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Introduction

Among people aged 12 or older, over 41.1 million people
needed substance use treatment in 2020.! Statistics indicate
that 40% to 60% of people with addiction will experience a
relapse.? Drug relapse statistics show that 85% of individuals
with substance use disorders (SUD) relapse within the first
year of recovery.® Researchers estimated that more than two-
thirds of individuals in recovery relapse in the first weeks or
months of starting treatment?; therefore, the first year is crucial
for addressing risk factors for relapse.* The increasing risk of
overdose and death from opioid use further exacerbates the
need to address this critical time frame.5 Research has found
that individuals who are in recovery have up to 16 to 18 hours
of new, unoccupied free time as they no longer require time
spent for obtaining, using, and recovering from the effects of
substances.®” A common obstacle during early recovery is
finding new meaningful activities in which to fill these new
hours.® Therefore, the structuring and/or restructuring of these
hours is a crucial part of the recovery process and one that ther-
apists and counselors should target when working with indi-
viduals with SUD.8? The restructuring of time is important
because of the potential unease that can prevail after abstaining
from drugs and needing to create new or renewed patterns of
habits and routines.!” Although occupational therapists have

intervened in the area of addiction for over 70years, there is
little research, with low levels of evidence, supporting occupa-
tional therapy assessment and intervention.! The current
study answers Rojo et al's!? call for research in adding to the
body of knowledge related to the experiences of those in early
recovery as well as promoting the profession of occupational
therapy in the field of addiction treatment.

Early recovery and recovery capital

Recovery is generally defined as a process of gaining holistic
balance when an individual faces illness, crisis, or trauma.l?
This unique healing process may include acceptance of the ill-
ness and its related challenges (ie, stigma attached to diagnosis
and treatment) while reconstructing attitudes, beliefs, life roles,
and personal goals immersed in psychological symptoms and
life stressors.!>13 Recovery does not “cure” people from the ill-
ness, crisis or trauma, and the recovery process takes on a dif-
ferent meaning for each individual.'#1¢ Substance Abuse and
Mental Health Services Administration!” has a working defi-
nition of recovery from mental illness and SUD in which it is
defined as “a process of change through which individuals
improve their health and wellness, live self-directed lives, and
strive to reach their full potential” (Overview section, para. 1).
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Elison et al'® highlight that there are many definitions of
recovery within the literature, including definitions constructed
by those with SUD and definitions constructed by profession-
als. These definitions include long term management of sub-
stance use and/or decreased risk of substance use as issue or
concern.1?-21 Other definitions include transformation of one’s
self identity?>?® or increased spirituality.?#?> The Diagnostic
and Statistical Manual of Mental Disorders, fifth Edition, text
revision (DSM-5-TR) defines substance use as a cluster of
cognitive, behavioral, and physiological symptoms indicating
that the individual continues to use the substance despite sig-
nificant substance related problems. It further defines early
remission as a period when none of the criteria for SUD have
been met for at least 3 months but for less than 12 months,
after full criteria were previously met.” Sustained remission is
defined as a period of when none of the criteria have been met
during a period of 12 months or longer.

Research indicates there are many potential challenges to
sustaining recovery, including, but not limited to, stigma, anhe-
donia, sleep disturbances, mental health comorbidities, and
negative social support.?6-31 While there are potential chal-
lenges to sustaining recovery, research has shown that recovery
capital aids in recovery. Recovery capital is defined as both
internal and external resources an individual may use to initiate
and subsequently maintain recovery.323® Recovery capital
has also been shown to help support clinicians and therapists
when providing treatment to clients with SUD through
assessment of resources that either facilitate or hinder the
recovery process.3* Research has indicated that those individu-
als with higher levels of recovery capital also have higher rates
of recovery.?® These recovery capital resources may include
social support, religiosity, life meaning, and affiliation with
12-step recovery programs.*® Similarly, Davidson® stated that
recovery capital includes social, emotional, and informational
resources, including, but not limited to, activities in the com-
munity setting, education, housing, self-care tools, and peer
support. In an article about personal recovery experience from
chronic mental illness (that of schizophrenia), Leete3¢ expressed
that temporally structured activities gave her something to look
torward to, provided her with motivation, and allowed her
hours to pass by remedially and productively.

How do individuals in early recovery structure
their time?: Retrospective analysis

While the research indicates the aforementioned activities and
supports as potential facilitators of recovery, the literature
review revealed that there has been little research done on
individuals who are currently in early remission, as opposed to
individuals who are currently in sustained remission and are
recounting how they structured their time in early remis-
sion.826:37.38 The literature review for this study yielded 5
instrumental research studies that provided insight into how

those in early recovery structure their time, while also provid-
ing justification for current study.

Hood3” explored the experiences of 3 women in recovery
from alcohol use disorder through semi structured focus groups.
Qualitative analysis of the data included the specific function of
leisure activities during their substance use recovery process.
Among other themes, the women reported the need to find
purpose and meaning to help support recovery. In terms of lei-
sure participation, the women identified such activity as a tool
for organizing their lives. Leisure participation, which can be
defined as “planning and participating in leisure activities;
maintaining a balance of leisure activities with other occupa-
tions; obtaining, using and maintaining equipment and sup-
plies” (p. 34),” reportedly helped them to keep occupied through
structure. However, the results indicated that the women had
difficulty in identifying the leisure activities in which they liked
to engage, which is a key clinical implication of the research and
lends itself to the need to engage in leisure exploration interven-
tions for some individuals. Leisure exploration is defined as
“identifying interests, skills, opportunities, and leisure activities”
(p- 34).° Limitations of the research include lack of generaliza-
bility due to qualitative methodology as well as the focus of
women. Though the findings of this article are significant, the
participants were interviewed when they were no longer in early
remission; they were 4 to 10years in sustained remission.

