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Abstract
Group cohesion is an important factor in group therapy as it influences treatment outcomes and group processes. One’s 
attachment style has been found to impact experiences of group cohesion, however research into this relationship in sub-
stance use disorder (SUD) group treatment is lacking. This is of particular concern as insecure attachment presentations 
are more prevalent in this clinical population and group therapy is often treatment of choice. The current study sought 
to determine whether attachment style significantly predicted group cohesion. It also provided a qualitative exploration 
of factors that promote group cohesion in SUD group treatment. Participants (N = 38) attending a SUD therapy program 
completed self-report measures. Attachment avoidance was a significant negative predictor of positive bonding and 
positive working, and a significant positive predictor of negative relationships. Attachment anxiety was a significant 
negative predictor of negative relationships, however, unexpectedly did not significantly predict positive bonding or 
positive working. The current findings highlight the importance of group therapists tailoring group treatment to meet 
the attachment needs of individuals to promote a group therapy environment conducive to recovery.

1  Introduction

1.1 � Substance use in Australia

The use of alcohol and other drugs (AOD) in Australia has a significant social, economic and health impact at the individ-
ual, family and community level [1]. In 2019, 7.5% of Australians aged 14 and over were likely to meet criteria for alcohol 
dependence, while 43% reported having used an illicit drug during their lifetime [1]. Clinically, a substance use disorder 
(SUD) is a cluster of cognitive, behavioural, and physiological symptoms indicating that the individual continues to use 
the substance despite significant substance-related problems. Diagnosis is based on features of hazardous substance 
use, impaired control over use, tolerance, withdrawal, and impact on physical, psychological and social functioning [2]. 
Given the prevalence and impact of AOD use in Australia, research into effective SUD treatments is necessary for clini-
cians, patients, and the systems within which therapies are delivered.

1.2 � SUD group treatment

Group therapy for SUDs is often a treatment of choice. Meta-analyses have found little to no difference in the effectiveness 
and efficacy of group compared to individual SUD therapy [3, 4], however randomised controlled trials have found group 
treatment to be more cost- and time-effective [5, 6]. Furthermore, the group format provides opportunities conducive 
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to recovery that are not present in individual therapy. These include the ability to witness the recovery of others, reduce 
social isolation, and facilitate peer support and mutual learning between members [7]. Group therapy also helps to 
alter faulty self-concepts as members receive feedback from one another, and fosters a culture of hope and recovery [7].

The integration and generalisability of findings across the SUD group therapy literature is challenging, due to varying 
factors specific to the format of the treatment. There are variations in treatment modality (e.g. cognitive behavioural 
therapy [CBT], interpersonal processing groups), treatment setting (e.g. residential, outpatient) and participant specific 
factors (e.g. mixed or specific gender, mandated or voluntary admission) [8, 9]. This creates difficulties in comparing 
research outcomes, highlighting a need for future research to explore how individual client characteristics and underlying 
group mechanisms influence processes and treatment outcomes [9]. This would allow for easier synthesis and applica-
tion of research to clinical practice, improving clinicians’ capacity to provide evidence-based group treatment tailored 
to the individual patient.

1.3 � Group cohesion

Yalom & Leczsz [10] proposed 11 therapeutic factors integral and unique to the experience and outcomes of group 
therapy. Of these factors, group cohesion has been considered the most important [10, 11]. It was originally defined by 
Yalom & Leczsz [10] as the result of all the forces acting on all the members such that they remain in the group, or, more 
simply, the attractiveness of a group for its members. Meta-analyses have found it to be an important predictor of treat-
ment outcomes across different clinical populations [12, 13]. It has also been associated with other important group 
processes, such as increased self-disclosure and ability to tolerate conflict within groups [14, 15]. In SUD populations, 
there have been mixed findings on group cohesion. Some research has found a significant relationship between group 
cohesion (or group relationships more broadly), and group processes and outcomes [16–21]. Other research has found 
no significant association [22, 23], or found it to be related to other outcome variables, such as psychological distress, 
however not reductions in substance use [24]. Once again, there is difficulty synthesising research due to the various 
factors present in group therapy. Given the theoretical and empirical support for the use of group treatment with SUD 
clinical populations, and strong research highlighting the importance of cohesion in successful group treatment, further 
research into group cohesion in SUD treatment groups is worthwhile.

Another challenge presented by the existing literature is the inconsistency in definitions of group cohesion. This 
impacts the ability to synthesise and develop research in this area. Burlingame et al. [12] outlined eight common self-
report measures used to assess cohesion, with each varying in their conceptual and operational definitions of the term. In 
an attempt to consolidate commonly used measures and definitions of group relationship (i.e. group -cohesion, -climate, 
-alliance and -empathy), Johnson et al. [25] developed a three-factor model of group relationship. They proposed group 
relationship is comprised of three factors, (a) positive bonding (PB), the sense of belonging or attraction a member has 
to the group, its members; and its leader(s), (b) positive working (PW), the ability of the group to agree upon and work 
toward treatment goals in an effective manner; and (c) negative relationship (NR), the lack of trust, genuineness, and 
understanding, as well as friction and distance that may exist between the group, its members and/or its leaders [25]. 
The current study uses this model to define group cohesion.

1.4 � Attachment theory

Group cohesion is an important predictor of positive treatment outcomes and processes, thus a deeper understanding 
of how to cultivate it is vital. Tucker et al. [26] examined predictors of group cohesion and found that individual client 
characteristics, such as gender and attachment style, accounted for 80–97% of change in cohesion. Attachment theory 
[27, 28] refers to one’s tendency to seek proximity to significant others in times of need, shaped by their early experi-
ences with caregivers. The current study uses a two-dimensional model of attachment style [29]. The first is attachment 
anxiety, an individual’s excessive need for reassurance, fear of rejection, and a desire to merge with relationship partners, 
and the other is attachment avoidance, the extent to which an individual avoids intimacy and is distrusting of others 
[30]. High levels of both indicate a more insecure attachment presentation, while lower levels indicate a more secure 
attachment. Empirical research has found that attachment style influences one’s cognitions, emotions, and behaviours 
in a group setting, and how they relate to other members, leaders and the group as a whole [31–34]. It has also been 
found to moderate the relationship between group cohesion and treatment outcomes [35].



