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Abstract

Introduction: Various services and mutual-aid groups, such as SMART Recovery,

provide support for substance use rehabilitation in Singapore. Despite this, substance

use remains a growing public health concern with a large treatment gap. This sug-

gests potential barriers to accessing substance use treatment unique to Singapore’s
sociocultural context. Culture can play a significant role in shaping members’ experi-
ences. Hence, this study sought to explore members’ and facilitators’ experiences and
perspectives of SMART Recovery within Singapore’s sociocultural context.
Methods: A critical realist position guided the present study. Semi-structured, in-

depth interviews were conducted with 18 participants (14 members and 4 facilita-

tors) in 2023. Data were analysed using reflexive thematic analysis.

Results: Five themes were generated from the data: (i) Non-disclosure from fear of

negative social evaluation; (ii) Stigma and shame surrounding the use of substances;

(iii) Linguistic challenges as a barrier to participation; (iv) A ‘second family’ fostered
through continued engagement with SMART Recovery; and (v) Facilitation approach

and quality affected by sociocultural factors (e.g., sensitivity to relational cues).

Although there were initial sociocultural challenges, this improved through contin-

ued engagement, and the experience of SMART Recovery was largely positive. Facili-

tators also identified that their facilitation style is influenced by sociocultural factors,

which in turn affects members’ experience of SMART Recovery.

Discussion and Conclusions: Members and facilitators in Singapore face socio-

cultural challenges that influence their experience of SMART Recovery. This

study highlights the need to optimise services to the needs of this population.

Future research can identify processes of change that foster members’ engage-
ment in SMART Recovery.
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Key Points
• Members’ experience is affected by fear of negative evaluation, stigma and

shame.
• Desire for SMART Recovery to be provided in various languages in Singapore.
• Continued engagement is necessary to improve members’ experience.
• Identification of strategies to retain members and improve engagement are

needed.
• Sociocultural factors can also influence facilitators’ experience and style.

1 | INTRODUCTION

Substance use is a growing public health concern world-
wide, including Singapore. Singapore enforces strict drug
laws that criminalise the possession and use of illicit drugs
(e.g., Misuse of Drugs Act 1973 [1]) while simultaneously
providing comprehensive rehabilitation and reintegration
pathways for individuals recovering from substance use
disorders. Individuals found to use illicit substances could
be admitted to the Drug Rehabilitation Centre or placed
on the Drug Supervision Scheme [2]. As part of the Drug
Rehabilitation Centre, community-based programs are pro-
vided to help individuals reintegrate into society, involving
counselling, vocational training and aftercare monitoring
[3, 4]. Despite this, issues and challenges remain. Using the
criteria of the Diagnostic and Statistical Manual of Mental
Disorders, 4th edition text revised, two nationwide epidemi-
ological surveys found that the lifetime prevalence of alco-
hol abuse in Singapore has significantly increased from
3.1% between 2009 and 2010 to 4.1% between 2016 and
2018 [5], while the lifetime prevalence of illicit drug con-
sumption was 2.3% between 2021 and 2022 [6]. According
to the Central Narcotics Bureau [7], there was a 10%
increase in the number of people that were arrested in 2023
for using illicit drugs compared to the previous year. Of the
arrests in 2023, 30% were new users, which was an 18%
increase from 2022 [7].

Several resources and services are provided in Singapore
to support rehabilitation and treatment of substance use.
An integral resource is mutual-aid groups, also known as
self-help groups [8, 9]. These mutual-aid groups are deliv-
ered by organisations (e.g., Alcoholics Anonymous) and
recovery centres in Singapore, which are community-based
organisations offering groups such as 12-step programs and
SMART Recovery [10, 11]. Despite the availability of these
resources, there is limited publicly accessible research and
reports on mutual-aid groups and their effectiveness in
Singapore. Nonetheless, a growing body of international
evidence has documented that mutual-aid groups are easily
accessible [9] and cost-effective to implement [9, 12].

Self-Management and Recovery Training (SMART
Recovery) is one such mutual-aid group. In contrast to
the well-known and studied 12-step groups, which are

entirely peer-led, SMART Recovery is a secular and sci-
ence-based approach that is led by a trained facilitator
who may or may not possess lived experience of addic-
tion themselves [13]. Facilitators manage group dynam-
ics [14] and provide skills in a didactic format using the
principles of motivational interviewing and cognitive
behavioural therapy [13, 15, 16]. Since its inception in
1994, SMART Recovery has grown rapidly and is among
the most widely used mutual-aid groups internationally.
Research indicates that SMART Recovery and 12-step
groups offer distinct benefits, with individuals engaging
in the former for its recovery tools and the latter for its
sense of fellowship [13, 14, 17]. Randomised controlled
trials have shown that greater 12-step participation is
associated with greater improvements in substance use
recovery [18–20]. Although studies on the comparative
influence of SMART Recovery relative to other mutual-
aid groups have yet to be systematically evaluated,
emerging evidence has demonstrated its effectiveness in
reducing substance-related problems [21–24] and com-
parable efficacy to 12-step groups after adjusting for
baseline recovery goals [25]. One randomised controlled
trial has found that participation in mutual-aid groups,
including SMART Recovery, helps participants reduce
problem drinking [21]. These findings suggest SMART
Recovery is feasible, well-accepted, and highly valued by
members, contributing to improvements in substance use
outcomes and psychological well-being [23]. SMART
Recovery is currently delivered across 35 countries, with a
global community of over 3000 SMART Recovery groups
(https://www.smartrecoveryinternational.org/). In Asia,
SMART Recovery is delivered in many countries such as
Brunei, Hong Kong, Indonesia, India, Malaysia,
Singapore, South Korea and Thailand [26].

