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 Introduction 

 Clinicians’ beliefs about the nature of substance use 
disorders have been a signifi cant focus of North American 
research on addiction treatment. Such beliefs may infl u-
ence staff members’ perception of patients with substance 
use disorders (e.g., personality traits  [1] ), ability to use 
specifi c intervention techniques (e.g., motivational vs. 
confrontational interviewing  [2] ), and likelihood of con-
senting to particular treatment strategies (e.g., harm 
 reduction  [3] ). Beliefs are also associated with the charac-
teristics of staff members (e.g., age, education  [4] ) and of 
treatment programs (e.g., therapeutic orientation, work 
environment  [5] ). How staff members understand the na-
ture of substance use disorders may guide how they ap-
proach treatment and prevention, because the practical 
implications of different etiology models differ greatly  [6] . 
An instrument to assess such beliefs could be used for dif-
ferent purposes, including assessment of treatment integ-
rity (i.e., whether staff members’ beliefs are congruent 
with the treatment program’s stated philosophy) and eval-
uation of patient-therapist beliefs congruence  [6, 7] . How-
ever, most studies of staff beliefs have been conducted in 
North America, and therefore may not generalize to other 
societies. Accordingly, this paper presents the fi rst effort 
to assess the utility of a widely-used North American treat-
ment beliefs assessment instrument in another society, 
specifi cally the German-speaking part of Switzerland. 
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  Abstract 
 This paper presents the German version of the Short Un-
derstanding of Substance Abuse Scale (SUSS) [Hum-
phreys et al.: Psychol Addict Behav 1996;   10:   38–44], the 
Verständnis von Störungen durch Substanzkonsum 
(VSS), and evaluates its psychometric properties. The 
VSS assesses clinicians’ beliefs about the nature and 
treatment of substance use disorders, particularly their 
endorsement of psychosocial and disease orientation. 
The VSS was administered to 160 treatment staff mem-
bers at 12 substance use disorder treatment programs 
in the German-speaking part of Switzerland. Because the 
confi rmatory factor analysis of the VSS did not com-
pletely replicate the factorial structure of the SUSS, an 
exploratory factor analysis was undertaken. This analy-
sis identifi ed two factors: the Psychosocial model factor 
and a slightly different Disease model factor. The VSS 
Disease and Psychosocial subscales showed conver-
gent and discriminant validity, as well as suffi cient reli-
ability. 

 Copyright © 2005 S. Karger AG, Basel 

  
European

Addiction
cRe es ar h

 Dr. Franz Moggi
Universitätsklinik für Klinische Psychiatrie
Bolligenstrasse 111
CH–3000 Bern 60 (Switzerland)
Tel. +41 31 9309111, Fax +41 31 9309404, E-Mail moggi@puk.unibe.ch 

 © 2005 S. Karger AG, Basel
1022–6877/05/0114–0172$22.00/0 

 Accessible online at:
www.karger.com/ear 

D
ow

nloaded from
 http://karger.com

/ear/article-pdf/11/4/172/2697603/000086398.pdf by U
niversitÃ¤tsbibliothek Bern user on 21 June 2023



 Short Understanding of Substance Abuse 
Scale 

 Eur Addict Res 2005;11:172–179 173

 The  Short Understanding of Substance Abuse Scale  
(SUSS) is being used to measure treatment-related be-
liefs in a number of US research projects  [ e.g.,  8] . Hum-
phreys et al.  [7]  developed the SUSS as a modifi cation 
of Moyers and Miller’s  [1]   Understanding of Alcoholism 
Scale  (UAS). In their psychometric study with a sample 
of 170 addiction counselors and therapists, Moyers and 
Miller  [1]  identifi ed three subscales: Disease model be-
liefs refl ecting alcoholism as a progressive illness, Psy-
chosocial model beliefs refl ecting alcoholism as a mal-
adaptive learned behavior, and Heterogeneity model 
beliefs refl ecting patients with alcoholism as a diverse 
population. 

 Humphreys et al.  [7]  changed the wording of UAS 
items to make them apply to drugs as well as alcohol, re-
duced the number of items from 41 to 19, and provided 
stronger validation information for the instrument. The 
SUSS subscales assess beliefs in three domains:  Disease 
model  beliefs refl ect the view that alcohol and drug
dependence are primary, progressive, and incurable ill-
nesses that can only be arrested by life-long abstinence. 
Rather than a maladaptive learned behavior, substance 
dependence is considered as a physical disease caused in 
part by a hereditary biological vulnerability and neural 
changes produced by chronic substance abuse. The Dis-
ease model approach represents a comprehensive treat-
ment concept that encompasses biological, psychological, 
social, and spiritual dimensions of substance use disor-
ders. Treatment is essentially based on the methodology 
of the 12 steps of Alcoholic Anonymous (AA/12-step): 
education (i.e., self-understanding, skill training, attitu-
dinal change), therapy (i.e., emotional confl icts impeding 
change, coping with negative emotions), and self-help 
group (i.e., common motivational effort, support for on-
going change  [9] ). 