Harris et al.’® investigated the experiences of women in
recovery (n=27) who had histories of physical or sexual abuse
with co-occurring mental health and SUD. Fourteen of the 27
women were considered abstinent, while 13 of the 27 women
had a significant relapse. All participants had at least 2 years of
recovery at time of participation in the semi structured inter-
views. Qualitative data analysis yielded 7 themes, which
included both facilitators and barriers to recovery. One of the
barriers that was discussed was destructive habits and routines.
Among other clinical suggestions, the authors encourage clini-
cians to help women in recovery to construct strategies to cope
with feelings of boredom.

Best et al.?¢ investigated the factors related to abstinence.
Participants of the study included former heroin users (n=107)
with a minimum of 10years abstinent from substance use.
Results indicated that most expressed dissatisfaction with life-
style associated with the substance use (“tired of lifestyle”) as
factor related to abstinence. Results also included the utiliza-
tion of social supports, as well as practical factors, including
employment as factors in supporting abstinence along with
religious and spiritual activities. A major limitation of this
research is that a majority of participants were working in the
field of addiction when they were retrospectively accounting
for what contributed to abstinence.

Finally, Rodriguez and Smith® examined young men’s
experiences in early recovery through use of an interpretative
phenomenological analysis. Participants (n=4) engaged in
semi structured interviews that explored the experiences of
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early recovery in Narcotics Anonymous (NA). There were sev-
eral significant conclusions drawn from the results. Within the
context of this study, it seems clear that certain habits/routines
or strategies for creating healthy habits/routines may help to
sustain recovery from SUD and prevent relapse. Specifically,
writing, prayer, and consistent attendance of meetings to struc-
ture time proved to be helpful for these participants. Participants
reported that their attendance at NA meetings provided them
opportunities to develop social support and self-care routines.
This study, unlike others, captures a more holistic experience of
individuals in early recovery. However, the participants were all
members of NA, so the results may not be transferable to the
general treatment population.

Rationale for exploration of habits and routines in
early remission

It has been shown that individuals with SUD often have mala-
daptive habits and routines associated with their addiction.?
Habits are defined as “specific, automatic behaviors performed
repeatedly, relatively automatically, and with little variation.”?#0
(p. 214) Habits can be healthy or unhealthy, efficient or ineffi-
cient, and supportive or harmful.®#! Routines are defined as
patterns of behavior that are observable, regular, and repetitive
and that provide structure for daily life. Routines require
momentary time commitment and are embedded in cultural
and ecological contexts.?4243

While research has been conducted in terms of how indi-
viduals structured their early recovery, participants in this
study recounted their experiences after securing a period of
abstinence. Existing literature provides little insight on what
activities these individuals are actually engaging in during
early recovery, as opposed to a retrospective review of what
activities were utilized to support recovery.$2637:38 Providing
insight and perspective on events in the past have the poten-
tial for recall bias and affect overestimation.**

Given the high rates of relapse in the first year of recovery,
research that involves individuals in early recovery is war-
ranted. However, there is a paucity of research that investi-
gates what individuals are doing on a daily basis, over a
period of time, in early recovery. Occupational therapists,
counselors and other healthcare providers are in need of
research that explores what individuals in early recovery are
doing, via habit and routine exploration, in order to provide
client centered intervention. Therefore, the objectives of this
mixed methodology, concurrent type of research were (1) to
quantitatively identify the habits and routines of adults cur-
rently in early recovery (e, less than 1year of sobriety) from
SUD, and (2) to use semi-structured interviews to qualita-
tively explore the experiences, habits and routines of those in
early recovery. Mixed methodology is a common methodo-
logical approach when there is little evidence in support of a
specific condition.®

Methods

This research was approved by the Kean University Institutional
Review Board, after approval was provided by the director of
the IOP in which the participants were recruited. The outpa-
tient program is an abstinence-based program that encourages
individuals to refrain from drug use; however, in the event that
an individual relapses, they are allowed to remain in the pro-
gram unless it is determined that the participant needs a higher
level of care.

All data collection (both quantitative and qualitative)
occurred over the course of 1month on 3 separate occasions.
The researchers collaborated with the program’s clinical direc-
tor to establish a specific date and time to come to a group
meeting at the facility. After the date was established, the
researchers emailed a recruitment flyer to the program director
and asked that it was posted throughout the facility at least
1week before the identified date of the group meeting. On the
first occasion of 3, the date of which was outlined in the recruit-
ment flyer, the researchers presented the study, described the
inclusion criteria for participation, explained the purpose of the
research, participant commitment, potential risks and benefits,
and answered any questions potential subjects had about the
research. This procedure was repeated a second time on a sec-
ond occasion to increase the number of interested/consented
participants in the study. On these 2 occasions, if a participant
consented, they completed the corresponding outcome meas-
ures for the quantitative data collection.