Despite the implementation of SMART Recovery
and other resources for substance use recovery in
Singapore, it has been recognised that there remains a
treatment gap. Results from the Singapore Mental
Health Study showed that 97% of individuals with alco-
hol use disorder were not accessing treatment [27]. The
large treatment gap in the population is concerning and
highlights potential barriers to help-seeking and uptake
of treatment unique to the Singaporean context, such as
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individual (financial, attitudinal, lack of awareness) or
cultural (values, stigma) factors [27].

Although studies have examined SMART Recovery
members’ engagement and experience [e.g., 13, 28], most
research on SMART recovery has been conducted almost
exclusively in the United States and Australia [29]. There is
a dearth of literature from Asia, and the role of culture on
the suitability or perceived helpfulness of SMART Recovery
for this population is often overlooked. Additionally, narra-
tives on drug use in Singapore remain underexplored [30],
contributing to a gap in research in this area. For SMART
Recovery to be effective, it must align with the cultural con-
text and needs of the members. Given that most research
focuses on Western cultures, there is a pressing need to
examine SMART Recovery’s applicability in Singapore.

Culture refers to the shared belief systems, value ori-
entations, norms and practices of a given racial or ethnic
group [31], which provide a framework to understand
the experience and expression of the symptoms, signs
and behaviours [32]. It is vital to acknowledge that the
values in Asian cultures can differ from Western cultures.
Self-orientation and independence (e.g., self-direction,
differentiation, competition and autonomy) are com-
monly practiced in Western societies. In contrast, other-
orientation and interdependence (e.g., sense of duty
towards one’s group, conformity and social cohesion)
take precedence in Asian cultures [33–36].

The emphasis on other-orientation and interdependence
is similarly observed in Singapore, a multicultural city-
nation located at the southern tip of the Malay peninsula in
the Asia-Pacific region [37, 38]. Since the introduction of
‘Our Shared Values’ in 1988 [see 39] and their integration
into the academic curriculum through the 21st Century
Competencies Framework and Character and Citizenship
Education, Singapore has promoted core values of respect,
responsibility, resilience, integrity, care and harmony
[40–43]. These values emphasise the importance of the com-
munity in forming and shaping an individual’s behaviour
and identity [39], forming the foundation for developing
social and emotional responsibility for both self and
others [41] and fostering interdependence.

These cultural differences in values between Western
and Asian societies are a critical factor to consider in sub-
stance use treatment, as traditions and social practices can
influence behaviour and treatment response substan-
tially [44]. Interventions that have been adapted to specific
participant characteristics and culture are frequently more
effective than generic interventions [45, 46]. As SMART
Recovery requires members to come together and share
their experiences through mutual support, culture can play
a vital role in shaping their experience. In view of this
knowledge gap, the main objective of the present study was
to explore how participants perceive and experience

SMART Recovery in Singapore using a qualitative method-
ology. The ecological validity model (EVM) [47] has been
used as a way of examining the cultural adaptation of sub-
stance use treatments. It comprises eight culturally sensitive
domains: Language (culturally appropriate and syntonic
language); Persons (ethnic/racial similarities); Metaphors
(symbols or concepts meaningful to the cultural group);
Content (cultural knowledge of values, traditions and cus-
toms); Concepts (materials aligned with the local culture);
Goals (agreement on objectives between members and facil-
itator); Methods (procedures to achieve goals); and Context
(economic, social and history factors) [47, 48]. By applying
the EVM as a structured framework, the present study also
aimed to identify domains and sociocultural factors
influencing this experience of SMART Recovery. Findings
from the present study make a unique contribution to the
international literature by adding a cross-cultural perspec-
tive, which can be used to inform the delivery of SMART
Recovery in Singapore and broader Asia.

2 | METHOD

2.1 | Research design

The current study is reported according to the guidelines
listed in the American Psychological Association [49] Quali-
tative Design Reporting Standards (JARS-Qual) to enhance
the scientific rigour of research reporting, increase accuracy
and transparency. A critical realist position was used to
inform the present study, which integrates a realist ontology
(the belief that there is a real and independent world exist-
ing beyond an individual’s perception and beliefs) with a
constructivist epistemology (the belief that understanding
of this world is socially and culturally embedded, and is
inherently partial and fallible) [50, 51]. This philosophical
position is most suitable to capture the complexity of the
experiences in the present study as it emphasised the subjec-
tive interpretations and nuanced meanings of the partici-
pants in a given context while recognising the independent
social, cultural and systemic structures that can shape
these personal narratives [52]. Ethics approval was obtained
from the University of Wollongong Human Research Ethics
Committee (protocol number: 2022/303) with letters of sup-
port from organisations that run SMART Recovery groups.

