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Abstract 
Most Finnish substance abuse therapists are women, while the majority of clients are men. This study explores the 
gender-based differences in the therapeutic alliance, retention in therapy and outcomes between female therapists (N = 30) 
and their clients (N = 296, women 101, men 195) in outpatient treatment. Female clients were more likely to want a female 
therapist, whereas men did not express such preferences. The clients’ estimation of the therapeutic alliance differed at the 
first visit: female clients estimated it to be better than did men. The therapists’ estimations were not connected to client’s 
gender. The combination of a female therapist and a female client predicted a better therapeutic alliance during treatment, 
but there were no differences between male and female clients in long-term outcomes. The findings suggested that clients 
received treatment of the same quality regardless of their gender. 
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1 Introduction 
Gender is one of the factors with bearing on the success of substance abuse treatment. Therapists in substance abuse 
treatment in Finland are predominantly female, while their clients are predominantly men. This is often the case in social 
work among different client groups [1] and internationally in the caring professions in general. In spite of this, very little 
research has addressed the significance of both client’s and therapist’s gender in substance abuse treatment. Internationally 
the topic has received slightly more attention [2-4] although gender has largely emerged in substance abuse research only 
since the 1990s [5]. However, research on gender has almost always been conducted in the Anglo-American countries. 
Might research on Nordic treatment practices yield different findings? Differences between the genders in terms of their 
treatment experience, consumption, related problems, social situation and life domain have been studied in the Nordic 
countries [6]. To the best of our knowledge studies on the effect of gender on treatment outcome have not been conducted in 
the more gender-equal Nordic countries. Indeed, this is an understudied area worldwide and the results so far have been 
inconsistent [7]. In this study we focus on whether female therapists are more successful in helping women or men as their 
clients in outpatient substance abuse treatment. In this context, we also try to ascertain the effect of matching gender 
(between therapist and client) on the treatment. 

Problems with substance abuse continue to be perceived as a problem of men [8, 9], although recent decades have witnessed 
an increase in substance abuse among women [10]. In many respects Finland follows the same path as the other western 
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countries. Due in part to the gender structure of the clientele, the implementation of gender-sensitive practices in substance 
abuse treatment has been relatively slow. Like Greenfield and Pirard [11], we perceive gender-sensitivity to refer to 
practices in substance abuse treatment which have not been specifically designed for representatives of a given gender but 
which nevertheless take special features of the client’s gender into consideration. The definition of the concept gender is 
based on the assumption that while the concept of sex focuses on biological differences between men and women, gender 
also includes the notion of male and female traits and behaviours that are culturally defined [7]. This is a multilayered 
context and as such it has to be taken into account, because in the treatment situation the client is encountered with diverse 
expectations over and above being a man or a woman in a biological sense. Therefore, in this article we use the term 
gender instead of sex.  

In this study we understand social work and therapy work in Finnish substance abuse treatment system to be similar to 
each other. The literature reviewed here likewise comes from different directions; the original studies use both these terms 
depending on their focus group. Therefore, the terms social work and therapy work are used interchangeably. Similarly, 
occupational terms like social worker and therapist are used in the background section. Empirically, this study investigates 
therapists. 

In social work the importance of gender-sensitivity, responding to the needs of both men and women, has been recognized 
internationally and research has described treatment practices taking gender into consideration [11]. In Finland 
gender-specific social work has not gained a similar footing [12, 13]. There are indeed services in Finland intended 
specifically for women (i.e. groups and treatment units). There has also been an attempt to lower the threshold of entering 
treatment by providing services which support treatment seeking in various life situations and in spite of family 
responsibilities. There are more practices catering explicitly for clients’ gender in institutional substance abuse treatment 
than in treatment in the community. In outpatient treatment clients of different genders are at a superficial level offered the 
same kinds of treatment, generally individual therapy. However, the content may (implicitly) be different with regard to 
gender. 

Matching of therapy methods and clients’ characteristics has produced almost no results [14-17]. Instead, matching focusing 
on objective characteristics like gender and ethnicity has produced more promising results [18], but matching in this area, 
too, has produced somewhat mixed results [19]. These indicate that treatment methods are not fully able to respond to the 
special needs of different clients. It has been suggested that common factors are considerably more important for the 
outcome than the treatment methods in both psychotherapy and substance abuse treatment [20-24]. Taking into account the 
client’s personal characteristics in treatment planning and provision is deemed relevant [25, 26]. 

The therapeutic alliance between client and therapist is deemed to be among the most significant factors with bearing on 
treatment outcome [27]. Therapist and client form a therapeutic dyad and both are considered responsible for its constitution 
and quality. Therefore, both participants’ experiences are considered to contribute to the alliance [28]. Marcus, Kashy and 
Baldwin [29] have further pointed out that this dyad is reciprocal. In other words, if the therapist evaluates the alliance as 
good, it is likely that client will do the same.  

