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Executive Summary 

Background 

Substance use disorder (SUD) carries a substantial global burden of disease, accounting for 1.3% of dis-
ability-adjusted life years attributable to illicit drugs and 4.2% to alcohol. Music therapy (MT) has 
demonstrated promise as a supplementary intervention: music engages the brain’s reward system analo-
gously to addictive substances while fostering positive reinforcement, stress reduction, and emotional 
regulation. However, music may also trigger negative memories or substance craving in individuals with 
SUD, necessitating specifically trained music therapists. Given documented high relapse rates in the first 
year post-treatment, investigating MT’s long-term effectiveness and identifying appropriate outcome 
measurement instruments are of critical importance. 

 
Objectives 

Conducted within the framework of the European Horizon Europe project FALCO (Fighting Addictions, 
improving Lives: COmprehensive drug rehabilitation with music), this report pursued two primary re-
search questions: first, to identify clinical and socioeconomic outcome parameters and tools assessing 
(serious) adverse events in existing MT evidence for SUD, including how outcomes are measured and 
whether instruments have been tested for validity and reliability; and second, to characterise the most 
frequently used, validated, and reliable measuring instruments, with particular attention to their appro-
priateness, feasibility, and suitability for long-term measurement in patients with SUD. Service user in-
terviews were conducted to complement findings from a patient-relevant perspective. 

 
Methods 

A systematic literature search was conducted in February 2025 across four databases (The Cochrane Li-
brary, Embase, INAHTA, MEDLINE), limited to reviews published from inception through 2024. Fol-
lowing deduplication and independent dual screening of 451 citations, seven reviews were included for 
data extraction. Based on predefined selection criteria – including frequency of use, validated and reliable 
psychometric properties, and coverage of all identified outcome parameters – 14 measuring instruments 
were selected for detailed characterisation. A complementary manual search identified instruments cap-
turing socioeconomic outcomes. Nine semi-structured interviews with service users from Austria, Norway, 
and Poland were analysed using AI-supported qualitative content analysis (deductive-inductive approach, 
manifest and latent levels) to incorporate patient-relevant perspectives into instrument evaluation. 

 
Results 

Seven included reviews yielded more than 60 outcomes, categorised into 11 parameters: substance use, 
recovery, craving, motivation, quality of life, mood, psychological/psychiatric/physiological/cognitive, cul-
tural/spiritual/locus of control, biomedical, music-/therapist-/treatment-related, and socioeconomic and 
social parameters. No tools for assessing (serious) adverse events were reported. The manual search iden-
tified 13 additional tools measuring approximately 20 socioeconomic outcomes. 

A Minimal Clinically Important Difference (MCID) was established only for the Beck’s Depression In-
ventory (BDI), and not specifically for SUD populations. Ten instruments required ten minutes or fewer 
to administer; 11 were self-reporting tools, and four were available in more than ten languages. Key limi-
tations included self-report bias, challenges with cultural adaptation, training requirements for clinician-
administered tools, and limited empirical evidence for long-term use – with the longest documented treat-
ment duration being two years and the most recent follow-up assessments reaching only three months. 
Instruments measuring stable constructs – depression (BDI), problem severity (ASI), self-efficacy (DASES), 
psychiatric symptoms (SCL-90-R), sense of coherence (SOC), locus of control (DRIE), and interpersonal 
problems (IIP-SC) – were identified as most appropriate for long-term measurement. 
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Service user interviews (4 women, 5 men, aged 25-63), all in outpatient therapy without MT and with at 
least one year of abstinence, revealed social parameters as by far the most frequently mentioned aspects, 
cautiously suggesting particular user-relevance, followed by socioeconomic and treatment-related param-
eters. Family, social environment, and motivation for treatment were most salient. Qualitative findings 
demonstrated that substance use progressively disrupted multiple life domains, recovery required sus-
tained and often repeated support, and social connection and meaningful activities were central to main-
taining abstinence. Latent content analysis revealed a fundamental mismatch between standardised in-
struments and the lived experience of social recovery: service users articulated social destruction in vivid 
detail but struggled to describe social gains in comparable terms. This asymmetry suggests that stand-
ardised instruments – which rely on respondents’ ability to recognise and verbalise positive change – may 
systematically underrepresent progress in social recovery. Four recurring narrative patterns were identi-
fied: social exclusion framed as personal moral failure, substance use as an inescapable cycle, a desire for 
a protected social fresh start, and life as a constant struggle. Notably, children functioned as an internal 
disciplinary force, pets as a bridge out of isolation, and paid employment as a prerequisite for social be-
longing. 

 
Conclusions 

Validated and reliable instruments exist for measuring MT outcomes in SUD; however, several critical 
gaps remain. MCIDs are absent for all but one instrument and have not been established specifically for 
SUD populations. Empirical evidence for long-term application is limited. No standardised protocols 
for adverse event monitoring were identified, representing a significant methodological deficit. Qualita-
tive data indicate that conventional measurement approaches underrepresent dimensions central to re-
covery, particularly social reintegration, meaningful activity engagement, and vocational participation. 

Future research should prioritise population-specific MCIDs, extended study durations exceeding six 
months with a minimum 12-month follow-up, validated adverse event monitoring tools, and consensus-
based core outcome sets to improve cross-study comparability. Given the nascent state of MT research 
methodology, this review deliberately extended its scope beyond MT-specific instruments to include val-
idated tools from mental health research; accordingly, outcome domains should be expanded to encom-
pass socioeconomic and broader social parameters – including community belonging and friendship for-
mation – not currently captured by available instruments but central to people with lived experience of 
SUD, complemented by the development of culturally adapted instruments for diverse SUD populations. 
A participatory, mixed-methods research design is recommended to align measurement practices with 
service users’ priorities and recovery trajectories. 
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Zusammenfassung 

Hintergrund und Zielsetzung 

Problematischer Substanzkonsum (SUD, substance use disorder), zählt weltweit zu den größten Gesund-
heitsproblemen. In der EU sind allein eine Million Menschen mit problematischem Opioidkonsum re-
gistriert. Diese Suchterkrankung verursacht erhebliches individuelles Leid und belastet zugleich das Ge-
sundheitssystem sowie die Gesellschaft insgesamt. SUD tritt häufig in Kombination mit anderen psychi-
schen oder körperlichen Erkrankungen auf und ist eng mit sozialen Problemlagen wie Armut, Arbeitslo-
sigkeit und Kriminalität verknüpft. Viele Betroffene brechen ihre Behandlung ab oder sprechen nicht 
ausreichend auf gängige Therapien an. 

Musiktherapie (MT) gewinnt als ergänzende Behandlungsmethode zunehmend an Bedeutung. Der Grund 
liegt unter anderem darin, dass Musik ähnliche Hirnareale aktiviert wie Suchtmittel. Sie fördert positive 
Gefühle, hilft beim Stressabbau und stärkt die Motivation zur Verhaltensänderung. Gleichzeitig kann 
Musik bei Personen mit SUD auch negative Erinnerungen oder Substanzverlangen auslösen, weshalb spe-
ziell ausgebildete Musiktherapeut:innen für den Einsatz notwendig sind. 

Da die Rückfallrate im ersten Jahr nach einer SUD-Behandlung generell besonders hoch ist und längere 
Behandlungsdauern mit besseren Langzeitergebnissen verbunden sind, ist es wichtig zu verstehen, wel-
che Messinstrumente geeignet sind, die Effekte von MT langfristig zu erfassen – also über ein Jahr nach 
Behandlungsbeginn hinaus. Bislang fehlt jedoch empirische Evidenz dafür, dass die vorhandenen Instru-
mente auch für diesen Langzeiteinsatz systematisch erprobt wurden.  

Dieser Bericht ist Teil des europäischen Horizon-Europe-Projekts FALCO (Fighting Addictions, impro-
ving Lives: COmprehensive drug rehabilitation with music), an dem sieben Länder beteiligt sind. FALCO 
ist die erste große randomisierte, kontrollierte Studie, die die Langzeitwirkungen von MT bei SUD un-
tersucht. Bei dieser klinischen Untersuchung werden Teilnehmende zufällig zu Gruppen zugeteilt, wobei 
nur eine Gruppe MT erhält, um zu vergleichen, welche Wirkung MT hat. 

Ziel dieses Berichts ist es, geeignete klinische und sozioökonomische Messinstrumente für die Langzeit-
forschung zu identifizieren und die Perspektiven von Betroffenen einzubeziehen. Die Studie entstand in 
Zusammenarbeit mit der Universität Gdańsk (Polen), dem Zentrum für Alkohol- und Drogenforschung 
(KORFOR) am Universitätskrankenhaus Stavanger (Norwegen) und dem Anton-Proksch-Institut (Öster-
reich).  

 
Methoden 

Der Bericht umfasst drei methodische Zugänge. Zunächst wurde im Februar 2025 eine systematische Li-
teratursuche in vier internationalen Datenbanken (Cochrane Library, Embase, INAHTA, MEDLINE) 
durchgeführt. Eingeschlossen wurden systematische Übersichtsarbeiten, also Studien, die viele Einzel-
studien zusammenfassen, zu musikbasierten Interventionen bei Erwachsenen mit SUD (ausgenommen 
reine Nikotinabhängigkeit), ohne sprachliche Einschränkung, bis einschließlich 2024. Die Studien dien-
ten als Basis für die Identifikation von Messinstrumenten. Da die systematische Suche nur wenige sozi-
oökonomische Messinstrumente lieferte, wurde ergänzend eine manuelle Suche in weiteren Quellen (z. B. 
PubMed, Google Scholar) im Bereich der psychischen Gesundheit durchgeführt. 

Parallel dazu wurden neun halbstrukturierte Interviews (offene, aber gelenkte Fragen) mit Betroffenen in 
drei Ländern (Österreich, Norwegen, Polen) durchgeführt. Die Teilnehmenden – vier Frauen und fünf 
Männer im Alter von 25 bis 63 Jahren – befanden sich zum Zeitpunkt des Interviews in ambulanter 
Therapie (keine MT) und hatten mindestens ein Jahr Abstinenz. Die Interviews wurden von vertrauten 
Fachkräften wie Psychotherapeut:innen oder Sozialarbeiter:innen geführt, um eine offene und sichere 
Gesprächssituation zu gewährleisten. Die Auswertung erfolgte mittels qualitativer KI-gestützter Inhalts-
analyse, einer systematischen Auswertung der Interviewinhalte. Alle Daten wurden anonymisiert und 
datenschutzkonform verarbeitet. 
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Ergebnisse 

Teil 1: Klinische und sozioökonomische Messinstrumente 

Aus der systematischen Suche wurden sieben Übersichtsarbeiten eingeschlossen. Insgesamt wurden mehr 
als 60 messbare Endpunkte identifiziert und in elf Kategorien eingeteilt wie z. B. Substanzkonsum, Ge-
nesung, Substanzverlangen, Motivation, Lebensqualität, Stimmung sowie psychologische, soziale und so-
zioökonomische Themenbereiche. Mehr als die Hälfte der gefundenen Messinstrumente wurde von den 
jeweiligen Autor:innen auf Zuverlässigkeit und Gültigkeit geprüft. Es wurde kein Instrument zur Erfas-
sung unerwünschter Ereignisse (z. B. schwerwiegende Rückfälle) berichtet. 

Sozioökonomische Aspekte wie Arbeit, Einkommen, Wohnsituation oder Bildung waren in der vorhan-
denen Forschungsliteratur kaum vertreten. Die ergänzende Handsuche identifizierte jedoch weitere 13 
Instrumente, die etwa 20 sozioökonomische Endpunkte messen. 

Teil 2: Charakteristika der Messinstrumente 

Aus der Gesamtheit der gefundenen Messinstrumente wurden 14 häufig verwendete, validierte und zu-
verlässige (sprich: wissenschaftlich geprüfte) Messinstrumente für eine detaillierte Analyse ausgewählt. 
Diese decken ein breites Spektrum ab: von Selbstwirksamkeit (DASES), Problemschwere (ASI) und Sub-
stanzverlangen (BSCS) über Motivation (URICA, ICR), Lebenssinn (SOC) und Depression (BDI) bis 
hin zu psychiatrischen Symptomen (SCL-90-R), zwischenmenschlichen Problemen (IIP-SC), Überzeu-
gung, das eigene Leben selbst steuern zu können (DRIE), therapeutischer Beziehung (HAQ-II), sozioöko-
nomischen Daten (PECUNIA-RUM, CSRI) und einem biologischen Maß der Immunfunktion (Speichel-
Immunglobulin-A-Test). 

Die Eignung dieser 14 Instrumente für den Langzeiteinsatz wurde anhand von drei Kriterien bewertet: 
Messqualität und klinische Relevanz, praktische Handhabbarkeit sowie Übertragbarkeit auf verschiedene 
Kontexte. 

Sieben Instrumente (DASES, ASI, SOC, BDI, SCL-90-R, DRIE, IIP-SC) messen stabile, langfristig rele-
vante Merkmale wie Depression, Problemschwere oder Selbstwirksamkeit und eignen sich daher gut für 
Langzeitmessungen. Zehn der 14 Instrumente benötigen höchstens zehn Minuten Ausfüllzeit und sind 
damit auch für wiederholte Anwendungen praktikabel. Elf Instrumente können von den Betroffenen selbst 
ausgefüllt werden. Vier Instrumente (ASI, ICR, SOC, BDI) stehen in mehr als zehn Sprachen zur Verfü-
gung, was den internationalen Einsatz erleichtert. Die empirische Evidenz, also tatsächliche Belege aus 
der Forschungspraxis, für den Langzeiteinsatz ist allerdings begrenzt: Die längste dokumentierte Be-
handlungsdauer beträgt zwei Jahre mit zehn MT-Sitzungen, die längste Nachbeobachtungszeit beträgt 
drei Monate. Nur für den BDI existiert ein klinisch bedeutsamer Schwellenwert (MCID, Minimal Clini-
cally Important Difference), der angibt, ab welcher Veränderung eine Verbesserung als klinisch bedeut-
sam gilt – und auch dieser ist nicht spezifisch für SUD validiert. 

Teil 3: Perspektiven der Betroffenen 

Die Auswertung der neun Interviews zeigte, dass soziale Themenbereiche mit 118 Nennungen bei Wei-
tem am häufigsten erwähnt wurden, gefolgt von behandlungsbezogenen Aspekten (55 Nennungen) und 
sozioökonomischen Themen (52 Nennungen). Familie, Beruf und Behandlungsmotivation waren die am 
häufigsten angesprochenen Einzelthemen. 

Die Betroffenen beschrieben, wie der Substanzkonsum schrittweise alle Lebensbereiche zerstörte – Be-
ziehungen, Arbeit sowie die psychische und körperliche Gesundheit. Der Weg zur Abstinenz dauerte oft 
Jahre oder Jahrzehnte und erforderte vielfach mehrere Behandlungsversuche. Rückfälle waren häufig – 
manche Personen erlebten mehr als 20 Behandlungsepisoden. Wichtige Motivationsfaktoren für den Aus-
stieg waren zerstörte Familienbeziehungen, Gesundheitskrisen, Jobverlust sowie die Angst um das eigene 
Leben. 
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Viele Betroffene berichteten von schweren psychischen Belastungen wie Panikattacken, Depressionen, 
Psychosen und Suizidgedanken, die sich jedoch nach anhaltender Abstinenz häufig besserten. Soziale 
Isolation – selbst auferlegt oder von anderen erzwungen – war ein zentrales Thema. Die Nüchternheit 
wurde schließlich als „Freiheit" und „Wiedergeburt" erlebt. 

Eine vertiefende Analyse der sozialen Aspekte zeigte, dass die Betroffenen über das Soziale fast aus-
schließlich als Verlust sprachen: „zerbrochene Beziehungen“, „verlorenes Vertrauen“, „erzwungene Iso-
lation“. Soziale Zerstörung wurde dabei lebendiger und emotionaler beschrieben als die spätere soziale 
Erholung. Eine Person sagte etwa: „Ich habe die wenigen sozialen Kontakte, die ich noch hatte, zerstört 
– immer mit der Ausrede, ich will das nicht auf mich und andere laden. In Wirklichkeit wollte ich ein-
fach nach Hause und wieder trinken.“ Solche Momente wurden plastisch geschildert. Die nach der Ge-
nesung neu gewonnenen sozialen Beziehungen hingegen blieben in den Erzählungen oft blass und knapp 
– als wäre das neue Leben noch nicht wirklich angekommen. Auffällig war auch, was völlig fehlte: Nie-
mand sprach über Nachbarschaft, Gemeinschaft oder gesellschaftliche Teilhabe. „Das Soziale“ bedeutete 
für die Betroffenen vor allem Familie und Arbeit – alles darüber hinaus blieb unerwähnt. 

Vier wiederkehrende Bilder prägten die Erzählungen. Erstens wurde soziale Ausgrenzung als persönlicher 
Abstieg beschrieben – mit Wörtern wie „sinken“, „fallen“ oder „sich wieder aufrappeln“, als wäre der Ver-
lust sozialer Zugehörigkeit ein moralisches Versagen und keine gesellschaftliche Benachteiligung. Zwei-
tens erlebten viele Betroffene die Zeit des Konsums als ereignislose Wiederholung – ein „Hamsterrad“, 
aus dem es keinen Ausweg zu geben schien. Drittens tauchte der Wunsch nach einem sozialen Neube-
ginn in einem geschützten, neutralen Raum auf – so, als müsse die soziale Welt erst vollständig zurück-
gesetzt werden, bevor man neu beginnen könne. Viertens wurde das Leben selbst als Kampf beschrie-
ben, wobei der „Feind“ oft schwer zu benennen war – manchmal war es die Substanz, manchmal man 
selbst, und teilweise die Umwelt. 

Darüber hinaus zeigten sich bemerkenswerte, unbewusste Verknüpfungen in den Erzählungen. Kinder 
wurden nicht nur als Motivationsgrund genannt, sondern fungierten wie eine innere Kontrollinstanz: 
Die Angst, dass einem das Kind beim Trinken erwischt oder enttäuscht wird, wirkte disziplinierend – 
ähnlich dem Gefühl, ständig beobachtet zu werden. Haustiere spielten eine besondere Rolle als erster 
Schritt zurück in soziale Beziehungen: Sie gaben Struktur und emotionale Nähe, ohne die Risiken mensch-
licher Beziehungen zu tragen – eine Art Brücke aus der Isolation. Schließlich wurde finanzielle Teilhabe 
– also Arbeit haben, Steuern zahlen – unbewusst als Eintrittskarte in die Gesellschaft beschrieben: Wer 
nicht arbeitet, gehört nicht dazu. 

 
Diskussion 

Die Ergebnisse zeigen eine auffällige Diskrepanz zwischen dem, was die vorhandenen Messinstrumente 
erfassen, und dem, was Betroffene als zentral erleben. Überraschenderweise stimmte von allen in den 
klinischen Leitlinien empfohlenen Standardinstrumenten lediglich der ASI mit den in der MT-Forschung 
tatsächlich verwendeten Instrumenten überein. Dies deutet auf eine geringe Verbreitung standardisier-
ter Messmethoden in der Praxis hin. 

Substanzverlangen wurde in fünf von sieben Studien gemessen, Lebensqualität hingegen nur in drei – 
obwohl sie für die Betroffenen eine zentrale Rolle spielt. Die Interviews zeigten, dass Genesung weit 
mehr bedeutet als das bloße Aufhören mit dem Konsum: Sie umfasst die Wiedergewinnung von Selbst-
bestimmung, sozialen Beziehungen, Beruf und Alltagsstruktur. 

Besonders relevant ist, dass soziale Aspekte durch die identifizierten Messinstrumente systematisch un-
zureichend erfasst werden. Bestehende Skalen messen soziales Funktionieren anhand fester, unverän-
derlicher Momentaufnahmen, etwa von Beziehungsproblemen oder von wahrgenommener Unterstützung. 
Die tatsächliche Komplexität – z. B. soziale Kontakte als gleichzeitig gewünscht und belastend, der Ver-
lust der Behandlungsgemeinschaft als unterschätztes Risiko beim Therapieende – bleiben damit uner-
fasst. Auch Freundschaftsaufbau, Nachbarschaft und gesellschaftliche Teilhabe werden von keinem der 
identifizierten Instrumente systematisch erfasst. 
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Genesung ist kein geradliniger Prozess, doch die meisten Messinstrumente setzen einen solchen voraus. 
Forschungsbefunde zeigen, dass langfristige Abstinenz (über ein Jahr) mit den stärksten Verbesserungen 
bei der Lebenszufriedenheit, den kognitiven Funktionen und dem psychischen Wohlbefinden verbunden 
ist. Die Interviews bestätigen, dass Aktivitäten, die dem Leben Bedeutung verleihen – Arbeit, Sport, Be-
ziehungspflege, strukturierte Tagesabläufe – dabei eine entscheidende Rolle spielen. 

Limitationen 

Der Bericht fokussiert sich auf Erwachsene; ein lebenslagenübergreifender Ansatz, der auch Jugendliche 
einbezieht, wäre jedoch sinnvoll. Da ausschließlich systematische Übersichtsarbeiten herangezogen 
wurden, bleiben Erkenntnisse aus Einzelstudien unberücksichtigt – was jedoch die Zuverlässigkeit der 
Befunde stärkt. Nicht alle relevanten Eigenschaften, die zeigen, ob ein Messinstrument auch über längere 
Zeit zuverlässig misst, konnten vollständig untersucht werden. Die qualitative Interviewstudie erlaubt 
keine Kausalschlüsse, liefert jedoch wertvolle Einblicke in die gelebte Erfahrung der Betroffenen. 

 
Schlussfolgerungen und Empfehlungen für zukünftige Forschung 

Alle 14 analysierten Messinstrumente sind etabliert, validiert und zuverlässig. Ihr Einsatz in der MT bei 
SUD erfordert jedoch eine sorgfältige Abwägung der Stärken und Schwächen im jeweiligen Anwendungs-
kontext. Für eine aussagekräftige Langzeitforschung empfiehlt sich eine Kombination aus selbstberich-
teten Instrumenten, klinischen Messungen und biologischen Markern, ergänzt mit qualitativen Erhe-
bungen. 

Aus den Ergebnissen lassen sich drei zentrale Empfehlungen für die künftige Forschung ableiten: Ers-
tens sollten MCIDs spezifisch für SUD-Populationen entwickelt werden, damit Verbesserungen besser 
interpretiert werden können. Zweitens braucht es Langzeitstudien mit Behandlungsdauern von über sechs 
Monaten und Nachbeobachtungszeiträumen von mindestens zwölf Monaten. Drittens sollten standardi-
sierte Messprotokolle auf Basis international vereinbarter Kernendpunkte entwickelt werden, um die 
Vergleichbarkeit zwischen Studien zu verbessern. Da die MT-Forschungsmethodologie im Vergleich zur 
etablierten Mental-Health-Forschung noch wenig ausgereift ist, wurde die Suche bewusst über MT-spe-
zifische Instrumente hinaus auf validierte Instrumente aus der psychischen Gesundheitsforschung aus-
geweitet – insbesondere solche, die sozioökonomische Dimensionen abdecken. Darüber hinaus sind eine 
bessere Erfassung sozioökonomischer Aspekte (z. B. Arbeit, Wohnsituation, Bildung), ein umfassendes 
Monitoring unerwünschter Ereignisse sowie die Entwicklung kulturell sensibler Instrumente dringend 
erforderlich. Die Perspektiven von Betroffenen sollten von Anfang an in die Auswahl von Messinstrumen-
ten und Studiendesigns einfließen. 
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1 Background 

The European Health and Digital Executive Agency (HADEA) funds the 
Horizon Europe project (10115588) FALCO (Fighting Addictions, improv-
ing Lives: COmprehensive drug rehabilitation with music) [1]. Involving sev-
en countries, FALCO is the first large, parallel, pragmatic, randomised con-
trolled trial (RCT) to address the long-term effects of music therapy (MT) for 
substance use disorders (SUD), aiming to reduce the disease burden through 
an innovative, effective, and affordable MT treatment while strengthening 
research expertise. Its recommendations will inform intervention delivery 
across Europe and beyond, aiming to improve safety, effectiveness, cost-effec-
tiveness, and quality of life (QoL) for people with SUD.  

This report concludes the work on deliverable “D7.1 Review of patient- and 
policy-relevant outcomes”, which is part of WP7 Long-term clinical outcomes: 
preparations. The objective of this work has been to perform a literature re-
view to ensure the quality of the long-term clinical outcomes. This includes 
definitions and scales recommended for measuring outcomes of critical (e.g., 
recovery, substance use severity and QoL) and secondary importance (e.g., 
mental health, social functioning). As the FALCO project includes several 
German-speaking partner institutions and this report also aims to dissemi-
nate findings to national stakeholders, a detailed German-language summary 
has been included.  

 

 

1.1 Public health dimension of substance use disorders 

People with SUD carry a high global disease burden, with 1.3% of disability-
adjusted life years lost to illicit drugs and 4.2% to alcohol [2], and one mil-
lion high-risk opioid users in the EU [3]. Multimorbidity is highly prevalent, 
including polysubstance use, co-occurring mental health conditions, and var-
ious preventable sequelae such as infectious and non-communicable diseases 
[2]. Bidirectional links between SUD, crime, and poverty further underscore 
the societal importance of improving rehabilitation [2]. Many patients drop 
out or do not benefit from existing pharmacological and non-pharmacological 
interventions [4]. 

SUD is also linked to socioeconomic factors such as income and unemploy-
ment, and is frequently associated with high health service use. Healthcare 
utilisation – characterised by outpatient visits, hospital admissions, prolonged 
length of stay, high re-hospitalisation rates, emergency department visits, pre-
scription drug use, and associated costs – is therefore of particular importance 
in this population [5, 6]. 
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1.2 Music therapy for treating substance use 

MT is defined as the clinical, evidence-based use of music interventions to 
achieve individualised goals within a therapeutic relationship. A credentialed 
music therapist employs music and musical activities – such as music listen-
ing and active music-making – tailored to the individual’s cultural context 
and needs. While music is used across all human cultures for self-expression 
and social connection, its application varies widely [7-10]. Throughout this 
chapter, we distinguish between music (referring to general effects of music 
as described in the broader literature) and MT (referring specifically to clin-
ical interventions delivered by credentialed music therapists). 

Various forms of MT have shown benefits for people with SUD (21 RCTs; 
n=1984) [11], offering unique advantages over treatment as usual. For in-
stance, receptive interventions such as lyric analysis can help address harm-
ful behaviours associated with substance use, while active interventions – such 
as improvisational MT and songwriting – have shown benefits for motiva-
tion, readiness to change, and depressive symptoms [12]. By analysing lyrics 
as a third object rather than personal history, perceived treatment stigma can 
be reduced [13], making individuals with low motivation less likely to op-
pose treatment [12]. 

Previous studies suggest that MT can help patients achieve higher abstinence 
levels and better treatment outcomes, potentially by helping them acquire al-
ternative reward strategies. MT may therefore provide an effective and afford-
able addition to SUD treatment [11].  

Clinical guidelines for SUD differ considerably in their recommendations, 
partly because evidence for SUD interventions is limited. In many guidelines, 
MT is not explicitly mentioned. According to two identified guidelines, MT 
can be offered as part of post-acute treatment (grade of recommendation: 0, 
level of evidence: 2b, overall agreement: 96.2%). The Dutch Akwa GGZ guide-
line further states that arts therapies, such as MT, can be used for problem-
atic alcohol consumption and alcohol dependence. Even with limited evidence 
of effectiveness, MT as an additional clinical treatment option can support 
motivation for change and may influence secondary symptoms, potentially 
contributing to recovery. Little is known about harmful side effects [14].  

In people with SUD, music can be applied both beneficially and harmfully [7-
9]; without therapeutic guidance, complex links between substance use and 
music experiences [15-17] – potentially explained by underlying traits such 
as curiosity, sensation-seeking, and risk-taking [18] – may reinforce rather 
than reduce harmful behaviour. Specialised MT expertise is therefore needed 
to minimise harmful and maximise health-promoting uses of music in SUD 
[15, 19]. As detailed in the following sections, substance abuse is a disorder 
of the brain’s reward system, and MT addresses this by stimulating the same 
brain pathways involved in substance abuse.  

MT is suggested for people with SUD, offering opportunities for change and 
development through inter-relational and musical cooperation between ther-
apist and patient. Within this therapeutic framework, MT can facilitate per-
sonal expression, communication, and work with anxiety, self-understand-
ing, motivation, abstinence, and personal growth. For instance, lyric analysis, 
songwriting, and Guided Imagery and Music – each show specific therapeu-
tic potential. Lyric analysis has been associated with enhanced treatment mo-
tivation and problem recognition, while songwriting has been associated with 
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improved treatment readiness and emotional expression, with findings for 
Guided Imagery and Music remaining mixed [20, 21]. MT can be delivered 
across settings – specialised health services, community, and prisons – as in-
dividual or group interventions, and must be delivered by professionals with 
recognised MT training [22]. 

At the neurophysiological level, music engages reward pathways and dopa-
minergic systems [23-26], and is consistently rated as highly intrinsically re-
warding [27], sharing neurochemical and neurophysiological reward path-
ways with recreational substances [28]. Dopamine is central to both substance 
use [26] and musical experiences [23, 26]. At the psychological level, music 
modulates attention, emotion, and cognition, facilitates nonverbal symbolic 
expression, and supports self-efficacy [29]. At the social level, shared musical 
experiences foster interpersonal communication and group cohesion [30, 31]. 
However, in people with SUD, a discrepancy between expected and actual 
experience leads to diminished responses in reward regions [32], limiting the 
naturally occurring benefits of music. 

MT harnesses these properties within a structured clinical framework. The 
mechanisms through which MT influences SUD are multifaceted and cannot 
be reduced to a single pathway. MT functions as an umbrella term encompas-
sing diverse interventions grounded in different theoretical rationales, tech-
niques, and intended effects [30, 33], with different approaches likely operat-
ing through distinct but overlapping mechanisms. Therapeutic factors in MT 
can be distinguished into common factors shared across all psychotherapies, 
joint factors shared across the creative arts therapies, and specific factors 
unique to MT [31]. Unlike addictive substances, MT fosters positive reinforce-
ment, stress reduction, and emotional regulation without harmful effects, sug-
gesting its value as an affordable supplementary treatment [11]. Neverthe-
less, it remains insufficiently understood how, when, and for whom specific 
MT interventions produce change, underscoring the need for transdisciplinary 
research on mechanisms and moderators of change [31, 33]. While MT has 
demonstrated clinical efficacy in SUD treatment through clinically guided en-
gagement of the reward system, craving reduction, and motivation enhance-
ment, a comprehensive evaluation of its long-term value requires an under-
standing of recovery as a multidimensional process. MT’s capacity to provide 
alternative reward strategies and foster emotional regulation over extended 
periods suggests its impact extends beyond immediate symptom reduction.  