Vol.:(0123456789)

Discover Psychology             (2022) 2:7  | https://doi.org/10.1007/s44202-022-00022-w	 Research

1 3

1.5 � Influence of attachment style on group cohesion

The impact of attachment style on group cohesion appears to differ between attachment avoidance and attachment 
anxiety. Research has found individuals with stronger attachment avoidance report lower cohesion and weaker group 
relationships in both clinical and non-clinical populations [26, 31, 36–39]. The impact of attachment anxiety, however, 
is less clear as some research has found individuals with stronger attachment anxiety report better group cohesion and 
more positive group relationships [36, 37], while other research has proposed these individuals assess group interactions 
as threatening and this reduces their ability to work effectively in a group [8]. Further research has found attachment 
anxiety is not significantly related to initial group cohesion, however predicts growth of cohesion in early stages of group 
[26]. The attachment style of one group member has also been found to impact other members’ perceptions of the rest 
of the group [36, 38], and heterogeneity of attachment style within a group has also been associated with stronger PB 
and lower NR [40]. While the existing empirical findings are mixed, research highlights that attachment style plays a clear 
role in cohesion within the group therapy context.

Mikulincer and Shaver [41, 42] provide a theoretical understanding of this role, proposing that attachment anxiety and 
avoidance reflect an individual’s internal working models, which are activated in group therapy settings and influence 
how they approach and perceive interpersonal interactions. They propose members with stronger attachment anxiety 
have an internalised positive view of others, combined with a negative view of self, whereas those with stronger attach-
ment avoidance have internalised a negative view of others combined with a positive view of self [41]. They also suggest 
group cohesion may protect individuals against their insecure working models, as it enhances the likeliness of forming a 
secure attachment to the group [41]. Leszcz [43] argues this allows the group to serve as a secure base for the individual 
to “venture, take risks, and explore, knowing they can return to a safe, responsive, and accepting environment” [p. 281]. 
A clear understanding of the impact of attachment on group cohesion in SUD therapy groups is important, as insecure 
attachment presentations are more common in SUD clinical populations, having been found to be a risk factor for the 
presence of AOD related concerns [44–47].

1.6 � Current study

Group cohesion has been shown to be an influential factor in group treatment, impacting other important group pro-
cesses and treatment outcomes. Given that attachment style is a strong predictor of group cohesion [26], and that inse-
cure attachment presentations are prevalent in the SUD clinical population [44–47], an understanding of how members’ 
attachment style influences group cohesion in SUD group treatment is important. To the author’s best knowledge, there 
is currently no research exploring this relationship. This study aims to examine whether group members’ levels of attach-
ment avoidance and anxiety predict their experiences of group cohesion in a SUD therapy group, in the domains of 
PW, PB and NR. Based on existing empirical and theoretical research, the authors hypothesise that stronger attachment 
avoidance will predict lower PB and PW, and higher NR, while stronger attachment anxiety will predict higher PB and PW, 
and lower NR. The study also aimed to provide a qualitative exploration of the factors that group members identified as 
promoting successful group cohesion through qualitative responses.

2 � Method

2.1 � Participants

Participants were individuals attending an outpatient day program for addiction treatment at a private mental health 
hospital in Sydney. A total of 38 people participated in the study over a period of three months. Of the sample, 44.74% 
of participants identified as female (n = 17), 52.63% identified as male (n = 20) and 2.6% preferred not to disclose 
their gender (n = 1). Participants were aged 19 to 65 (M = 42.16, SD = 13.08), were fluent in English and had a formal 
diagnosis of a SUD as diagnosed by a psychiatrist. Participants’ demographics are listed in Table 1.
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2.2 � Materials

2.2.1 � Participant demographic information

Participants responded to questions about their gender, age, ethnicity, relationship status, income, education, par-
ticular substance(s) of addiction, number of group sessions previously attended and group size for the day.

2.2.2 � Kessler‑6 (K‑6) [48]

A 6-item self-report measure assessing psychological distress. A total score is calculated by totalling response scores. 
Total scores can range from 6 to 30, with higher scores indicating more psychological distress. The K-6 is reported to 
have good test–retest reliability and internal consistency [49].

Table 1   Participant 
demographics

% = Percentage of sample (N = 38), n = number of participants who reported

Ethnicity % n

Australian 36.84 14
Mixed Ethnicity 21.05 8
European 15.79 6
Middle Eastern 13.16 5
South American 5.26 2
Asian 2.63 1
Indian 2.63 1
New Zealander 2.63 1
Relationship status
Married 31.58 12
Single 26.32 10
In a relationship 21.05 8
Separated 10.50 4
Divorced 5.26 2
Widowed 5.26 2
Education
Year 10 2.63 1
High School 13.16 5
TAFE/College 23.68 9
Bachelor’s Degree 34.21 13
Master’s Degree 13.16 5
Doctorate 2.63 1
No response 10.53 4
Gross individual income
$0-$20 000 2.63% 1
$20 000-$34 999 2.63% 1
$35 000-$49 999 15.79% 6
$50 000-$74 999 28.95% 11
$75 000-$99 000 23.68% 9
$100 000 +  26.32% 10
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2.2.3 � Attachment style questionnaire‑short form (ASQ‑SF) [50]

A 40-item self-report measure assessing attachment style on two domains, attachment anxiety and attachment avoid-
ance. Total scores for both subscales are produced by calculating the average of the responses to the items assigned to 
that subscale. Total scores for each subscale can range from 1 to 6, with higher scores on either scale indicating more 
insecure attachment in individuals. The ASQ-SF is based on the Attachment Style Questionnaire (ASQ) [51], which has 
been found to have good reliability and validity [52]. Karantzas et al. [30] also reported good reliability and validity for 
the ASQ-SF.

2.2.4 � Group questionnaire (GQ) [53]

A 30-item self-report measure assessing the quality of therapeutic relationship in a group across three domains, PB, PW, 
and NR. Scores for each subscale are produced by summing the responses to the items assigned to that subscale. PB 
scores range from 13 to 91 with higher scores indicating the participant perceives a strong alliance with the group-as-a-
whole, leader and other members. PW scores range from 8 to 56 with higher scores indicating the participant experiences 
the group as meeting their expectations about the changes they seek and as being able to work together on mutually 
agreed goals. NR scores range from 9 to 63 with higher scores indicating the participant may be experiencing an alliance 
rupture with the leader, empathic failure from other members or group conflict. The GQ is reported to have good internal 
consistency and construct validity [54].

2.2.5 � Qualitative questions on group cohesion

Participants were provided with a description of group cohesion and asked to respond to two qualitative questions, “What 
do you think leads to better group cohesion?” and “Why is it important for you to experience good group cohesion?”.

2.3 � Procedure

This study received ethical approval by the Human Research Ethics Committee (ETH21-5765). Individuals who attended 
the outpatient day program were recruited on a voluntary basis, and provided consent to participate as well as for 
results to be published. Participants were invited to anonymously complete paper-based self-report questionnaires and 
informed that there would be no consequences to their treatment if they participated or declined. Participants were 
only able to participate once in the study during a single group session. On completion, questionnaires were collected 
by group facilitators and provided to researchers for analysis.