  Psychosocial model  beliefs endorse the view that sub-
stance dependence is a learned behavior shaped by the 
cultural, social and familial background. The Psychoso-
cial model emphasizes the reinforcing properties of sub-
stances as central to the acquisition and maintenance
of substance use disorders. Based theoretically on learn-
ing principles, the Psychosocial model approach encom-
passes a broad array of interventions, from comprehen-
sive functional analysis of substance use to contingency 
management and cue exposure to cognitive-behavioral 
interventions such as modifying dysfunctional cognitions 
and training of relapse prevention and coping skills 
 [10] . 

 Finally,  Eclectic model  beliefs hold that patients with 
substance dependence are diverse with respect to biolog-

ical, psychological, and social characteristics. As would 
be expected, this model does not imply a specifi c treat-
ment approach but a fl exibility attitude about which in-
tervention will work for each patient. 

 Disease model beliefs and the Psychosocial model 
beliefs subscales correspond to the two dominant con-
ceptualization of etiology and nature of substance de-
pendence: the Disease model subscale, emphasizing sta-
ble physiological factors (e.g., genetic predisposition), 
and the Psychosocial model subscale, emphasizing so-
cial and environmental factors (e.g., social learning pro-
cesses). The meaning of the Eclectic model subscale, 
which had less impressive psychometric characteristics 
in Moyers and Miller’s  [1]  and Humphreys et al.’s  [7]  
studies, is less clear, but it seems to refl ect a fl exible ap-
proach to understanding and treating substance use dis-
orders. 

 Humphreys et al.  [7]  presented a psychometric study 
of the SUSS, in a national survey of 382 US substance 
use disorder treatment staff (return rate 86%). The reli-
ability of the SUSS was supported by it having internal 
consistencies with r = 0.78 for the Disease model sub-
scale, r = 0.75 for Psychosocial model subscale, and r = 
0.61 for the Eclectic model subscale. Validity was sup-
ported by a confi rmatory factor analysis, largely replicat-
ing Moyers and Miller’s  [1]  initially identifi ed UAS struc-
ture. Further, professions differed signifi cantly on their 
endorsement of each scale. Most notably, psychologists 
differed from all other professions in their much stronger 
endorsement of psychosocial beliefs and lower endorse-
ment of disease model beliefs. 

 The work of the US researchers studying the UAS and 
SUSS has been helpful in improving measurement of staff 
members’ beliefs about the nature and treatment of sub-
stance use disorders. We expand their work by assessing 
aspects of the validity and reliability of the German ver-
sion of the SUSS, the  Verständnis von Störungen durch 
Substanzkonsum  ( VSS ). In particular, we test whether the 
factorial structure for the VSS is the same as that of the 
SUSS. Furthermore, we compare our fi ndings with the 
results of Humphreys et al.  [7]  and Moyers and Miller  [1]  
to explore similarities and differences in Swiss and US 
staff members’ understanding of substance use disorders. 
We hypothesize that Swiss staff members will also make 
a distinction between the different model beliefs and that 
validity and reliability indices are similar for the VSS as 
for the SUSS. 
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   Materials and Methods 

 Sample 
 All staff members who had contact with patients (n = 233) at 12 

inpatient substance use disorder treatment programs in the Ger-
man-speaking part of Switzerland were asked to participate; 160 
(68.7%) staff members agreed. The sample was almost evenly di-
vided by gender (53.1% female, 46.9% male). Respondents aver-
aged 42.2 years of age (SD = 8.4 years), 16.7 years of education
(SD = 3.7 years), 6.6 years of experience in treating patients with 
substance use disorders (SD = 5.9 years), and 15.3 weekly hours of 
patient contact (SD = 8.8 h). Most (71.7%) worked full-time or 
nearly full-time, with remainder being employed 80% time or 
less. 

   Procedure 
 To ensure a correct translation of the SUSS into German, it was 

translated from English by a native German-speaking PhD-level 
psychologist and then back-translated by a native English-speaking 
PhD-level psychologist. When differences occurred between the 
original and back-translated English versions, VSS items were re-
vised and adapted accordingly. The response format was the same 
as used by Moyers and Miller  [1]  and Humphreys et al.  [7] , with 
respondents rating statement refl ecting each substance use disorder 
model from 0 (strongly disagree) to 4 (strongly agree). 

