates and
other substances during pregnancy showed that 78% of them had neonatal abstinence syndrome,
with boys particularly susceptible. Slinning (2003) stated that the children had attention and self‐
regulation problems as newborns. Of the children exposed to prenatal substance abuse, 88% were
placed in foster homes or adopted before the age of one. Moe (2002) studied the children again at
the age of 4½ and showed that the sum of the biomedical risk factors associated with the effect of
substances in pregnancy can lead to later developmental problems, even if the child receives
adequate care after birth. When the children were 4½ years old, they tended to perform worse
than other children in perceptual development (Moe, 2002; Slinning, 2003).
Various studies have found a harmful effect on children exposed to substances during pregnancy
(Helmbrecht & Thiagarajah, 2008; Topley, Windsor & Williams, 2008; Vucinovic, Roje, Vucinovic,
Capkun, Bucat & Banovis, 2008). Internationally, it is estimated that between one and four of
every two thousand newborns may be born with Foetal Alcohol Spectrum Disorder (FASD), while
in Norway it is thought that about 600 FASD children are born every year (Alvik, 2007). FASD
includes different degrees of dysmorphic facial features, pre‐ and postnatal growth retardation, as
well as varying degrees of brain dysfunction (Elgen, Bruarøy & Lægreid, 2007).
Knowledge of environmental factors will also be part of the overall understanding of pregnant SUD
women in order to prevent generationally transmitted negative experiences. Studies show that
intergenerational transmission of SUD problems is linked to genetic susceptibility in interaction
with environmental factors (Verhulst, Neale & Kendler, 2015; Kendler et al., 2006). A meta‐analysis
of studies of twins and adoption found that about 50% of alcohol abuse was due to heredity
factors (Verhulst et al., 2015). Heredity was mainly linked to genetics, but the child’s environment
also had a significant effect. Kendler et al. (2006), in a study of Norwegian twins in the general
population, found that genetic factors also play a major role in the abuse of illicit drugs. A genetic
predisposition may be perceived as a deterministic and thus a negative factor. Mayfield, Harris &
Schuckit (2008) emphasized that research‐based knowledge helps to detect susceptible children to
make it possible to intervene at an early stage to prevent the development of substance abuse
problems.
2.2 Research on mothers in opioid maintenance treatment
In Europe, it is estimated that about 30 000 children are born annually to mothers with opioid
abuse (Gyarmathy, Giraudon, Hedrich & Wiessing, 2009). In many European countries and in the
US, the recommended treatment for pregnant opioid abusers is opioid maintenance treatment
(OMT) (WHO, 2010). Studies show that between 40% and 90% of newborns of women in OMT
have different symptoms that require treatment, referred to as neonatal abstinence syndrome
(NAS) (Welle‐Strand, 2015; Jansson & Velez, 2012). Infants born with NAS show a clinical picture of
hypersensitivity to stimuli, agitation, persistent crying, fever, vomiting and tremors (Elgen et al.,
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2007). In Norway, about 30‐40 babies are born annually to mothers in a national OMT programme
(LAR) (Bakstad & Welle‐Strand, 2011).
Three of the mothers in this study were in OMT treatment, and others had experience of OMT. A
research team from the Norwegian Centre for Addiction Research, University of Oslo followed
substance‐dependent mothers in OMT and their children in pregnancy and for several years after
birth. The purpose of the study was to investigate families where the children had been exposed
to prenatal opiod in the womb and grew up with a mother using opioids in OMT (Lund, Brendryen
& Ravndal, 2014). Four years after the birth, the study found that several mothers still had mental
health problems, but controlled their substance use if they had access to psychosocial support.
Sarfi, Sundet and Waal (2013) followed these children in the first years of life. Their findings show
that regular care and assistance to the family were more important for the children’s well‐being
than prenatal opioid exposure in OMT. Welle‐Strand (2015) studied the same women and found
that breastfeeding was important in reducing children’s abstinence symptoms. She also found
higher birth weight in children whose mothers decreased their use of opioids during pregnancy.
The primary goal of intensive treatment of pregnant substance abusers is to protect the unborn
child. The treatment requires strong motivation in the women, who face abstinence and
ambivalence challenges. Pregnancy is a time of fear, anxiety and guilt regarding the health of the
child (Pajulo et al., 2006). Against this background, it may be difficult for pregnant substance
abusers to seek help. The literature shows that treatment for this group has varied in terms of
time of admission, treatment context, length of treatment and structure of interventions (Daley et
al., 1998; Mayes & Truman, 2002; Pajulo et al., 2010).
2.3 Substance abuse in a family and generational perspective
Research shows that parental substance abuse poses a risk of dysfunctional family interactions
and varying degrees of neglect (Dube et al., 2001). There is high correlation between parental
alcohol dependence and the risk of physical, sexual and psychological abuse, physical and
emotional neglect and domestic violence. A study by Lindgaard (2011; 2013) found that high levels
of family conflict and violence are associated with parental SUD. The children are at risk of
developing a variety of problems in adulthood, such as different degrees of anxiety, depression,
eating disorders, suicide risk, low self‐esteem, dependence on others and problems with intimacy.
These results concur with a number of other studies that show that neglect and domestic violence
are associated with poor protection of the children and their potential exposure to violence and
abuse. Common to these studies is the relationship between parental alcohol problems, poor
family functioning and poor adjustment in children (Christoffersen & Soothill, 2003; Haugland,
2003; 2005; Keller, Cummings, Davies & Mitchell, 2008).
Since 2000, a number of studies have been conducted under the larger ACE (Adverse Childhood
Experiences) study. The various studies have examined the association between negative
experiences in childhood and subsequent health problems. The findings indicate that challenging
childhood experiences such as parental SUD negatively affect a child’s normal development. These
findings agree with studies that show a clear relationship between parental alcohol abuse and
poor family functioning and neglect. These studies also found that children of SUD parents were
more likely to develop their own SUD problems and use of illicit drugs (Perry, 2010; Anda et al.,
2006, Dube et al., 2001). Studies by Felitti and Anda (2010) show a connection between adverse
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childhood experiences and health in adulthood, as well as the development of SUD. Research also
shows that persistent early traumatic experiences are particularly harmful in terms of developing
post‐traumatic stress disorder (PTSD) (Courtois & Ford, 2009). These studies coincide with the
findings of other research on the effect of adverse childhood experiences on life‐long physical and
mental health (Hughes et al., 2017).
Studies show that only one‐third of patients in substance abuse treatment are women, and some
studies have shown that they appear to have greater challenges than their male counterparts. It
has also been shown that women appear more reluctant to seek help for their substance abuse
problems, despite the fact that treatment outcomes are equally good for both genders (Green,
Poland, Dickinson, Lynch & Bennett, 2002). Various studies have indicated that women’s
substance abuse problems appear to develop more quickly, they use more addictive medications,
and they seem to become more rapidly addicted (Green et al., 2002). Women have health
problems after less consumption and a shorter time than men. Addicted women also report more
condemnation, poorer networks and less social support than addicted men (Greenfield, 2002;
Green et al., 2002). SUD women often suffer from anxiety, depression, guilt and shame
(Söderström, 2012). A Norwegian longitudinal study of SUD fathers with a complicated
socioeconomic background found that fatherhood and motherhood developed in different ways
(Herland, Hauge & Helgeland, 2014). The mothers in the study tried harder to meet societal
demands and expectations of them as mothers, while the fathers were more distant from their
children. The fathers reported having had a distant relationship with their own fathers. However,
this also proved to be a motivational factor in breaking with the past and relying on one’s own
resources. The authors highlighted the importance of receiving support and assistance from
treatment services and child welfare, and close cooperation with the child’s mother as important
factors in improving fathering skills. The study showed that, regardless of whether the fathers
lived with their children, relapses to substance abuse and a break‐up with the children's mother
were decisive factors for their relationship with their children.
In another study, Finnish women with alcohol and/or other substance abuse received special
treatment in pregnancy and were followed for six years (Kahila, Gissler, Sarkola, Autti‐Rämö &
Halmesmäki, 2010). The mothers were compared to a control group without SUD. The findings
showed that the SUD mothers had a greater risk of mental health disorders and various infectious
diseases. They also had more frequent outpatient treatment, longer stays in hospital and were
more likely to receive disability and social security benefits. The authors concluded that adequate
follow‐up care after the birth and SUD treatment are both important.
Studies by Powis et al. (2000) indicate a variety of challenges for mothers who use heroin or other
opiates. It is shown that they have both social and psychological problems in addition to their SUD
challenges. The women with the most serious challenges, abusing both alcohol and heroin, felt
that they had to seek substance abuse treatment to avoid losing custody of their children.
However, they were also afraid that seeking treatment would make them more likely to lose
custody (Powis et al., 2000). This study is supported by another study that found that SUD women
are reluctant to talk to health and social services about their SUD problems in connection with
being a mother (Rhodes, Bernays & Houmoller, 2010). They struggle between their SUD
challenges, with the associated risk behaviour, and their desire to care for their children. This
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concurs with Trulsson’s (2003) studies showing how SUD mothers adapt to social services: they are
afraid to lose custody of their children, and view social services as a threat. They need help but are
afraid that the social services will consider placing their children in care. Other research shows that
SUD women who are also prostitutes are careful about contacting social services for fear of losing
their children (Beard et al., 2010).
2.4 The importance of protective factors for children of SUD parents
It is of vital importance to be aware of the risk factors involved in SUD families. Longitudinal
studies of children of SUD mothers show that their symptoms and functioning can improve or
decline during childhood and adolescence (Moe, 2002; Sundfær, 2009). Early intervention for
pregnant substance abusers coupled with long‐term follow‐up care after the birth involves
identifying mechanisms that protect the children from developing problems. In this way, effective
measures may be put in place for children and families at risk (Borge, 2003).
Other studies emphasize the importance of stable and caring significant others, seen in the
context of the perception of having control over one’s life. These are also protective factors for
developing addiction. This agrees with a study that found that good relationships with others
protect people from psychological problems and substance abuse, particularly in early life, but
also in adulthood (Mayes & Suchman, 2006; Luthar, 2006). The authors emphasize that various life
circumstances, such as substance abuse, families with broken relationships, poor finances and
serious illness make it especially difficult to maintain protective factors.
Research also shows that SUD mothers’ care for their children is influenced by the mothers’ own
early attachment to their parents. Other factors affecting mothering skills may be depression, the
use of illicit drugs, and the experience of social support (Suchman, McMahon, Slade & Luthar,
2005). A study of adult children of alcohol abusers found an association between their attachment
style and their own childhood experiences of interaction with their parents. The study emphasizes
that parenting style affects the type of attachment style the children develop (Kelley et al., 2005).
Studies of young adults who had grown up with opiate‐addicted parents in methadone treatment
revealed that early interventions to prevent and reduce children’s externalizing and internalizing
problems could protect them and improve their adaptation ability in adulthood (Skinner,
Haggerty, Fleming & Catalano, 2010).
Most women in the present study have grown up with parental SUD. Parenting style seems to be
transmitted from one generation to the next (Belsky, Conger & Capaldi, 2009). Mayes & Truman
(2002) conducted a metastudy of parenting style among substance abusers. Their findings show
that substance abuse interferes with parenting skills and is associated with an increased risk of
violence and neglect, as well as challenges in interpreting children’s needs. The authors point out
that a limitation of most studies is that the samples often consist of single parents, with low
education and mental disorders. They are also taken from urban areas. These factors are in
themselves risk factors for poor parenting.
Several studies (Keller et al., 2008; Bailey, Hill, Oesterle & Hawkins, 2009) find that SUD parents
are more likely to have a parenting style that involves stricter discipline, less attention to children,
and lower levels of care and warmth. Different studies point out the importance of social support
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as a moderating factor in the development of SUD, and show that women exhibit greater
vulnerability than men to a lack of social support (Kendler, Myers & Prescott, 2005). Research by
Suchman, McMahon, Slade and Luthar (2005) shows that addicted women can learn to take good
enough care of their children if they receive sufficient social support. If mothers experience
belonging and feel better emotionally, they can be more sensitive to and present for their
children.
2.5 Summary
The backdrop to this study is a review of important sources of knowledge on pregnant substance
abusers. Various studies show how substance abuse in pregnancy is a many‐faceted health
problem for both mother and child. A number of studies conclude that SUD is transmitted from
one generation to another. Several studies also show that children of SUD mothers are at risk of
developing relational problems and thus challenges in their own parenting style. The risk involves
genetic vulnerability and biomedical challenges in combination with environmental factors. ACE
studies emphasize the association between difficult childhood experiences and subsequent health
problems.
The legislation on compulsory treatment for pregnant substance abusers was introduced in
Norway in 1996, and Norway is the only country with such legislation. There are to date no
qualitative or quantitative studies of the effect of this compulsion on these mothers’ ability to
consider the perspective of the unborn child. This thesis attempts to show how the treatment
context, therapists’ discourses, and knowledge of the personal experiences of substance abusers
must also be understood in the light of the public perception of pregnancy, substance abuse and
maternity. The study points out the necessity of a comprehensive approach to pregnant women
with SUD. Enhanced knowledge can help to reduce the stigma surrounding this group.

3.0 Theoretical Background
The theoretical statements in the articles are brief. The aim of this section is to connect and
elaborate on the theoretical and analytical perspectives.
A key theoretical perspective in this thesis is attachment theory. In attachment theory, the
relationship between parents and infants is governed by the parents’ internal working models of
parenting. Such working models are created by expectant mothers’ past experiences with their
own parents, and these patterns are largely transmitted to the child before and after birth
(Bowlby, 1998; Broden, 2004; Fonagy, 2005; 2006). The working models may be seen as cognitive
maps based on past experiences and expectations. Attachment processes begin during pregnancy,
involving the woman’s various imaginations and thoughts about her unborn child. Prenatal
attachment theory is a new field of knowledge originating from general attachment theory (Stern,
Bruschwiler, Stern & Friland, 1998).
The aspects of attachment theory described here have direct or indirect significance for the
present study. Bowlby’s (1984; 1998) hypotheses that human beings share an innate biological
need for socialization to seek security formed the basis of an association between the perspectives
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of psychoanalysis, ethology, learning theory, developmental biology and system theory. Later,
developmental psychology, cognitive psychology and neurophysiology were incorporated into
attachment theory. The concept of attachment refers to the inclination of children to seek close
relationships with people who can provide protection and comfort (Brandtzæg et al., 2011).
Bowlby (1984; 1998) argued that people have an innate repertoire to seek security and that the
path they choose has its origins in their childhood interaction with significant others. The focus
thus shifted from intra‐psychic conflicts to interpersonal relationships, and from mental processing
in adulthood to actual childhood experiences. Bowlby’s main message is that attachment is a
result of early attachment history and present circumstances. Change is always possible, but is
limited by earlier adaptation (Bowlby, 1998).
3.1 The strange situation procedure
The strange situation procedure was developed by Ainsworth and colleagues (Ainsworth, Blehar,
Waters & Wall, 1978; 1973) in order to observe attachment strategies in children in situations
where they were exposed to some, but not excessive, stress. Three main attachment styles were
identified: type A (insecure avoidant), type B (secure) and type C (insecure ambivalent/resistant)
(Ainsworth, Blehar, Waters & Wall, 1978; 1973). The term attachment strategies was used instead
of attachment patterns, as the term strategy provides a better description of the dynamic aspect
of behaviour in general. It also emphasizes the inclusion of the child as active and acting. It was
soon realized that it was difficult to place all children within Ainsworth’s original strategies. If
caregivers provided relatively stable care, the basic strategies would persist, while some children
would develop more complicated strategies, described as disorganized attachment. This could be
due to trauma, abuse or serious neglect. Main & Solomon (1990) expanded the model to include a
new strategy (type D) that they termed disorganized in order to describe attachment behaviour
that included these differences. Hesse (2005) described strategy D as a second‐generation result
of parents’ unprocessed traumas.
3.2 Changes in attachment styles
This PhD has aimed to ascertain the types of internal working models the SUD women brought
into their relationships with their unborn children by using items from the Adult Attachment
Interview (AAI) and the Working Model of the Child Interview (WMCI). AAI is a semi‐structured
interview, developed to investigate the childhood attachment experiences of adults. It was later
also used to examine the association between adults’ attachment experiences and the attachment
security of their children (Brandtzæg et al., 2011). WMCI is an interview that directly explores the
thoughts and feelings of parents about an unborn child.
Slade (2005) developed the term “parental reflective functioning”, which has in origins in
attachment theory (Fonagy & Target, 1996; 1997). Here, the authors describe parents’
representations of the child and the relationship between the child and the caregiver. The study
shows how the ability to understand interpersonal behaviour in the form of mental states
(mentalization) plays a key role in the organization of the self and emotion regulation. The
psychological self is formed through increased understanding of mental states. The ability to
mentalize is developed through the care provider mirroring the child. This development may be
limited if children are exposed to serious relational conflicts or deficiencies, acute stress or
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trauma. Secure attachment is assumed to have a positive effect on mentalization, while insecure
attachment weakens it. A mother’s mentalizing ability towards her child will affect her parenting
skills and thus the child’s ability to develop secure attachment and its own mentalization (Fonagy
& Target, 1996; 1997).
Bowlby (1998; 1999) formulated the concept of internal working models. These models serve to
help children in their interactions with others. According to attachment theory, children who have
supportive and accessible parents construct internal working models about themselves as able to
cope and worthy of help. If positive experiences predominate, children will be better able to
tolerate negative experiences. This requires a form of interaction where children find that their
parents are receptive to their signals and react in a loving manner (Broberg, 2000; Bowlby 1998;
1999). Children with parents who provide little response and who threaten to leave them can
develop internal working models of themselves as unworthy (Ricks, 1985). The contradiction that
may then arise between the child’s instinctive need for parental protection and attachment and
the need to protect themselves from negative experiences “may force the child to forget”, and
thus repress the difficult experiences. In this way, the child can maintain a positive internal
working model of the parents. Such mechanisms can help the child to survive in dysfunctional
interaction. The protection mechanisms thus lead to the loss of important information about
reality (Broberg, 2000). One consequence of this may be that the child operates with two
contradictory internal working models of the parents, one conscious positive model that contains
pleasant memories, and one subconscious negative model where emotions associated with painful
experiences are kept (Broberg, 2000). Based on their experience of unpredictability and
contradictory responses from significant others, some children will also develop conflicting and
ambivalent internal working models (Bowlby, 1998; 1999). These working models become the
building blocks of the relationship we as adults develop with our own children.
Winnicott (1969) described what “good enough care” could be to help children who suffer from
neglect. He shed light on key driving forces and preconditions for good enough care. The term
refers to a maternal function that is capable of sensing the child’s needs and of providing
empathetic, affectionate and stable care. Helping parents to be self‐reflective and to realize the
importance of their previous attachment experiences has been central in work to change
ambivalent parent‐child interaction (George, Kaplan & Main, 1984; 1985; 1996).
Recent research has shown that acquired attachment patterns can be changed by providing help
to process adverse childhood experiences. Through help to reflect and to create a new and
coherent narrative, a base of adverse experiences can be the starting point for new attachment
experiences. A new narrative is based on the relationship between previous attachment
experiences and the here‐and‐now situation, as well as thoughts about the future. Studies show
that it is possible for parents to give their children a secure base despite their own negative
childhood experiences (Main, 1984; Cassidy, 2001; Cassidy, 2005).
Recent attachment theory has also expanded its perspective on the types of exchange that create
attachment. In contrast to the emphasis on security in the earliest theoretical framework, various
forms of affective communication are now included in interaction with implications for
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attachment. Thus, state regulation, or affect regulation, has generally emerged as the primary
basis for the attachment relationships (Brandtzæg et al., 2011).
3.3 Criticism of attachment theory
The main objection to attachment theory has been that it implies an overly deterministic attitude,
partly because attachment strategies have been already established and are difficult to change
after the age of one. Recent research shows that attachment strategies can change permanently if
there is change in the life circumstances of the family and child (Stern, 1985). Attachment theory
has also been criticized for representing a Western understanding of attachment that
inadequately describes how attachment is expressed in other cultural contexts.
It has been well documented that significant new experiences can lead to reorganization, even in
adulthood (Bretherton, 1989; Rutter, 2000; Cassidy, 2001; Main, 1984). Factors that can bring
about such change may include different phases of the life cycle such as puberty, marriage,
pregnancy, childbirth and maternity, in addition to therapy (Ricks, 1985; Field, 1996; George &
Solomon, 1996; 1999; Cassidy, 2001). Cassidy (2005) argues that for such events to lead to
reorganization, the individual must feel secure and receive help to explore and acknowledge the
pain of the past. This assumes that the person is able to recall and talk about the past. In this way,
a person can become capable of regulating and tolerating distress and carry it without repressing
it.
The theory of memory systems is central to understanding and studying attachment in adults
(George, Kaplan & Main, 1984; 1985; 1996; Crittenden, 2001). Tulving (1972) designed a model
that divided human memory into semantic and episodic memory. Semantic memory refers to
general information and knowledge that is not related to personal experiences. Episodic memory
refers to memories of personal events in time and space. These theories became important in the
study of attachment in adults. Descriptions of internal working models suggest that secure
interaction involves an integration process between the memory systems. Insecure interaction
appears to involve a splitting or distortion of these systems.
Attachment theory has mainly focused on mother‐child interaction. The main tenet of the theory
is that infants need a primary attachment figure in their first year of life and that this person is
usually the mother in our culture. Such a focus has had consequences for predictions of health.
There has been less attention to other types of relationships, such as the importance of the father‐
child relationship and other relational experiences beyond the mother‐child dyad in later life. Self‐
regulation mechanisms and the influence of the greater socio‐economic context are other factors
that have been shown to be significant.
3.4 Prevention and treatment
Requirements and expectations for parenting and caring for children change over time. Being a
parent thus involves a number of normative “codes” that are negotiated within given historical
and cultural frameworks (Alvesson & Sköldberg, 2008). Parenthood as a socially constructed
phenomenon is therefore affected by structural conditions in society, such as dominant discourses
about how mothers and fathers should act. The actions of mothers and fathers and their parenting
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styles can be understood in light of these structures, which can lead to normative guidelines on
acknowledged and acceptable ways of parenting.
These historical changes clearly also apply to SUD mothers. From 1900 until the 1950s, children
were taken from SUD mothers, and there was no practice of dialogue with the mother to bring
about a reunion between mother and child (Trulsson, 2003). In the 1960s and 1970s, critical voices
were raised against this practice. The influence of feminists helped to change the perception of
SUD women. Whereas the previous view had been based on pathology (Ravndal, 2008), societal
responsibility was now introduced into the debate. Dialogue with SUD women was thus initiated,
not only in relation to their shortcomings, but also with reference to their abilities and resources
(Ravndal, 2008; Hilte, 1996). SUD women were now regarded as valuable to their children. The
late 1990s saw the emergence of treatment for mother and child, where the family perspective
was emphasized, unlike previous individual‐oriented treatment. Now SUD women were given the
chance to get help with their problems. They were allowed to keep custody of their children to a
greater extent than in the early 1990s, when many women had their children taken from them
and placed in foster homes (Moe & Slinning, 2001).
During this period, knowledge of the risk of harm to the unborn child also emerged. It became of
prime importance to address the mother‐child relationship within a voluntary context.
Research on the possible risks associated with substance abuse in pregnancy is no longer a
political issue. However, there are still knowledge gaps in the field, as it is difficult to specify the
harm caused by various forms of prenatal substance exposure (Gray, Mukherjee & Rutter, 2009;
Mäkelä, 2009).
Norway is the only Nordic and European country that has introduced involuntary treatment for
pregnant substance abusers (Søvig, 2007). One of the goals of both voluntary and involuntary
treatment is to assist expectant mothers to become substance‐free. By working closely with the
client, the main objective is to create a substance‐free environment for the unborn child. These
women are often in a situation where they have to make major life changes, and need help and
support to create space for the unborn child, in both psychological and practical terms (Pajulo et
al., 2006).
In the case of voluntary inpatient treatment, the whole family can be admitted in Norway. Special
family units have been set up in SUD facilities. This type of treatment is financed by the public
sector. People with addiction problems are entitled to suitable treatment, and inpatient facilities
are committed to following central health policy guidelines. Treatment is also offered to other
family members, including children, who are affected by the client’s problematic substance abuse.
The aim is to reduce the negative consequences of substance abuse for the individual, for family
members and for society as a whole (Norwegian Directorate of Health, 2017).
Pajulo et al. (2010) examined the role of mentalizing ability for SUD mothers in treatment. They
found it useful to train this ability in order to develop sensitivity to the child and thus improve
interaction. Another study showed that addicted parents may find it difficult to pay attention to
their children’s needs because their attention is directed towards substances (Söderström &
Skårderud, 2009). This can endanger children’s development of self‐regulation and social skills.
25