 

 

1.3 The concept of substance use disorder recovery 

Recovery is a dynamic, individualised, relational, and intentional process in-
volving sustained efforts to improve wellbeing [34]. Its core characteristics 
include: it is continuous, extends beyond managing substance use to encom-
pass broader life aspects, involves overall life improvements and well-being, 
and is person-centred – recognising that each individual’s journey and defi-
nition of recovery are unique [35]. 
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As each recovery path is unique, conceptions of success and well-being dif-
fer. Key elements fostering a better life include growing self-awareness of 
one’s substance use, a sense of personal safety, understanding how substance 
use affects relationships, and feeling involved in the community. For indi-
viduals with SUD, sustained professional and social support is considered 
essential for ongoing recovery [36].  

The literature identifies four central elements of recovery shared among in-
dividuals: personal growth, self-honesty, taking responsibility for what one 
can change, and reacting to situations more balanced. Additionally, prevalent 
elements include the ability to enjoy life and manage negative emotions with-
out substance use, achieving abstinence or non-problematic use, and living a 
life that contributes positively [37]. 

Sustaining recovery requires a significant psychological shift, including a 
strong commitment to a new way of life – often supported by accepting sub-
stance abuse as a ‘disease’ or finding a new faith-based identity. Strong on-
going support is crucial, including participation in substance abuse support  

groups, close relationships with family, spouses, and sponsors, and a support-
ive work environment. Actively helping others also plays a significant role in 
maintaining one’s own recovery [38]. 

Research advocates a comprehensive approach to SUD and recovery that in-
tegrates biological, psychological, social, political, and cultural dimensions. 
Acknowledging SUD as a biopsychosocial disorder, recovery is a multifaceted, 
complex, and often long-term process towards abstinence or improved well-
being [36, 39].  

Qualitative research [40] emphasises that meaningful, structured activities 
such as music engagement are central to sustained recovery, enabling indi-
viduals to develop mastery, repair social connections, and rebuild identity. 
Close relationships and social support networks further stabilise recovery, 
with the quality of interpersonal connections significantly influencing sus-
tained behavioural change and well-being [40]. These perspectives indicate 
that measuring MT’s effectiveness requires tools capturing improvements 
across multiple life domains. The following section, therefore, outlines the 
multidimensional nature of recovery from substance use. 

Summarising these aspects, we refer to Schlossberg’s Transition Process Mod-
el [38], with which MT aligns across all four dimensions. Within the ‘self’, 
MT fosters psychological resources through emotional expression, self-aware-
ness, and identity reconstruction. In ‘situation’, music provides a structured, 
non-stigmatising context for recovery. Regarding ‘strategies’, MT encompasses 
diverse interventions with distinct mechanisms: receptive approaches, such 
as lyric analysis, enhance motivation and problem recognition, while active 
interventions, such as songwriting and improvisation, support emotional ex-
pression and identity work [12, 20, 21]. In ‘support’, group and community 
music engagement strengthens social connections and support networks. MT 
thus functions as a comprehensive intervention activating all four components 
simultaneously, making it particularly valuable for long-term recovery. 
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1.4 Research on substance use disorder 

1.4.1 Core outcome sets in substance use disorder research 

Three guidelines on outcome measurement in SUD were identified. The ‘Na-
tional Professional Guideline for Treatment and Rehabilitation of Substance 
Use Problems and Addiction’ by the Norwegian Directorate of Health rec-
ommends the following core outcome set (COS) measuring instruments [22]: 

 Alcohol Use Disorders Identification Test (AUDIT) 

 Alcohol Use Disorders Identification Test – Consumption (AUDIT-C) 

 Drug Use Disorders Identification Test (DUDIT) 

 European Addiction Severity Index (EuropASI) 

 European Adolescent Assessment Dialogue (EuroADAD) 

 Drug Use Disorders Identification Test Extended (DUDIT-E) 

 Alcohol Use Disorders Identification Test Extended Version  
(Alcohol-E) 

The International Consortium for Health Outcomes Measurement (ICHOM) 
develops patient-centred outcome measure sets, prioritising clinical and QoL 
outcomes most important to patients and recommending them to all provid-
ers. This international, multi-disciplinary working group reached consensus 
on a globally applicable minimum set of outcome measures [41, 42].  

This consensus guideline, the ‘Addiction Data Collection Reference Guide,’ 
recommends the following tools for measuring outcomes most relevant to pa-
tients with SUD [41, 42]:  

 Symptom burden → Patient-Reported Outcomes Measurement  
Information System (PROMIS) Short Form v1.0 – Alcohol Use 7a 
(PROMIS-Alcohol) 

 Symptom burden → PROMIS Short Form v1.0 – Severity of Substance 
Use (Past 30 Days) 7a (PROMIS-Substance) 

 Symptom burden → PROMIS Short Form v1.0 – Smoking Nicotine 
Dependence for All Smokers 8a (PROMIS-Smoking) 

 Symptom burden → Heaviness of Smoking Index (HSI) 

 Frequency and quantity, health-related QoL, global/psychosocial 
functioning → National Treatment Agency for Substance Misuse 
(NHS) Treatment Outcomes Profile for Substance Misuse – Section 1 
(TOP-S1) 

 Comorbidities → Modified Self-Administered Comorbidity  
Questionnaire (SCQ) 

 Health-related QoL, global/psychosocial functioning → World Health 
Organization (WHO) Disability Assessment Schedule 2.0 – 12-item 
version (WHODAS12) 

 Overall physical/mental health and wellbeing → PROMIS Scale v1.2 
– Global Health (PROMIS-GH-10) 

 Health-related QoL, global/psychosocial functioning → KIDscreen-10 
Index (KIDSCREEN10) 

 Health-related QoL, global/psychosocial functioning → Substance 
Use Recovery Evaluator (SURE) 
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A ‘Systematic review of quality of life and health-related quality of life as 
outcomes in substance and behavioural addictions’ identified the following 
(health-related) QoL instruments [43]:  

 Alcohol Quality of Life Scale (AQoLS) 

 World Health Organization Quality of Life-26 items  
(WHOQOL-BREF) 

 Alcohol Quality of Life-9 item (ALQoL-9) 

 Quality of Life Enjoyment and Satisfaction Questionnaire – Short 
Form (Q-LESQ-SF) 

 Short Form-12 Item (SF-12) 

 Drug User Quality of Life Scale (DUQoL) 

 Quality of Life Interview (QLI) 

 Short Form-36 Item (SF-36) 

Socioeconomic aspects are poorly covered by these core outcome sets (e.g., 
EuropASI, EuropADAD, TOP-S1), but they are relevant to decision-makers 
regarding public reimbursement. 

 

1.5 Project aims and research questions 

Given that drug dependence is a chronic medical illness with relapse rates of 
40 to 60%, comparable to those of other chronic conditions such as diabetes 
and hypertension [44], evaluating substance use patterns and recovery out-
comes beyond the immediate treatment period is essential to assess MT’s 
long-term effectiveness. Drug dependence has generally been treated as if it 
were an acute illness, yet long-term care strategies produce lasting benefits 
[45]. Longer treatment durations are associated with lower substance use at 
long-term follow-ups and better aftercare engagement [46, 47], suggesting 
that extended music interventions may be needed to impact long-term sub-
stance use behaviours. Investigating MT’s impact on treatment retention and 
its long-term effects on people with SUD is therefore crucial [11]. 

 

1.5.1 Aims of the report 

This report is part of FALCO’s work package 7, focusing on long-term MT 
outcomes. We conducted a systematic review to identify patient- and policy-
relevant long-term outcomes, complemented by interviews with people with 
SUD. The aim is to establish the relative importance and clinical relevance 
of selected outcomes for FALCO, ensuring high-quality long-term clinical 
data and reliable, efficient data collection across sites. This includes scales 
recommended for measuring outcomes of critical (e.g., addiction severity, 
recovery) and secondary importance (e.g., mental health, social functioning). 
To better understand which outcomes are most relevant to patients with SUD, 
we conducted interviews with service users. This shared understanding of 
perspectives helps identify patient-relevant outcomes and select appropriate 
measuring instruments. 
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Part 1 aims to provide an overview of  

 clinical (e.g. addiction severity, recovery, substance use, craving) and  

 socioeconomic (i.e. payer-relevant criteria such as work integration, 
unemployment, health service use, treatment retention)  

outcome parameters identified in existing MT evidence for SUD, and whether 
the measuring instruments used have been tested for validity and reliability. 
Additionally, this part examines how (serious) adverse events are assessed 
(RQ1). 

Part 2 describes the characteristics of the measuring instruments identified 
in Part 1, prioritising those that are most frequently used, validated, reliable, 
appropriate, feasible and user-relevant, with particular focus on their suita-
bility for long-term measurement in patients with SUD (RQ2). 

Patient relevance of identified outcomes is analysed in Part 3 by contrasting 
findings with perspectives from nine SUD service users across three coun-
tries (Austria, Norway, and Poland), informing the selection of service-user-
relevant measuring instruments for subsequent FALCO work packages and 
beyond. 

This systematic review was conducted in collaboration with the Institute of 
Psychology at the University of Gdańsk, Poland, the Centre for Alcohol and 
Drug Research (KORFOR), Stavanger University Hospital, Norway, and the 
Anton Proksch Institute, Austria.  

The three parts of this report are closely interrelated and build upon one an-
other sequentially. Part 1 (RQ1) provides the empirical foundation: by sys-
tematically identifying all outcome parameters and measuring instruments 
reported in the MT-SUD literature, it generates a pool from which further 
selection proceeds. Part 2 (RQ2) narrows this pool by applying predefined 
selection criteria to identify measuring instruments for detailed characteri-
sation, including their suitability for long-term measurement. The data de-
veloped for Part 1 also structure the interview guide used in Part 3 (RQ2), 
ensuring that service user perspectives are systematically mapped onto the 
same outcome categories identified in the literature. Triangulating all three 
parts then enables an assessment of how well current measurement practices 
reflect what matters to people with SUD – ultimately informing instrument 
selection for further research. 

 

1.5.2 Research questions 

In the current report, we respond to the following two research questions 
(RQs): 

RQ1: Which measuring instruments assessing clinical and socioeconomic 
outcome parameters and (serious) adverse events can be identified in 
the existing evidence of MT in people with SUD, and are these tools 
tested for validity and reliability? (→ review of relevant clinical and so-
cioeconomic outcome parameters and how they are measured; tools assessing 
(serious) adverse events (Part 1)) 

RQ2: What are the characteristics of the most often used, validated and re-
liable measuring instruments in the context of MT in SUD, and are 
they appropriate, feasible and user-relevant, particularly for long-term 
measures in patients with SUD? (→ review of measuring instruments and 
their characteristics and service user interviews (Parts 2 & 3)) 
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2 Methods 

The methodology of this report is structured in three interconnected parts, 
mirroring the research questions outlined in Chapter 1.5.2. Parts 1 and 2 are 
based on a systematic literature search supplemented by a manual search, 
identifying clinical and socioeconomic outcome parameters and measuring 
instruments used in MT research for SUD (RQ1), and characterising the most 
frequently used, validated, and reliable instruments in detail (RQ2). Part 3 
complements these findings through a qualitative interview study with nine 
service users across three countries, providing lived-experience perspectives 
on outcome relevance (RQ2).  

 

 

2.1 Protocol registration 

The protocol for the current systematic review has been registered on PROS-
PERO (https://www.crd.york.ac.uk/PROSPERO/view/CRD420250648836, registration 
number: CRD42022330778).  

The initial criteria of the population taken from the FALCO project proposal 
[1] for the systematic search were:  

Inclusion criteria: 

 Patients with SUD seeking or receiving treatment at the recruitment 
site for an existing substance use disorder (SUD) based on ICD-10 
criteria 

 ≥18 years old 

 Not currently undergoing detoxification (detoxification has been 
completed or is not currently planned at the time of recruitment) 

 Any type of substance use, including polysubstance and alcohol use  

Exclusion criteria:  

 Exclusively nicotine dependence 

 Psychotic episode in the last three months 

 Insufficient language skills to participate in treatment without the use 
of a translator 

 Hearing impairment that considerably impairs hearing of music 
played at a moderate volume (not relevant if hearing is sufficiently 
compensated by a hearing aid) 

 Existing diagnosis of dementia  

 Is currently receiving MT or has received regular MT (i.e. at planned 
and reoccurring intervals, not counting single random occurrences) 
during the past year 

As these eligibility criteria were taken from the FALCO project proposal [1], 
they were too detailed for this current systematic review. More general crite-
ria ensure a comprehensive review, reduce the risk of excluding relevant re-
search, and capture a broader range of studies. Specifically, age restrictions 
and exclusions such as psychotic episodes and hearing impairment were re-
moved, as these are not always consistently reported. Articles were not exclud-
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ed based solely on their use of ICD-10 criteria for SUD diagnosis, given that 
diagnostic approaches, reporting practices, and criteria vary across clinical 
and research settings. 

We therefore adapted the initial eligibility criteria into more general criteria 
for study selection, detailed in the PICOS question (see 2.2.2). These chang-
es were also documented in PROSPERO. 

A minor change was made to the intervention in the PICOS: ‘Active music 
groups (AMG) and music listening groups (MLG)’ was revised to ‘Music-
based interventions, incl. active (music making), receptive (music listening) 
and mixed forms’, in accordance with the FALCO project protocol. The 
FALCO trial compares two non-pharmacological, group-based music inter-
ventions against treatment as usual. An active music-making group involves 
participants actively playing musical instruments, while a music-listening 
group involves receptive music listening using a stereo system and record-
ings. Both interventions are delivered by qualified music therapists in week-
ly group sessions of up to 90 minutes, with approximately six participants 
per group, and are provided for at least 12 months [1]. 

 

 

2.2 Parts 1 & 2: Review of relevant clinical and socioeconomic outcome 
parameters, tools assessing (serious) adverse events, and measuring 
instruments and their characteristics 

2.2.1 Search process 

The systematic literature search was conducted on the 21st of February 2025 
in the following databases:  

 The Cochrane Library 

 Embase 

 MEDLINE 

 International Network of Agencies for Health Technology Assessment 
(INAHTA) database 

The systematic search was limited to reviews published in all languages 
from inception until 2024. An example (Medline via Ovid) of the specific 
search strategy employed is provided in the Appendix. 
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2.2.2 Inclusion and exclusion criteria (PICOS question) 

Inclusion and exclusion criteria for relevant studies are summarised in Ta-
ble 2-1. 

Table 2-1: PICOS question for research questions 1 & 2 

PICOS for RQ1 & RQ2 for systematic literature search 

Population Inclusion criteria: 

 individuals with existing substance use disorder (SUD)  

 any type of substance use, including polysubstance and alcohol use  

Exclusion criteria:  

 exclusively nicotine dependence 

Intervention Music-based interventions, incl. active (music making), receptive (music listening) and mixed forms 

Control - 

Outcomes RQ1: Clinical1 and socioeconomic2 outcome parameters and tools assessing (serious)  
adverse events3 

RQ2: Measuring instruments and their characteristics 

General characteristics: 

 Outcome measured 

 Mode of assessment 

 Validation (validity/reliability) 

 Post-assessment in treatment and latest follow-up where measuring instrument was applied 

 Number of languages in which instruments are available 

 Types of languages in which instruments are available 

 Type of MT intervention in which the instrument was applied 
 Setting of assessment where instrument was applied  

(e.g. in-/outpatient treatment, detox, rehabilitation) 

 Limitations 

Application characteristics: 

 Number of items in each instrument 

 Total score range 

 Interpretation of score and minimum clinically important difference (MCID) 

 Testing time 

 Instrument user (e.g. self-assessment by service user, clinician-, performance reported) 

 Costs and regulations for use 

Study design Reviews 

Publication period From inception to 2024 

Databases The Cochrane Library, Centre for Reviews and Dissemination (CRD) database, Embase, MEDLINE, 
PsycINFO, Web of Science 

Languages All 

 

                                                             
1 E.g., addiction severity: Addiction Severity Index (ASI), psychological symptoms: 

Beck’s Depression Inventory (BDI) 
2 Definition of socioeconomic outcomes is based on the WHO Social Determinants 

of Health [48], e.g., income, education, occupation, employment, social and material 
capital, material circumstances such as living and working conditions 

3 E.g., relapse requiring hospitalisation, suicide (attempts) 
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2.2.3 Flow chart of study selection 

After deduplication, overall, 451 citations were identified through the system-
atic literature search. Two researchers (LG, DM) independently screened the 
references, and in case of disagreement, a third researcher (LB) was involved 
in solving the differences. The selection process is displayed in Figure 2-1. 

 

Figure 2-1: Flow chart of study selection (PRISMA flow diagram) 

From the systematic search, we identified seven reviews investigating MT in 
patients with existing SUD or any type of substance use, including polysub-
stance and alcohol use.  

In two of these seven studies, we did not extract data on exclusively nicotine 
dependence (n=3 studies extracted [49]; n=12 studies extracted [50]) accord-
ing to the PICOS question.  

For RQ2, we conducted manual searches to obtain detailed information and 
characteristics of the measuring instruments selected from the pool identi-
fied in RQ1. The selection was based on predefined criteria established by 
the authors (see 2.2.6). 

Workflows are organised according to the principle of dual control; the results 
are subject to internal and external review. The data extraction tables were 
piloted (IBB) on the 22nd of March 2025. There were no major changes in the 
extraction tables. 
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2.2.4 Manual search on socioeconomic data collection tools  

Given that instruments measuring socioeconomic criteria (e.g., payer-rele-
vant outcomes such as integration into work life, unemployment days, health 
service use, and retention in treatment) were expected to be underrepresented 
in the core music therapy literature, we supplemented the systematic search 
with an additional manual search. Indeed, the systematic search yielded few 
results on socioeconomic aspects, confirming the need for this additional step. 

We therefore focused on instruments assessing socioeconomic factors in men-
tal health services research more broadly. To this end, two researchers (LG, 
DM) conducted a manual search for socioeconomic outcomes in the mental 
health field and how they are measured across the following sources: 

 PubMed, 

 ResearchGate, 

 Google Scholar, 

 Research institutions, 

 Statistical institutions, and 

 General searches on Google. 

The results of the manual search were subsequently integrated into the over-
all results and processed alongside the findings from the systematic search 
using the same procedures. 

 

2.2.5 Quality appraisal 

No risk of bias assessment (e.g., AMSTAR – Assessing the Methodological 
Quality of Systematic Reviews) was conducted as this review focuses on out-
come parameters and measuring instruments rather than the effectiveness/ 
efficacy of MT.  

 

2.2.6 Data extraction and data analysis 

The data from the selected studies were extracted into data extraction tables 
and can be found in the Appendix (see Table A-1, Table A-3, and Table A-4). 
The single-data extraction method with verification by another researcher 
was used: One researcher (LG) extracted the data, and the other researchers 
(DM, IBB, AHE, BAK) verified it. We categorised the parameters identified 
that were derived from the literature results. To better represent metric tools, 
qualitative and general measuring instruments (i.e., telephone calls, unspe-
cific reports/surveys/interviews/lists/questionnaires, point scales, Likert-type 
scales) were excluded. For RQ1, after data extraction, all clustered measur-
ing instruments were checked for validity and reliability. For RQ2, we decid-
ed to select the measuring instruments of RQ1 for detailed analysis according 
to the following criteria: 

 Selecting at least one measuring instrument of each parameter  
(e.g. substance use, QoL parameters, biomedical parameters) 

 Selecting the most often used measuring instruments  
(deduced from Table A-1 and Table A-2) 

 Selecting validated and reliable measuring instruments  
(deduced from Table A-1 and Table A-2) 
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 When the frequency of identified measuring instruments according to 
the criteria was similar, an additional literature search on the specific 
instrument was conducted, or experts from the MT field were consulted 

Detailed information was deduced from different sources to answer  
the following details of RQ2: 

 Appropriateness and feasibility  
(deduced from Table A-3 and Table A-4) 

 Appropriateness for long-term measures  
(deduced from Table A-3 and Table A-4) 

 User-relevant measuring instruments (deduced from service user in-
terviews, see 3.3): User-relevance of the measuring instruments was 
assessed by examining whether the categories and outcomes derived 
from the systematic review (Part 1) appeared in service users’ lived 
experiences, and how they described them. Open-ended prompts ad-
ditionally allowed participants to identify relevant outcomes or dimen-
sions not captured by the identified instruments. Triangulating the re-
view findings with service users’ perspectives enabled an assessment 
of how well current measurement practices reflect users’ experiences. 

For analysing the appropriateness, feasibility and user relevance of the 14 meas-
uring tools, Table 3-4 and Table 3-5 were created. We then examined the 
positive and negative aspects of the tools and specific criteria, such as testing 
time, number of items, and translations.  

For analysing the appropriateness for long-term measures, an inductive approach 
was used based on Table A-3 and Table A-4). For that purpose, three analyt-
ical dimensions were derived to systematically evaluate the long-term suita-
bility of the 14 tools: (1) Core measurement quality and clinical relevance, 
(2) Practicality and burden of application, (3) Generalisability and context. 
These three dimensions are grounded in established guidelines and frame-
works in health outcome research [51-53], e.g., the COnsensus-based Stand-
ards for the selection of health Measurement Instruments (COSMIN) guide-
line, providing a theoretically robust foundation for the evaluation. Together, 
these three dimensions provide a comprehensive framework for evaluating 
the suitability of measuring instruments for long-term research. 

For the outcome construct stability of the tools, a classification system (“high”, 
“moderate”, “low”) was carried out based on the outcomes measured in Ta-
ble A-3 and Table A-4 assessing the following: behavioural patterns (stable vs. 
volatile), external factor dependence, HIGH stability (longitudinal consisten-
cy and predictable treatment responsiveness), MODERATE (significantly in-
fluenced by external factors), LOW (acutely volatile or state-dependent).  

The empirical evidence was assessed by examining the post-assessment (i.e., 
the last measurement time point within the treatment period) and the latest 
FU at which the measuring instrument was applied in the included reviews 
of Part 1, with the following cut-off thresholds: duration of treatment >6 
months and latest FU ≥3 months.  

The following pragmatic cut-off thresholds were considered based on the ev-
idence data in Table 3-4 and Table 3-5 for the risk assessment (assessed by limi-
tations of tools; i.e., <4 limitations), compliance and costs (assessed by testing 
time; i.e., ≤10 minutes testing time), resolution and sensitivity (assessed by 
number of items in each instrument (i.e., >15 items) and total score range 
(i.e., >50 total score range)), and generalisability (assessed by number of avail-
able languages of the tools; i.e., >10 languages).  
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The identified limitations of the measuring instruments (see outcomes in the 
PICOS question in Chapter 2.2.2) were further analysed to assess their ap-
propriateness and feasibility for RQ2 (see 1.5.2).  

 

2.2.7 Data synthesis 

A qualitative synthesis of the evidence was conducted. After extracting data 
in data extraction tables, the data were interpreted and reported in a narra-
tive form. All data from the extraction tables were synthesised.  

 

 

2.3 Part 3: Service user involvement – interview study 

Service user involvement generates knowledge that would otherwise not be 
produced, helping to uncover, for example, restrictions or suffering related to 
SUD, or aspects expected to improve through MT. To elicit this knowledge, 
interviews with people with lived experience were conducted in three coun-
tries (Austria, Norway, Poland), aiming to improve understanding of patient-
relevant outcomes and the selection of appropriate measuring instruments. 
Reporting followed the COnsolidated criteria for REporting Qualitative re-
search (COREQ) checklist for qualitative research [54]. 

 

2.3.1 Ethical approval 

The interview study had been approved in all three participating countries 
(Austria: Ludwig Boltzmann Gesellschaft, Ref: 019_2025; Norway: Regional 
Ethics Committee in Norway, no. 904119; Poland: Research Ethics Commit-
tee at University of Gdansk, no. 18/2025/WNS). As the interview study in-
cluded three service users from Norway, three from Poland, and three from 
Austria, the interview guidelines, participant information, and consent forms 
were translated into their native languages. 

 

2.3.2 Description of service users and the nature 
of their involvement 

The interviews were conducted in outpatient clinic settings using a semi-struc-
tured approach, exploring service users’ understanding of patient-relevant 
outcomes and the measurement instruments used to assess them. Face-to-
face interviews lasted approximately 30-60 minutes, were audio-recorded via 
smartphone at each site, transcribed verbatim (using Microsoft Word with 
manual checking), and translated. No field notes were made, and transcripts 
were not returned to participants for review. The transcripts served as prima-
ry material and were analysed using qualitative content analysis in MAXQDA. 
Data saturation was not discussed. 
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At the time of the interview, participants were in therapy with at least one 
year of sobriety but not currently receiving MT, nor had they received regu-
lar MT at planned and recurring intervals during the past year. This criteri-
on was adopted from the FALCO trial eligibility criteria [1], which serves to 
prevent confounding: participants who are already receiving MT could show 
effects attributable to that prior or ongoing exposure rather than to the inter-
vention under study. Interview selection criteria aligned with the PICOS de-
fined for the literature search (see Table 2-1). As service users might have had 
additional physical illnesses, disabilities, or mental illnesses and constituted 
a vulnerable group, interviews were conducted in clinical settings by psycho-
therapists, clinical/health psychologists, or social workers (FM, DM, TS), en-
suring a safe environment and appropriate support.  

Interview data were de-identified to ensure that views expressed could not 
be attributed to any identifiable person. Interested participants may request 
a copy of the published report or paper by contacting any of the researchers. 

Interviews were conducted by the service users’ key workers rather than an 
external researcher, building on the pre-existing therapeutic relationship and 
its foundation of trust and familiarity. This approach was chosen because 
service users were expected to speak more openly with a familiar person, par-
ticularly given the sensitive nature of the topics. Introducing an unfamiliar 
researcher could have created barriers to disclosure and compromised the 
depth and authenticity of responses. 

 

2.3.3 Service user acquisition 

Nine service users participated in the interview study – three from each site 
(Austria, Norway, Poland). They were consecutively recruited face-to-face 
within the outpatient clinics by their practitioners (clinical health person-
nel, (clinical) psychologists, or research assistants). Service users received an 
information sheet, consent form, and the researchers’ contact details. Inter-
viewers explained the study, answered questions, and arranged interview ap-
pointments at the clinic.  

 

2.3.4 Informed consent procedures 

All service users gave written informed consent before participating. Prior to 
consent, they were fully informed via a participant information sheet about 
the study’s character, importance, relevance, and potential consequences. The 
consent form was dated and signed by the participant. In Austria and Po-
land, participants received a copy of the consent and information forms; in 
Norway, copies were provided upon request. The original signed documents 
were securely stored by the investigator. 

 

2.3.5 Potential risks to the service users 

The only risk associated with participation was the inconvenience of respond-
ing to a semi-structured interview regarding SUD. All participants were in-
formed that the study sought their opinions, and that no responses were con-
sidered “right” or “wrong”. Differences in opinion were expected and could 
reflect various factors, including individual experiences with SUD support 
services.  
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As interviewees were actively in therapeutic or psychosocial care, the risk 
was estimated to be low. Any memories arising during interviews could be 
addressed in subsequent group or individual therapy. Additionally, debrief-
ing was provided, as the interviewers were social workers or (clinical) psy-
chologists. Participants were free to end the interview or withdraw at any 
time, decline to answer any question, or stop the recording if they wished to 
share something off the record. 

This study investigated illegal behaviour, such as the use of illegal drugs, 
among patients with SUD across all genders, socioeconomic statuses, and cul-
tural backgrounds. No legal duty to report to authorities arose from this in-
vestigation. 

The benefits likely outweigh the risks, as improved understanding of patient-
relevant outcomes may inform the selection of outcome parameters relevant 
for research, policy, and people with lived experience, ultimately aiding in the 
selection of appropriate measurement instruments. 

Additionally, participation may have allowed people with lived experience to 
be heard and have their experiences taken seriously, while contributing to 
professional development through knowledge sharing and discussions of best 
practices for measuring outcomes (e.g., addiction severity, recovery, substance 
use, craving) in patients with SUD.  

 

2.3.6 Data management 

Data were stored electronically with password protection and were accessi-
ble only to the study’s investigators and researchers. Personal data, such as 
date of birth or address, was not collected; names were replaced with codes, 
leaving the consent form as the only document containing identifiable data. 
Each transcript received a unique identifier, and participant identities were 
never shared in publications or communications.  

Data were stored on password-protected computers that complied with the 
General Data Protection Regulation, securely retained for five years after the 
project’s completion, and then destroyed to ensure confidentiality and regu-
latory compliance. 

Research findings will be made publicly available through project reports/ 
manuscripts, conference presentations, and journal publications. De-identi-
fied findings were also shared via the public dissemination strategy, includ-
ing the FALCO website and social media channels.  

Service users’ anonymity was maintained throughout. All local data protec-
tion requirements were adhered to, and study findings and documents were 
treated as confidential. No patient-related data were disclosed to any other 
organisation.  

 

2.3.7 Interview guide 

The interview guide was systematically derived from the findings of the sys-
tematic review (Part 1). The categories derived from the identified parame-
ters across the included studies were used to structure the interview into the-
matic sections, covering all key clinical and socioeconomic outcome parame-
ters, with each question mapping onto a specific category. This approach en-
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sured a systematic analysis of outcome parameters while directly addressing 
the categories captured by the measuring instruments and allowing to assess 
whether these constructs appeared in service users’ lived experience. Im-
portantly, the interviews were conceived as an add-on to the systematic re-
view rather than as a validation instrument. The following semi-structured 
interview guide was used in all three countries:  

 

Time before starting a therapy 

 How did problematic substance use affect your life before you decided  
to go into treatment?  

 How did your problematic substance use affect your surroundings? 

 How has problematic substance use affected your mental health? 

 What were the effects of problematic substance use on  

a) familial relationships/couple relationship/children,  

b) social exclusion,  

c) job situation (e.g. loss of job),  

d) financial troubles (e.g. healthcare costs), and 

e) other socioeconomic aspects (e.g. crime, homelessness)? 

 How do you think participating in music therapy might influence your ability  
to return to work or maintain a stable daily routine?4 

 What were your own efforts when managing to quit problematic substance use? 

 What role(s) does music play in your life? 

While therapy 

 Why did you decide to quit substance use?  

 Can you tell me about your experiences with substance use treatments/follow-up 
services? What were the most helpful and the most challenging aspects of these 
experiences? How has the period without using substances affected your life? 

Long-term aspects 

 What have been the most important aspects for you to stay abstinent over time? 

 Has your social life changed over time? How? 

 Has your position/participation in society changed over time? How? 

 

2.3.8 Quality assurance 

The interview guide was piloted (FM) on the 25th of March 2025, interviewing 
one Austrian service user. Some minor changes were made, mainly to use sim-
plified language and add examples.  

 

                                                             
4 Participants may have varying degrees of familiarity with MT, e.g., prior personal 

experience, knowledge from peers, or existing opinions about MT. To address this, 
the interview guide was piloted prior to data collection to ensure accessibility of MT. 
To ensure reflexivity, interviewers were trained to probe for clarification where need-
ed while avoiding leading responses. 

Pilotierung des 
Interviewleitfadens 
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2.3.9 Qualitative content analysis 

This chapter outlines the methodological approach for analysing qualitative 
data from nine semi-structured interviews across three countries. Transcripts 
were produced verbatim in the original language of each interview and sub-
sequently translated into English prior to analysis (see 2.3.2). Qualitative con-
tent analysis was chosen as the primary method for systematically analysing 
the textual data and deriving meaningful insights.  