Out of the 14 participants who consented, 11 individuals
indicated their interest/willingness to engage in the qualitative
aspect of the research study. Before the third occasion, 5 par-
ticipants of the 11 were randomly selected to participate in a
qualitative interview session. The participants who choose to
be considered were assigned an identification number. The
researchers used an internet-based random number generator
to assign a random order to the identification numbers. The
chosen participants were those whose identification numbers
were first 5 on the random order list. In the event that 1 of the
first 5 selected participants was unavailable for the qualitative
portion of the study or no longer wished to continue with the
study, the researchers moved down the list of identification
numbers in the order generated by the random number genera-
tor. The interviews were scheduled through the clinical direc-
tor. Each of the qualitative interviews was conducted in a
one-on-one setting between 1 researcher and 1 participant.

The inclusion criteria for this study were as follows: over
18years old, receiving treatment at the IOP, in early remission
(ie, in treatment for less than 1year for the current treatment
episode), and proficient English literacy skills. No explicit
incentive was provided for participation in the research study.
However, the participants did review the potential benefits of
participating on the consent form to help determine willing-
ness to participate, one of which was to add to the body of
knowledge related to treatment of adults with SUD.
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Instruments and materials

The occupational therapy theoretical framework used to guide
this research study is the Model of Human Occupation
(MOHO#), a broad conceptual model of practice that consid-
ers differences in individuals’ motivations to engage in activities
within temporal patterns and environments. The MOHO con-
siders the interrelationships between 3 components, that of the
volition subsystem, the habituation subsystem and that of per-
formance capacity. Volition is related to the inherent drive and
motivation for engagement in activities, while the habituation
subsystem relates to the patterns of time spent in the desired
activities. Finally, performance capacity is related to the muscu-
loskeletal, neurologic, cardiopulmonary and other body systems
that are used when engaging in activities.

Upon receipt of signed written consent, researchers admin-
istered a demographic survey and DOQ. The demographic
survey identified the participants’ age, gender, ethnicity and
amount of time in remission for their current treatment episode.
The Daily Occupational Questionnaire (DOQ) was used to
collect data on participants’ typical daily activities for one’s self
identified “most busy” and “least busy” days. The DOQ_was
developed for the research study based upon the need to explore
time use during the specified time frames. This questionnaire
was specifically developed based upon the Occupational
Questionnaire (OQ).* Grounded in the Model of Human
Occupation, an occupation based theoretical model of assess-
ment and intervention as outlined above, the Occupational
Questionnaire (OQ) was originally developed to measure voli-
tion subsystems and activity patterns with the geriatric popula-
tion.* The DOQ _was structured in similar terms in that the
participant was self-recording the activities in which he or she
engaged in on a daily basis, over the course of a self-identified
“least busy” day and a “most busy” day.

When completing the DOQ, the participants listed activities
for each hour between the hours of 12:00 AM and 11:00 PM for
their identified “least busy day” and their identified “most busy
day.” The instructions and structure of the DOQ_prompted the
participants to list the most important activity for each hour
between the hours 12:00 AM and 11:00 PM. The participants
then responded to 3 questions related to each activity.

Question one asked whether or not the subjects considered
these activities as work, daily living tasks, rest, recreation/social
or other.*¢ Work included paid or volunteer pursuits; daily liv-
ing tasks were self-care and household activities such as cook-
ing, cleaning, showering and laundry; recreational/social
included activities such as swimming and playing basketball
with friends; rest was sleep, relaxation and down time. If the
participant did not think that the activity fit into any of those
categories, they could select “other” and write how they catego-
rized the activity.

Question 2 asked participants to indicate whether or not
the activity was something that they started during the

recovery process, as this data relates to the objectives of the
research study. This variable, novelty, was whether or not the
activity was new for participants since recovery had started.
This was measured by a yes or no response.

Question 3 asked the participants to place a check for the
top 3 activities that were important to their routine. The third
variable, activity importance, qualified whether the activity was
one of the top 3 most important activities to an individual’s rou-
tine. Activity importance was measured by the presence or
absence of a check mark. The researchers created this question-
naire for the current research, so no reliability, validity or norms
were established. Specifically, no face, construct or expert valid-
ity testing was completed to help determine if the categories
used in the questionnaire were applicable for the SUD popula-
tion in light of the original use with the geriatric population.
However, the theoretical basis of the original Occupational
Questionnaire, that of MOHO, does propose applicability
across practice settings and populations with the additional
consideration that substance use is in part characterized by how
someone structures their time in terms of importance levels.*”

The researchers also conducted interviews with 5 randomly
selected participants as outlined above, as per the mixed meth-
ods approach to data collection and analysis. During these qual-
itative interviews, the participants were asked to explain their
responses on the DOQ. They were also asked additional ques-
tions about their responses on the DOQ_to expand upon what
they experienced related to structuring their time in early recov-
ery (in both least busy and most busy day) and how they expe-
rienced those periods of time. The interview questions aimed to
explore what, if any, times of day are most difficult for the par-
ticipant, what activities are new to their daily routine, and how
these activities have impacted their routine (ie, helpful or not).
The interviews continued until there was adequate saturation of
data. Interviews did not last longer than 40 minutes. The fol-
lowing grand tour interview questions were generated by the
researchers based on the Daily Occupational Questionnaire:

e What activities that are not currently part of your routine
would you like to start doing?

e How do you think this activity would help you in your
recovery?

e Since being in recovery, what is the biggest difference in
your daily routine?

e How do you think this difference has impacted your
recovery?

e What time of day or night is most difficult for you?
What specific time frame is most difficult for you?

e What about this time of the day/time frame is difficult
for you?