2.4 � Statistical analysis

Three separate multiple linear regression analyses were conducted to determine whether participants’ self-reported 
attachment style on the domains of avoidance and anxiety significantly predicted (a) PB, (b) PW and (c) NR. Thematic 
analyses were conducted on qualitative data. Participants’ responses were coded by the main author and cross-checked 
by the second author.

The authors also intended to run moderation analyses to explore whether client and group characteristics influenced 
the relationship between attachment style and group cohesion. This could not be conducted as the intended sample 
size of 100 was not achieved due to the impact of COVID-19. A sample size of 100 would yield a power of 0.8 to detect 
a beta coefficient of 0.27 (in units of SD of the independent and dependent variable). A sample size of 38 participants 
would yield a power of 0.8 to detect a beta coefficient of 0.42.
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3 � Results

3.1 � Descriptive statistics

Participants reported on their substance(s) of addiction. See Table 2. 68.42% of participants reported one substance 
of addiction (n = 26), 18.42% reported two substances of addiction (n = 7), and 13.16% reported three or more sub-
stances of addiction (n = 5).

Participants’ scores of psychological distress on the K6 ranged from 8 to 28 (M = 18.26, SD = 5.11). Group size on 
day of study participation ranged from 6 to 14 participants (M = 9.18, SD = 2.31). The number of group sessions par-
ticipants had previously attended were reported as 1–10 sessions (47.37%, n = 18), 11–20 sessions (26.32%, n = 10), 
21–30 sessions (7.89%, n = 3), 31–40 sessions (2.63%, n = 1), 41 + sessions (13.16, n = 5), and 2.63% of participants did 
not respond (n = 1). As mentioned, the authors intended to use this data to conduct moderation analyses, however 
as this could not be conducted, only descriptive statistics have been reported.

Participants attachment avoidance scores ranged from 1.44 to 5.06 (M = 3.32, SD = 1.01), and attachment anxiety 
scores ranged from 1.15 to 5.85 (M = 3.43, SD = 1.00). One participant did not provide a response for question 19 of 
the ASQ. The single missing item was imputed by averaging the participants’ responses on the attachment anxiety 
subscale, to which the item pertained. Scores on PB ranged from 69.00 to 91.00 (M = 84.11, SD = 7.30), scores on PW 
ranged from 32.00 to 56.00 (M = 47.84, SD = 7.25), and scores on NRs ranged from 9.00 to 27.00 (M = 14.24, SD = 5.18).

3.2 � Data screening

Assumptions for the three multiple linear regression analyses were checked after the models had been fitted. Partial 
linear regression scatterplots fit with a LOESS line and scatterplots of studentized residuals against the predicted 
values indicated linearity between dependent and independent variables. There was no evidence of homoscedastic-
ity from scatterplots of studentized residuals versus unstandardized predicted values. The variance inflation factors 
were all below 0.1 indicating multicollinearity. The assumptions that residuals were approximately normal was found 
in Q-Q plots. For analyses 1 and 2, there were no studentized deleted residuals greater than ± 3 standard deviations, 
no leverage values greater than 0.2 and values for Cook’s distance were above 1, indicating no outliers. For analysis 
3, a high studentized deleted residual greater than ± 3 standard deviations was found, indicating a possible outlier. 
The decision was made to retain this data, as the values were within proper limits, the leverage value was less than 
0.2, the Cook’s distance was above 1 and the dfbeta was within appropriate range.

Table 2   Participants’ reported 
substances of addiction

% = Percentage of sample (N = 38), n = number of participants who reported the substance of addiction

Substance % n

Alcohol 97.37 37
Marijuana 18.42 7
Cocaine 10.53 4
Gambling 7.89 3
Benzodiazepines 2.63 1
Methamphetamines 2.63 1
Prescription medication (did not specify drug type) 2.63 1
Pain medication (did not specify drug type) 2.63 1
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4 � Main analysis

4.1 � Relationship between attachment and PB

A multiple regression analysis was run to determine whether attachment style was a significant predictor of PB within 
the group. The multiple regression model showed that attachment style significant predicted PB, F(2, 35) = 7.59, 
p = 0.002. Attachment avoidance was a significant negative predictor of PB (p < 0.001), while attachment anxiety was 
not a significant predictor (p = 0.289). Regression coefficients and standard errors can be found in Table 3.

4.1.1 � Relationship between attachment and PW

A multiple regression analysis was run to determine whether attachment style was a significant predictor of PW within 
the group. The multiple regression model showed that attachment style significantly predicted PW, F(2, 35) = 6.67, 
p = 0.004. Attachment avoidance was a significant negative predictor of PW (p < 0.001), while attachment anxiety was 
not a significant predictor (p = 0.099). Regression coefficients and standard errors can be found in Table 4.

Table 3   Multiple regression 
results for PB

Model = “Enter” method in SPSS statistics; B = unstandardized regression coefficient, CI = confidence inter-
val; LL = lower limit, UL = upper limit, SE B = standard error of the coefficient; β = standardized coefficient; 
R2 = coefficient of determination; R2

adjusted = adjusted R2; p = probability value

Positive Bonding B 95% CI for B SE B R2 R2
adjusted p

LL UL

Model 0.30 0.26 0.002
Constant 94.66 86.42 102.90 4.06  < 0.001
Attachment avoidance − 4.58 − 7.09 − 2.07 1.24  < 0.001
Attachment anxiety 1.36 − 1.18 3.90 1.25 0.286

Table 4   Multiple regression 
results for PW

Model = “Enter” method in SPSS statistics; B = unstandardized regression coefficient, CI = confidence inter-
val; LL = lower limit, UL = upper limit, SE B = standard error of the coefficient; β = standardized coefficient; 
R2 = coefficient of determination; R2

adjusted = adjusted R2; p = probability value

Positive Working B 95% CI for B SE B R2 R2
adjusted p

LL UL

Model 0.28 0.24 0.004
Constant 55.56 47.21 63.90 4.11  < 0.001
Attachment avoidance − 4.55 − 7.09 − 2.00 1.25  < 0.001
Attachment anxiety 2.15 − 0.42 4.72 1.27 0.099

Table 5   Multiple regression 
results for NRs

Model = “Enter” method in SPSS statistics; B = unstandardized regression coefficient, CI = confidence inter-
val; LL = lower limit, UL = upper limit, SE B = standard error of the coefficient; β = standardized coefficient; 
R2 = coefficient of determination; R2

adjusted = adjusted R2; p = probability value

Negative Relationships B 95% CI for B SE B R2 R2
adjusted p

LL UL

Model 0.39 0.35  < 0.001
Constant 8.54 3.06 14.01 2.70 0.003
Attachment avoidance 3.87 2.21 5.54 0.82  < 0.001
Attachment anxiety − 2.09 − 3.77 − 0.40 0.83 0.017
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4.1.2 � Relationship between attachment and NRs

A multiple regression analysis was run to determine whether attachment style was a significant predictor of NRs within 
the group. The multiple regression model showed that attachment style significantly predicted NRs, F(2, 35) = 11.12, 
p < 0.001. Attachment avoidance was a significant positive predictor of NRs (p < 0.001) and attachment anxiety was a 
significant negative predictor (p = 0.017). Regression coefficients and standard errors can be found in Table 5.