2.2 | Recruitment process and
participant selection

Recruitment was carried out by visiting recovery centres
in Singapore that offered SMART Recovery. These recov-
ery centres offer mutual-aid groups and other substance
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use recovery services such as counselling sessions.
Individuals with substance use problems could approach
these recovery centres or be referred through the Drug
Rehabilitation Centre, and they can choose to attend var-
ious programs offered in the recovery centres as part of
their treatment program. Potential participants were
invited to take part in the study via an explanatory state-
ment on a flyer. To reflect a range of perspectives, partici-
pants were recruited using purposive sampling with an
emphasis on variation across ethnicity, gender, age, edu-
cational attainment, income level and duration of partici-
pation in SMART Recovery. Potential participants were
screened for suitability based on the following eligibility
criteria: (i) residing in Singapore; (ii) over 18 years old;
(iii) attending or having attended SMART Recovery for a
substance problem; and (iv) having a working understand-
ing of English. All participants provided written informed
consent before being interviewed. Participants were pro-
vided with SGD50 (USD37) e-vouchers for use at a local
supermarket to compensate for their time to complete the
study. Interviews were conducted between February and
March 2023 by the first author (WJT), who is independent
from SMART Recovery with no prior relationship to the
participants.

2.3 | Data collection

Our critical realist position acknowledges that meaning is
hidden and must be brought to the surface through deep
reflection and is jointly created (co-constructed) through
an interactive dialogue and interpretation between the
researcher and participant [53]. Thus, two in-depth inter-
view schedules for members and facilitators that adopted
a semi-structured, open-ended approach were utilised.
Participants were invited to reflect on their experiences and
engagement with SMART Recovery and to describe what
worked or did not work well. The interview ended with
more neutral questions about participants’ experiences and
an overall reflection on the discussion to allow for sensitive
interview closure. Sufficient flexibility was provided for the
interviewer to explore narratives and unanticipated material
that arose spontaneously during the interview. Given the
criticisms of using data saturation to justify sample size in a
reflexive thematic analysis approach [54], the adequacy of
the sample size was evaluated based on information
power (i.e., richness of the data set) [55]. The premise of
information power is that samples with greater informa-
tion power require a smaller sample size and vice versa.
Following the recommendation by Malterud et al. [56]
when determining sample size sufficiency, information
power in the present study was ensured by maintaining
a narrow aim (i.e., important factors that can affect the

experience of SMART Recovery and how these can be
influenced by culture), recruiting participants from diverse
demographics with dense experiences and knowledge
of SMART Recovery, conducting strong dialogue-based
interviews, and applying appropriate reflexive thematic
analyses. Recruitment continued until there was adequate
data to inform a rich, complex and multi-faceted story
where a sequence of events could be woven together that
achieved the aims of the present study [57].

Seventeen interviews were conducted in-person at the
recovery centre in Singapore where SMART Recovery meet-
ings were held, and one was conducted online via Zoom
software. Interviews lasted between 25 and 60 min, with an
average interview time of 40 min. Audio recordings of the
interviews were de-identified and transcribed verbatim by
WJT before the analysis. Transcripts were then reviewed
against the audio recordings again to ensure accuracy. All
interviews were retained for analysis.

2.4 | Data analysis

Reflexive thematic analysis was conducted [55]. Atten-
tion to reflexivity is central in a critical realist paradigm
as the researchers’ own social context, experiences,
values and assumptions can play an active role in shap-
ing their interpretations of meaning from the data [58].
Analysis was conducted on the entire transcript follow-
ing the six-phase process described by Braun and Clarke
[55, 59]: (i) familiarising with the data; (ii) generating
initial codes using a latent process; (iii) searching for
themes; (iv) reviewing themes; (v) defining and naming
themes; and (vi) producing the report. This was done
manually using Microsoft Excel 365 (Version 2410). An
iterative process of inductive and deductive reasoning
was used, where observations were made and worked
backwards to uncover multiple explanations that could
logically have produced the explicated event [60, 61].
Artificial intelligence (AI) and AI-assisted technologies
were not used in the present study. Participants were
assigned a pseudonym to protect their confidentiality.

2.5 | Reflexivity and rigour

WJT conducted the interviews and is a female clinical psy-
chologist trainee, bilingual native speaker from Singapore.
Reflexive discussions with the authorship team and a reflec-
tive journal were utilised throughout the study to facilitate
reflexivity and create transparency in the research
process [62]. Analysis was conducted by the first author and
findings were presented to the co-authors serving as critical
friends. BL, KL and PJK are members of the SMART
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Recovery Research Advisory Committee and have expe-
rience working with people with substance use disor-
ders. MJS and ASXL are familiar with qualitative
approaches to research, including reflexive thematic

analyses. ASXL is from Malaysia and shares a similar
culture as the participants. The critical friend process
involved deliberation of any discrepancies and data
obtained through the interviews, offering constructive
criticism, and providing a different lens to examine the
data [63]. Findings were also presented to key stake-
holders (i.e., centre staff, service users and facilitators)
as part of critical friend discussions, which provided
additional rigour and strengthened the credibility of
the interpretations.