What then are the factors which determine the nature of the therapeutic alliance? The client’s expectations with regard to 
treatment are one important factor [22]. In particular they shape women’s treatment needs. It has been reported that the 
opportunity to exert influence over treatment content is more important to women than to men. For instance, women  
attached more importance to discussing the treatment programme and influencing their path through the treatment system. 
Taking this into account may increase women’ satisfaction and promote their retention in treatment [24, 30].  

According to psychotherapy research, some female clients prefer a woman therapist to a man therapist [31]. Some studies 
have reported that women attending female therapists commit better than women attending male therapists [32], although 
opposite findings have been reported [11, 33]. Gender matching of client and therapist is seen to be important to outcome 
specifically in individual therapy; client and therapist being of the same gender is more likely to lead to sobriety [34].  
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There have been indications that same-gender therapist-client dyads succeed better than those with different genders [35]. 
Research on the subject has shown that the needs of female clients differ from those of male clients; among others 
women’s substance abuse problems and their progression, risk factors, treatment motivation and reasons for relapses differ 
from those of men [11, 36]. In the gender differentiating view of treatment the needs of women and men are perceived to 
differ, thus good treatment can be considered to include (among other things) gender-sensitive services. Matching client 
and therapist for gender is considered to lay a creative foundation for cooperation based on a shared experience of gender 
and so on equality [12]. 

More gender-sensitive treatment practices are seen as a response to various gender needs. For men the need for 
gender-sensitive treatment has been stressed to be especially great in the treatment process of domestic violence [37]. As 
most Finnish substance abuse therapists are women, in male clients gender sensitive treatment may be impeded by the 
small number of male workers available.  

The significance of gender has been discussed in Finnish social work with particular reference to client’s male gender. 
Marjo Kuronen [13] raised the issue of the practices of the social work office in that men might be alienated by the 
characteristics typical of women. It has been proposed that female workers do not necessarily have the skills to identify 
male clients’ needs, and that men therefore do not meet with sufficient understanding [38]. Moreover, a man as client has 
been considered to constitute a challenge for a female worker, when the relationship is tinged by the conventions 
pertaining to the power relations of gender [39]. It has, for example, been established that female workers in particular find 
it difficult to work with aggressive male clients [37]. To some extent men are also perceived as such clients who do not find 
it so easy to start to discuss their problems as do women [12, 40]. 

Interpersonal factors are closely related to commitment to treatment and changes in substance abuse behaviour [41-43]. 
Therapists have been found to confront and criticize male clients more than do female clients in substance abuse treatment. 
This is attributable to therapists’ stereotypical attitudes to clients of different genders [44]. The way of implementing 
treatment has also been found to differ to some extent according to therapist’s gender. Therapist related characteristics like 
empathy and ability to form a therapeutic alliance are thought to be important factors affecting therapeutic change [45]. 
Confrontational style has been speculated to be more typical in male therapists. The appropriateness of the style has 
moreover been questioned in relation to women clients [46, 47]. It has also been found that the clients of male therapists drop 
out of institutional treatment significantly more often than those of female therapists [48]. Furthermore, in another study the 
results showed that confrontational therapist style leads to increased drinking among clients [42]. It may be that female 
therapists are more successful than their male counterparts in avoiding the confrontations which lead to dropping out. 
However, there are also indications in the literature that so-called difficult clients end up with male social workers [49]. 

The therapist’s capacity for empathy is among his or her most important characteristics from the perspective of treatment 
outcome [23, 50]. It has been found that differences in empathy persist between workers of different genders. Women are 
more empathetic and in addition they are keener than men to avoid excessive directiveness towards the client, which is 
likely to affect the quality of co-operation and commitment to treatment [51]. 

The study at hand is concerned with the research of gendered practices in substance abuse treatment. The purpose of this 
study was to learn about the differences by gender in the therapeutic alliance, retention in treatment and effectiveness. The 
focus of interest is specifically the female therapist and the therapeutic alliance with her clients of different genders, and 
their retention in and outcome of treatment; the small number of male therapists in outpatient substance abuse treatment 
rendered impossible a research setup comparing therapists by gender. This study sought answers to the following 
questions: 

 To what extent are there differences in the estimations of the therapeutic alliance assessed by the female 
therapists by client’s gender or do corresponding estimations by the clients differ by gender? 
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 What differences can be identified in continuity of treatment between the female and male clients of female 
therapists? 

 What differences can be identified in the treatment outcomes of female and male clients of female therapists? 

 To what extent can gender-matching of female therapists and their clients predict treatment results? 

2 Materials and methods 

2.1 Research setup and materials used in the study 
The research was implemented as a multi-site study with the participation of outpatient clinics (N = 7) in southern and 
western Finland. The preparatory work began in spring 2007, when the directors of these clinics were informed about the 
project and their willingness to participate was elicited. All the units approached agreed to participate and their personnel 
were introduced to the research. Ethical approval for this study was received from The Ethics Committee of A-Clinic 
Foundation. 