The authors recommend interdisciplinary long‐term treatment for SUD families with a focus on
parental ability to mentalize. Researchers and clinicians describe mentalization and reflective
ability in family treatment as a potent factor for change in parent‐child interaction (Suchman,
Mayes, Slade & Rousaville, 2004). However, the theoretical foundation of mentalization has also
been criticized for individualizing extensive and complex problems and for an excessive focus on
inner reality as a potential for change (Nygren & Skårderud, 2008).
3.5 Perspective of therapists
Studies show that having a child can be perceived as a turning point in the lives of SUD women and
can enable new choices to be made. By focusing on the woman’s understanding of her role as a
mother and encouraging her to reflect on her own childhood and relationship history, she can
become aware of the aspects of this narrative she wants to change and the aspects she wants to
pass on to her own children. If she receives help in seeing connections and accepting her past, it
may be easier to break the generational cycle of SUD and address her maternal role (Broden,
2004).
The attitudes of therapists will be crucial. Even if their attitudes are not made explicit to clients,
they will be reflected in their therapeutic work. Studies of the experiences and perspectives of
social workers who worked with young mothers revealed that both parties were very concerned
about the intergenerational transmission of problems (Rutman, Strega, Callahan & Dominelli,
2002). However, they had different ideas about what could break this intergenerational cycle.
Social workers usually considered intergenerational transmission to be unavoidable, unless the
mothers were able to give priority to parenting. The mothers, on the other hand, saw having
children as an important turning point, providing the opportunity for a better life. The study
concludes that the mothers seemed to have greater hope than the social workers that the
generational cycle of substance abuse could be broken.
3.6 Summary
The experiences of the expectant mothers presented in this thesis are partly related to conflictual
emotions from their own childhood. The women’s descriptions can also be understood in the light
of prevailing parenting discourses. The cultural significance of parenthood is revealed through
normative debates and discourses about what a family is. Parenting means being a caring, warm
and loving parent, but also setting necessary limits for one’s children (Andenæs, 1996; Haavind,
2006). Distressing childhood experiences such as exposure to parental substance abuse, violence,
traumatic events and neglect can all have a negative effect on children’s psychological
development, and thus also on these pregnant substance abusers and their attachment strategies
(Perry, 2010; Anda et al., 2006). If future SUD parents can become substance‐free and develop a
positive parenting style and good parenting skills, the risk of intergenerational transmission can be
mitigated.
This thesis attempts to explore the women’s own childhood and relationship experiences in terms
of their ability to attach to the unborn child. It has also been helpful to explore the extent to which
a coercive context affects this process and whether there are differences between women in
compulsory and voluntary treatment. The therapists’ descriptions seen in the context of their
understanding of the two groups complement the picture of a context for potential change. The
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discourses emphasized by therapists in their efforts to prevent the transmission of SUD problems
affect whether and how this potential can be realized.
This thesis has aimed to enhance knowledge of how the two groups of pregnant substance
abusers experience the situation of preparing for motherhood, and to increase awareness of how
service providers meet these challenges and thus develop good treatment processes for both
groups.
4.0 Data and Methods
This section begins with a presentation of the methodological approach. The sample, data,
interview guide and analytical methods are explained. The role of theory in the analysis, practical
approaches and limitations of the two methods of analysis are discussed. The section also
presents arguments for the choice of analytical methods, analytical questions and analytical
approaches. Finally, ethical questions related to the study are raised.
4.1 Qualitative in‐depth interviews
The methodological approach in this study used qualitative in‐depth interviews focusing on the
narratives and childhood experiences of pregnant women with substance abuse problems and
their descriptions of the unborn child.
The empirical data was collected using semi‐structured, qualitative in‐depth interviews of
pregnant substance abusers in voluntary treatment, and subject to involuntary treatment under
Section 10.3 of the Health and Care Services Act. The study also included focus group interviews of
therapists working with both groups. The same interview guide and questions were used for both
client groups. The interview guide for the therapists in the focus groups consisted of open
questions about how they as a group understood and described the two groups of pregnant
substance abusers.
4.2 Recruitment of informants
Four of the largest specialized treatment facilities in Norway, with services for pregnant SUD
women, were invited to participate. Three of these had both voluntary and involuntary admission
(§ 10.3), while the fourth only had clients admitted voluntarily and under voluntary coercion (§
10.4), which means that the client can be kept in the treatment facility for up to three weeks,
which can be repeated up to three times (Søvig, 2004). All treatment facilities agreed to
participate in the study and helped to recruit the informants and plan and conduct the interviews.
They also arranged for post‐interview talks with therapists if needed, but none of the informants
took advantage of this offer.
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4.3 Sample
Overview of data and methods
Sub‐study 1

Sub‐study 2

Sub‐study 3

Data collection
method

Individual semi‐
structured in‐depth
interviews

Focus group
interviews

Individual semi‐structured
in‐depth interviews

Participants

Eight pregnant
women with SUD
admitted involuntarily
under § 10.3

40 therapists
working with
both groups of
women, divided
into four focus
group
interviews

Eight pregnant women
admitted involuntarily under
§ 10.3, eight pregnant
women admitted voluntarily,
and one partner, all with
SUD

Analytical
method

Systematic text
condensation

Discourse
analysis

Systematic text
condensation, exploring
similarities and differences
between the two groups of
mothers

The total sample for this thesis was 57 informants. Seventeen of these were clients: eight
pregnant substance abusers in involuntary treatment from three treatment facilities and eight
pregnant substance abusers (and one partner) in voluntary treatment, also from three different
treatment facilities. In addition, 40 therapists from all four treatment facilities participated in four
focus group interviews.
In the first sub‐study, interviews were conducted from November 2011 to May 2013 and the
informants (n = 8) had been admitted involuntarily under § 10.3 to three different units. The
average age was 26 years (17‐44 yrs.). The women were in different trimesters, on average 25
weeks pregnant (11‐39 weeks), when interviewed. All informants had mixed abuse. Six had grown
up in homes where both parents had substance abuse problems. One informant did not report
substance abuse in her family, but had been placed in care at the age of 13 owing to her own
substance abuse. All informants in both groups had been diagnosed with a substance abuse
disorder according to the International Classification System ICD‐10, F10‐F19 “Mental disorders
and behavioural disorders related to the use of psychoactive substances”, usually referred to as an
addiction disorder (WHO, 2010). Five of the women had not given birth previously, while three
had lost custody of their other children due to their substance abuse. One of the women was
accompanied by the child’s father in the facility, but he did not participate in the study. Seven of
the women were in a relationship with the child’s father. All these relationships had lasted a short
time and were SUD‐related, as the fathers also had their own substance abuse problems. The
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eighth woman in the study had recently broken off her relationship with the father of her unborn
child.
The second sub‐study consisted of focus group interviews with 40 therapists from four treatment
facilities. The units involved offered treatment to both groups of pregnant women. The focus
group interviews were conducted from June 2013 to January 2014. Two of the facilities had
designated units for pregnant substance abusers admitted under § 10.3, one facility treated both
groups in the same unit, and one only treated clients admitted voluntarily and under voluntary
coercion (§ 10.4). The interviewees were nurses, social workers, midwives, family therapists, child
welfare counsellors and psychologists. Two of them were men and the average age was 45 years
(29‐61 yrs.). Twenty of the informants worked with the women subject to involuntary admission,
while eight worked only with those in voluntary treatment. Twelve worked with both groups.
Sub‐study 3 contained interviews with the same eight women in compulsory treatment as in sub‐
study 1, and with eight women and one partner in voluntary treatment (n = 17). Data from the
voluntary group were collected from May 2013 to February 2014. These informants thus consisted
of seven women and one couple. The women were in different trimesters, on average 24 weeks
pregnant (9‐39 weeks), when interviewed. The average age of the women was 26 years (17‐44
yrs), while the male partner was 37 years old. For six women, it was their first child, and two
women had lost custody of their other children. One of these had two children who lived with
their father, and the other had one child who lived with an aunt. Six of the women had an intact
relationship with the father of the unborn child, and three of these had also been accepted for
voluntary admission; two were still waiting for admission, while one was already admitted when
interviewed. All the relationships were SUD‐related; the future fathers thus had their own
substance abuse problems. Three of the women were in OMT. The voluntary clients’ interviews
were compared with the previous interviews from the involuntary clients, which were now re‐
read. All empirical data were collected and re‐analysed and similarities and differences between
the two groups were subject to analysis.
4.4. Informed consent
The director of each treatment facility was contacted regarding the implementation of the study.
The leader of each unit was then contacted to assist with the preparation of the interviews. The
first author (SMM) contacted all invited informants orally and in writing.
In the information letter and in the interview itself, the informants were told that they could
withdraw from the study at any time without any negative consequences for them. The
informants had a positive attitude to the project and none withdrew. The information in the
findings was de‐identified, out of consideration for the informants. In the focus group interviews,
all the informants agreed not to discuss clients by name, or otherwise use examples that could
identify individual clients. All informants were notified of the study orally and in writing prior to
the interviews, and signed a declaration of consent before the interviews were conducted.
4.5 Interviews
All interviews were conducted in the treatment units. The individual interviews of the pregnant
women lasted about 90 minutes, while the focus group interviews with therapists took around
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two hours. All the interviews were audio recorded and transcribed soon afterwards. Parts of the
interviews were later translated into English in the articles.
The first author and interviewer (SMM) asked introductory questions and it was then up to the
informants to talk about what they thought were important. However, a challenging aspect of the
interviews with the women in involuntary treatment was that some of the participants found it
difficult to talk. The interviewer sometimes had to take on a more active role by asking more
questions, and also explaining and enlivening the topics she wanted to emphasize. In some cases,
informants clearly had difficulty in remembering and therefore found it challenging to answer
questions which linked the past to the present. In retrospect, it appears that these women may
have had traumatic childhood experiences that had not been processed. This type of information
was handled with great care. One advantage of the interview process was that the interviewer had
considerable clinical experience with this client group.
For difficult and sensitive questions about traumatic events and relationships to others in the
informants’ childhood, attempts were made to accommodate the informants’ feelings and take
the necessary time. A main concern throughout the interview process was to avoid causing
unnecessary harm or severe stress. A therapist was available for the informants to contact after
the interview, and the interviewer was also available. During the interviews, the main objective
was to treat the informants with care and consideration. They said they felt proud to be able to
contribute knowledge, which may suggest that they gained confidence and experienced
consideration in the interview situation. The use of everyday words and expressions, as opposed
to professional terminology, was also important in the interviews. Several informants stated that it
was “something new” to think about past events as this evolved during the interviews. The
interview process itself led to new ways for them to understand themselves in their particular
circumstances.
4.6 Interview guide
A thematic interview guide was used to organize the interviews. It was semi‐structured and
consisted of open questions. The same interview guide was used for both voluntary and
involuntary clients. The focus group interviews with therapists used an open, semi‐structured,
thematic interview guide.
A key aspect of the first part of the interview guide for both groups of women was an open
description of their experience of being admitted involuntarily and voluntarily, respectively. The
aim of this part of the interview was to elicit open descriptions that were as close as possible to
the women’s experiences.
The second part of the interview guide dealt with the women’s descriptions of the treatment
context in terms of their relationship with the unborn child. Key questions were how they
experienced pregnancy and to what extent they could describe their mental image of the child.
This part of the interview guide was inspired by the Working Model of the Child Interview (WMCI)
(Zeanah, Keener, Stewart & Anders, 1985). It was important to elicit each woman’s description of
her image of her child and her feelings and thoughts about the child. All questions were asked as
open questions.
30