3 | RESULTS

Eighteen SMART Recovery members (n = 14) and
facilitators (n = 4) participated in the study. Partici-
pants were 29–57 years old (mean age = 41 years) and
attended SMART Recovery between 2 months and
5 years (average = 2.38 years). All participant members
reported that they were also involved in at least one
other mutual-aid group. Table 1 summarises the partic-
ipant characteristics and mutual-aid group involve-
ment. Five themes were generated from the data:
(i) Non-disclosure from fear of negative social evalua-
tion; (ii) Stigma and shame surrounding the use of
substances; (iii) Linguistic challenges as a barrier to
participation; (iv) A ‘second family’ fostered through
continued engagement with SMART Recovery; and
(v) Facilitation approach and quality affected by socio-
cultural factors. Themes, codes, and examples of raw
data from the analysis are reported in Table 2.

3.1 | Non-disclosure from fear of
negative social evaluation

One of the unique core elements in SMART Recovery is
crosstalk, whereby members ‘exchange points of view’
(Eddie, member, age 30–39). This was different from the
other groups members had attended. For George (mem-
ber, age 40–49), ‘the first time was totally a culture shock.
I didn’t realise that the people (members) here are actu-
ally quite open, and they are very eager to express them-
selves and tell things’. Many participants explained that
they are ‘shy’ or ‘reserved’, therefore coming to such a
community for the first time can be a scary initial experi-
ence. One participant explained that ‘the culture, maybe
Singaporeans, most of us are brought up to be very con-
scious of what other people feel about us’ (Finn, member,
age 40–49). In Singapore, it is regarded as respectful
when an individual listens and speaking up can be seen
as rude and out of place. Participants ‘want acceptance
and all that’ (Parker, member, 50–59), thus opting to

TAB L E 1 Participant characteristics (n = 18).

n % of total

Ethnicity

Chinese 12 66.7

Malay 2 11.1

Indian 2 11.1

Other 2 11.1

Sikh 1 5.6

Mixed 1 5.6

Gender

Male 12 66.7

Female 5 27.8

Non-binary/third gender 1 5.6

Age, years (M, SD) 40.9 9.1

20–29 1 5.6

30–39 8 44.4

40–49 5 27.8

50–59 4 22.2

Education attainment

Primary school 1 5.6

Secondary school 4 22.2

Post-secondary education 13 72.2

Polytechnic diploma/Institute of
Technical Education/junior college

4 22.2

Bachelor’s degree 1 5.6

Postgraduate diploma/degree 8 44.4

Sources of incomea

Employed 10 55.6

Full-time 6 33.3

Part-time 3 16.7

Not specified 1 5.6

Temporary benefit (e.g., government
welfare)

5 27.8

Dependent on others 1 5.6

No income 3 16.7

Attendance in other mutual-aid
groups (n = 14)b

12-step groups (e.g., AA, NA) 11 78.6

Other mutual-aid groups (e.g., peer
support meetings)

9 64.3

aDoes not sum up to 18 as participants may have multiple sources of income.
bDoes not sum up to 14 as members may attend multiple mutual-aid groups.
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remain quiet in meetings to avoid standing out or risk
doing something that is considered inappropriate.

‘I experienced similar things and wanted to
share. But I felt hesitant about sharing
because there were people already talking
about it. And I was a bit shy. Then to say “eh,
can I share” or “there is something I want to
say”. So, the culture, I think, also has a part to
play. We are not so, like, “Yeah! I got some-
thing to share”. And then everyone just talks.
Sometimes, it’s like, I’ve got something to
share but I [am embarrassed] … I don’t want
to [interrupt], suddenly volunteer my experi-
ence.’ (Finn, member, age 40–49).

The concept of gaining or losing face is also ingrained
in everyday life in Singapore. Face refers to the preser-
vation of one’s reputation and dignity in the peer
group or society and is used as a self-regulating system.
As one member explained, ‘they (Asians) don’t tell
people their problems. They always like to report
blessings. Good news. And bad news or whatever, they
will always keep … Bad things all keep to ourselves …
So, we bottle up a lot’ (George, member, age 40–49).
This can deter participants from talking about their
problems in meetings. As one participant described, ‘I
won’t go and ask for help even if I knew that I was
struggling. Because everyone is seeing. So, it’s all about
the face value and keeping up with it’. (Miles, member,
age 30–39).

TAB L E 2 Themes, codes and examples of raw data from the thematic analysis.

Themes Codes Example of raw data

Non-disclosure from fear of
negative social evaluation

Heightened sensitivity to
relational cues

“I think the culture, maybe Singaporeans, most of us are brought up to
be very conscious of what other people feel about us.”

Different and unfamiliar
setting

“I didn’t realise that the people here are actually quite open, and they
are very eager to express themselves and tell things.”

Reluctance to act in ways that
could be inappropriate

“I experienced similar things and wanted to share. But I felt hesitant
about sharing because there were people already talking about it.”

Desire to avoid losing face “I won’t go and ask for help even if I knew that I was struggling.
Because everyone is seeing.”