4.2 � Qualitative analysis

Qualitative data was gathered to gain an understanding of factors participants deemed important to developing group 
cohesion. 71.05% (n = 27) of the participants responded to the question “What do you think leads to better group cohe-
sion?” and 60.53% (n = 23) responded to the question, “Why is it important to you to experience good group cohesion?”. 
All responses were coded independently by two of the researchers, and from the coding, themes were identified. The 
five themes identified from the qualitative data are discussed below.

4.2.1 � Safety, trust and vulnerability

Participants reported that a group environment where members feel safe to trust one another is important in promoting 
group cohesion. One participant stated that this helps “people feel more comfortable to share freely without judgement”. 
Participants reported that this allows members to be vulnerable and contribute in a genuine way in group discussions, 
and that this relationship is bi-directional. That is, safety, trust and vulnerability contribute to better group cohesion 
and vice versa. One participant stated, “Let everyone talk and have a turn, have compassion for others, respect their story 
and journey, contribute as well”. Behaviours such as all group members taking turns to contribute to discussion, as well as 
maintaining confidentiality by not sharing information outside of group were also considered beneficial to promoting 
group cohesion.

4.2.2 � Compassion, support and respect

Participants reported that an atmosphere of compassion, support and kindness between members contributes to better 
group cohesion. They referred to the importance of an environment where members respect one another, and the group 
rules, as this fosters cohesion and facilitates fairness between members. One participant stated that if, “Everyone respects 
the rules, take turns to share, arrive on time, no cross talking, [and] respect each other”, this leads to better group cohesion. 
Members listening to other group members and the facilitator(s) whilst they are speaking was identified as important 
to promoting group cohesion. Participants highlighted that if group members support one another in their recovery 
goals, better cohesion is achieved, and similarly stronger cohesion leads to improved recovery outcomes for members. 
One participant stated, “Support everyone in their goals, be kind, let others share, support new people”.

4.2.3 � Effective group facilitators

Many participants referred to the role that facilitators play in influencing group cohesion. One participant reported 
that better group cohesion is developed when, “Facilitators involve everyone in the room” and this was reflected by other 
participants. Another said that cohesion is promoted when, “Facilitators are good at encouraging everyone to share and be 
non-judgmental”. It was also reported that better group cohesion is developed if facilitators clearly explain things within 
group. Several participants referred to the importance of “good facilitators” in promoting group cohesion, however did 
not specify what constituted a “good facilitator”.

4.2.4 � Belonging, acceptance and connection

Participants linked experiences of group cohesion to a sense of belonging, acceptance and connection between mem-
bers. Several participants described not feeling understood by others outside of group and attending group allows them 
to “have a space I feel understood”. Another participant stated, “If we aren’t judged then we feel more belonging and people 
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outside of group don’t always really understand our struggles”, highlighting that group cohesion allows the group to func-
tion as a space where members feel a sense of belonging and acceptance, which is not felt outside of group. Another 
participant described, “If you don’t belong elsewhere then you can here”.

4.2.5 � Shared goals

Several participants highlighted that shared goals and tasks in group promote group cohesion. In this particular group, 
the mutual goal of abstinence was identified as integral to better group cohesion by many members, along with shared 
home tasks and session goals that are set by facilitators. One participant stated that better cohesion is promoted if 
members, “Have a goal for the session. Set homework so we work on the same thing”.

5 � Discussion

The purpose of the current study was to explore the influence of attachment style on individuals’ experiences of group 
cohesion in an SUD therapy group, to determine whether attachment avoidance and attachment anxiety significantly 
predicted individuals’ ratings of PB, PW and NR. The current study also provided a qualitative exploration of factors that 
group members rated as important to promoting better group cohesion within SUD group therapy.

5.1 � Influence of attachment avoidance

The first key finding was that attachment avoidance, as hypothesised, was a significant negative predictor of PB and 
PW, and a positive predictor of NR. Participants who avoided intimacy and were distrusting of others were less likely to 
experience a sense of belonging or attraction to the group, its members and its leader(s), and reported lower construc-
tive functioning on group tasks and goals. They were also more likely to experience a lack of trust, genuineness and 
understanding within group. This finding is consistent with existing research in non-SUD populations, where individuals 
stronger in attachment avoidance have reported lower group cohesion [26, 36]. These individuals hold negative internal 
working models of others, which lead them to perceive others as threatening and feel discomfort towards intimacy and 
emotional connection [41]. This likely impacts on the bonds that these members form with other members, their ability 
to work productively and collaboratively on tasks and group goals, and perhaps leads to a higher likelihood of negative 
interactions and relationships with other members in the therapy group.

5.2 � Influence of attachment anxiety

The second key finding was that attachment anxiety significantly predicted lower NR, however was not a significant 
predictor of PB and PW. As hypothesised, participants with a tendency to require excessive reassurance from others 
and fear rejection were less likely to report experiencing negative aspects of group relationships, such as group conflict, 
friction, distance and alliance ruptures. This is consistent with existing literature which posits that these individuals old 
a positive internal working model of others [41]. This may influence them to report positive group relationships, regard-
less of interpersonal conflict and friction, due to their strong desire to be seen favourably by others and a greater focus 
on others’ needs [31, 41, 55].

