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ABSTRACT

PURPOSE: Employment and family/social relationships are 2 of the highest priorities among those in substance use recovery. This study
examined the relationship of work status with couple adjustment and other recovery capital treatment outcomes among symptomatic alco-
hol, substance use, and gambling participants (N=38) using data collected in a randomized trial comparing a systemic Congruence Couple
Therapy (CCT) and individual-based Treatment-as-Usual (TAU).

METHOD: Change scores and associations between work status and couple adjustment together with 8 other recovery outcome variables
at post-treatment (5 months from baseline) and follow-up (8 months from baseline) in TAU (n=17) and CCT (n=21) were analyzed.

RESULTS: Number of those working increased with both CCT and TAU but without reaching significance in either CCT (Cochran’s Q=15.429,
P=.066) or TAU (Cochran’s Q=2.800, P=.247). Relative to those not working in the combined sample, those working showed significantly
improved scores in post-treatment and follow-up in addictive symptoms, couple adjustment, psychiatric symptoms, depression, and life
stress. Separating the CCT and TAU groups, similar trend was found in the CCT group but was inconsistent in the TAU group.

CONCLUSION: Significantly greater improvement in addictive symptoms and recovery capital of couple adjustment, mental health, and life
stress was found in the working vs not-working group. Compared to individual-based TAU, exploratory findings indicate that the systemic
treatment of CCT showed a clearer and more consistent difference in improved working days, addictive symptoms and recovery capital.
Replication with larger samples is needed to generalize these results.
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Defining alcohol and substance use recovery and treatment suc-
cess as abstinence has been criticized as too narrow a criterion.!2
A broader frame advanced to view recovery is that of recovery
capital (RC), described as a building up of internal and external
resources for a lifestyle characterized by productivity, supportive
relationships, employment, physical and mental health, purpose,
and citizenship.3~> Various RC categories have been formulated
to define the domains of protective and resilient factors in sub-
stance use recovery.® A recent RC conceptualization was also
proposed for gambling disorder consisting of human, commu-
nity, social and financial domains based on the reports of recov-
ered gamblers.” The gambling RC identified are largely similar
to the RC for substance use disorder, but physical health was
not mentioned among problem gamblers and financial resources
were more salient to gamblers.”

Possession of a wide range of RCs aided recovery in its vari-
ous stages and different RCs were deemed to work in concert
with one another.”# Employment and family and social rela-
tionships are highly prioritized areas by those in recovery’ and

employment itself has consistently been identified as a top
recovery goal.'® Notably, family/social support®”!! and emo-
tional regulation!>13 are both recognized as dominant recovery
resources but their relationship to employment has been under-
studied. Given these top recovery priorities, domains of RC
that correlate with and are predictive of successful employment
are important to map out to inform the effective structuring of
treatment and recovery programs.

Employment as a key recovery capital

Employment is a key index of recovery,!? strongly predictive of
successful treatment completion and long-term recovery.!# Job-
related engagement during treatment is associated with higher
post-treatment quality of life, more prolonged treatment and
abstinence,'® lower stress, and happiness.'® Giving life stability
in providing income and benefits, employment is also a path for
career progression, and acts as a social deterrent for substance
use.? It opens up access to social networks and support.?
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Conversely, unemployment has consistently been shown to
impair mental health such as depression, anxiety, psychosomatic
symptoms, subjective well-being, and self-esteem.!”18

Among polysubstance use individuals in recovery, those
with a history of chronic physical and mental conditions have
lower odds of being employed.’® In one qualitative study,
socially “integrated” and “marginalized” groups in treatment
recovery demonstrated marked differences in work function-
ing, family connections, social network, and mental health.?
Consistent with the above literature, employment has an asso-
ciation with the personal and social domains of RC?® and less
substance use dependence severity.?!

Intersections of different recovery capitals

Assessing substance use and gambling recovery using the
framework of recovery capital is a compelling proposition, but
empirical support for the inter-relationships among different
RC domains is still in its infancy. Recovery capital items iden-
tified in the Assessment of Recovery Capital,?? a predominant
measure of RC, require more evidence for their correlations
with each other to determine their interrelationships.?*?* One
recent study found that improvement in gambling symptoms
was positively associated with internal and external recovery
capital and spirituality and negatively associated with anxiety,
depression, and stressful life events.? Better delineations of the
interconnections of different types of RC can help identify spe-
cific RC resources an individual lacks or possesses to target
treatment goals and increase understanding of how each RC
contributes to overall recovery. These delineations and empiri-
cal correlations would also serve to fortify the recovery capital
construct and expand our understanding of contributing fac-
tors in recovery.

