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Abstract This article concerns people who have

developed a substance use disorder (SUD) and sought

treatment. SUD is understood as a biopsychosocial

disorder. People who want to stop using substances or

wish to increase their wellbeing while using sub-

stances need to undergo a recovery process. We

conducted qualitative interviews with 11 former

patients four years after discharge from inpatient

SUD treatment in the Tyrili Foundation to explore

their experiences and reflections on SUD and the

recovery process. The findings indicated that recovery

processes are complex, and feelings of wellbeing and

success vary over time. Several interrelated aspects of

life were essential for seeking a better life: Under-

standing own substance use; Feeling safe; Under-

standing the impact of close relationships; and

Perceptions of participation and belonging. The

informants emphasised the need for access to profes-

sional and social support during the recovery process,

which, for some, will last for many years. Receiving

such support is not understood as a defeat, and each

person’s resources and vulnerabilities should be

recognized and acknowledged. SUD and recovery

should be understood using the same coherent

approach—as an interplay between biological and

psychological factors and social, political and cultural

contexts.

Keywords SUD � Substance use � Recovery �
Biopsychosocial approach � Stigma

Introduction

Substances such as alcohol and legal or illegal drugs

have been used for recreation, celebration, and coping

with difficult life situations and health problems [37].

Several theories and models have been developed to

understand the concept of substance use disorder

(SUD), focusing on, for example, self-medication,

behaviour, self-regulation, neurobiology or social

living conditions [25, 33, 47]. The World Health

Organization (WHO) and Norwegian health authority

use a comprehensive, multi-disciplinary understand-

ing of SUD based on a biopsychosocial approach. This

approach assumes that psychological and biological

factors are in constant interplay with relational, social,

economic, cultural and political elements in the

development and maintenance of SUD and that each

person’s pathway to developing SUD is unique

[10, 11, 37]. Using substances to cope, feel better,

and belong may reduce anxiety, restlessness, dis-

turbing emotions, and feelings of hopelessness and

loneliness [14, 19]. However, frequent use of
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substances may lead to an addiction. The substances

affect the brain’s central functions, including dopa-

mine production and executive functions, with a

consequent craving for substances and impaired

impulse control [47, 49]. This may involve reckless

behaviour that is often incomprehensible to other

people and may lead to stigma and shame [16, 18, 48].

Mental health problems, such as anxiety and depres-

sion, may increase [29], and it may be difficult to

maintain social relationships, everyday parenting

responsibilities and work routines [18, 34]. The hard

work of obtaining, paying for, and using substances

becomes all-consuming [37, 47]. Most people who

develop SUD either manage their substance-induced

life problems adequately or are able to quit on their

own or with help from family and friends [42]. For a

smaller group of people, substances have too many

negative consequences, and they need help and

treatment from professionals. In Norway, such treat-

ment is provided in both local-community and

specialised healthcare facilities, including short-term

and long-term inpatient and outpatient treatment.

Understanding SUD is crucial because it affects legal

regulations, support and treatment services, and the

attitudes of both service providers and the public

regarding people with SUD.

The search for a better life is often called recovery.

The recovery concepts have underpinned a long

history of measuring treatment outcomes for mental

health issues and substance use problems. The most

common model is the clinical recovery model, which

aims to minimise core symptoms, such as the prob-

lematic use of substances or mental health issues [6].

A personal and social approach understands the

process of being in recovery as an ongoing, non-linear

process. Essential is the person’s perceptions and

descriptions of their current situation regarding well-

being, belonging to a community, and a positive sense

of identity, including perceptions of a better life while

living with core symptoms [44]. This entails a change

of focus from ‘cure’ to ‘coping’ [6, 21, 22, 26, 38]. The

person’s perceptions of the recovery process and their

wellbeing constantly interplay with the relational,

social, cultural and political surroundings as under-

stood within a biopsychosocial approach

[7, 9, 31, 41, 43].