The questions in the third part of the interview guide were inspired by the Adult Attachment
Interview (AAI) (George & Solomon, 1996). The AAI is a semi‐structured qualitative interview. The
questions mainly deal with early childhood, and were originally developed to predict children’s
attachment strategies. It has since been shown that the AAI has high validity and reliability in
assessing parents’ caring capacity, in providing an understanding of attachment security in
children and as a method for use in psychiatry (Benoit & Parker, 1994; Van IJzendoorn, 1995;
George & Solomon, 1996; Liotti, 2005). The original AAI interview consists of a series of questions
that require the interviewee to reflect on his/her life history.
It is not the purpose of this thesis to study the women’s attachment strategies, but to use
elements of the original AAI interview guide to explore the women’s experiences related to their
upbringing. There are questions about who their family consisted of (mother, father, siblings, etc.),
whether substances were abused, and what kinds of attachment they experienced. This challenges
informants to reflect on their childhood as they remember it. Parts of the original AAI interview
were thus used to examine the women’s attachment experiences in relation to how they
described their attachment to their unborn child.
The interview shed light on childhood memories, who the family consisted of, the woman’s
position among her siblings, close or distant contact with grandparents, where they lived, how
often they had moved, break‐ups, who the woman felt most attached to and how her parents
showed care. Finally, the woman was asked to summarize how she thought her childhood
experiences had affected her and her thoughts on the kind of mother she wanted to be. The
interview also allowed for descriptions of how the woman handled rejection and separation such
as having been placed in foster care. The responses were not encoded in the AAI coding system;
the primary aim was to obtain descriptions, or discover a lack of descriptions, in the areas
mentioned above. Qualitative in‐depth interviews often have an open approach to the themes to
be highlighted (Kvale & Brinkman, 2017). By using elements from the AAI and exploring internal
working models (WMCI), we kept to the overall problem and research questions. An important
difference in this study was that the questions were open, which required reflection on what was
perceived as necessary knowledge. The information elicited as a result of this perception turned
out to be central to the further interpretation and analysis. The informants’ descriptions of their
childhood and their relationships with partners and others required anonymity, which was of great
importance in this study. This was a qualitative analysis with the above‐mentioned limited and
simplified use of the AAI in the empirical part of the thesis, in line with the purpose of the study.
According to Bowlby (1988), attachment behaviour is defined as any behaviour that makes a
person achieve or maintain close contact with another person. This thesis focuses on the parts of
the interviews of the pregnant women that are relevant to the research questions. These aspects
are whether the two groups of women could provide descriptions of the unborn child and if so,
whether these descriptions included perceptions of connections to their own childhood
experiences and to their thoughts and wishes for the future. In some cases, their lack of such
insight might only lead to “thin” descriptions. The aim was not to examine the women’s
attachment strategies, but to suggest how the women’s descriptions from their own childhood are
linked to their descriptions of their attachment to the unborn child.
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An open interview guide was used with the therapists to explore how they described the women
in the two groups. It was important to elicit descriptions of how they worked and talked to each
other. The guide contained open questions on how the therapists described the women’s
experiences of pregnancy in relation to their SUD. What did they describe as important
requirements in the life and environment of the women to enable them to become good enough
mothers? How did they describe the women’s upbringing and their childhood experiences, and
what types of intervention did they consider important in the treatment process? The themes in
the interview guide were used as open questions, primarily intended to elicit the therapists’
descriptions.
The therapists were interviewed in focus groups. Interaction between the participants was a key
aspect; a focus group interview should be conducted in such a way that the dynamics between the
participants leads to different insights than could be obtained from individual interviews. The
focus group design in this thesis had an exploratory aim; it would not provide complete answers to
our questions, but rather open some new doors and examine the kinds of discourses that drove
the therapists’ work with voluntary and involuntary clients (Malterud, 2012). Focus group
interviews are primarily suitable for investigating the experiences, attitudes and needs of
employees, and for studying the values that predominate (Wilkinson, 1998). Our informants were
invited to participate in focus group interviews as they all worked with pregnant substance
abusers in voluntary and involuntary treatment. In a focus group interview, the researcher
facilitates the talk between the participants and it is the dynamics of the discussion that is of
interest (Parker & Tritter, 2006). The researcher uses open questions to elicit in‐depth discussions,
and this encourages all the informants to participate in the discussion.
All the informants participating in the focus group discussions worked as therapists, but had
different professions.Focus group interviews typically allow the discussion to take new and
unexpected turns. In our study, we found that all four focus group discussions ended up by
emphasizing attachment; this involved different sub‐themes, while the overall theme concerned
ideas for creating the best conditions for the mothers and their unborn children.
If the interviews had been conducted today and by another researcher, it is possible that other
themes would have dominated the discussions.
4.7 Analysis
This thesis employs two analytical approaches. In the analysis of the data from the two groups of
women, an exploratory and thematic qualitative approach was used; this was primarily developed
by Giorgi (1985; 2012) and later further developed as systematic text condensation by Malterud
(2001; 2012).
In the analysis of the data from the therapists, a discursive Foucault‐inspired analysis was used, as
described by Willig (2013). The purpose of this analysis was to gain knowledge of how the
informants described discourses of expectant motherhood and substance abuse in interplay with
professional and cultural discourses. A more detailed discussion of the analytical methods follows.
For Articles 1 and 3, all transcribed text was analysed using systematic text condensation
(Malterud, 2012). This procedure involves a step‐by‐step process where the aim is to identify
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recurring themes and codes in the data that are considered relevant to the study questions. This
method is recommended for a descriptive and exploratory analysis of lived experiences in the
narratives of several participants, and for the development of new descriptions of a phenomenon.
Systematic text condensation is not considered a strict phenomenological method, but generally
follows the stepwise analysis process outlined in phenomenological psychology (Giorgi, 2012).
Unlike Giorgi’s method, systematic text condensation (Malterud, 2012) uses only those parts of
the transcribed text that contain meaning units, which are then sorted into groups, leading to
analysis for further abstraction through condensation of the meaning. Husserl’s (1907; 1950;
1997) philosophical programme formed the foundation of Giorgi’s (2012) development of his
psychological phenomenological research approach. The method used in this study was inspired
by Giorgi’s approach as modified by Malterud (2012). A phenomenological approach involves the
researcher bracketing her pre‐understanding.
This means that in a phenomenological description all assumptions, expectations and pre‐
understandings are set aside to enable the phenomenon itself to become as clear as possible. This
study, however, includes the “hermeneutic turn” in phenomenology. The introduction of a
hermeneutical perspective also involves an academic standpoint that acknowledges that a
description is already an interpretation: a description can never be completely open and without
pre‐understanding. The researcher’s understanding will determine the focus. This also applies to
the interpretation of the possible meanings of the data. The researcher thus includes
hermeneutical insight, which states that her prejudices cannot be bracketed; they must therefore
be included in the process of understanding. In this way, the researcher involves herself in direct
interaction with the object of study. In order to access data, the researcher must enter into a
“dialogue” with the research field.
Husserl’s (1907; 1950; 1997) phenomenology puts “the thing itself” at the centre of any research.
It is based on a detailed description of phenomena as they emerge as meaningful wholes in the
lived world of experience. Hermeneutics diverges from the part of Husserl’s theory that separates
phenomena from any context, pointing out their more original basis, i.e. our linguistic experience
and historical existence. Since the meanings of phenomena are subject to historical and linguistic
conditions, phenomenological analysis must necessarily be interpretative.
This thesis is inspired by theories that continue the fundamental phenomenological perspective,
while also introducing human historicity, which is the understanding of people as historical and
linguistic beings. This is what the French philosopher Grondin (2003) refers to as the “hermeneutic
turn” in phenomenology after Husserl (1907, 1950, 1997). In such an understanding, the research
process becomes a two‐way process of questions, answers and interpretations, new questions,
new answers and new interpretations. This requires the dialogue to be open to the meaning world
of the other. This type of research can therefore not be based on an already defined
categorization of the phenomenon under study (Thomassen, 2006).
The following is an overview of the analytical process that was conducted in the same way in
Articles 1 and 3; there is a brief presentation of the empirical data from the study on pregnant
substance abusers subject to involuntary admission (Article 1).
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Malterud’s (2012) method of analysis consists of four steps. In the first step, transcribed text from
the interviews with the eight involuntary clients was read to gain a general idea of the content of
the data and keywords/codes related to the main problem and research questions. Then followed
a more detailed analysis of the transcribed text. Seven themes were established, all of which
described in different ways how the women perceived coercion as a context, in relation to their
descriptions of attachment to the unborn child.
The second step of the analysis was to identify meaning units in the transcribed text, or fragments
of text, in the form of sentences or longer sequences, which contained more information than the
introductory codes in the first step of the analysis, and which contained descriptions of each of the
seven themes. This sorting resulted in three different code groups across all interviews. The three
themes with the most meaning units were: 1) Coercion as a context: enabling safety and
connection with the unborn child, 2) Reflexive attachment to the unborn child, and 3) Impact of
adverse childhood histories and experiences during upbringing on the women’s relationship with
their unborn child.
The meaning units covered all the statements used by the participants to describe their
experience of involuntary admission, as well as their descriptions of their unborn child in relation
to their own childhood and attachment experiences.
The third step of the analysis was to establish sub‐themes under each main theme. This was done
by first sorting the meaning units by content and comparing them with each other. This process
was repeated several times. All co‐authors worked actively to suggest names for the themes and
summarize the content of the various small groups of meaning units.
Main themes and associated sub‐themes:
Coercion as a context: enabling safety and connection with the unborn child. Sub‐theme: The law
is just a law.
Reflexive attachment to the unborn child. Sub‐themes: Pregnancy as a surprise. Pulled between
addictions and the mother to be. Ultrasound examination as a turning point.
Impact of adverse childhood histories and experiences during upbringing on the women’s
relationship with their unborn child. Sub‐themes: Lack of narratives and experiences of belonging.
Broken families and substance abuse in family constellations. Lack of understanding in upbringing
history and own perspective.
Finally, in the third step of the analysis, an analytical text was written for each sub‐theme,
containing the essence of what the associated meaning units conveyed. Following Malterud
(2012), the text was written in the third person to create a certain distance to the subjective
statements that were initially in focus. Some quotes from the participants were used to illustrate
and animate each of the sub‐themes.
The fourth and final step of the analysis was to compare the text from the third step with the

original text in the transcribed interviews from which the quotes were taken. In this fourth step,
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the condensates were synthesized, leading to the development of new descriptions and concepts,
referred to by Malterud as categories. Both co‐authors/supervisors participated in the analysis by
identifying keywords and codes and coding the meaning units and sub‐themes.
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Table 1. Analysis process: themes, codes and categories

Themes
Codes
Categories
______________________________________________________________________________
Experiences of being
admitted under coercion

The law is just a law

Coercion as a context: enabling
safety and the connection with
the unborn child
‐‐‐‐‐‐‐‐‐‐‐‐‐‐‐‐‐‐‐‐‐‐‐‐‐‐‐‐‐‐‐‐‐‐‐‐‐‐‐‐‐‐‐‐‐‐‐‐‐‐‐‐‐‐‐‐‐‐‐‐‐‐‐‐‐‐‐‐‐‐‐‐‐‐‐‐‐‐‐‐‐‐‐‐‐‐‐‐‐‐‐‐‐‐‐‐‐‐‐‐‐‐‐‐‐‐‐‐‐‐‐‐‐‐‐‐‐‐‐‐‐‐‐‐‐‐‐
Reactions to the pregnancy
Pregnancy as a surprise
Reflexive attachment to the
unborn child
Reactions to the ultrasound
examination

Pulled between addictions
and the mother to be

Drug problems and the
Ultrasound examination as
description of the
a turning point
unborn child
‐‐‐‐‐‐‐‐‐‐‐‐‐‐‐‐‐‐‐‐‐‐‐‐‐‐‐‐‐‐‐‐‐‐‐‐‐‐‐‐‐‐‐‐‐‐‐‐‐‐‐‐‐‐‐‐‐‐‐‐‐‐‐‐‐‐‐‐‐‐‐‐‐‐‐‐‐‐‐‐‐‐‐‐‐‐‐‐‐‐‐‐‐‐‐‐‐‐‐‐‐‐‐‐‐‐‐‐‐‐‐‐‐‐‐‐‐‐‐‐‐‐‐‐‐‐‐
Childhood family and the
Lack of narratives and
Impact of adverse childhood
relation to attachment figures
experiences of belonging
histories and experiences during
upbringing on the women’s
relationship with their unborn
child
Description of the person’s
childhood family

Broken families and
substance abuse in
family constellations

Understanding of contexts in
upbringing history and
own perspective

Lack of understanding in
upbringing history and
own perspective
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In Article 2, a Foucault‐inspired discursive approach was used as described by Willig (2013). The
different steps involved analysis of discursive constructions and discursive orientations related to
linguistic actions, and how these were manifested in clinical practice. Discourses often deal with
topics that are not explicitly expressed but implicitly conveyed. Choosing a discursive approach to
empirical data involves having reflective vigilance regarding one’s own knowledge and hence one’s
interpretations and constructions. The overall focus of the analysis was to capture discourses as
expressed by the therapists connected to the treatment of the two groups of women and to
explore how these discourses affected existing clinical practice.
In the main analysis, we used discourses as “ways of speaking” that constructed objects and hence
various subject positionings (Parker, 1992). The discourses enabled different ways of seeing the
world and of being in the world. In the analysis, the transcripts were read and re‐read to find
sections where discursive objects such as “motherhood” were articulated, and how this appeared
in the text. Since discourses also deal with what is not explicitly stated (Gill, 2000; Willig, 2013), an
attempt was made to focus on possible implicit constructions, such as themes related to stigma in
connection with the motherhood discourse. One challenge in such an analysis is determining what
is obviously a discourse and what can be called fragments of a discourse.
Finally, one overarching discourse, and four main discourses in each focus group, were found. The
co‐authors/supervisors took part in the entire analytical process, where we moved back and forth
in the text and considered the kind of “agents” the therapists were for the various discourses, by
dint of their linguistic actions. We examined the types of positionings revealed by their various
statements, such as whether patients with psychiatric diagnoses were capable of considering their
unborn child’s perspective. Discursive practices were studied in terms of how the different
positionings could promote or inhibit work on attachment strategies. In relation to subjectivity, we
considered the possibilities offered by the various positionings.
Discourses are used both consciously and subconsciously and often involve ways to handle and
figure out challenging situations. Viewing statements from this perspective enables the
identification of discourses of a moralistic or existential nature in the data. The dilemmas faced by
the therapists in deciding whether to concentrate on the health of the unborn child or the
woman’s substance abuse problem reveal moralistic and existential elements; however, their
intention was to provide optimal treatment to both mother and child.
Step 1 of the analytical process considered how the therapists described and referred to the two
groups of women. One finding was how all the informants, in different ways, spoke of
“motherhood” as something that just happens as a matter of course.
In step 2, we studied how the therapists perceived and organized their understanding of
motherhood. Here they described nuances of motherhood as a biological phenomenon, but also a
skill that could be learned, thus rooting it in a psychodynamic approach.
Step 3 considered the possible implications of such an understanding for the therapists’ clinical
work. Here, they reported being in a dilemma; their main aim was to help the mother to attach to
the unborn child, as this would provide the best prognosis, but many mothers’ attention was
dominated by their craving for substances. Linguistic actions were presented through the various
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dilemmas the therapists reported experiencing in their efforts to create a good enough mother for
the unborn child.
In step 4, we explored the consequences of such an approach, where, for example, the SUD
problem became secondary to the work of focusing on and encouraging bonding with the unborn
child. This sometimes meant that the women who were not motivated to enter into a dialogue
focusing on motherhood received less attention and help, and that dialogues about cravings as
more powerful than the maternal instinct were neglected.
In step 5, the focus was on the possible consequences of this type of understanding for the
challenges faced by these pregnant substance abusers. Was there room for dialogue about being
in an ambivalent situation, where one could discuss cravings as stronger than motivation to work
on attachment to the child? One challenge in assuming such a position could be that the
therapists’ attitudes, with their dominant focus on attachment, could reinforce the mothers’
feelings of guilt and shame and their experience of stigma.
Step 6 considered the connection between the different discursive constructions described by the
informants, and hence the consequences for their subjective experiences. The therapists reported
finding it a dilemma to have to choose where to concentrate their efforts. They raised concerns
about the health of the unborn child and were also worried that the treatment time was too short.
The six steps illustrated above, exemplified through the discourse of motherhood, can serve to
demonstrate a possible structure for performing a discourse analysis (Willig, 2013). All text was
studied in the same way as shown above, resulting in one main discourse and four sub‐discourses:
Main discourse: Attachment as vital for the prognosis of the mother and unborn child
Sub‐discourses:
1. Attachment, stigma and “the good mother”
2. Nature/nurture, understanding the relationship between mother and child
3. Problems in mothers that create emotional distance to the unborn child
4. The mothers’ social context as taken for granted as critical
It is important to emphasize that these six steps do not provide a complete discursive approach.
Foucault’s complete discursive approach contains more than analysis of an isolated text, and
includes archaeology and genealogy (Willig, 2013). The approach we have chosen is inspired by
Foucault, but does not provide a complete inclusion of social, historical and material dimensions.
This Foucault‐inspired approach to discourse analysis as presented by Willig (2013) concentrates
on “text”, and, in the broadest sense, constructions of meaning/discourses that create social and
psychological realities. However, it does include the association between relationships and
language, different positionings, and social relations. This has enabled a discursive Foucault‐
inspired analysis. Yet there are ethical challenges involved in addressing areas such as subjectivity,
ideology and power. These problem areas will always accompany the researcher who uses such an
approach.
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In Article 3, we examined similarities and differences between the voluntary and involuntary
clients. Data from both groups was analysed using Malterud’s (2012) method of systematic text
condensation, as described in Article 1.
The results from the women in voluntary treatment were condensed into three main themes:
1. Beeing clean is a pathway to a normal life and normal relationships.
2. Impact of positive and negative childhood and adult experiences on reflexive positions in
relation to the unborn child.
3. Connecting the past with the present: Being at rock bottom, experiencing pregnancy as a
turning point and finding work, relationships and professionals helpful. Hope for the future.
The 17 interviews from both groups were analysed separately and then compared. A synthesis of
all the codes resulted in a total of six themes: three from the women in voluntary treatment as
mentioned above, and three from the interviews of those in involuntary treatment (Table 2).
1. Coercion as a context, enabling safety and helping to stop using drugs
2. Thoughts about the unborn child, ambiguous and ambivalent attachment to the unborn child
3. Complex impact of multiple adverse childhood histories and experiences during upbringing on
the women’s tentative relationship with the unborn child
4. Connecting the past with the present
5. Being at rock bottom, experiencing pregnancy as a turning point
6. Finding work, relationships and professionals helpful. Hope for the future
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Table 2. Analysis process: comparison of codes and themes between the groups
Table 2. Comparison of codes and themes
among participants who experienced coercive and voluntary admission

Coercive

Voluntary

admission

admission

Codes
The law is just a law.
Needing the structure of
compulsory admission to
help me stop using drugs

Themes
Coercion as context,
enabling safety and
helping to stop using
drugs

Codes
“Being clean” and having
a normal life
Being a good enough
mother
Fed up with using drugs

Pregnancy as a surprise
Pulled between
addictions and the role
of mother to be
Ultrasound examination
as a turning point

Lack of narratives and
experiences of belonging
Broken families and
substance abuse in
family constellations
Lack of understanding in
upbringing history and
own perspective

Thoughts about the
unborn child

Ambiguous and
ambivalent attachment
to the unborn child

Complex impact of
multiple adverse
childhood histories and
experiences during
upbringing on the
woman’s tentative
relationship with the
unborn child

Childhood experiences
and the relation to the
expected child
The relation to the
father

Pregnancy as a turning
point
LAR and a worthwhile
life
Contact with child
protection services
School and work
experience

Themes

“Being clean” is a
pathway to a normal life
and normal
relationships

Impact of positive and
negative childhood and
adult experiences on
reflexive positions in
relation to the unborn
child