Stigma and shame
surrounding the use of
substances

Negative public perception “When someone tells you that she’s an addict, I think most of the people
will be like, kinda wanna stay away from them.”

Shame “It’s like, so hard to face people, you know. Even if they don’t know you
and you don’t know them right, for me it’s very hard to face anybody.”

Sense of rejection “We are still condemned. Addiction is still addicts. Nobody wants to
change us, nobody wanted to help, care or ask.”

Interconnected relationships “I think being Asian, how I feel and how much I share will also
affect my family.”

Linguistic challenges as a
barrier to participation

Language proficiency “English is one big problem already. I couldn’t understand all the thing
because SMART uses English is more difficult.”

Reducing benefits “You can get the point from other people, but you may not participate.”

A “second family” fostered
through continued
engagement with SMART
Recovery

Welcoming new members “If they are newcomers, or you know, most of us, if we see a newcomer,
like the person is a bit out of place, we will try to include them in
conversations and activities.”

Building of trust “The more I attend, the more I trust the people, the more I dare
to share.”

Belonging “At least I know that there’s a place that I can always come to.”

Feeling important and valued “Personally, I feel that everyone’s voice in SMART mattered.”

Facilitation approach and
quality affected by
sociocultural factors

Similar culture as members “All the facilitators are the same, you know, Asian.”

Challenges with different
facilitation method

“It’s more of the facilitator taking the facilitator role, not a lecturer
role. So that was very refreshing for me. But it was very scary going
in with that.”

Importance of good facilitation “There’s no involvement and then we just sit and listen, sometimes we
don’t really learn much from it.”
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3.2 | Stigma and shame surrounding the
use of substances

The stigma and shame associated with substance use was
reported by many participants. Daisy (facilitator, 30–39)
explained that there is the public perception that ‘addiction
is not something like depression or anxiety … [because]
they feel that drug is a choice’. Due to Singapore’s strict
national policy of zero tolerance towards illicit drug use
(e.g., incarceration and detention for mandatory treatment
and rehabilitation), participants felt that as individuals
recovering from substance use, they are ‘condemned’ and
‘looked down upon’ by society. Several participants also
shared that their relatives are unaware of their substance
use recovery. One participant was ‘taught that you cannot
share everything … talking about it (substance use) is ridicu-
lous’ (Kaylee, member, age 50–59). She continues,

‘My culture, my family upbringing is such
that this (substance use) is a very big no-no. I
mean, yeah, common. Government also
catch [sic] you and then put you in prison,
right. I never told my distant relative, like
my mum’s uncles and my mum’s siblings.
None of them know that I’m in recovery.
They only know that I have depression …
There is always a stigma. I mean, it’s not
easy to tell “Hey”, you know, “I’m sorry, I’ve
done this. I’m a recovery addict”. You know.
No! I will get disowned.’ (Kaylee, member,
age 50–59)

Participants explained that ‘shame is very much in our
culture’ (Owen, member, age 40–49). There is fear associ-
ated with bringing shame not only to themselves but also
to their families. This became a powerful incentive for
participants to avoid disclosing and sharing about their
substance use problems.

‘I think being Asian, how I feel and how
much I share will also affect my family. And
my mum being one of the people who is very
ashamed of me. No, don’t talk about prison.
Don’t talk about all these things. Don’t talk
about your using days. My mum will be very,
very against me talking about all these things
also because it’s something she wants to
hide.’ (Owen, member, age 40–49)

As such, feeling ashamed of one’s substance use can fur-
ther deter participants from seeking help for their sub-
stance use problems. Not having support from their
family is also a challenge for participants to attend the

meetings as ‘they don’t understand why I am spending a
lot of time here’ (Owen, member, age 40–49). As a result,
participants had to keep their substance use recovery a
‘secret’, often feeling like an ‘outcast … fighting a lonely
battle’ (George, member, age 40–49).

3.3 | Linguistic challenges as a barrier to
participation

SMART Recovery meetings are held in English as
Singapore uses English as a lingua franca. However, a
few participants highlighted that there are members who
could not understand the content due to their English
proficiency. Compared to other mutual-aid groups,
SMART Recovery provides skills and strategies to mem-
bers, which can have more complex terminology and
‘uses English [that] is more difficult’ (Quinton, member,
age 20–29). This challenge was also observed by facilita-
tors, who commented that members may not speak out
even if they do not understand so as not to disrupt the
meeting.

‘One, they don’t want to hold everybody up,
they are not quite sure whether people
understand them, what they are saying. And
it’s intimidating enough to be sharing in
front of another 15 people. And then two,
not be able to express well enough.’ (Calvin,
facilitator, age 30–39)

For some participants, language proficiency posed as
an additional barrier for them to engage in SMART
Recovery. This had a negative impact on how much they
benefitted from the meetings.