Couple and family capital in employment

The recovery capital literature points to social support, which
includes group and family supports, as an important influence
on employment and other recovery areas.?® Employment can
also improve couple relationships by reducing stress, pessi-
mism, conflict, and increasing satisfaction with life.?”2® Job-
related self-efficacy of one partner in a couple influences the
other in enhancing work functioning through verbal persua-
sion and vicarious learning.? Family members can be a source
of strength or detriment in recovery and work functioning.3%31
The indications that a connection exists between family sup-
port and employment invites further exploration.

To date, predominant employment interventions for recov-
ering substance abusers have focused specifically on employ-
ment search and skills development3? and less so as an
integrated part of treatment with other areas of recovery such
as improving couple and family relationships. A recent
Norwegian study of employment-specific programs found

improved work functioning among substance abusers enrolled
in couple and family therapy.33 In this study, improved work
functioning correlated with decreased depression and couple
distress levels and improved levels of family functioning. In a
qualitative study of counselors case notes from a randomized
controlled trial of a systemic treatment model, Congruence
Couple Therapy, employment problems, and employment-
related stress featured as central concerns to addicted clients in
a large majority of CCT couple cases.3* Tight linkages were
found between employment stress with couple distress and
addiction issues. The family-work interface has been studied
for two decades in disciplines such as occupational psychol-
0gy,3>3¢ but has not been exploited for treatment and recovery
in the addiction field.

Treatment groups: Congruence couple therapy and
treatment as usual conditions

This study examined the relationship between work status and
couple adjustment and treatment outcomes among symptomatic
alcohol, substance use, and gambling participants (V=38) using
data collected in a randomized controlled trial (RCT) compar-
ing a systemic Congruence Couple Therapy (CCT) and individ-
ual-based Treatment-as-Usual (TAU).

CCT is a manualized, structured, systemic intervention that
privileges the reciprocal interaction of primary client with
addictive symptoms and their partner and the linkages among
4 dimensions: intrapsychic, interpersonal, intergenerational,
and universal-spiritual to effect change.3”3¥ Addiction is con-
ceptualized as an outcome of repeated problematic processes
among and within the 4 dimensions. CCT offers a conceptual
shift away from focusing solely on the individual and symptom
reduction to addressing the complex underlying individual and
relational processes related to addiction. Targets of interven-
tion encompass the 4 dimensions of: (1) intrapsychic awareness
and emotion regulation; (2) interpersonal awareness and
acknowledgment in couple communication skills; (3) intergen-
erational awareness and acknowledgment of family of origin
influences; and (4) universal-spiritual awareness and acknowl-
edgement of the universal human needs for connection, safety,
and worth. Descriptions of the CCT framework can be found
in earlier publications.373%40 The comparison TAU condition
reflects services couples normally received separately on an
individual basis consisting of motivational interviewing, solu-
tion-focused therapy, cognitive-behavioral therapy, and relapse
prevention.

CCT participants attended an average of 13 couple treatment
sessions. TAU primary clients and partners attended individual-
based counseling counselor, family support groups, and psychoe-
ducation programs for an average of 8 sessions. TAU participants
further received an average of 9 additional sessions between
post-treatment and follow-up while CCT participants did not
receive additional treatment during the follow-up period.
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Purpose of study and research questions

There are 4 questions we sought to answer in this study: (1) Is
there a change in work status (working in past 30 days) within
the CCT and TAU groups over time? (2) Is there a difference
in the change in work status between the CCT and TAU
groups? (3) Is there improvement in couple adjustment and
other RC areas in working versus non-working groups? and (4)
Do couple adjustment and other RC areas improve signifi-

cantly for CCT and TAU groups separately?

Methods

Assessment instruments

Work status. Work status in the last 30days was assessed
based on respondents indicating that they: (1) did not work, (2)
worked 1 to 10 hours a week, (3) worked 11 to 30 hours a week,
and (4) worked more than 30hours a week. Those with one or

more working hours per week were categorized as “working”

versus “not working at all.”