 Staff members who consented to participate completed a survey 
that included the VSS, as well as the  Drug and Alcohol Treatment 
Inventory  (DAPTI  [11] ), an instrument that assesses programs’ em-
phasis on treatment approaches. Four approaches were measured: 
(a)  AA/12-step  treatment orientation (Cronbach’s  �  = 0.81) that 
emphasizes goals and activities such as helping patients accept that 
they are powerless over abused substances and working through the 
12 steps; (b)  cognitive-behavioral  treatment orientation (Cronbach’s 
 �  = 0.83) that emphasizes developing confi dence in coping with 
high-risk situations for relapse and on helping patients identify al-
ternative responses to using substances; (c)  therapeutic community  
treatment orientation (Cronbach’s  �  = 0.55) that emphasizes on 
accepting personal responsibility for decisions and actions and on 
assigning patients chores or duties as a part of treatment; (d)  reha-
bilitation  treatment orientation (Cronbach’s  �  = 0.73) that empha-
sizes on developing better work habits and on acquiring job skills. 
With one exception, the correlations between the four scales were 
highly signifi cant, ranging from r = 0.47 to r = 0.59, p  !  0.001. 
Treatment community and rehabilitation orientation were not re-
lated to each other (r = 0.003, p  1  0.05). The same procedure as for 
the SUSS was carried out to translate DAPTI into German. 

   Results 

 Validity 
  Factorial Structure.  Following the same procedures as 

Humphreys et al.  [7]  and Moyers and Miller  [1] , we as-
sessed a three-factor structure solution for the VSS, using 
the confi rmatory factor analysis (CFA) provided by the 
statistical program AMOS 4.01  [12] . CFA is a kind of 
structural equation modeling (SEM), describing relation-

ships between variables  [13] . We used the maximum like-
lihood estimation (MLE), the most common estimation 
method for SEM. Based on maximizing the probability 
or likelihood, MLE makes estimates that the observed 
covariance matrix is drawn from a population assumed 
to be the same as that refl ected in the coeffi cient esti-
mates. MLE develops estimates which have the greatest 
chance of reproducing the observed data. In this study, 
CFA provides means of determining whether the VSS 
sample data set is consistent with the predefi ned factor 
structure of the SUSS tested by Humphreys et al.  [7]  in 
accordance to Moyers and Miller  [1] . The structure was 
tested by fi tting the three-factor model in which Psycho-
social model items loaded on a Psychosocial factor (load-
ing = 0.6) but not on the other two factors (0.0). The Dis-
ease model and the Eclectic model items were modeled 
to load positively on their own factor (0.6) and weakly 
negative on each other (–0.3). 

 The results did not provide support for the hypothe-
sized structure: The goodness-of-fi t index (GFI) was 
0.781, the adjusted goodness-of-fi t index (AGFI) was 
0.752, and the root mean square error of approximation 
(RMSEA) was 0.093. The three indexes indicated that the 
data did not fi t to the three-factor model, given the  �  2 -fi t 
index is signifi cant,  �  2  (168, n = 157) = 401.30, p  !  0.01. 
The  �  2 -fi t index tests whether an unconstrained model fi ts 
the covariance matrix as well as the predefi ned model. If 
the  �  2  value is signifi cant, the model will be rejected as 
not being a good fi t with the data. 

 Because the CFA did not confi rm the SUSS factorial 
structure, an exploratory factor analysis (EFA) with  �  ex-
traction and oblique rotation procedure was calculated 
provided by the Statistical Program for the Social Sci-
ences, Version 11.0  [14] . The  �  extraction method is spe-
cifi cally designed to be used in scale construction and 
testing. It minimizes the estimation of covariance in the 
correlational matrix to avoid distortion of results on fu-
ture administrations of the test. Oblique rotation allows 
for correlation of emerging factors in the correlation ma-
trix. The same procedures were used by Humphreys et al. 
 [7]  and Moyers and Miller  [1] . Three factors were select-
ed using the scree test  [15] . The EFA yielded the Psycho-
social model as proposed by Humphreys et al.  [7]  in the 
SUSS and the Disease model factor reduced by one SUSS 
Disease model item and expanded by one SUSS Eclectic 
model item ( table 1 ). A third factor was only represented 
by one item reaching the factor loading criteria of  6 40. 
Six items did not meet the loading criteria on any factor. 
Thus, these items and that item of the third factor were 
not included in subsequent analyses. The Disease model 
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Table 1. Mean, standard deviation (SD), item-total correlation (rit), and factor loading for each VSS and SUSS item respectively

Itema Mean SD rit Factor 
loading

Disease model subscale (range 0–28) 8.42 5.05 – –
Every alcoholic and addict must accept that he or she is powerless over alcohol and drugs, and can never drink or use again. (D)b 
Jeder Alkoholiker oder Süchtige muss akzeptieren, dass er oder sie hilfl os dem Alkohol, den Medikamenten oder den Drogen 
ausgeliefert ist, und niemals wieder trinken, Medikamente einnehmen oder Drogen konsumieren kann.