Specific principles were adhered to in the design and implementation of this prospective follow-up study. We applied a 
naturalistic research approach, meaning that the research was conducted as part of each clinic’s normal activity. Apart 
from the randomization of clients to therapists and the completion of questionnaires, it did not interfere with the progress 
of treatment. A further aim was to use a minimal number of burdensome tools. This was an attempt to minimize the effect 
of the research on treatment outcomes. Also, the clients were non-selected; each consenting client beginning a treatment 
period due to a substance abuse problem was accepted as a research subject and all therapists at the participating clinics 
agreed to participate. Outpatient substance abuse treatment was based on individual therapy, as the case often is in Finnish 
outpatient substance use treatment. Clients were assigned to therapists according to a randomization list drawn up in 
advance to standardize background information. Clients’ retention in treatment and outcome were monitored six months 
after the commencement of treatment. Clients had an opportunity to withdraw at every phase of the study without any 
effect on treatment received. 

The data used in these analyses are partial data and consist of female therapists and their clients [52]. The data as a whole has 
been described in other publications [53, 54]. The clients (N = 296) attended for treatment from January to June 2008, and 
101 (34.1%) were women and 195 (65.9%) were men. The follow-up visit six months after treatment entry was the only 
specifically determined meeting in the procedure. The times for therapy sessions were determined by the client’s needs 
and the practices of the unit in question. 

Figure 1 presents the progress of the study, the research materials used and numbers of clients in the various phases. Client 
participation began with the first visit to the unit’s reception. Having received a brochure describing the research a client 
gave his/her consent to being a research subject. The client was apprised of the research ethics. Before commencing actual 
therapy clients completed a questionnaire (1; see Figure 1), which included questions related to demographic factors, 
information on substance use and attitudes to treatment. The questionnaire combined questions found useful in other 
studies [55, 56] and some structural measurements (e.g. Alcohol Addiction Self-Efficacy Scale; Readiness to Change). Each 
client was then randomly assigned to a therapist.  

At the beginning of the research the background information of the therapist and therapeutic orientation were also elicited 
(2; see Figure 1). Additionally, the therapist monitored the progress of the client’s treatment (3; see Figure 1) and during 
monitoring gave a code on the continuity of the client’s treatment; retention in treatment might receive three values, 1) 
treatment completed as agreed, 2) treatment ongoing or 3) treatment discontinued. 
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Table 1. Participants’ (N = 296) background and substance abuse information by gender 

Variables Woman n(%) Man n(%) p 

Age    

–30 15 (14.9) 40 (20.5)  

31–40 17 (16.8) 47 (24.1)  

41–50 38 (37.6) 52 (26.7)  

51– 31 (30.7) 56 (28.7)  

Marital status   * 

Single 73 (72.3) 121 (62.1)  

Pair relationship 28 (27.7) 74 (37.9)  

Experienced sexual violence or exploitation (n = 292)   § 

Yes 39 (39.4) 6 (3.1)  

No 60 (60.6) 187 (96.9)  

Substances abused (n = 293) †    

Alcohol 96 (96.0) 189 (97.9)  

Tranquilizers 21 (21.0) 32 (16.6)  

Cannabis 10 (10.0) 30 (15.5)  

Amphetamine 8 (8.0) 24 (12.4)  

Buprenorphine 4 (4.0) 13 (6.7)  

Opiates 2 (2.0) 6 (3.1)  

Cocaine 4 (4.0) 4 (2.1)  

LSD 2 (2.0) 3 (1.6)  

Other (incl. substitutes, solvents) 4 (4.0) 7 (3.6)  

Type of substance abuse (n = 292) †    

Single substance use 78 (78.0) 138 (71.9)  

Poly-substance use 22 (22.0) 54 (28.1)  

Habit of consuming substance (n = 287) †    

Daily or almost daily 38 (38.8) 76 (40.2)  

Periodically 36 (36.7) 79 (41.8)  

At weekends 24 (24.5) 34 (18.0)  

Contacts with other abusers †    

Daily or almost daily 13 (12.9) 31 (15.9)  

Weekly 21 (20.8) 53 (27.2)  

Monthly 12 (11.9) 35 (17.9)  

Less frequently 16 (15.8) 27 (13.8)  

No contacts 39 (38.6) 49 (25.1)  

Attitudes towards AA/NA    

Positive 61 (60.4) 103 (52.8)  

Neutral 34 (33.7) 71 (36.4)  

Negative 6 (5.9) 21 (10.8)  

Prior admission to this clinic (n = 294)   * 

Yes 36 (35.6) 96 (49.7)  

No 65 (64.4) 97 (50.3)  

Voluntary admission to this clinic (n = 295)    

Yes 71 (70.3) 147 (75.8)  

No 30 (29.7) 47 (24.2)  

Client’s objective (n = 291)    

Abstinence 42 (42.0) 78 (40.8)  

Controlled use 58 (58.0) 113 (59.2)  

Note: † Refers to year preceding treatment entry. 

* p < .05; § p < .001  
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Table 1 presents information on clients’ backgrounds and substance abuse. The tables appear according to gender. 
Regarding the demographics, it can be stated in general that the clients’ level of education was decidedly low and the level 
of unemployment correspondingly high. All in all the demographic information largely corresponded to the picture 
provided by earlier Finnish research regarding clients in substance abuse treatment in the community [64].  