DSMS-5 alcohol use disorder (APA, 201341). Twelve binary
items indicate symptoms of alcohol use disorder (AUD) in the
last 12months. Individuals endorsing 2 or 3 items indicate
mild AUD, 4 to 5 items for moderate AUD, and 6 or more
symptoms for severe AUD. The DSM-5 items were only

administered at baseline for diagnostic purposes.

DSM-5 gambling disorder (APA, 2013). This measure con-
sists of 10 items scored in a binary fashion to indicate symp-
toms of gambling disorder (GD) in the last 12months. A
minimum score of 4 indicates positive for GD: 4 or 5 is mild; 6
or 7 is moderate; and 8 or 9 is severe. The DSM-5 for GD was
only administered at baseline for diagnostic purposes.

Alcohol use disorders identification test (AUDIT*?)
screens for hazardous and harmful alcohol use based on self-
reports using 10 items that measure alcohol use, drinking behav-
ior,and alcohol-related problems. It has a high internal consistency
and reliability, with Cronbach alpha from .75 to .97% and was
used for measuring change outcomes.

Problem gambling severity index (PGSI**) consists of 9
self-reported items to screen for problem gambling behavior,
its symptoms, and consequences, with scores ranging from 0 to
27. Higher score indicates severe disordered gambling. Internal
and external reliability of the PGSI range from Cronbach’s
alpha of .84 to .90.44* This instrument was used to measure
change outcomes.

The alcohol, smoking and substance involvement screening
test (ASSIST“6). ASSIST uses 7 questions to screen for expe-
riences with alcohol, tobacco, cannabis, cocaine, amphetamine,
inhalants, sedatives, hallucinogens, and opioids across the
lifetime and in the past 3 months. Questions pertaining to

frequency of use, desire to use, negative consequences, concern
expressed by others and loss of control are reported with
responses ranging from 0 to 7 for each area resulting in a total
score. Those who scored in the moderate and high risk catego-
ries (4-27+) were included for symptomatic substance use in
this secondary analysis, using the following interpretation:
Low risk is O to 3, Moderate risk is 4 to 26, High risk is 27 or
higher.

Behavior and symptom identification scale*’ (BASIS) is a
24-item self-report instrument assessing treatment outcomes
in 6 psychiatric symptom and functioning areas: Depression/
functioning, Interpersonal relationships, Psychotic symptoms,
Alcohol/drug use, Emotional lability, and Self-harm.
Cronbach’s a ranges .75 to .91.48

Dyadic adjustment scale (DAS*); measures the quality of
committed couple relationships using 32 items divided among
4 subscales: consensus, satisfaction, cohesion, and affectional
expression. Scores range from 0 to 151 with high reliability
showing a Cronbach’s alpha of .96. Testing for criterion validity
found a significant difference (P<<.001) between married per-
sons (n=218) with mean total scores of 114.8 (SD=17.8) and
divorced persons (n=94) with mean total scores of 70.7
(SD=23.8).

Patient health questionnaire-9 (PHQ-9°") is a brief
depression measure of 9 items, each of which can be scored
from 0 (“not at all”) to 3 (“nearly every day”) based on the last
2weeks, with total scores ranging from 0 to 27. A score of 10
or greater is recommended for major depression. The internal
reliability of the PHQ-9 was reported as excellent, with a
Cronbach alpha of .89to .86 in 2 studies.

Post-traumatic stress disorder checklist (PCL-5') con-
sists of 20 items corresponding to the 20 criteria for PTSD in
DSM-5. Conceptualized as 4 symptom clusters, that is, re-
experiencing, avoidance, negative alterations in cognition and
mood, and increased arousal and reactivity based on the past
month, scores on the PCL-5 range from 0 to 80. English ver-
sion of the scale showed excellent internal consistency (o.=.95),
with strong convergent and divergent validity.

Difficulties in emotion regulation scale (DERS*?) has 36
items measuring emotional regulation difficulties in the areas
of non-acceptance of emotional response, difficulties engaging
in goal-directed behavior, impulse control difficulties, lack of
emotional awareness, limited access to emotion regulation
strategies, and lack of emotional clarity. Higher scores indicate
greater emotional regulation difficulties. “Almost never” (a
score of 1) is optimal emotional functioning. DERS has high
internal consistency (o.=.93).