Connecting the past
with the present: being
at rock bottom,
experiencing pregnancy
as a turning point and
finding work,
relationships and
professionals helpful
Hope for the future
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4.8 Reliability, validity and generalizability
Reliability
Reliability refers to the consistency and credibility of research results and is an important aspect of
this study. It involves the question of whether the results could be reproduced at other times and
by other researchers (Denzine & Lincoln, 2005; Kvale & Brinkman, 2017). Explaining the choices
made at various stages during the work on the thesis is one way to make the process reliable and
valid. This will involve descriptions of, and factors related to, the interviews, the transcription
work, the analytical process, and the presentation of the findings. Reliability will also depend on
whether leading questions were asked that could influence responses from informants.
The categorization of the data is based on different interpretative contexts, self‐understanding,
critical understanding based on common sense, and understandings based on scientific and clinical
theory in agreement with other researchers (Alvesson & Skölberg, 2008; Hacking, 1999). One way
to provide a balance in the interpretation of data is to involve other researchers in the analysis.
The main supervisors of this thesis participated in the analysis and interpretation in all three sub‐
studies that resulted in the three articles. The empirical data in all three articles was discussed by
the co‐authors several times and all three articles have been peer‐reviewed in the journals. There
were useful inputs to all parts of the project, including the presentation of the data, elucidation of
the analytical methods and the theory.
Validity
The majority of the data interpreted in the thesis consists of the informants’ own words. It is a
complicated matter to assess the validity of transcriptions of interviews (Kvale, 2009). The validity
of the data can be enhanced by the interviewer asking “useful” questions that give informants the
opportunity to make comprehensive and detailed statements; this was attempted in the
preparation of the interview guides, during the interviews and in the preparation of the analytical
questions. The use of open questions, containing elements from the AAI and WMCI, aimed to elicit
the informants’ stories about their childhood in conjunction with their descriptions of the unborn
child.
The informants subject to involuntary admission provided few descriptions and had difficulty in
putting words to their childhood experiences in relation to their here‐and‐now situation. The
women in voluntary treatment provided more descriptions and were better at recalling
experiences and episodes from their childhood and adolescence. It was important to emphasize
the aspects of the themes raised by the informants themselves, not the researcher’s own
preconceptions (Bruner, 1990; Kvale & Brinkman, 2017). The purpose of the analytical work was to
move from a descriptive level to an attempt to find deeper levels of meaning.
All the informants in this study, apart from the therapists in the focus groups, had had a
dysfunctional upbringing with varying degrees of neglect and substance‐related interaction.
Several had been separated from their original family, had moved several times and been in foster
homes and child care. However, these were not inclusion criteria for the study. A key issue was to
try to grasp how this group of women understood and described the connection between their
own childhood experiences and their processes of attachment to their unborn children.
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The interpretation of the women’s experiences can provide new knowledge about one of the most
vulnerable groups of informants, which is also difficult for researchers to access. New knowledge
can be an important supplement to established ways of understanding pregnant substance
abusers and their experiences and understandings of motherhood.
Generalizability
Large parts of the research process, the way in which research questions are posed, and how the
researcher’s gaze is focused are all relevant to the issue of categorization. Categorization simplifies
certain aspects of reality by placing some elements in the foreground while others remain hidden
(Hacking, 1999). Careful consideration was given to the selection of analytical questions posed to
the data and the final categories used in the presentation of the empirical findings.
It was a challenge to publish outside Norway, as Norway is the only country in Europe with this
type of compulsion legislation for pregnant substance abusers. It is therefore difficult to generalize
the findings. The Norwegian legislation is known and debated in the Nordic countries (Leppo,
2009), but is unfamiliar in the rest of Europe. Following a review of what had been written and
published about § 10.3 and associated compulsory treatment, which was little, we chose to
publish the study on the women in involuntary treatment (Article 1) in a Nordic journal, in the
hope that the study could enhance knowledge of this group of clients in the Nordic countries. An
attempt has been made to avoid generalizing the findings to apply to all pregnant SUD clients in
the two groups, or all therapists working with these clients.
4.9 Ethical challenges
The study was approved by the Regional Committee for Medical and Health Research Ethics (REK
No. 2011/916C) and complied with the guidelines of the Declaration of Helsinki.
This study contained a number of ethical dilemmas to be taken into account and described as part
of the research process. The study included informants from a very weak and vulnerable group.
According to Kvale & Brinkman (2017), research interviews are full of ethical issues. It was
therefore important to reflect on ethical considerations before, during and after the interviews. In
this process, a strength was that the interviewer/researcher had considerable clinical experience
with the relevant client group. In this way, she had a pre‐understanding of the kinds of problems
this group of informants might have, but no special knowledge of individual experiences of being
in involuntary and voluntary treatment. It was of great importance to attempt to adopt an ethical
approach that showed sensitivity to the informants. This applied to meeting the informants,
categorizing them, and in relation to how the findings were presented. It was also important to be
aware of how best to balance the roles of clinician and researcher. Overall, previous knowledge of
the client group can be a strength.
Several of the informants expressed pride, hoping that their participation in the study could help
other people in a similar situation. They were all given the interviewers’ telephone number in case
they wanted to talk after the interview. None of the informants expressed the need for a further
talk after the interview. One informant sent a text message to the interviewer, saying: “It’s just
me, I’ve got a new phone number, if you want to talk to me again”. All the women said they were
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pleased to have the opportunity to tell their story, even though it hurt them to think about the
past. Otherwise, it is difficult to ascertain how much the informants trusted us as researchers.
In presenting the results, it was important to present their views correctly and with sensitivity and
respect. A general aim was to include all the variations found in this sample. Another ethical
concern is that the power of the researcher as interviewer should benefit the informant and not
the researcher (Denzin & Lincoln, 2005; Kvale & Brinkman, 2017). In this study, the ethical
challenges in this type of interview situation were particularly related to the researcher’s ability to
assess the implications of the interview situation for the informants (Kvale & Brinkman, 2017). The
power balance is influenced by the dynamics that occur during the interview and is an important
factor for the researcher to take into account.
Pregnant substance abusers are generally a stigmatized group in our society. We hope that the
presentations here will reveal a group which also has resources, and which reminds us that none
of us asked to be born and we have little control over what we encounter on our life path.
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5.0 Presentation of Findings
Article 1
“Pregnant substance abusing women in involuntary treatment: attachment experiences with the
unborn child”.
The use of coercion against pregnant women who misuse substances was legalized in Norway in
1996. The background for the law was that substance abuse during pregnancy represents a
significant health problem for the child.The main aim of this study was to explore whether an
attachment between the mother and her unborn child was possible in a context of coercion as
experienced from the woman’s perspective.
The data consisted of eight in‐depth semi‐structured interviews with women admitted
involuntarily under Section 10‐3 of the Norwegian Health and Care Services Act. The women were
pregnant substance abusers admitted to two closed units for such clients in the specialist
healthcare services. The women in the sample were at different stages of their pregnancy at the
time of the interviews. The interviews took place from November 2011 to May 2013.
The findings are presented in the light of the experiences of compulsory treatment and the
implications coercion as a context had for the women’s relationship with the unborn child. An
additional focus area was how the women’s own attachment experiences and histories influenced
their attachment to the unborn child. The main findings show how involuntary treatment enabled
safety for, and connection with, the unborn child. The study showed that these women had many
challenges, such as lack of social support and poor living conditions.
Within this context, the pregnant substance‐abusing women’s own relational experiences and
developmental histories represented the most significant barrier to their ability to bond with the
unborn child. This is the first study to present pregnant women’s own descriptions of their
experiences of compulsory treatment. Their stories illustrated how coercion as a context
influences attachment to the unborn child in a positive way. The study showed how being
admitted under coercion affords an opportunity to focus on the relationship to the unborn child.
For service providers, this also represented an opportunity to get in a position to break the cycle of
intergenerational transmission of internal representations of care‐giving experiences. The
compulsory treatment was experienced as a support and as an opportunity to relate to and
develop an alliance with the treatment staff in order to protect the unborn child. In addition, the
child and the child’s needs became a specific topic in the mother’s consciousness that in this
context did not have to compete with cravings for substances for the mother’s attention.
The study underlines the importance of helping women with their own attachment experiences in
order to break the intergenerational transference of risk and pathology, and thus start the process
of attachment to the unborn child during involuntary inpatient treatment.
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Article 2
“Pregnant substance abusers in voluntary and coercive treatment in Norway: therapists’ reflections
on change processes and attachment experiences”.
Pregnant women who are substance abusers face many challenges. Pregnancy and motherhood
are vulnerable and complex processes. The literature emphasizes the lack of good frameworks for
optimal, knowledge‐based treatment for this group. To date, no studies have examined the
assistance provided to voluntary and involuntary clients in this group. The aim of this study was to
explore therapists’ reflections on change processes and attachment experiences in their work with
pregnant substance abusers in voluntary and coercive treatment. The study employed a
qualitative Foucault‐ inspired discourse analysis. Forty therapists from four different residential
units in Norway, offering both voluntary and coercive treatment of pregnant women with
substance abuse, were interviewed in focus groups. The informants represented six different
professional groups. The semi‐structured interview schedule focused on exploring how the
therapists’ reflections on change processes and relationship experiences informed their clinical
practice. The interviews took place from June 2013 to January 2014.
The intention of achieving attachment between the pregnant woman and the unborn child was
the dominant discourse among the therapists. An important question raised was whether coercion
as a framework could strengthen the idea that it is important to achieve attachment to the unborn
child. The different discourses were positioned separately and in relation to one another. The
discourses were linked to general, cultural discourses about the relationship between mothers and
children and to extant theory. Attachment was referred to not only as a biological phenomenon
occurring automatically when a woman becomes pregnant, but also as influenced by context and
experience, and able to be created. Other discourses were varieties of understanding of
attachment when mothers have difficulties with substance abuse, their own attachment histories
and social and cultural challenges. Systematic work with attachment issues between the pregnant
woman and her unborn child was the dominant perspective of nearly all the therapists. The
contextual factors in the lives of the women had less priority, even though they are of decisive
importance for the relationship between mother and child. Treatment professionals also need to
focus more on the discursive dilemmas encountered in the relationship between substance abuse
and the unborn child. Advice and guidance can help to clarify these ethical dilemmas. The study
demonstrates a need for research in the field of voluntary and coercive treatment approaches for
pregnant women with SUD.
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Article 3
“Reflexive attachment to the unborn child ‐ a study with pregnant substance abusing women in
both voluntary and compulsory treatment”.
This article highlights the similarities and differences in the analysis of the experiences of pregnant
substance abusing women admitted to voluntary (n = 8) or coercive treatment (n = 8). The focus
was on the kind of challenges these women faced, how they described their own situations, and
how they expressed their experience of connection to their unborn child in the different
treatment contexts. A main research question was what implications the contexts of coercive and
voluntary treatment had for the relation to the unborn child as seen from the perspectives of the
women. A qualitative approach was adopted, where semi‐structured, in‐depth individual
interviews were conducted and re‐analysed using thematic analysis of the transcripts from both
groups.
The consequences of compulsory treatment, compared to voluntary treatment, are discussed with
regard to preparation for motherhood. The voluntary clients talked in different ways about how
their substance abuse came into conflict with being pregnant, and how difficult it was to stop
using substances on their own. Their main wish was to protect their unborn child from further
substance abuse‐related harm. The involuntary clients stated that they did not consider their SUD
behaviour as highly problematic before they became pregnant. Their main feeling was that they
had been thrown into having to make a decision on whether to keep the baby or not. Several had
considered abortion as a solution. However, after some time the pregnancy had become a reason
to stop “getting high”. Both groups of women described some experiences of attachment to their
unborn child, and for all the informants the pregnancy had created a turning point. In spite of
pregnancy posing different challenges for the two groups, the unborn child contributed in
different ways to the creation of hope: help to escape from drug dependency and hope for a life
without substance abuse. The involuntary clients needed the structure of coercion, and this
appeared to afford a way to connect to the unborn child. The women in the voluntary group
expressed an already existing motivation to stop their substance abuse and this represented
sufficient grounds for working on attachment processes. The thematic analysis shows that the
treatment must target the women’s childhood experiences, the substance abuse, and the
development of attachment to the unborn child, in both coercive and voluntary inpatient settings.

46

6.0 Discussion
The aim of this thesis has been to study how the two groups of pregnant substance abusers
experience the treatment context with regard to their future role as a mother. The project has also
studied therapists who work with these clients and examined the prevailing professional, social,
cultural and societal discourses in their encounters with the two groups.
6.1 Experiences of voluntary and involuntary admission
The vast majority of SUD informants had had a challenging upbringing with parents who used
substances; they described varying degrees of neglect, many separations and stays in foster
homes and child care.
The main focus of Article 1, which presented data from pregnant substance abusers admitted
involuntarily under § 10.3, revealed that the informants did not experience the coercion as
coercion: “The law is just a law”. An important finding was that seven out of the eight involuntary
clients had taken steps themselves to ask for help to be compulsorily admitted. They mentioned
several previous voluntary stays when they had not managed to complete the treatment. Even
though they had an ambivalent attitude towards their pregnancy and their intake of substances,
their request for help showed that they did not wish to harm their unborn child. Before the
compulsory treatment, these women expressed ambivalence about their pregnancy. They
described a conflict between their various needs, particularly related to continued substance
abuse and pregnancy. After compulsory admission, the child and its needs were in focus. The
women’s statements show that the compulsory admission itself constituted a platform from which
they could assess their situation as expectant mothers. The greatest barrier to the women’s ability
to consider the perspective of the child and attach to it after admission was their childhood history
and relationship experiences. The women in compulsory treatment had major challenges in linking
their childhood relational experiences to their current situation. They had few words and
narratives and demonstrated anxiety and ambivalence about their future role as a parent. In this
way, their stories contrasted strongly with the modern parenting ideal that requires parents to be
involved with their children and interested in their well‐being (Andenæs, 2005; Stefanson, 2011).
This provides important knowledge of the kinds of treatment frameworks necessary to reverse a
negative trend. The women in voluntary treatment showed greater ability to connect their
experiences and developmental history to their present situation. They were better able to
communicate their vulnerability. For some of the informants, the experience of having reached
“rock bottom” became a resource. They found it easier to see the relevance of their previous
experiences, which thus enhanced their motivation to make a clear break with the past. They
wanted changes in their lives and expressed the wish for “a completely normal family”. However,
the women in compulsory treatment were more “stuck” in their previous experiences.
The data therefore reveal great variation in the mothers’ ability to consider the perspective of the
child. A study of SUD mothers followed the mothers and their children from pregnancy until age
13 (Hjerkinn, Lindback & Rosvold, 2013). The families received follow‐up care from an enhanced
health intervention that had shown promising results in the status of newborns (weight and head
circumference). The children who had not been placed in foster homes had poorer results on the
Child Behaviour Checklist (CBCL) at ages 6 to 13 (Nøvik, 2000). Hjerkinn et al. (2013) conclude that
47