Unexpectedly, attachment anxiety did not significant predict higher PB or PW. As described earlier, there are mixed 
findings in the existing literature, with empirical support for both a positive and negative relationship between attach-
ment anxiety and cohesion [8, 26, 36, 37]. The lack of relationship between attachment anxiety and both PB and PW in 
the current study may possibly be explained by methodological limitations. The current study design did not account for 
the aggregated influence of all members’ attachment styles, which has previously been found to play a role in how the 
individual experiences group cohesion [36, 38]. Further, the current study was unable to account for the individual stage 
of therapy of each participant due to the limited sample size, nor was it able to track changes in group cohesion over 
the course of the group. This may have impacted the findings, particularly as the number of previously attended group 
sessions of the participants ranged from 2 to 70 + sessions, indicating the likelihood of participants at various stages of 
recovery. Group cohesion has been found to fluctuate over the course of a group, and the trajectory has been found to 
differ between those stronger in attachment avoidance and those stronger in attachment anxiety [21, 24, 26, 58]. While 
it is possible that experiences of PB and PW for individuals with stronger attachment anxiety may be more sensitive to 
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situational variables, such as other group members and length of time in group, it could be argued that likelihood of 
reporting lower NR may remain stable due to the individual’s internal working model of others as positive, which persists 
across time and situation. Similarly experiences of group cohesion for those with stronger attachment avoidance may 
be less affected by these situational variables, due to an internal negative working models of others, which means that 
perceptions and behaviours of others are less influential and important to these individuals. Future research would need 
to explore this further to elucidate whether this may explain the current findings.

5.3 � Qualitative exploration

The third key finding is the qualitative exploration of factors identified as promoting group cohesion in SUD therapy 
groups. The following themes were identified by participants as important to group cohesion, (a) safety, trust and vul-
nerability between members, (b) compassion, support and respect between members, (c) effective group facilitators, 
(d) belonging, acceptance and connection between members, and (e) shared group goals. The qualitative findings are 
consistent with existing literature, which proposes that the group may serve as a secure base that allows members to 
feel safe to be vulnerable and take emotional risks [41, 43] and that this may contribute to more effective individual and 
group functioning, which promotes healing and recovery. Further, the role of group facilitators in influencing group 
cohesion has been highlighted, as outlined in previous literature [26, 56]. The study also highlighted concrete behav-
iours that were identified by participants as beneficial to cohesion. These included all members contributing to group 
discussion, listening to other members and the facilitator(s) when they speak, respecting group rules, identifying mutual 
group tasks and goals, and the facilitator providing clear explanations during group. The findings also lend support to 
the quantitative results of the current study, highlighting that processes and behaviours that promote group cohesion, 
such as connecting with others, being vulnerable and developing trust towards the group, may be more difficult for 
individuals stronger in avoidant attachment. This may explain why they are less likely to experience group cohesion and 
the implications of this are described below.

5.4 � Limitations

Some methodological limitations of the current study have been outlined already. These should be considered when 
interpreting the current findings and future research should seek to address these limitations. As mentioned, analyses 
to determine whether client characteristics (e.g. demographic variables, number of previously attended sessions) and 
group characteristics (e.g. group size) influenced the relationship between attachment style and group cohesion were 
not possible due to the impact of COVID-19 on participant recruitment. Variables such as age, gender, race and group 
size have been found to influence group behaviours, as well as the relationship between group cohesion and treatment 
outcomes, thus future research should seek to incorporate this in their study design to clarify their role in SUD group 
therapy [13, 16, 57]. The current sample also included participants with high income and education, who attended 
an open-group program. This may impact on generalisability of findings to other populations with lower income and 
education, or those who attend closed-group programs where the trajectory of group cohesion may differ. Further 
research should seek to account for this to contribute to a more robust understanding of the influence of attachment 
style on group cohesion in the literature. The current study was also unable to explore the influence of healthy, secure 
attachment on experiences of group cohesion and future research should seek to further address this to provide a better 
understanding of how securely attached individuals experience group SUD treatment.

5.5 � Implications and directions for future research

Research exploring the impact of attachment style on group cohesion in SUD group therapy is important to improving 
therapeutic outcomes. The current findings have several practical implications for group therapists providing SUD treat-
ment. The present findings highlight the importance of therapists tailoring group treatment to meet the attachment 
needs of individuals to minimise barriers to successful therapeutic engagement and positive treatment outcomes. The 
study also provides qualitative information on processes and behaviours that individuals with lived experience of SUD 
have identified as beneficial to group cohesion, which therapists can take into consideration. As individuals stronger in 
attachment avoidance may have greater difficulty engaging in behaviours that promote group cohesion, future research 
should explore how therapists can account for avoidant attachment styles in group therapy, and particular ways that 
they can support these members to experience the group as a safe base. Future research should also seek to clarify the 
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relationship between attachment anxiety and group cohesion given the mixed findings in the existing literature, account-
ing for the methodological limitations of the current study, as well as the broader methodological challenges of group 
cohesion research. The current study, along with future research in this area, will allow group therapists to enhance their 
capacity to provide effective, individualised treatment for SUD in the group format.

Authors’ contributions  AN was responsible for developing the research question, study design, conducting data analysis and preparing the 
draft manuscript. MS was responsible for providing support to AN with the development of the ethics application and conducting data col-
lection and entry. AH provided supervision throughout the research project. All authors read and approved the final manuscript.

Data and code availability  The data and code utilised in this study is available on request from the corresponding author. The data is not 
publicly available due to their containing information that could compromise the privacy of research participants.

Declarations 

Competing interests  The authors declare no competing interests.

Open Access  This article is licensed under a Creative Commons Attribution 4.0 International License, which permits use, sharing, adapta-
tion, distribution and reproduction in any medium or format, as long as you give appropriate credit to the original author(s) and the source, 
provide a link to the Creative Commons licence, and indicate if changes were made. The images or other third party material in this article 
are included in the article’s Creative Commons licence, unless indicated otherwise in a credit line to the material. If material is not included in 
the article’s Creative Commons licence and your intended use is not permitted by statutory regulation or exceeds the permitted use, you will 
need to obtain permission directly from the copyright holder. To view a copy of this licence, visit http://creativecommons.org/licenses/by/4.0/.

References

	 1.	 Australian Institute of Health and Welfare. National Drug Strategy Household Survey 2019. Canberra: AIHW; 2020 July 16. AIHW cat. 
no. PHE 270. https://​www.​aihw.​gov.​au/​repor​ts/​illic​it-​use-​of-​drugs/​natio​nal-​drug-​strat​egy-​house​hold-​survey-​2019/​conte​nts/​summa​
ry

	 2.	 American Psychiatric Association. Diagnostic and statistical manual of mental disorders. 5th ed. Airlington: American Psychiatric 
Association; 2013.

	 3.	 Lo Coco G, Melchiori F, Oieni V, Infurna MR, Strauss B, Schwartze D, Rosendahl J, Gullo S. Group treatment for substance use disorder 
in adults: a systematic review and meta-analysis of randomized-controlled trials. J Subst Abuse Treat. 2019. https://​doi.​org/​10.​1016/j.​
jsat.​2019.​01.​016.