1.42 1.14 0.64 0.72

There are only two possibilities for an alcoholic or drug addict – permanent abstinence or death. (D)
Es gibt nur zwei Möglichkeiten für einen Alkoholiker oder Süchtigen – dauernde Abstinenz oder den Tod. 

0.61 0.91 0.63 0.69

Every alcoholic or addict is one drink or one hit away from a total relapse. (D)
Jeder Alkoholiker oder Süchtige ist nur einen Drink, ein Medikament oder einen Schuss vom völligen Rückfall entfernt.

1.20 1.13 0.62 0.64

If an alcoholic or addict is sober or straight for fi ve years, and then starts drinking or using drugs again, he or she is right back 
where he or she left off in the development of the disease. (D)
Wenn ein Alkoholiker oder Süchtiger während fünf Jahren trocken oder sauber gewesen ist und er wieder mit Trinken oder dem 
Konsum von Medikamenten oder Drogen beginnt, dann ist er wieder dort, wo er durch Abstinenz die Krankheitsentwicklung 
gestoppt hat. 

1.09 1.07 0.51 0.63

If an alcoholic has a drink, or if an addict takes a hit, they lose control and are unable to stop from getting drunk or high. (D)
Wenn ein Alkoholiker einen Drink hat, ein Medikamentenabhängiger ein Medikament nimmt oder wenn ein Drogensüchtiger 
einen Schuss setzt, dann werden sie die Kontrolle verlieren und unfähig sein, nicht betrunken oder high zu werden.

1.00 1.00 0.47 0.62

Once a person is an alcoholic or addict, he or she will always be an alcoholic or an addict. (D)
Ist eine Person einmal Alkoholiker oder süchtig, wird er/sie es immer bleiben.

1.87 1.29 0.43 0.45

Usually if alcoholics and addicts fail to recover in AA/NA or in treatment, it is because they are unmotivated and in denial. (E)
Wenn sich Alkoholiker oder Süchtige trotz Behandlung oder Teilnahme an einer Selbsthilfegruppe nicht verbessern, liegt das 
gewöhnlich daran, dass sie unmotiviert sind und ihr Problem verleugnen.

1.22 1.00 0.38 0.42

Psychosocial model subscale (range 0–20) 12.25 3.60 – –
A person’s environment plays an important role in determining whether he or she develops alcoholism or drug addiction. (P)
Die persönliche Umwelt spielt eine wichtige Rolle, ob eine Person Alkoholismus oder eine Sucht entwickelt.

2.78 0.93 0.65 0.74

Alcoholism and drug addiction are caused, in part, by growing up in a dysfunctional family. (P)
Alkoholismus und Sucht sind zum Teil durch das Aufwachsen in einer nicht funktionierenden Familie verursacht.

2.09 0.98 0.61 0.70

Alcoholism and drug addiction are caused, in part, by what one learns about alcohol and drugs and the drinking/drug use 
patterns of one’s family and friends. (P)
Alkoholismus oder Sucht sind zum Teil dadurch verursacht, was eine Person über Alkohol, Medikamente und Drogen lernt und 
wie damit in der Familie und im Freundeskreis umgegangen wird.

2.27 1.07 0.55 0.66

The society or culture in which one grows up has a signifi cant infl uence on whether or not one becomes an alcoholic or 
addict. (P)
Die Gesellschaft oder Kultur, in der jemand aufwächst, hat einen bedeutenden Einfl uss, ob jemand ein Alkoholiker oder ein
Süchtiger wird.

2.18 1.04 0.46 0.56

A person can develop alcoholism or drug addiction because of underlying psychological problems. (P)
Menschen können aufgrund psychologischer Probleme Alkoholismus oder eine Sucht entwickeln.

2.92 0.97 0.45 0.57

Items not reaching factor loading criterion of >0.40 – – – –
People can be born addicts or alcoholics. (D)
Es gibt Leute, die sind als Alkoholiker oder Süchtige geboren.

0.39 0.69 – –

Denial is part of the personality of the alcoholic or drug addict. (E)
Verleugnung ist Teil der Persönlichkeit von Alkohol-, Medikamenten- oder Drogensüchtigen.

2.22 1.17 – –

There are ‘problem drinkers’ who have signifi cant problems with alcohol, but who are not alcoholic. (E)
Es gibt «Problemtrinker», die mit Alkohol bedeutende Probleme haben, aber keine Alkoholiker sind.

1.45 1.24 – –

Alcoholics and drug addicts have a distinct set of personality traits by which they can be identifi ed. (E)
Alkoholiker und Süchtige weisen typische Persönlichkeitsmerkmale auf, an denen man sie erkennen kann.