Social readjustment rating scale (SRRS*) investigates
the relationship among life events, stress, and susceptibility to
illness. A score ranging between 0 and 149 is associated with
no significant stress problem while a score of 300 or higher is
considered to place a person under major stress having an
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80% chance of illness or health change.’® SRRS has consist-
ent rank ordering for both healthy adults (=0.96-0.89) and
patients (r=0.91-0.70).>*

Operationalization of recovery capital

Recovery capital as operationalized in this analysis consists of
employment, couple adjustment, mental health, emotion dys-
regulation, and reduced life stress. These together with sub-
stance use and gambling were measured in 9 variables using
standardized instruments. DSM-5 diagnostic criteria were

used at baseline for AUD and GD for inclusion into the study.

Study participants

Main RCT sample. In the main RCT, inclusion criteria were
one or both partners meeting DSM-5 criteria for AUD or GD,
18years or older and couples were committed to their relation-
ship by self-definition. Exclusion criteria were those with seri-
ous suicidal ideation or attempted suicide in the past year,
reporting psychotic symptoms in the past month or recurring
intimate partner violence, or were involved with loan sharks
increasing risks.

Secondary sample. Drawing from the sample of the main RCT,
data were analyzed for a sub-sample of 38 individuals, includ-
ing both primary clients and partners with addictive symptoms
meeting DSM-5 criteria for AUD or GD or who scored in the
moderate to high risk categories in other types of substance use
based on ASSIST, including cannabis, cocaine, sedatives,
amphetamine, sleeping pills, and opioids. Of the sub-sample,
26 individuals met the DSM-5 criteria for AUD (45%) with a
mean score in the severe range (M=8.1, SD=2.5) corroborating
with the mean score on AUDIT (M=20.6, SD=7.1). Those
meeting DSM-5 criteria for GD (3%) had a mean score in the
moderate to severe range (M=7.4, SD=2.3) corroborating with
their PGSI mean score of 12.6 (SD=8.5). Those meeting both
AUD and GD constituted 21% of the current sample. The
sample reporting only other substance use (z=12) had a mean
score of 14.6 (8D =9.9) on the ASSIST indicating moderate risk
of health and other problems.

Statistical analysis

Data analysis was performed using SPSS version 26.0, and sta-
tistical significance for all analyses was determined at 95% CI
(2-tailed test). The proportions of participants who reported
not working versus those working in the last 30days were
described in percentages at O1 (baseline), O2 (5-month post-
treatment), and O3 (8-month follow-up). The mean scores on
substance use, gambling and RC measures using continuous
data were calculated at each time point (as shown in Table 2).
Within-treatment group changes in the percentages of

participants who reported working in the last 30days were
examined using Cochran’s Q_test across 3 time-points and
McNemar test across 2 time-points.

Additionally, within-treatment group changes in mean scores
on substance use, gambling and RC areas (psychiatric symp-
toms, couple adjustment, depression, PT'SD, emotion dysregu-
lation, and life stress) were assessed at 2-time points using
Wilcoxon test because problem gambling and substance use
measures did not meet normality requirements for parametric
test. For between-group comparison, CCT and TAU differ-
ence in changes in the proportions of participants who reported
working in the last 30days were estimated at 2 and 3-time
points using the z test.

Results

Baseline information of participants

Baseline demographic differences between the experimental
(CCT) and control (TAU) groups were insignificant (see
Table 1). Participants were majority males (55%), with a mean
age of 46years, 50% had post-secondary education, and an
annual household income of $100000 or higher (55.3%). The
mean scores for the combined CCT and TAU groups for both
working and not working status (N =38) for the RC outcomes
at O1, 02, and O3 are displayed in Table 2.