Qualitative content analysis is a systematic approach to analysing qualitative 
data, reducing complex information into manageable categories while main-
taining the essential meaning and context of original statements. This meth-
od enhances transparency, reliability, and validity, making it well-suited to 
exploring complex social phenomena using interview data [55, 56]. 

The analysis follows a systematic deductive-inductive procedure, drawing on 
prior knowledge from the systematic review (Part 1) while remaining open to 
emergent phenomena [55, 56]: 

 Material selection and preparation 

 Initial reading of the transcripts, familiarisation, taking notes/memos 

 Category development: categories were deductively developed (LG) 
based on the systematic literature review (Part 1) and checked by an-
other researcher (FM) regarding the inter-coder reliability 

 During systematic transcript review, text segments were assigned to 
these categories following an inductive coding process: within each cat-
egory, subcategories were inductively derived from the data to capture 
emergent themes and patterns (LG) 

 Category definitions and coding rules were reviewed and refined iter-
atively during the analysis process 

 A qualitative data analysis software (MAXQDA) was used to facilitate 
the coding process (e.g., creating summary grids, summary tables) and 
to enable efficient organisation, retrieval, and management of coded 
segments. AI-assisted tools within MAXQDA were used solely to gen-
erate a few initial summaries of coded segments, which were thorough-
ly reviewed, validated, and refined by a researcher (LG). All coding, 
categorisation, and interpretation were conducted independently with-
out AI assistance. The coding tree is available upon request. 

 Evaluation and refinement, including reviewing categories, highlight-
ing prominent themes (and less emphasised areas) by examining fre-
quency and density of codes within categories 

 Interpretation of categorised data to identify overarching themes and 
patterns 

 Presentation of findings: The analysis followed a two-step approach. 
First, a manifest content analysis was conducted, staying close to the 
explicit interview content to ensure transparency and traceability. Orig-
inal quotes were included to preserve interviewees’ voices and lend 
authenticity. This lower level of interpretation reduces vulnerability 
to criticism regarding researcher subjectivity – particularly relevant 
as the interviews were not conducted by the analysing researcher. 
Following a quantitative frequency analysis (see 3.3.13), the most fre-
quently mentioned category was identified. In the second step, this cat-
egory underwent a latent content analysis – including metaphor anal-
ysis and analysis of absences – to explore underlying meanings, pat-
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terns, and connections beyond what was explicitly stated. This inter-
pretive approach yields deeper analytical insights, revealing relation-
ships and contradictions that service users may not have been con-
sciously aware of. The resulting findings offer a more condensed under-
standing of the most salient theme from service users’ perspectives. 

 A contingency analysis was conducted in MAXQDA using summary 
tables generated for each interview to systematically examine co-oc-
currences among the developed codes. This analysis identified content-
related connections between subcategories across the nine interviews.  

 A frequency analysis was performed based on the same summary ta-
bles. The relative frequency of each category was visualised using a 
code cloud (main categories) and a bar chart (top 10 subcategories). 
Frequency was operationalised as the number of coded segments per 
category across the nine interviews of the summary table. It should be 
noted that the frequency reflected the overall prominence of a theme 
in the summarised material. 

 The latent content analysis of the most prominent main category was 
conducted in a structured, researcher-led process. The methodological 
literature on latent analysis techniques was first reviewed to identify 
suitable analytical dimensions, such as metaphor analysis, absence 
analysis, and examination of linguistic registers. The researcher’s deep 
familiarity with the data, developed through prolonged engagement 
across all prior analytical stages, informed the selection of these di-
mensions. On this methodological basis, the researcher used Claude 
Pro as an AI-assisted tools5 to help identify latent patterns, implicit 
linkages, and metaphorical structures across the summary tables. All 
AI-generated outputs were subsequently validated against the original 
raw data, and all interpretive judgments remained with the researcher 
throughout. 

 Participant feedback was not integrated into the analysis to maintain 
analytical independence and prevent post hoc rationalisation, con-
sistent with the study design, which was a descriptive analysis with no 
planned participant involvement in interpreting the results. 

                                                             
5 Data security was ensured through multiple measures: data were fully anonymised 

prior to analysis; only anonymised summary tables, rather than raw transcripts, were 
used as input. 
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3 Results 

The results are presented in three parts: Part 1 provides an overview of rele-
vant clinical and socioeconomic outcome parameters and tools assessing (se-
rious) adverse events (RQ1). Part 2 focuses on the characteristics of measur-
ing instruments identified through the selection process (see 2.2.6) (RQ2), 
and Part 3 summarises the interview study results, i.e., the service user in-
volvement (RQ2).  

 

 

3.1 Results of Part 1: Instruments measuring clinical and 
socioeconomic outcome parameters and tools assessing (serious) 
adverse events 

From the systematic search, seven articles were included for data extraction. 
We identified more than 60 outcomes in total and categorised them into 11 
parameters. The manual search identified 13 additional tools that measure 
approximately 20 socioeconomic outcomes. Most outcomes were found for 
the ‘music-, therapist-, and treatment-related parameters’ (see Table A-1).  

The clinical and socioeconomic outcomes were divided  
into the following 11 parameters:  

 Substance use parameters 

 Recovery parameters 

 Craving parameters 

 Motivational parameters 

 Quality of life parameters 

 Mood-related parameters 

 Psychological, psychiatric, physiological and cognitive parameters 

 Cultural, spiritual, and locus of control parameters 

 Biomedical parameters 

 Music-, therapist-, and treatment-related parameters 

 Socioeconomic and social parameters 

From the manual search, we identified 14 tools that measure approximately 
ten socioeconomic outcomes (see Table A-2).  

In several parameter categories, multiple instruments met the predefined se-
lection criteria with comparable frequency, necessitating additional case-by-
case decisions. These are documented here for transparency: 

For ‘psychological, psychiatric, physiological, and cognitive parameters’, four 
instruments (SCL-90-R, BSI, CGI, FACT-Cog) met the criteria. The CGI was 
excluded due to discrepancies in validity and reliability [57-59]. The FACT-
Cog was excluded as it was originally developed for oncology populations and 
focuses specifically on cancer-related cognitive impairment, making it unsuit-
able for the broader psychological and psychiatric symptom profile relevant 
to SUD populations. As the BSI is a short version of the SCL-90-R [60], only 
the SCL-90-R is described in detail.  
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Six instruments (CESI, CMR, ICR, RTCQ-TV, SOCRATES, URICA) were 
used with comparable frequency to measure motivational parameters. To en-
sure a manageable analysis, two were selected: the URICA and the ICR. The 
URICA is among the most frequently used continuous measures of motiva-
tion and readiness for change in SUD [61, 62] and, according to MT field ex-
perts, has been the standard for decades – originating in the substance abuse 
field (‘stages of change’) and underpinning many therapy models later ex-
tended to other areas. The ICR offers a quick, flexible, and practical way to 
assess and build core motivations within a single conversation.  

Table 3-1 provides an overview of all identified tools that measure clinical 
and socioeconomic outcomes for each parameter.  

Table 3-1: Overview of all identified tools measuring clinical and socioeconomic outcomes  
per parameter and (serious) adverse events 

Clinical and socioeconomic parameters and outcomes Measuring instruments 

Substance use parameters 

(Drug avoidance) self-efficacy DASES, VAS 

Recovery parameters 

Problem severity ASI 

Adoption of principles and practices GAATOR 2.1 

Craving parameters 

(Intensity of) substance/alcohol craving BSCS, OCDUS, ACQ-SF-R(/-NOW), AUQ, VAS, DMQ-R, DAQ 

Coping skills/Knowledge of triggers and coping skills SOC, A-COPE6 

Motivational parameters 

Motivation/readiness/eagerness for treatment/change CESI, CMR, ICR, RTCQ-TV, SOCRATES, URICA 

Motivation to reach/maintain sobriety CSS, QMAD 

Immediate goal attainment GAF (goal) 

Quality of life parameters 

Manageability, comprehensibility and meaningfulness  
of life/Orientation to life/Sense of coherence 

SOC 

Well-being FACIT-F 

Mood-related parameters 

Mood MDMQ, VAS, VAMS 

Depression BDI, HRSD, SDS, Likert scale 

Depressogenic thought frequency ATQ 

Positive and negative affect PANAS 

Sadness VAS 

Anxiety SAS, VAS, STAI 

Shame, pride and guilt SSGS 

Emotional valence and arousal GEMS-9 

Anger VAS, NAI 

Forgiveness and grief FGPS 

Psychological, psychiatric, physiological and cognitive parameters 

Self-consciousness SCS 

Constructive self-awareness and perceived purpose in life PIL 

                                                             
6 Tested, but not recommended. 

… und 
Motivationsparamter 

https://www.aihta.at/


Music therapy: Clinical and socioeconomic outcomes and long-term measures in substance use disorder 

AIHTA | 2026 36 

Clinical and socioeconomic parameters and outcomes Measuring instruments 

Psychiatric symptoms SCL-90-R 

Physical and psychiatric symptoms BSI 

General functioning CGI, GAF 

Withdrawal (symptoms) ARSW 

Cognitive functioning FACT-Cog 

Cultural, spiritual, and locus of control parameters 

Cultural identity ANCI 

Comfort and strength derived from spirituality FACIT 

Locus of control I-E, DRIE 

Biomedical parameters 

Immune function Salivary Immunoglobulin A Test 

Music-, therapist-, and treatment-related parameters 

Attitudes towards MT/therapist/treatment groups VAS 

Trust in therapist WFPTS 

(Therapeutic) working alliance HAQ, WAI-S(R) 

Quality of therapist-client relationship HAQ 

Importance of MT VAMS 

Perceived effectiveness and enjoyment Analogue scales 

Intervention assessment compared to other groups Analogue scales 

Socioeconomic and social parameters 

Employment, occupation and income ASI, CSRI, CSSRI, SES questionnaire, Duncan SEI, NS-SEC,  
CAPSES, Nam-Powers OSS 

Productivity loss PECUNIA-RUM 

Occupational mental health  WHO-HPQ 

Service use/receipt, use of care, health and social care ESDS, CSI, CSRI, CSSRI, UAC-I, PECUNIA-RUM 

Material capital (wealth, income, trust funds, etc.), human capital 
(skills, credentials, abilities, etc.), and social capital (instrumental 
relationships such as being friends with doctors and lawyers)  

CAPSES, SURE 

Education SES questionnaire, PECUNIA-RUM, Duncan SEI, Nam-Powers OSS 

(Criminal) justice, legal problem areas ASI, PECUNIA-RUM 

Relationship, family/social problem areas, family history, and 
informal care 

ASI, SURE, SES questionnaire, PECUNIA-RUM 

Usual living situation CSRI, CSSRI 

Retention in treatment (and completion) Number of participants remaining at the end of treatment, 
number of days attending MT sessions 

Attendance Percent of attendance at any given time, number of sessions 

Medication adherence Number of sessions 

Perception of social support MSPSS 

Perception of stigma PSAS 

Interpersonal (relationship) problems IIP-SC 

(Serious) adverse events 

(Serious) adverse events No tools reported7 

Bold: Tested for validity/reliability. 

                                                             
7 One of the included seven studies reported that no (serious) adverse events occurred, 

and no specified measurement instruments for adverse event assessment were stated. 
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Abbreviations: A-COPE … Adolescent Coping Orientation to Problems Experienced. ACQ-SF-R(/-NOW) … Alcohol 
Craving Questionnaire-Short-Form-Revised (/-Now). ANCI … American Indian/Alaska Native Cultural Identity Scale. 
ARSW … Adjective Rating Scale for Withdrawal. ASI(-NAV) … Addiction Severity Index (Native American Version).  
ATQ … Automatic Thoughts Questionnaire. AUQ … Alcohol urge questionnaire. BDI … Beck Depression Inventory.  
BSCS … Brief Substance Craving Scale. BSI … Brief Symptom Inventory. CAPSES … Composite SocioEconomic Status scale. 
CESI … (Texas Christian University Treatment Motivation Scale) – Client Evaluation of Self at Intake. CGI … Clinical 
Global Impression Severity Scale. CMR … Circumstances, Motivation, and Readiness Scales for Substance Abuse Treatment. 
CSI … Cornell Services Index. CSRI … Client service receipt inventory. CSSRI … Client Socio-Demographic and Service 
Receipt Inventory. CSS … Commitment to Sobriety Scale. DAQ … (Multidimensional) Desires for Alcohol Questionnaire. 
DASES … Drug Avoidance Self-Efficacy Scale. DMQ-R … Drinking Motives Questionnaire – Revised. DRIE … Drinking-
Related Internal-External Locus of Control Scale. ESDS … European Socio-demographic Schedule. FACIT … Functional 
Assessment of Chronic Illness Therapy: Spiritual Questions. FACIT-F … Functional Assessment of Chronic Illness Therapy: 
Fatigue. FACT-Cog … Functional Assessment of Cancer Therapy – Cognitive Functions. FGPS … Forgiveness Grief 
Perspectives Scale. GAATOR 2.1 … General Alcoholics Anonymous Tools of Recovery. GAF (goal) … Goal attainment form. 
GAF … Global Assessment of Function Scale. GEMS-9 … Geneva Emotions in Music Scale. HAQ(-II) … Revised Helping 
Alliance Questionnaire for therapist and client. HPQ … Health and Work Performance Questionnaire. HRSD … Hamilton 
Rating Scale for Depression. ICR … Importance, Confidence, Readiness (motivational) Ruler. I-E … Internal vs. external locus 
of control scale. IIP-SC … Inventory of Interpersonal Problems: Short Circumplex form.* MDMQ … Multidimensional Mood 
Questionnaire. MSPSS … Multidimensional Scale of Perceived Social Support. MT … music therapy. NAI … Novaco Anger 
Inventory Short Form. NS-SEC … National Statistics Socioeconomic classification. OCDUS … Obsessive Compulsive Drug 
Use Scale. OSS … Occupational Status Score. PANAS … Positive and negative affect scale. PECUNIA-RUM … ProgrammE 
in Costing, resource use measurement and outcome evaluatioN for Use in multi-sectoral National and InternAtional health 
economic evaluations – Resource Use Measurement. PIL … Purpose in Life Test. PSAS … Perceived Stigma of Addiction Scale. 
QMAD … Questionnaire of Motivation for Abstaining from Drugs. RTCQ-TV … Readiness to Change Questionnaire – 
Treatment Version. SAS … Self-Rating Anxiety Scale. SCL-90-R … Symptom Checklist 90-R. SCS … Self-Consciousness 
Scale. SDS … Severity of Dependence Scale. SES … socioeconomic status. SEI … Socioeconomic Index. SOC … Sense of 
Coherence Scale. SOCRATES … Stages of Change Readiness and Treatment Eagerness Scale. SURE … Substance Use 
Recovery Evaluator. SSGS … State Shame and Guilt Scale. STAI … State-Trait Anxiety Inventory. UAC-I … Utilisation 
and Cost Inventory. URICA … University of Rhode Island Change Assessment Scale. VAMS … Visual Analogue Mood Scale. 
VAS … Visual Analogue Scale. WAI-S(R) … Working Alliance Inventory – Short (Revised). WHO … World Health 
Organisation. WFPTS … Wake Forest Physician Trust Scale.  

 

Each of the following subchapters provides information on how the outcomes 
are measured and whether the measuring instruments have been tested for 
validity and reliability.  

To improve the readability of the following results, Table 3-2 provides an over-
view of all measuring instruments in both their abbreviated and full forms.  

Table 3-2: Acronym and full name of tools 

Acronym Full name of tool 

A-COPE Adolescent Coping Orientation to Problems Experienced 

ACQ-SF-R(/-NOW) Alcohol Craving Questionnaire-Short-Form-Revised (/ Now) 

ANCI American Indian/Alaska Native Cultural Identity Scale 

ARSW Adjective Rating Scale for Withdrawal 

ASI(-NAV) Addiction Severity Index (Native American Version) 

ATQ Automatic Thoughts Questionnaire 

AUQ Alcohol urge questionnaire 

BDI Beck Depression Inventory 

BSCS Brief Substance Craving Scale 

BSI Brief Symptom Inventory 

CAPSES Composite SocioEconomic Status scale 

CESI Client Evaluation of Self at Intake 

Wie werden Endpunkte 
gemessen?  
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Acronym Full name of tool 

CGI Clinical Global Impression Severity Scale 

CMR Circumstances, Motivation, and Readiness Scales for Substance  
Abuse Treatment 

CSI Cornell Services Index 

CSRI Client service receipt inventory 

CSS Commitment to Sobriety Scale 

CSSRI Client Socio-Demographic and Service Receipt Inventory 

DAQ Desires for Alcohol Questionnaire 

DASES Drug Avoidance Self-Efficacy Scale.  

DMQ-R Drinking Motives Questionnaire – Revised 

DRIE Drinking-Related Internal-External Locus of Control Scale 

Duncan SEI Socioeconomic Index 

ESDS European Socio-demographic Schedule 

FACIT Functional Assessment of Chronic Illness Therapy: Spiritual Questions 

FACIT-F Functional Assessment of Chronic Illness Therapy: Fatigue 

FACT-Cog Functional Assessment of Cancer Therapy – Cognitive Functions 

FGPS Forgiveness Grief Perspectives Scale 

GAATOR General Alcoholics Anonymous Tools of Recovery 

GAF Global Assessment of Function Scale 

GAF (goal) Goal attainment form 

GEMS Geneva Emotions in Music Scale 

HAQ Revised Helping Alliance Questionnaire for therapist and client 

HRSD Hamilton Rating Scale for Depression 

ICR Importance, Confidence, Readiness Ruler 

I-E Internal vs. external locus of control scale 

IIP-SC Inventory of Interpersonal Problems: Short Circumplex form 

MDMQ Multidimensional Mood Questionnaire 

MSPSS Multidimensional Scale of Perceived Social Support 

NAI Novaco Anger Inventory Short Form 

Nam-Power OSS Occupational Status Score 

NS-SEC National Statistics Socioeconomic classification 

OCDUS Obsessive Compulsive Drug Use Scale 

PANAS Positive and negative affect scale 

PECUNIA-RUM ProgrammE in Costing, resource use measurement and outcome 
evaluatioN for Use in multi-sectoral National and InternAtional health 
economic evaluations – Resource Use Measurement 

PIL Purpose in Life Test 

PSAS Perceived Stigma of Addiction Scale 

QMAD Questionnaire of Motivation for Abstaining from Drugs 

RTCQ-TV Readiness to Change Questionnaire – Treatment Version 

SAS Self-Rating Anxiety Scale 

SCL-90-R Symptom Checklist 90-R 

SCS Self-Consciousness Scale 

SDS Severity of Dependence Scale 

SES questionnaire Socioeconomic status questionnaire 
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Acronym Full name of tool 

SOC Sense of Coherence Scale 

SOCRATES Stages of Change Readiness and Treatment Eagerness Scale 

SSGS State Shame and Guilt Scale 

STAI State-Trait Anxiety Inventory 

SURE Substance Use Recovery Evaluator 

UAC-I Utilisation and Cost Inventory 

URICA University of Rhode Island Change Assessment Scale 

VAMS Visual Analogue Mood Scale 

VAS Visual Analogue Scale 

WAI-S(R) Working Alliance Inventory – Short (Revised) 

WFPTS Wake Forest Physician Trust Scale 

WHO-HPQ World Health Organization – Health and Work Performance 
Questionnaire 

 

Substance use parameters 

(Drug avoidance) self-efficacy was tested by the DASES [12, 20, 21] and VAS 
[21], which are both tested for reliability and validity (DASES [20], VAS [63]).  

 
Recovery parameters 

Recovery parameters could be found in one article [21]. Problem severity 
was assessed using the ASI-(NAV), and adoption of principles and practices 
by the GAATOR 2.1. Both are validated and reliable instruments (ASI [64], 
GAATOR 2.1 [65]).  

 
Craving parameters 

We found craving parameters in five [11, 12, 20, 21, 50] of the seven included 
articles. (Intensity of) substance/alcohol craving was determined using the fol-
lowing instruments: BSCS [11, 12, 20, 21], OCDUS [11], ACQ-SF(-R/-NOW) 
[11, 12, 50], AUQ [21, 50], VAS [21, 50], DMQ-R [50], and DAQ [50]. Coping 
skills/Knowledge of triggers and coping skills were measured using the SOC 
and the A-COPE [21]. The following tests are tested for validity and reliabil-
ity: BSCS [66, 67], OCDUS [68-70], ACQ-R/-NOW [71, 72], VAS [63], DMQ-
R [73], AUQ [74, 75], DAQ [76-78], and SOC [20].  

 
Motivational parameters 

Five studies [11, 12, 20, 21, 49] reported motivational parameters. Measure-
ments of motivation/readiness for treatment/change were taken using the 
CESI [11, 12, 20, 21], CMR [11, 12, 20, 21], ICR [11, 20, 21, 49], RTCQ-TV 
[11, 12, 20, 21], SOCRATES [11, 12, 20, 21], and URICA [11, 12, 20, 21]. Mo-
tivation to reach/maintain sobriety was assessed using the CSS [11] and 
QMAD [11]. The GAF (goal) served as the measure for immediate goal at-
tainment. The following tests are tested for validity and reliability: CESI [20], 
CMR [20], ICR [20, 79], RTCQ-TV [20], SOCRATES [20], URICA [20, 80-
82], and CSS [83]. 

 

DASES*, VAS*  
(* = auf Zuverlässigkeit 
und Gültigkeit geprüft) 

ASI*, GAATOR* 

BSCS*, OCDUS*, ACQ*, 
AUQ*, VAS*, DMQ*, DAQ*, 
SOC*, A-COPE 

CESI*, CMR*, ICR*,  
RTCQ-TV*, SOCRATES*, 
URICA*, CSS*, QMAD, GAF 
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Quality of life parameters 

QoL was assessed in three articles [20, 21, 49]. The authors used the SOC [20, 
49] to assess manageability, comprehensibility and meaningfulness of life/ 
Orientation to life/Sense of coherence, and the FACIT-F [21] to measure 
well-being. The SOC [20] and FACIT-F [73] are both tested for validity and 
reliability.  

 
Mood-related parameters 

All studies except one [50] assessed mood-related parameters. Mood was 
evaluated by the MDMQ and VAS [21] as well as by the VAMS [21, 84]. The 
BDI(-II) [11, 12, 20, 21, 49], HRSD [11, 12, 21], and SDS [11] served as the 
measuring tool for depression; and the ATQ for assessing depressogenic 
thought frequency [21]. Positive and negative affect were assessed using the 
PANAS [59], and sadness using the 7-point VAS [21]. Measurements of anx-
iety were taken using the SAS [11], 7-point VAS [21], and the STAI [20, 21]. 
The SSGS [12] measured shame, pride and guilt. One study [21] assessed fur-
ther outcomes: emotional valence and arousal using the GEMS-9; anger by 
the 7-point VAS and NAI; and forgiveness and grief with the FGPS [21]. The 
following tools are tested for reliability and validity: BDI [20], SDS [85], SAS 
[86, 87], MDMQ [88, 89], VAS [63], VAMS [90], ATQ [91, 92], PANAS [93, 
94], STAI [20], GEMS-9 [95, 96], FGPS [97], and SSGS [98, 99]. 

 
Psychological, psychiatric, physiological and cognitive parameters 

We identified psychological, psychiatric, physiological, and cognitive param-
eters across three studies [12, 20, 21]. The SCS and PIL were used to deter-
mine self-consciousness and awareness and perceived purpose in life, respec-
tively [12]. Withdrawal (symptoms) were tested with the ARSW [12, 20, 21]. 
The SCL-90-R measures psychiatric symptoms, and the BSI measures phys-
ical and psychiatric symptoms [21]. General functioning was assessed using 
the CGI and GAF; and cognitive functioning by the FACT-Cog [21]. The fol-
lowing instruments are tested for reliability and validity: SCL-90-R [100, 101], 
BSI [102-104], CGI [57-59], and FACT-Cog [105-107]. 

 
Cultural, spiritual, and locus of control parameters 

Three studies [12, 20, 21] evaluated cultural, spiritual, and locus-of-control 
parameters. The ANCI served as a measure of cultural identity [21]. Comfort 
and strength derived from spirituality were measured by the FACIT [21], 
and locus of control by the DRIE [12, 20, 21] and I-E [21]. The FACIT [108], 
I-E [109], and DRIE [20] are tested for reliability and validity.  

 
Biomedical parameters 

Two articles evaluated biomedical parameters [20, 49]. Salivary Immunoglobu-
lin A Tests were used [20, 49], a measure of immune function.  

 
Music-, therapist-, and treatment-related parameters 

Four articles determined music-, therapist-, and treatment-related param-
eters [12, 20, 21, 84]. Attitudes towards MT/therapist/treatment groups were 
measured using the VAS [84]. (Therapeutic) working alliance and the quali-
ty of therapist-client relationship were measured by the HAQ(-II) [12, 20, 

SOC*, FACIT-F* 

MDMQ*, VAS*, VAMS*, 
BDI*, HRSD, SDS*, ATQ*, 
PANAS*, SAS*, STAI*, 
SSGS*, GEMS-9*, NAI, 
FGPS* 

SCS, PIL, ARSW, SCL-90-R*, 
BSI*, CGI*, GAF, FACT-Cog*  

ANCI, FACIT*, DRIE*, I-E* 

Speichel-Immunglobulin-
A-Test 

VAS*, HAQ*, WAI-S(R)*, 
WFPTS*, VAMS*,  
25-Punkte-Analogskala 
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21]; alliance was also assessed using the WAI-SR [12] and WAI-S [20]. The 
WFPTS was used to measure trust in therapists [12, 20]. One study [21] also 
evaluated the importance of MT (by VAMS), perceived effectiveness and en-
joyment (by 25-point analogue scales), and intervention assessment compared 
to other groups (by 25-point analogue scales) [21]. The VAS [63], HAQ(-II) 
[20], WAI-S [20], WFPTS [20], and VAMS [90] are tested for reliability and 
validity.  

 
Tools assessing (serious) adverse events  

No tools measuring (serious) adverse events were reported. In one [11] of the 
seven included studies, no (serious) adverse events occurred; however, no spec-
ified measurement instruments for adverse event assessment were stated. 

 
Socioeconomic and social parameters 

Employment, occupation and income were assessed using the ASI, CSRI, 
CSSRI, SES questionnaire, Duncan SEI, NS-SEC, CAPSES, and Nam-Powers 
OSS. The PECUNIA-RUM evaluated productivity loss and the WHO-HPQ 
occupational mental health. Service use/receipt, use of care, health and so-
cial care were measured using the ESDS, CSI, CSRI, CSSRI, UAC-I, and 
PECUNIA-RUM. Material capital (wealth, income, trust funds, etc.), human 
capital (skills, credentials, abilities, etc.), and social capital (instrumental re-
lationships, such as friendships with doctors and lawyers) were assessed by 
the CAPSES and SURE. The SES questionnaire, PECUNIA-RUM, Duncan 
SEI, and Nam-Powers OSS measure education. (Criminal) justice and legal 
problem areas were evaluated by the ASI and PECUNIA-RUM. Relationship, 
family/social problem areas, family history, and informal care were assessed 
using the ASI, SURE, SES questionnaire, PECUNIA-RUM and usual living 
situation using the CSRI and CSSRI. The UAC-I, SURE, CSRI, WHO-HPQ, 
and PECUNIA-RUM are tested for reliability and validity (see Table A-2).  

All except one study [50] reported socioeconomic and social parameters. Re-
tention in treatment (and completion) was measured by the number of par-
ticipants remaining at the end of treatment [11] and the number of days at-
tending MT sessions [21]. The number of sessions [84] and the percentage of 
attendance at any given time [54] were also used to assess the attendance. 
The number of sessions [21] also measured medication adherence. The MSPSS 
and PSAS served as the measures for perception of social support and per-
ception of stigma, respectively [12]. Interpersonal (relationship) problems 
were determined using the IIP-SC [20, 49]. The MSPSS [110-113], PSAS [114, 
115], and IIP-SC [20] are tested for reliability and validity.  
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berichtet 
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3.2 Results of Part 2: Review of measuring instruments 
and their characteristics 

In this chapter, firstly, 14 measuring instruments were selected and then de-
scribed in detail with respect to their general and application characteristics. 
Secondly, we focused on the appropriateness, feasibility, and user relevance of 
these frequently used, validated and reliable 14 instruments. Finally, we assessed 
whether these 14 tools are suitable for long-term use in patients with SUD.  

 

3.2.1 Measuring instruments and their general and application characteristics 

For the first approach, the following 14 measuring instruments were chosen 
according to the selection criteria in Chapter 2.2.6:  

Substance use parameters 

 DASES (measuring drug avoidance self-efficacy/self-efficacy) 

Recovery parameters 

 ASI (measuring problem severity) 

Craving parameters 

 BSCS (measuring (intensity of) substance/alcohol craving) 

Motivational parameters 

 ICR (measuring motivation/readiness for treatment/change) 

 URICA (measuring motivation/readiness for treatment/change)  

Quality of life parameters 

 SOC (measuring manageability, comprehensibility and meaningfulness 
of life/Orientation to life/Sense of coherence) 

Mood-related parameters 

 BDI (measuring depression) 

Psychological, psychiatric, physiological and cognitive parameters 

 SCL-90-R (measuring psychiatric symptoms) 

Cultural, spiritual, and locus of control parameters 

 DRIE (measuring locus of control) 

Biomedical parameters 

 Salivary Immunoglobulin A Test (measuring immune function) 

Music-, therapist-, and treatment-related parameters 

 HAQ(-II) (measuring (therapeutic) working alliance and quality  
of therapist-client relationship) 

Socioeconomic and social parameters 

 IIP-SC (measuring interpersonal (relationship) problems) 

 PECUNIA-RUM (measuring resource use in all relevant sectors for 
costing from a societal perspective in the adult population: health and 
social care, education, (criminal) justice, productivity) 

 CSRI (measuring economic data: sociodemographic information, usual 
living situation, employment and income) 

Analyse der 
Messinstrumente  
und ihre Merkmale 

Messinstrumente nach 
Kriterien für Detailanalyse 
ausgewählt 
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The general characteristics (i.e., outcome measured, mode of assessment, vali-
dation, post-assessment in treatment and latest FU where measuring instru-
ment was applied, number and types of languages in which instruments are 
available, type of MT intervention and setting of assessment where instru-
ment was applied, and limitations) and application characteristics (i.e., num-
ber of items in each instrument, total score range, interpretation of score and 
minimum clinically important difference (MCID), testing time, instrument 
user, and costs and regulations for use) of the selected measuring instruments 
are extracted and described in the following sections.  