To our knowledge, few qualitative studies have

drawn attention to the complexity that characterises

understandings of SUD and the recovery process using

a comprehensive approach [6, 7, 44]. Through qual-

itative interviews, this study explores people’s expe-

riences with and reflections on the recovery process

after discharge from inpatient SUD treatment with the

aim of gaining broader knowledge about the personal

and social journey of recovery. The main research

question was: How do former patients in SUD

treatment describe and understand their personal

recovery process?

Methods

This study was a qualitative sub-study of the Tyrili

cohort 2016 study. The Tyrili Foundation is a non-

governmental organisation that runs eight SUD treat-

ment centres in Norway. Norwegian health authorities

refer to and pay for the treatment. In the Tyrili cohort

2016 study, quantitative methods were used to exam-

ine quality of life, cognitive functioning, psycholog-

ical distress and experiences of trauma among 138

patients [5, 40]. Most of these patients consented to

participate in further sub-studies.

This article presents a qualitative study based on the

paradigm of the social construction of the philosophy

of science, understanding people’s meaning-making

as a personal process which is negotiated with other

people and provided by culture [3, 13, 24]. Twenty-

five informants were chosen to participate in the study.

They had completed all the surveys and tests in the

Tyrili cohort 2016, which will give us the opportunity

to compare results from both quantitative and quali-

tative data in future. The informant group represented

the average age of the patients, and were between 25

and 45 years old, and included both men and women.

Fifteen of the 25 former patients responded to our

application to participate in the study. Four were

positive to be interviewed, but due to private situations

(new-born child, substance use) they were not able to

keep their appointments. The empirical data consist of

in-depth interviews from 11 informants. The number

of informants was not determined in advance, and we

had the option of continuing the recruitment process

and including informants even if some data from the

main study were lacking. However, during the 11

interviews, the immediate transcriptions, and the

ongoing thematic analysis, we obtained 110 pages

(55,000 words) of data material. We considered that to

be sufficient to answer the research question about
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how the informants perceived and reflected on the

recovery process after they were discharged from

inpatient treatment; hence data saturation had been

achieved [20, 24]. The informants were recruited by

telephone, messenger or mail by one of the

researchers.

The Informants

The informants were six women and five men aged

30–45 years. They all had histories of severe sub-

stance use problems over many years. Most of them

started using substances at age 12–15, and heroin or

amphetamines were their main substances, combined

with cannabis, prescription drugs and alcohol.

Interviews

We chose an interview-based method of data collec-

tion, because ‘Interviewing is therefore a good way to

locate clues to people’s personal and cultural mean-

ings that would be difficult to find in any other way’

[24], p. 6). Both authors conducted the first three

interviews to coordinate and adjust the interview

guide. The second author conducted seven interviews

solely, and the first author one. The interviews took

place in the informants’ homes, at their places of work,

or in cafés during the summer and autumn of 2020.

Four of the interviews were conducted by telephone

due to the coronavirus pandemic. Each interview

lasted for between one and one and a half hours. The

interviews were recorded and transcribed by the

authors. We used an interview guide that started with

an open-ended question: ‘Please tell us about your life

since you were discharged from inpatient treatment in

Tyrili’. We followed up with more specific questions

about substance use, criminality, mental health, phys-

ical health, family and social networks, occupations

and activities, housing, financial issues and treatment

and social services. The interviews were conversa-

tional, and the researchers and informants reflected

together.

Analysis

We used a hermeneutic, thematic, analytical approach

to look for experiences and meanings in the infor-

mants’ speech. Looking for informants’ meanings

included seeking both explicit utterances and less

explicit expressions that required interpretation by the

researchers [24, 36]. The first step involved both

researchers reading and rereading the transcribed

interviews. We compiled a set of sub-questions to

expand upon the research question: Did they have

incidents or periods of substance use, and how did they

talk about it? How was their living situation? How was

the financial situation? How did they talk about family

and friends, connectedness and loneliness? Did they

have experiences with education or work-life after

discharge, and how did they talk about it? What were

their experiences of professional support and treat-

ment? During the process of new readings, we looked

for both repeating and unique experiences and ideas in

the informants’ stories. We used the NVivo11 soft-

ware, which is designed for coding and analysing

qualitative data to systemise the data and select

excerpts that shed light on each of the sub-questions.