	 4.	 Magill M, Ray LA. Cognitive-behavioral treatment with adult alcohol and illicit drug users: a meta-analysis of randomized controlled 
trials. J Stud Alcohol Drugs. 2009. https://​doi.​org/​10.​15288/​jsad.​2009.​70.​516.

	 5.	 Olmstead TA, Graff FS, Ames-Sikora A, McCrady BS, Gaba A, Epstein EE. Cost-effectiveness of individual versus group female-specific 
cognitive behavioral therapy for alcohol use disorder. J Subst Abuse Treat. 2019. https://​doi.​org/​10.​1016/j.​jsat.​2019.​02.​001.

	 6.	 Sobell LC, Sobell MB, Agrawal S. Randomized controlled trial of a cognitive-behavioral motivational intervention in a group versus 
individual format for substance use disorders. Psychol Addict Behav. 2009. https://​doi.​org/​10.​1037/​a0016​636.

	 7.	 Substance Abuse Treatment: Group Therapy. Rockville (MD): Substance Abuse and Mental Health Services Administration (US); 2005. 
(Treatment Improvement Protocol (TIP) Series, No. 41.) https://​www.​ncbi.​nlm.​nih.​gov/​books/​NBK64​220/

	 8.	 Wajda Z, Makara-Studzińska M. Attachment in group psychotherapy. Part 2 Empirical research. Psychoterapia. 2018;187:57–67.
	 9.	 Weiss RD, Jaffee WB, de Menil V, Cogley C. Group therapy for substance use disorders: What do we know? Har Rev Psychiatry. 2004. 

https://​doi.​org/​10.​1080/​10673​22049​09057​23.
	10.	 Yalom ID, Leszcz M. The theory and practice of group psychotherapy. 5th ed. New York: Basic Books; 2008.
	11.	 Légaré A, Giroux I, Ferland F. Influence de la force de la cohésion sur l’expression des facteurs thérapeutiques dans les traitements 

de groupe offerts à une clientèle dépendante. Psychothérapies. 2018. https://​doi.​org/​10.​3917/​psys.​182.​0119.
	12.	 Burlingame GM, McClendon DT, Yang C. Cohesion in group therapy: A meta-analysis. Psychotherapy. 2018. https://​doi.​org/​10.​1037/​

pst00​00173.
	13.	 Burlingame GM, McClendon DT, Alonso J. Cohesion in group therapy. Psychotherapy. 2011. https://​doi.​org/​10.​1037/​a0022​063.
	14.	 Burlingame GM, Fuhriman A, Johnson JE. Cohesion in group psychotherapy. Psychother Theor Res Pract Train. 2001. https://​doi.​org/​

10.​1037/​0033-​3204.​38.4.​373.
	15.	 McCallum M, Piper WE, Ogrodniczuk JS, Joyce AS. Early process and dropping out from short-term group therapy for complicated 

grief. Group Dyn Theory Res Pract. 2002. https://​doi.​org/​10.​1037/​1089-​2699.6.​3.​243.
	16.	 Valeri L, Sugarman D, Reilly M, McHugh R, Fitzmaurice G, Greenfield S. Group therapy for women with substance use disorders: In-

session affiliation predicts women’s substance use treatment outcomes. J Subst Abuse Treat. 2018. https://​doi.​org/​10.​1016/j.​jsat.​
2018.​08.​008.

	17.	 Kelly PJ, Deane FP, Baker AL. Group cohesion and between session homework activities predict self-reported cognitive-behavioral 
skill use amongst participants of SMART Recovery groups. J Subst Abuse Treat. 2015. https://​doi.​org/​10.​1016/j.​jsat.​2014.​10.​008.

http://creativecommons.org/licenses/by/4.0/
https://www.aihw.gov.au/reports/illicit-use-of-drugs/national-drug-strategy-household-survey-2019/contents/summary
https://www.aihw.gov.au/reports/illicit-use-of-drugs/national-drug-strategy-household-survey-2019/contents/summary
https://doi.org/10.1016/j.jsat.2019.01.016
https://doi.org/10.1016/j.jsat.2019.01.016
https://doi.org/10.15288/jsad.2009.70.516
https://doi.org/10.1016/j.jsat.2019.02.001
https://doi.org/10.1037/a0016636
https://www.ncbi.nlm.nih.gov/books/NBK64220/
https://doi.org/10.1080/10673220490905723
https://doi.org/10.3917/psys.182.0119
https://doi.org/10.1037/pst0000173
https://doi.org/10.1037/pst0000173
https://doi.org/10.1037/a0022063
https://doi.org/10.1037/0033-3204.38.4.373
https://doi.org/10.1037/0033-3204.38.4.373
https://doi.org/10.1037/1089-2699.6.3.243
https://doi.org/10.1016/j.jsat.2018.08.008
https://doi.org/10.1016/j.jsat.2018.08.008
https://doi.org/10.1016/j.jsat.2014.10.008


Vol:.(1234567890)

Research	 Discover Psychology             (2022) 2:7  | https://doi.org/10.1007/s44202-022-00022-w

1 3

	18.	 Cavicchioli M, Vassena G, Ramella P, Simone G, Movalli M, Maffei C. Group relationships during a dialectical behavior therapy skills 
training program for the treatment of alcohol and concurrent substance use disorders: Evidence and theoretical considerations. 
Group Dyn Theory Res Pract. 2020. https://​doi.​org/​10.​1037/​gdn00​00138.

	19.	 Sotskova A, Woodin E, Cyr K. Understanding the role of group cohesion and group alliance in a secular peer support group for recovery 
from substance misuse. J Groups Addict Recover. 2016. https://​doi.​org/​10.​1080/​15560​35X.​2015.​11324​00.

	20.	 Rice SL, Tonigan JS. Impressions of Alcoholics Anonymous (AA) group cohesion: A case for a nonspecific factor predicting later AA 
attendance. Alcohol Treat Q. 2012. https://​doi.​org/​10.​1080/​07347​324.​2012.​635550.

	21.	 Pooler DK, Qualls N, Rogers R, Johnston D. An exploration of cohesion and recovery outcomes in addiction treatment groups. Soc 
Work Groups. 2014. https://​doi.​org/​10.​1080/​01609​513.​2014.​905217.

	22.	 Cruz M, Osilla K, Paddock S. Group cohesion and climate in cognitive behavioral therapy for individuals with a first-time DUI. Alcohol 
Treat Q. 2020. https://​doi.​org/​10.​1080/​07347​324.​2019.​16139​41.

	23.	 Gillaspy JA, Wright AR, Campbell C, Stokes S, Adinoff B. Group alliance and cohesion as predictors of drug and alcohol abuse treat-
ment outcomes. Psychother Res. 2002. https://​doi.​org/​10.​1093/​ptr/​12.2.​213.