1.26 1.00 – –

Alcoholics and drug addicts who are forced into treatment do just as well as those who come into treatment on their own. (E)
Alkoholiker oder Süchtige, die gezwungen werden, eine Behandlung zu absolvieren, verbessern sich genau so gut wie diejenigen, 
die freiwillig eine Behandlung machen.

0.99 0.95 – –

Except for detoxifi cation, alcoholics and addicts should never be given psychiatric medication such as anti-depressants,
lithium, or anti-anxiety drugs. (E)
Ausser während der Entgiftung sollte Alkoholikern oder Süchtigen niemals Psychopharmaka gegeben werden wie Antidepressiva, 
Lithium oder Anxiolytika.

0.47 0.86 – –

If an alcoholic or addict isn’t motivated, there is not much you can do to help him or her.c (E)
Wenn ein Alkoholiker oder ein Süchtiger nicht motiviert ist, gibt es nicht viel, was man tun könnte, um ihm/ihr zu helfen.

2.11 1.19 – –

VSS = Verständnis von Störungen durch Substanzkonsum; SUSS = Short Understanding of Substance Abuse Scale (from Humphreys et al. [7], with per-
mission).

a English version of items in the SUSS and their German version in the VSS.
b The letter in parentheses indicates on which factor the VSS item loaded in the SUSS; D = Disease model, P = Psychosocial model, E = Eclectic model.
c Only item representing the third factor that was not used for subsequent analyses (factor loading = –0.43).
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factor had an eigenvalue of 3.6 and the Psychosocial mod-
el factor 2.2. In  table 1 , each item, mean, standard devia-
tion, factor loading, and item-total correlation are pre-
sented. The Kolmogorov-Smirnov test revealed that the 
distributions of the two scales are normal (Disease mod-
el scale: z = 1.31, p  1  0.05; Psychosocial model scale: z = 
1.17, p  1  0.05). The correlation between the two scales 
was not signifi cant, r = 0.13, p  1  0.05. 

  Convergent Validity.  Humphreys et al.  [7]  found dif-
ferences in SUSS scale scores for different staff disciplines 
(e.g., psychiatry, psychology) and different educational 
levels, supporting the assumption that type and amount 
of professional training relate to beliefs about substance 
use disorders and their treatment. Accordingly, we com-
pared four common occupations: medical doctors (n = 
23), psychologists (n = 36), counselors (n = 70), and
nurses (n = 31). Data from individuals in less common 
positions (e.g., chaplains, work study students, secretar-
ies) are not included here so as to optimize clinical rele-
vance and maximize statistical power. A univariate anal-
yses of variance showed signifi cant differences across oc-
cupations for the Psychosocial model subscales, F (3, 149) 
= 3.13, p  !  0.05. Tukey’s honestly signifi cant differences 
procedure was used to conduct multiple comparisons 
among  staff disciplines . The only signifi cant difference 
was that psychologists signifi cantly scored higher (M = 
13.27) than nurses (M = 10.61) on the Psychosocial mod-
el subscale, p  !  0.05. 

 Using weighted Pearson correlation analyses to con-
trol differences in sample sizes of occupational groups, 
subscale scores were correlated with  years of education 
 and  years of experience.  Psychosocial model beliefs were 
positively (r = 0.30, p  !  0.01) related to higher levels of 
education and were negatively related to years of experi-
ence (r = –0.23, p  !  0.01). 

 VSS scores were also correlated with coworkers’ rat-
ings of  treatment goals and activities , as measured by two 
DAPTI scales (i.e., AA/12-step and cognitive-behavioral 
goals and activities). For each respondent, a score indicat-
ing the degree to which AA/12-step and cognitive-behav-
ioral goals and activities were emphasized in his or her 
program, was generated by averaging scores on these 
scales for all study participants who worked in the same 
program. Disease model beliefs were more strongly en-
dorsed by staff working in treatment programs which em-
phasized AA/12-step goals and activities (r = 0.27, p  !  
0.01). No signifi cant correlation was found between the 
Psychosocial model subscale and working in treatment 
programs that emphasized cognitive-behavioral goals 
and activities. In addition, Disease model beliefs were 

positively associated with  posttreatment goals  such as ab-
stinence from alcohol (r = 0.24, p  !  0.01), from not pre-
scribed medication (r = 0.22, p  !  0.01), from cannabis
(r = 0.22, p  !  0.01), and from other illegal drugs (e.g., 
heroin, cocaine; r = 0.22, p  !  0.01) and negatively associ-
ated with controlled drinking (r = –0.31, p  !  0.01). For 
these goals, no signifi cant correlations were found with 
Psychosocial model beliefs. 