The second step involved interpreting the informants’

narratives to understand their perceptions and reflec-

tions. Through this process, some main themes in the

informants’ narratives about their recovery processes

emerged. These are presented in the sections regarding

Understanding own substance use; Feeling safe;

Understanding the impact of close relationships;

Perceptions of participation and belonging; and

Recognise one’s needs for support and treatment.

Ethical Considerations

Ethical issues were considered during the recruit-

ment, the interviews, the analysis, and the data

interpretation. Conducting in-depth interviews about

sensitive subjects requires great awareness and

respect for the ‘informants’ emotions and bound-

aries [12]. Therefore, some potentially relevant

follow-up questions were omitted. The informants

were encouraged to contact their therapist, family,

or friends if they needed anyone to talk to about

stressful thoughts and emotions following the

interviews. The following quotations were trans-

lated by the authors and anonymised, but retain the

content and meaning of the original narratives. The

informants provided written informed consent

before the interviews, they were informed about

the right to withdraw and data privacy. The

Norwegian Centre for Research Data approved the

qualitative sub-study (reference number 800600).
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Findings

Five main themes emerged through thorough analysis

and interpretation of the data: Understanding own

substance use; Feeling safe; Understanding the impact

of close relationships; Perceptions of participation and

belonging; and Recognise one’s needs for support and

treatment. These topics are presented under the

relevant subheadings, and each case covers several

life areas.

Understanding Own Substance Use

Almost all the informants started the conversation

talking about substance use after discharge from

inpatient treatment in Tyrili. Except for one informant,

all the informants had used substances after they left

inpatient treatment. Some of them had used substances

for a couple of days, and others had more extended

periods of use.

Jesper, 37, had been in long-term inpatient treat-

ment four times before his stay in Tyrili. He decided to

quit using substances before entry into treatment.

After discharge, he had two relapses but stopped again

after a couple of days. The second time, his substance

use was harder to control. During a demanding life

period for him and his partner, he felt depressed and

lonely. He explained the relapse as a result of

depression and the use of alcohol, which he did not

initially consider to be a relapse. After that episode, he

decided to stop drinking alcohol:

I never had an alcohol problem, and I used to

drink now and then, but after I quit drinking, I

understood that the substance use problem was

maintained when I drank. I don’t think the brain

separates between substances . . . Not that

alcohol used to be a problem, but . . . my stance

on substance use and the craving became

different when I drank.

The informants who had periods of severe use of

substances all talked about demanding situations

relating to work, troubled relationships, mental health

problems, or loneliness. These struggles concerned

being caught up by adverse childhood experiences,

situations that arose during severe substance use, or

life challenges during the years after they left treat-

ment. They used substances as a way of coping with

these struggles in life.

Jane, 31, had both an apartment and a job when she

left treatment in Tyrili, and she was referred to the

local psychiatric clinic for further outpatient treat-

ment. She felt optimistic at that time:

I had a job, a house, and I started trauma

treatment. It was too much for me. Working,

treatment, and then going home, sitting there all

by myself with my head—it was too much… I

started to drink alcohol and smoke pot, and I met

a crazy, mean man who beat me up and trashed

my apartment… Now I have been without drugs

for a couple of months. I have a nice, caring

boyfriend and a job, and I feel a lot better.

Sara, 30, had significantly struggled during her life.

Periodically, she used heroin for a couple of days, then

stopped for one or two weeks. She reflected this about

her substance use:

I hope that one day I will be able to cope without

substances. However, maybe I will never just

quit and stay without substances for the rest of

my life, as others do. People travel on different

roads.

These informants experienced several demanding

challenges after inpatient treatment. They talked about

the use of substances as isolated incidents or a more

regular occurrence. Each described what caused the

substance use and how they understood it.

Feeling Safe

The feeling of safety was closely related to violent

relationships, housing, the neighbourhood or finances.

Some informants had experiences of dire housing

conditions and a partner who also used substances and

was violent. Some lived in apartments provided by

social services, while others owned their houses.

Line, 39, lived in an apartment provided by social

services in a turbulent neighbourhood. She lived there

for almost two years after she left treatment in Tyrili.