‘I still remember, last time when I started, I
don’t know how to share. Don’t know every-
thing. But every time after the meeting, I feel
very sad about it. Because I never [say] what
I need help [for]. I never say. Like, you never
share means you no problems. But you have
a problem, only you don’t know how to
explain it. My English [is] no good.’
(Quinton, member, age 20–29)

Facilitators address this challenge by using simple
English and diagrams to aid understanding, and other
members also help to interpret the content. As a result,
members revealed that their English proficiency have
improved since attending SMART Recovery. Participants
also highlighted that what they learnt in the meetings
were relevant and useful in their recovery.
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‘SMART is my favourite meeting … because I
like the [facilitators]. And one thing is they
help me a lot. It’s why it become my favour-
ite. Because this is the voice I always use for
my recovery … Let me continue recovery, not
relapse. So, this is why, the reasons. Yeah,
can use for the real life … It’s like, which is
more like, you need to learn step-by-step …
In SMART, actually it’s like, how you prob-
lem [sic] and go to solve the problem.’
(Quinton, member, age 20–29)

While such strategies help non-English speaking mem-
bers understand the content of the meetings, English pro-
ficiency remains an obstacle. This is because ‘if you don’t
understand the question, you will be like “mm, okay” …
you can get the point from other people, but you may not
participate.’ (Daisy, facilitator, 30–39). Members and
facilitators suggested conducting SMART Recovery in dif-
ferent languages to increase engagement and, in turn,
promote participation.

3.4 | A ‘second family’ fostered through
continued engagement with SMART
recovery

Despite the initial apprehension with SMART Recovery,
continued engagement in meetings generated a sense of
belongingness and trust among participants. For Finn
(member, age 40–49), attending the meetings with friends
or peers is important, and not having any ‘might also
stop me from attending meeting because I’m very scared’.
If a new member ‘is a bit out of place, we will try to
include them in conversations and activities … so that
they feel more comfortable’ (Finn, member, age 40–49).
Regular attendance allowed participants to become famil-
iar with each other. One participant describes, ‘the more
I attend, the more I trust the people, the more I dare to
share’ (Rose, member, age 50–59).

‘For me when I go to a SMART meeting, I
always go into a familiar face. I see familiar
faces. Maybe that’s one thing. That to me,
also helps with that building of trust …
Familiarity actually allows me safety. I think
being familiar with the people there also
makes me feel like I’m walking into a family
meeting. And that’s very cosy and support-
ive.’ (Owen, member, age 40–49)

In SMART Recovery meetings, members share similar
experiences and difficulties with each other. This helped

to develop camaraderie and sense of belonging, making it
feel ‘like a second family’ (Eddie, member, age 30–39).
Members reported feeling alone in their recovery, there-
fore it is important for them to ‘know that there’s a place
that I can always come to’ (Kaylee, member, age 50–59).
Hearing similar experiences alleviated some of the shame
surrounding their substance use, and members felt vali-
dated. There was the feeling ‘that everyone’s voice in
SMART mattered … and see that other people are relating
to it, it feels good. It feels … like you are valued’ (Harry,
member, age 30–39).

‘I feel like, so I’m not alone. You know? This
feeling I have, this problem that I’m facing, I
am not the only one facing. Everyone around
here is facing the same problem. And I used
to be so ashamed to talk about our triggers
and cravings that we have. But when we
come here, everyone is facing that same
problem, you see. It’s easier to share.’
(Kaylee, member, age 50–59)

Many participants commented that their contribution to
SMART Recovery meetings was a ‘very big change’ (Finn,
member, age 40–49). Participants felt that the established
relationships, familiarity and bond between members
helped to mitigate some of the sociocultural barriers that
inhibited their initial participation in SMART Recovery.
As shared by one member ‘I do want to walk this journey
with people I know, relationships that I built along the
way, rather than walking with strangers all the time’
(Owen, member, age 40–49).

3.5 | Facilitation approach and quality
are affected by sociocultural factors

Facilitators’ experience of running SMART Recovery
meetings is also influenced by cultural values and norms
in Singapore. Aaron (facilitator, age 50–59) shared,

‘I think in the Asian context right, there is
this leaning towards the-the top-down.
Alright, because I think, as I said, you know,
it’s like— not because that the facilitator
don’t [sic] want to bounce off ideas. I don’t
think it’s that, but it’s more of the members,
they are not so expressive … “I am so trained
to listen to instructions”, you know, “so I
don’t have the tendency to talk so much”.’

A top-down approach in group facilitation follows a hier-
archical structure. Authority primarily rests with the
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facilitator, who takes a directive role by making key
decisions about the process and content of the group. In
contrast, SMART Recovery meetings adopt a more
member-driven approach, where discussions are shaped by
the topics that members choose to talk about. Hence, run-
ning a group like SMART Recovery can be a ‘harrowing’
and ‘scary’ experience, particularly when members are not
contributing or if discussions get carried away. Aaron (facil-
itator, age 50–59) reflected that being Singaporean, facilita-
tors share the same cultural influences as the facilitator also
fears feeling judged ‘without knowing what are the topics
that might interest the other person’. He continued,

‘It’s more of the facilitator taking the facilita-
tor role, not a lecturer role. So that was very
refreshing for me. But it was very scary going
in with that … So, I struggled a bit. Because I
wanted to try the new method, but I am
always afraid. And it shows … It was very
scary, and people can see. Can see my fear,
you know.’ (Aaron, facilitator, age 50–59)

Many members found that the helpfulness of SMART
Recovery meetings depends on the facilitator. Owen
(member, age 40–49) clarified that ‘some of the facilitators
are very good at making sure that we are very focused and
helping us move through the topic in a very helpful man-
ner. Sometimes, when the facilitator is not too strong
(assertive), we do get lost and sometimes we do get dis-
tracted as well.’ Facilitators commented that when they
do not feel confident in managing group discussions, there
is a tendency to take on a more directive approach.