Table 2. Therapists’ (N = 30) background information 

Variables n % 

Age (years) 2 6.7 

31–40 16 53.3 

41–50 12 40.0 

51–   

Marital status   

Single 62 24.2 

Pair relationship 193 75.7 

Basic education   

Comprehensive School 8 26.7 

Upper Secondary School 22 73.3 

Professional education   

College or Polytechnic 16 53.3 

University 14 46.7 

Professional status / Job title   

Registered nurse 11 36.7 

Social worker or therapist 19 63.3 

Length of experience in substance abuse 
work 

  

Under 5 years 8 26.7 

5–15 years 15 50.0 

Over 15 years 7 23.3 

Therapeutic orientation   

Cognitive therapies 3 10.0 

Motivational interview 1 3.3 

Solution-focused 3 10.0 

Psychodynamic 1 3.3 

Eclectic 20 66.7 

None of the foregoing 2 6.7 

Undergone long method training   

Yes 13 43.3 

No 17 56.7 

Alcohol was the primary substance abused, and there was a tendency towards the use of only one substance. As 
supplements to alcohol the most commonly used substances were tranquilisers, cannabis and amphetamine. The more 
recent arrival buprenorphine followed this group. It is illustrative of the substance abuse problems that the consumption of 
only one fifth of the clients was limited to weekends; albeit the share among those in inpatient treatment is even  
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smaller [56]. It is also illustrative of the problematic consumption that almost half of the clients had had previous contacts 
with the clinic in question. 

On the other hand the ability to control consumption emerged: approximately one fifth (18.9%) of clients had been totally 
abstinent for the last month before commencing treatment. In prior international treatment research attention has likewise 
been paid to the fact that consumption is reduced prior to entering treatment [66, 67]. 

There was a statistically significant difference between male and female clients in three variables: marital status (χ²4 = 
11.60; p = .02), experience of sexual violence or abuse (χ²1 = 66.1; p < .001) and in having previously been a client of the 
clinic in question (χ²1 = 5.33; p = .02). Men had a pair relationship more often than women, whereas women were more 
often divorced. Of the women almost 40 percent had been victims of sexual violence or exploitation while the 
corresponding figure for men was three percent. Men had more prior client relations than women to the clinic in question. 

There was no difference between male and female clients as regards attending therapy; 85.1 percent of women and 86.7 
percent of men attended. However, in participation in follow-up a gender difference emerged such that 56.4 percent of 
men attended follow-up but only 41.6 percent of women (χ²1 = 5.86; p = .02). 

The average age of female clients was 43.8 years (SD = 10.6) and of male clients 42.2 (SD = 11.9). The therapists were on 
average some five years older than the clients (M = 48.5; SD = 7.5). Table 2 presents demographic data on therapists 
including data on their therapeutic orientations. 

Almost half of the therapists had professional higher education. Two thirds of them were social workers, while the rest 
were registered nurses. However, their job in all cases was therapy work with clients. Most of the therapists had worked in 
substance abuse treatment for a considerable time. The median of clients per worker was nine (min = 1; max = 20). Among 
the individual therapy methods there emerged cognitive therapies, motivational interview and solution-focused therapies. 
Methodological eclecticism was, however, most common; almost two thirds of therapists used combinations of different 
methods. 

2.3 Data analyses 
The preliminary analyses are based on tests (t- and χ²) comparing differences in two independent samples. In the following 
analyses various regression models were used. SPSS for Windows 16.0 was used for the analyses. 

3 Results 

3.1 Gender preferences 
First, male and female clients’ preferences regarding their therapist’s gender were compared. The preferences regarding 
therapist’s gender differed statistically significantly between male and female clients (χ²2= 14.68; p = .001). About half 
(49.5%) of the women preferred to have a female therapist and only a small minority (3.0%) preferred a male therapist. 
The other respondents did not feel that therapist’s gender was important. However, male clients were less specific 
regarding the therapist’s gender: just over a quarter of them (28.2%) preferred a female therapist and only few (1.5%) a 
male therapist. Approximately three quarters of the male clients (70.3%) expressed no preference regarding therapist’s 
gender. 

3.2 Gender differences in treatment effectiveness 

Gender differences in the therapeutic alliance were examined using t-tests. Variables measuring the quality of the 
therapeutic alliance assessed both by client and therapist at the first (TherA1C; TherA1T) and third therapy sessions 
(TherA3C; TherA3T) were included as well as the change in the therapeutic alliance between these therapy sessions among 
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clients (TherAChC) and among therapists (TherAChT) (see Table 3). The estimates of the first and third sessions were 
merged into a composite score, the value of which described the change in the therapeutic alliance as treatment progressed. 
In evaluating the change, the variable could have either negative or positive value at individual level depending on the 
direction of the change. Therefore, the value describing change is a mean of individual remainders in the total sample.  