Question 1: Change in work status in CCT and TAU

CCT participants who reported working in the last 30 days
were 71.4% at baseline, 90.5% post-treatment, and 71.4% at
follow-up. TAU participants who reported working in the
last 30 days were 41.2% at baseline, 47.1% post-treatment,
and 58.8% at follow-up. The within-group analysis of
changes in the percentage of participants who reported
working across the 3-time points (01, 02, O3) was not sta-
tistically significant in either group: CCT (Cochran’s
0=2.556, P=.169) and TAU (Cochran’s Q=2.800, P=.247).
The results of within-group changes at O2 and O3 from O1
are as follows: at O2, the percentage of participants who
reported working increased by 19.1% in CCT (P=.219) and
by 5.9% in TAU (P=1.000) from O1, but both increases did
not reach statistical significance. At O3, the percentage of
participants who reported working remained the same as O1

in CCT (P=.125) and increased non-significantly by 17.6%
in TAU (P=.625) from O1.

Question 2: CCT and TAU group difference in

changes in work status

CCT and TAU between-group difference in changes in work
status reported across the 3-time points (01, O2, O3) was not
statistically significant (z=1.938, P=.052). The group difference
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Table 1. Demographics of sample with addictive symptoms.

VARIABLE NO. (%) P-VALUE BETWEEN
OVERALL (N=38) TAU (N=17) CCT (N=21) GROUPS
Age, mean (SD) 46.0 (9.9) 43.4 (8.6) 48.1 (10.7) 152
Sex
Female 17 (44.7) 7 (41.2) 12 (52.2) 691
Male 21 (55.3) 10 (58.8) 11 (47.8)
Race
Caucasian 33 (86.8) 15 (88.2) 18 (85.7) .819
Other 5(13.2) 2 (11.8) 3(14.3)
Education
Secondary or less 19 (50.0) 7 (41.2) 12 (57.1) 241
Post-secondary 19 (50.0) 10 (58.8) 9 (42.9)

Work status
Working 22 (57.9) 7 (41.2) 15 (71.4) .060
Not working 16 (42.1) 10 (58.8) 6 (28.6)

Household annual income
<$100000 17 (44.7) 9 (52.9) 8 (38.1) .488

>$100000 21 (55.3) 8 (47.1) 13 (61.9)

Group equivalence in baseline characteristics with categorical responses were assessed with a Chi-square test. Group equivalence in age was assessed with a t-test.

Table 2. Mean substance use, gambling and recovery capital scores for the combined CCT and TAU groups (N=38) at baseline (O1), post-
treatment (02), and follow-up (O3).

MEAN SCORES (SD)

Addictive symptoms

Alcohol use (AUDIT) n=25 20.6 (7.1) 13.3 (10.4) 10.3 (7.5)
Problem gambling (PGSI) n=9 13.0 (7.8) 8.2 (10.1) 5.3(8.4)
Other substance use (ASSIST) n=12 14.6 (9.9) 14.8 (14.0) 16.5 (20.2)

Mental health

Psychiatric symptoms (BASIS) 1.0 (0.5) 0.9 (0.5) 0.8 (0.5)
Depression (PHQ-9) 6.8 (4.3) 5.2 (3.6) 5.5 (3.8)
PTSD (PCL) 20.9 (18.4) 13.2 (12.8) 1.5 (11.7)

Other recovery capital

Couple adjustment (DAS) 101.0 (15.7) 110.7 (14.7) 108.0 (23.6)
Emotion dysregulation (DERS) 77.7 (23.8) 70.7 (21.8) 70.8 (25.5)
Life stress (SRRS) 322.9 (167.3) 130.6 (95.3) 141.5 (113.5)

Note. The sample comprises both working and not working groups.
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Table 3. Post-treatment (O1-O2) improved treatment outcomes with work status for combined TAU and CCT groups (N=38).

WORKING (N=27) NOT WORKING (N=11)

Z-SCORE (P-VALUE)

Addictive symptoms
Alcohol use

Problem gambling
Other substance use
Mental health
Psychiatric symptoms
Depression

PTSD

Other recovery capital
Couple adjustment
Emotion dysregulation

Life stress

2.254* (0.024)
1.160 (0.246)

2.638* (0.008)

2.018* (0.044)
2.915* (0.004)

1.770 (0.077)

2.490* (0.013)
1.647 (0.100)
4.229* (0.001)

0.911 (0.362)
0.447 (0.655)

0.934 (0.350)

0.000 (1.000)
0.179 (0.858)

1.328 (0.184)

1.781 (0.075)
0.000 (1.000)
2.934* (0.003)

Wilcoxon rank-sum test estimated change scores from baseline (O1) to 5months post-treatment (02).