‘Some people, when they facilitate, they
already have a tool (from the SMART Recov-
ery manual) in mind that they want to teach
irregardless [sic] of what the problems are …
and sometimes right, the tool wasn’t very rel-
evant.’ (Aaron, facilitator, age 50–59)

For members, a directive approach can ‘change into a
lecture style’ (Owen, member, age 40–49) and members
struggle to understand when ‘a very simple concept …
end up so scientific’ (Nick, member, age 40–49). Further-
more, when members take on a passive role, ‘there’s no
involvement and then we just sit and listen, sometimes
we don’t really learn much from it’ (Finn, member, age
40–49). Facilitators reflected that their experience
improved when they ‘keep trying’ and become more
accustomed to facilitating discussions in SMART Recov-
ery. By having a mix of new and more experienced mem-
bers, it aided facilitation as older members familiar with
the structure ‘helps other individuals become more

comfortable with sharing’ (Calvin, facilitator, age 30–39).
Calvin (facilitator, age 30–39) added, ‘like in any kind of
therapeutic relationship, rapport and relationship is the
most important portion’. Once trust and connection have
been built with the members, there is more engagement,
which also made facilitation easier.

4 | DISCUSSION

The present study contributes to and expands upon the
small body of research on the sociocultural influences
underlying members’ and facilitators’ experiences and
perspectives of SMART Recovery. Barriers associated
with their engagement and participation in meetings
were also identified. Throughout the interviews, mem-
bers’ recent experience of SMART Recovery was largely
positive, lending preliminary support to the satisfaction
of the group for substance use recovery in Singapore.
This adds to prior research demonstrating members’ sat-
isfaction with SMART Recovery [e.g., 25, 64]. Further-
more, findings are consistent with current literature,
indicating that positive perceptions of services from
members and facilitators (i.e., experiences and satisfac-
tion) are vital in its uptake and acceptance [65, 66].

Nonetheless, members’ retrospection of their early
experience of SMART Recovery indicated that the initial
process of engaging in the meetings can be challenging.
Several sociocultural factors contributed to this experi-
ence, particularly the fear of negative evaluation, stigma,
and shame surrounding substance use, and how this can
negatively reflect on them or their families. The self in
many Asian contexts, such as Singapore, is characterised
as interdependent and integrally connected to others
[36, 67]. Individuals with interdependent self-construal
(i.e., how individuals view themselves) are motivated to
fit in and adjust themselves to the expectations and needs
of others [36]. Hence, importance is placed on maintaining
familial ties and fulfilling obligations to self, family, and
community [41, 42, 68]. One of the central responsibilities
and traditional values in Asian cultures is to avoid bring-
ing shame or loss of dignity on the family, and doing so is
in itself a source of shame [69]. This is congruous with the
accounts from participants in the present study, who
described a heightened sensitivity to relational cues.
Therefore, to avoid bringing shame or embarrassment to
themselves or their families, members implemented social
strategies such as selectively presenting information to
obtain approval or recognition from others (competent
self-image goals), or minimising self-disclosure to avoid
being ostracised (likable self-image goals) [70]. This is in
line with prior research with Asian communities across
various disciplines, indicating that shame is a powerful
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incentive not to disclose difficulties, even at the expense of
individual well-being [71–73].

These findings can be understood through the EVM.
Participants highlighted factors important in shaping their
experiences of SMART Recovery, which aligned with
certain dimensions of the EVM (i.e., methods, language,
context and persons). When considering the methods
to foster engagement, knowledge about the local culture is
essential. Findings suggest that the purpose of self-
disclosure in SMART Recovery may need to be better con-
veyed to members to help build trust, rather than be per-
ceived as shaming. Providing facilitators with training on
how to provide culturally safe care to members is therefore
imperative, given members’ fear of being judged by others.

Several issues related to language were identified during
the interviews. SMART Recovery material could contain
more complex terminology, which can affect comprehensi-
bility and acceptability. Results emphasised the importance
of the translation of materials into the most common lan-
guages spoken by the members, or the use of strategies such
as using simple language or visual representations. Despite
Singapore adopting English as a lingua franca and the
major medium of instruction [74], there are still variations
in English proficiency due to differences in the home liter-
acy environment (i.e., mainly speaking a language other
than English at home) and socioeconomic status [75, 76].
In the latest government household survey conducted in
Singapore, 36.9% of respondents spoke mainly English at
home, followed by 34.9% Mandarin, 12.2% Chinese dialects,
10.7% Malay, 3.3% Tamil and 2.0% other languages [77].
The use of English was also less prevalent among older
Singaporeans [77]. This underlines the importance of
providing SMART Recovery in other languages in addi-
tion to English. A growing body of evidence has shown
the correlation between interventions conducted in the
target population’s primary language (if other than
English), and treatment retention and engagement
[78–82]. In a randomised controlled trial on Alcoholic
Anonymous (another mutual-aid group for alcohol use),
retention rate was greater in the group that has been
translated to the primary language compared to the
English group [81]. Interventions conducted in client’s
primary language were also twice as effective compared
to interventions in English [78]. Hence, offering trans-
lated groups can improve treatment adherence within a
population that is at high risk of treatment dropout.