 
General characteristics 

Outcome measured 

The following outcomes were measured by the selected instruments: (drug 
avoidance) self-efficacy (DASES [12, 20, 21]), problem severity (ASI [21]), 
(intensity of) substance/alcohol craving (BSCS [11, 12, 20, 21]), motivation/ 
readiness for treatment/change (URICA [11, 12, 20, 21], ICR [11, 20, 21, 49]), 
manageability, comprehensibility and meaningfulness of life/orientation to 
life/sense of coherence (SOC [20, 49]), depression (BDI [11, 12, 20, 21, 49]), 
psychiatric symptoms (SCL-90-R [21]), locus of control (DRIE [12, 20, 21]), 
(therapeutic) working alliance and quality of therapist-client relationship 
(HAQ(-II) [12, 20, 21]), interpersonal (relationship) problems (IIP-SC (IIP-32) 
[20, 49]), immune function (Salivary Immunoglobulin A Test [20, 49]), re-
source use (PECUNIA-RUM [116]), and economic data (CSRI).  

Mode of assessment 

All used tools were questionnaires, except for two: the visual analogue scale, 
a short rating instrument (ICR [13, 45, 59, 60], and salivary samples (salivary 
Immunoglobulin A Test [20, 49]).  

Post-assessment in treatment and latest FU where  
measuring instrument was applied (of included reviews) 

In the included studies from the systematic literature search, the longest du-
ration over which the measuring instrument was applied was two years (10 ses-
sions) [45], and the latest FU where the measuring instrument was applied 
was three months [11].  

Number of languages in which instruments are available 

The SOC is translated into a minimum of 33 languages [85, 86], the BDI in-
to a minimum of 18-20 languages [109], and the ASI into a minimum of 13 
languages. The other tools are translated into between two (BSCS and DRIE) 
and eight languages (SCL-90-R, CSRI). The PECUNIA-RUM will be avail-
able in multiple languages in the future [117]. As the ICR is a visual analogue 
scale, no translation is needed. For the Salivary Immuno-globulin A Test, a 
translation is not applicable.  

Types of languages in which instruments are available 

The following Table 3-3 presents the languages in which instruments are 
available according to the geographical location.  

allgemeine Merkmale und 
Anwendungsmerkmale 
extrahiert 

z. B. Selbstwirksamkeit, 
Problemschwere, 
Verlangen, 
Behandlungsbereitschaft, 
Lebenssinn, Depression, 
Beziehungsqualität, 
Immunfunktion, 
Ressourcennutzung, 
ökonomische Daten 

Fragebögen,  
visuelle Analogskala, 
Speichelproben 

Behandlungsdauer: bis  
zu 2 Jahre (10 Sitzungen), 
Nachbeobachtungszeit:  
bis zu 3 Monate 

Übersetzungen in bis zu  
33 Sprachen (SOC) 

Übersetzungen in vielen 
europäischen Sprachen 
und darüber hinaus 
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Table 3-3: Types of languages in which instruments are available 

 Tools Languages 

Eu
ro

pe
an

 la
ng

ua
ge

s 

DASES English, Turkish 

ASI English, Czech, Danish, Dutch, French, Hungarian, Italian, Lithuanian, Polish, Portuguese, Russian, 
Spanish, Swedish, German 

BSCS  English, Bulgarian 

URICA English, German, Norwegian, Polish, Portuguese, French, Swedish 

ICR All 

SOC Croatian, Czech, English, German, Hungarian, Icelandic, Lithuanian, Norwegian, Polish, Russian, 
Slovenian, Spanish, Swedish, Turkish, Welsh 

BDI English, Spanish, Dutch, Finnish, German, Polish, Swedish, Turkish 

SCL-90-R  English, French, Spanish, German, Russian, Italian, Portuguese, Dutch, Swiss German, Hebrew 

DRIE English 

HAQ(-II) English, Spanish, French 

IIP-SC (IIP-32) English, Dutch, Spanish, German, Italian, Swedish, Polish, Finnish, French, Greek, Slovenian 

PECUNIA-RUM English, Dutch, German 

CSRI English, German, Danish, Spanish, Italian, Dutch 

N
on

-E
ur

op
ea

n 
la

ng
ua

ge
s 

DASES Farsi/Persian, Malay, Turkish, Chinese 

ASI Arabic, Russian 

BSCS Arabic 

URICA Chinese, Portuguese (Brazil), Arabic 

ICR All 

SOC Indonesian, Japanese, Hebrew, Portuguese (Brazil), Russian, Turkish 

BDI French (Canadian), Korean, Chinese, Arabic, Hindi, Marathi, Tamil, Malayalam, Japanese, Persian, 
Kannada, Xhosa, Turkish 

SCL-90-R  Hindi, Kannada, Tamil, Marathi, Malayalam, Japanese, Chinese, Korean, Vietnamese, Arabic, 
Russian, Hebrew 

DRIE Chinese 

IIP-SC (IIP-32) Chinese, Arabic, Korean, Malay 

CSRI Portuguese (Brazil)  

 

Type of MT intervention in which the instrument was applied 
(active/receptive/both)8 

All measuring instruments were used during both active and receptive MT 
interventions. One study [44] additionally used the following measuring in-
struments only during receptive MT interventions: ICR, SOC, BDI, Salivary 
Immunoglobulin A Test, and IIP-SC.  

Setting of assessment where instrument was applied  

The following measuring instruments were most often applied in inpatient 
detoxification settings [11, 12, 20, 21]: BSCS, SOCRATES, URICA, RTCQ-
TV, CMR, CESI, BDI(-II), HRSD, ARSW, and DRIE. In the setting of inpa-

                                                             
8 It should be noted that the included reviews did not consistently distinguish between 

MT subtypes (improvisational, compositional, recreative, receptive [241]), reporting 
primarily at the level of active versus receptive delivery. 

Messinstrumente  
für aktive und rezeptive 
musiktherapeutische 
Interventionen 

häufigsten 
Messinstrumente  
nach Setting 
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tient abuse treatment and rehabilitation centres as well as therapeutic com-
munities for SUD, tools with a broad, holistic approach were used, including 
addiction-specific tools and measuring instruments for recording psychoso-
cial factors, therapeutic processes and QoL [12]. In residential substance use 
treatment facilities and chemical dependency treatment programmes, the em-
phasis was on tools measuring addiction-specific and behaviour-oriented pa-
rameters [11]. 

Limitations 

Self-report bias, cross-cultural applicability/sensitivity, and validation needs  
of specific groups 

Nevertheless, several limitations were identified for the selected measuring 
instruments. One limitation is self-report bias, in which individuals may 
underestimate or exaggerate symptoms (DASES, BSCS, URICA, SOC, BDI, 
SCL-90-R, DRIE, HAQ(-II), IIP-SC (IIP-32), PECUNIA-RUM). Culturally 
adapted versions also exhibit psychometric limitations, for example, lower 
consistency (ASI [118]). The BDI is not specific to any one culture, so its ac-
curacy may vary across cultural contexts without specific validation [119]. Al-
so, for the PECUNIA-RUM, some categories might be too broad to capture 
country-specific service nuances, as the tool is designed for international use 
[117]. Measuring instruments require ongoing validation, particularly con-
firmatory factor analysis in diverse populations to ensure cross-cultural ap-
plicability and generalisability (e.g., SOC [120]). Findings from culturally 
adapted versions should be viewed as preliminary and require future research 
to determine their impact on long-term treatment outcomes (e.g., DASES 
[121]). The ASI is sensitive to linguistic and cultural factors, necessitating re-
plication and revalidation across settings, languages, and cultures [122]. For 
the ASI, challenges in adequately representing the clinical needs of special 
groups (e.g., women, ethnic minorities, mental/physical health problems) are 
reported [123]. Some tests are restricted to a specific group; for example, the 
DASES is restricted for use in young multiple drug users (aged 16-30) [124]. 
The ICR may not resonate with everyone as a natural way to conceptualise 
mixed feelings about change [125]. 

Practical limitations: training intensity and skills 

The ASI requires intensive training (2 full days) [123]. Reliability decreases 
significantly when performed by interviewers who are less intensively trained 
and monitored [123]. Similarly, the effectiveness of the ICR is highly depend-
ent on the helper’s proficiency in Motivational Interviewing skills [125], as 
trained interviewers can best elicit accurate and comprehensive information 
from the CSRI [126]. 

Structural aspects with psychometric consequences 

For the ASI, issues with composite scores commonly used in treatment out-
come studies are reported as well as problems in specific domains (e.g., med-
ical domain, employment and self-support, family and social relationships, 
psychiatric problems) [123]. The DRIE is criticised for its mixture of both 
personalised and general statements [127]; changes in scores during treatment 
may be confounded by the fact that personalised items may not be sensitive 
when alcohol is no longer consumed, limiting their responsiveness in later re-
covery stages [127]. The BSCS may offer a limited representation of the mul-
tidimensional nature of craving (e.g., reward, relief, and obsessive craving) 
[128]. Alliance levels, as measured by the HAQ(-II), are not associated with 

Verzerrung des 
Selbstberichts, kulturell 
angepasste Versionen  
mit psychometrischen 
Einschränkungen, 
kontinuierliche Validierung 
nötig, Empfindlichkeit 
gegenüber sprachlichen 
und kulturellen Faktoren, 
Berücksichtigung der 
klinischen Bedürfnisse 
spezieller Gruppen 

hoher Schulungsaufwand 
(ASI), Wirksamkeit 
abhängig von Fähigkeiten 
von Interviewer:innen (ICR) 

strukturelle Limitationen 
z. B. Mix aus Items (DRIE) 
oder schwacher 
Zusammenhang von Items 
(SOC) können zu 
psychometrischen 
Konsequenzen führen … 
 
…wie z. B. begrenzte 
Darstellung von Items (BSC) 
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pretreatment psychiatric severity or level of depression [129]. The relationship 
between SOC and physical health is not strong, potentially due to mental and 
emotional factors being intertwined in the scale [120]. For the PECUNIA-
RUM, the development was guided by existing RUM instruments only to a 
limited extent [117]. This might reduce content validity and comparability 
with other studies. 

Regarding the psychometric properties of the tools, for example, the URICA 
exhibits questionable convergent validity [80]. The BSCS has a lack of sig-
nificant correlation with objective behavioural outcomes, such as actual co-
caine use [130]. For the IIP-SC (IIP-32), it is stated that brevity comes with 
an inherent trade-off in internal consistency, although it is still described as 
adequate [131]; a larger gap would be theoretically anticipated in the warm-
dominant quadrant, suggesting a potential structural inconsistency in its cir-
cumplex representation [131].  

Diagnostic limitations, scope of assessment, and economic constraints 

Importantly, the optimal cutoff points (threshold values) that maximise the 
diagnostic utility of the BDI vary considerably depending on the sample stud-
ied [132]. The BDI is often misused as a diagnostic instrument, despite being 
designed as a rating scale to measure the severity of depression [133]. This 
tool has a limited scope, as the BDI only assesses symptoms of depression and 
does not cover other important factors like family history or genetic predis-
position [134]. A single administration using the BDI provides a static meas-
ure, capturing a snapshot rather than dynamic symptom fluctuations over 
time [135]. Furthermore, the BDI, SCL-90-R, and IIP-SC (IIP-32) are copy-
righted/licensed [115, 136, 137], requiring a fee for each copy used, which 
can probably limit accessibility, even if they are free to download. For the 
PECUNIA-RUM, a generic versus specific design trade-off may arise, as it is 
designed for international applicability rather than optimised for specific con-
texts, potentially sacrificing precision [117]. 

Confounding factors and biological variability in salivary Immunoglobulin A testing 

Salivary Immunoglobulin A Test exhibits significant diurnal variation, with 
levels peaking in the morning and gradually declining throughout the day, 
necessitating precise timing of the sample collection [138]. Reliability may 
be affected by immediate consumption of food, drink, and alcohol prior to 
testing [139]. Selective Immunoglobulin A (IgA) Deficiency (SIgAD), a con-
dition in which individuals lack IgA, can naturally affect test results [140]. 
The Salivary Immunoglobulin A Test is highly susceptible to numerous con-
founding biological and lifestyle factors (e.g., recent infection, antibiotic in-
take, caffeine intake, food or drink, daily rhythm) [141].  

 
Application characteristics 

Number of items in each instrument 

The selected instruments can be categorised into three groups based on the 
number of items. Brief measuring instruments comprise the first group, rang-
ing from the ultra-short ICR (2 items) to medium-length instruments like the 
DASES, BSCS (16 items each), and the HAQ-II (19 items). A second group 
consists of instruments with moderate length (21 to 32 items), including the 
BDI, DRIE, SOC, URICA, and the IIP-SC (IIP-32), which balance psycho-
metric depth with manageable participant burden. In contrast, the SCL-90-R 
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z. B. störanfällig durch 
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is a comprehensive, broadband instrument that utilises 90 items to provide 
a multidimensional psychological profile. Distinct from these fixed-length 
scales is the ASI, a semi-structured interview where the number of items var-
ies depending on the individual’s problem areas. For the PECUNIA-RUM 
and CSRI, the number of items in each instrument varies because users can 
select the relevant modules based on their needs. For the Salivary Immuno-
globulin A Test, this section is not applicable. 

Total score range 

The scoring systems of the selected instruments vary according to their clin-
ical objectives and measurement depth. Low-range measuring instruments in-
clude the ICR, BSCS, and URICA, which utilise narrow score ranges (typi-
cally between -2 and 30) to provide quick indices of motivation or craving in-
tensity. A second group comprises moderate-range instruments such as the 
DRIE, BDI, and ASI, with total scores typically ranging up to 64; notably, 
the ASI also includes a 0-9 severity rating for clinical assessment across its 
seven domains. High-range multidimensional tools require more complex scor-
ing, with ranges extending from approximately 100 (DASES, HAQ-II) to over 
200 (SOC), peaking with the SCL-90-R, which has a maximum score of 360 
to reflect its broad symptomatic coverage. In contrast, the IIP-SC (IIP-32) 
reaches 128, while the IgA test provides a purely biological measure with a 
clinical reference range of 4 to 37 mg/dL [142]. As the PECUNIA-RUM and 
CSRI are not scoring instruments, this section is not applicable. 

Interpretation of score and minimum clinically important difference (MCID) 

Higher score expresses a better outcome for the following measuring instruments:  

 DASES (higher self-efficacy in avoiding substance use),  

 URICA/ICR (greater motivation for change),  

 SOC (greater ability to manage tension, perceive life as  
comprehensible, manageable, and meaningful), and  

 HAQ(-II) (stronger therapeutic alliance);  

and a less favourable outcome for the ASI, BSCS, BDI, SCL-90-R, DRIE 
(stronger external locus of control, meaning that external factors, rather than 
personal control, are more influential in substance use), IIP-SC (IIP-32) (great-
er interpersonal problems), and Salivary Immunoglobulin A Test (higher lev-
els of antibodies).  

An MCID was found only for the BDI [11, 12, 20, 21, 49]. No MCID was de-
tected in the SUD population. However, for depression, the literature reports 
the smallest important change of 17.5% reduction, indicating a meaningful 
change in depression management. For people with a longer duration of de-
pression who had not responded to antidepressants, an MCID of 32% reduc-
tion was reported [143].  

Testing time 

Most testing times range between five and 15 minutes (DASES, BSCS, SOC, 
BDI, SCL-90-R, URICA, DRIE, HAQ(-II), IIP-SC (IIP-32), Salivary Immu-
noglobulin A Test). The PECUNIA-RUM and CSRI take between 15 and 30 
minutes. The shortest test is the ICR, which lasts a few minutes; the most 
comprehensive one takes 60 minutes (ASI).  

von schmalen (URICA)  
bis hin zu weitgefassten 
Score-Spannweiten  
(SCL-90-R) 

schwerere Symptomatik 
bedeutet höherer Wert  
bei z. B. ASI, BSCS, BDI,  
SCL-90-R 

minimal für Patient:in 
bedeutsamer Unterschied 
nur für BDI 

Dauer der Testung:  
wenige Minuten bis  
1 Stunde 
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Instrument user 

Most tests are self-reported tools (DASES, BSCS, URICA, SOC, BDI, SCL-
90-R, DRIE, IIP-SC (IIP-32), PECUNIA-RUM). The HAQ(-II) is a self-ad-
ministered tool; however, the client and therapist complete it independently. 
All other tests are clinician-rated (ASI, ICR, Salivary Immunoglobulin A Test) 
or interviewer-administered (CSRI) measuring instruments. 

Costs and regulations for use 

All the selected measuring tools are available for free download, except the 
PECUNIA-RUM. However, the BDI, SCL-90-R, and IIP-SC (IIP-32) are pro-
tected by copyright and require permission or a license to use them (i.e., cop-
yrighted/licensed) [115, 136, 137]. The PECUNIA-RUM is free to use for non-
commercial research, but registration and adherence to the PECUNIA meth-
odology are required (Open Access). For the Salivary Immunoglobulin A Test, 
this section is not applicable.  

 

3.2.2 Appropriateness, feasibility, and user relevance 
of the measuring instruments 

For answering, if the selected 14 most often used, validated and reliable meas-
uring instruments are appropriate, feasible and user-relevant, detailed infor-
mation was deduced from different sources (i.e., Table A-3, Table A-4, and 
service user interviews, see 3.3) as stated in Chapter 2.2.6. The following Ta-
ble 3-4 and Table 3-5 give an overview: 
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Table 3-4: Overview of the appropriateness, feasibility and user-relevance of the 14 measuring instruments (part 1/2) 

Parameters: Substance use parameters Recovery parameters Craving parameters Motivational parameters Quality of life parameters 

Measuring instruments DASES ASI BSCS URICA ICR SOC 

Appropriateness and 
feasibility 
(deduced from Table 
A-3 and  
Table A-4) 

– Self-report bias 
– Restricted use to young 

multiple drug users 
– Culturally adapted 

versions are preliminary 
+ Self-reporting tool 

+ <20 items 
+ Testing time ≤10 minutes 

– Culturally adapted versions  
with lower consistency 

– Intensive training needed  
to maintain reliability 

– Challenges in representing 
clinical needs of special groups 

– Possible problems with 
composite scores and in  

specific domains 
+ Available in >10 languages 

– Self-report bias 
– Lack of significant correlation 

with objective behavioural 
outcomes 

– Possible limited representation 
of the multidimensional nature  

of craving 
+ Self-reporting tool 

+ <20 items 
+ Testing time ≤10 minutes 

– Self-report bias 
– Questionable 

convergent validity 
+ Self-reporting tool 

+ Testing time 
≤10 minutes 

– Effectiveness depends on 
proficiency in Motivational 

Interviewing skills 
– Problems with  
"mixed feelings" 

+ Self-reporting tool 
+ Available in  

>10 languages 
+ <20 items 

+ Testing time ≤10 minutes 

– Self-report bias 
– Problems with link between 

SOC and physical health 
– Requires ongoing 

validation 
+ Self-reporting tool 

+ Testing time  
≤10 minutes 
+ Available in  

>10 languages 

User relevance 
(deduced from  
service user interviews) 

Relevant according  
to the interviews  

(e.g., “self-determined life”, 
“self-confidence”, “ 

self-awareness”,  
“self-insights”, “self-care”, 

“self-image”) 

Relevant according  
to the interviews  

(e.g., “disturbed/ unworthy life”, 
“physical appearance”, 

“influenced consciousness”, 
“experiences tension”, “affected 
everything, my whole life, for a 

long period”, “life was destroyed”, 
“unable to use or live without 

drugs”, “feeling helpless”, “tired 
of living a lie”, “alcohol clearly 

was the centre of my life”) 

Relevant according  
to the interviews  
(e.g., “craving”,  

“inability to cope”, “triggers”) 

Relevant according to the interviews  
(e.g., “motivation for change”, “feeling ready”, 

“decision to change and live a normal life”) 

Relevant according  
to the interviews  

(e.g., “life problems”,  
“life improvements”,  
“life transformation”, 

“restarting life”, “enjoy life”, 
“daily functioning”,  
“lifestyle changes”) 

– … negative aspect. + … positive aspect.  

Abbreviations: ASI … Addiction Severity Index. BSCS … Brief Substance Craving Scale. DASES … Drug Avoidance Self-Efficacy Scale.  
ICR … Importance, Confidence, Readiness (motivational) Ruler. SOC … Sense of Coherence Scale. URICA … University of Rhode Island Change Assessment Scale.  
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Table 3-5: Overview of the appropriateness, feasibility and user-relevance of the 14 measuring instruments (part 2/2) 

Parameters: Mood-related 
parameters 

Psychological, psychiatric, 
physiological and 

cognitive parameters 

Cultural, spiritual, 
and locus of control 

parameters 

Music-, therapist-, and 
treatment-related 

parameters 
Socioeconomic and social parameters Biomedical 

parameters 

Measuring 
instruments: BDI SCL-90-R DRIE HAQ(-II) IIP-SC (IIP-32) PECUNIA-RUM CSRI Salivary Immuno-

globulin A Test 

Appropriateness 
and feasibility 
(deduced from 
Table A-3 and  
Table A-4) 

– Self-report bias 
– Misuse as a diagnostic 
test (BDI rates severity) 

– Limited scope  
(BDI assesses symptoms) 

– Captures snapshot 
– Not culturally specific 
– Optimal cut-off points 
vary considerably across 

different samples 
+ Self-reporting tool 

+ Testing time  
≤10 minutes 

+ MCID available  
(not specifically for SUD) 

+ Available in  
>10 languages 

– Self-report bias 
– Sensitive to linguistic  

and cultural factors 
+ Self-reporting tool 

– Self-report bias 
– Criticised for 

mixture of 
personalised and 

general statements 
– Confounding  
of scores during 

treatment 
+ Self-reporting tool 

+ Testing time 
≤10 minutes 

– Self-report bias 
– Lack of association with 

pretreatment severity 
+ Self-reporting tool 

+ <20 items 
+ Testing time  
≤10 minutes 

– Self-report bias 
– Brevity vs internal 

consistency 
– Structural 

inconsistency in the 
circumplex model 

+ Self-reporting tool 
+ Testing time 
≤10 minutes 

– Self-report bias 
– Generic design: 

too broad to capture 
country-specific 

nuances 
– Development: 

limitedly guided by 
existing RUM 
instruments 

+ Self-reporting tool 
+ Modular use 

(items) 

– Trained 
interviewer 

needed 
+ Modular use 

(items) 

– Critical role  
of diurnal variation 

in data accuracy 
– Impact of 

ingestion on 
reliability 
– Natural 

confounding due  
to selective 

Immunoglobulin A 
deficiency 

– High susceptibility 
to confounding 

factors 
+ Testing time 
≤10 minutes 

User relevance 
(deduced from 
service user 
interviews) 

Relevant according  
to the interviews  

(e.g., “depression”, 
“hopelessness”) 

Relevant according  
to the interviews (e.g., 
“anxiety”, “aggression”, 
“psychosis”, paranoia”, 

“pessimism”, “panic attack”, 
“suicidal thoughts”,  

“mental sobriety/changes”, 
“trauma”) 

Relevant according 
to the interviews  

(e.g., “loss of 
control”, “sense of 

control”) 

Relevant according  
to the interviews  

(e.g., “long-term, trusting 
contact with outreach 

team member was crucial 
for recovery”, “sense of 

freedom increased drug 
use when unsupervised”, 

“positive therapist 
reactions”) 

Relevant according 
to the interviews 

(e.g., “relationship”, 
“withdrawal from 
social life”, “new 

social life”, 
“parenthood”, 

“family”) 

Relevant according 
to the interviews 
(e.g., “hospital/ 

emergency visit/ 
stay“, “criminalities”, 

“job/career”, 
“finances”,  

“school/ education”) 

Relevant 
according to the 
interviews (e.g., 
“homelessness”, 

“hospital/ 
emergency 
visit/stay“, 

“job/career”, 
“finances”) 

Relevant according 
to the interviews 

(e.g., “depression”, 
“stress”, “infections”, 
“mood”, “abnormal 

blood values”) 

– … negative aspect. + … positive aspect.  

Abbreviations: BDI … Beck Depression Inventory. DRIE … Drinking-Related Internal-External Locus of Control Scale. HAQ(-II) … Revised Helping Alliance Questionnaire for therapist  
and client. IIP-SC … Inventory of Interpersonal Problems: Short Circumplex form. MCID … minimum clinically important difference. SCL-90-R … Symptom Checklist 90-R.  
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When analysing the appropriateness/feasibility and user relevance from Ta-
ble 3-4 and Table 3-5, 11 measuring instruments were self-reporting tools. The 
ASI, BDI, and salivary test show the most limitations of the 14 assessed tools. 
The DASES, BSCS, ICR, and HAQ(-II) have fewer than 20 items. A testing time 
less than or equal to ten minutes requires the following ten tools: DASES, 
BSCS, URICA, ICR, SOC, BDI, DRIE, HAQ(-II), IIP-SC (IIP-32), and a sal-
ivary test. The ASI, ICR, SOC, and BDI are available in more than ten lan-
guages. The PECUNIA-RUM and CSRI can be modularly used. These aspects 
speak to the appropriateness and feasibility of the measuring instruments. 
Only for the BDI, an MCID is available, which is important for the clinical 
interpretation; however, it is not specifically for the SUD population. All 
measured parameters of the 14 tools were mentioned by the interviewees.  

 

3.2.3 Suitability of measuring instruments for long-term 
use in patients with SUD 

Long-term measurements require a stable instrument (reliable over time) that 
is sensitive to clinically relevant changes and practical for repeated use. In this 
chapter, we assessed whether these 14 measuring instruments are suitable 
for long-term use in patients with SUD according to the criteria described in 
2.2.6. For this purpose, we assessed the following three dimensions, which 
are summarised in the Table 3-6 and Table 3-7. 

 

Analyse der  
14 Messinstrumente nach 
z. B. Limitationen,  
Anzahl der Items, 
Testdauer, Übersetzungen, 
Nennung der Endpunkte  
in Interviews 

Eignung für 
Langzeitmessungen 
hinsichtlich 3 Dimensionen 
analysiert 
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Table 3-6: Suitability for long-term measures (part 1/2) 

Parameters: Substance use parameters Recovery parameters Craving parameters Motivational parameters Quality of life parameters 

Measuring instruments: DASES ASI BSCS URICA ICR SOC 

Core measurement quality and clinical relevance 

Minimum clinically important 
difference (MCID) – essential 
for interpretation 

X X X X X X 

Outcome measured – outcome 
construct stability 

High 
((drug avoidance)  

self-efficacy: stable but 
improves/worsens over time) 

High 
(problem severity: stable, 

long-term metric) 

Low to moderate 
((intensity of) 

substance/alcohol craving: 
acute/short-term measure) 

Moderate to high 
(motivation/readiness for treatment/change: 

relatively stable, yet definitely modifiable, 
construct) 

High 
(manageability, comprehensibility 

and meaningfulness of life/ 
Orientation to life/Sense of 

coherence: stable, modifiable 
recovery outcome) 

Post-assessment in treatment 
and latest FU where measuring 
instrument was applied  
(of included reviews) – 
empirical evidence 

X 
Duration of treatment 

6 months 
X 

Latest FU 1 month 

X 
Duration of treatment 

6 months 
X 

Latest FU 1 month 

X 
Duration of treatment 

6 months 
✔ 

Latest FU 3months 

X 
Duration of treatment 

6 months 
✔ 

Latest FU 3 months 

✔ 
Duration of treatment 

2 years 
✔ 

Latest FU 3 months 

✔ 
Duration of treatment  

2 years 
X 

Latest FU 1 month 

Limitations – risk assessment ✔ 
<4 limitations 

X 
≥4 limitations 

✔ 
<4 limitations 

✔ 
<4 limitations 

✔ 
<4 limitations 

✔ 
<4 limitations 

Practicality and burden of application 

Testing time (min) – 
compliance and cost 

✔ 
Testing time  
≤10 minutes 

X 
Testing time  
>10 minutes 

✔ 
Testing time  
≤10 minutes 

✔ 
Testing time 
≤10 minutes 

✔ 
Testing time 
≤10 minutes 

✔ 
Testing time  
≤10 minutes 

Number of items in each 
instrument/Total score range – 
resolution and sensitivity 

✔ 
>15 items 

✔ 
range >50 

✔ 
>15 items 

✔ 
range >50 

✔ 
>15 items 

X 
range ≤50 

✔ 
>15 items 

X 
range ≤50 

X 
≤15 items 

X 
range ≤50 

✔ 
>15 items 

✔ 
range >50 

Instrument user –  
feasibility 

✔ 
(self-reported) 

X ✔ 
(self-reported) 

✔ 
(self-reported) 

✔ 
(clinician-administered or 
self-completion format) 

✔ 
(self-reported) 

Mode of assessment – 
logistical feasibility 

✔ 
Questionnaire 

✔ 
Questionnaire (interview) 

✔ 
Questionnaire 

✔ 
Questionnaire 

✔ 
Visual analogue scale, 

short rating instrument 

✔ 
Questionnaire 

Setting of assessment where 
instrument was applied – 
flexibility 

✔ 
Flexible 

✔ 
Flexible 

✔ 
Flexible 

✔ 
Flexible 

✔ 
Flexible 

X 
Semi-flexible  

(only short-term detoxification 
units [20] and NR [49]) 
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Parameters: Substance use parameters Recovery parameters Craving parameters Motivational parameters Quality of life parameters 

Measuring instruments: DASES ASI BSCS URICA ICR SOC 

Costs and regulations for use – 
sustainability 

✔ 
Free to download 

✔ 
Free to download 

✔ 
Free to download 

✔ 
Free to download 

✔ 
Free to download 

✔ 
Free 

Generalisability and context 

Number of languages in which 
instruments are available – 
generalisability 

X 
Available in  

<10 languages 

✔ 
Available in 

>10 languages 

X 
Available in <10 languages 

X 
Available in 

<10 languages 

✔ 
Available in  

>10 languages 

✔ 
Available in >10 languages 

Type of MT intervention in 
which the instrument was 
applied – contextual fit 

✔ 
Both 

✔ 
Both 

✔ 
Both 

✔ 
Both 

✔ 
Both 

✔ 
Both 

✔ … yes. X … no.  

Abbreviations: ASI … Addiction Severity Index. BSCS … Brief Substance Craving Scale. DASES … Drug Avoidance Self-Efficacy Scale. ICR … Importance, Confidence, Readiness 
(motivational) Ruler. SOC … Sense of Coherence Scale. URICA … University of Rhode Island Change Assessment Scale.  
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Table 3-7: Suitability for long-term measures (part 2/2) 

Parameters: Mood-related 
parameters 

Psychological, 
psychiatric, 

physiological 
and cognitive 

parameters 

Cultural, 
spiritual, and 

locus of control 
parameters 

Music-, therapist-, 
and treatment-

related 
parameters 

Socioeconomic and social parameters Biomedical 
parameters 

Measuring instruments: BDI SCL-90-R DRIE HAQ(-II) IIP-SC (IIP-32) PECUNIA-RUM CSRI Salivary Immuno-
globulin A Test 

Core measurement quality and clinical relevance 

Minimum clinically 
important difference 
(MCID) – essential for 
interpretation 

✔ X X X X NA NA X 

Outcome measured – 
outcome construct 
stability 

High 
(depression: 
stable, yet 

treatable, metric) 

High 
(psychiatric 
symptoms: 

overall level of 
symptoms is a 

long-term metric) 

High 
(locus of control: 

fundamental, 
relatively stable 
personality trait) 

Low 
((therapeutic) 

working alliance 
and quality of 

therapist-client 
relationship: in-
session process 

variable, not stable) 

High 
(interpersonal 
(relationship) 

problems: indicators 
of long-term social 

functioning and 
recovery success; 

problems tend to be 
chronic) 

Low to Moderate 
(resource usage is highly 

dependent on the 
situation and influenced 
by external factors, e.g., 

cost changes; while it 
can be modified in the 

short term, it lacks long-
term stability 

Moderate to High 
(records actual, documented 
service usage retrospectively, 
which is objective/ stable; the 
metric can be used relatively 

consistently over a longer 
period of time, even if service 

usage remains modifiable 
through interventions. 