*P<.05.

Table 4. Follow-up (O1-O3) improved treatment outcomes with work status for combined TAU and CCT groups (N=38).

WORKING (N=27)

NOT WORKING (N=11)

Z-SCORE (P-VALUE)

Addictive symptoms

Alcohol use 3.102* (0.002)

1.788 (0.074)

Problem gambling
Other substance use
Mental health
Psychiatric symptoms
Depression

PTSD

Other

Couple adjustment
Emotion dysregulation

Life stress

2.371* (0.018)

2.701* (0.007)

3.147* (0.002)
2.185* (0.029)

2.372* (0.018)

2.044* (0.041)
1.817 (0.069)

3.844* (0.001)

0.000 (1.000)
1.156 (0.248)

1.156 (0.248)
0.562 (0.574)

0.561 (0.575)

1.582 (0.114)
0.534 (0.594)

2.934* (0.003)

Wilcoxon rank-sum test estimated change scores from baseline (O1) to 8 months follow-up (O3).

*P<.05.

in work status reported from O1 to O2 was significant
(2=2.934, P=.003), but their difference in work status reported
from O1 to O3 was not significant (z=0.814, P=.418). Note
that higher z scores indicate a better improvement in RC; this
interpretation also applies to all reported results with z scores
in all the analyses.

Question 3: Changes in recovery capital among
working versus not-working participants for both

CCT and TAU treatment groups

The working and not-working groups were created based on
changes in work status from O1 to O2 (Table 3) and from O1
to O3 (Table 4). For example, the working group comprises
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Table 5. Post-treatment (O1-O2) improved treatment outcomes by work status TAU versus CCT.

TREATMENT OUTCOMES  TAU (N=17) CCT (N=21)

WORKING (N=8)

NOT-WORKING (N=9) WORKING (N=19) NOT-WORKING (N=2)

Z-SCORE (P-VALUE) Z-SCORE (P-VALUE)

Addictive symptoms

Alcohol use 0.560 (0.575) 0.931 (0.352) 2.333* (0.020) 1.000 (0.317)

Problem gambling 0.001 (1.000) 0.447 (0.655) 1.289 (0.197) 0.001 (1.000)

Other substance use 1.572 (0.116) 1.245 (0.213) 2.013* (0.044) 0.447 (0.655)

Mental health

Psychiatric symptoms 0.560 (0.575) 0.059 (0.953) 2.575* (0.010) 0.447 (0.655)

Depression 1.051 (0.293) 0.000 (1.000) 2.724* (0.006) 0.447 (0.655)
PTSD 0.105 (0.917) 1.053 (0.292) 2.095* (0.036) 1.342 (0.180)
Other

Couple adjustment 1.404 (0.160) 1.365 (0.172) 3.196* (0.001) 1.342 (0.180)

Emotion dysregulation 1.126 (0.260) 0.178 (0.859) 2.959* (0.003) 0.447 (0.655)

Life stress 2.521* (0.012) 2.666* (0.008) 3.462* (0.001) 1.342 (0.180)

Wilcoxon rank-sum test was used to calculate changes in scores from baseline (O1) to 5 months post-treatment (02).

*P<.05.

those who reported working at O1 and continued working
following treatment as well as those whose work status
changed from not working to working after treatment, reflect-
ing positive changes. A similar approach was used to create the
not-working group, reflecting any negative changes.

At both O2 (Table 3) and O3 (Table 4), working group
RC changes (all z-scores=1.160) surpassed those of not-
working group in alcohol use, problem gambling, other sub-
stance use, depression, psychiatric symptoms, emotion
dysregulation, couple adjustment distress, and life stress (all
z-scores = 0.001) based on the entire TAU and CCT sample.
At O2, all RC improvements were statistically significant for
those working except for problem gambling (P=.246),
PTSD (P=.077), and emotion dysregulation (P=.100); only
life stress improved significantly among those not-working at
02 (P=.003). At O3, all RCs except emotion dysregulation
(P=.069) improved significantly among those working; again,
only life stress was significantly improved among those not-
working (P=.003).