At that time, she used substances for periods of three to

four months in between short inpatient stays in SUD

treatment. For her, this apartment was associated with

substance use, violence and police raids:

Social services kicked me out of the apartment

because of problems with people, police raids,

and so on. I used a lot of amphetamine and GHB
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in that apartment, and I had a violent boyfriend.

That apartment represented such bad memo-

ries… I had no place to stay for two months

before they provided me with a new apartment. I

feel safe here. I finally have a home for my

children to visit. That means a lot to me!

When it came to personal finances, a couple of the

informants had full-time paid jobs, but most received

government benefits. Those who lived on low incomes

struggled greatly to make ends meet, and some had

relatively high monthly debts to settle:

John, 38, said this about his situation:

It is probably the best it can be. I receive a 100%

disability benefit and some additional economic

support. I was lucky to negotiate a debt settle-

ment, and in two years, I had no more debt. That

helps me stay away from criminality and drugs.

As described by the informants, protection from

violence, safe housing and a predictable income are

crucial elements in the recovery process.

Understanding the Impact of Close Relationships

The informants expressed strong emotions when

talking about the close relationships in their lives.

They stated that family, partners, and friends are ‘for

better or worse’. They either spoke about their parents

as ‘betrayers’ and ‘bastards’ or as loving and support-

ive people. Siblings, grandparents, aunts, and uncles

often represented stability and safety in families with

parental SUD or mental health problems.

Jonas, 29, grew up with a mother who had an

alcohol problem. His father abandoned the family and

left Jonas and his siblings alone with their mother.

Jonas talked about his father with both anger and grief.

His mother quit drinking alcohol, and they are close

now:

Today, I have close contact with mymum, sister,

brother, and grandparents. Grandpa—he is in

hospital, so that is hard for me. He was my best

support and the only male role model when I

grew up. I have given up on my father.

John, 38, talked about his relationships with his

parents and siblings:

I am afraid of overdosing. I do not want my

parents to wake up in the night and discover that

their son is dead. If I am ok, they are ok, and I

want them to feel safe and ok.

Those who had stable partners emphasised these

relationships as crucial in the recovery process. Some

said that their partners helped them to maintain their

boundaries against substance use. As Anders, 34, said:

I started to inject again… and my partner was

aware of my substance use, but as long as I went

to work and ate and . . . Then, when she realised

that I injected, she gave me a choice to stop

either using or to throw away our life together.

That made me quit all by myself.

Several of the informants had children, and some

male informants lived with their own and their

partner’s children. The women often had children

living in foster homes or with their fathers. They all

expressed love and care for their children and empha-

sised the importance of their children as a motivational

factor for staying sober.

Jesper, 37, had two episodes of using drugs after

leaving treatment:

We have children, and my use of substances is

not compatible with raising children or anything

else.

Line, 39, remarked that her struggle to stay away

from substances was motivated entirely by contact

with her children:

Finally, I have a nice home for my children to

visit. I am sober, and the children’s father and

child protection services trust me enough to let

them sleep over. That means a lot to me. I stay

sober for them.

Family was important, and so were friends. Some

informants moved to new locations after treatment,

and others moved back to their hometowns. However,

they all struggled to establish new friendships with

people who had no substance use problems. Line, 39,

said:

I have friends, but most of them use drugs. So I

try to find new friends.

Lisa, 45, moved to a new city to receive outpatient

treatment and continued living there. She felt that the

consequences of the coronavirus pandemic hit her

hard:
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The problem is that I have no friends here. Due

to coronavirus, all the places I could go to meet

sober people are closed down. It is easy to

connect with the wrong people.

As shown, although the informants’ families,

partners, and friends could cause trauma and trouble,

they were nevertheless crucial to recovery and

fostered feelings of love and belonging.

Perceptions of Participation and Belonging

The informants emphasised the importance of having

something meaningful to do during the day. This

helped them stay sober and maintain contact with

other people, making them feel normal and part of

society.