Table 3. Therapeutic alliance, retention in treatment and treatment outcome by client’s gender (t- and χ² -test) 

Dependent variables Woman Man t / χ² df p 

Therapeutic alliance, M(SD)      

TherA1C 81.2 (11.3) 78.2 (11.6) -1.99 249 .05* 

TherA1T 67.8 (11.4) 68.7 (10.8) 0.61 249 .54 

TherA3C 84.1 (10.7) 82.6 (10.3) -0.77 137 .44 

TherA3T 73.6 (11.6) 71.6 (10.9) -1.00 137 .32 

TherAChC 5.2 (9.2) 3.2 (9.7) -1.14 137 .26 

TherAChT 5.9 (12.9) 2.3 (11.1) -1.67 137 .10 

Retention in treatment, %†   1.53 2 .47 

Ended by mutual consent 24.4 23.1    

Continuing 31.4 39.1    

Discontinued 44.2 37.9    

Treatment outcome, M(SD)      

PDA6 75.8 (27.3) 75.3 (30.3) -0.10 148 .92 

SAT6 4.36 (0.8) 4.2 (1.0) -0.94 145 .35 

Note: †χ² -test, otherwise independent samples t-test.  

TherA1C = client’s estimation of therapeutic alliance at first session; TherA1T = therapist’s estimation of therapeutic alliance at first session; TherA3C = client’s estimation of therapeutic alliance at 

third session; TherA3T = therapist’s estimation of therapeutic alliance at third session; TherAChC = client’s estimation of change in therapeutic alliance between sessions; TherAChT = therapist’s 

estimation of change in therapeutic alliance between sessions. PDA6 = percentage of days abstinent at follow-up; SAT6 = client’s satisfaction with help and support received from the therapist at 

follow-up. 

* p < .05 

At each measurement point the clients estimated the therapeutic alliance on average some ten points higher than the 
therapists. The therapists’ estimates of the therapeutic alliance with clients of different genders did not significantly differ 
from one another. On the other hand the views of female and male clients on the therapeutic alliance at the first treatment 
session differed significantly from each other, although the difference in favour of the estimates made by women was only 
some three points on a scale 0–100. 

On average, the change in the therapeutic alliance among female clients was slightly more positive than among male 
clients but the difference was not statistically significant. The estimates of the therapists also changed in the same 
direction; the therapeutic alliance with female clients strengthened a little more than it did with male clients as treatment 
progressed. However, the difference did not quite reach statistical significance. 

3.3 Gender-matching and treatment outcome 
Finally we checked whether there were differences in treatment outcomes between men and women (see Table 3). There 
was no difference between male and female clients as regards retention in treatment. The two other variables examined 
were: percentage of days abstinent during the month immediately preceding follow-up (PDA6) and client’s satisfaction 
with the help and support received from the therapist at follow-up (SAT6). No significant differences emerged between 
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male and female clients on these variables. It is nevertheless noteworthy that differences between genders did occur in 
participation in follow-up; the men were more active than the women in attending follow-up. 

These results led us to conduct further analyses to explore the connection between gender and outcome measures used. 
According to our data on female therapists and their clients of both genders, it appeared in the preliminary analyses that 
gender match in a therapeutic relationship did not produce better results than gender mismatch. In the following analyses 
multivariate methods were used to study this phenomenon in more detail; outcome measures were used as dependent 
variables and four different regression analyses were conducted regarding therapeutic alliance, retention in treatment, 
percentage of days abstinent and satisfaction at follow-up with the treatment received. In all the models gender was 
considered as one of the independent variables; a dichotomous dummy variable was created by combining client and 
therapist gender into gender-match (female therapist–female client) and gender-mismatch (female therapist–male client). 
Other independent variables were added into the analyses on theoretical grounds and by taking the assumptions of the 
analyses into consideration. 

To study the connection between gender and independent variables a slight modification of the response variables was 
made regarding measurement of the therapeutic alliance to better reveal its dyadic nature and change during treatment. A 
new dependent variable describing change in the direction of the alliance (TherAmatch) was created from two earlier 
variables describing change in the therapeutic alliance according to clients between the first and third therapy sessions 
(TherAChC) and according to therapists (TherAChT). When the alliance had evolved similarly between the client and the 
therapist it was considered a match in this variable (converging therapeutic alliance). Likewise, when the alliance assessed 
by the client diverged from the therapist’s evaluation, it was regarded as alliance mismatch (diverging therapeutic 
alliance). This established variable was used as a dependent variable to study the effect of gender on the therapeutic 
alliance in a binary logistic regression model. The binary logistic regression model was used with the hierarchical method. 
The basic idea of hierarchical analysis is that independent variables are brought into the analysis in blocks; in this analysis 
they were divided into three blocks: 1) match-mismatch variables, 2) therapist-related variables and 3) client-related 
variables. The first block included gender match-mismatch, which is of special interest in all the remaining analyses. 
Gender seemed to predict the quality of the therapeutic alliance in this extensive exploratory analysis with two other 
independent variables. Therefore, the model was reduced and only these statistically significant variables were included in 
the final model: gender match-mismatch, voluntary admission attendance at the clinic and attitude towards medical 
treatment. This model explained 11.9–16.4% of the variance in the therapeutic alliance and was able to classify 69.1% of 
the cases (5.1% more than constant). The overall percentage was weakened by the fact that the model was not able to 
predict diverging estimates of the quality of the therapeutic alliance very well (26.0%). Nevertheless, in predicting 
converging estimates of the quality of the therapeutic alliance the model was more successful (93.3%). 