more research is needed to detect and clarify challenges in parenting style and on how service
providers can advise mothers with current or previous substance abuse.
The informants in our first sub‐study had major challenges in linking their own relationship
experiences to their efforts to create a future role as a mother. Both groups of mothers knew very
well the kinds of experiences they did not want for their own children. The involuntary clients
could thus describe undesired consequences for their unborn children, but found it difficult to
articulate how they could avoid these. A comparison of the two groups of women reveals that the
data from Article 3 indicates that the women in voluntary treatment had a clearer desire to
succeed as a mother. They also had more ideas about what this would require of them. Several
women in both groups reported having already received extensive assistance from health care and
child welfare services. Some had also lost custody of other children because of their substance
abuse. The women in voluntary treatment recalled how difficult it had been to lose custody, but
also said that their substance abuse at the time meant that they were unable to take good care of
their children. These women’s descriptions emphasized that this pregnancy represented a turning
point, where their previous experience became a potent factor that strengthened their motivation
to succeed this time. Pettersen and Brodahl (2018), in a study of 18 rehabilitated addicts who had
been substance‐free for almost 20 years, found that treatment was seen as useful. The
participants had had various courses of treatment at several different SUD facilities, and most of
them had had a number of failed treatment attempts. In retrospect, the findings indicate that
each treatment attempt did in fact help them to succeed in the end. They described how they
learned something each time which they brought with them to the next treatment, and this
process eventually enabled them to become substance‐free. It may have been at the fifth or tenth
attempt that they finally succeeded; their treatment therefore took a long time, but every step
was necessary. The researchers emphasize that if a person has had severe substance abuse for 25‐
30 years, it may take a long time to be cured. Pettersen and Brodahl (2018) emphasize the
element of hope. This study shows similarities with our findings, where the voluntary clients were
able to see the relevance of their previous experiences and generally acknowledged having
reached the bottom, coupled with the desire for a substance‐free life.
All the women in compulsory treatment stated that their pregnancy was unplanned. The women
described a life of substance abuse and poor housing that was unsuitable for children. They talked
about having driven their body hard for many years, losing their periods and thinking they would
never get pregnant. It had taken a long time for them to interpret the symptoms of pregnancy, as
they had viewed the symptoms as a consequence of a complicated lifestyle with high levels of
substance abuse and poor diet and health. The informants said that they did not consider their
substance abuse as problematic until they became pregnant. They thus seemed to have been
thrown into having to decide whether to keep the baby or not. Several had originally thought of
abortion as a solution, but the pregnancy eventually became a reason to stop abusing substances.
“At first it was very difficult because I kept having cravings. I just wanted to get rid of the baby so I
could get high again”.
Several informants reported being afraid of harming the child. They had abused substances
without knowing they were pregnant. When they realized it, fear arose to prevent them from
daring to bond with their unborn child. Söderström (2012) interviewed pregnant addicts admitted
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with their family members to a Norwegian SUD facility. Her findings have much in common with
the findings in this thesis, showing that the SUD women were ambivalent in pregnancy; they felt
guilty for having abused substances, but the pregnancy also gave them hope of a substance‐free
life with their child. Söderström (2012) also shows that societal expectations as perceived by the
mothers, combined with their own expectations for motherhood, could be a barrier to directing
their attention to the unborn child and preparing for motherhood. The women in Söderström’s
study did not realize that they were pregnant until a late stage, which coincides with the
statements by our informants. Söderström found that the pregnancy was often out of the
women’s focus due to their need for substances. Such lack of attention can be an obstacle to
mental preparation for motherhood, and thus impair the process of attachment to the unborn
child. Söderström emphasizes the importance of awareness of how substance abuse interferes
with the psychological processes usually associated with pregnancy and that interventions must
focus strongly on facilitating social support and a feeling of security (Söderström, 2012). This
research is also supported by international researchers (Marcellus, 2004; Pajulo et al., 2006;
Siqveland, 2012; Jääskeläinen et al., 2016). Our study showed that coercion assisted the women in
reducing their psychological need for substances, thus creating more space for them to focus their
attention on the attachment process.
6.2 Parenting style and intergenerational transmission of SUD problems
In this study, we used elements from the Adult Attachment Interview (AAI) (George et al., 1984;
1985; 1996). In the AAI, the coding of the responses is largely based on coherence in the
respondents’ reporting of their childhood experiences, with particular emphasis on their early
relationship with their parents. George et al. (1984; 1985; 1996) found a robust correlation
between parents’ internal working models as measured by the AAI and their children’s
attachment. They found a similar association in the mothers’ attachment representations
measured before the children were born. A correlation has also been shown between parents’ AAI
scores and the way they describe their childhood experiences and their children’s attachment
patterns as classified on the basis of the “strange situation procedure”. Main et al. (1985)
documented a strong association between a mother’s “state of mind with respect to attachment”
and her child’s attachment. Several researchers (Carlson & Sroufe, 1995; Van IJzendoorn, 1995;
Steele & Fonagy, 1996) have over the years supported the assumption that a mother’s capacity to
regulate and organize her thoughts and feelings towards her own caregiver is closely related to
the care she is able to give her own child through her capacity to regulate, organize and respond
sensitively to the child’s needs. Killen (2010) argues that parents’ ability to provide care is crucial
for the child’s development of secure attachment.
There are grounds for believing that the women in this study will face similar challenges with their
infants, as the findings concur with other studies that show that women who have experienced
little sensitivity from their parents have developed negative representations of other people. They
may therefore have little faith in their ability to be caring and meaningful with others.
Studies indicate that if other relational experiences and internal working models have not changed
this perspective, it could affect the relationship the woman will have with her child (Pajulo et al.,
2006; Van IJzendoorn, 1995). The women in this study had all had such childhood experiences.
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They had a dream of a substance‐free existence for themselves and their child: a stable and
“normal” family life, which their own childhood had not given them.
The voluntary clients in the third sub‐study stated that being admitted was the start of a dream of
living a normal life. Several felt that they had reached the bottom and that the treatment had
come to their rescue. They also described how previous stays in SUD facilities and experience of
some adult education and work had now become a resource to build on. They were motivated to
work on their developmental history to avoid transferring the negative aspects to their child. A
study of substance abusing mothers in contact with child support services found that their
parenting style could be divided into four different categories (Virokannas, 2011). A description of
the women in our study on these dimensions reveals as follows. Some chose to ask for help, and
this was true of several of the women admitted involuntarily; they made an active effort to be
admitted. The same applied to the women in voluntary treatment who said they had reached the
bottom and were motivated to receive help. The next category consists of those who gave up and
chose to let others take responsibility for their child. Several women in both groups mentioned
other children taken into care. Women in the third of Virokannas’ categories made an effort to
cope and become a good enough mother. This agrees with what the women in voluntary
treatment said they wanted. Their narratives carried hope and a desire for a normal life without
substance abuse. This also applied to several of the women in compulsory treatment, even though
they were less articulate and clear about how this could come about. The fourth group consists of
those who felt stigmatized and chose to fight back.
Several of the women in this study had similar stories of unfair treatment by child welfare and
other service providers. When this study started, child welfare was irrelevant until a child was
born. However, in January 2018, the Child Welfare Act and a regulation on children in care were
amended; local authorities are now obliged to report to local child welfare services any cases of
pregnant substance abusers in involuntary treatment in a government‐authorized health facility
(Section 10.3, seventh paragraph of the Health and Care Services Act). The purpose is to provide
better protection for children exposed to prenatal substance abuse. The new provision allows
child welfare services to open a case without the consent of the pregnant woman; previously, the
woman had to give her consent. In this way, the child welfare can contact the woman at an earlier
stage to establish dialogue and further cooperation (Ministry of Children and Equality, 2018). This
amendment will provide an opportunity for pregnant substance abusers to enter into a dialogue
with child welfare services and learn more about what may happen after the birth.
An important conclusion from our studies is the importance of finding ways of assisting these
women in different treatment contexts. Here, our findings agree with those of other studies.
Radcliffe’s (2011) study points out that SUD women who seek help show that they want to do
something for their unborn child. She emphasizes the need to offer these clients a range of
treatment options both before and after the birth. She also underlines the importance of
acknowledging the efforts already made by the women towards becoming a good enough mother
for their child (Radcliffe, 2011).
Another study shows that pregnant substance abusers must be able to face the stigma associated
with their identity in a way that does not hinder their mothering efforts (McIntosh & McKeganey,
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2000). Most of the voluntarily admitted informants found that their pregnancy represented a
turning point that made them re‐evaluate continued substance abuse and inspired them to work
towards a substance‐free identity. Such turning points often occur in existential life crises such as
pregnancy and childbirth (McIntosh & McKeganey, 2000).
The main finding from sub‐study 3 is the similarities and differences between the two groups of
women. The study shows differences in how the women related to their childhood attachment
history. Both were high‐risk groups in this respect, but the voluntary clients had rather more
positive relational experiences. They also had some experience of adult education and work and
positive experiences of others, such as a teacher or a neighbour. They were better able to connect
past to present. The involuntary group needed help to create new narratives linking past and
present; this compensated for the fact that their poor articulation of their experiences prevented
them from creating consistent stories from their upbringing.
When SUD treatment and parenting support are combined with interventions aimed at rectifying
the damage of childhood trauma, Pincham, Bryce, Kokorikou, Fonagy & Pasco Fearon (2016) have
shown that it is possible to improve emotional regulation in youth at risk. As this thesis has
pointed out, recent attachment theory has expanded from a sole focus on security as a basis for
attachment to include the concepts of affective communication and state regulation (Brandtzæg
et al., 2011). This could perhaps be applied to the expectant mothers in our study, since the study
shows a correlation between interaction training and emotional regulation, which again indicates
that the mothers’ understanding of their own attachment strategies is crucial to the provision of
effective help.
6.3 Understandings of therapists
The ability to take a critical look at one’s own normative perceptions was a key issue in sub‐study
2, which examined the discourses of the therapists treating the two groups of pregnant substance
abusers. A main finding of this study was the need for increased awareness of what one considers
as normatively good/not good enough parenting. Here, it is important to seek variations and
resources in the ability to attach to the unborn child.
In this thesis, discourse is understood to refer not only to language but also to action (Foucault
1972; 1999). Discourse analytical methods have been a useful tool for understanding the
relationship and connections between individuals and society. The study has focused on the
discourses readily available in given cultural contexts, and hence how these discourses can help to
shape, for example, the women’s self‐understanding. This has revealed how this approach can be
of crucial importance to the therapists’ attitudes and thus also their possibilities to help the
women to create a sound framework for the mother‐child relationship.
In this context, discourses refer to particular ways of talking about or understanding the world.
According to Foucault (1999), the individual is trapped by discourses and shaped by them. Certain
discourses about motherhood/parenting prevail in all societies at all times. These reflect society’s
perception of what motherhood is and should be. In this way, the phenomenon of motherhood
can be understood in line with Foucaultian historical discourse theory as historically, culturally and
socially constructed (Foucault 1972; 1999).
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6.4 Understanding the relationship between the mother and the unborn child
One of the main goals of treatment of pregnant substance abusers is to help them become
substance‐free by working closely with them to achieve the best possible conditions for the
unborn child. These women are often in a situation where they have to make important life
choices, and need help and support to create space for the unborn child, in both psychological and
practical terms.
The aim of the analysis in this sub‐study was to seek out therapists’ discourses that could be of
significance for clinical practice. We found one main discourse and four sub‐discourses that
reflected their practice. This applied to the treatment of both groups of women. The informants
emphasized the concept of attachment and the factors that promote and inhibit attachment to
the unborn child. The sub‐discourses were rooted within different discourses. They were
connected to professional discourses, but also to a general cultural discourse about the mother‐
child relationship. Attachment was highlighted as a biological phenomenon, occurring
automatically when a woman becomes pregnant, but it was also felt to be influenced by context
and experience and could thus be created. This latter discourse suggests that therapy can help to
develop an attachment to the unborn child.
One important finding was that the therapists in different ways described attachment as a
prerequisite for a good prognosis for the mother‐child dyad. They particulary emphasized this in
the case of the women in involuntary treatment. This can be interpreted as a motivation for
treatment: the earlier the intervention, the better the prognosis. Within a medical discourse, this
may be described as the prevention of possible prenatal harm (Elgen et al., 2007). In a more
psychodynamic discourse, the focus is on the understanding that attachment patterns are handed
down from one generation to another (Ainsworth, Blehar, Waters & Wall, 1978).
6.5 Attachment, stigma and the “good mother”
A prominent discourse among the therapists concerned the women’s context as substance
abusers, and its possible implications for their ability to develop the necessary attachment
relationship with the child. This was reflected in discourses of shame, stigma, and social and
cultural conditions that could, in different ways, affect how their understanding of motherhood
was represented. Important factors here were society’s attitudes towards the women as mothers,
how the women’s substance abuse could affect their relationship with the child, and how sceptical
the therapists were of the capabilities of SUD mothers.
The findings show that the combination of maternity and substance abuse was perceived as a
difficult issue by our informants. The cultural discourses of the “good mother” and “respectable
woman” on the one hand, and the addict, on the other, were closely linked. The “respectable
woman” is created in relation to the non‐respectable, pathological and “fallen” woman (Ravndal,
2008). These different perspectives underlie the perception of the substance‐abusing woman as
the “other” (Foucault, 1980). This perception has contributed to society’s understanding, and
hence the kind of “observational gaze” these women have on themselves. Here the therapists
show that they are in a difficult situation, but remain optimistic despite being ruled by the
discourse of the difficulty of reconciling substance abuse with the myth of the good mother. In
terms of treatment, this discourse involves understanding mother and child in a broader context
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and the need for time to repair a broken life. Haavind (1974) argues that we all have a perception
of the good mother who gives us security, warmth, nourishment and all else we need. She states
that our view of the good mother depends on our perspective. Our imagination colours our
impression of how our mother was and how we think she should have been. In the treatment of
pregnant SUD women, these discourses are challenged. What is needed to create a good enough
mother is implicitly demonstrated. The findings show that a main focus on attachment processes
can reduce attention to the substance abuse‐related problems. The informants described the
dilemma of balancing the attachment work and the substance abuse challenges. The findings show
that the work on the attachment to the unborn child “wins”, as it is believed that it will give the
best long‐term prognosis for mother and child. The sub‐discourse of “a dysfunctional childhood”
highlights the challenges involved in attaching to the child when the mother herself has had an
upbringing marked by dysfunctional interaction. This reflects other factors of greater importance
for work on the mother‐child relationship than whether admission was voluntary or involuntary.
Our findings show that the therapists considered the pregnant substance abuser as a taboo and
stigmatized element of our culture. Other experiences, such as life outside the treatment facility,
which also helps to shape an individual, received less attention. The mother’s attachment to her
unborn child was seen in the context of the treatment and the extent to which a “mothering
process” was initiated. Life outside the facility was largely ignored. These women need to feel
secure before systematic efforts to enhance attachment to the child can be implemented. The
expression “a happy event”, used by one of the informants, is an indication of the social and
cultural foundation of this discourse. Here we see discourses of maternity and the meaning of the
“good mother” consisting of different parts, such as family, parenting, motherhood and
fatherhood, that together make up a comprehensive whole (Hennum, 2002). Motherhood, as a
socially constructed phenomenon, is affected by structural factors in society, and thus by
dominant discourses about how a mother should behave.
Such discourses can also include the “actions” of the mothers, such as the discourse that
substance abuse and caring for children are incompatible. The legislation on compulsory
treatment for pregnant substance abusers was introduced as a reaction to the unacceptability of
abusing substances in pregnancy. The law, and hence various discourses, may result in normative
guidelines that reinforce the unacceptable and emphasize the acceptable. Social and cultural
norms linked to the understanding of motherhood increase stigma, guilt and shame. In this way,
the societal discourse maintains the stigma associated with these women, thus potentially
reinforcing their feelings of being different and on the margins of society. This can also
compromise their efforts to become a” good enough mother”. Motherhood in a marginalized
position makes it difficult for the mothers to mobilize the efforts needed to challenge or break out
of the structural framework that surrounds them. One solution could be to look into the possibility
of using the relationship in a traditional treatment context to increase the mothers’ degree of
freedom, thus enabling them to take steps to move out of their marginalized position (Aamodt,
2003). This would require service providers to expand their treatment framework to include the
women’s lives outside the facility.
A study of women from SUD families shows that their main challenge was to feel they were part of
society, rather than “outsiders” on the margins (Wiig, Haugland, Halsa & Myhra, 2014). Such an
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experience may make these women wary of society in general and health and social services in
particular. This can prevent them from using their attachment resources for their unborn child. A
feeling of insecurity can lead to self‐protective strategies, which in turn reinforce the perception of
being different and marginalized.
Previously, parental authority was important, while today the focus is more on parents’ ability to
be sensitive and present, and to set boundaries for their children (Andenæs, 1996; Elstad &
Stefansen, 2011). The prevailing understandings of parenthood are negotiated in interaction with
others. A common conception thus creates a common basis for parents’ actions. These are the
parenthood/motherhood discourses encountered by the pregnant SUD women in different ways
in their efforts to create a parental role (Burr, 1995; Hacking, 1999; Sagatun, 2008). If we consider
individual and societal factors as inextricably linked to one other, our analysis may tease out
significant relationships. Here, a key question is the kind of individual experiences and behaviours
the two groups of women from SUD backgrounds bring into their future role as a mother, faced
with societal demands and expectations.
Power is also a central concept in a discourse theory approach; the tension between different
discourses raises some important questions (Foucault & Schaanning, 1999). Thus, some discourses
will have priority and carry more weight than others. For example, the discourse about achieving
attachment, seen in conjunction with the prognosis of good enough mother‐child interaction after
the birth, appeared to be more dominant than others. Attachment theory has primarily focused
on mother‐child interaction. If this perspective is strongly in focus, it will have implications for
health prognoses. We also see less focus on the importance of attention to other types of future
relational experiences, involving e.g. self‐regulation mechanisms and the influence of a broader
socio‐cultural context. The challenge may be the risk of excessive focus on individual problems
that should be addressed in a more complex perspective, as opposed to a focus on inner reality as
a driver for change (Nygren & Skårderud, 2005)
6.6 Attachment as biology versus learned attachment strategies
Another prominent discourse in the findings was the understanding of the mother‐child
relationship. Two contrasting discourses revealed were those of attachment as biology and
attachment as learned patterns in a psychodynamic perspective. “Attachment starts when the
foetus is in the womb, and psychological and emotional attachment begins as soon as the woman
gets pregnant.” This statement illustrates a view of attachment as biological and a matter of
course. Within this discourse, maternity and attachment are viewed as natural phenomena that
just happen. Discourses change with time; this is also reflected in the language used. Here the
discourse of female identity shows how it is created around her biology; she gives birth to
children, attaches to them and cares for them. This view of women is embedded in most cultures,
in both religious and scientific terms. Because women give birth to children, they also bring them
up, and thus become bonded (Grennes, 1975). A number of discourses circulate simultaneously;
motherhood is a research topic involving different research traditions, each of which presents
different knowledge, and together they provide a more complete understanding of the
phenomenon.
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The view of attachment as learned patterns represents a psychodynamic understanding. “It’s
about understanding the reality of being parents, they can’t pass on what they haven’t understood
themselves, it’s fine as long as it’s a doll.” This statement can be understood as a deterministic
perspective on development. Here the therapists demonstrate a discourse that can be anchored
within psychology, an understanding where the person’s relational experience is important. You
cannot pass on to others what you have not experienced yourself. This linguistic action
emphasizes the generational perspective, and the idea that a dysfunctional childhood can limit a
woman’s ability to attach to her unborn child. This perspective is primarily related to attachment
theory. In the 1950s, Bowlby (1998) formulated his theory of attachment as a biological tendency
to seek safety. In a later development, Ainsworth, Blehar, Waters & Wall (1978) initiated a
research tradition based on the so‐called strange situation, which they used to categorize different
attachment styles, ranging from secure to insecure. This model has had considerable impact in the
field, but has in recent years been criticized for being too deterministic.
We found a modified version of this discourse among the informants in our sub‐study: “You have
to have experienced care at home, and if you didn’t get it at home, it must have come from
somewhere else”. This statement points out the possibility that the child’s relationship with its
primary caregivers is neither biology nor destiny, and that experiences with other people can also
be decisive. This agrees with the findings from the women in voluntary treatment, who mentioned
some positive relational experiences. This supports an alternative understanding, a developmental
theory that states that it is never too late to develop a feeling of security and confidence in oneself
and others. Stern (1985) emphasizes how new experiences are included in the individual’s general
“store of experiences”, where they are constantly added to existing ones. He argues that one’s
perspective on the world is always a constructed perspective based on relational experience and
that this experience base is expanded and developed as new experiences arise. In this way, people
will always be able to change their basic assumptions about what to expect. In light of the above,
we may assume that the different discourses influence each other and that the public debate
indicates the discourses that are active within a given cultural context. This will also reflect the
prevailing academic and professional discourses.
6.7 Challenges related to OMT/LAR
LAR, the Norwegian version of OMT introduced nationwide in 1998, was also mentioned by our
informants. They showed how they were pulled between different discourses linked to
participation in LAR and being a patient in LAR treatment. The discourse mainly concerned the
difficulty of achieving attachment to the unborn child when the woman was in LAR. The therapists
viewed this as a dilemma, because the women in LAR showed that they had created a relationship
with the child because they were afraid that the substitution treatment and any substance abuse
during pregnancy may have harmed the child. The women were ambivalent about withdrawal,
being afraid of their own abstinence symptoms and of their baby being born with NAS. This
illustrates some of the complexity of the therapists’ work with the two groups of pregnant
women.
Another way to address this dilemma may be to talk to the women about their own attachment
history and their SUD status, which occupied them more than creating attachment to their unborn
child. This is a taboo that runs against the cultural discourse of the good mother and the
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attachment process as taken for granted. The informants showed that this was a delicate dilemma
in treatment practice; it was inadequately discussed, but was emphasized as a contextual
challenge for interventions. Coercion is at best a corrective measure for these women, but will be
insufficient to address the paradox that the craving for substances is stronger than the maternal
instinct for some women. The women may position themselves by adapting to the treatment
ideology they encounter.
6.8 Relationship between professional and cultural discourses
A further important point is the relationship between professional and cultural discourses. On the
basis of the informants’ statements, one may question whether particular professional
perspectives are too strongly adapted to the cultural context and the resultant discourses. It is
therefore difficult to apply knowledge that challenges these to some degree. This is an important
issue in the planning and implementation of effective measures for women and children in a
highly vulnerable situation.
The empirical data in this thesis shows various nuances of attachment discourses. We found that
the importance of being able to attach to the unborn child was predominant among the
therapists. However, it is not entirely unproblematic to interpret the informants’ statements as
representing the prevailing discourses. The researcher gains access to knowledge of the
informants’ expectations and understandings related to what they consider to be “right”, “wrong”
or “important”. The discourses the informants have integrated into their narratives and how they
communicate the importance of attachment are examples of what they believe to be acceptable
in terms of a good prognosis for mother and child. This will also be understood and reflected in the
cultural and societal debate it forms part of and negotiates with.
In the broadest sense, discourses can be understood as ideas and ways of thinking that provide
content for interpretations of social actions. Discourses thus constitute a repertoire for action that
constitutes, legitimizes and produces social practice (Säljö, 2001). In this way, discourses also
regulate the experiences formed by pregnant substance abusers and what they think of
themselves as expectant mothers. Discourses thus become a way of representing or presenting
phenomena and practices. Discourses can be expressed in text such as Section 10.3, which has a
certain priority. Discourses also become visible through language, in the way people speak, and
hence through how expectant motherhood is expressed.
The ability to look critically at one’s normative perceptions is a key issue in sub‐study 2, which
investigated the therapists’ discourses in their treatment of the two groups of clients. A main
finding in that study was increased awareness of what was considered as normatively good/not
good enough parenting. Here, it was important to look for variations and resources in the ability to
attach to the unborn child. At the same time, further knowledge of the field of practice is needed,
focusing on how knowledge and observations are expressed as therapeutic practices.
Many studies have pointed out the need to involve users in important decisions in a treatment
process to improve treatment outcome (Sundet, 2011; Ness et al., 2014). More knowledge is
needed of how the therapists use their observations in clinical practice, and what feedback they
receive from the clients.
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6.9 Conclusion and contribution to the field
This study shows how pregnant substance abusers in voluntary and involuntary inpatient
treatment experience the treatment context in relation to considering the perspective of their
unborn child. It also explores the therapists’ discourses and shows how they are influenced in their
treatment of these clients. The study focuses on intergenerational attachment experiences and
their possible implications for the women’s ability to consider the perspective of the unborn child.
The analysis of the interviews has enhanced understanding of interpersonal processes in
treatment for voluntary clients and those admitted involuntarily under Section 10.3 of the
Norwegian Health and Care Services Act. The thesis provides knowledge of how SUD‐related,
challenging family interactions and previous relationship experiences can lead to complicated,
generationally transmitted problems in later life. For these women, this creates ambivalence and a
lack of faith in their ability to be a “good enough” mother. The informants had little social support
and poor, substance abuse‐related networks. The involuntary clients found the support of the staff
of the closed units to be important, while the voluntary clients emphasized support by individuals,
previous inpatient treatment and some experience of work and adult education as significant
experiences for them.
Overall, the knowledge contributions of the individual articles provide a richer and broader
understanding of the situation of pregnant substance abusers in voluntary and involuntary
treatment. The empirical contributions have enabled access to the women’s own descriptions of
their role as an expectant mother and their experience of stigma, as well as access to circulating
discourses around the myth of the “good mother” in the context of the prevailing professional,
social, cultural and societal discourses. The findings in the thesis create an understanding of how
the present is often inextricably linked to the past, and how parenting style can be transferred
from one generation to the next, unless the person manages to achieve a comprehensive break
with the past. The women’s relational SUD‐related experiences form narratives that they
communicate and bring with them, affecting how they position motherhood.
The empirical data from both groups of women and the therapists can also be seen in relation to
prevailing societal discourses of pregnant substance abusers, addiction and parenting. The link
between the informants’ experiences and the therapists’ discourses seen in conjunction with
social and cultural discourses has provided new understanding of substance abuse and expectant
motherhood for these clients. To be a pregnant substance abuser is associated with shame, guilt
and stigma. These discursive signals from society are challenges faced by this group of women. No
expectant mother wants to harm her own child. The data in this study show that the women
sought help on their own initiative. Coercion as a context did not correspond to a feeling of
“coercion”. Most of these women had grown up with parental SUD. Despite this, they
demonstrated resources and a desire to make a difference for their unborn child.
The women faced major challenges in terms of their childhood history of SUD problems, varying
degrees of neglect, and their own substance abuse. These are marginalizing factors that often lead
to poor networks, little feeling of belonging and a lack of structure. Having a child is a major
change, a big challenge and a new opportunity. The women in voluntary treatment described how
they felt they had reached a turning point and saw the pregnancy as a new chance in life. The data
from the therapists show that they faced large and complex challenges in their work. They wanted
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the best for mother and child, but experienced many dilemmas. Combining substance abuse
treatment with preparing the mother to consider her unborn child’s perspective is a challenging
task. This study aims to illustrate the complexity of the field and to raise awareness of the types of
discourses that prevail. Increased awareness can help to reduce stigma and facilitate efforts to
integrate these families into society. The data from this study show that the women’s childhood
experiences were the greatest barrier to attachment to the unborn child. It is crucial to help these
women to process their childhood trauma and attachment experiences and create new narratives
of hope and meaning, thus enabling them to develop a coherent self‐image. This will be decisive in
breaking the cycle of intergenerational transmission of attachment experiences, motivating the
women to develop a substance‐free identity and encouraging them to have faith in their own
parenting capabilities.
6.10 Implications for practice
The aim of this study is to provide implications for the treatment of pregnant substance abusers
subject to voluntary and involuntary (under § 10.3) admission. The thesis is an attempt to bridge
the gap between theory and practice. The articles are intended to be theoretical contributions to
the field of practice, based on empirical analysis of the two groups of women and the therapists
working with both groups. The study aims to increase the focus on and enhance awareness of the
stigma faced by these women. The study data underline the importance of awareness of one’s
own attitudes and discourses, and the danger of being trapped in causal thinking when treating
pregnant substance abusers. The findings are intended to emphasize the risk of being caught in
prejudices such as “once an addict, always an addict”, or viewing SUD people as predestined due
to intergenerational transmission, instead of seeking out variations and opportunities. The
findings also underscore the need to be sensitive to how these attitudes can undermine the
women’s struggle to create an identity as a good enough mother for their unborn children.