Jane, 31, had a social worker who told her that, after

she stopped using substances, she would connect her

with an employer. Jane tried to communicate that

having a job first would help her stop using substances:

I tried to explain to her… I just wanted a job first

because that would help me to become sober. If

you have a job, you have food on the table. You

pay your bills, you have daily routines—ah, so

few people understand this!

Jesper, 37, went to an NGO centre for people who

had recently left prison or treatment after he left the

SUD treatment:

It was all about coming one step further through

activity. It was not so much talking as doing

things together, like football or climbing or

going to a concert. I was social and normal with

safe people around me.

Sara, 30, went through a period when she used

substances frequently, but she had found some activ-

ities that helped her stay sober:

I joined yoga classes and support groups for

people with SUD. I do not use substances the day

before or the same day, and I don’t feel like using

the day after . . . so this helps me a lot.

Anne, 29, was satisfied with her life:

I feel fine. I am satisfied with my life. I work in a

kitchen, I have finished my exams, and soon I

will have finished my training as a chef… My

self-esteem increases when I master things. In

the future, I want a family, a job, and a good life.

Peter, 42, had not used any substances since he left

treatment:

I have a good life. I am working and I have a

family—children. I lead the board in the housing

cooperative where we live; I have a responsible

position at work. Things are fine… You know,

having such a nice place to work and a partner . . .

that was crucial for me . . . I feel normal.

As indicated in the excerpts, doing something

meaningful during the day was essential for helping

the informants to stay sober. In particular, it was

described as crucial for increasing the feeling of

normality and participation. The informants talked

about several sorts of activities, and they had found the

levels and durations that suited them. Social services

or volunteers organised the activities, and some

participants had ordinary paid jobs.

Recognise One’s Needs for Support and Treatment

All the informants received some degree of therapy

and support from social services or specialised

healthcare facilities during the years after inpatient

SUD treatment in Tyrili. Three received opioid

maintenance therapy (OMT) and were in contact with

a GP or therapist. Eight had been in treatment for

trauma, anxiety, depression, psychosis or insomnia,

and three had or were waiting for treatment for ADHD.

All had received support with housing, employment or

finances. Also, four informants mentioned participa-

tion in activities and support groups run by NGOs, as

described above. Five informants had received inpa-

tient treatment for substance use and mental health

problems or detox several times since they left Tyrili.

Mari, 31, started her OMT after she left Tyrili. At

first, she resisted, but after becoming epileptic when

using substances, her GP strongly recommended the

treatment:

When I started using methadone, I regained the

spark of life. I started exercising, and in a way, I

got a new life.

Lisa, 45, felt lonely and depressed, living alone. She

used substances frequently but was not motivated to

engage with new inpatient treatment. She was
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provided with accommodation in a halfway house a

couple of months before the interview:

We have our own rooms. Staff are present 24/7,

and we have meals together and social contact

with people in the same situation. We are all

people who have been in treatment, struggled

with substances, perhaps been away from work

for a long time, had challenges with family, and

so on. I don’t feel alone here. I manage to focus

on what I have, not on the things I do not have in

my life.

Inpatient SUD treatment was only one step in the

recovery process for these informants. They needed

support and treatment thereafter—some for short

periods and others potentially for the rest of their lives.

Discussion

The findings indicated that recovery processes are

hard work, and feelings of wellbeing and success vary

over time. During the analysis, it became clear that

several interrelated aspects of life were essential in

searching for a better life. Each of the informants

shared their experiences and reflections about vulner-

ability, resources and the need for professional and

social support. All except one informant had experi-

ences of using substances after they left inpatient

treatment in Tyrili. They created meaning related to

substance use by referring to struggles in everyday life

and powerful patterns due to former substance use.

During the four years after they left inpatient treatment

in Tyrili, they emphasised that feeling safe when it

came to housing, the neighbourhood, violence or

finances was essential. Close relationships with their

families, partners, and friends were both demanding

and helpful and elicited strong emotions. Participation

in meaningful activities was necessary for the infor-

mants’ feelings of normality. The activities varied

from ordinary jobs and work training to activities like

yoga and self-help groups for people with mental

health and substance use problems. All the informants

had received professional support or therapy after they

left inpatient SUD treatment, including economic

support, work training, housing, trauma therapy, detox

or inpatient treatment. They underlined the impor-

tance of having access to such treatment and support

because it helped them to cope with difficult emotions,

thoughts and life situations without using substances,

or it provided support to stop using substances after

relapses.