	24.	 Pavia L, Tosto C, Cinquegrana A, Scioto E, Bussola T, Cavani P. Rolling psychodynamic group for cocaine use disorder: A single-group 
study using multilevel models. J Groups Addict Recover. 2017. https://​doi.​org/​10.​1080/​15560​35X.​2017.​13131​48.

	25.	 Johnson J, Burlingame GM, Gleave RL. Group climate, cohesion, alliance, and empathy in group psychotherapy: Multilevel structural 
equation models. J Couns Psychol. 2005. https://​doi.​org/​10.​1037/​0022-​0167.​52.3.​310.

	26.	 Tucker JR, Wade NG, Abraham WT, Bittman-Heinrichs RL, Cornish MA, Post PC. Modeling cohesion change in group counseling: the 
role of client characteristics, group variables, and leader behaviours. J Couns Psychol. 2020. https://​doi.​org/​10.​1037/​cou00​00403.

	27.	 Bowlby J. Attachment and loss, volume 1 attachment. New York: Basic Books; 1969.
	28.	 Bowlby J. Attachment and loss, volume 1 attachment. 2nd ed. New York: Basic Books; 1982.
	29.	 Fraley RC, Hudson NW, Heffernan ME, Segal N. Are adult attachment styles categorical or dimensional? A taxometric analysis of 

general and relationship-specific attachment orientations. J Pers Soc Psychol. 2015. https://​doi.​org/​10.​1037/​pspp0​000027.
	30.	 Karantzas GC, Feeney JA, Wilkinson R. Is less more? Confirmatory factor analysis of the Attachment Style Questionnaires. J Soc Pers 

Relat. 2010. https://​doi.​org/​10.​1177/​02654​07510​373756.
	31.	 Chen EC, Mallinckrodt B. Attachment, group attraction and self-other agreement in interpersonal circumplex problems and percep-

tions of group members. Group Dyn Theory Res Pract. 2002. https://​doi.​org/​10.​1037/​1089-​2699.6.​4.​311.
	32.	 Rom E, Mikulincer M. Attachment theory and group processes: The association between attachment style and group-related repre-

sentations, goals, memories, and functioning. J Pers Soc Psychol. 2003. https://​doi.​org/​10.​1037/​0022-​3514.​84.6.​1220.
	33.	 Keating L, Tasca GA, Gick M, Ritchie K, Balfour L, Bissada H. Change in attachment to the therapy group generalizes to change in 

individual attachment among women with binge eating disorder. Psychotherapy. 2014. https://​doi.​org/​10.​1037/​a0031​099.
	34.	 Shechtman Z, Rybko J. Attachment style and observed initial self-disclosure as explanatory variables of group functioning. Group 

Dyn Theory Res Pract. 2004. https://​doi.​org/​10.​1037/​1089-​2699.8.​3.​207.
	35.	 Burlingame GM, McClendon DT, Yang C. Cohesion in group therapy. In: Norcross JC, Lambert MJ, editors. Psychotherapy relationships 

that work: Volume 1: Evidence-based therapist contributions. 3rd ed. New York: Oxford University Press; 2019. p. 205–55.
	36.	 Lo Coco G, Gullo S, Oieni V, Giannone F, Di Blasi M, Kivlighan DM. The relationship between attachment dimensions and perceptions 

of group relationships over time: An actor–partner interdependence analysis. Group Dyn Theory Res Pract. 2016. https://​doi.​org/​10.​
1037/​gdn00​00056.

	37.	 Tasca GA, Balfour L, Ritchie K, Bissada H. The relationship between attachment scales and group therapy alliance growth differs by 
treatment type for women with binge eating disorder. Group Dyn Theory Res Pract. 2007. https://​doi.​org/​10.​1037/​1089-​2699.​11.1.1.

	38.	 Kivlighan DM, Lo Coco G, Gullo S. Attachment anxiety and avoidance and perceptions of group climate: An actor-partner interde-
pendence analysis. J Couns Psychol. 2012. https://​doi.​org/​10.​1037/​a0030​173.

	39.	 Illing V, Tasca GA, Balfour L, Bissada H. Attachment dimensions and group climate growth in a sample of women seeking treatment 
for eating disorders. Psychiatry. 2011. https://​doi.​org/​10.​1521/​psyc.​2011.​74.3.​255.

	40.	 Kivlighan D, Lo Coco G, Gullo S, Pazzagli C, Mazzeschi C. Attachment anxiety and attachment avoidance: Members’ attachment fit 
with their group and group relationships. In J Group Psychother. 2017. https://​doi.​org/​10.​1080/​00207​284.​2016.​12604​64.

	41.	 Mikulincer M, Shaver PR. Attachment, group-related processes, and psychotherapy. In J Group Psychother. 2007. https://​doi.​org/​10.​
1521/​ijgp.​2007.​57.2.​233.

	42.	 Mikulincer M, Shaver PR. Augmenting the sense of attachment security in group contexts: The effects of a responsive leader and a 
cohesive group. In J Group Psychother. 2017. https://​doi.​org/​10.​1080/​00207​284.​2016.​12604​62.

	43.	 Leszcz M. How understanding attachment enhances group therapist effectiveness. In J Group Psychother. 2017. https://​doi.​org/​10.​
1080/​00207​284.​2016.​12737​45.

	44.	 De Rick A, Vanheule S. Attachment styles in alcoholic inpatients. Eur Addict Res. 2007. https://​doi.​org/​10.​1159/​00009​7940.
	45.	 Wyrzykowska E, Glogowska K, Mickiewicz K. Attachment relationships among alcohol dependent persons. Alcoholism and Drug 

Addiction. 2014. https://​doi.​org/​10.​1016/​S0867-​4361(14)​70010-0.
	46.	 Fairbairn CE, Briley DA, Kang D, Fraley RC, Hankin BL, Ariss T. A meta-analysis of longitudinal associations between substance use 

and interpersonal attachment security. Psychol Bull. 2018. https://​doi.​org/​10.​1037/​bul00​00141.
	47.	 Vungkhanching M, Sher K, Jackson K, Parra G. Relation of attachment style to family history of alcoholism and alcohol use disorders 

in early adulthood. Drug Alcohol Depend. 2004. https://​doi.​org/​10.​1016/j.​druga​lcdep.​2004.​01.​013.
	48.	 Kessler RC, Barker PR, Colpe LJ, Epstein JF, Gfroerer JC, Hiripi E, Howes MJ, Normand SLT, Manderscheid RW, Walters EE, Zaslavsky AM. 