Table 4. Summary of binary logistic regression analysis for variables included in the model predicting therapeutic alliance 

Variables β Expected (B) p 

Gender mismatch † -0.995 0.370 .02* 

Non-voluntary admission ‡ 1.071 2.919 .02* 

Attitude to medical treatment  0.449 1.567 .00* 

Note: The reference categories in the categorical variables were: † gender match; ‡ voluntary admission.  

* p <.05 

In the gender mismatch group the risk of belonging to the group of converging therapeutic alliance was 2.7 times smaller 
than in the gender match group; gender match predicted a better alliance (see Table 4). The non-voluntary attendance 
group was almost three times more successful in creating a converging alliance than the voluntary group. This could be 
explained by the necessity imposed from outside. In interpreting the quantitative variable, attitude towards medication, a 
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logistic curve was created. When a client considered medication to be more important in recovery, the therapeutic alliance 
was more often convergent.  

Gender had an effect only on the therapeutic alliance, not on other outcome variables (retention in treatment; percentage of 
days abstinent at follow-up, PDA6; satisfaction with the treatment received at follow-up, SAT6). Multinomial regression 
analysis was used to study predictors of retention in treatment (see Table 5). The reference category selected was 
“treatment period discontinued” (40.0%), with which the categories “treatment was ended by mutual consent” (23.5%) 
and “treatment period ongoing” (36.5%) were compared. The independent variables were again match-mismatch 
variables, therapist-related variables and client-related variables. The findings showed that gender match-mismatch was 
not able to predict retention in treatment. 

Table 5. Summary of multinomial logistic regression analysis for variables predicting retention in treatment 

Variables  β Expected (B) p 

Ended by mutual consent†    

Self-efficacy 0.468 1.597 .03* 

Readiness to change -0.131 0.877 .09 

Therapist’s basic educationa 1.316 3.728 .01§ 

Therapist’s professional educationb -1.844 0.158 .01§ 

Treatment continues†    

Self-efficacy 0.426 1.532 .02* 

Therapist’s professional statusc 1.131 3.098 .05* 

Note: †The reference category is: treatment period discontinued. 

The reference categories in the categorical independent variables in parenthesis: a Comprehensive school (Upper secondary school); b College or Polytechnic (University level education);  

c Registered nurse (Social worker or therapist).  

*p < .05; § p < .01.  

(R2=0.25).
 

Three of the independent variables were statistically significant in the model: client’s self-efficacy χ²2 = 6.96, p = .03; 
therapist’s basic education χ²2 = 15.83, p = .000; therapists’ professional education χ²2 = 7.26, p = .03. Gender 
match-mismatch was not among them. Those whose therapy was discontinued differed statistically significantly from the 
other two groups. When comparing those who had ended their therapy in agreement with those that had dropped out, the 
odds of belonging in the former group increased with the increase in self-efficacy. When therapist’s basic education was 
comprehensive school (basic education to age 16) risk of ending therapy by mutual consent was almost four times higher 
than of those therapists who had upper secondary school (secondary education to age 18 or so) background. Further, those 
working as a registered nurses were at smaller risk (over 6-times) of discontinuing therapy by mutual agreement when 
compared to university level therapists, when the reference category was therapy discontinued. When comparing those 
clients who had continued the treatment with the drop-outs, the odds of being among those whose treatment had continued 
increased with the increase in client’s self-efficacy. The likelihood of therapists with professional background as nurses 
continuing therapy compared to that of ending therapy was over three times higher than that of employees working as 
social workers or therapists. This result could be explained by a tendency towards medication in substance abuse 
treatment. 

Finally, quantitative dependent variables (PDA6; SAT6) were examined with multiple regression analysis using the 
hierarchical method (see Table 6). Independent match-mismatch variables, therapist-related variables and client-related 
variables were brought into the analysis in blocks.  

When PDA6 was a response variable, it turned out that only client-related variables were statistically significant (F = 1.63; 
p = .03). The match-mismatch block was able to predict only 0.4% of the variance and after second block therapist 
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variables together with match-mismatch variables predicted 13.1% of the variance. When client variables were included in 
the model it predicted 37.5% of the variance in treatment outcome measured by percentage of days abstinent at follow-up. 
In the first block age difference between client and therapist was a statistically significant predictor of better treatment 
results; when age difference rose treatment results were better. It remained statistically significant when the second block 
was added to the analysis. No other variables were statistically significant until in the third model, where therapist’s 
experience of sexual abuse became significant with client’s substance use at baseline; therapist’s experience of sexual 
abuse made the client’s treatment results slightly better. Also, more days abstinent at baseline predicted better results at 
follow-up. There was also a trend regarding future substance use; when the client aimed at abstinence instead of moderate 
use results improved.  