  Discriminant Validity.  To assess the discriminant va-
lidity, two other DAPTI subscales were used to measure 
program aspects which are not supposed to be associated 
with the Disease model or Psychosocial model beliefs. 
For these two subscales, therapeutic community orienta-
tion (e.g., assigning chores and duties as a part of treat-
ment) and rehabilitation orientation (e.g. developing bet-
ter work habits and job skills), a program-specifi c score 
was generated with the same procedure as for the AA/12-
step and cognitive-behavioral goals and activities scales. 
Neither Disease model beliefs nor Psychosocial beliefs 
were related to programs’ therapeutic community or re-
habilitation orientation, yielding nonsignifi cant correla-
tions of r = –0.05 and r = 0.14 respectively, p  1  0.05. 

   Reliability 
 We computed internal consistency reliability esti-

mates for the VSS Disease model and the Psychosocial 
model subscales and compared them with those of the 
SUSS reported by Humphreys et al.  [7] . The internal con-
sistencies of the VSS Disease model and the Psychosocial 
model were equal in size to their SUSS counterparts 
( table 2 ). 

   Discussion 

 In this study, we expanded on the contribution of Moy-
ers and Miller  [1]  and Humphreys et al.  [7]  by investigat-
ing the validity and reliability of a German language mea-

Table 2. Comparison of the internal consistency of the SUSS and 
VSS

VSS subscale SUSS α VSS α

Disease model 0.78 0.79
Psychosocial model 0.77 0.77

SUSS = Short Understanding of Substance Abuse Scale; VSS = 
Verständnis von Störungen durch Substanzkonsum.
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sure of staff beliefs about substance use disorders, the 
VSS, and comparing the results with those of the SUSS. 
Like US counterparts, Swiss staff members of substance 
use disorder treatment programs make a clear distinction 
between the two dominant conceptualizations of sub-
stance dependence, the Disease model and the Psychoso-
cial model. 

 However, the three-factor structure of the UAS speci-
fi ed by Moyers and Miller  [1]  and of the SUSS specifi ed 
by Humphreys et al.  [7]  did not have adequate fi t in the 
current Swiss data set using CFA. Thus, the SUSS devel-
oped in the USA may not be applied as it is in Switzer-
land. Swiss professionals might emphasize different as-
pects of etiology of substance dependence that were not 
included in the VSS. More items should be added to ob-
tain more comprehensive scales and tested in further re-
search on the development of the VSS. Nevertheless, our 
EFA revealed a concurrent Psychosocial model factor 
and just a slightly different Disease model factor. That 
item assigned to the SUSS Eclectic model subscale origi-
nally was a UAS Disease model item in the article of Moy-
ers and Miller  [1] , and so it proved to be for the VSS. 
Thus, we can at least have some confi dence in the  con-
struct validity  of these two VSS subscales. 

 No Eclectic model factor was found in the Swiss data 
set. This is less suggestive of a cultural difference than it 
might at fi rst appear, because the validity and reliability 
of the Eclectic model factor was not highly persuasive as 
in the work of Moyers and Miller and Humphrey et al., 
leading these research groups to recommend further as-
sessment of the Eclectic model scale rather than its un-
questioned application in new contexts. Humphreys et al. 
 [7]  argued that the Eclectic model subscale taps a general 
style of approaching treatment more than a specifi c and 
consistent theoretical model per se like the Disease and 
the Psychosocial model subscales. Further studies might 
include more specifi c items that represent patients’ het-
erogeneity and staffs’ treatment eclecticism. In some 
studies, it may also be preferable simply to drop the Eclec-
tic model scale and focus instead on the two scales with 
strong psychometric characteristics. 

 The  convergent validity  of the two VSS scales was mod-
erately supported by their relating to variables with which 
valid measures of staff beliefs should vary (e.g., educa-
tion, treatment goals and activities). For example, the 
analysis of the VSS scores across  occupations  was intend-
ed to provide support for the instrument’s validity. As 
expected from the previous US study of Humphreys et 
al.  [7] , Disease model beliefs were similarly endorsed by 
staff members across occupations, demonstrating the 

prevalence of the Disease model in substance use disorder 
treatment programs in the German-speaking part of Swit-
zerland. Psychologists also showed higher endorsement 
of Psychosocial model beliefs than nurses. Unlike in the 
US study, no difference was found between psychologists 
and psychiatrists/physicians, suggesting that both groups 
adhere similarly to the Psychosocial model. Because half 
of the medical doctors were psychiatrists, they encoun-
tered psychosocial concepts in their professional training 
and may be familiar with them. Consistently, more  years 
of education  were associated with stronger Psychosocial 
model beliefs in the Swiss and the US samples, refl ecting 
longer and more intensive professional training in this 
model for medical doctors and psychologists than for 
counselors and nurses. 