Mixed 
(immune function: 
highly acute/short-

term measures; 
overall immune 
health: stable, 

modifiable 
indicators) 

Post-assessment in 
treatment and latest  
FU where measuring 
instrument was applied 
(of included reviews) – 
empirical evidence 

✔ 
Duration of 

treatment 2 years 
✔ 

Latest FU 
3 months 

X 
Duration of 
treatment 
6 months 

X 
Latest FU 1 month 

X 
Duration of 
treatment 
6 months 

X 
Latest FU 1 month 

X 
Duration of 
treatment 
6 months 

X 
Latest FU 1 month 

✔ 
Duration of 

treatment 2 years 
X 

Latest FU 1 month 

NA NA ✔ 
Duration of 

treatment 2 years 
X 

Latest FU 1 month 

Limitations – risk 
assessment 

X 
≥4 limitations 

✔ 
<4 limitations 

✔ 
<4 limitations 

✔ 
<4 limitations 

✔ 
<4 limitations 

✔ 
<4 limitations 

✔ 
<4 limitations 

X 
≥4 limitations 

Practicality and burden of application 

Testing time (min) – 
compliance and cost 

✔ 
Testing time  
≤10 minutes 

X 
Testing time 
>10 minutes 

✔ 
Testing time  
≤10 minutes 

✔ 
Testing time 
≤10 minutes 

✔ 
Testing time 
≤10 minutes 

X 
Testing time 
>10 minutes 

X 
Testing time  
>10 minutes 

✔ 
Testing time 
≤10 minutes 

Number of items in each 
instrument/ Total score 
range – resolution and 
sensitivity 

✔ 
>15 items 

✔ 
range >50 

✔ 
>15 items 

✔ 
range >50 

✔ 
>15 items 

X 
range ≤50 

✔ 
>15 items 

✔ 
range >50 

✔ 
>15 items 

✔ 
range >50 

Variable/Modular 
NA 

Variable/Modular 
NA 

NA 
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Parameters: Mood-related 
parameters 

Psychological, 
psychiatric, 

physiological 
and cognitive 

parameters 

Cultural, 
spiritual, and 

locus of control 
parameters 

Music-, therapist-, 
and treatment-

related 
parameters 

Socioeconomic and social parameters Biomedical 
parameters 

Measuring instruments: BDI SCL-90-R DRIE HAQ(-II) IIP-SC (IIP-32) PECUNIA-RUM CSRI Salivary Immuno-
globulin A Test 

Instrument user – 
feasibility 

✔ 
(self-reported) 

✔ 
(self-reported) 

✔ 
(self-reported) 

✔ 
(self-reported) 

✔ 
(self-reported) 

✔ 
(self-reported) 

X X 

Mode of assessment – 
logistical feasibility 

✔ 
Questionnaire 

✔ 
Questionnaire 

✔ 
Questionnaire 

✔ 
Questionnaire 

✔ 
Questionnaire 

✔ 
Questionnaire 

✔ 
Questionnaire (interview) 

X 
Salivary sample 

Setting of assessment 
where instrument was 
applied – flexibility 

✔ 
Flexible 

✔ 
Flexible 

✔ 
Flexible 

✔ 
Flexible 

X 
Semi-flexible  

(only short-term 
detoxification units 

[20] and NR [49]) 

NA NA X 
Semi-flexible  

(only short-term 
detoxification units 

[20] and NR [49]) 

Costs and regulations  
for use – sustainability 

✔ 
Copyrighted 
[144], free to 

download 

✔ 
Licensed [145], 

free to download 

✔ 
Free to download 

✔ 
Free to download 

✔ 
Licensed [137],  

free to download 

✔ 
Free to use 

(for non-commercial 
research, registration 
and adherence to the 

PECUNIA methodology 
required) 

✔ 
Free to download 

NA 

Generalisability and context 

Number of languages in 
which instruments are 
available – generalisability 

✔ 
Available in 

>10 languages 

X 
Available in 

<10 languages 

X 
Available in 

<10 languages 

X 

Available in 
<10 languages 

X 
Available in 

<10 languages 

X 
Available in 

<10 languages 

X 
Available in  

<10 languages 

NA 

Type of MT intervention in 
which the instrument was 
applied – contextual fit 

✔ 
Both 

✔ 
Both 

✔ 
Both 

✔ 
Both 

✔ 
Both 

NA NA ✔ 
Both 

✔ … yes. X … no.  

Abbreviations: BDI … Beck Depression Inventory. DRIE … Drinking-Related Internal-External Locus of Control Scale. HAQ(-II) … Revised Helping Alliance Questionnaire for therapist and 
client. IIP-SC … Inventory of Interpersonal Problems: Short Circumplex form. NA … not applicable. SCL-90-R … Symptom Checklist 90-R.  
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Summarising the suitability of measuring instruments for long-term use in 
individuals with SUD, we examined 14 tools across three key dimensions: 1) 
core measurement quality and clinical relevance, 2) practicality and burden 
of application, and 3) generalisability and context. 

 
Core measurement quality and clinical relevance 

Only the BDI has an established MCID (for depression only, not for SUD), 
limiting the interpretability of clinically meaningful change for the remaining 
instruments. For the PECUNIA-RUM, CSRI, and salivary Immunoglobulin 
A test, an MCID is not applicable.  

Outcome construct stability varied considerably. Instruments measuring sta-
ble, long-term constructs demonstrated high suitability, including DASES 
(self-efficacy in avoiding substance use), ASI (problem severity), SOC (sense 
of coherence), BDI (depression), SCL-90-R (psychiatric symptoms), DRIE 
(locus of control), and IIP-SC (interpersonal problems). The URICA, ICR, 
and CSRI demonstrated moderate-to-high appropriateness for measuring mo-
tivation and economic data. Conversely, the BSCS (craving), the salivary Im-
munoglobulin A test (immune function), and the PECUNIA-RUM (resource 
use) were deemed to have low-to-moderate or mixed appropriateness, respec-
tively. The HAQ(-II) showed low appropriateness as it measures in-session 
process variables (therapist-client relationship, working alliance) rather than 
stable outcomes. 

Empirical evidence for long-term use was limited. Only five instruments 
(SOC, ICR, BDI, IIP-SC, and salivary Immunoglobulin A test) were used in 
treatments lasting more than six months. Four instruments (BSCS, URICA, 
ICR, BDI) demonstrated FU assessments of three months. 

Regarding limitations, 11 instruments had fewer than four significant limi-
tations, while the ASI, BDI, and salivary Immunoglobulin A test had four or 
more limitations. 

 
Practicality and Burden of Application 

Ten instruments required ten minutes or less for administration, enhancing 
feasibility for repeated use. The ASI, SCL-90-R, PECUNIA-RUM, and CSRI 
exceeded this threshold. All instruments, except the ICR, contained more 
than fifteen items, providing adequate resolution and sensitivity, though four 
(BSCS, URICA, ICR, DRIE) had limited scoring ranges (≤50 points). The 
PECUNIA-RUM and CSRI are variable, where the relevant modules can be 
selected.  

Four instruments (ASI, ICR, salivary Immunoglobulin A test, CSRI) are em-
ployed by clinicians or interviewers, requiring trained personnel; 11 relied 
on self-report (ICR has a clinician-administered or self-completion format). 
Most instruments were questionnaire-based, except the ICR (visual analogue 
scale) and salivary Immunoglobulin A test (biological sample); the ASI and 
CSRI are interviews. Assessment flexibility varied: nine instruments offered 
flexible settings, while three (SOC, IIP-SC, salivary Immunoglobulin A test) 
showed semi-flexibility, limited to specific treatment contexts. For the PE-
CUNIA-RUM and CSRI, this aspect is not applicable. All instruments were 
freely available/downloadable or free to use, supporting sustainability. 

 

Bewertung der 
Langzeiteignung 
hinsichtlich der  
3 Dimensionen 

klinische Interpretation  
nur für BDI  
(jedoch für Depression) 

stabile (DASES, ASI, SOC, 
BDI, SCL-90-R, DRIE, IIP-SC) 
vs. akut schwankende oder 
zustandsabhängige  
(HAQ(-II)) 
Ergebniskonstrukte 

empirische Evidenz  
für Langzeitnutzung: 
begrenzte Datenlage 

mehrere Limitationen bei 
3/14 Messinstrumenten 

Praktikabilität für 
wiederholte Anwendung: 
10/14 Messinstrumente 
≤ 10 Minuten 

Durchführung  
und Flexibilität:  
10/14 Instrumente  
durch Selbstauskunft; 
mehrheitlich Fragebögen;  
 
Setting:  
12/12 Messinstrumente 
flexibel  
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Generalisability and Context 

Four instruments (ASI, ICR, SOC, BDI) were available in more than ten lan-
guages, supporting international application. The remaining ten had more 
limited linguistic availability. All instruments demonstrated contextual fit 
for both active and receptive MT interventions9 (not applicable for the PE-
CUNIA-RUM and CSRI). 

 

 

3.3 Results of Part 3: Service user involvement – interview study 

This chapter presents findings from nine interviews conducted in Austria, 
Norway, and Poland, supported by direct quotations from service users. The 
interviewees (4 female, 5 male) were aged 25-63. Six used polysubstances – 
primarily alcohol and cannabis, but also opioids – while three mainly con-
sumed alcohol. 

 
Category development 

To connect the interview study to the previous systematic literature review, 
the following categories were deductively developed based on Part 1:  

Substance use parameters 

 Substance as an issue 
 Thoughts about substances 
 Reasons for substance use 
 Long-term/Progression 

Motivational parameters 

 Reasons/Motivation for quitting/treatment 
 Own efforts to quit 

Recovery parameters 

 Recovery 
 Most important aspects to stay abstinent 
 Relapse 

Craving parameters 

 Inability to cope 
 Coping 
 Trigger 
 Sports 

Quality of life parameters 

 Quality of life 
 (In)stability/Loss of control 

                                                             
9 Contextual fit refers exclusively to documented empirical application in MT studies 

employing both active and receptive intervention types. It does not imply theoreti-
cal alignment between instrument constructs and specific MT methods, nor does it 
reflect demonstrated treatment effects. 

>10 Sprachen  
(4/14 Instrumente);  
für aktive und rezeptive  
MT geeignet 

Stichprobe: n=9  
(4 weiblich, 5 männlich,  
25-63 Jahre) 

deduktive 
Kategorienbildung 
basierend auf der 
systematischen 
Literaturübersicht 
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 Daily life/Functioning 
 Lifestyle changes/”New” life/Effects on life without substances/  

sobriety 

Social parameters 

 Friends/Social environment/Relationships/Team/Network 
 Family 
 Parent-child-relationship 
 Romantic relationship  
 Animals 
 Social exclusion/Isolation/Withdrawal 
 Change in social life 
 Change in position/Participation in society 

Socioeconomic parameters 

 Socioeconomic 
 Job/Career 
 Finances 
 School/Education 
 Criminalities 
 Homelessness 

Psychiatric/Psychological and mood-related parameters 

 Aggression/Mental health/Psychosis/Paranoia/ 
Fear/Pessimism/Panic attack 

 Suicidal thoughts/Will to live 
 Depression/Hopelessness 
 Anxiety 

Physiological/Biomedical parameters 

 Physiological/Physical health issues 

Cognitive parameters 

 Memory loss 

Music-related parameters 

 Music in life 
 MT 

Treatment-related parameters 

 Hospital/Emergency visit/stay 
 Treatment experiences 
 Positive/Helpful aspects of treatments 
 Negative/Challenging aspects of treatments 
 Prejudices 
 Supervision/Aftercare 

The following section presents findings using a manifest approach, provid-
ing an overview of interviewees’ responses and identifying mentioned out-
comes such as motivation, hospital stays, and depression. 

 

manifeste 
Interviewanalyse 
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3.3.1 Substance use parameters 

Substance as an issue: Recognising the substance as the core problem 

Service users came to recognise the substance itself as their central problem. 
Initial perceptions that it did not alter consciousness proved misleading. Sub-
stituting one substance for another was understood as merely a different form 
of changing one’s state of consciousness. 

 
Thoughts about substances: Persistent preoccupation and triggers for use 

Service users described a constant preoccupation with substance use. Easy 
and cheap access reduced motivation to stop, and lack of supervision was as-
sociated with increased consumption. Stressful life events, such as grief or 
family crises, further intensified use. Even after extended periods of sobrie-
ty, thoughts about substances persisted, though not all service users relapsed 
during difficult times. 

 
Reasons for substance use: Progressive disruption and loss of control 

Substances disrupted service users’ lives gradually and progressively, affect-
ing everyday emotions and leading to the breakdown of relationships. Drink-
ing was often exacerbated by significant life changes, such as job loss or re-
tirement. Over time, substances became increasingly central to daily life, with 
consumption progressing from occasional to continuous use, ultimately lead-
ing to a loss of control. 

“Alcoholism affected everything, my whole life, for a long period.” (interview #9) 

 

Long-term/Progression: From temporary relief to long-term recovery 

Alcohol provided temporary relief, but problems persisted, and new ones 
emerged. Long-term use led to visible physical deterioration. Over time, ser-
vice users recognised the severity of their situation, and that continued use 
would only worsen it. Recovery required a fundamental reinvention of their 
lives – a difficult process spanning years or decades, ultimately leading many 
to pursue inpatient treatment. Long-term, trusting contact with outreach team 
members was crucial in this process. 

 

3.3.2 Motivational parameters 

Reasons for quitting and motivation for treatment 

Psychological and emotional factors 

Interviewees experienced profound emotional exhaustion and mental devas-
tation, describing themselves as “tired of themselves” and of living a lie. They 
expressed feelings of uselessness, a lack of achievements, and an absence of 
future prospects. The constant deception of relatives, particularly partners, cre-
ated a significant psychological burden and self-disappointment. Many came 
to view their substance use as leading an “unworthy life” which – together 
with the recognition that acting was the only path forward – contributed to 
their motivation to change. For some, panic attacks served as a critical cata-
lyst, marking a turning point that led to serious commitment to sobriety. 
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Physical health factors 

Severe physical symptoms provided powerful motivation for cessation. Inter-
viewees experienced serious health consequences, including cramps severe 
enough to require hospitalisation, which created acute fear for their lives. The 
deteriorating state of their health due to continued substance use became in-
creasingly difficult to ignore. Beyond the immediate physical suffering, there 
was a particular fear of experiencing health crises in public settings, espe-
cially when responsible for caring for children, which added urgency to their 
decision to seek help. 

Social and relational factors 

The impact on relationships emerged as a significant motivator for change. 
Interviewees felt diminished in interactions with non-substance users and ex-
perienced deep guilt about deceiving their loved ones. Parenthood posed a par-
ticular challenge, often leading to on-and-off substance use patterns. Strained 
family relationships, including loss of contact with children, highlighted both 
their vulnerability and the strain substance use placed on family bonds. The 
desire for a better life was a recurring motivator. 

"Having a kid has made me want to quit." (interview #6) 

Practical and external factors 

External circumstances created concrete pressures that motivated cessation. 
Job loss was described as particularly catastrophic, especially when work had 
been central to the interviewees’ identity. The unsustainable financial burden 
of substance use created a practical impossibility of continuing. Additional-
ly, fear of legal consequences reinforced the decision to quit. These practical 
concerns, combined with internal motivations, create comprehensive pressure 
for change. 

Previous attempts and escalation 

Previous attempts to quit – including compensating through overwork or ear-
lier therapy – proved insufficient. Relapse often led to severe consequences 
such as loss of housing or relationships. Substance use was often rooted in 
earlier problems and gradually became central to the interviewees’ lives, to 
the point where they felt unable to function without it. Some interviewees 
described a progression from fear of overdose to indifference towards death, 
ultimately reaching rock bottom. 

"So, either you just want to die, or quit." (interview #4) 

"I reached a point where I knew that if I didn’t do something about myself,  
this addiction would stay with me for the rest of my life." (interview #1) 

"I was so far down that it couldn’t get any worse for me." (interview #5) 
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The decision to seek treatment 

The decision to seek treatment emerged from a convergence of internal reali-
sations and external pressures. Interviewees reached a critical low point where 
they recognised their inability to stop independently and felt that their situ-
ation “could not get any worse.” This recognition of hitting bottom, com-
bined with a desire to “live a normal life” and achieve stability, motivated 
contact with rehabilitation services. However, internal motivation alone was 
often insufficient – external pressure from family members, outreach teams, 
or existing treatment contacts played a crucial role in pushing individuals to-
ward voluntary treatment, particularly when severe illness made intervention 
urgent. For some, previous treatment experience, such as prior stays in ther-
apeutic communities, made re-entry easier and more conceivable. Important-
ly, the desire for treatment was not simply about abstinence but about achiev-
ing stability while remaining active and engaged in life, as some interviewees 
found sobriety uncomfortable without the structure and support that treat-
ment provided. 

"I couldn’t take drugs anymore, and I couldn’t live without drugs." (interview #2) 

"I simply gave up, because I didn’t have any drugs, I didn’t want to take drugs any-
more, and I had to sort things out somehow, and I went to that centre." (interview #2) 

 

Own efforts to quit: Treatment experience and sustaining abstinence 

Through treatment, interviewees achieved a sense of freedom from substance 
use. Entering therapy, particularly inpatient treatment, was a strong motiva-
tor for achieving abstinence. Professional guidance helped interviewees re-
cognise the risks of isolation and boredom, leading them to proactively seek 
work or activities to prevent relapse. Institutional support and self-help groups 
were instrumental in sustaining the path to abstinence, alongside personal 
health concerns as a key motivator. 

The accumulation of failed attempts and worsening consequences ultimately 
led interviewees to a critical turning point: the recognition that substance use 
had become inseparable from their daily functioning and that independent 
cessation was no longer feasible. This realisation – often emerging from a pro-
longed sense of crisis rather than a single event – prompted them to actively 
seek treatment. For some, returning to familiar therapeutic settings, such as 
previously attended therapeutic communities, lowered the threshold for re-
entering treatment. However, the transition to sobriety presented its own chal-
lenges: interviewees described feelings of discomfort, restlessness, and uncer-
tainty in the absence of substances, making structured treatment environ-
ments an essential source of stability during this vulnerable phase. Family 
support frequently played a decisive role in facilitating admission and sus-
taining the commitment to treatment. 

 

3.3.3 Recovery parameters 

Recovery and staying abstinent 

The process of recovery was linked to rebuilding trust and social connections, 
particularly within family dynamics. Recovery was often a repeated process, 
requiring multiple stays in rehabilitation clinics and psychiatric wards. The 
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sense of being able to talk freely to people who viewed substance abuse as an 
illness – rather than a moral failing – substantially encouraged interviewees 
to stay abstinent. The realisation that substance abuse is not bound to a ste-
reotypical low socioeconomic population but is spread across all social clas-
ses encouraged a sense of belonging and reduced feelings of being an outlier. 

 
Most important aspects to stay abstinent 

Surrounding oneself with people who were also abstinent, as well as person-
nel who understood the complexity of substance abuse, helped maintain ab-
stinence. The return of interest in long-lost hobbies and activities that had 
been abandoned during active substance abuse created a hopeful environment. 
Motivation was drawn from recognising regained abilities and interests, as 
well as from reconnecting with family and friends. The personal and relation-
al advantages of staying abstinent were a significant factor in maintaining ab-
stinence. 

 
Relapse 

Patterns and triggers 

Recovery from substance use disorder follows a non-linear path characterised 
by periods of progress and relapse, demonstrating that sustained sobriety re-
quires ongoing vigilance. Interviewees described varying lengths of abstinence 
– from approximately one year to nearly a decade – but vulnerability persist-
ed regardless of duration. Work presented both opportunities and challeng-
es; some interviewees experienced substance use episodes after encountering 
known individuals or substances in workplace settings, with use escalating 
quickly despite recent treatment and initial well-being. Structure and moni-
toring helped prevent complete relapse, catching problems before they spi-
ralled entirely out of control. 

"Then I got a bit of a ‘no, I don’t want this’, and then I haven’t continued with it."  
(interview #5) 

Emotional and relational factors 

Relapses were often intertwined with significant life stressors, particularly 
relationship difficulties and family dynamics. Relationships formed during 
vulnerable periods frequently dissolved following substance use resumption, 
with the cycle of connection, hope, relapse, and dissolution repeating itself. 
The impact extended beyond individuals to family members, with interview-
ees describing painful moments of honesty, such as explaining hospitalisa-
tions to their children. Guilt and the desire to “dull the pain” created an emo-
tional trap, leading to repeated withdrawals and relapses. 

"Another withdrawal and another withdrawal. But I couldn’t do it.  
And I felt very guilty. You reach for alcohol again to ‘dull the pain’.  
It’s a cycle, and it goes round and round like that." (interview #9) 
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Persistence and ongoing recovery 

The exhaustion of repeated attempts was evident – some interviewees report-
ed more than a dozen treatment episodes over many years, reflecting both 
the disorder’s chronicity and the persistence required for recovery. Despite 
these challenges, sustained progress was achievable. Some interviewees main-
tained abstinence for several years despite occasional brief slips, demonstrat-
ing that recovery remains possible with continued effort and support. Even 
during therapy, individuals may still relapse but can stop immediately with 
continued support – evidence that help at the right moment can interrupt the 
cycle. These experiences reveal that recovery is not about perfection, but per-
sistence – about the continued effort to break free from the cycle, one day at 
a time. 

 

3.3.4 Craving parameters 

Triggers and coping strategies 

Substance use served as a coping mechanism for agitated and uncomfortable 
situations, such as arguments or stress. The inability to cope with these emo-
tional states led to continued substance use. Certain everyday activities could 
still trigger cravings long into recovery, highlighting the deeply ingrained 
nature of substance-related associations. Finding alternatives to alleviate un-
comfortable emotional states was crucial. Interviewees reported using sports, 
nature, and, particularly, football to address cravings and cope with overstim-
ulation. 

 

3.3.5 Quality of life parameters 

Quality of life: Instability and loss of control 

Substance use significantly impacted interviewees’ quality of life, as evidenced 
by housing loss and deteriorating health. The effects were described as disas-
trous and catastrophic, affecting every aspect of life. Extreme instability could 
also lead to psychotic states. Social programmes for housing and stable treat-
ment helped improve these conditions. Despite the severity of negative con-
sequences, they were rarely sufficient to trigger self-reflection or prompt ac-
tion against the substance abuse. 

 
Daily life and functioning 

Interviewees tried to maintain daily life as long as possible, often reporting a 
false sense of control despite being deep within the substance abuse. Daily 
functioning was upheld by – and eventually only possible with – substance use. 
However, such coping strategies eventually proved insufficient, and what had 
once been an effort to maintain functioning became an inability to do so. 

 
Life in sobriety: Effects on life without substances 

Being sober was described as a feeling of freedom and rebirth. This regained 
freedom was not only linked to no longer needing the substance but also to 
factors such as not having to worry about appearing intoxicated or being able 
to manage daily life independently. 
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"You pay more attention to everything and to yourself. You become more aware.  
It’s great to feel free from alcohol. It really is a different life. Much freer." (interview #9) 

Interviewees described profound and intense changes in their quality of life 
due to sobriety – rediscovering connections, sensations, and new life circum-
stances such as being able to hold a job or take on leadership positions. Job 
changes, reconnecting with family and friends, and regaining control over 
one’s mind and actions gave them a new perspective on life. However, strug-
gles with staying sober and adjusting to newly gained freedom were also cru-
cial factors to consider. 

"Sober life was very different indeed. It takes a while to realise how much everything 
changes and how much alcohol influences which areas of life in terms of thoughts, 

feelings, and sensitivity. It’s incredible. Your attitude really changes a lot. You become 
much freer and more self-confident. Yes, as the saying goes: a self-determined life." 

(interview #8) 

Aftercare, ongoing treatment, consistency, and routine were identified as cru-
cial to maintaining sobriety. This concerned not only daily routines and new 
work structures but also therapy, social networks, and being able to spend 
time with oneself. 

 

3.3.6 Social parameters 

Social environment 

At the beginning of substance use, interviewees described using substances as 
a way of feeling at ease and belonging within social groups. Over time, this 
changed drastically – what once provided the means to participate in social 
events became the reason; they could no longer maintain a social environment. 
Through intoxication, missed events, and increasing isolation, interviewees 
reported a steadily growing disconnection that was partly self-imposed and 
partly the result of being excluded by friends and family. 

The struggle of removing oneself from substance-dominated social environ-
ments posed a significant difficulty during both active substance abuse and 
treatment phases. Some interviewees retreated to solitary substance use when 
wanting to distance themselves from their substance-praising environment, 
yet remained within substance use dynamics due to a lack of social support. 

 
Family and partner 

Experiences were almost exclusively marked by strained relationships with 
family members. Family dynamics were damaged through repeated failures 
to stay sober, leading to estrangement or complete loss of contact. Some in-
terviewees reported attempts to mend relationships with varying degrees of 
success, though many relationships remained strained. In some cases, inter-
viewees pushed family members away; in others, the burden of caring for 
them led to strained mental states among relatives, ultimately resulting in the 
loss of the relationship. 
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Romantic relationship 

Long-term romantic relationships were frequently reported to have ended due 
to substance use. Some interviewees managed to rebuild these relationships, 
though for many the separation was final. Substance use within partnerships 
also created conflict – in some cases, a partner’s substance use contributed to 
the interviewee’s own consumption, while in others, the substance abuse led 
to the dissolution of the relationship entirely. 

 
Parent-child relationship 

The impact on children was described as severe. Interviewees feared their 
children would view them negatively and reported their children’s disappoint-
ment. Having children was a motivator for staying sober and continuing ther-
apy, though this did not always suffice to uphold sobriety, leading to anger 
and disappointment among the children. The fear of their children also be-
coming substance users influenced interviewees to stop using and to be better 
role models. 

 
Animals 

Animals were given high value for their support throughout the recovery pro-
cess. Animal care provided a daily structure and purpose, helping interviewees 
stay abstinent. However, strained family relationships sometimes led relatives 
to take away animals. 

 
Isolation and withdrawal 

Isolation was also used as a tool to avoid burdening others, though it simulta-
neously served as a means to continue using without judgment. Interviewees 
prioritised substance use over social engagement, with daily routines often 
revolving around acquiring substances. 

"I hurt the little social contacts that I had. Always with the excuse, “I don’t want to  
put this on me and the others”, in reality, I just wanted to go home and drink again.” 

(interview #8) 

 

Change in social life 

Relationships were regained, and attitudes towards social life changed over 
time. Some interviewees initially found it helpful to be in contact with others 
in recovery and to talk about substance abuse openly, before gradually dis-
tancing themselves from substance-related topics and learning to accept their 
new sober identity. Others cut contact with all addiction-related acquaint-
ances immediately to start a new life. 

"I noticed a change in the justification from a diplomatic excuse to an empowered  
justification. To stand with it and not fear it." (interview #7) 
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Change in participation and position in society 

Feelings of change regarding societal participation were often attributed to 
changes in work ethic and responsibilities. Interviewees reported a regained 
sense of authority and self-efficacy, with some achieving professional mile-
stones they had previously thought impossible. 

 

3.3.7 Socioeconomic parameters 

Job and career 

Problematic substance use over time challenged interviewees’ abilities to main-
tain their jobs and careers, making it difficult to uphold working relation-
ships due to trust issues. Following periods of abstinence, time was needed 
to regain re-entrance and trust in work settings. Notably, several interview-
ees pursued self-employment after substance use ceased. 

 
Financial aspects, school, and education 

Experiences with financial issues due to substance use varied. For some, sub-
stance use led to comprehensive financial challenges over time, while for oth-
ers, it was not perceived as leading to financial difficulties. Welfare support 
was mentioned as helpful in avoiding debt. 

"Yes, I have built up a lot of debt during my [substance use] career.  
I’ve made a lot of loans, credit cards and all kinds of smart stuff. So, now I have  

at least 85,000 Euros in debt.” (interview #5) 

Experiences with school and education also varied. For some, substance use 
led to non-completion of education, while others completed their formal ed-
ucation over time. 

 
Criminality and homelessness 

Many interviewees had extensive experiences with criminal activities over the 
years, leading to convictions and prison stays, which in turn led to further 
exclusion from society. Experiences of housing and homelessness varied – 
while some maintained a permanent and safe home, others’ substance use 
had led to loss of housing and periods of living on the street. 

 

3.3.8 Psychiatric, psychological, and mood-related parameters 

Mental health challenges 

Interviewees had comprehensive experiences with various mental health chal-
lenges due to substance use, particularly episodes of panic attacks, psychosis, 
and paranoia. Mental health was described as completely shattered. For sev-
eral, fear of being followed and monitored led to social isolation and further 
deterioration of mental health. For some, losing contact with people in their 
close networks, combined with destructive substance use patterns, led to a 
loss of will to live. Substance use was experienced as seriously destructive, 
leading interviewees to recognise that they would deeply regret it if they did 
not finally stop. 
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"And then there’s no one who can be around you because you’re not on this planet,  
or you can’t have normal conversations. You’re just very paranoid.  

And then … then you cut all social contacts.” (interview #5) 

 

Depression, hopelessness, and anxiety 

Many interviewees experienced depression, existential hopelessness, and anx-
iety during the years of substance use. Following cessation, these mental health 
symptoms decreased for many over time. Substance use abstinence was ex-
perienced as a prerequisite for improvement of mental health. 

 

3.3.9 Biomedical and physiological parameters 

Interviewees reported somatic symptoms and health problems associated with 
substance use. In some cases, multiple hospitalisations due to substance-re-
lated illness led to job termination. Constant substance use led to physical 
dependence, resulting in chronic pain that called for further substance use – 
creating a vicious cycle. Long-term use also left visible marks on the body, 
deteriorating physical appearance. 

"Even if you don’t know I’m a drug addict, you can see that I’m a drug addict."  
(interview #2) 

Some interviewees reported that their physicians failed to link health prob-
lems to substance use, even when signs were evident. Others avoided medical 
appointments out of embarrassment regarding their substance abuse. 

 

3.3.10 Cognitive parameters 

Some interviewees reported cognitive effects. These included impaired reac-
tivity and memory lapses when using substances, as well as repeated falls and 
memory loss attributed to substance use. 