Despite the initial challenges, participants indicated that
continued engagement in SMART Recovery is a necessary
component that led to positive changes in members’ experi-
ences. Consistent with the context and persons dimension
in the EVM, participants are from recovery centres and
share a similar culture, experiences and difficulties with
other members. As a result, other members became like

‘family’ which made them more comfortable being
vulnerable in meetings. This could be explained by the
close interpersonal relationships developed among partici-
pants over time. ‘Face’ concerns are more salient in inter-
actions with strangers or acquaintances, rather than close
others [83]. Furthermore, individuals with interdependent
self-construal are more likely to gain self-esteem from a
strong identification with the reputation of groups to
which they belong and tend to prioritise the fulfilment of
their roles and obligations to these groups [35]. By utilising
other members in the group as social support, it can there-
fore encourage greater participation.

The overall results of this study reinforce the need for
culturally responsive practices [84, 85]. The aim was to
explore participants’ experiences, hence a detailed exami-
nation of the dimensions of the EVM is beyond the scope
of the present study. Future studies are needed to investi-
gate other dimensions of the EVM (e.g., metaphors, con-
cepts, content and goals) within this context to elucidate
factors that foster members’ engagement in SMART
Recovery and overall recovery. Facilitators who were able
to consider the role of culture in group participation can
accurately and realistically address these issues in a flexi-
ble way that is comfortable and safe [86]. Thus, identifi-
cation of strategies for retaining members and improving
engagement in SMART Recovery is needed. Nonetheless,
while facilitator’s cultural responsivity is an important
component, few studies have examined how culture can
also influence facilitation style. Facilitators described a
tendency for members to be more accustomed to listen-
ing than actively participating in meetings. As a result,
this dynamic can create a challenge for facilitators, par-
ticularly when they feel unprepared to manage members’
engagement effectively. Given the impact of facilitation
style on participants’ experience of SMART Recovery, it
is important to recognise that sociocultural factors can
similarly affect facilitation styles. Although the present
study did not extensively explore the top-down approach
within this sociocultural context, future research could
investigate it in greater depth.

The present study had several limitations. The ability to
draw broad conclusions is constrained by the small sample
size and representativeness of the sample. Recruitment
efforts were impacted by the limited number of trained
SMART facilitators. Additionally, participants were
recruited through recovery centres, potentially leading to an
atypical sample of engaged members, whose experiences
may differ from those who were less engaged or had
stopped attending SMART Recovery. The views of partici-
pants completing the interview might only be representative
of those who are keen to engage with SMART Recovery
and might be over-represented by those that have had a
positive experience. Furthermore, purposive sampling was
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employed to recruit individuals with a working understand-
ing of English, aiming to capture diverse experiences and
perspectives. This approach may have resulted in a sample
that does not fully reflect the broader population of individ-
uals who use substances in Singapore. The present sample
was predominantly composed of Chinese individuals with
higher levels of education. While this demographic aligns
with Singapore’s ethnic composition (75.6% of the popu-
lation in 2023 was Chinese) [38], drug-related statistics
show that 30% and 48% of those apprehended for drug
use were Chinese and Malay, respectively [7]. This may
limit the generalisability of the findings to other con-
texts or demographics. Exploring the perceptions and
experiences across communities could be an important
consideration for future research to better understand
unique barriers to participation. For example, future
research could investigate how cultural factors may
interact with gender, language discordance, and princi-
pal drug of concern to influence engagement and recov-
ery outcomes. Longitudinal qualitive approaches can
also be employed to provide insights into the continuity
and change in members’ experiences of SMART Recov-
ery, as well as recovery pathways and engagement in
other mutual-aid groups and activities that support recov-
ery. Despite these limitations, the present findings have
important implications in understanding participation
in SMART Recovery in Singapore. Findings also have
broader implications in understanding help-seeking and
treatment engagement for members in Singapore and the
way mutual-aid groups can be designed and delivered to
individuals in Singapore.

This study highlights the sociocultural challenges
that members and facilitators experience when engaging
in SMART Recovery. The experience and perspectives
described by members and facilitators of SMART Recovery
in Singapore in the present study reflect the undeniable
need to acknowledge the unique cultural challenges and
complexities that can affect individuals from accessing
SMART Recovery. Facilitators validated these challenges
and recognised that they can be similarly affected by these
sociocultural influences. Given the growing rate of substance
use among this population and their need for support in
recovery, there is a dire need to ensure that SMART
Recovery and other services are tailored to the needs of
this population. When the experience of these services is
optimised, it can encourage uptake and engagement, thus
improving health outcomes.
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