Additional follow-up questions were asked depending the
need for further clarification based on initial responses to the
above interview questions.*
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Data analysis

The quantitative data was analyzed through the use of descrip-
tive statistics, including frequencies and percentages. These
frequencies were used to compare the most frequently selected
categories, the general trends in new activities, the activities
that were most frequently marked as important, and compari-
sons between the most busy and least busy day. The descriptive
statistics were inputted into a Microsoft Excel spreadsheet for
ease in classification and organization. The data was then
inputted into Statistical Package for the Social Sciences for
further analysis. Inferential statistics (independent samples
T-test) were conducted to determine the difference in the
mean number of new activities in the most busy and least busy
days to determine if the participants are filling their free time
with new activities.* The set alpha level was P<<.05.

Methods for the qualitative analysis were as follows. The
initial data analysis consisted of sorting the transcripts into
previously established codes. An a priori coding system was
used as described by Schwandt.* The codes were predeter-
mined before the data collection occurred, based upon the
review of literature and research objectives. The following
codes were used for transcription analysis: habits, routines, time
of day/difficult, biggest difference between least busy and busi-
est day, desired future occupations, experience of work, experi-
ence of daily living task, experience of rest, experience of social/
recreation (leisure), and other. Each researcher reviewed the
transcription of the interview and categorized the transcription
using the a priori codes. Additional codes were added depend-
ent upon the content within the interviews to avoid limiting
analysis.* Each coded transcription was checked by one other
researcher (an independent analyst). The researchers then
engaged in an in-depth process of peer debriefing,”® during
which each researcher explored emerging themes from his/her
respective transcript, and all researchers discussed similarities
to maintain objectivity in theme statements.

Triangulation was achieved in several ways. First, each par-
ticipant who was selected for an interview completed the
DOQ; second, each analysis was reviewed by an independent
analyst to ensure that the analysis was both accurate and thor-
ough; and third, the participants were given the opportunity to
participate in a member check for their interview transcription.
Member checking is a validation tool in qualitative research in
that it provides opportunity for the participants to review the
data for accuracy.>® Throughout the transcription process, the
observer comments were included where there was an opportu-
nity for additional questions or coding categories. Additionally,
the researchers engaged in a continuous process of memoing;

these memos served the purpose of establishing the researchers’

potential thoughts and biases before data collection, elaborat-
ing on the predetermined codes, explaining any developing or
emerging patterns, and describing any phenomena related to
the setting. After all transcriptions were analyzed and sorted
into codes, all researchers collaborated to determine similarities
between codes and to create emerging theme statements.

Results
Over the course of 2 data collection sessions, a total of 14 indi-
viduals consented to participate in the study. Out of the 14 par-
ticipants, 11 individuals consented to consideration for an
interview. Per protocol, 5 participants were randomly selected
among the 11 who consented, and all interviews were conducted
approximately 1 month after initial quantitative data collection.
Out of the 14 participants, 8 were male (57.1%) and 6 were
female (42.9%). Participants’ ages ranged from 22 to 68years
old, with a mean age of 43.78years old. Time in recovery
ranged from 1 to 12 weeks, with an average of 6.39 weeks.

Habits and routines

Over the course of 1day, there were 336 possible activity
responses (ie, each of the 14 participants indicated an activity
for all 24 hours of the day) on the DOQ. During the most busy
day, for all participants, work was selected a total of 53 times
(15.8%). Of those 53 times, work was new 9 times (17.0%) and
important 50 times (94.3%). Daily living tasks were indicated
73 times (21.7%). Of that, daily living tasks were new 11 times
(15.1%) and important 46 times (63.0%). The recreation/social
category was selected 40 times (11.9%) in total. Of that, recrea-
tion/social was new 11 times (28.0%) and important 16 times
(40.0%). Rest was the most frequently selected activity cate-
gory on the most busy day (104, 31.0%). Of that, it was new 47
times (45.2%) and important 88 times (84.6%). The other cat-
egory was indicated 33 times (10.0%) and of that was new 28
times (84.8%) and important 26 times (78.8%). Several partici-
pants did not select a category; no response was indicated 33
times in total (10.0%). Of that, the particular activity was new
one time (3.0%) and important 3 times (9.1%). See Table 1 for
a summary of activities on the most busy day.

During the least busy day, for all participants, work was
selected a total of 9 times (2.7%). Of those 9 times, work was
new 9 times (1%) and important 9 times (1%). Daily living
tasks were indicated 85 times (25.3%). Of that, daily living
tasks were new 14 times (16.5%) and important 52 times
(61.2%). The recreation/social category was selected 57 times
(16.17%) in total. Of that, recreation/social was new O times
(0%) and important 16 times (28.1%). Rest was the most fre-
quently selected activity category on the least busy day (123,
36.6%). Of that, it was new 50 times (40.7%) and important 82
times (66.7%). The other category was indicated 20 times
(6.0%) and of that was new 20 times (1%) and important 20
times (1%). Several participants did not select a category; no
response was indicated 42 times in total (12.5%). Of that, the
particular activity was new 1 time (2.4%) and important 2
times (4.8%). See Table 2 for a summary of activities on the
least busy day.

Analysis also considered how many new activities were tak-
ing place on the most busy and least busy days. On the most
busy day, new activities made up a total of 31.8% of all activi-
ties. On the least busy day, new activities made up a total of
28.0% of all activities. Finally, a paired t-test was conducted to
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Table 1. Summary of activities on most busy day.

Most Busy Day

120

100

BO

B Total Frequency

B New Frequency

60
a0 33
28 26
[, lI

Work Diaily Living Tasks Recreation/Social

Other Mo Response

B Important Frequency

y-axis total frequency for each category (work, daily living skills, recreation, rest, other, no response) is out of a possible 336, as n=14 over a 24-hour period.