 

3.3.11 Music-related parameters 

Music in the interviewees’ lives 

Music had varied impacts on interviewees’ lives. For many, music, rhythms, 
and lyrics evoked positive childhood memories and were used to foster states 
of energy, calm, concentration, and self-reflection. Simultaneously, several 
interviewees stated that they avoided specific musical genres to prevent be-
ing reminded of or triggering substance use cravings. 
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Music therapy 

Interviewees had little or no direct experience with MT, as this was an inclu-
sion criterion. For some, it was considered unnecessary for their recovery, 
while for others, it was seen as a potential support for recovery. 

"When music gets inside me, that would have helped me a lot. I think it would have 
been good and that music therapy would have made a difference.” (interview #9) 

 

3.3.12 Treatment-related parameters 

Emergency visits and hospital stays 

For several interviewees, substance use and deterioration of mental health led 
to multiple emergency visits and hospital stays, including incidents of panic 
attacks, infections, cramps, and pancreatitis. 

 
Treatment experiences 

Many interviewees had various and repeated treatment experiences, includ-
ing outpatient individual treatment, opioid substitution treatment, and group 
treatment. For some, treatment was effective for a period before slips and re-
lapses occurred. For others, treatment led to self-reflection and provided struc-
ture. 

 
Positive and helpful aspects of treatment 

Strong positive expressions were made concerning treatment experiences. 
These included self-help skills, a sense of community, a turning point, trauma 
resolution, strength-building, and life-saving effects. 

"Hearing how others are coping or what they’ve been through really helps me.  
I can learn from their mistakes or draw strength from their successes.” (interview #1) 

 

Negative and challenging aspects of treatment and prejudices 

Some interviewees found it hard to remain motivated to continue treatment 
due to long waiting lists. For several, it took time to establish trust and hon-
esty with treatment facilitators, particularly concerning slips and relapses. 
Treatment was challenging as it required self-reflection on previous life choic-
es and confrontation with personal emotions and past avoidance. The im-
portance of identifying the right treatment to meet personal needs was em-
phasised. Initial prejudices about other patients or preconceived notions about 
people struggling with substance abuse were reported but quickly dissipated 
upon entering treatment. 

 
Supervision and aftercare 

Many interviewees underlined the importance of long-term supervision and 
aftercare following treatment. These services included housing support, low-
threshold contact, general everyday support, prevention of isolation, and well-
timed, frequent contact with services. 
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3.3.13 Quantitative results 

Contingency analysis 

Regarding the code-code relations, we determined that there are qualitative, 
content-related connections and, therefore, relations between codes. We found 
connections between ‘family’ and ‘reason and motivation for quitting substance 
consumption and starting treatment’. ‘Sports’ were mentioned as one of the 
most essential aspects for ‘staying abstinent’. We identified correlations be-
tween the ‘changes in position and participation in society’ over time and 
‘lifestyle changes in a new life without substance use’ (sobriety) and ‘job and 
career’, respectively.  

 
Frequency analysis 

Figure 3-1 provides a visual overview of the main categories derived from the 
qualitative analysis. The code cloud illustrates the relative prominence of each 
main category in the summarised material. Social parameters were by far the 
most frequently mentioned category, followed by socioeconomic and treat-
ment-related parameters.  

 

Figure 3-1: Code cloud of main categories derived from the qualitative interview analysis 

Evaluating the data in more detail, Figure 3-2 displays the ten most frequent-
ly coded subcategories across the nine interviews. The length of each bar re-
flects the relative frequency of coding. The subcategories shown are drawn 
from various main categories and represent the themes that were most prom-
inently captured in the summarised interview material. The three most fre-
quently coded subcategories were ‘family’, ‘friends/social environment/rela-
tionships/team/network’, and ‘reasons/motivation for quitting/treatment’, sug-
gesting that family and social relationships, as well as motivational aspects 
for entering treatment, were particularly prominent themes across the inter-
views. 
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Figure 3-2: Top 10 subcategories by coding frequency 

Given that social parameters constituted the most frequently coded main cat-
egory, this domain was subsequently subjected to a more in-depth latent con-
tent analysis. 

 

3.3.14 “The Social” as the relevant parameter in substance use recovery: 
in-depth latent content analysis 

How the social was constituted as a theme 

Service users never thematised “the social” as an abstract category. It tended 
to surface more often in its negation than in its affirmation, such as “broken 
relationships”, “lost trust”, and “enforced isolation”. The social functioned as 
an absent presence and could be seen as a condition becoming perceptible at 
the point of collapse. The language of social destruction tended to be more 
vivid and emotional, whereas the language of social reconstruction was more 
compressed and less affective. Latently, this asymmetry suggested that even 
where social recovery had factually occurred, service users had not yet made 
it fully “their own”. They could describe in detail what they lost, but strug-
gled to articulate what they have gained, as though the new social life had not 
yet been sufficiently inhabited to generate its own language. 

Equally revealing was what is systematically absent. All interviewees spoke 
about family and partnerships; almost none addressed neighbourhood, com-
munity belonging or civic participation. This convergence revealed a privat-
ised narrative template in which “the social” was reduced to the intimate 
sphere and the labour market, while meso-level social structures remained 
invisible. 

 
Metaphorical architecture 

Four dominant metaphorical clusters organised social experience latently. 
Verticality (“sinking”, “falling”, “getting up off one’s knees”) mapped social 
position onto a moral axis, constructing exclusion as personal descent rather 
than structural condition. Mechanisation (“cycles”, “conveyor belts”, “Ground-
hog Day”) framed social life during substance abuse as non-eventful repeti-
tion. Being removed from one’s world (“being lifted out like a crane”, “placed 
somewhere white, clean, neutral”) revealed a longing to be placed in a space 
entirely emptied of social demands – as though the social world must first be re-
set before it could be rebuilt. Fight (“fighting”, “surrendering”, “pulling emer- 
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gency brakes”) constructed the social world as combative, with the “enemy” 
remaining ambiguously located between the substance, the self, and the envi-
ronment. 

 
Linguistic form 

Three linguistic registers alternated throughout the data: clinical/therapeutic 
language (from treatment settings), raw colloquial language (moments of un-
mediated affect), and moralising language (internalised societal judgments). 
It could be suggested that service users drew on different discursive resources 
to make sense of their social experience.  

 
Latent linkages and novel findings 

Service users connected themes that were conceptually distinct but became 
intertwined through the way they were narrated. These implicit linkages, nev-
er explicitly marked by the speakers themselves, revealed underlying struc-
tures that shaped how social reality was experienced and organised in recov-
ery. Children functioned as internalised surveillance mechanisms, not only as 
motivational objects but also as representatives of normative society whose 
gaze disciplined parental behaviour. The fear that children “discovering” or 
“judging” positions could be seen as a moral panopticon rather than a subject 
of care. Animals served as transitional social objects, providing relational pres-
ence without relational risk, bridging the gap between social isolation and 
the capacity for human connection. Financial participation functioned as a so-
cial admission ticket: paying taxes and earning money were narrated not as 
economic necessities but as prerequisites for moral citizenship, in which be-
longing was conditional upon productivity. 

The analysis identified a tension within therapeutic sociality. The treatment 
group was one of the few communities where service users felt genuinely un-
derstood and accepted, yet it was defined by the very condition from which 
they sought to recover. The transition out of treatment, therefore, carried a 
latent risk of losing a significant source of social belonging, precisely at the 
moment when “ordinary” social life still felt demanding and unfamiliar. Fur-
thermore, social life after recovery was experienced ambivalently. As desired 
yet threatening, requiring energy that substances previously might have pro-
vided. The finding that social contact felt overwhelming without substances 
challenged the idea that recovery follows a straightforward path. 

Positive social outcomes were expressed in two distinct forms: through nega-
tion (“I don’t want that much more anyway”, “no longer tolerates”) and through 
affirmation (“much freer”, “more self-confident”, “everything has changed”). 
Finally, institutional and structural barriers were addressed frequently. Ser-
vice users described exclusion from employment due to criminal records and 
substance use history, loss of jobs through mandatory drug testing, lack of 
affordable individual therapy and long waiting times. While narrated as per-
sonal experiences, these stories recurred across service users, revealing how 
deeply individual recovery was entangled with systemic conditions that ena-
ble or obstruct social reintegration. 
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4 Discussion 

Summary of the report 

SUD carries a significant global burden, leading to substantial disability and 
often co-occurring with other health issues, crime, and poverty [2]. Music 
engages the brain’s reward system through mechanisms similar to those of 
addictive substances [23-25] and is intrinsically rewarding [27], providing a 
neurobiological rationale for its use in clinical contexts. MT harnesses these 
properties within a structured therapeutic framework, and various forms of 
MT have demonstrated benefits for people with SUD [11]. However, high re-
lapse rates within the first year post-treatment and evidence that longer treat-
ment durations are associated with better long-term outcomes [46, 47] high-
light the need to further investigate MT’s impact on long-term treatment re-
tention and its sustained effects on substance use behaviours. 

This systematic review identified clinical and socioeconomic outcome param-
eters and measuring instruments for MT in individuals with SUD. Seven re-
views were analysed, identifying more than 60 outcomes, categorised into 11 
parameters. Tools assessing (serious) adverse events were not reported. Ac-
cordingly, 14 frequently used, validated measuring instruments were select-
ed for detailed analysis to assess their general and application characteristics, 
appropriateness, feasibility, user relevance, and suitability for long-term use.   

Ten instruments required less than or equal to ten minutes to administer; 11 
were self-reporting tools; and four were available in more than ten languages. 
Limitations identified across instruments included self-report bias, challeng-
es with cultural adaptation, and training requirements. Regarding long-term 
suitability, seven instruments measuring stable constructs such as depression, 
problem severity, and self-efficacy were highly appropriate. However, empir-
ical evidence for long-term use was limited, with the longest documented 
treatment duration of two years and the most recent FU assessments at three 
months. 

Nine semi-structured interviews with service users from Austria, Norway, and 
Poland revealed that social parameters were most frequently mentioned, fol-
lowed by socioeconomic and treatment-related parameters. The three most 
frequently coded subcategories were ‘family’, ‘social environment’, and ‘rea-
sons for quitting and motivation for treatment’. The interview data demon-
strated that substance use progressively disrupted multiple life domains, re-
covery required sustained support and repeated treatment attempts, and so-
cial connection and meaningful activities were critical for maintaining ab-
stinence. 

 
Discussion of the report 

The question arises whether the outcomes identified in our systematic litera-
ture search are consistent with the existing COS guidelines (see 1.4.1). Sur-
prisingly, among the guidelines described (i.e., [22, 41, 43]), only the Euro-
pean Addiction Severity Index (EuropASI) was also used in the studies meet-
ing our inclusion criteria. The Substance Use Recovery Evaluator (SURE) also 
appeared in our manual search.  
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Standardised outcome measures are essential for comparing healthcare out-
comes across institutions and patient groups worldwide. Yet their adoption 
in clinical practice remains uncommon [146], consistent with our findings. 
This limited uptake may stem from challenges such as difficulties achieving 
expert consensus, trade-offs in selecting measurement tools, high implemen-
tation costs, and duplication of efforts in developing similar standard sets. 
Greater transparency in the development process could help reduce this re-
dundancy and promote broader adoption [146].  

Furthermore, researchers may not be fully aware of the existence or specific 
recommendations of relevant COS guidelines, and implementing COS-rec-
ommended outcomes may present practical challenges in certain research set-
tings (e.g., resource constraints, specific study populations). The limited use 
of COS-recommended outcomes hinders effective comparison and synthesis 
of findings across studies. Therefore, it is crucial to disseminate and promote 
COS guidelines within the research community to benefit from standardised 
outcome reporting, improved methodological rigour, and enhanced compara-
bility. 

Securing service users’ engagement in longitudinal SUD recovery research is 
essential, as high attrition threatens study quality [147]. Longitudinal studies, 
especially those involving hard-to-reach groups like individuals with SUD, 
often face the challenge of participant dropout over time. In addition, there 
is a particular lack of recovery research concerning individuals who have 
achieved stable abstinence and functional recovery from SUD [4, 148].  

Implementing patient-reported outcome measures in SUD treatment faces 
significant challenges, including patient discontinuation and increased work-
load for both staff and patients. Researchers in this field often seem reluctant 
to rely on self-reported data, primarily due to concerns about reliability giv-
en the social stigma surrounding substance use and potential negative reper-
cussions of disclosure. However, a substantial body of research demonstrates 
high concordance between self-reported drug use and biological measures, 
suggesting that these concerns may be overrated [149]. 

Criteria for long-term assessment instruments include burden on patients 
(time, cognitive load, accessibility, retention) and on researchers and clini-
cians (resources, workflow integration, data collection, training). Attrition and 
loss to FU should be mitigated through regular communication, incentives, 
and flexible data collection. Researchers must also account for intervening 
events, such as comorbidities or life changes, that may confound results and 
ensure that measures are sensitive enough to capture both improvements and 
deteriorations in health status over time. 

To understand what sustains engagement in SUD recovery studies, three key 
themes were identified: adaptability in response to slips or relapses, the de-
velopment of strong and flexible relationships with participants, and an em-
phasis on long-term perspectives on both study participation and treatment 
– all of which can significantly improve retention [4].  

For long-term FU studies on diverse recovery journeys, strong research rela-
tionships and clear agreements allowing continued participation during pe-
riods of drug use were considered highly relevant. Incorporating these factors 
into tracking procedures could strengthen longitudinal research. Similarly, 
clinical services could improve interventions by recognising long-term recov-
ery as a nonlinear process and adopting proactive strategies to support indi-
viduals throughout their journey [4, 150]. 
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The concept of recovery continues to spark debate in drug policy and treat-
ment service delivery. To make recovery more meaningful, it is essential to 
listen to the perspectives of people who use substances and to critically ex-
amine the foundational principles and real-world outcomes of current treat-
ment policies and practices [151]. 

Our results show that craving parameters appeared in all but two [49, 84] of 
the included reviews. However, this contrasts with findings from [148], which 
reported that craving was present in only 31.1% of short-term and 0% of long-
term studies. QoL was similarly underrepresented – present in 7.1% of short-
term and 0% of long-term studies in [147] – consistent with our results: few 
QoL parameters, such as sleep quality, meaningfulness of life, or well-being, 
were measured in only three studies. This is surprising given the importance 
of QoL for mental health. Measures of role functioning – defined as partici-
pation in taxed employment, school participation, and disability days – and 
social functioning should be added to reflect an adequate conceptualisation 
of recovery [148]. 

Our qualitative interviews revealed that service users conceptualise QoL 
across multiple dimensions. Substance abuse profoundly affected life stabil-
ity and daily functioning, including housing, health, and sense of control. Re-
covery was described not merely as abstinence but as “freedom and rebirth”, 
encompassing psychological (self-awareness, autonomy), social (relationships), 
and occupational (employment) dimensions. Service users emphasised that 
consistency, routine, and ongoing support structures were crucial for main-
taining sobriety and for improving QoL, reinforcing recovery as an evolving 
rather than static process. 

The latent content analysis reveals a fundamental mismatch between stand-
ardised outcome instruments and service users’ experience of social recovery. 
Social parameters were by far the most frequently mentioned aspects, cau-
tiously suggesting particular user-relevance for people with SUD. Yet avail-
able tools, such as the ASI, IIP-SC, and MSPSS, capture social functioning 
through static indicators such as relationship problem areas and perceived 
support. The findings show social reality in recovery to be structured by am-
bivalence and paradox, e.g., social contact as simultaneously desired and 
threatening and therapeutic sociality where leaving treatment means losing 
community. Meso-level dimensions – community belonging, civic participa-
tion – remained absent from narratives yet may be critical to sustained rein-
tegration. Service users vividly articulated social destruction but struggled to 
articulate social gains. While self-reported data show high concordance with 
biological measures, as mentioned above, the situation differs for social recov-
ery outcomes, where self-report instruments may systematically underrepre-
sent progress: rating “social functioning” on a Likert scale risks capturing 
normative compliance rather than lived reintegration. 

For long-term outcome assessment, the dominance of metaphors of descent, 
repetition, and combat indicates that recovery is not experienced linearly, yet 
most instruments presuppose a linear trajectory. Feasibility and user-rele-
vance as evaluation criteria must extend beyond ease of administration to 
whether an instrument’s conceptual structure aligns with experiential reality. 
Whether existing instruments are suitable for long-term use requires a dedi-
cated psychometric evaluation. Future research should incorporate measures 
sensitive to non-linear social rebuilding, such as relational quality beyond 
treatment, to better align outcomes with the priorities of those in recovery. 

Service Users in 
Genesungskonzept  
einbeziehen 

Verlangen nach 
Substanzen in  
5/7 Studien gemessen 
 
Lebensqualität wie  
z. B. Schlafqualität wurde 
weniger oft gemessen 

Lebensqualität ist 
multidimensional 
 
kontinuierliche 
Unterstützung essentiell 
für nachhaltigen Erfolg 

Diskrepanz zwischen 
standardisierten 
Instrumenten und erlebter 
sozialer Genesung 
 
soziale Parameter könnten 
besonders relevant sein 
 
künftige Forschung sollte 
z. B. soziale Funktionen 
und subjektive Autonomie 
erfassen und Instrumente 
mit Erfahrungen 
abstimmen 

nichtlinearer 
Genesungsverlauf, wird 
jedoch von Instrumenten 
vorausgesetzt 
 
psychometrische 
Evaluation für 
Langzeiteinsatz nötig  

https://www.aihta.at/


Music therapy: Clinical and socioeconomic outcomes and long-term measures in substance use disorder 

AIHTA | 2026 75 

Our interviews revealed that problematic substance use has long-term, com-
prehensive impacts requiring extended recovery trajectories, underscoring 
the importance of MT as a continuous rather than time-limited intervention. 
Notably, when discussing treatment experiences, interviewees primarily fo-
cused on broader life changes – such as employment, social relationships, 
and psychological well-being – rather than specific clinical symptoms. This 
aligns with our measured outcomes, demonstrating that MT’s impact extends 
beyond symptomatology to encompass existential and life-domain improve-
ments. 

The multidimensional nature of MT’s impact in SUD treatment necessitates 
complementary qualitative approaches. While standardised instruments quan-
tify symptom changes and functional improvements, they cannot fully cap-
ture how and why MT facilitates recovery. Qualitative methods, particularly 
in-depth interviews, illuminate subjective mechanisms, meaning-making, and 
contextual factors underlying therapeutic change. Importantly, qualitative ap-
proaches can also yield meaningful insights into outcomes – for instance, by 
identifying dimensions of change that matter to service users but are not re-
flected in standardised measures – even though they do not allow for conclu-
sions about efficacy in the strict, controlled sense. Our service user interviews 
revealed recovery priorities – such as autonomy, social dignity, and meaning-
ful routines – that extend beyond traditional clinical endpoints. Future MT 
research should therefore integrate mixed-methods designs to explore lived 
experiences that quantitative measures alone cannot represent. 

While the current evidence employs many validated and reliable tools, few 
studies have assessed socioeconomic parameters, even though interviewees 
frequently mentioned them. Additional socioeconomic and social instruments 
should be incorporated to expand the toolkit in MT and SUD research.  

As noted above, existing research tools do not fully capture the social dimen-
sions that matter to people with SUD, as most instruments focus primarily 
on interpersonal relationships with family, partners, and friends. However, 
service users highlighted that the social domain extends well beyond these 
ties, identifying factors such as companion animals and group activities, such 
as sports, as meaningful contributors to recovery. A broader conceptualisation 
of the social dimension is therefore needed – one that encompasses a wider 
range of sources of connection and belonging.  

In MT practice, group-based musical activities are particularly well-positioned 
to address these broader social needs, given the unique capacity of music to 
simultaneously engage multiple social functions. Group music-making has 
been shown to foster contact, social cognition, copathy, communication, co-
ordination, and cooperation – all converging toward increased social cohesion 
[152]. These social functions of music are not merely incidental to the thera-
peutic process but constitute core mechanisms through which MT may sup-
port recovery. This is further supported by evidence that community-based 
arts participation, including music, can build social cohesion and, in turn, 
enhance well-being in communities [153]. While other group activities such 
as sports or crafts can also promote social connection, music holds a distinc-
tive quality in that it can engage all of these social functions effortlessly and 
simultaneously [152], making it a particularly powerful vehicle for the kind 
of relational rebuilding that service users described as central to their recov-
ery.  
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Given that recovery is typically an extended process, long-term measuring in-
struments should account for these dimensions, as the gradual development 
and maintenance of such connections may play a crucial role in sustaining 
progress over time. Accordingly, when designing RCTs, careful attention 
should be given to ensuring that the therapeutic goals of the MT intervention 
align with the outcome measures selected – in this case, that interventions 
explicitly targeting the social functions of music are evaluated using instru-
ments sensitive to social parameters. 

The interview data validate the theoretical understanding [154] that social 
recovery involves both separation from harmful networks and active reconnec-
tion with supportive communities. Service users’ accounts reflect the trajec-
tory described in the literature: from substance use as social coping, through 
isolation and relationship deterioration, to rebuilding connections through 
intentional community engagement. Their experiences of distancing from ad-
diction-related networks, regaining self-efficacy through work and participa-
tion, and recovering social dignity – particularly through voluntary work – 
exemplify how safe, non-judgmental spaces facilitate positive change and re-
store responsibility and trust.  

Understanding how individuals experience social recovery firsthand and how 
communities contribute to these processes is therefore essential. Given the 
key role of social communities in recovery, the authors of a meta-synthesis of 
qualitative studies propose a four-stage model (see Figure 4-1 [154]) to guide 
research on social recovery from first-person perspectives [154].  

 
Figure 4-1: A model to guide research into social recovery from a first-person perspective 

and how social communities support these processes (source: [154]) 

In the interviews, friendship emerged as a significant recovery outcome, cap-
turing the relational reconstruction process. Service users described how sub-
stance use initially served as a basis for social bonding but paradoxically ac-
celerated social fragmentation as dependency deepened. Recovery involved 
deliberate friendship formation outside substance-related contexts, represent-
ing a concrete behavioural shift beyond abstinence. Those who cultivated sta-
ble friendships showed concurrent improvements in occupational function-
ing and self-perceived authority, suggesting friendship as a meaningful indi-
cator of broader psychosocial reintegration. Friendship metrics, therefore, 
warrant incorporation into longitudinal outcome assessments for SUD inter-
ventions. While current research offers insights into how individuals in long-
term recovery find meaning in forming friendships, further exploration is 
needed into how people with a history of substance use build these relation-
ships from their own perspectives [155].  
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However, the evidence base reviewed in Part 1 reveals a notable gap, as only 
a small number of instruments were identified that capture social dimensions 
relevant to recovery, such as the ASI. No instrument was designed to measure 
friendship formation, community reintegration, or the progressive rebuilding 
of social networks as described by the interviewees. Given the centrality of so-
cial recovery processes, as highlighted in both the literature and service us-
ers’ accounts, this represents a significant gap in the current measurement 
landscape. 

Service users highlighted the role of meaningful activities in recovery, describ-
ing daily routines, (volunteer) work, sports, and relationship-building as cru-
cial. These findings align with a qualitative study [40] that identified three 
key themes in recovery: the central role of work, mastery and commitment 
(e.g., maintaining daily structure and functioning), and repairing the bridge 
to community life through employment and physical activity [40].  

Many interviewees disclosed mental health issues, underscoring the relevance 
of MT in SUD treatment given the high rate of comorbid mental disorders. 
Although specific evidence for MT in this context remains limited, MT is 
strongly recommended in national guidelines for the treatment of psychosis 
[22], and evidence from MT studies more broadly suggests benefits for other 
common comorbidities as well. For instance, improvisational MT has been 
associated with reduced clinically assessed depressive symptoms [12]. Based 
on these established effects, MT is considered likely beneficial for patients 
with harmful substance use and drug dependence [22]. Notably, the existing 
evidence base identified in Part 1 of this report already includes validated in-
struments that capture key dimensions of comorbid mental health – such as 
depression (BDI, HRSD, SDS), anxiety (SAS, STAI), and psychiatric symp-
tom burden (SCL-90-R, BSI). However, the suitability of these instruments 
for long-term measurement in SUD populations requires further considera-
tion, particularly given the chronic and relapsing nature of both SUD and 
comorbid psychiatric conditions as described by the interviewees. 

Given that individuals with long-term substance abstinence (>1 year) show 
the most significant improvements across life satisfaction, executive functions, 
and psychological distress [156], SUD recovery must be conceptualised as a 
gradual, long-term process encompassing multiple life domains beyond ab-
stinence [157]. This underscores the need for MT interventions and their 
evaluation to adopt a comprehensive, longitudinal approach – extending be-
yond immediate behavioural changes to capture sustained improvements in 
areas such as mood regulation and QoL. Evidence supports this perspective: 
longer treatment durations are associated with lower substance use at long-
term follow-ups and better aftercare engagement [46, 47], and qualitative re-
search emphasises that meaningful, structured activities such as music en-
gagement are central to sustained recovery across multiple life domains [40]. 
In the context of MT specifically, investigating its impact on treatment reten-
tion and long-term effects on people with SUD has been identified as crucial 
[11]. Long-term instruments that assess MT’s impact across these intercon-
nected domains are therefore essential for understanding its true clinical and 
socioeconomic value in SUD treatment. 

While cost-effectiveness analysis was not the focus of this study, several in-
struments captured parameters relevant to future economic evaluations. Ser-
vice use data from the CSRI and CSSRI provide information on health and 
social care utilisation for calculating direct costs, while the PECUNIA-RUM 
and WHO-HPQ enable estimation of indirect costs related to productivity loss  
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and occupational health. Employment and income data from the ASI, CSRI, 
CSSRI, and SES questionnaire, along with occupational status measures (Dun-
can SEI, Nam-Powers OSS), provide further insights into economic productiv-
ity for cost-benefit analyses. Some of these tools, such as the ASI and SURE, 
are directly applicable to SUD research.  

The assessment of human and social capital through CAPSES and SURE in-
directly reflects economic resources and labour market positioning. Future re-
search should leverage these data on service utilisation, productivity, employ-
ment, and human and social capital to conduct comprehensive cost-effective-
ness analyses, thereby extending the current findings to include economic 
perspectives on intervention outcomes and resource allocation. 

Cost-effectiveness analysis is central to determining which healthcare services 
receive public approval or insurance funding. Health economics plays an in-
creasingly important role in shaping these decisions, offering crucial insights 
for resource allocation. However, funding decisions are inherently complex, 
embedded in societal values and political contexts. Within an evidence-based 
framework, they require a thorough evaluation of both efficacy (controlled 
trial outcomes) and effectiveness (real-world outcomes) [158]. 

MT is a global healthcare profession that often lacks formal governmental 
recognition, leading to highly varied funding models – ranging from govern-
ment-funded healthcare integration to grants, sponsorships, or out-of-pocket 
payments. The existing literature reflects a diverse landscape regarding health 
economic methodologies and cost components. Global MT organisations face 
significant obstacles in achieving better legal standing and financial support, 
largely due to insufficient and disorganised evidence on MT’s cost-effective-
ness [158]. 

Socioeconomic aspects can also be measured using administrative data and 
patient surveys that assess service utilisation. While self-reported data on 
healthcare use are subject to recall bias [159], this approach remains widely 
used as it provides direct insight into patients’ perspectives and healthcare-
seeking behaviour. Understanding how individuals access services provides 
valuable insights into the dynamics of universal healthcare systems that aim 
for equitable access. Importantly, individual health literacy determines how 
effectively people can utilise these services to address their health needs [160].  

None of the included studies reported tools for assessing adverse events, rep-
resenting a critical methodological limitation. Standardised adverse event 
monitoring is fundamental to establishing any intervention’s safety profile, 
and without systematic assessment, understanding of MT’s safety in SUD 
treatment remains incomplete. Future research must employ validated ad-
verse event tools to evaluate both therapeutic benefits and potential risks, 
enabling evidence-informed clinical decisions and policy recommendations. 
For instance, the Negative Effects Questionnaire (NEQ) [161], a validated in-
strument in the mental health area that assesses the negative effects of psy-
chological treatments across domains such as symptom worsening, hopeless-
ness, and stigma, could serve as a feasible starting point.  
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Limitations 

Although both the evidence (Parts 1+2) and service user interviews (Part 3) 
address clinical and socioeconomic parameters, they do so through fundamen-
tally different lenses. The correspondence is nominal – same topic names – 
rather than essential, as underlying constructs, mechanisms, and priorities 
differ. Future research should either conduct genuinely inductive analysis of 
service user data to identify emergent outcome dimensions or explicitly ex-
amine whether evidence-based parameters adequately capture service user-
defined recovery outcomes. 

This report focuses on adults, though substance use is also relevant in other 
life stages such as adolescence. A life-course perspective could be valuable for 
preventing and controlling substance abuse from the earliest stages, account-
ing for the needs of every age group. Crucially, investing in early health pro-
motion and prevention – particularly for mental health – offers a highly prom-
ising return on investment and should be a future priority [162].  

Furthermore, only systematic reviews were included in our search; primary 
studies were excluded. This strengthens the reliability of our findings, as 
systematic reviews represent evidence that has already undergone rigorous 
quality appraisal, synthesis, and interpretation, reducing the risk of bias as-
sociated with individual studies. The categorisation of MT interventions was 
limited by the reporting practices of the included reviews, which predomi-
nantly distinguished only between active and receptive delivery rather than 
employing the more granular typology common in the MT literature – im-
provisational, compositional, recreative, and receptive methods [241]. This 
limits the specificity with which findings can be attributed to particular MT 
approaches and should be addressed in future primary research through more 
consistent intervention reporting. 

Regarding data extraction, some primary studies (e.g., [142]) appeared across 
multiple included systematic reviews (e.g., [20, 49]). However, as our focus 
was on measuring outcomes and instruments, this overlap does not limit the 
scope of the report. 

RQ2 aimed to identify the characteristics of the most frequently used, vali-
dated, and reliable instruments and to assess their appropriateness, feasibil-
ity, and user relevance for long-term measurement in patients with SUD. 
However, we were unable to address every aspect in detail. Essential psycho-
metric properties particularly relevant for long-term measurement could not 
be included, such as construct validity, criterion validity, responsiveness to 
change, test-retest reliability, and inter-rater reliability – all of which are vital 
for evaluating whether an instrument can meaningfully capture change over 
time from a patient’s perspective. 

The qualitative content analysis used for the interviews cannot draw causal 
conclusions and presents methodological challenges. However, it is a valuable 
and unobtrusive method for systematically describing communicative mes-
sages, as it is considered close to interviewees because it directly examines 
the content they produce [163]. 

While the combined deductive-inductive approach allowed for both theory-
driven and data-driven insights, several limitations should be noted. The in-
itial deductive framework, though grounded in the systematic review, may 
have introduced assumptions constraining the emergence of novel phenome-
na. The inductive derivation of subcategories within deductive categories may 
have created tension between exploring emergent themes and maintaining con- 
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sistency with the pre-established framework. Additionally, the analysis pri-
marily focused on manifest rather than latent content, prioritising explicit 
statements over deeper interpretation of underlying meanings. However, we 
conducted latent analysis of the most frequently mentioned outcome – social 
parameters – given their prominence in the interviews. A purely inductive 
approach would have risked losing the empirical foundation from the first 
phase, leading to less structured interpretations without the grounding nec-
essary for this clinical context. Overall, our methodological choice prioritised 
descriptive fidelity – capturing what interviewees actually said rather than 
inferring meaning – to ensure findings remained grounded in participants’ 
voices and transparent for integration with quantitative data. Furthermore, 
it should be acknowledged that parts of the qualitative content analysis – for 
instance, the inductive derivation of subcategories, which involves greater 
interpretative judgment – were not conducted with two independent coders. 
This represents a limitation regarding inter-coder reliability and should be 
considered when interpreting the findings. 