Screening for serious mental illness in the general population. Arch Gen Psychiatry. 2003. https://​doi.​org/​10.​1001/​archp​syc.​60.2.​184.
	49.	 Staples LG, Dear BF, Gandy M, Fogliati V, Fogliati R, Karin E, Nielssen O, Titov N. Psychometric properties and clinical utility of brief 

measures of depression, anxiety, and general distress: The PHQ-2, GAD-2, and K-6. Gen Hosp Psychiatry. 2019. https://​doi.​org/​10.​
1016/j.​genho​sppsy​ch.​2018.​11.​003.

	50.	 Alexander R, Feeny JA, Hohaus L, Noller P. Attachment style and coping resources as predictors of coping strategies in the transition 
to parenthood. Pers Relatsh. 2001. https://​doi.​org/​10.​1111/j.​1475-​6811.​2001.​tb000​32.x.

https://doi.org/10.1037/gdn0000138
https://doi.org/10.1080/1556035X.2015.1132400
https://doi.org/10.1080/07347324.2012.635550
https://doi.org/10.1080/01609513.2014.905217
https://doi.org/10.1080/07347324.2019.1613941
https://doi.org/10.1093/ptr/12.2.213
https://doi.org/10.1080/1556035X.2017.1313148
https://doi.org/10.1037/0022-0167.52.3.310
https://doi.org/10.1037/cou0000403
https://doi.org/10.1037/pspp0000027
https://doi.org/10.1177/0265407510373756
https://doi.org/10.1037/1089-2699.6.4.311
https://doi.org/10.1037/0022-3514.84.6.1220
https://doi.org/10.1037/a0031099
https://doi.org/10.1037/1089-2699.8.3.207
https://doi.org/10.1037/gdn0000056
https://doi.org/10.1037/gdn0000056
https://doi.org/10.1037/1089-2699.11.1.1
https://doi.org/10.1037/a0030173
https://doi.org/10.1521/psyc.2011.74.3.255
https://doi.org/10.1080/00207284.2016.1260464
https://doi.org/10.1521/ijgp.2007.57.2.233
https://doi.org/10.1521/ijgp.2007.57.2.233
https://doi.org/10.1080/00207284.2016.1260462
https://doi.org/10.1080/00207284.2016.1273745
https://doi.org/10.1080/00207284.2016.1273745
https://doi.org/10.1159/000097940
https://doi.org/10.1016/S0867-4361(14)70010-0
https://doi.org/10.1037/bul0000141
https://doi.org/10.1016/j.drugalcdep.2004.01.013
https://doi.org/10.1001/archpsyc.60.2.184
https://doi.org/10.1016/j.genhosppsych.2018.11.003
https://doi.org/10.1016/j.genhosppsych.2018.11.003
https://doi.org/10.1111/j.1475-6811.2001.tb00032.x


Vol.:(0123456789)

Discover Psychology             (2022) 2:7  | https://doi.org/10.1007/s44202-022-00022-w	 Research

1 3

	51.	 Feeney J, Noller R, Hanrahan M. Assessing adult attachment. In: Sperling M, Berman W, editors. Attachment in adults: clinical and 
developmental perspectives. New York: Guilford Press; 1994. p. 128–52.

	52.	 Ravitz P, Maunder R, Hunter J, Sthankiya B, Lancee W. Adult attachment measures: a 25-year review. J Psychosom Res. 2010. https://​
doi.​org/​10.​1016/j.​jpsyc​hores.​2009.​08.​006.

	53.	 Krogel J, Burlingame G, Chapman C, Renshaw T, Gleave R, Beecher M, Macnair-Semands R. The Group Questionnaire: A clinical and 
empirically derived measure of group relationship. Psychother Res. 2013. https://​doi.​org/​10.​1080/​10503​307.​2012.​729868.

	54.	 Orfanos S, Burn E, Priebe S, Spector A. A systematic review and quality assessment of therapeutic group process questionnaires. Int 
J Group Psychother. 2020. https://​doi.​org/​10.​1080/​00207​284.​2020.​17552​92.

	55.	 Wajda Z, Makara-Studzińska M. Attachment in group psychotherapy: part 1 theoretical aspects. Psychoterapia. 2018;186:7–17.
	56.	 Lo Coco G, Prestano C, Burlingame GM. Current issues on group psychotherapy research: an overview. In: Gelo O, Rieken B, editors. 

Psychotherapy research. Vienna: Springer; 2014. p. 279–92.
	57.	 Johnson JE, Connolly Gibbons MB, Crits-Christoph P. Gender, race, and group behavior in group drug treatment. Drug Alcohol Depend. 

2011. https://​doi.​org/​10.​1016/j.​druga​lcdep.​2011.​05.​023.
	58.	 Markin RD, Marmarosh C. Application of adult attachment theory to group member transference and the group therapy process. Psy-

chother Theor Res Pract Train. 2010. https://​doi.​org/​10.​1037/​a0018​840.

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

https://doi.org/10.1016/j.jpsychores.2009.08.006
https://doi.org/10.1016/j.jpsychores.2009.08.006
https://doi.org/10.1080/10503307.2012.729868
https://doi.org/10.1080/00207284.2020.1755292
https://doi.org/10.1016/j.drugalcdep.2011.05.023
https://doi.org/10.1037/a0018840

	The influence of members’ attachment style on group cohesion in substance use therapy groups
	Abstract
	1 Introduction
	1.1 Substance use in Australia
	1.2 SUD group treatment
	1.3 Group cohesion
	1.4 Attachment theory
	1.5 Influence of attachment style on group cohesion
	1.6 Current study

	2 Method
	2.1 Participants
	2.2 Materials
	2.2.1 Participant demographic information
	2.2.2 Kessler-6 (K-6) [48]
	2.2.3 Attachment style questionnaire-short form (ASQ-SF) [50]
	2.2.4 Group questionnaire (GQ) [53]
	2.2.5 Qualitative questions on group cohesion

	2.3 Procedure
	2.4 Statistical analysis

	3 Results
	3.1 Descriptive statistics
	3.2 Data screening

	4 Main analysis
	4.1 Relationship between attachment and PB
	4.1.1 Relationship between attachment and PW
	4.1.2 Relationship between attachment and NRs

	4.2 Qualitative analysis
	4.2.1 Safety, trust and vulnerability
	4.2.2 Compassion, support and respect
	4.2.3 Effective group facilitators
	4.2.4 Belonging, acceptance and connection
	4.2.5 Shared goals


	5 Discussion
	5.1 Influence of attachment avoidance
	5.2 Influence of attachment anxiety
	5.3 Qualitative exploration
	5.4 Limitations
	5.5 Implications and directions for future research

	References