Table 2. Summary of activities on least busy day.

Least Busy Day
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Work Daily Living Tasks Recreation/Social

B Total Frequency

B New Frequency

123
82
50
42
20 20 20

Other MNo Response

M Important Frequency

y-axis total frequency for each category (work, daily living skills, recreation, rest, other, no response) is out of a possible 336, as n=14 over a 24-hour period.

determine whether or not there was a significant difference in
the number of new activities on the most busy (IM=6.93,
SD =9.24) and least busy days (M =6.71, SD =10.28). Through
this analysis, it was concluded that there was no significant dif-
ference, t(13)=0.117, P=.909.

Theme statements

Of'the 5 participants randomly selected for the semi-structured
interviews (out of the 11 who consented), 3 were male and 2
were female. The age range among participants was from 22 to
65, and the mean age was 40.2years old. The average time in
recovery was 5.4 weeks.

Three major themes emerged from the analysis of the fol-
low-up interviews. 1. The most difficult time of day is often related
to patterns of unused time. 2. When there is a lack of structure or
unoccupied time, they return fto their previously established positive
supports. 3. There is a need for consistency and structure for develop-
ing anticipated/perceived routines.

The most difficult time of day is often related to patterns of unused
time. When the participants were asked what part of their day
is particularly difficult for them in terms of recovery, their
responses indicated that the specific time of day was not par-
ticularly significant, but rather that blocks of unused time,
regardless of time of day, were most difficult. Participant 4 is
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currently finishing up school and noted that they will have
more free time. They stated, “Now having this free time is
going to make me nervous and that is a bit of a concern. But
that is why I need to implement other activities and other
things.” For Participant 4, time moves slowly in the absence of
required structured activity, and it is the repetition of this slow-
moving time that proves to be difficult. Participant 4 stated,
“I feel like, late at night gets rough because that is when eve-
rything is slowing down and I'm in my head. Down time is
definitely rough for me, but it can also be during the day.”

Participant 3 stressed the difficulty of repetitive unused time
and noted that it helpful when there is something that is recur-
ring (ie, IOP group) each week to rely on in order to fill up
time. This participant reports concern about the larger periods
of time that will need to be filled after discontinuing with the
IOP program.

Having free time and kind of getting bored and when I'm bored, is
when I start thinking about using. I try to fill my free time with
whatever I have to keep busy. Which sometimes is difficult but
being here three times, a week help me a lot because I don’t have to
think about those three days and I only have Tuesdays and Fridays
to think about. So once I am out of here I have to go and look for
other ways to fill the three nights.

Additionally, these times of difficulty were correlated with
their previous routines and patterns of substance use. Participant
2 stated that their most difficult time of day was not specific to
either night time or day time hours, but rather that it was asso-
ciated with previous patterns of his drug use. For Participant 2,
the social, physical, and cultural environments of their apart-
ment complex contribute to the level of difficulty; when they
are at home, they are surrounded by reminders of people they
used to sell drugs to and can see opened bags of drugs on the
floor. Participant 4 also stated, “I broke up with my girl about a
year ago. But, so I'm used to having someone in the house. And
sometimes when I come home, and I'm there by myself, I'll call
over a female friend and we’ll use.”

Participants 3, 5, and 1 agree that their previous times of
drug use are the times that are particularly difficult for them
during recovery. Participant 3 stated, “I used to come from
work, go get my drugs and use until I pass out. I would usually
do that between 6 and 10 pm and have to try and turn around
and get other things to do.” Participant 5 expressed that their
previous substance use occurred frequently throughout the day.
In recovery, Participant 5 experiences difficulty, “All the time. I
want to use all the time.” Prior to beginning his new job,
Participant 5 stated that they relied on Netflix to fill the times
of day that they felt bored. Participant 5 reported, “You know it
was something to do. was in a big pit, you know. It was a binge
for me.” Participant 1 articulated that currently, the most diffi-
cult time period is night, but the specific time was not noted.
This is due to the fact that during their previous episode, night

time was when they would spend most of their time drinking,
which now affects their ability to fall asleep. Participant 1
expressed that alcohol contributed to the ability to fall asleep
more easily.

Lack of structure or unoccupied time results in the return to previ-
ously established positive supports. The participants shared that
when they experience unoccupied time, they turn to their pre-
viously established supports (ie, family, significant others, reli-
gion, helping others, etc.) to occupy their time. However, these
supports are not consistently embedded into their routines.
Participant 2 reported that they like to fill his time in the pur-
suit of helping others. They stated that being bored is a trigger
for drug use and noted that their strategy for avoiding boredom
is by keeping busy, “If I'm not doing anything work related or
helping anybody, what do I do? I go — I'm not going to no gym
or school, I go to New York, walk, go buy me shoes. . .” For this
participant, the presence of unoccupied time leads to returning
to past activities. Participant 1 expressed the same sentiment in
their interview. Before Participant 1’s last treatment episode,
they constantly participated in gardening outdoors and occa-
sionally indoors as well. Participant 1 stated, “As I was growing
up, my mom always had a garden so I was always exposed to
that.” Participant 1 enjoyed planting fruits, vegetables, etc. as
long as it involved being outside in the warm weather. Once
Participant 1 started using, they stopped participating in this
activity and has never resumed doing it due to the cold weather.
However, Participant 1 hopes to start incorporating the activity
back into their daily life once the warmer weather returns.