The findings are also intended to contribute to awareness of the power embedded in professional
practice and the dominant discourses involved. The statements of the therapists also highlight the
ideal of combating social inequality by working responsibly with clients and having an honest
desire for the best for mother and child. In her book “Familien mellom mange hjelpere” (Many
helpers for one family), Aamodt (2005) presents her reflections on social work, showing how social
workers’ eagerness to help transforms them into disciplined servants acting on the basis of overall
standards instead of their own convictions. She illustrates this dilemma by referring to Hannah
Arendt’s account of Eichmann in Jerusalem (2000; 1963). Here it is shown that, whatever solution
is found to a problem, the authority and the binding force that separate good from evil cannot be
legitimized by referring to social powers that approve and enforce them. “Even though it is
condemned by the group ‐ even by all groups ‐ individual behaviour can nevertheless be moral,
while an act recommended by society can nevertheless be immoral” (Bauman 1998: 226). These
are challenges faced by the therapists on a daily basis. Among the questions raised are: What does
the social, normative cultural and professional discourse communicate, and how does this
influence the subjective understanding and ethical and moral duty of the individual health
worker? How does it affect my encounter with the other and my ability to be sensitive to the
feelings expressed by others?
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Working with pregnant substance abusers is demanding, and it is important to discuss analytical
awareness. To prioritize this field to prevent intergenerational transmission of experiences
requires increased funding for treatment, greater expertise and follow‐up care of mother and child
over many years. Longitudinal studies of the well‐being of mother and child are also crucial. At the
time of writing, the Norwegian Directorate of Health is developing a “treatment package”, which
includes a revision of the guidelines for pregnant women in LAR/OMT (Norwegian Directorate of
Health, 2017). A key objective of the package is to solve challenges in identifying pregnant women
who abuse alcohol, addictive medications or other substances during pregnancy. Treatment
packages are to be governed by national, normative guidelines aiming to enhance predictability
and clarity for users and patients receiving treatment and follow‐up care. Packages will involve a
focus on user involvement and individual adaptation, necessary capacity, a coordinator,
management and interaction. The treatment package for pregnancy and substance abuse will
involve both primary and specialist health services and will begin as soon as pregnancy is
confirmed. The package for this group of substance abusers will be based on the national
guidelines for pregnant women in OMT, detoxification, treatment and rehabilitation, as well as
various national recommendations. The package regarding involuntary treatment under Section
10‐3 of the Health and Care Services Act and its implementation will be initiated in the second half
of 2018. The pregnancy and substance abuse package will be followed by a package for SUD
families with young children (Norwegian Directorate of Health 2017).
It is important to intervene at an early stage of pregnancy with either voluntary or involuntary
treatment, and to focus on further preventive work and research. In contrast to other studies,
findings from this study show that several of the women wanted compulsory admission, and did
not find coercion to be an undesirable treatment framework. Nevertheless, there is a need to
expand the perspective on how to create a sound basis for relational work, as has been developed
in various forms of systemic theory and family therapy. Family therapy includes reflections on
relational work that will represent a significant contribution to work in the field. A wide range of
therapeutic approaches have been developed with regard to the family as a system; these directly
address interaction that includes a broader context than the mother‐child dyad (Dallos, 2006). A
systemic framework around an attachment perspective will encourage work on ways to relate to
emotions and forms of emotional expression that can affect families over generations, or
interpersonal events that affect interaction negatively if left unprocessed. Similarly, there are
relational ways of eliciting coherent narratives of relational and individual pathways, which in this
study proved to be important in preventing the transmission of experiences that inhibit mother‐
child attachment. Such a broad‐based approach will also enable a stronger focus and reflection on
parental resources with the expectant mothers compared to forms of intervention grounded in a
traditional framework of attachment theory.
6.11 Strengths and limitations
The findings and conclusions of this study must be seen in light of the context. There was a small
sample of informants. One strength is that the informants were selected from the four largest
inpatient facilities offering interdisciplinary specialist treatment in Norway. The findings are based
on individual interviews with 17 informants in voluntary and involuntary treatment and four focus
group interviews with 40 therapists working with both groups. It is these informants’ descriptions
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and stories that were analysed and thus comprise the findings of the thesis. The findings have also
been influenced by the theories chosen to form the basis of the analysis and the understanding of
the two groups of pregnant substance abusers, as well as the discourses of the therapists. The
interviewer’s clinical experience with pregnant substance abusers and the co‐authors’ viewpoints
and perspectives have influenced the researcher’s gaze in her relation to the data. The expectant
mothers’ self‐understanding and preparation for motherhood have been important contributions
to the thesis. Their developmental history and relational experiences led to self‐understanding and
helped to create identity in relation to other people. The thesis analyses these processes and
considers them in the light of social and discursive contexts. To understand attachment and
developmental psychology within a social constructionist perspective rather than from a causality
point of view can be a strength, and can enhance sensitivity to the feelings of others and
awareness of what others are communicating
Through the focus group interviews with therapists, this thesis has attempted to demonstrate the
established understandings in the field and also to challenge established models through analytical
awareness related to normative ways of understanding. A broad‐based approach can be a strength
in studies that explore interpersonal relationships, and where a key issue is to break the cycle of
intergenerational transmission of experiences in efforts to achieve mother‐child attachment.
The study informants are not necessarily representative of all pregnant substance abusers in the
different treatment contexts. The study is located in Norway, and is thus a small study in an
international context. Norway is the only country with compulsory treatment for pregnant
substance abusers; there are therefore few, if any, similar studies for comparison.
To use attachment theory as a model of understanding has its limitations; however, an attempt
has been made to show the variations and developments of this model since it was first presented
by Bowlby in the 1950s. Despite the limitations mentioned above, I hope that the study will be an
important contribution to the Nordic debate on compulsory treatment for pregnant substance
abusers. However, it is important to emphasize that in qualitative research it is always the
researcher’s interpretation that provides new knowledge. In spite of this, the knowledge is
primarily based on the informants’ own experiences as revealed in qualitative interviews.
6.12 Directions for future research
A central question concerns the implications the study findings may have for further research on
substance abuse treatment, pregnancy and parenting preparation. The therapists faced many
challenges, and the finding that the women described them as their “closest ones” indicates the
importance of creating a secure environment where new relational experiences can be processed.
An opportunity for positive relational attachment experiences may create hope of achieving “good
enough” attachment to the unborn child. This should be an important focus in further research.
The study highlights the complexity of the therapists’ work. Guidance and advice for this group of
therapists also deserves more attention in future research. How can these therapists be supported
in their efforts to find solutions to the many challenges involved in work with pregnant substance
abusers? Therapy and guidance require both co‐presence and inter‐subjectivity to show our
connections with each other (Myra, 2017). Offering different perspectives on the dilemmas faced
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by the therapists by allowing a team to share their thoughts and ideas might enable a further level
of multi‐voicedness to allow for a more nuanced view and alternative approaches (Myra, 2017).
Further research is also needed on the mother‐father‐child triad, as well as the experiences of the
fathers of these children. Here, it would be advantageous to apply a broader methodological
framework than that of attachment theory; this should include various family therapy approaches.
In this study, one of the informants in voluntary treatment was the partner of one of the women
and the father of the unborn child. Typically, the relationships of the women with the fathers of
the unborn children were substance abuse‐related and of short duration. This thesis has not
focused on the data from the interview with the one expectant father admitted for treatment,
besides what is mentioned in the articles, but this is clearly also an important area for research.
The main finding of this thesis of intergenerational transmission of experiences is an important
topic for further research, which should include a focus on resources, variations and opportunities
as potent factors for change. In a broader perspective, this study underlines the need for more
qualitative research, using different approaches and ideally linked to quantitative research.
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Pregnant substance-abusing women in involuntary
treatment: Attachment experiences with the unborn
child
SIV MERETE MYRA & EDLE RAVNDAL & VIGDIS WIE TORSTEINSSON & ELI MARIE WIIG

ABSTRACT
BACKGROUND – Use of coercion against pregnant women who misuse substances was legalised
in Norway in 1996. The background for the law was that substance abuse during pregnancy represents a signiﬁcant health problem for the child. AIM – The main aim of this study was to explore
if an attachment between the mother and her unborn child was possible in a context of coercion
as experienced from the woman’s perspective. The women had many challenges, such as lack of
social support and poor living conditions. MATERIAL – Data were collected in eight qualitative indepth interviews. FINDINGS – The main ﬁndings show how involuntary detention enabled safety
for and connection with the unborn child. Within this context, the pregnant substance-abusing
women’s own relational experiences and developmental histories represent the most signiﬁcant
barrier for their ability to bond with the expected child. CONCLUSIONS – The study underlines
the importance of helping women with their own attachment experiences in order to break the
generational transference of risk and pathology, and in this way, start the attachment process to
the unborn child during the coerced treatment stay. Implications of the ﬁndings are discussed.
KEYWORDS – substance abuse, attachment theory, child protection, mothering, coercive context
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Introduction
Substance use during pregnancy has be-

times higher than foetal alcohol syndrome

come a signiﬁcant problem and has led to

(FAS) alone.

accelerated attempts to develop speciﬁc

For children of mothers with drug

treatments. There is a growing literature

abuse, we lack statistics for the number

showing the adverse effects of intrauterine

born each year with neonatal abstinence

substance exposure (Helmbrecht & Thiaga-

syndrome (NAS). The clinical picture of

rajah, 2008; Topley, Windsor & Williams,

children born with NAS is hypersensitiv-

2008; Vucinovic et al., 2008). Internation-

ity for stimuli, strong motoric unrest and

ally it is estimated that there are between

strong persistent crying, with fever, vomit

one and four children per two thousand

and tremor to various degrees (Elgen, Bru-

live births who may have foetal alcohol

arøy, & Lægreid, 2007). The women in this

spectrum disorders (FASD), while in Nor-

study all had substance abuse problems,

way an estimated 600 children annually

which makes it difﬁcult to differentiate

are born with FASD (Alvik, 2007). FASDs

between effects of alcohol and drug abuse

are presumed to have a prevalence 10

(Slinning, 2004). These effects of sub-

10.1515/nsad-2016-0023
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stance abuse on the unborn child during

level of knowledge production has been

pregnancy were the background for the

surprisingly low, and that there is a great

use of involuntary treatment on pregnant

need for more understanding from the us-

drug-dependent women, which was legal-

ers’ perspective.

ised in Norway in 1996. The core of the

In Norway, there is a lack of research

coercion paragraph 10.3 is that pregnant

about how one can reach female substance

substance-dependent woman can be re-

abusers early in the pregnancy and which

tained in inpatient treatment without con-

intervention methods are most effective

sent if the abuse makes it reasonably likely

(Programme note for drug research 2007–

that the foetus can be harmed and if volun-

2011).

tary health measures are insufﬁcient. The

In her case study of two women admit-

unborn child in this context is favoured

ted under coercion in Norway, Söderström

by lawmakers over the woman’s right to

& Skolebekken (2012) looked at the ethi-

liberty because of the risk of causing harm

cal and clinical aspects of coerced admit-

to the unborn child (Søvig, 2007). Norway

tance. She concludes that it is a challenge

is the only country in Europe with such a

to protect the women’s ethical rights and

law for pregnant drug-dependent women

at the same time establish a therapeutic

(Leppo, 2009).

alliance, as coercion as a context is chal-

A second legal possibility for compulso-

lenging in itself. However, according to

ry treatment is “voluntary coercion”, de-

this author, protection of the foetus and

ﬁned in paragraph 10.4, which states that

the therapeutic alliance must be seen as

the patient may be retained in inpatient

two sides of the same coin.

treatment by her own consent for three

This illustrates some of the dilemmas

weeks. This agreement can be renewed up

the present study will explore. The exist-

to three times. Despite the fact that §10.4

ing research has been primarily concerned

is presented as the general rule among the

with patient rights, the right to autonomy

paragraphs that makes use of coercion

and the consequences for women’s moti-

possible, it is used to a limited extent.

vation, as well as with issues of how use

With pregnant substance abusers, part of

of coercion will inﬂuence the therapeu-

the explanation can be that this often is a

tic alliance. The debate, both profession-

group of long-lasting and heavy substance

ally and politically, has been directed to-

abusers, and voluntary treatment has been

wards the balance between individual au-

used several times already (Søvig, 2004).

tonomy and protection of the foetus, and

One Norwegian study found that even

where the consequences for the pregnant

if coercion is used to a limited extent, its

women’s motivation and accessibility to

use has increased over time (Lundeberg &

receive treatment are challenged (Leppo,

Mjåland, 2009). The authors point out that

2009; Søvig, 2011).

as treatment under coercion is practised

The treatment context is just one factor

in many ways, the experience of coercion

inﬂuencing the women’s relation to their

is also described in many different ways.

unborn children. Prenatal attachment the-

The study underscores that viewed in rela-

ory is a new research area that originates in

tion to the nature of the intervention, the

attachment theory and points to a number
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of factors that are important in the assess-

perspectives inﬂuenced a possible attach-

ment of attachment experiences. Attach-

ment. The women were also given the op-

ment theory focuses on the relationship

portunity to reﬂect upon how their own

between parents and infants, governed by

early attachment experiences inﬂuenced

the parent’s inner working models about

their ability to connect themselves to the

what parenthood is. Such working models

expected child. The results are discussed

are created through the experiences ex-

in light of existing research on substance

pectant mothers have had with their own

abuse and prenatal attachment theory.

parents, and these patterns are to a great
extent passed on to the expected and new-

Methods

born baby (Broden, 2004; Bowlby, 1998;

The sample was composed of eight in-

Fonagy, 2006; Stern, 2000). Attachment

depth semi-structured interviews with

processes begin during pregnancy with all

women admitted on coercion under para-

the fantasies and thoughts the woman has

graph 10-3 in the Norwegian Law of Health

about her unborn child.

and Care Services.

In addition, families afﬂicted by sub-

The women were pregnant substance

stance abuse have a double risk. Pajulo,

abusers admitted to two closed units for

Suchman, Kalland, & Mayes (2006) found

pregnant substance-abusing women with-

that women from high-risk groups struggle

in the specialist health service. The wom-

to hold their focus on the expected child

en in the sample were at different stages

when their attention must compete against

in their pregnancy (12 to 35 weeks) at the

dependency on drugs. Siqveland, Smith, &

time of the interviews.

Moe (2012), in a study of women’s sensitivity and ability to be present for their baby,

Participants

compared pregnant women with drug and

The interviews took place between No-

psychiatric problems with a control group

vember 2011 and May 2013. All the

without such problems. They followed the

women who were asked to participate in

women during pregnancy and until the

the study did so. The average age of the

child was three months old. The mothers

informants was 26 years (range: 17–44

with drug problems still had signiﬁcant

years). Three of the women were inter-

challenges in spite of the treatment during

viewed twice, due to exhaustion during

pregnancy and early in the baby’s life.

the interview. Six women had grown up in

Against this background, we hope to

a home where both parents had substance

get a better understanding of the extent to

abuse problems. One had parents without

which these are factors that affect women’s

substance abuse, but she had been moved

understanding of the relation to their un-

to a child protection institution at the age

born children, regardless of the treatment

of 13 because of her own drug abuse. Only

context they are located in.

one of the women had no substance abuse

The main aim of the study was there-

experiences from childhood.

fore to explore the attachment process be-

All interviewees were diagnosed with

tween mother and the unborn child, and

substance use disorder (SUD) according to

how coercion as viewed from the women’s

the International Classiﬁcation of Diseases
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(ICD) 10, F10–F19: Mental and behavioral

interview guide are inspired by the Adult

disorders due to any form of substance

Attachment Interview (AAI) (George &

abuse, usually classiﬁed as a dependence

Solomon, 1984; 1985; 1996), but used as

syndrome (World Health Organization,

open questions. The interview was origi-

2010). Five of the women were ﬁrst-time

nally developed to predict the child’s at-

mothers, and one had a child for whom

tachment strategies from the parents’ ex-

she had retained custody. Two women had

periences. An array of studies have shown

children over whom they had lost custo-

that the interview has high validity and

dy because of their own drug abuse. One

reliability on care capacity in parents,

woman had the child’s father admitted

predicting attachment security in chil-

with her in the closed unit.

dren and as a method in psychiatric work

Seven of the women had intact relation-

(Benoit & Parker, 1994; Grifﬁn & Bartho-

ships with the unborn child’s father, but

lomew, 1994; Van Ijzendorn, 1995; George

all relations were drug-related and six of

& Solomon, 1996). Our study applied

the fathers had an active abuse. All rela-

questions that emphasise the informant’s

tionships were of short duration. The re-

childhood family and attachment strate-

maining woman had recently left a rela-

gies. This requires the interviewee to re-

tionship with the child’s father.