Table 6. Summary of linear regression analysis for variables predicting percentage of days abstinent and satisfaction with 
the therapist at follow-up 

Variables t β p 

PDA6
†    

Block 1 (R2 = 0.4%)    

Client-therapist age difference 1.986 0.175 .05* 

Block 2 (R2 = 9.7%)    

Client-therapist age difference 2.204 0.206 .03* 

Block 3 (R2 = 24.4%)*    

Therapist’s experience of sexual abuse 2.082 0.309 .04* 

Client’s substance use at baseline 2.611 0.279 .01§ 

Objective for future substance use 1.779 0.189 .08 

    

SAT6
‡    

Block 1 (R2 = 1.0%)    

No significant predictors    

Block 2 (R2 = 15.9%)    

Therapist’s genuineness -1.935 -0.849 .06 

Block 3 (R2 = 20.6%)*    

Client’s religiousness 2.099 0.223 .04* 

Client’s outcome expectations 2.408 0.235 .02* 

Note: PDA6 indicates percentage of days abstinent at 6 months follow-up. SAT6 indicates satisfaction with the therapist at 6 months follow-up. 

†R2 = 0.38, Adjusted R2 = 0.15.  
‡R2 =0.37, Adjusted R2 =0.14.  
*p < .05; § p < .01.  

Again, with SAT6 as a dependent variable only client variables were statistically significant (F = 1.61; p = .04). The 
match-mismatch block was now able to predict only 1.0% of the variance and together with therapist variables 16.9%. 
Client variables were able to predict most of the variance, thus the whole model predicted 37.4% of the variance of the 
satisfaction with the treatment received. No variables in the first block were statistically significant. In the second block 
therapist’s genuineness could be seen as a trend by being near to statistical significance. This was a confusing result; the 
more genuine the therapist was evaluated by independent evaluators [69] the less satisfied the client was. The third block 
eliminated the statistical significance of therapist’s genuineness and instead client’s own religiosity and client’s outcome 
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expectations became significant predictors; religious clients and those with better outcome expectations were more 
satisfied with their therapists. 

4 Discussion 
On certain background variables male and female clients differed statistically significantly from each other. More women 
than men were divorced. They had also experienced considerably more sexual violence or abuse. More men for their part 
had already been clients of the treatment facility in question. Moreover, men participated more actively than women in 
follow-up. 

There were differences between men and women in their preferences regarding therapist’s gender: half of the women 
preferred a female therapist while only a quarter of the men did so. A small minority of clients expressly requested a male 
therapist: they amounted to only two percent of all clients the entire data. The others did not consider the therapist’s gender 
important. The fact that women expressed more preferences regarding therapist’s gender may to some extent be explained 
by the fact that several of them had been subjected to sexual violence or exploitation. On the other hand female clients may 
have preferred a therapist of the same gender either because of shared gender experience or because a female therapist was 
felt to be more empathetic than a male therapist.  

But what explains the fact that male clients, when expressing a preference, request a female therapist? Is it the empathetic 
nature, non-directiveness [51] or something else? This remains open to speculation. The realization of gender-sensitive 
treatment practices regarding gender matching is rarely possible for men because of the small number of male therapists 
available. It may be that male clients do not make such demands and this is due to their expectations regarding the 
therapist’s gender. It should be remembered that males had more often had prior treatment experience and female 
dominance of the professional treatment field is a fact for most of them on entering treatment. While more experienced as 
clients, their past experiences with female therapists may also affect whether they prefer a therapist of a certain gender. 

The ways female and male clients felt about the therapeutic alliance differed at the first therapy session such that women 
estimated the therapeutic alliance to be somewhat better. It is open to speculation to what extent this is attributable to 
common gender and the basis this created for co-operation. It may also be that women are disposed to estimate the 
therapeutic alliance more positively than are men. However, as treatment continued the difference in clients’ estimates 
between genders was no longer perceptible. The therapists’ estimations of the alliance did not differ by client’s gender. 
Nor were there gender differences in retention or treatment outcome. Also, gender match produced no better treatment 
results than did gender mismatch in most multivariate analyses used except regarding the therapeutic alliance. The 
therapeutic alliance could be considered to be not a direct outcome measure, but more like a variable that could have an 
eventual effect on treatment outcome. It has been concluded that a better alliance can lead to better treatment results [27]. 
This could not be shown in our analyses; the effect of gender matching and its influence on a better therapeutic alliance 
was restricted regarding outcome. 

Limitations 
The principles which can be deemed the strength of this study appear in the methods section. However, the study has some 
limitations, which should be born in mind when considering the results. The most important of these is probably that the 
follow-up was only for six months and a maximum of five sessions per client. The length of follow-up could be justified by 
the dynamics of substance abuse treatment: relapses most commonly peak during that time. However, further information 
on the clients’ subsequent trajectories would have been useful but this was not possible due to the schedule of the research 
project. 