Two of the participants reported that their families were a
significant source of support for them. However, as previously
stated, visits with family members are not a consistent part of
their routines. Participant 3 stated, “On Fridays if I have time I
go for meetings and if not, I go visit with my family, like my
parents and my sisters so that kind of fill my time.” In parallel,
Participant 4 expressed that they spend time with her sister,
stating, “I love spending time with her and she obviously knows
about everything going on in my life. I don’t have to hide
anything from her and I just feel comfortable around her.”

Finally, Participant 5 noted the impact of religion and
spirituality during their recovery. Specifically, Participant 5 has
intensified religion practices during their time in early recovery.
Participant 5 stated, “I have been religious all my life. It just has
intensified. I need Jesus more. I go deeper with him. And you
know and just no matter how bad I am he still loves me. So
thank God. He’s great.” In addition, Participant 5 also returns
to the support of their girlfriend during recovery. “I hang out
with my girlfriend more. We are spending more and more time
together and I'm happy with it. She supports me in every way.”
In general, the previously established supports seem to be cho-
sen because of the participants’ anticipation of positive feel-
ings/outcomes related to these activities.
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There is a perceived need for consistency and structure in developing
anticipated/future routines. Throughout the interviews, all 5
participants indicated the value of repetition, consistency, and
structure in creating new routines to fill up their unused time.
Participant 4 expressed the need for consistency in their sched-
ule, stating, “My schedule during the week is very structured
which helps me. Structure and consistency is key for me.” Par-
ticipant 1 indicated the importance of a daily routine to start
their day. Participant 4 stated, “Well, I get up earlier now, I
actually make the bed, which I normally did not because I was
always in the bed. On a nice day I open the window and go
outside and you know just feel more alive.”

Three of the participants reported that they would like to
start participating in new activities, but are not currently.
Participant 2 in particular indicated that they want to start
going to the gym. When asked why they were not currently
going, Participant 2 stated, “My time. My schedule is crazy. So
when you're going to the gym you have to go like — if you go in
the morning, you go in the morning. If you go in the afternoon,
you go every afternoon.” Participant 2 believes it is impossible
to develop a new routine in the absence of a consistent pattern.
Participant 3 reported that they wanted to return to the gym,
start playing golf, and fill their weekends with typical leisure
activities (ie, basketball and spending time with friends).
Participant 1 similarly reported that they wanted to get back to
gardening. However, at the time of the study, neither partici-
pant had established routines. In this stage of recovery, the par-
ticipants prioritized the management of current free time over
adding new activities.

The participants expressed how they felt these desired
new routines would have positive effects on how they feel.
Participant 5 stated that they wanted to start working out
more. Participant 5 reported that working out would help them
have, “more energy and more motivation and more focus and
more concentration and feeling better all around.” In addition,
Participant 5 expressed that marrying their partner would have
a positive impact. Participant 5 stated, “I want to get married. It
would make life so much better. In every way it would. I truly
believe that. She is just so good.” Similarly, Participant 3 stated
that participating in certain activities would have a positive
impact on their life. Participant 3 reported, “going to the gym
and eating better will hopefully help me sleep better.”

Participant 4 stated that they believe incorporating health-
ier choices into their routine will help them through recovery.
Participant 4 expressed that, “I feel like the more healthier
things I do, it is going to bring me further from the drug
because that was essentially destroying myself.” Similarly,
Participant 2 stated that they wanted to go back to school to
get a Master’s degree, to become a licensed clinical drug and
alcohol counselor (LCADC), and to continue giving back to
the community through their work in a substance use treat-
ment program. Each of these activities contributes to their
teelings of self-concept and worth. Participant 2 stated,
“I always liked to help people. A lot of addicts are like that.

They feel like they have to give back. I don't know, maybe
because all the wrong I had done.I feel like I have to give back.”
Based on the participant responses, it appears that they are cur-
rently in the planning stage, rather than the implementation
stage, of establishing their routines for the future and that they
have identified future activities which they perceive to have
positive impacts on their recovery.

Discussion
By virtue of the diagnosis of SUD, individuals have engaged
in a great deal of time obtaining the substance(s), using the
substance(s) and recovering from the(ir) effects, thereby
limiting or eliminating certain occupations, or valued daily
activities.””? Other diagnostic criteria for substance use include
recurrent use resulting in failure to fulfill major role obligations
at work, school or work, and reduction or giving up of impor-
tant social, occupational, or recreational activities.” Therefore,
active substance use has impacted the nature, frequency and
duration of daily patterns of occupational performance, which
is defined as the ability to engage in a desired activity in con-
sideration of the client, their context and desired activity.” The
transition between active addiction and being in “recovery,” or
being in a treatment program, inherently affects one’s habits
and routines and occupational performance. Occupational per-
formance is defined as the engagement in a desired activity as
related to the client, his/her/their abilities and his/her/their
context.” In early recovery, a large portion of one’s daily routine
is potentially available for new or renewed activity engagement.
A sense of physical and emotional readiness is associated with
an individual’s movement from substance-related patterns of
behavior into establishing recovery-based habits and routines.
Within Prochaska and DiClemente’s Transtheoretical Model,
an individual may progress through 5 stages.”> Within the first
stage, the precontemplation stage, an individual has no inten-
tions of changing either current or future behavior. In the sec-
ond stage, the contemplation stage, the intention to attempt
behavior change within the future becomes more prevalent.
The third stage is the preparation stage. This stage is when an
individual begins to develop a plan of action for the immediate
future but are not currently taking such measures. In the fourth
stage, action, individuals address specific actions and lifestyle
changes to overcome their problems. Finally, in the mainte-
nance stage, individuals focus on preventing relapse, but they
do not take action as frequently as they do in the action stage.*?
Based on the findings of this research, it appears that the par-
ticipants are in the preparation stage, rather than the action stage.
On both the most busy and the least busy days, less than 30% of
the activities were considered new to their routine in recovery.
Furthermore, the participants reported no new recreation/social
activities on the least busy day, when they theoretically have
more free time than on their most busy day. In other words, the
participants are not currently implementing new activities into
their current routines. In the interviews, the participants repeated
this sentiment. Participants highlighted things that they want to
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do in the near future (ie, gym, work, gardening, etc.). This exem-
plifies the very notion of the preparation stage; the participants
have identified new activities they want to do and they acknowl-
edge how they believe these activities are going to make them
teel. However, they are not currently at the stage to implement
these activities into their routines.