Question 4: Changes in recovery capital in working
versus not-working group for CCT and TAU
groups separately

For TAU at O2, (Table 5), only life stress improved signifi-
cantly in those working (z=2.521, P=.012) and not-working
(2=2.666, P=.008). For TAU at O3 (Table 6), only substance
use (z=2.380, P=.017) improved significantly in those work-
ing, while those not-working improved significantly in depres-
sion (2=2.207, P=.027), psychiatric symptoms (z=2.366,

P=.018), couple adjustment distress (z=2.371, P=.018), and
life stress (z=2.366, P=.018).

In contrast, for CCT at O2, (Table 5), all RC areas
improved significantly (all P<<.05) for those working except
for problem gambling with its small sample (n=3) (P=.197).
No RC area improved significantly for those not working (all
P> .05). For CCT at O3 (Table 6), those working improved
significantly in alcohol use (z=2.158, P=.031), other substance
use (z=2.046 and P=.041), psychiatric symptoms (z=2.783,
P=.005), PTSD (2=2.199, P=.028), and life stress (z=3.351,
P<.001). With CCT, those not working also showed signifi-
cantimprovementin alcohol use (z=2.032, P=.042), depres-
sion (z=2.014, P=0.044), and life stress (z=1.992, P=.046).

Power analysis

A G-Power analysis (based on Pearson r correlation test) with
the sample of 38 using a 2-tailed alpha of .05 yielded a calcu-
lated power of 0.91. When the sample of N =38 was split dis-
proportionally between the working (n=21) and not-working
(n=11) groups, the analysis was underpowered at 0.63.

Discussion

The concept of recovery capital broadens a view of recovery
from abstinence to that of well-being in multiple areas that are
important to overall functioning. In particular, employment,
social and together with family support, mental health, and
effective coping are considered important recovery assets.®>>
Improved functioning in these RC areas buffer stress and
improve the quality of life during treatment recovery.®
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Table 6. Follow-up (O1-O3) improved treatment outcomes by work status TAU versus CCT.

TREATMENT OUTCOMES  TAU (N=17)

WORKING (N=8)

Z-SCORE (P-VALUE)

NOT-WORKING (N=9)

CCT (N=21)
WORKING (N=15) NOT-WORKING (N=6)

Z-SCORE (P-VALUE)

Addictive symptoms
Alcohol use

Problem gambling
Other substance use
Mental health
Psychiatric symptoms
Depression

PTSD

Other

Couple adjustment
Emotion dysregulation

Life stress

1.727 (0.084)
0.272 (0.785)

2.380* (0.017)

0.153 (0.878)
0.653 (0.514)

0.356 (0.722)

1.365 (0.172)
1.246 (0.213)
1.478 (0.139)

1.572 (0.116)
1.342 (0.180)
0.526 (0.599)

2.366* (0.018)
2.207* (0.027)

0.944 (0.345)

2.371* (0.018)
1.352 (0.176)
2.366* (0.018)

2.158* (0.031)
1.604 (0.109)

2.046* (0.041)

2.783* (0.005)
1.023 (0.307)

2.199* (0.028)

1.734 (0.083)
1.478 (0.139)
3.351* (0.001)

2.032* (0.042)
1.342 (0.180)

0.315 (0.752)

1.363 (0.173)
2.014* (0.044)

1.572 (0.116)

1.572 (0.116)
1.363 (0.173)
1.992* (0.046)

Wilcoxon rank-sum test was used to calculate changes in scores from baseline (O1) to 8 months follow-up (O3).

*P<.05.

However, empirical evidence that supports the importance of
this broader set of recovery capital and their relationship to each
other is still limited. In this study, focusing on work status, we
sought to determine whether those working made more
improvement in addictive symptoms, couple adjustment, and
other RC treatment outcomes compared to those not working.
In addition to improved symptoms in alcohol and other sub-
stance use, the working group indicated more numerous and
more significant changes in couple adjustment, depression and
psychiatric symptoms, and life stress at post-treatment and fol-
low-up. Majority of these improvements were significant and
consistent in the CCT treatment group with its systemic inter-
ventions relative to the individually-based TAU group but these
results need to be taken tentatively and cannot be generalized
because of the small split samples. As a systemic model, CCT
works on self and other awareness, couple communication,
interrupting dysfunctional intergenerational patterns from
adverse childhood experiences, and fostering higher self-worth.
In doing so, it holds the potential to elevate concomitant out-
comes in a positive direction that could spill over from couple
adjustment and related RC into the work domain as suggested
by findings from a parallel qualitative study that offered cor-
roboration with the results of the present quantitative study.3*