 In the Swiss sample, fewer  years of experience  working 
in the substance use disorder treatment fi eld was associ-
ated with stronger Psychosocial model beliefs. Early in 
their career as addiction treatment professionals, clini-
cians seem more likely to believe that substance use dis-
orders are caused by psychosocial conditions and learned 
behavior and can be treated accordingly. Perhaps with 
repeated experience with patient relapses and re-hospi-
talizations, staff members give less credence to the Psy-
chosocial model. A non-competing explanation is that 
psychosocial learning models have become more infl uen-
tial in recent decades, and more recent graduates of train-
ing programs have been exposed to them more exten-
sively than have individuals whose training occurred at 
an earlier time. 

 A further index of convergent validity is the relation-
ship between staff beliefs and  treatment goals and activi-
ties . The Disease model beliefs scale was positively re-
lated to AA/12-step goals and activities including post-
treatment goals of abstinence instead of controlled 
substance use. This result confi rms the traditionally 
strong relationship between Disease model and AA/12-
step treatment orientation  [9] . In both the USA and Swit-
zerland, strong Disease model beliefs result in concordant 
treatment goals and activities. 

 In contrast to the work of Humphreys et al.  [7] , there 
was a positive association between Disease model and 
cognitive-behavioral treatment orientation. This suggests 
greater integration of cognitive-behavioral and AA/12-
step interventions in Swiss than in US substance use dis-
order treatment programs. 

 Psychosocial model disease beliefs were not related to 
cognitive-behavioral goals and activities. Staff members’ 
personal understanding of substance use disorders may 
differ from their programs’ goals and activities, suggest-
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ing possible diffi culties in realizing optimal treatment 
implementation and integrity. However, while the items 
of the Disease model subscale describe rather specifi c 
concepts and behavior of substance dependence, the 
items of the Psychosocial model subscale describe more 
general and abstract learning principles. The latter might 
be more diffi cult to associate with specifi c treatment goals 
and activities. In a further step of development of the 
scale, the items of the Psychosocial model subscale might 
be reformulated to tap more specifi c concepts. 

 Support of  discriminant validity  is provided by the 
fi nding that Disease model and Psychosocial model be-
liefs are not related with two DAPTI treatment orienta-
tion measures. Treatment community orientation and 
rehabilitation orientation are sensibly not related to the 
two dominant conceptualization of substance depen-
dence. Interventions such as accepting responsibility for 
decisions and action, assigning chores and duties to the 
patient, or developing better work habits and job skills 
are more general aspects of specifi c treatments than a part 
of understanding of substance use disorders. 

 In terms of  reliability,  the two VSS subscales’ internal 
consistencies were satisfactory and similar to their SUSS 
counterparts in the US study  [7] . Interestingly, the VSS 
Disease model subscale differs from the corresponding 
SUSS subscale by two items. This change may refl ect a 
peculiarity of beliefs of Swiss staff members who evaluate 
patients’ motivation for treatment higher than possible 
hereditary biological vulnerability to substance depen-
dence. 

 Two cautions should be noted. First, the scale con-
struction process is not fi nished. The CFA did not support 
the factorial structure of the Swiss version of the SUSS. 
Despite some positive results of the EFA, further evalu-
ation of the psychometric properties of the VSS may be 
warranted because some of the statistical indices support-
ing the validity and reliability in this study, though sta-
tistically signifi cant, were of small magnitude. These re-
sults suggest that the Swiss professionals emphasize dif-
ferent aspects of the nature of substance dependence. 
Thus, the scales should be expanded by additional items 
that include such aspects and that can be tested for scale 
construction purposes. Second, Swiss staff members 
make a clear distinction between the Disease and Psycho-
social model as in the USA. However, our results suggest 
a more integrative treatment approach in Swiss substance 
use disorder programs than in US programs. Thus, more 
adherence to one of the two dominant conceptualizations 
of the  nature  of substance use disorders does not neces-
sarily need to be associated with the theoretically corre-

sponding  treatment  of substance dependence. At least in 
the German-speaking part of Switzerland, the emphasis 
seems to be on the integration of AA/12-step and cogni-
tive-behavioral interventions in one program. 

 As Humphreys et al.  [7]  mentioned for the SUSS and 
as we elaborated in our introduction, there are many po-
tential applications of a measure of staff beliefs. One ap-
plication on which we expect to soon have data is wheth-
er patients change their beliefs during treatment in ways 
consistent with different treatment philosophies (e.g., 
AA/12-step vs. cognitive-behavioral treatment). Specifi -
cally, we are fi nishing a Swiss multisite study, in which 
664 patients in a 3-month inpatient program for sub-
stance use disorders completed the VSS at admission and 
discharge  [16] . If we can demonstrate specifi c changes 
during treatment in patients’ understanding of nature of 
substance use disorders depending on programs’ view-
points of substance use disorder, it would suggest the VSS 
can be a useful monitor of treatment progress on proximal 
outcomes that may translate into longer term remission 
of substance abuse. 