The sample for the study was regionally representative of clients entering treatment facilities for outpatient substance 
abuse treatment. According to an earlier study, however, it differs from clients in residential treatment; among clients 
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treated in the community the substance abuse problems are generally not as severe as among residential clients [68]. This 
impairs the generalizability of the study at hand.  

The sample size also affects whether it is possible to detect a difference in therapeutic alliance between genders. In the 
analyses used the sample size should be enough to avoid type II errors. The sample size was adequate according to the 
preliminary sample size calculations. Also, the naturalistic approach of this study has an effect on the sample size reached. 

The dropout rate should also be taken into account when interpreting the findings. Follow-up reached 51.3 percent of those 
entering the study, and more female clients in particular were lost to follow-up than males. This high dropout rate is in part 
explained by the naturalistic unselected sample. This may also have an effect on selection; some people may have a greater 
chance of dropping out of treatment. However, the selection problem has been noted in the attrition analyses in our earlier 
studies [54, 69]. It was concluded that positive outcome expectations improved the probability of entering therapy. Overall, it 
seemed that the stability of life built up with increasing age and less problematic substance use supported retention in 
treatment after the treatment had begun. Systematic controlling of mediating variables available in multivariate analyses 
works in the same direction. No information on the number of clients or reasons for not attending the study was gathered 
because of the Finnish legislation prohibiting double registration while doing research. 

5 Conclusions 
To the best of our knowledge no outcome research on this particular aspect has so far been reported as regards substance 
abuse treatment. The fact that no major differences by gender were found in therapist’s estimation of the alliance or 
treatment outcome suggests that female therapists provide quite uniform treatment whether the client is male or female, at 
least according to the measures used, although a positive effect of gender matching regarding therapeutic alliance was 
found. Thus there would not appear to be a case for practices in Finnish outpatient substance abuse treatment taking greater 
account of client’s gender – at least not as regards female therapists and their clients. The results obtained, however, do not 
exclude the possibility that matching client and therapist for gender might yield even better treatment results, in fact it does 
this regarding the therapeutic alliance. Female clients frequently preferred a female therapist, and meeting these 
expectations may be beneficial to retention in treatment and eventually treatment outcome. It may also have been that 
without gender matching follow-up attendance or other treatment outcome measures would have been even worse in 
women; males fared better measured by attendance at follow-up. 

The findings do not permit us to conclude why women were so few in follow-up. We can only conjecture. Perhaps 
continuing in treatment is governed more by social pressure or lack thereof than by gendered treatment received by clients. 
A man in a pair relationship probably receives more encouragement to enter treatment than does a woman, as a woman 
with a substance abuse problem is more likely to be divorced. Thus women who drink receive less support from their 
immediate environment to sober up and possibly experience less social pressure to change their ways than do men who 
drink [36]. 

Substance abuse treatment concerns men more frequently than women as clients. Yet the therapist is more often a woman 
than a man. The most typical client relationship in substance abuse is the woman as therapist and the man as client. On the 
one hand the fact that the therapists are typically women and women as clients are less typical may constitute a risk to a 
functioning therapeutic alliance and successful outcome. Thus it is imperative that personnel’s attitudes should not permit 
gender to emerge as a factor inhibiting the provision of care even though it may require differences in actual treatment 
practices and this possibly affects the provision of equally good care. 

In light of this study we conclude that in the therapy situation in outpatient substance abuse treatment client’s gender does 
not emerge as an inhibitory or deleterious factor, at least as far as treatment outcome is concerned. Substance abuse 
treatment is likely a field less affected by gender than, for example, child protection, in which there are many more 
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tensions surrounding a man’s position [70]. And although alcohol and aggression are often seen to go hand in hand, contrary 
to the interpretation of Leo Nyqvist [37], the fears of female therapists in substance abuse treatment do not appear to have a 
deleterious effect on the therapeutic alliance with regard to men. 

Research on the significance of gender in the therapeutic alliance in substance abuse treatment is in its infancy, also 
internationally. This study showed that female therapists’ clients’ gender did not lead to major differences in treatment 
outcome in outpatient substance abuse treatment. The treatment and support received by clients of different genders may 
differ in certain respects and be purposefully gendered. Moreover, clients who have experienced sexual exploitation may 
feel that the gender of the therapist is of particular importance. Adamson et al. [71] discovered that despite high rates of 
sexual abuse among the substance abusing population and its significance in predicting onset of substance use disorder, it 
has been rarely in focus of outcome studies in substance abuse treatment field. A more precise analysis of the treatment 
process would entail the use of qualitative methods in treatment outcome research, maybe together with quantitative 
methods. In all, the phenomenon of sexual abuse and its connection with substance abuse treatment needs more attention. 

Nationally, the small number of male therapists in facilities for the treatment of substance abuse in the community 
constitutes a problem for research of this type; comparison between male and female therapists is in practice extremely 
problematic. Whether these finding also apply to male workers and their clients is so far unresolved. Today, men provide 
care in substantial numbers also professionally. The inclusion of male workers would likewise be important, although in 
practice this is not easy in a Finnish treatment context, especially in outpatient settings; a larger sample of treatment units 
and their male therapists would be needed. 
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