Nevertheless, despite these limitations, the results provide a valid impression 
of clinical and socioeconomic outcome parameters and long-term measuring 
instruments for individuals with SUD.  
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5 Conclusion 

This systematic review reveals identified gaps in the assessment of long-term 
clinical and socioeconomic outcomes for MT in SUD treatment. Although val-
idated measurement instruments are available, their empirical verification for 
extended timeframes remains insufficient. Notably, MCIDs have been estab-
lished for only a single instrument, without specific validation in SUD pop-
ulations. A particularly concerning methodological deficit is the complete ab-
sence of standardised protocols for monitoring adverse events, which prevents 
a comprehensive safety evaluation of MT interventions in this context. 

Qualitative data from service user interviews indicate that conventional meas-
urement approaches systematically underrepresent crucial recovery dimen-
sions, particularly social integration, engagement in purposeful activities, and 
vocational participation – domains essential to sustainable recovery outcomes. 

 
Priority areas for methodological advancement 

To strengthen the evidence foundation for MT in SUD treatment, future in-
vestigations must address: 

 Development of population-specific interpretation frameworks: Es-
tablish MCIDs tailored to SUD populations for accurate clinical sig-
nificance determination 

 Extension of research timelines: Design studies incorporating treat-
ment phases exceeding six months with minimum twelve-month FU 
assessments 

 Integration of safety monitoring tools: Deploy validated adverse event 
assessment frameworks throughout intervention and FU periods 

 Standardisation through core outcome sets: Adopt consensus-based 
outcome selection guidelines to enhance cross-study comparability and 
reduce reporting heterogeneity 

 Expansion of outcome domains: Incorporate instruments capturing 
socioeconomic (e.g., occupational functioning) and social parameters 
(e.g., social participation) 

 Participatory research design: Position service user perspectives cen-
trally in outcome measure selection and study methodology develop-
ment 

 

Broadening the research perspective beyond discipline-specific boundaries 

MT research in SUD contexts must transcend discipline-specific limitations. 
Given the nascent state of rigorous MT research methodology compared to 
established mental health research traditions, this review deliberately extend-
ed its scope beyond MT-exclusive instruments. The manual search encom-
passed measurement tools widely implemented across mental health domains, 
particularly those addressing socioeconomic dimensions relevant to SUD re-
covery. This cross-disciplinary approach facilitates identification of thorough-
ly validated instruments with demonstrated psychometric properties, even 
when not originally designed for MT and/or SUD applications. Continued in-
tegration of methodological innovations from mature mental health research 
fields will be essential for advancing MT research quality and clinical impact. 
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Instrument evaluation: balancing established validity  
against application-specific constraints 

Analysis of the 14 selected measuring instruments confirms that, although all 
demonstrate robust psychometric properties in the literature, their deployment 
in MT for SUD requires a critical appraisal of context-specific advantages 
and limitations. Practitioners and researchers must evaluate these consider-
ations within their particular clinical settings and target populations. 

Beyond setting- and population-specific adaptation, instrument selection 
should also ensure alignment with the therapeutic goals of the specific MT 
intervention being applied. For instance, instruments measuring motivational 
readiness (e.g., URICA, ICR) may be particularly well-suited to receptive in-
terventions such as lyric analysis, which target motivation and problem recog-
nition, whereas tools assessing interpersonal problems (e.g., IIP-SC) may be 
more appropriate for active, relational interventions such as group improvi-
sation or songwriting, given that these approaches foster interpersonal com-
munication and group cohesion. Selecting instruments that are conceptually 
congruent with the intended mechanisms of change not only strengthens con-
struct validity but also enhances the sensitivity of outcome measurement to 
the specific effects that a given MT approach aims to produce. 

 

Strategic framework for future investigation 

Table 5-1: Strategic framework for future investigation 

Primary research imperatives Complementary enhancement strategies 
Define population-specific MCIDs enabling 

clinically meaningful outcome interpretation  
Strengthen social and socioeconomic outcome 

measurement through validated 
multidimensional instruments 

Generate extended-duration empirical evidence 
through prolonged treatment and follow-up 

protocols 

Implement systematic adverse event 
surveillance using standardised assessment tools 

Create standardised measurement frameworks 
grounded in consensus-driven core outcome sets 

Develop and validate culturally adapted 
instruments for diverse SUD populations 

 

Implementation of this comprehensive, methodologically rigorous, and par-
ticipant-centred research agenda is essential to accurately determine clinical 
and socioeconomic outcome parameters and long-term measuring instruments 
in MT and/or SUD research, ultimately optimising its therapeutic applica-
tion. 
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Appendix 

Extraction table of the instruments measuring clinical and socioeconomic outcome parameters 
and tools assessing (serious) adverse events (Part 1 of the report) 

Table A-1: Clinical and socioeconomic outcome parameters with their (not) valid/reliable measuring instruments and tools assessing (serious) adverse events 

Outcome parameters Measuring instruments and tools assessing (serious) adverse events 

Authors: Ghetti 2022 [11] Hohmann [21] Carter 2021 [12] Jerling 2020 [49] Mays 2008 [84] Murphy 2017 [20] Silverman 2023 [50] 

Substance use parameters 

Alcohol/substance use Telephone call Substance use report      

LSD experience  LSD Session Survey,  
Objective Check List for LSD 

Experience, third-party reports 

     

(Drug avoidance) self-efficacy  DASES, VAS DASES   DASES  

Recovery parameters 

Problem severity  ASI-NAV, ASI      

Adoption of principles and practices  GAATOR 2.1      

Craving parameters 

(Intensity of) substance/alcohol 
craving 

BSCS, OCDUS,  
ACQ-SF-R 

BSCS, AUQ, 7-point scale, VAS BSCS, ACQ-SF   BSCS VAS, (descriptive) Likert-type 
scale, ACQ-NOW, Reasons 

for Drinking Questionnaire, 
DMQ-R, Pavlov’s classical 

experiments10, AUQ, semi-
structured interviews, DAQ 

Coping skills/Knowledge of triggers 
and coping skills 

 SOC, A-COPE11,  
Lists of triggers and coping skills 

     

Motivational parameters 

Motivation/readiness/eagerness for 
treatment/change 

CESI, CMR, ICR, 
RTCQ-TV, 

SOCRATES, URICA 

URICA, RTCQ-TV, SOCRATES  
(short version), 7-point Likert scale, 
Questionnaire12, CESI, ICR, CMR 

SOCRATES, URICA, 
RTCQ-TV, CMR,  

CESI 

ICR  ICR, URICA, RTCQ-
TV, CMR, SOCRATES 
(version 8D), CESI 

 

                                                             
10 The interviewer described Pavlov’s classical experiments and then asked interviewees: “In your case, just like with Pavlov’s dogs, are there any bells which trigger  

a craving for alcohol and, if so, what are they?” 
11 Tested, but not recommended. 
12 5-point Likert scale, yes-no questions, open-ended questions 
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Outcome parameters Measuring instruments and tools assessing (serious) adverse events 

Authors: Ghetti 2022 [11] Hohmann [21] Carter 2021 [12] Jerling 2020 [49] Mays 2008 [84] Murphy 2017 [20] Silverman 2023 [50] 

Motivation to reach/maintain 
sobriety 

CSS, QMAD,  
7-point Likert scale 

7-point Likert scale      

Immediate goal attainment  GAF (goal)      

Quality of life parameters 

Sleep quality  Questionnaire13      

Manageability, comprehensibility and 
meaningfulness of life/Orientation to 
life/Sense of coherence 

   SOC  SOC  

Well-being  FACIT-F      

Mood-related parameters 

Mood  MDMQ, VAS14, VAMS with 
combined emotions, Rogers’ (1981) 
Happy/Sad Faces, questionnaire12 

  Rogers’ Happy/Sad 
Faces Assessment 

Tool, VAMS 

  

Depression BDI, HRSD, SDS, 
Likert scale 

BDI(-II), HRSD,  
10-point Likert scale 

BDI(-II), HRSD BDI  BDI(-II/Vs)  

Depressogenic thought frequency  ATQ      

Positive and negative affect  PANAS      

Sadness  7-point VAS      

Anxiety SAS 7-point VAS, 7-point or  
10-point Likert scale, STAI 

   STAI  

Stress  10-point Likert scale      

Shame, pride and guilt   SSGS     

Emotional valence and arousal  7-point Scale, GEMS-9      

Anger  7-point VAS, 10-point Likert scale, NAI      

Forgiveness and grief  FGPS      

Psychological, psychiatric, physiological and cognitive parameters 

Self-consciousness   SCS     

Constructive self-awareness and 
perceived purpose in life 

  PIL     

Psychiatric symptoms  SCL-90-R      

                                                             
13 Time to fall asleep, frequency of nightmares, mood on the following morning, sleep interruptions 
14 Distressed, sad, irritated, calm, satisfied 
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Outcome parameters Measuring instruments and tools assessing (serious) adverse events 

Authors: Ghetti 2022 [11] Hohmann [21] Carter 2021 [12] Jerling 2020 [49] Mays 2008 [84] Murphy 2017 [20] Silverman 2023 [50] 

Physical and psychiatric symptoms  BSI      

Physiological aspects  Physiological measurement      

General functioning  CGI, GAF      

Withdrawal (symptoms)  ARSW ARSW   ARSW  

Cognitive functioning  FACT-Cog      

Cultural, spiritual, and locus of control parameters 

Cultural identity  ANCI      

Comfort and strength derived  
from spirituality 

 FACIT      

Locus of control  (Abbreviated) I-E, DRIE DRIE   DRIE  

Biomedical parameters 

Immune function    Salivary Immuno-
globulin A Test 

 Saliva samples  

Music-, therapist-, and treatment-related parameters 

Music perception  Questions about chromesthetic 
music perception 

     

Music preference  LSD Music Preference Questionnaire      

Content  Lyric analysis      

Attitudes towards 
MT/therapist/treatment groups 

 MT questionnaire   VAS   

Trust in therapist   WFPTS   WFPTS  

(Therapeutic) working alliance  HAQ WAI-SR   HAQ-III, WAI-S  

Quality of therapist-client relationship   HAQ-II     

Participation  Assessment tool   Assessed by therapist   

On-task behaviour  Therapist rating      

Importance of MT  VAMS with combined emotions      

MT characteristics  MT questionnaire      

Perceived effectiveness and 
enjoyment 

 25-point analogue scales, 
Questionnaire12, 5-point Likert scale 

     

Perception of treatment   Non-validated Likert 
scale 

    

Helpfulness  7-point Likert scale      

https://www.aihta.at/
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Outcome parameters Measuring instruments and tools assessing (serious) adverse events 

Authors: Ghetti 2022 [11] Hohmann [21] Carter 2021 [12] Jerling 2020 [49] Mays 2008 [84] Murphy 2017 [20] Silverman 2023 [50] 

Intervention assessment compared 
to other groups 

 25-point analogue scales      

Comfort  7-point Likert scale      

Socioeconomic and social parameters 

Retention in treatment (and 
completion) 

Number of participants 
remaining at the end 

of treatment 

Number of days attending  
MT sessions 

     

Attendance  Percent of attendance at any  
given time 

  Number of  
sessions 

  

Medication adherence  Number of sessions      

Perception of social support   MSPSS     

Perception of stigma   PSAS     

Interpersonal (relationship) problems    IIP-SC  IIP-SC  

Client attitudes, psychosocial 
functioning 

 20-Item Hudson Psychosocial 
Screening Instrument 

  20-Item Hudson 
Psychosocial Screen-

ing Instrument 

  

Adverse events 

 NR NR NR NR NR NR NR 

Serious adverse events 

 NR NR NR NR NR NR NR 

Bold: Tested for validity/reliability. 

Abbreviations: A-COPE … Adolescent Coping Orientation to Problems Experienced.15 ACQ-SF-R(/-NOW) … Alcohol Craving Questionnaire-Short-Form-Revised (/Now).16 ANCI … American 
Indian/Alaska Native Cultural Identity Scale.17 ARSW … Adjective Rating Scale for Withdrawal.* ASI … Addiction Severity Index.18 ASI-NAV … Addiction Severity Index, Native American 
Version. ATQ … Automatic Thoughts Questionnaire.19 AUQ … Alcohol urge questionnaire.20 BDI … Beck Depression Inventory.* BSCS … Brief Substance Craving Scale.*21 BSI … Brief 

                                                             
15 Tested for validity/reliability, however, heterogeneous results (COPE): reliable (undergraduate students) [164];  

not recommended (employees) [165], (alcohol-dependent) [166], (thesis) [167] 
16 Tested for validity/reliability: [71, 72] 
17 Tested for validity/reliability: “only useful with youth and not with adults” [168] 
18 Tested for validity/reliability: [64] 
19 Tested for validity/reliability: validity (American/Spanish students; ATQ-R (revised version)) [91]; In Chinese language [92] 
20 Tested for validity/reliability: [74, 75] 
21 However, valid and reliable for SUD, “strong internal consistency reliability … and adequate concurrent and discriminant validity.” [66]; Opioid Craving Scale: Validity/reliability [67] 
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Symptom Inventory.22 CESI … (Texas Christian University Treatment Motivation Scale) – Client Evaluation of Self at Intake.* CGI … Clinical Global Impression Severity Scale.23  
CMR … Circumstances, Motivation, and Readiness Scales for Substance Abuse Treatment.* CSS … Commitment to Sobriety Scale.24 DAQ … (Multidimensional) Desires for Alcohol Questionnaire.25 
DASES … Drug Avoidance Self-Efficacy Scale.* DMQ-R … Drinking Motives Questionnaire – Revised.26 DRIE … Drinking-Related Internal-External Locus of Control Scale.* FACIT … Functional 
Assessment of Chronic Illness Therapy: Spiritual Questions.27 FACIT-F … Functional Assessment of Chronic Illness Therapy: Fatigue.27 FACT-Cog … Functional Assessment of Cancer Therapy  
– Cognitive Functions.28 FGPS … Forgiveness Grief Perspectives Scale.29 GAATOR 2.1 … General Alcoholics Anonymous Tools of Recovery.30 GAF (goal) … Goal attainment form.31  
GAF … Global Assessment of Function Scale.32 GEMS-9 … Geneva Emotions in Music Scale.33 HAQ(-II) … Revised Helping Alliance Questionnaire for therapist and client.* HRSD … Hamilton 
Rating Scale for Depression.34 ICR … Importance, Confidence, Readiness (motivational) Ruler.*35 I-E … Internal vs. external locus of control scale.36 IIP-SC … Inventory of Interpersonal 
Problems: Short Circumplex form.* LSD … Lysergsäurediethylamid. MDMQ … Multidimensional Mood Questionnaire.37 MSPSS … Multidimensional Scale of Perceived Social Support.38  
MT … music therapy. NAI … Novaco Anger Inventory Short Form.39 NR … not reported. OCDUS … Obsessive Compulsive Drug Use Scale.40 PANAS … Positive and negative affect scale.41 

                                                             
22 Tested for validity/reliability: (BSI-18) [102]; (BSI-18) [103]; (BSI-9, German general population) [104] 
23 Tested for validity/reliability: [57]; reliability (patients with treatment-resistant depression) [58]; however, not recommended [59] 
24 Tested for validity/reliability: [83] 
25 Tested for validity/reliability: [76-78] 
26 Tested for validity/reliability (college students): [73] 
27 Tested for validity/reliability (FACIT-G, general): [108] 
28 Tested for validity/reliability: (Portuguese population) [105]; (Lebanese cancer patients) [106]; (Mexican general population) [107] 
29 Tested for validity/reliability: however, only based on a small sample (n=21), future factor validation studies in a large clinical sample are necessary [97] 
30 Tested for validity/reliability: reliability [65] 
31 Tested for validity/reliability: Goal Attainment Scaling (GAS) form: “Reliability and validity will be dependent on the experience of the goal setter  

in patient pathology and the interventions proposed, as well as their expertise in the GAS processes.” [169] 
32 Tested for validity/reliability: (clinical outpatients with depressive disorders) “poor inter-rater reliability as well as poor discriminant validity” [170]; not recommended [171, 172] 
33 Tested for validity/reliability: [95]; reliability (Polish version) [96] 
34 Tested for validity/reliability: reliable, however, “some HRSD items (e.g., “loss of insight”) do not appear to possess a satisfactory reliability” [173]; adequate internal reliability, 

poor content validity [174]; adequate reliability/validity, however, poor item-level inter-rater reliability, test-retest reliability, and content validity [175]; furthermore, relatively 
high inter-rater reliability [175]; adequate internal, inter-rater and retest reliability (for global score), weaker (for individual items) [176]; inter-rater reliability affected by inter-
viewer’s level of training and whether a structured interview guide is provided [176] 

35 However, valid and reliable, e.g. for smoking cessation [79]; in Poland, e.g., a group of researchers is currently validating the ICR in a group of people with SUD 
36 Tested for validity/reliability: [109] 
37 Tested for validity/reliability: reliability (German population) [88, 89] 
38 Tested for validity/reliability: (Chinese caregivers of people with schizophrenia) [110]; (students) [111]; (university undergraduates) [112];  

(incarcerated adults with major depressive disorder) [113] 
39 Tested for validity/reliability: further research is needed on reliability and validity; discrepancies regarding internal reliability and test-retest reliability [177];  

implications for clinical use are discussed (adult criminal sample) [178] 
40 Tested for validity/reliability (cocaine and heroin): [68-70] 
41 Tested for validity/reliability: (non-clinical sample) [93]; PANAS-10 [94] 
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PIL … Purpose in Life Test.42 PSAS … Perceived Stigma of Addiction Scale.43 QMAD … Questionnaire of Motivation for Abstaining from Drugs. RTCQ-TV … Readiness to Change 
Questionnaire – Treatment Version.* SAS … Self-Rating Anxiety Scale.44 SCL-90-R … Symptom Checklist 90-R.45 SCS … Self-Consciousness Scale.46 SDS … Severity of Dependence Scale.47 
SOC … Sense of Coherence Scale.* SOCRATES … Stages of Change Readiness and Treatment Eagerness Scale.* SSGS … State Shame and Guilt Scale.48 STAI … State-Trait Anxiety Inventory.* 
SUD … substance use disorder. URICA … University of Rhode Island Change Assessment Scale.*49 VAMS … Visual Analogue Mood Scale.50 VAS … Visual Analogue Scale.51  
WAI-S(R) … Working Alliance Inventory – Short (Revised).* WFPTS … Wake Forest Physician Trust Scale.*  

* Tested for validity and reliability. Information on whether tested or not tested for validity/reliability from [20]. 

 

 

Extraction table of the instruments measuring only socioeconomic outcome parameters (Part 1 of the report) 

Table A-2: Socioeconomic data collection tools 

Socioeconomic  
data collection tools  Abbreviation 

Mode of data 
collection Link to tool Outcomes assessed Reliability Validity 

Addiction Severity Index ASI Semi-structured 
interview 

https://adai.washington.edu/ 
instruments/pdf/addiction_severity
_index_baseline_followup_4.pdf 

Patient’s substance use and related problems: 
medical, employment/support status, alcohol, drug, 

legal, family/social, and psychiatric problem areas 

Yes ([185] 
concurrent validity 
& test-retest; [186] 
test-retest only for 
new questions – 

legal, family/social) 

Yes ([185] concurrent 
validity & discriminant 

validity; [187] concurrent 
validity; [188] construct 

validity; [189] concurrent 
validity for dutch version) 

Utilisation and Cost Inventory UAC-I Structured 
interview 

NA Use of inpatient and outpatient care over a 3-month 
period for patients with mood disorders [190] 

Yes ([191] test-
retest subsample) 

Yes ([191] criterion validity 
– concurrent validity/ 
convergent construct 

validity) 

                                                             
42 Tested for validity/reliability: (PIL-SF (Spanish short form, severe mental illness)) [179]; validity (non-clinical Spanish undergraduates) [180];  

(logotherapeutic construct) [181] however, criticised [182] 
43 Tested for validity/reliability: [114, 115] 
44 Tested for validity/reliability: (undergraduate students) [86]; non-clinical Swedish adults [87] 
45 Tested for validity/reliability: (hierarchical taxonomy of psychopathology) [100]; (bariatric patients) [101]  
46 Tested for validity/reliability: validity (undergraduate students), however limitations are reported [183]; “there is a lack of consensus on the factor structure” [184] 
47 Tested for validity/reliability (heroin, cocaine, and amphetamine): [85] 
48 Tested for validity/reliability: reliability (Greek version) [98]; (SSGS-8 (short version), Italian undergraduate students) [99] 
49 Drug-use version: Good internal reliability and non-significant discriminant validity; however, questionable convergent validity [80];  

However, valid and reliable for male prisoners [81]; German version valid for eating disorders/complex problem behaviours [82] 
50 Tested for validity/reliability (non-English-speaking pain patients): [90] 
51 Tested for validity/reliability (opioid craving): [63] 
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Socioeconomic  
data collection tools  Abbreviation 

Mode of data 
collection Link to tool Outcomes assessed Reliability Validity 

Substance Use Recovery  
Evaluator 

SURE Questionnaire http://www.recoveryanswers.org/
assets/substance_use_recovery_

evaluator_sure.pdf 

Personal recovery from drug and/or alcohol 
dependence, i.e., person’s own perspective, 

including substance use, self-care, relationships, 
material resources, and outlook on life 

Yes ([192] internal 
consistency 

(Cronbach’s alpha), 
test-retest; [193] 

(Cronbach’s alpha)) 

Yes ([192] face validity/ 
content validity/ 

construct validity; [193] 
convergent validity) 

Client service receipt inventory CSRI Semi-structured 
inventory/ 

questionnaire 

https://www.pssru.ac.uk/csri/files/
2017/10/CSRI-UK-Generic-mental-

health.pdf 

Economic data: sociodemographic information, 
usual living situation, employment and income, 

service receipt, and medication profile 

Yes ([194] alternate 
form reliability 
between two 

versions) 

Yes ([194] criterion 
validity/face validity/ 

convergent and 
discriminant validity) 

Adaptation for an Italian 
version “ICAP” [195] 

criterion validity/ 
concurrent validity 

Client Socio-Demographic and 
Service Receipt Inventory52 

CSSRI Semi-structured 
inventory/questio

nnaire 

https://www.dirum.org/assets/ 
downloads/634462380166178864
-CSSRI%20-%20EU.pdf (CSSRI-EU) 

Service receipt and associated data alongside 
assessment of patient outcomes, i.e., socio-

demographics, usual living situation, employment 
and income, service receipt, medication profile [136] 

NA Yes (for EU version [136] 
but face validity only) 

Health and Work Performance 
Questionnaire 

WHO-HPQ Questionnaire https://www.hcp.med.harvard.edu/
hpq/info.php 

Occupational mental health (work-related 
outcomes): work, demographics 

Yes ([196] test-
retest; for the 

Japanese short 
version: [197] test-

retest) 

Yes ([196] concurrent 
validity/criterion validity/ 

face validity; [198] 
concurrent validity/face 
validity; for the Japanese 

short version: [197] 
construct validity/ 

convergent validity; 
[199] construct validity) 

Socioeconomic and Medical  
Status Questionnaire 

SES 
questionnaire 

Questionnaire https://cdn-links.lww.com/ 
permalink/ppt/a/ppt_25_3_2013
_05_01_pathare_200536_sdc1.pdf 

Social (i.e., family history, education, insurance, 
employment, income) and medical history 

NA NA 

The European Socio-demographic 
Schedule 

ESDS Structured 
questionnaire 

https://onlinelibrary.wiley.com/doi/
10.1111/j.0902-4441.2000.t01-1-acp 
28-02.x (contact authors for access) 

Sociodemographic characteristics associated with 
service use and psychiatric morbidity [200] 

NA Yes ([200] but only cross-
cultural validity/content 

validity) 

Cornell Services Index CSI Structured 
questionnaire 

NA (contact authors for access) Snapshot of service use patterns (frequency and 
duration) across types, providers, and sites of service 
among adults who seek mental health care; services 

aggregated into 4 types: outpatient psychiatric or 
psychological, outpatient medical, professional 

support, and intensive services [190] 

Yes ([201] inter-
rater/test-retest) 

NA 

                                                             
52 More specialised and often more comprehensive version or adaptation of the broader CSRI 

https://www.aihta.at/
https://www.aihta.at/
http://www.recoveryanswers.org/assets/substance_use_recovery_evaluator_sure.pdf
http://www.recoveryanswers.org/assets/substance_use_recovery_evaluator_sure.pdf
http://www.recoveryanswers.org/assets/substance_use_recovery_evaluator_sure.pdf
https://www.pssru.ac.uk/csri/files/2017/10/CSRI-UK-Generic-mental-health.pdf
https://www.pssru.ac.uk/csri/files/2017/10/CSRI-UK-Generic-mental-health.pdf
https://www.pssru.ac.uk/csri/files/2017/10/CSRI-UK-Generic-mental-health.pdf
https://www.dirum.org/assets/downloads/634462380166178864-CSSRI%20-%20EU.pdf
https://www.dirum.org/assets/downloads/634462380166178864-CSSRI%20-%20EU.pdf
https://www.dirum.org/assets/downloads/634462380166178864-CSSRI%20-%20EU.pdf
https://www.hcp.med.harvard.edu/hpq/info.php
https://www.hcp.med.harvard.edu/hpq/info.php
https://cdn-links.lww.com/permalink/ppt/a/ppt_25_3_2013_05_01_pathare_200536_sdc1.pdf
https://cdn-links.lww.com/permalink/ppt/a/ppt_25_3_2013_05_01_pathare_200536_sdc1.pdf
https://cdn-links.lww.com/permalink/ppt/a/ppt_25_3_2013_05_01_pathare_200536_sdc1.pdf
https://onlinelibrary.wiley.com/doi/10.1111/j.0902-4441.2000.t01-1-acp28-02.x
https://onlinelibrary.wiley.com/doi/10.1111/j.0902-4441.2000.t01-1-acp28-02.x
https://onlinelibrary.wiley.com/doi/10.1111/j.0902-4441.2000.t01-1-acp28-02.x


 

 

M
usic therapy: Clinical and socioeconom

ic outcom
es and long-term

 m
easures in substance use disorder 

AIH
TA | 2026 

105 

Socioeconomic  
data collection tools  Abbreviation 

Mode of data 
collection Link to tool Outcomes assessed Reliability Validity 

ProgrammE in Costing, resource 
use measurement and outcome 
evaluatioN for Use in multi-sectoral 
National and International health 
economic evaluations – Resource 
Use Measurement Instrument 

PECUNIA-
RUM 

Questionnaire NA (access needed) Resource use in all relevant sectors for costing from 
a societal perspective in the adult population:  

health and social care, education, (criminal) justice, 
productivity losses, and informal care [116] 

Yes [117] Yes ([117] only content 
validity) 

Duncan Socioeconomic Index Duncan SEI Scale NA Socioeconomic status (subjective ratings): 
occupational prestige/status, implicating 

educational attainment and income (reflecting the 
overall socioeconomic standing of occupations 

within a society) [202] 

NA Yes ([203] for new version 
from 1989 “1989 SEI” 
convergent/criterion/ 
discriminant validity; 

[204] construct validity) 

Nam-Powers Occupational  
Status Score 

Nam-Powers 
OSS 

Scale NA Socioeconomic status (objective ratings), i.e., 
income and educational status associated with an 

occupation (reflecting the position in the 
socioeconomic hierarchy) [202] 

Only longitudinal 
stability [205] 

Yes ([206] construct 
validity53;  

[205] content validity) 

National Statistics Socioeconomic 
classification 

NS-SEC Scale https://www.ons.gov.uk/methodo
logy/classificationsandstandards/
otherclassifications/thenationalst
atisticssocioeconomicclassificatio

nnssecrebasedonsoc2010#the-
questions-to-ask 

Socioeconomic status: aspects of one’s job and 
employment relations to calculate a scalar measure 

of socioeconomic status [202] 

NA Yes ([207] construct 
validity;  

[208] criterion/construct 
validity) 

Composite SocioEconomic  
Status scale 

CAPSES Scale NA Socioeconomic status: material capital  
(wealth, income, trust funds, etc.), human capital 

(skills, credentials, abilities, etc.), and social capital 
(instrumental relationships such as being friends 

with doctors and lawyers) [202] 

NA Yes ([209] criterion 
validity/construct 

validity) 

Note: Unless otherwise stated, information is from the link provided.  

Abbreviations: ASI … Addiction Severity Index. CAPSES … Composite SocioEconomic Status scale. CSRI … Client service receipt inventory. CSSRI … Client Socio-Demographic and Service 
Receipt Inventory. ESDS … European Socio-demographic Schedule. HPQ … Health and Work Performance Questionnaire. NA … not available. NS-SEC … National Statistics Socioeconomic 
classification. OSS … Occupational Status Score. PECUNIA … ProgrammE in Costing, resource use measurement and outcome evaluatioN for Use in multi-sectoral National and InternAtional 
health economic evaluations. RUM … Resource Use Measurement. SEI … Socioeconomic Index. SES … socioeconomic status. SURE … Substance Use Recovery Evaluator.  
UAC-I … Utilisation and Cost Inventory. WHO … World Health Organisation.  
 