In treatment for SUD, professionals tend to use action-
orientated treatment plans that do not match the stage of the
majority of clients.®? Based on the review of existing literature,
many treatment programs indicate that it is important for indi-
viduals in early remission to restructure their newfound time
through the routine use of recovery capital. It has been found
that individuals commonly restructure time through routinely
participating in leisure, work, social participation’26:37,>3-55
or spirituality practices.’®°%7 The activities the individuals
reported on the DOQ_align with this literature. More specifi-
cally, on the most busy day, the participants engaged in work
15.8% of the time, daily living tasks 21.7% of the time, recrea-
tion/social activity 11.9% of the time, and rest 31.0% of the
time. On the least busy day, the participants engaged in work
2.7% of the time, daily living tasks 25.3% of the time, and rec-
reation/social activity 16.7% of the time, and rest 36.6% of the
time. The participants seem to be engaging in the activities that
were reported in the literature review; however, the activities
were not as new as the previous research suggests (ie, only
31.8% of activities were new on the most busy day and only
28.0% of activities were new on the least busy day). Based on
the follow up interviews, the results suggest that the partici-
pants have returned to their previously established positive
supports, which include family, leisure activities, religion, and
work. This research challenges the notion that those in recov-
ery should avoid activities that were associated with active sub-
stance use. In general, participants appeared to choose the
previously established supports based on anticipation of posi-
tive feelings/outcomes related to those activities. The partici-
pants indicated that there are desired future occupations in
which they are not currently engaging. The results suggest that
there is a perceived need for consistency and structure in devel-
oping new habits and routines. Nemec et al.’® identified that
there are several strategies for establishing new habits, includ-
ing developing awareness of one’s current behaviors, identify-
ing reasons to change and creating a plan for change with both
specific and measurable goals. Additionally, the authors sug-
gested that new habits are most effectively integrated into a
routine when they are paired with existing routines and are
repeated consistently.

Impact of rest and sleep in early recovery

Results of the current study indicate that participants are most
frequently engaging in rest, which may include sleep, relaxa-
tion, and other down-time activities (31.0% of the time of the
most busy day and 36.6% of the time on the least busy day).
The participants also indicated that rest was the most

frequently new and important aspect of their routine. On the
most busy day, rest was new 45.2% of the time and important
84.6% of the time. On the least busy day, rest was new 40.7% of
the time and important 66.7% of the time.

The DSM-5-TR outlines the impact of substance with-
drawal on sleep.” Cannabis withdrawal includes sleep difficulty.
Stimulant withdrawal includes fatigue and vivid, unpleasant
dreams that may contribute to poor sleep. Opioid intoxication
includes drowsiness or coma. One opiate withdrawal symptom
is disrupted sleep.”

Based on the results of this research, it is unclear whether
the participants chose to rest (includes sleep, relaxation, down-
time, or not doing anything in particular) intentionally, as a
result of a lack of having other activities to participate in, or due
to physiological reasons related to substance withdrawal.
Previous literature does indicate the potential for feelings of
boredom, as defined by feeling under-stimulated by an activity
or lack of activity, to serve as a risk for SUD.® Insufficient
amounts of sleep create the inclination for the likelihood of
decreased performance and productivity, substance use/misuse,
and the creation of added daily stress.®! It is interesting to note
that while the participants most frequently selected rest on
both the most busy and least busy days of the DOQ, all 5 of the
participants interviewed noted that downtime was the area of
biggest stress. The participants expressed that their most diffi-
cult time of day was associated with the periods of time when
there were no structured activities, or in the times when they
previously used drugs/alcohol. It is possible that there is a dif-
ference between unproductive, unintentional rest and produc-
tive, intentional rest. Therefore, it is not possible to conclude
whether the rest reported on the DOQ_was unintentional or
intentional. However, the data from the interviews suggest that
unintentional rest was stressful. Both the quantitative and
qualitative data suggest that rest could either have a positive or
negative impact on recovery.