A Comprehensive Understanding of SUD

and Recovery

The findings revealed a variety of areas that are

important for understanding SUD and the recovery

process. Each of the informants’ searches for a better

life was unique, but they also shared many experi-

ences. There has been a tradition of understanding

SUD primarily as a biological disease to be treated

with medicine [8], as a psychological issue caused by

traumas, relational problems or a lack of secure

attachment, requiring therapy [14, 18], or as a social

and cultural problem caused by inadequate living

conditions, poverty and a lack of social and psycho-

logical support [1]. In line with other studies, our

findings indicated the importance of understanding the

complexity of SUD and acknowledging individual

perspectives [2, 15, 37]. Listening to the informants‘

stories about adverse life situations and struggles may

increase professionals’ understanding of SUD as a

multifactorial problem. This understanding of SUD,

employing a biopsychosocial approach, may, in turn,

contribute to lessening the stigma and shame associ-

ated with SUD [23, 45]. Individual perceptions of

wellbeing and quality of life varied considerably

among the informants. Peter, 42, was sober, had his

own house, a partner, children, and a job. He

emphasised feelings of normality and coping in life.

Sara, 30, by contrast, was not motivated to stop using

substances, and she was satisfied by participating in

yoga classes and support groups for people with

substance use problems. As a result, the recovery

process should also be understood as personal and

multifactorial [21, 32].

It has been criticized that treatment and the ongoing

recovery process focuses on substance use only [6].

Substance use was influential in informants’ narratives

but closely connected to other areas of life, such as

mental health, close relationships, safe housing and

meaningful daytime occupations. Also, the biological

and psychological impacts of using substances, as well

as individual reflections on either quitting all sub-

stances or maintaining the use of alcohol or mari-

huana, were essential parts of the informants’

meaning-making. This suggests that professionals
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should not take for granted that a total absence of

substances is ’everybody’s aim and should not neces-

sarily define periodic or sporadic substance use as

failure [2, 6, 30, 39]. Personal, relational, and envi-

ronmental resources are often referred to as recovery

capital, which contributes to improving wellbeing and

the control of substance use [17, 30]. Safe housing,

close relationships, and activities were essential for the

informants to reach their goals of controlling or

quitting substance use. The absence of such resources

could contribute to relapses. In particular, family,

partners, and friends were mentioned as both resources

and as people who caused trouble and pain. This is in

line with former research on recovery, which empha-

sised the importance of social relationships during a

recovery-process [22, 31, 35, 43, 44].

Interdisciplinary Professional Support

Recovery is not a linear process. For many people, the

process includes stable periods and periods charac-

terised by emotional, relational, and social pain and

trouble [6]. Thus, recovery processes should be met

with patience and adjusted and collaborative support.

All the informants had received professional support

and interventions following discharge from inpatient

treatment in Tyrili, including mental health care in

periods when substance use was a minor problem. We

interpreted the informants’ statements to mean that

they did not see this as a defeat. They acknowledged

that they needed help and support. Due to these

findings, we suggest that one inpatient treatment stay is

often inadequate for reaching personal wellbeing and a

higher quality of life. Being in recovery includes a

long-time search for a better life and increased quality

of life with the collaborative support of others,

including professionals, when needed

[6, 15, 21, 27, 28].

A critical message from informants was that the

shutdown during the coronavirus pandemic increased

feelings of abandonment and loneliness, as demanding

periods in society often strike the most vulnerable

inhabitants hardest [4, 46].

Conclusion

SUD and recovery should be understood using the

same coherent approach—as an interplay between

biological and psychological factors and social, polit-

ical and cultural contexts. This study emphasised that

inpatient treatment is necessary but inadequate for

many people with SUD, and long-time access to

various professional and social support systems is

crucial in the recovery process. Receiving such

support is not understood as a defeat, and each

person’s resources and vulnerabilities should be

recognized and acknowledged.
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