ﬂect on her own life story. By using elements from the AAI, our goal was also to

Interview schedule

investigate the women’s own attachment

Central to the ﬁrst part of the interview was

histories, viewed in connection with their

an open description of the involuntary ad-

ability to develop prenatal attachment to

mission and how this affected the women’s

the unborn child.

relations to the unborn child. In this part
of the interview, the main aim was to bring

Interview procedure and ethics

out the women’s own stories as openly and

The responsible treatment professionals in

close to their experience as possible. The

the closed units were contacted for clear-

second part of the interview was about

ance at the start of each interview. The ﬁrst

the women’s descriptions of the concep-

author contacted all the informants both

tion and the prenatal attachment to the

orally and with written information about

unborn baby, how they experienced preg-

the study. All those asked provided signed

nancy and whether they could describe an

consent. All the informants were told that

internal picture of their child. The Work-

they could withdraw from the study at any

ing Model of the Child Interview (WMC)

time if they doubted the consequences of

(Zeanah, Keener, Stewart, & Anders, 1985)

further participation. The interviews were

inspires the section in which the focus is

conducted at the individual clinic.

the mother’s representations of the unborn

The interview period stretched over two

child and what sort of thoughts and feel-

years as it took time to locate respondents

ings she has about the expected child. The

who met the inclusion criteria (pregnant

questions in the ﬁrst part of the interview

substance abusers admitted under coer-

guide are based on open questions.

cion). One of the inclusion criteria was
also that the respondents should not be

The questions in the third part of the
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admitted in the same period at the same

as tools to enable reﬂection on the experi-

clinic, as this could have meant that the

ences expressed in the interviews (Willig,

women inﬂuenced one another in their de-

2009). These are important prerequisites

scriptions. The interviews were audio re-

both in the interview guide in which ele-

corded and transcribed in full by the ﬁrst

ments of AAI and WMC are applied and in

author.

the analyses.

The study was reported to the Regional

The data is analysed by Giorgi’s prin-

Research Ethics Committee in 2011 and

ciples of phenomenological analysis of

has followed the guidelines of the Helsin-

qualitative data. (Giorgi, 1985; Malterud,

ki Declaration. The ﬁrst author, who per-

2012). The analysis process is implement-

formed the interviews, has lengthy clini-

ed in four steps (Table 1). The ﬁrst step of

cal experience with this group of clients,

the process was to provide an overview

which was a strength during the interview

of the texts and select themes that were

process. All the respondents were offered

relevant for the research aims. The next

the opportunity for follow-up conversa-

step was to identify meaningful units in

tions with a resident therapist after the

the selected text and sort them into differ-

research interview was concluded. No in-

ent codes across the interviews. The third

formants made use of this offer.

step was to condense the codes in terms of
their signiﬁcance and meaning.
The ﬁnal process of analysis was to syn-

Analysis
A phenomenological/hermeneutic method

thesise the signiﬁcance of the condensates

from the qualitative research tradition was

into new concepts and descriptions called

used, with development of knowledge

categories. Each step of the analysis was

and meaning at the core (Dallos & Vetere,

thoroughly discussed by the ﬁrst author

2005). The most important intention in a

and at least with one of the co-authors.

phenomenological analysis is to understand phenomena from the perspectives of

Three main categories emerged from the

the informants and to open up for descrip-

analysis of the qualitative data

tions of the world as close to the inform-

1. Coercion as a context: enabling safety
and connection with the unborn child.

ants’ experiences as possible.
To search for the meaning of the process
of admission to treatment from a phenom-

2. Reﬂexive attachment to the unborn
child.

enological perspective means that the re-

3. Impact of adverse childhood histories

searcher intends to be open to what the

and experiences during upbringing on

informant conveys. A hermeneutic per-

the women’s relationship with their un-

spective supplements the pure phenome-

born child.

nological method. In a hermeneutic interpretation of phenomenology, prior under-

Findings

standing is not a problem but a resource in

The ﬁndings are presented in the light of

the encounter with the subjective experi-

three main themes. We shall ﬁrst highlight

ence to be explored. The researcher’s con-

the experiences of compulsory treatment

cepts and theoretical resources were used

and the implications coercion as a con-
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Table 1. Analysis process
Themes

Codes

Categories

Experiences of being admitted
under coercion

The law is just a law

Coercion as a context, enabling
safety and the connection with
their unborn child

Reactions to the pregnancy

Pregnancy as a surprise

Reﬂexive attachment to their
unborn child

Reactions to the ultrasound
examination

Pulled between addictions and the
mother to be

Drug problems and the description
of the unborn child

Ultrasound examination as a turning
point

Childhood family and the relation to Lack of narratives and experiences
attachment ﬁgures
of belonging

Description of the person’s
childhood family

Broken families and substance
abuse in family constellations

Understanding of contexts in
upbringing history and own
perspective

Lack of understanding in upbringing
history and own perspective

Impact of adverse childhood
histories and experiences during
upbringing on the woman’s
relationship with the unborn child

text had for the relations to the unborn

I knew it was a coercion unit because

child. This is contrasted to the women’s

I’d been hospitalised voluntarily ear-

original reactions to their pregnancies.

lier, and there I was, along with oth-

Further, we focus on how the women’s

ers who were admitted to the coercion

own attachment experiences and histories

unit when they were pregnant. I wasn’t

inﬂuence attachment to the unborn child.

able to be voluntarily hospitalised

These three themes, together with ﬁve sub-

now, I would’ve left, especially the

themes, reﬂect the women’s experiences of

ﬁrst few months, then I wouldn’t have

attachment to their unborn child and of be-

had a chance, I want to have another

ing in involuntary treatment.

life. (Linn)

Coercion as a context: enabling safety and

The women talked about how their sub-

connection with the unborn child

stance abuse came into conﬂict with being

A main, important ﬁnding was that all the

pregnant. Many talked about how difﬁcult

women except one had asked to be admit-

it was to stop using on their own. When

ted to coercive treatment when they dis-

they discovered their pregnancy, they all

covered they were pregnant.

acknowledged that they needed help. Sev-

All respondents described that the in-

en of eight respondents described in dif-

voluntary admittance itself contributed to

ferent ways how they asked to be involun-

making everything simpler. They did not

tarily admitted when they understood that

experience the involuntary admission as

they could not stop their substance abuse

coercion. As one woman put it: the law is

on their own. They wished to protect the

just a law.

expected child against further substance
abuse-related damage.
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I don’t care about the coercion but

thought, “My God, I’m pregnant of

more what happens next. When I came

course.” (Sophie)

here, I had an awakening. I don’t care
about the paragraphs. It’s just a (legal)

We didn’t plan to get pregnant, but

paragraph. (Ann)

it happened. If we hadn’t become
pregnant, we would’ve died from the

The women described how coercion rep-

abuse. (Aurora)

resented security and help to take care
of themselves. They had come to under-

All the informants describe in different

stand that they would not be able to cope

ways how they wanted to get things right

alone. The coercion decision in itself

this time. They looked at the pregnancy as

seemed to be a lesser concern than the ex-

a new opportunity, describing the context

perienced need to protect the child against

represented by the involuntary treatment

the effects of substance abuse.

as supportive.

No, it’s OK of course that I’m here on coer-

Pulled between addiction and mother to be

cion, doesn’t mean much. I want to get help

The respondents described that before the

and make plans. (Linn)

pregnancy, they had no thoughts about
problematising their SUD behaviour. They

Only one of the eight respondents said

felt they had been thrown into having to

that she had been “captured” by the so-

take a position on whether to keep the

cial services and had been admitted co-

baby or not. Several considered abortion

ercively.

as a solution. However, after some time the
pregnancy became a reason to stop getting

Reﬂexive attachment to the unborn child

high.

Pregnancy as a surprise: Common to all
the women was that the pregnancy was

In the beginning, it was very difﬁcult

unplanned and thus a big surprise. The

because I had strong cravings to get

women spoke about lives with drug abuse

high. I just wanted to get rid of the

and poor living conditions not suitable

baby so I could get high again. (Linn)

for children. Some spoke about misusing
their bodies over many years to such an

It gave me a better reason to stop, but

extent that they had lost their menstrual

the craving for drugs was still there

cycles. They believed that they could not

even though I was pregnant, so it’s not

become pregnant. It had taken a long time

enough motivation to quit. It’s hard to

to interpret their symptoms as pregnancy,

have an active substance abuse prob-

as these were perceived as consequences

lem and to be a good mother, so I’m

of a complicated lifestyle with SUDs and

very happy that I’ve managed to stop.

poor nutrition and health.

(Aurora)

I didn’t know it before I felt the baby,

Yes, I suppressed it in a way; I didn’t

and then I was so surprised and

have the motivation at all. (Leah)
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Several describe the fear of having hurt

I saw the difference in my tummy from

their baby. They had abused drugs without

when I went to the hospital and when

knowing that they were pregnant. When

I came back – my stomach was much

they discovered the pregnancy, fear ap-

bigger. That’s because I’d decided not

peared as a barrier to daring to bond with

to have an abortion. I’d let my stomach

the expected child.

out, let my child free. (Sara)

I was afraid that the baby had been

The ultrasound made it possible to keep

damaged by my abuse – I didn’t dare

the expected child, but only some of the

to think about it. (Ann)

women showed an emotional attachment
to their unborn child.

The ultrasound as a turning point: All
the respondents described the ultrasound

Impact of adverse childhood histories

scan as a turning point. The ultrasound

and experiences during upbringing on the

examination contributed to a change of

women’s relationship with their unborn

perspective and to choosing to keep the

child

baby. The most important function of the

The women talked about an upbringing

ultrasound was the conﬁrmation that eve-

dominated by dysfunctional family in-

rything appeared normal and that the baby

teraction. They talked about painful and

did not show signs of drug-related damage.

traumatic separations, stays in child pro-

The ultrasound contributed emotionally

tection institutions, and, for many, few or

to an awakening and helped the women

no secure caregivers.

to understand that they were becoming

In an upbringing characterised by uncer-

mothers. The women describe the scan as

tainty and, to varying degrees, negligence,

a turning point, which fostered hope and

the women had been left alone as children

faith.

with their anxiety and restlessness. Two of
the respondents, without SUD problems

When I knew that everything was OK

in their families of origin, described other

and that there wasn’t anything wrong,

forms of dysfunctional family interaction.

that my child hadn’t been damaged by
my drug abuse, I could bond with the

I remember that I felt quite insecure

baby, because I’d gotten high while I

many times; I think I was quite close

was pregnant and without knowing I

to mama when I was little. I did eve-

was pregnant. (Aurora)

rything she said and I think probably
that I was a little nervous that she

It’s fantastic to see how everything

would get sick again, I was afraid of

lives in you, and see all the move-

being left alone and tried to please her,

ments. It was then that I began to get

I can’t remember exactly, but I think

a feeling – when they showed me the

mama loved me. (Leah)

baby on the screen. (Ann)
The only person I felt close to while
growing up was my sister, and she mis306
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used substances. I didn’t have a good

It’s painful what’s come up now; no, I

relationship with my mother because

don’t know really. That I haven’t had

she gave me up in a way and pushed

family and others around me and it’s

me away, it was painful. I started to get

so hard to think that I mustn’t make

high at eleven. (Sophie)

the same mistakes. I want to be there
for my own children. (Aurora)

I was two years old when I entered the
foster home where I was from 2–15

It was new to think about oneself into a

years, and then I moved to the youth

context that connected past and present.

home, I didn’t exactly get along with

The narratives bore the marks of lack of

my foster mother. (Arlene)

language and signs. The most prominent
features were wishes to be able to cope

The women said it was new for them to

with being drug free and present them-

think about how a childhood history could

selves to their child in a secure and pre-

form the person and the perspective one

dictable way, something the women had

had today. Nevertheless, they were con-

not experienced in their own upbringing.

cerned about protecting their expected
child against traumatic experiences like

Discussion

those they had been exposed to them-

Experiences of being admitted under co-

selves.

ercion
The debate around coercive treatment for

No, I don’t know really – it’s complete-

substance-abusing pregnant women in

ly new to think that way. (Nora)

Norway has tackled possible challenges
connected to deprivation of autonomy and

I don’t know exactly – because I’ve

thereby motivation to receive treatment. It

had so many traumatic experiences

is something of a surprise that all the wom-

that have affected me. Yes, I feel that

en in this study, except one, had asked

I’ve become a bit paranoid, scared and

themselves to be admitted to compulsory

sceptical, and I don’t trust anyone.

treatment. They did not experience their

(Leah)

admission as compulsory and negative.
They had asked help to be admitted under

It was painful and difﬁcult to think about

coercion when they understood they were

an upbringing dominated by drug-related

pregnant and would not be able to stop us-

interactions, a daily life ﬁlled with fear

ing substances on their own.

and unpredictability, and an upbringing in

This complicates the understanding of

which close care persons had enough with

involuntary admission. Seen as a combi-

coping with their own problems. Some of

nation of voluntary and involuntary treat-

the women had thoughts about what they

ment, it did not negatively inﬂuence the

did not want to pass on to their own ex-

relationship to the unborn child; rather, it

pected child.

opened up for potential attachment. One
way to understand this could be that the
decision to ask for help to stop taking
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drugs arises when the users’ addict iden-

cern giving care for the expected child.

tity conﬂicts with and creates problems for

This develops through biological process-

others (Biernacki, 1986). For these wom-

es in which the most important factor is

en, the affected other is their unborn child.

the emotional availability the mother de-

The key to the recovery process lies in the

velops to the unborn child. The women in

individual’s coming to an understanding

this study underscore that the compulsory

that his or her damaged sense of self has

treatment context was a prerequisite for

to be restored together with a reawaken-

this process to be initiated.

ing of the individual old identity and/or
the establishment of a new one (Biernacki,

The ultrasound as a turning point

1986). Hence, the attachment experiences

Several of the women in this study de-

inﬂuence the depth and complexity of

scribe that they had thoughts about hav-

processing one’s own inner life and rela-

ing an abortion, but when they saw “life”

tional experiences, and this may be a start-

on the screen this contributed to wanting

ing point on a long and troubled road.

to keep the baby. The women described

These women could have asked for vol-

how ambivalence was connected to fear of

untary admission. Instead, they wanted to

having harmed the baby. The ultrasound

be relieved of the responsibility of hav-

conﬁrmed that everything looked normal

ing to decide at every point whether they

and that the baby did not show any visible

should continue treatment or not. The

signs of damage from drug intake. At the

women described ambivalence in relation

same time, the women had the possibility

to the pregnancy, describing a conﬂict be-

to emotionally attach themselves to the

tween pregnancy and continued substance

expected child. This is in line with Söder-

abuse. After the involuntary admission, it

ström’s (2011) ﬁndings: voluntarily admit-

was the child and the child’s needs that

ted pregnant drug-dependent women had

were in focus. The women’s statements

extremely troubled life histories, and for

show that the admission under coercion

many, it was a problem to relate to the fact

made possible a context from which the

of pregnancy. Söderström also found that

women themselves could take a position

the ultrasound examination was decisive

as pregnant, expectant mothers. The preg-

in choosing to keep the baby.
Another perspective could be the impor-

nancy becomes a relation to an unborn

tance of an identiﬁable “turning point” in

child.
A study by Stern & Bruschweiler (2000)

the individuals’ drug-using career; a point

claims that the presence of the mother for

at which the decision to give up drugs

the child in the womb and the emotional

is taken and/or consolidated (McIntosh

engagement is dependent on whether or

& McKeganey, 2000). The authors point

not she is able to overcome ambivalent

out that addictions researchers disagree

feelings toward the child and the preg-

on the number and nature of the stages

nancy.

through which an individual may pass

Stern & Bruschweiler (2000) and Broden

in the course of recovery. Such turning

(2004) use the term “mothering process”

points have been described as experiences

for all the feelings and actions that con-

of constituting a “rock bottom”. To be a
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pregnant substance abuser could be such

chosocial adversities coexisting with low

an existential crisis and an essential step

education and income, single parenthood

to recovery from addiction (McIntosh &

and poor social networks. Substance-

McKeganey, 2000).

abusing women often have a history of

While the women in our study all

childhood trauma, parental substance

had negative models of parenting, they

abuse and abusive relationships as well

showed to some degree that they had de-

as negative representations of their child-

veloped attachment to their unborn child.

hood and the parental care they received.