Association between work status and RC domains

Positively significant changes in all RC areas were found in
the working group but were limited in the not-working group.
One earlier study showed positive correlations of improved

employment functioning with improvement in other life areas
including alcohol and drug use, medical, family, social, legal, and
psychiatric outcomes.”” However, clinical observations from
other studies also showed that treatment outcomes including
abstinence, quality of life, health, coping, happiness, and social
and family relationships often do not progress smoothly in cli-
ents during recovery.’®%° Manifestations of such symptomatic
changes tend to be uneven and dynamic, varying from one per-
son to another and over the course of time. Enhanced coping
has been proposed as a core component to a conceptualization
of RC% to be made a process goal in treatment and recovery. In
this present study, improvement in addiction symptoms and
other RC areas among those working suggests that employment
is interwoven with addiction recovery and multiple changes in
other areas of life. However, the sequence and mechanism of
this relationship remain to be determined.

Various studies have emphasized employment assistance
and training for those in substance use recovery’®3? and
employment problems persist even for those in post-recovery.®!
According to a recent systematic review on the effectiveness of
employment interventions that target primarily employment
skills for substance use disorder, the magnitude of the outcomes
of employment-specific programs is small and the findings are
inconsistent.?? Findings in the present study suggest that
employment programs would best benefit from targeting
recovery areas of couple adjustment, emotion regulation, men-
tal health, and addiction in combination with employment in
an integrated approach rather than just working on employ-
ment alone as an adjunct or separate after-care program.
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Work and couple satisfaction interface

The reciprocal nature of work-family interaction has been
the subject of research in other disciplines since the early 21st
century.®>2 However, this salient connection has not been
explored or exploited in the realm of addiction recovery and
treatment. A secondary qualitative study from the same CCT
RCT drawing on CCT addiction counselors’ case notes
revealed that employment problems featured in 88% of cou-
ples, negatively impacting addictive behaviors, couple distress,
and well-being of partners and clients in a systemic fashion
that are intricately related.* With CCT’s systemic interven-
tion, interacting themes of increased awareness of self and one’s
family of origin influences, congruent communication, and the
enlisting of spousal support are conducive to reducing employ-
ment stress and enhancing employment functioning.33

These qualitative findings converge with our quantitative
findings in showing the inter-relatedness of work and couple
adjustment as well as other recovery variables of emotion regu-
lation, mental health, and life stress. Rather than viewing work
and couple functioning as existing in separate compartments,
these findings invite us to regard improvement or strain in
either domain as a potential to enhance or tax the other
domain, similar to that reported in the work-family interface
literature.3>%3 Hence innovative interventions that aim for
simultaneously improvement of addiction symptoms, couple
satisfaction, employment, and other RC domains in a con-
certed holistic fashion should be further explored and studied.

Supporting the recovery capital paradigm

To gain the adoption of the recovery capital paradigm and
advance its promises, we require strong research evidence
acceptable to all stakeholders both within treatment institu-
tions and in community settings.®* This study supports this
agenda in demonstrating improvement in couple and mental
health functioning alongside an index of employment outcome
based on working days, thus adding to the empirical base of the

inter-relationships among RCs.

Limitations and fuz‘ure directions

Several limitations accompany this study. Although the results
of improvement of RCs for those working are adequately
powered, the analyses comparing the split groups of TAU and
CCT are under-powered. Therefore findings comparing TAU
and CCT should be interpreted as exploratory requiring future
replication with larger samples. Another limitation of this
study is that we only used work status measured in number of
working days in the past month as an index of employment.
Future studies on employment would be strengthened with a
greater number of employment variables such as new employ-
ment, length of employment/unemployment, earnings, job
loss, and frequency of work-related conflict. In light of the

many employment-related problems found among problem
and pathological gamblers,®>% an important contribution of
the present study is that it extends the substance use literature
on work and recovery capital to include those with gambling
disorder, but the gambling sample is small. Replication of the
findings of this study with a larger sample would allow the use
of inferential analysis to differentiate the effects of a systemic
versus individual-based intervention to map out more precise
pathways of interactions among a multiple set of recovery
capital with employment.
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