   Acknowledgments 

 The authors thank John W. Finney for helpful comments on an 
earlier draft of the manuscript and Netkey Safi  for statistical assis-
tance. We also thank the staff of the 12 treatment programs who 
participated in this study. This work has been elaborated in the 
network MPS and is dedicated to Meinrad Perrez. 

 This research project has been supported by the Swiss National 
Science Foundation (Grant 32-58803.99) and the University Hos-
pital of Clinical Psychiatry, Berne. Keith Humphreys was support-
ed by the US Department of Veterans Affairs Mental Health Stra-
tegic Healthcare Group.     

D
ow

nloaded from
 http://karger.com

/ear/article-pdf/11/4/172/2697603/000086398.pdf by U
niversitÃ¤tsbibliothek Bern user on 21 June 2023



 Short Understanding of Substance Abuse 
Scale 

 Eur Addict Res 2005;11:172–179 179

 References 

  1 Moyers TB, Miller WR: Therapist conceptual-
izations of alcoholism: Measurement and im-
plications for treatment decisions. Psychol Ad-
dict Behav 1993;   7:   238–245. 

  2 Schneider RJ, Casey J, Kohn R: Motivational 
versus confrontational interviewing: A com-
parison of substance abuse assessment prac-
tices at Employee Assistance Programs. J Be-
hav Health Serv Res 2000;   27:   60–74. 

  3 Ogborne AC, Birchmore-Timney C: Support 
for harm-reduction among staff of specialized 
addiction treatment services in Ontaria, Can-
ada. Drug Alcohol Rev 1998;   17:   51–58. 

  4 Humphreys K, Noke JM, Moos RH: Recover-
ing substance abuse staff members’ beliefs 
about addiction. J Subst Abuse Treat 1996;   13:  

 75–78. 
  5 Moos RH, Moos BS: The staff workplace and 

the quality and outcome of substance abuse 
treatment. J Stud Alcohol 1998;   59:   43–51. 

  6 Miller WR, Hester RK: Treating alcohol prob-
lems. Toward an informed eclecticism; in Hes-
ter RK, Miller WR (eds): Handbook of Alco-
holism Treatment Approaches, ed 3. Boston, 
Allyn & Bacon, 2003, pp 1–12. 

  7 Humphreys K, Greenbaum MA, Noke JM, 
Finney JW: Reliability, validity, and norma-
tive data for a short version of the Understand-
ing of Alcoholism Scale. Psychol Addict Behav 
1996;   10:   38–44. 

  8 Moos RH, Finney JW, Ouimette PC, Suchin-
sky RT: A comparative evaluation of substance 
abuse treatment. I. Treatment orientation, 
amount of care, and 1-year outcome. Alcohol 
Clin Exp Res 1999;   23:   529–536. 

  9 Sheehan T, Owen P: The disease model; in Mc-
Crady BS, Epstein EE (eds): Addictions. A 
Comprehensive Guidebook. New York, Ox-
ford University Press, 1999, pp 268–286. 

 10 Carroll KM: Behavioral and cognitive behav-
ioral treatments; in McCrady BS, Epstein EE 
(eds): Addictions. A Comprehensive Guide-
book. New York, Oxford University Press, 
1999, pp 250–267. 

 11 Swindle RW, Peterson KA, Paradise MJ, Moos 
RH: Measuring program treatment orienta-
tion: The Drug and Alcohol Program Treat-
ment Inventory. J Subst Abuse 1995;   7:   61–78. 

 12 Arbuckle JL, Wothke W: AMOS 4.0. User’s 
Guide. Chicago, Small Waters Corp, 1995–
1999. 

 13 Bentler PM: Multivariate analysis with latent 
variables: Causal modeling. Annu Rev Psychol 
1980;   31:   419–456. 

 14 Statistical Program for the Social Sciences: 
SPSS Base 11.0 User’s Guide. Package. Chi-
cago, SPSS Inc, 2002. 

 15 Cattell RB: The scree test for the number of 
factors. Multivariate Behav Res 1966;   1:   245–
276. 

 16 Moggi F, Giovanoli A: Substance Use Disorder 
Treatment Evaluation: A Prospective Multi-
site Study of Relationship among Psychiatric 
Severity, Treatment Type and One-Year Out-
come. Bern, University Hospital of Clinical 
Psychiatry, 2004. 

  

D
ow

nloaded from
 http://karger.com

/ear/article-pdf/11/4/172/2697603/000086398.pdf by U
niversitÃ¤tsbibliothek Bern user on 21 June 2023


	1