  

                                                             
53 Validity was based on the definition (that status = education + income) and on demonstrating that the tool correctly differentiates social groups. 

https://www.aihta.at/
https://www.aihta.at/
https://www.ons.gov.uk/methodology/classificationsandstandards/otherclassifications/thenationalstatisticssocioeconomicclassificationnssecrebasedonsoc2010#the-questions-to-ask
https://www.ons.gov.uk/methodology/classificationsandstandards/otherclassifications/thenationalstatisticssocioeconomicclassificationnssecrebasedonsoc2010#the-questions-to-ask
https://www.ons.gov.uk/methodology/classificationsandstandards/otherclassifications/thenationalstatisticssocioeconomicclassificationnssecrebasedonsoc2010#the-questions-to-ask
https://www.ons.gov.uk/methodology/classificationsandstandards/otherclassifications/thenationalstatisticssocioeconomicclassificationnssecrebasedonsoc2010#the-questions-to-ask
https://www.ons.gov.uk/methodology/classificationsandstandards/otherclassifications/thenationalstatisticssocioeconomicclassificationnssecrebasedonsoc2010#the-questions-to-ask
https://www.ons.gov.uk/methodology/classificationsandstandards/otherclassifications/thenationalstatisticssocioeconomicclassificationnssecrebasedonsoc2010#the-questions-to-ask
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Extraction tables of the measuring instruments and their characteristics (Part 2 of the report) 

Table A-3: Measuring instruments and their characteristics (part 1/2) 

Parameters: Substance use parameters Recovery parameters Craving parameters Motivational parameters Quality of life parameters 

Measuring instruments: DASES [12, 20, 21] ASI [21] BSCS [11, 12, 20, 21] URICA [11, 12, 20, 21] ICR [11, 20, 21, 49] SOC [20, 49] 

General characteristics 

Outcome measured (Drug avoidance) self-
efficacy 

Problem severity (Intensity of) 
substance/alcohol craving 

Motivation/readiness/ 
eagerness for 

treatment/change 

Motivation/readiness/ 
eagerness for 

treatment/change 

Manageability, comprehen-
sibility and meaningfulness 

of life/Orientation to 
life/Sense of coherence 

Mode of assessment Questionnaire Questionnaire (interview) Questionnaire Questionnaire Visual analogue scale, 
short rating instrument 

Questionnaire 

Post-assessment in treatment 
and latest FU where measuring 
instrument was applied  
(of included reviews) 

Duration of treatment: 
6 months [21] 

FU: 1 month [12, 20, 21] 

Duration of treatment: 
6 months [21] 

FU: 1 month [21] 

Duration of treatment: 
6 months [21] 

FU: 3 months [11] 

Duration of treatment: 
6 months [21] 

FU: 3 months [11] 

Duration of treatment: 
2 years (10 sessions) [49] 

FU: 3 months [11] 

Duration of treatment: 
2 years (10 sessions) [49] 

FU: 1 month [20] 

Number of languages in which 
instruments are available 

Min. 5 Min. 13 Min. 2 Min. 7 plus 4 non-validated 
translations 

All Min. 33 [210, 211] 

Types of languages in which 
instruments are available 

English, Farsi/Persian [212], 
Malay [213], Turkish [214], 

Chinese (no validation 
study found for Chinese) 

English, Czech, Danish, 
Dutch, French, Hungarian, 

Italian, Lithuanian, Polish54, 
Portuguese, Russian, 

Spanish, Swedish [215], 
Arabic, German55 

English, Arabic, Bulgarian 
(no validation study found 
for Arabic and Bulgarian) 

English, Chinese, German, 
Portuguese (Brazil), Norwegian, 
Arabic [216-220], Portuguese, 

French56, Swedish [221], 
Polish (no validation study 

found for Portuguese,  
French, and Swedish) 

All E.g. Croatian, Czech, English, 
German, Hebrew, Hungarian, 
Icelandic, Indonesian, Japanese, 
Lithuanian, Norwegian, Polish, 
Portuguese (Brazil), Russian, 
Slovenian, Spanish, Swedish, 

Turkish, Welsh [222] 

Type of MT intervention in 
which the instrument was 
applied (active/receptive/both) 
(of included reviews) 

Both Both Receptive [49],  
both 

Receptive [49],  
both 

Receptive [49],  
both 

Receptive [49],  
both 

Setting of assessment where 
instrument was applied  
(e.g. in-/outpatient treatment, 
detoxification, rehabilitation) 
(of included reviews) 

Therapeutic community for 
drug abusers, rehabilitation 
programme during prison 

sentence, inpatient alcohol 
addiction treatment centre, 

inpatient antialcoholic 
treatment, residential  

Therapeutic community for 
drug abusers, rehabilitation 
programme during prison 

sentence, inpatient alcohol 
addiction treatment centre, 

inpatient antialcoholic 
treatment, residential  

Short-term inpatient 
detoxification setting, 

residential substance use 
treatment facility, chemical 
dependency treatment pro-
gramme within a residential 

health facility, facilities  

Short-term inpatient 
detoxification setting, 

residential substance use 
treatment facility, chemical 
dependency treatment pro-
gramme within a residential 

health facility, facilities  

Short-term inpatient 
detoxification setting, 

residential substance use 
treatment facility, chemical 
dependency treatment pro-
gramme within a residential 

health facility, facilities  

NR [49], short-term 
detoxification units [20] 

                                                             
54 New version of ASI5th Polish version (with no validation yet) https://osf.io/ev2w8/overview 
55 https://www.mcgill.ca/mappro/information-hub/measures-library/patients/substance-use-addiction/asi-euroasi 
56 https://habitslab.umbc.edu/urica/ 

https://www.aihta.at/
https://www.aihta.at/
https://osf.io/ev2w8/overview
https://www.mcgill.ca/mappro/information-hub/measures-library/patients/substance-use-addiction/asi-euroasi
https://habitslab.umbc.edu/urica/
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Parameters: Substance use parameters Recovery parameters Craving parameters Motivational parameters Quality of life parameters 

Measuring instruments: DASES [12, 20, 21] ASI [21] BSCS [11, 12, 20, 21] URICA [11, 12, 20, 21] ICR [11, 20, 21, 49] SOC [20, 49] 

Setting of assessment where 
instrument was applied  
(e.g. in-/outpatient treatment, 
detoxification, rehabilitation) 
(of included reviews) 
(continuation) 

therapeutic community  
for SUD, inpatient alcohol 
abuse treatment, in- and 
outpatient rehabilitation 

unit (detoxification and day 
patients), inpatient dual 

diagnosis treatment unit, 
inpatient genderspecific 

residential program, 
inpatient nonmedical 
detoxification facility, 

inpatient detoxification  
unit [21], rehabilitation 

programme, inpatients at  
a detoxification unit [12], 
short-term detoxification 

units [20] 

therapeutic community  
for SUD, inpatient alcohol 
abuse treatment, in- and 
outpatient rehabilitation 

unit (detoxification and day 
patients), inpatient dual 

diagnosis treatment unit, 
inpatient genderspecific 

residential program, 
inpatient nonmedical 
detoxification facility, 

inpatient detoxification  
unit [21] 

offering inpatient and 
outpatient substance use 

treatment [11], therapeutic 
community for drug abusers, 
rehabilitation programme 

during prison sentence, 
inpatient alcohol addiction 
treatment centre, inpatient 

antialcoholic treatment, 
residential therapeutic 

community for SUD, inpatient 
alcohol abuse treatment, 

in- and outpatient rehabil-
itation unit (detoxification 

and day patients), inpatient 
dual diagnosis treatment 

unit, inpatient genderspecific 
residential program, inpatient 
nonmedical detoxification 

facility, inpatient detoxifica-
tion unit [21], rehabilitation 
programme, inpatients at a 
detoxification unit [12], short-
term detoxification units [20] 

offering inpatient and 
outpatient substance use 

treatment [11], therapeutic 
community for drug abusers, 
rehabilitation programme 

during prison sentence, 
inpatient alcohol addiction 
treatment centre, inpatient 

antialcoholic treatment, 
residential therapeutic 

community for SUD, inpatient 
alcohol abuse treatment, 

in- and outpatient rehabil-
itation unit (detoxification 

and day patients), inpatient 
dual diagnosis treatment 

unit, inpatient genderspecific 
residential program, inpatient 
nonmedical detoxification 

facility, inpatient detoxifica-
tion unit [21], rehabilitation 
programme, inpatients at a 
detoxification unit [12], short-
term detoxification units [20] 

offering inpatient and 
outpatient substance use 
treatment [11], therapeutic 
community for drug abusers, 
rehabilitation programme 

during prison sentence, 
inpatient alcohol addiction 
treatment centre, inpatient 

antialcoholic treatment, 
residential therapeutic com-
munity for SUD, inpatient 
alcohol abuse treatment, 

in- and outpatient rehabil-
itation unit (detoxification 
and day patients), inpatient 
dual diagnosis treatment 

unit, inpatient gender-
specific residential program, 

inpatient nonmedical 
detoxification facility, 

inpatient detoxification 
unit [21], NR [49], short-term 

detoxification units [20] 

 

Limitations Self-report bias, where 
individuals may under-
estimate or exaggerate 

symptoms; restricted use to 
young multiple drug users 

(aged 16-30) [124]; findings 
from culturally adapted 

versions should be viewed 
as preliminary in nature, 

with a need for future 
research to determine its 

impact on long-term 
treatment outcomes [121] 

Culturally adapted versions 
(e.g. Arabic ASI-5) have 

shown lower consistency in 
drug and legal domains [118]; 
intensive ASI training (2 full 

days) [123]; reliability de-
creases significantly when 
performed by interviewers 

who are less intensively 
trained and monitored [123]; 

challenges in adequately 
representing the clinical 

needs of special groups (e.g., 
women, ethnic minorities, 

mental/physical health 
problems) [123]; problems 

with composite scores com-
monly used in treatment out-
come studies reported [123]; 
problems in specific domains  

Self-report bias, where 
individuals may under-
estimate or exaggerate 

symptoms; lack of significant 
correlation with objective 

behavioural outcomes, 
such as actual cocaine use 
[130]; may offer a limited 

representation of the multi-
dimensional nature of craving 

(e.g., reward, relief, and 
obsessive craving) [128] 

Self-report bias, where 
individuals may under-
estimate or exaggerate 

symptoms; questionable 
convergent validity [80] 

Its effectiveness is highly 
dependent on the helper’s 
proficiency in Motivational 
Interviewing skills [125]; 

may not resonate 
universally with all 

individuals as a natural 
way of conceptualising 
mixed feelings about 

change [125] 

Self-report bias, where 
individuals may underestimate 
or exaggerate symptoms; the 

relationship between SOC 
and physical health is not 
strong, potentially due to 

mental and emotional factors 
being intertwined in the scale 

[120]; requires ongoing 
validation, particularly 

confirmatory factor analysis, in 
diverse populations to ensure 

cross-cultural applicability 
and generalisability [120] 

https://www.aihta.at/
https://www.aihta.at/
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Parameters: Substance use parameters Recovery parameters Craving parameters Motivational parameters Quality of life parameters 

Measuring instruments: DASES [12, 20, 21] ASI [21] BSCS [11, 12, 20, 21] URICA [11, 12, 20, 21] ICR [11, 20, 21, 49] SOC [20, 49] 

Limitations 
(continuation) 

 (e.g., medical domain, 
employment and self-

support, family and social 
relationships, psychiatric 

problems) [123] 

    

Application characteristics 

Number of items in each 
instrument 

16 Not a fixed number of items; 
it is a semi-structured 

interview covering 
7 problem areas 

16 [130] 32 [219]  
(drug version) 

2-3 questions [223] 29 [222] 

Total score range 16-112 [224] 0-64 or a severity rating 
from 0 to 9 for each of the 

7 areas 

0-12 -2 to 14 0-10 for 1 dimension [223] 
or 0-30 for 3 dimensions 

[225] 

29-203 

Interpretation of score Higher self-efficacy in 
avoiding substance use 

Severe Severe Greater readiness for 
change 

Higher motivation for 
change (and readiness to 

change) [223] 

Stronger SOC, reflecting a 
greater ability to manage 
tension, perceive life as 

comprehensible, manageable, 
and meaningful 

Minimum clinically important 
difference 

SUD: none 
Other populations: none 

SUD: none 
Other populations: none 

SUD: none 
Other populations: none 

SUD: none 
Other populations: none 

SUD: none 
Other populations: none 

SUD: none 
Other populations: none 

Testing time (min) 10 45-60 [226] +  
follow up 25-30 min 

10 [130] 5-10 Few minutes 10-15 

Instrument user  
(e.g. self-assessment by 
service user, clinician-, 
performance reported) 

Self-reported Clinician-rated [226] Self-reported [130] Self-reported [81] Clinician-administered or 
self-completion format 

Self-reported [222] 

Costs and regulations for use Free to download 
https://www.nd.gov.hk/pdf
/bdf-2010R2-q03-eng.pdf57 

Free to download Free to download 
https://www.millisecond.co
m/download/library/bscs58 

Free to download Free to download Free [222] 

Note: If no references are stated, information is obtained from the downloaded measuring instrument itself. 

Abbreviations: ASI … Addiction Severity Index. BSCS … Brief Substance Craving Scale. DASES … Drug Avoidance Self-Efficacy Scale. FU … follow-up. ICR … Importance, Confidence, 
Readiness (motivational) Ruler. NR … not reported. SOC … Sense of Coherence Scale. URICA … University of Rhode Island Change Assessment Scale.  
 

                                                             
57 Can only be used for the purpose of evaluating projects sponsored by Beat Drugs Fund Association 
58 Free with an Inquisit license for online or in-person psychological research 

https://www.aihta.at/
https://www.aihta.at/
https://www.nd.gov.hk/pdf/bdf-2010R2-q03-eng.pdf
https://www.nd.gov.hk/pdf/bdf-2010R2-q03-eng.pdf
https://www.millisecond.com/download/library/bscs
https://www.millisecond.com/download/library/bscs
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Table A-4: Measuring instruments and their characteristics (part 2/2) 

Parameters: 
Mood-related 

parameters 

Psychological, 
psychiatric, physio-
logical and cognitive 

parameters 

Cultural,  
spiritual, and 

locus of control 
parameters 

Music-, therapist-, 
and treatment-

related parameters 
Socioeconomic  

and social parameters 
Biomedical 
parameters 

Measuring  
instruments: 

BDI  
[11, 12, 20, 21, 49] 

SCL-90-R  
[21] 

DRIE  
[12, 20, 21] 

HAQ(-II)  
[12, 20, 21] 

IIP-SC (IIP-32)  
[20, 49] PECUNIA-RUM CSRI 

Salivary Immuno-
globulin A Test [20, 49] 

General characteristics 

Outcome measured Depression Psychiatric 
symptoms 

Locus of control (Therapeutic) 
working alliance and 
quality of therapist-
client relationship 

Interpersonal 
(relationship) 

problems 

Resource use in all 
relevant sectors for 

costing from a societal 
perspective in the 
adult population: 

health and social care, 
education, (criminal) 
justice, productivity) 

[116] 

Economic data: 
sociodemographic 
information, usual 

living situation, 
employment and 
income, service 

receipt  
(= resource use) 

Immune function 

Mode of assessment Questionnaire Questionnaire Questionnaire Questionnaire Questionnaire Questionnaire Questionnaire 
(interview) 

Salivary sample 

Post-assessment in treat-
ment and latest FU where 
measuring instrument was 
applied (of included reviews) 

Duration of treatment: 
2 years (10 sessions) [49] 

FU: 3 months [11] 

Duration of treat-
ment: 6 months [21] 

FU: 1 month [21] 

Duration of treat-
ment: 6 months [21] 

FU: 1 month  
[12, 20, 21] 

Duration of treat-
ment: 6 months [21] 

FU: 1 month  
[12, 20, 21] 

Duration of treat-
ment: 2 years  

(10 sessions) [49] 
FU: 1 month [20] 

Not applicable Not applicable Duration of 
treatment: 2 years 
(10 sessions) [49] 
FU: 1 month [20] 

Number of languages in 
which instruments are 
available 

Min. 18-20 [144] Min. 8 (validated)  
plus 14 (non-validated) 

[145, 227-229] 

Min. 2 [230] Min. 3 Min. 7 (validated) 
and 8  

(non-validated) 

Multiple languages  
in future [117] 

Min. 7 Not applicable 

Types of languages  
in which instruments  
are available 

English, Spanish, 
Chinese, Dutch, Finnish, 

French (Canadian), 
German, Korean, Polish, 
Swedish, Arabic, Turkish, 

Hindi, Marathi, Tamil, 
Malayalam, Japanese, 

Persian, Kannada, 
Xhosa [231, 232] 

English, French, 
Spanish, Hindi, 

Kannada, Tamil, 
Marathi, Malayalam 
[145, 227], Spanish, 

French, German, 
Russian, Italian, 

Portuguese, Dutch, 
Swiss, Japanese, 
Chinese, Korean, 

Vietnamese, Hebrew, 
and Arabic (validation 

unknown) [229] 

English, Chinese 
[230] 

English, Spanish, 
[233], French [234] 

English, Chinese, 
Dutch, Spanish [235], 

German [236],  
Italian [237], 

Swedish [238], 
Arabic, Polish, 

Finnish, French, 
Greek, Korean, 

Malay, Slovenian 
(not validated) 

English, Dutch, 
German (validated) 

[116] 

English, German, 
Danish, Spanish, 

Italian, Dutch, 
Portuguese (Brazil) 

(validation 
unknown) [194] 

Not applicable 

Type of MT intervention in 
which the instrument was 
applied (active/receptive/ 
both) (of included reviews) 

Receptive [49],  
both 

Both Both Both Receptive [49], 
both 

Not applicable Not applicable Receptive [49],  
both 

https://www.aihta.at/
https://www.aihta.at/
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Parameters: 
Mood-related 

parameters 

Psychological, 
psychiatric, physio-
logical and cognitive 

parameters 

Cultural,  
spiritual, and 

locus of control 
parameters 

Music-, therapist-, 
and treatment-

related parameters 
Socioeconomic  

and social parameters 
Biomedical 
parameters 

Measuring  
instruments: 

BDI  
[11, 12, 20, 21, 49] 

SCL-90-R  
[21] 

DRIE  
[12, 20, 21] 

HAQ(-II)  
[12, 20, 21] 

IIP-SC (IIP-32)  
[20, 49] PECUNIA-RUM CSRI 

Salivary Immuno-
globulin A Test [20, 49] 

Setting of assessment 
where instrument was 
applied (e.g. in-/outpatient 
treatment, detox, 
rehabilitation)  
(of included reviews) 

Short-term inpatient 
detoxification setting, 
residential substance 
use treatment facility, 
chemical dependency 
treatment programme 

within a residential 
health facility, facilities 
offering inpatient and 
outpatient substance 

use treatment [11], 
therapeutic community 
for drug abusers, reha-
bilitation programme 

during prison sentence, 
inpatient alcohol addic-
tion treatment centre, 
inpatient antialcoholic 
treatment, residential 

therapeutic community 
for SUD, inpatient alcohol 
abuse treatment, in- and 
outpatient rehabilitation 
unit (detoxification and 
day patients), inpatient 
dual diagnosis treatment 
unit, inpatient gender-
specific residential pro-

gram, inpatient non-
medical detoxification 

facility, inpatient 
detoxification unit [21], 

rehabilitation pro-
gramme, inpatients at a 
detoxification unit [12], 

NR [49], short-term 
detoxification units [20], 

Therapeutic 
community for drug 
abusers, rehabilitation 
programme during 

prison sentence, 
inpatient alcohol 

addiction treatment 
centre, inpatient 

antialcoholic treat-
ment, residential 
therapeutic com-
munity for SUD, 

inpatient alcohol 
abuse treatment,  

in- and outpatient 
rehabilitation unit 
(detoxification and 

day patients), 
inpatient dual 

diagnosis treatment 
unit, inpatient 
genderspecific 

residential program, 
inpatient nonmedical 
detoxification facility, 
inpatient detoxifica-

tion unit [21] 

Therapeutic 
community for 
drug abusers, 
rehabilitation 

programme during 
prison sentence, 
inpatient alcohol 

addiction treatment 
centre, inpatient 

antialcoholic treat-
ment, residential 
therapeutic com-
munity for SUD, 

inpatient alcohol 
abuse treatment, 

in- and outpatient 
rehabilitation unit 
(detoxification and 

day patients), 
inpatient dual 

diagnosis treatment 
unit, inpatient 

genderspecific res-
idential program, 

inpatient nonmed-
ical detoxification 
facility, inpatient 

detoxification unit 
[21], rehabilitation 

programme, 
inpatients at a 

detoxification unit 
[12], short-term 

detoxification units 
[20] 

Therapeutic 
community for drug 
abusers, rehabilitation 
programme during 

prison sentence, 
inpatient alcohol 

addiction treatment 
centre, inpatient 

antialcoholic treat-
ment, residential 
therapeutic com-
munity for SUD, 

inpatient alcohol 
abuse treatment,  

in- and outpatient 
rehabilitation unit 
(detoxification and 
day patients), inpa-
tient dual diagnosis 

treatment unit, 
inpatient gender-
specific residential 
program, inpatient 

nonmedical detoxifi-
cation facility, 

inpatient 
detoxification unit 
[21], rehabilitation 

programme, 
inpatients at a 

detoxification unit 
[12], short-term 

detoxification units 
[20] 

NR [49], short-term 
detoxification 

units [20] 

Not applicable Not applicable NR [49], short-term 
detoxification  

units [20] 

https://www.aihta.at/
https://www.aihta.at/
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Parameters: 
Mood-related 

parameters 

Psychological, 
psychiatric, physio-
logical and cognitive 

parameters 

Cultural,  
spiritual, and 

locus of control 
parameters 

Music-, therapist-, 
and treatment-

related parameters 
Socioeconomic  

and social parameters 
Biomedical 
parameters 

Measuring  
instruments: 

BDI  
[11, 12, 20, 21, 49] 

SCL-90-R  
[21] 

DRIE  
[12, 20, 21] 

HAQ(-II)  
[12, 20, 21] 

IIP-SC (IIP-32)  
[20, 49] PECUNIA-RUM CSRI 

Salivary Immuno-
globulin A Test [20, 49] 

Limitations Self-report bias, where 
individuals may 

underestimate or 
exaggerate symptoms; 

often misused as a 
diagnostic test, despite 

being designed as a 
rating scale to measure 
the severity of depression 

[133]; limited scope,  
as BDI only assesses 

symptoms of depression 
and does not cover 

other important factors 
like family history or 

genetic predisposition 
[134]; a single 

administration provides 
a static measure, 

capturing a snapshot 
rather than dynamic 

symptom fluctuations 
over time [135]; not 
specific to any one 

culture, meaning its 
accuracy may vary in 

different cultural 
contexts without 

specific validation [119]; 
copyrighted, requiring 

a fee for each copy used, 
which can limit ac-

cessibility; the optimal 
cut-off points (threshold 
values) that maximise 

its diagnostic utility 
vary considerably 
depending on the 

sample studied [132] 

Self-report bias, 
where individuals 

may underestimate 
or exaggerate 

symptoms; sensitive 
to linguistic and 
cultural factors, 

necessitating 
replication and  
re-validation in 

different settings, 
languages, and 
cultures [122]; 

possibly, overlaps 
between symptom 
domains; licensed 

[145] 

Self-report bias, 
where individuals 

may underestimate 
or exaggerate 

symptoms; 
criticised for its 
mixture of both 

personalised and 
general statements 

[127]; changes in 
scores during treat-
ment may be con-
founded by the fact 
that personalised 
items may not be 

sensitive when 
alcohol is no longer 
consumed, limiting 
the responsiveness 

in later recovery 
stages [127] 

Self-report bias, 
where individuals 

may underestimate 
or exaggerate 

symptoms; alliance 
levels, as measured 

by the HAQ(-II), were 
not associated with 

pretreatment 
psychiatric severity 

or level of depression 
[129] 

Self-report bias, 
where individuals 

may underestimate 
or exaggerate 

symptoms; brevity 
comes with an 

inherent trade-off in 
internal consistency, 

although still 
described as 

adequate [131]; 
larger gap than 

would be theoreti-
cally anticipated in 
the warm-dominant 

quadrant, sug-
gesting a potential 

structural 
inconsistency in  

its circumplex 
representation 
[131]; licensed 

[137] 

Self-report bias; 
generic vs specific 
design trade-off 

(designed for 
international 

applicability rather 
than optimised for 
specific contexts, 

which may sacrifice 
precision); 

development was 
guided by existing 
RUM instruments 
only to a limited 

extent; broader range 
of experts in the 

instrument develop-
ment process was 
needed due to the 

multi-sectoral nature 
of the instrument; 
some categories 

might be too broad 
to capture country-

specific service 
nuances as tool is for 

international use 
[117] 

Trained 
interviewer can 
best tease out 
accurate and 

comprehensive 
information [126] 

Exhibits significant 
diurnal variation, 

with levels peaking 
in the morning and 
gradually declining 
throughout the day, 
necessitating precise 

timing of sample 
collection [138]; 

reliability may be 
affected by recent 

consumption of food, 
drink, or alcohol [139]; 

selective IgA 
Deficiency, a 

condition where 
individuals lack IgA, 
can naturally affect 
test results [140]; 

highly susceptible to 
numerous con-

founding biological 
and lifestyle factors 

(e.g., recent infection, 
antibiotic intake, 

ingestion of caffeine, 
food or drink, daily 

rhythm) [141] 

https://www.aihta.at/
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Parameters: 
Mood-related 

parameters 

Psychological, 
psychiatric, physio-
logical and cognitive 

parameters 

Cultural,  
spiritual, and 

locus of control 
parameters 

Music-, therapist-, 
and treatment-

related parameters 
Socioeconomic  

and social parameters 
Biomedical 
parameters 

Measuring  
instruments: 

BDI  
[11, 12, 20, 21, 49] 

SCL-90-R  
[21] 

DRIE  
[12, 20, 21] 

HAQ(-II)  
[12, 20, 21] 

IIP-SC (IIP-32)  
[20, 49] PECUNIA-RUM CSRI 

Salivary Immuno-
globulin A Test [20, 49] 

Application characteristics 

Number of items in  
each instrument 

21 [11] 90 [145] 25 19 32 [235, 239] Variable (modular: 
health and social care, 
education, (criminal) 
justice, employment 
and productivity, and 
costs borne by patients 

or families incl. 
informal care;  

users pick relevant 
modules) [117] 

Variable (modular: 
5 sections with 

30+ main question 
items) 

Not applicable 

Total score range 0-63 [11] 0-360 0-25 19-114 0-128 No total score range 
(measures resource-
use quantities, e.g., 

number of visits, 
hours of care, days  
of absence) [117] 

No total score 
range (records 

service utilisation 
and cost data) 

Normal range of S-
IgA (salivary) is 4-37  

ml/dL [142] 

Interpretation of score Severe [11] Severe More external 
locus of control 

(i.e., believing that 
external factors, 

rather than personal 
control, are more 

influential in 
substance use) 

Stronger therapeutic 
alliance between the 
client and therapist 

Greater 
interpersonal 

problems 

Not applicable  
(no scoring 

instrument) [117] 

Not applicable  
(no scoring 
instrument) 

Higher levels  
of salivary 

Immunoglobulins 
[142] 

Minimum clinically 
important difference 

SUD: none 
Depression:  

17.5% reduction59 [143] 

SUD: none 
Other populations: 

none 

SUD: none 
Other populations: 

none 

SUD: none 
Other populations: 

none 

SUD: none 
Other populations: 

none 

Not applicable  
(it is a cost-tracking 
tool, not a clinical 

outcome measure) 

Not applicable None/Not applicable 

Testing time (min) 10 [240] 12-15 [227] 5-10 5-10 5-10 15-30 (depending on 
the number of 

modules selected) 

20 [126] 
(interviews 

generally take 
longer than self-

reports) 

5-10 

                                                             
59 For “individuals with longer duration depression who had not responded to antidepressants”: 32% reduction [143] 
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Parameters: 
Mood-related 

parameters 

Psychological, 
psychiatric, physio-
logical and cognitive 

parameters 

Cultural,  
spiritual, and 

locus of control 
parameters 

Music-, therapist-, 
and treatment-

related parameters 
Socioeconomic  

and social parameters 
Biomedical 
parameters 

Measuring  
instruments: 

BDI  
[11, 12, 20, 21, 49] 

SCL-90-R  
[21] 

DRIE  
[12, 20, 21] 

HAQ(-II)  
[12, 20, 21] 

IIP-SC (IIP-32)  
[20, 49] PECUNIA-RUM CSRI 

Salivary Immuno-
globulin A Test [20, 49] 

Instrument user  
(e.g. self-assessment  
by service user, clinician-, 
performance reported) 

Self-reported [11] Self-reported [145] Self-reported Self-report  
(client and therapist 

complete it 
independently) 

Self-reported [235] Self-reported [117] Interviewer-
administered 

Laboratory test  
(by clinician) 

Costs and regulations  
for use 

Copyrighted and 
licensed [144],  

free to download (BDI,  
not BDI-II) 

Licensed [145],  
free to download 

Free to download Free to download Licensed [137] and 
free to download 

Free to use for non-
commercial research, 
but registration and 

adherence to the 
PECUNIA methodology 

are required  
(Open Access) 

Free to use Not applicable 

Note: If no references are stated, information is obtained from the downloaded tool itself.  

Abbreviations: BDI … Beck Depression Inventory. CSRI … Client service receipt inventory. DRIE … Drinking-Related Internal-External Locus of Control Scale. FU … follow-up.  
HAQ(-II) … (Revised) Helping Alliance Questionnaire for therapist and client. IIP-SC … Inventory of Interpersonal Problems: Short Circumplex form. NR … not reported.  
PECUNIA-RUM … ProgrammE in Costing, resource use measurement and outcome evaluatioN for Use in multi-sectoral National and International health economic evaluations –  
Resource Use Measurement Instrument. SCL-90-R … Symptom Checklist 90-R. S-IgA … Sectretory Immunglobulin A. SIgAD … selective Immunglobulin A Deficiency. 
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Literature search strategies 

Example: Search strategy for Medline via Ovid 

Search Name: Ovid MEDLINE(R) ALL <1946 to February 12, 2025> 

Search date: 13.02.2025 

ID Search 

1 exp Substance-Related Disorders/ (324922) 

2 (exp Amphetamines/ or exp Cannabis/ or exp Cocaine/ or exp "Designer Drugs"/ or exp Heroin/ or exp Methamphetamine/ or 
exp Narcotics/ or exp "Street Drugs"/ or (amphetamine* or drug* or poly?drug* or poly-drug* or substance* or cannabi* or 
cocaine or hash oil* or hashish or heroin or lsd or mari#uana or methadone or mdma or morphine or ecstasy or 
methamphetamine* or narcotic* or opioid* or opiate* or opium).mp.) adj3 ("use" or abuse* or addict* or dependen* or 
misuse).mp. (755089) 

3 exp Alcohol Drinking/ (81446) 

4 (alcohol* adj3 (abus* or addict* or consum* or dependen* or disorder* or drink* or excess* or misus* or problem*)).mp. (182965) 

5 1 or 2 or 3 or 4 (1021671) 

6 exp Music Therapy/ (4778) 

7 exp Music/tu [Therapeutic Use] (57) 

8 (music or sing or singing or song* or choral* or choir* or melod* or lyric*).mp. (54673) 

9 AMG.ti,ab. (2137) 

10 MLG.ti,ab. (985) 

11 6 or 7 or 8 or 9 or 10 (57793) 

12 5 and 11 (1350) 

13 limit 12 to (meta analysis or "review" or "systematic review") (160) 

14 (((comprehensive* or integrative or systematic*) adj3 (bibliographic* or review* or literature)) or (meta-analy* or metaanaly* or 
"research synthesis" or ((information or data) adj3 synthesis) or (data adj2 extract*))).ti,ab. or (cinahl or (cochrane adj3 trial*) or 
embase or medline or psyclit or (psycinfo not "psycinfo database") or pubmed or scopus or "sociological abstracts" or "web of 
science").ab. or ("cochrane database of systematic reviews" or evidence report technology assessment or evidence report 
technology assessment summary).jn. or Evidence Report: Technology Assessment*.jn. or ((review adj5 (rationale or 
evidence)).ti,ab. and review.pt.) or meta-analysis as topic/ or Meta-Analysis.pt. (843361) 

15 12 and 14 (64) 

16 13 or 15 (172) 

Total hits: 172 
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