The emotions the women described after

They may therefore be negative models for

the ultrasound examination could be seen

parenting (Hans, 2001; Beeghly & Tronick,

as a turning point in the process of attach-

1994). Parental substance abuse problems

ment to the unborn child. In this way, they

are also associated with unpredictability

showed potential for change, development

and family conﬂict. (Haugland, 2003). At-

and new possibilities.

tachment patterns in particular have been
reproduced through generations (Barrett,

Lack of narratives and experiences of

2006). If no other relational experiences

belonging

and inner working models change this

The women in this study were all bearers

perspective, this will affect the relation

of adverse childhood experiences. Their

the woman develops to her child (Pajulo,

wish was a drug-free existence for them-

Suchman, Kalland, & Mayes, 2006).

selves and their expected child, a secure

Sarﬁ’s study of interactions between

and predictable family life, which they

mothers in substitution treatment and

had not experienced in their own up-

their small child demonstrates that after

bringing. None had reﬂected on how their

controlling for other factors, the only sig-

own experiences could affect their abil-

niﬁcant contribution to both child behav-

ity to achieve this for their own children,

iour problems and health-related quality

but most shared the hope of being able to

of life was concurrent maternal psycholog-

achieve something new for the expected

ical distress (Sarﬁ, Sundet, & Waal, 2013).
George et al. (1984; 1985; 1996) found a

child.
Wiig, Haugland, Halsa, and Myhra’s

robust relation between the parents’ inner

(2014) study looks at mothers who have

working models measured by Adult At-

grown up with drug abuse problems in

tachment Interview and the child’s attach-

their families of origin. The study shows

ment. They found this association also

that the women felt alone, on the edge of

in mothers’ attachment representations

society and that they required help to break

measured prior to the child’s birth (Steele

the cycle of adverse childhood experienc-

& Fonagy, 1996). Main (1995) and several

es. According to our ﬁndings, the women

others (Carlson & Sroufe, 1995; Van Ijzen-

talk about being adult, expectant mothers,

doorn 1995) have over the years supported

conscious of what they lack, but not able to

the assumption that a mother’s capacity to

understand fully how to achieve a change.

regulate and organise her own thoughts

Maternal substance abuse problems are

and feelings towards her own caregivers

often a marker of several mental and psy-

is closely connected to the care she will
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give her own child. In line with this, our

For the helping services, this also repre-

ﬁndings indicate that the pregnant women

sents an opportunity to come into a posi-

will have to overcome considerable chal-

tion to break the cycle of intergenerational

lenges in order to create the life they want

transmission of internal representations of

for themselves and the expected child and

care-giving experiences. The compulsory

in processing adverse experiences from

treatment was experienced as a support

their own childhood.

and as an opportunity to relate to and develop an alliance with the treatment staff

Limitations and strengths of the study

in order to protect the unborn child. In

The number of respondents in this study

addition, the child and the child’s needs

is small. Thus, these ﬁndings can only

became a concrete topic in the mother’s

present examples of understanding and

consciousness that in this context did not

descriptions, and cannot be generalised

have to compete with drug cravings for the

to all pregnant, substance-dependent and

mother’s attention.

coercively admitted women. The in-depth

Seven of the eight women had asked for

interviews point, however, to important

compulsory treatment themselves, even

factors in further attempts to help these

though they could have been admitted on

women to connect to the unborn child.

a voluntary basis under §10.4. This sug-

Also, this is to our knowledge the ﬁrst

gests we need to rethink the concept of

study to explore substance-abusing moth-

compulsory treatment in this context. For

ers’ experiences of attaching to an unborn

the women in this study, it represented

child when being in “compulsory treat-

an opportunity to reduce the ambivalence

ment”.

that a substance use disorder creates. The

Another strength is that the ﬁrst author

women quickly entered a context that pre-

was employed as a treatment manager in

vented further use of drugs and provided

a family unit within the substance abuse

the opportunity to focus on the expected

treatment ﬁeld of the specialist health ser-

child. The principle of the law §10.3 is

vice in Norway when she conducted the

that the abuse is of such a nature that the

interviews. This contributed to the under-

child will most likely be born with injuries

standing of the informants’ situation and

(Søvig, 2011). The women in this study

helped in the organisation and completion

had many experiences of being in volun-

of the interviews.

tary treatment, and two of the women had
lost custody of their child earlier because
of substance abuse.

Clinical implications and conclusions
This is the ﬁrst study to present pregnant

The women were also in a high-risk

women’s own descriptions of their experi-

group in terms of negative childhood ex-

ences of compulsory treatment. Their sto-

periences,

ries illustrate how “coercion as a context”

drug dependence and lack of network

inﬂuences attachment to the unborn child

membership. The study conﬁrms the rec-

in a positive way. Being admitted under

ognition of the challenges our own attach-

coercion affords an opportunity to focus

ment histories create, and shows that these

on the relationship to the unborn child.

are issues the helping services must meet
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conditions,

at the ﬁrst opportunity. It is important to

and further help to understand and regu-

enable stable, quality attachment relations

late the child’s expressions and needs. In

between the mother and the unborn child.

this way, the generational transmission of

This should be an important focus in all

risk and pathology can be prevented and

interventions in this approach.

broken. “Involuntary coercion” as a con-

Existing knowledge about attachment

text for the women in this study represents

challenges has identiﬁed a key point: if

a start from which this complex work can

prior experiences have not been processed

begin.

and given a form that makes them a potential starting point for new experiences, the

Declaration of interest None.

prior experiences hinder the development
of attachment to one’s own children. The
women talked about a dawning attachment
but were not yet reﬂexive about the limitations created by their own histories. A sufﬁcient treatment option should therefore
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include exploration of the woman’s challenges and risk factors. This would help
her to enter a position where she could
continue the attachment process to the un-
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born child.
These women require help to create
stories about their own attachment experiences that would give them the opportunity to connect with their unborn child.
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They need help – with a point of departure in their own complicated experiential
background – to become sensitive enough
to prevent negative interpretations of
the child, such that they achieve a good
enough interaction when the child is born,

Eli Marie Wiig, PhD-student
Clinical Medicine
University of Oslo;
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Skien, Telemark, Norway
E-mail: eli.marie.wiig@borgestadklinikken.no

NORDIC
C STUDIES
ST
S
U DI
D
E
ON
Aic
L CO
LC
CaOH
OtHO
HeOL
Od
L AND DRUGS
U
nTa
uI ES
thS eON
ntALCOHOL
Download Date | 7/6/16 9:00 AM

V O L . 33. 2016

.

3

311

REFERENCES
Alvik, A. (2007). Alcohol use before, during
and after pregnancy: A population
based study in Oslo, Norway. Doctoral
dissertation, University of Oslo.
Barret, H. (2006). Attachment and the perils of
parenting. London: National Parenting and
Family Institute.
Benoit, D., & Parker, K. C. H. (1994). Stability
and transmissions of attachment across
three generations. Child Development, 65,
1444–1456.
Beeghly, M., & Tronick, E. Z. (1994). Effects
of prenatal exposure to cocaine in early
infancy: Toxic effects on the process of
mutual regulation. Infant Mental Health
Journal, 15(2), 158–175.
Biernacki, P. (1986). Pathways from heroin
addiction: Recovery without treatment.
Philadelphia: Temple University Press.
Bowlby, J. (1998). A secure base. Parent–
child attachment and healthy human
development. London: Routledge.
Broden, M. (2004). Graviditetens muligheter
[Possibilities of pregnancy]. Copenhagen:
Fagbokforlaget.
Carlson, E., & Sroufe, L. A. (1995).
Contribution of attachment theory
to developmental psychopathology.
In D. Cicchetti & D. J. Cohen (Eds.),
Developmental psychopathology (pp.
581–617). New York: Wiley.
Dallos, R., & Vetere, A. (2005). Researching
psychotherapy and counselling. Berkshire
UK: Bell & Bain.
Elgen, I., Bruarøy, S., & Lægreid, L. M. (2007).
Lack of recognition and complexity of
foetal alcohol neuroimpairments. Acta
Pædiatrica, 96, 1–5.
Fonagy, P. (2006). The mentalization-focused
approach to social development. In J. G.
Allen & P. Fonagy (Eds.) Handbook of
mentalization-based treatment. Chichester,
UK: Wiley.
George, C., Kaplan, N., & Main, M.
(1984/1985/1996). Adult attachment
interview protocol. Unpublished
manuscript. Berkeley: University of
California.
George, C., & Solomon, J. (1996).

312

NORDIC STUDIES ON ALCOHOL AND DRUGS

V O L . 33. 2 0 1 6

Representational models of relationships:
Links between caregiving and attachment.
Infant Mental Health Journal, 17, 198–216.
Giorgi, A. (1985). Sketch of a psychological
phenomenological method. In A. Giorgi
(Ed.), Phenomenology and psychological
research (pp. 8–22). Pittsburgh, PA:
Duquesne University Press.
Grifﬁn, D. W., & Bartholomew, K. (1994). The
metaphysics of measurement: The case of
adult attachment. In K. Bartholomew &
D. Perlman (Eds.), Advances in personal
relationships: Attachment processes in
adulthood (pp. 17–52). London: Jessica
Kingsley Publishers.
Hans, S. L., & Jeremy, R. J. (2001). Postneonatal
mental and motor development of infants
exposed in utero to opioid drugs. Infant
Mental Health Journal, 3, 300–315.
Haugland, B. S. M. (2003). Parental alcohol
abuse, family functioning and child
adjustment. Faculty of Psychology,
University of Bergen, Norway.
Helmbrecht, G. D., & Thiagarajah, S. (2008).
Management of addiction disorders in
pregnancy. Journal of Addiction Medicine,
2, 1–16.
Leppo, A. (2009). Illusionen om enkla
løsninger [The illusion of simple solutions].
Nordic Studies on Alcohol and Drugs, 26,
314–317.
Lundeberg, I. R., & Mjåland, K. (2009). Grenser
for tvang. Om sosialtjenestens rolle i bruk
av tvang overfor rusmiddelmisbrukere
[Limits of coercion: The role of the
social services in use of coercion against
substance addicts]. Bergen: Rokkansenteret.
McIntosh, J., & McKeganey, N. (2000). Addicts’
narratives of recovery from drug use:
Constructing a non-addict identity. Social
Science & Medicine, 50, 1501–1510.
Main, M. (1995). Recent studies of attachment:
Overview with selected implications for
clinical work. In S. Goldberg, R. Muir, &
J. Kerr (Eds.), Attachment theory: Social,
developmental and clinical perspectives.
Hillsdale: Analytic Press.
Malterud, K. (2012). Systematic text
condensation: A strategy for qualitative

. 3

Unauthenticated
Download Date | 7/6/16 9:00 AM

analysis. Scandinavian Journal of Public
Health, 40, 795.
Pajulo, M., Suchman, N., Kalland, M. & Mayes,
L. (2006). Enhancing the effectiveness of
residential treatment for substance abusing
pregnant and parenting women: Focus
on maternal reﬂective functioning and
mother–child relationship. Infant Mental
Health Journal, 27, 448–465.
Programnotat for rusmiddelforskning/
Programme note for drug research (2007–
2011). Oslo: Norsk Forskningsråd.
Sarﬁ, M., Waal, H., & Sundet, J. M. (2013).
Maternal stress and behavioral adaptation
in methadone- or buprenorphine-exposed
toddlers. Infant Behavior and Development,
36, 707—716. Siqveland, T., Smith, L., &
Moe, V. (2012). The impact of optimality
on maternal sensitivity in mothers with
substance abuse and psychiatric problems
and their infants at 3 months. Infant
Behavior & Development, 35, 60–70.
Slinning, K. (2004). Foster placed children
prenatally exposed to poly-substances:
Attention-related problems at ages 2 and
4½. European Child Adolescent Psychiatry,
13, 19–27.
Stern, D., & Bruschweiler, N. (2000). En
mor blir til [A mother emerges]. Bergen:
Fagbokforlaget.
Steele, H. M., & Fonagy, P. (1996). Associations
among attachment classiﬁcations of
mothers, fathers, and their infants. Child
Development, 67, 541–555.
Söderström, K. (2011). Mental preparation
during pregnancy in women with substance
addiction: A qualitative interview study.
Child and Family Social Work. Doi:
10.1111/j.1365-2206.2011. 00803
Söderström, K., & Skolebekken, J. A. (2012).
Pregnancy and substance use – the
Norwegian § 10-3 solution. Ethical and
clinical reﬂections related to incarceration
of pregnant women to protect the fetus
from harmful substances. Nordic Studies
on Alcohol and Drugs, 29(2), 155–171.
Søvig, K. H. (2004). Coercion against pregnant
women with substance addiction. §§ 6-2 til
6-3. i Sosialtjenesteloven.
Søvig, K. H. (2007). Tvang overfor
rusmiddelavhengige: Sosialtjenesteloven§§

6-2 til 6-3. [Coercion against pregnant
women with substance addiction]. Bergen:
Fagbokforlaget.
Søvig, K. H. (2011). Detention of pregnant
women to protect the foetus: Nordic
perspectives. In E. Rynning & M. Hartlev
(Eds.), Nordic health law in a European
context (pp. 158–180). Liber/Brill,
Netherlands.
Topley, J., Windsor, D., & Williams, R. (2008).
Behavioral, developmental and child
protection outcomes following exposure to
Class A drugs in pregnancy. Child: Care,
Health and Development, 34, 71–76.
Van Ijzendoorn, M. H. (1995). Adult
attachment representations, parental
responsiveness and infant attachment: A
meta-analysis on the predictive validity
of the adult attachment interview.
Psychological Bulletin, 117, 387–403.
Zeanah, C. H., Keener, M. A., Stewart, C., &
Anders, T. A. (1985). Prenatal perception
of infant personality: A preliminary
investigation. American Academy of Child
Psychiatry, 24, 2004–2010.
Vucinovic, M., Roje, D., Vucinovic, Z.,
Capkun, V., Bucat, M., & Banovic, I. (2008).
Maternal and neonatal effects of substance
abuse during pregnancy: Our ten-year
experience. Yonsei Medical Journal, 49,
705–713.
World Health Organization (2010).
International classiﬁcation of diseases.
Retrieved from http://apps. Who. Int/
Classiﬁcations/icd10/browse/2010/en
Wiig, E. M., Haugland, B. S., Halsa, A., &
Myhra, S. (2014). Substance-dependent
women becoming mothers: Breaking the
cycle of adverse childhood experiences.
Child & Family Social Work. Doi:10.1111/
cfs.12190
Willig, C. (2009). Introducing qualitative
research in psychology. Open University
Press, McGraw-Hill. Berkshire UK.

NORDIC
C STUDIES
ST
S
U DI
D
E
ON
Aic
L CO
LC
CaOH
OtHO
HeOL
Od
L AND DRUGS
U
nTa
uI ES
thS eON
ntALCOHOL
Download Date | 7/6/16 9:00 AM

V O L . 33. 2016

.

3

313

VEDLEGG: Intervjuguide for behandlere.
Studien: «Gravide rusmiddelavhengige og utvikling av prenatal tilknytning i løpet av et
tvangsopphold»
En studie av gravide rusmiddelavhengige innlagt med eller uten tvang.
Innledning: Introdusere temaet, formålet med undersøkelsen, hvorfor informanten er valgt, henvise
til informasjonsskrivet.
Del 1: a) Hvor langt er kvinnene kommet i svangerskapet når de blir innlagt på tvang eller innenfor en
frivillig kontekst?
b) Refleksjoner omkring temaet: behandlingskonteksten sett i sammenheng med kvinnenes mulighet
til å ta det ventede barnets perspektiv. Har mange av dem barn fra før, eller er det mange som er
førstegangsfødende?
c) Hvordan vil du beskrive kvinnenes tilknytningsprosess til det ufødte barnet slik du ser det?
d) Kan du beskrive hvordan en slik tilknytning kommer til uttrykk?
e) Din opplevelse av kvinnenes beskrivelser knyttet opp til å ha hørt hjerteslag, vært på ultralyd, kjent
spark.
f) Opplever du at kvinnene bærer med seg et indre bilde av barnet sitt, så som ansiktsform, hårfarge,
øyne, fingre og tær.
g) Hvordan vil du beskrive hvorvidt behandlingskonteksten påvirker kvinnene og deres opplevelser av
å være gravid rusmiddelmisbruker innlagt på henholdsvis tvang og frivillig? Når det gjelder kvinnene
som er innlagt på tvang, deres opplevelser når det gjelder livsstil, perspektiver på følelser av skyld og
skam og eventuelt ambivalens i forhold til det å være innlagt på tvang. (Det samme spørsmålet til de
som arbeider kun med de frivillige innlagte).
h) Dine beskrivelser av kvinnenes fremtidsscenarier, (håp og tro) versus beskrivelser/ perspektiver
når det gjelder ambivalens til graviditeten.
i) På hvilken måte tenker du at disse fokusområdene kan speile kvinnenes tilknytning til det ufødte
barnet?
j) Hvordan vil du beskrive hvorvidt kvinnenes egne tilknytningshistorier til viktige tilknytningsfigurer
kommer til uttrykk?
k) Har du andre beskrivelser/ perspektiver som du tenker belyser denne tematikken?
l) Har du som terapeut opplevd et «gyllent øyeblikk»?
m) Har du noe du ønsker å tilføye/nyansere, eventuelt justere?
n) Om barnefar er inne i bildet, hvordan vil du beskrive relasjonen, og eventuelt samspillet mellom de
vordende foreldrene?
Avslutning av samtalen.
Oppsummering.
Tusen takk for at du sa ja til å la deg intervjue/samtale med meg om disse temaene. Om du skulle
lure på noe, nøl ikke med å kontakte meg.

Vedlegg: Intervjuguide for gravide rusmiddelavhengige innlagt på tvang og innenfor en frivillig
kontekst.
Studien: «Gravide rusmiddelavhengige og utvikling av prenatal tilknytning i løpet av et
tvangsopphold».
En studie av gravide rusmiddelavhengige innlagt med eller uten tvang.
Innledning: Introdusere temaet, formålet med studien, hvorfor informanten er valgt, henvise til
informasjonsskrivet.
1. Utviklingshistorien fra unnfangelsen og videre. Forhold til rusmidler/skolegang og arbeidserfaring.
a) Kan du fortelle litt om hvordan du ble innlagt på henholdsvis tvang/ frivillig? Hvor langt var du
kommet i svangerskapet da du ble innlagt, var graviditeten planlagt, eller hvordan oppdaget du
graviditeten, og hvordan opplevde du selve innleggelsen. Hvor er barnefar i bildet?
Hva slags rusmidler har du brukt/bruker, og hvor lenge har du ruset deg?
Hva har du av skolegang og arbeidserfaring?
b) Har du barn fra tidligere, eller er dette den første graviditeten?
C) Har du vært hos jordmor og hørt barnets hjerteslag, kan du beskrive hvordan det var?
d) Har du kjent spark?
e) Har du vært på ultralyd, kan du beskrive barnet ditt for meg, ansiktsform, hårfarge, øyne, fingre og
tær. Vet du hva slags kjønn det er? Har du tenkt på navn?
f) Hva slags tanker/følelser har du om barnet du har i magen?
2. Orientering om personens barndomsfamilie.
a) Hvor ble du født? Og hvor bodde dere i din oppvekst?
b) Hvem besto din famille av, mor, far, søsken?
c) Var det rusmiddelproblemer i opprinnelsesfamilien, eller hos andre betydningsfulle
tilknytningspersoner, søsken, besteforeldre, eller andre?
3. Forholdet til tilknytningsfigurer.
a) Hvilket nummer var du i søskenflokken om du har søsken?
b) hvem følte du deg mest knyttet til da du vokste opp, mor, far, andre?
c) Har eller hadde du besteforeldre da du vokste opp, bodde de i nærheten, og hva slags betydning
har disse hatt for deg under oppveksten. Hvem følte du deg mest knyttet til?
d) Kan du beskrive hvem du følte deg mest knyttet til under oppveksten?
e) På hvilken måte viste dine foreldre omsorg for deg slik du husker det?
4. Integrerende spørsmål vedrørende barndom.
a) Hva tror du dine barndomserfaringer har gjort med deg?

b) Hvordan tror du dine egne erfaringer i oppveksten har vært med på å forme deg til den du er i dag
slik du ser det? Er det noe fra din egen oppvekst du ønsker/ ikke ønsker å bringe videre til ditt eget
barn, Kan du beskrive hvorfor/ fortelle litt om det?
c) Hva slags mor ønsker/drømmer du om å bli for det ventede barnet?

5. Avsluttende del.
a) har du noe annet du vil fortelle som vi ikke har snakket om?
b) Hva slags tanker har du om fremtiden for deg selv, og det kommende barnet?
c) Hva tenker du om barnefar, og hvor er han i bildet etter at barnet er født slik du ser det nå?
d) Har du noe du vil tilføye/justere eller nyansere?
Oppsummering og avslutning av samtalen.
Tusen takk for at du sa ja til å la deg intervjue/samtale med meg om disse temaene. Om du skulle
lure på noe må du ikke nøle med å kontakte meg, du har fått mitt telefonnummer.
Tusen takk.