Limitations of research and considerations for
future research

The current research study has several limitations. The partici-
pant demographics were not fully representative of the entire
population of people in early recovery, as this sample is heter-
ogenous. Specifically, the participants’ time in recovery ranged
from 1 to 12 weeks, they were from 1 outpatient program, and
the relatively small sample size is not sufficient to make general
conclusions about this population. Qualitative findings are not
meant to generalize, but rather to understand the experience of
individuals with a lived experience.* Some of the collected
surveys were not entirely completed. Therefore, partial infor-
mation was used for data analysis in order to ensure all responses
were represented within the data analysis and to ensure that
completion of the DOQ_did not affect ability to participate in
the follow-up interviews. Additionally, the recruitment site
and program were abstinence-based, which may have acted as
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a confounding factor in the analysis of the data. Participants’
experiences of daily habits and routines may have been
impacted if they were experiencing relapse(s). Recovery is a
personal phenomenon and is defined differently by each per-
son.'® Some of the participants indicated their time in recovery
as the amount of time from the date of last use, even though
the definition of early recovery used in this research was pro-
vided on the demographic survey. This creates potential dis-
crepancy or differences in experiences related to habits, routines
and activity engagement. In terms of the inferential statistics
comparing the difference in number of new activities on most
busy day versus new activities on least busy day, a small sample
size was utilized, thereby limiting the power and validity of the
results, and warranting larger samples in future research. Finally,
there were minimal demographics collected at time of research,
in an effort to protect this vulnerable population. However, in
retrospect, more demographics, including but not limited to,
marital status, employment status, income would add to the
results and discussion in terms of how these demographics may
or may not impact establishment or reestablishment of habits
and routines in early recovery. Collecting mental and physical
health diagnoses, if applicable, would permit exploration as to
whether or not the diagnoses were impacting habit establish-
ment or re-establishment, separate from the SUD.

Because the researchers created the DOQ specifically for this
research, there are no established norms for reliability and valid-
ity. Future research could be conducted to establish these norms.
The DOAQ, its formatting, and structure also warrants overall
strengthening, including improving the overall quality of the
directions, creating stronger differentiations between the activity
categories (ie, rest vs sleep), and changing the way questions are
worded to note whether activities are new or important.

There are many ways that this research can be expanded
upon in order to aid in the treatment and research processes for
individuals in early recovery from SUD. First, future research-
ers can investigate sleep or sleep disturbances and SUD.®3
Though this research does not necessarily indicate which type
of rest is most important (ie, sleep vs down-time), it does pro-
vide evidence that rest is an important part of early recovery.
There has been little research indicating the benefits of such
rest in early recovery and/or the perceptions and experiences of
rest of those in early recovery and how shapes daily routines
and habits.2? Additional research could be conducted to deter-
mine whether the activity frequencies are similar or different to
a sample of individuals without SUD, or whether the results
look different when the participants are slightly further along
in their recovery journey (ie, longer than 12 weeks in recovery).
A final recommendation for future research relates to the lim-
ited demographics collected. Future research can incorporate
expanded demographics in exploratory/correlational research.
For example, does one’s marital or relationship status relate or
impact early recovery and habit formation? Does one’s role as
parent or guardian relate or impact early recovery and habit
formation? Each of these recommendations for further research

would strengthen the base of knowledge around early recovery
to potentially decrease the risk of relapse and promote overall

health, well-being, and quality of life.

Implications for clinical practice for
interprofessional colleagues

As previously mentioned, the participants in this study were
found to be in the preparation stage of change, as are many
people in treatment programs.®> However, it is most common
for treatment programs to employ action-oriented treatment
plans, rather than targeting the current stage of change that the
individual is in.%? Other health professionals, such as counse-
lors and social workers, can use this information as well to help
guide those individuals seeking treatment by meeting them
where they are at personally, within their current treatment epi-
sode. This research can serve as a foundation for all people,
including members of the treatment team, social supports, and
family members/loved ones, to begin to consider the individu-
als’lived experience of the preparation stage of early recovery.

As part of the interprofessional team, occupational thera-
pists can utilize time configuration assessment as part of the
evaluation stage, referring to assessment that explores how
individuals structure their time on a daily, weekly, monthly and/
or yearly basis.” In addition to developing an occupational pro-
file of a client’s interests, values, and priorities, the occupational
therapist can assess past habits and routines in order to help
client identify if whether or not these habits and routines will
act as facilitators or barriers in pursuit of recovery and absti-
nence. Additionally, if clients indicate rest and sleep as a new
activity in early recovery, practitioners should explore if engage-
ment in those activities are due to feeling bored or the biologi-
cal need to engage in this occupation during physiological
withdrawal.” Occupational therapy practitioners can also spe-
cifically assess the habits and routines associated with the occu-
pation of sleep to determine if there is a need to adapt the
environment or performance patterns to promote satisfaction
with sleep (ie, turning off lights and turning off or limiting
mobile device use).t*

Conclusion

The purpose of this study was to explore the habits and routines
of individuals currently in early recovery from SUD and to
describe the phenomenon of time in early recovery. The results
of this study suggest that the habits and routines of individuals
in early recovery include work, daily living tasks, recreation and
social activities, and rest. However, the majority of these activi-
ties were not new to their routine. Rather, the participants indi-
cated that they have returned to previously established positive
supports and activities, such as work, leisure, religion, and social
supports. The participants also indicated that there are desired
future activities which they wish to engage in, including exer-
cise, gardening, and eating healthier, but that there is a perceived
need for consistency and structure to fully develop these habits.
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The participants are not currently implementing these new
activities into their routines, which suggests that they are more
likely in the preparation stage, rather than the action stage, of
the transtheoretical model.

Participants in this research were primarily in the preparation
stage.®? In a meta-analysis of stages of change and psychotherapy
outcomes, Krebs et al.% (p. 1975) found that all reviewed studies
“reported findings in support of stage matching treatments.” It is
possible that individuals in early recovery would benefit from
more time to engage in what Krebs et al.®> describe as self-liber-
ation related to the preparation stage prior to moving into the
counterconditioning that often occurs in the action phase.
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