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ABSTRACT

BACKGROUND: Substance use disorder (SUD) resolution typically involves a long-term, comprehensive process of change now widely
referred to as “recovery.” Yet, definitions of recovery vary substantially, producing significant confusion. To support formal recovery definitions,
we aimed to systematically identify recovery elements that are central to those in recovery and shared regardless of subgroup/pathway.

METHODS: Data were from the What is Recovery? Study, involving a diverse, national, online survey of people in recovery (N=9341). Surveys
included a 35-item recovery measure reflecting 4 domains; participants reported whether or not each element definitely belonged in their
recovery definitions. Analyses examined item endorsements overall and among 30 subgroups defined a priori (by sociodemographics, sub-
stance use characteristics, and help-seeking history) to determine where items met study-specific centrality thresholds (ie, endorsement by
=80% and top-10 ranking, by endorsement level). We then classified items as “core” if meeting centrality thresholds both overall and for all
30 subgroups, and “prevalent” if meeting centrality thresholds overall and for 26 to 29 subgroups.

RESULTS: Four “core” recovery elements emerged, including a process of growth or development; being honest with oneself; taking
responsibility for the things one can change; and reacting in a more balanced way. Four “prevalent” recovery elements also emerged,
referencing the ability to enjoy life and handle negative feelings without substance use; abstinence and/or nonproblematic substance use;
and living a life that contributes. Subgroups differing most in their endorsements included those reporting mild/moderate SUD severity;
non-abstinent recovery; and no specialty treatment or mutual-help group attendance.

CONCLUSIONS: Recovery elements identified here partially reflect some stakeholder definitions, but offer greater specificity and include
novel elements (eg, personal integrity). Elements may point to areas of functioning that are damaged in the addiction process and can sup-
port an addiction-free life. Findings should inform institutional recovery definitions; SUD services and research; and communications about
recovery.
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Introduction
Owverview

The past 2 decades have brought an explicit recognition across
researchers, service providers, and institutional stakeholders
that substance use disorder (SUD) resolution is not equivalent
to abstinence, decreased substance use, or remission. Rather,
SUD resolution involves a long-term process of growth accom-
panied by and even requiring sustained changes across numer-
ous life domains, with the term “recovery” being embraced to
refer to this process.!* Dovetailing with this development,
emphasis has shifted from short-term interventions closely

targeting substance use to “recovery-oriented” systems of care
supporting the whole person. The Substance Abuse and
Mental Health Services Administration (SAMHSA) exempli-
fies and has championed this shift.>®

Under this new paradigm, a clear, specific definition of
recovery becomes foundational to guiding SUD services deliv-
ery; evaluating SUD prevention and intervention; studying
predictors of recovery in the community; and communicating
with the public. Accordingly, the current paper aims fo support
formal definitions of recovery by systematically identifying core
elements of recovery that are central to those in recovery and shared

regardless of subgroup or pathway.
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Existing recovery definitions and those in recovery

By now, at least 5 major institutions in the U.S. have devel-
oped formal recovery definitions: SAMHSA, the Betty Ford
Institute, the American Society for Addiction Medicine
(ASAM), the National Institute on Alcohol Abuse and
Alcoholism (NIAAA), and the National Institute on Drug
Abuse (NIDA; see Table 1). Institutional definitions have
often attempted to bridge the perspectives of those in recovery,
researchers, service providers, and other professionals, and they
tend to agree on defining recovery as a process of change entail-
ing improved well-being across multiple life domains. Related,
Witkiewitz et al,* reviewing stakeholder definitions and the
scientific literature, suggested an overarching definition of
recovery as “a process of behavior change characterized by
improvements in biopsychosocial functioning and purpose in
life” (p. 9). However, a closer look reveals important differences
even in these general themes. For example, the Betty Ford defi-
nition describes recovery as a lifestyle (vs a process), and the
NIAAA definition emphasizes that AUD remission and cessa-
tion from heavy drinking alone (irrespective of other changes)
are sufficient to consider a person “recovered.” Further, institu-
tional definitions differ significantly in their specifics, includ-
ing whether recovery (a) is defined by intentions, efforts,
achievements, or all 3 (eg, ASAM references all 3, but NIAAA
refers to being “recovered” as an achievement); (b) requires
abstinence, and from what substance and for how long (eg, 3
definitions reference abstinence and 3 do not); and (c) requires
or results in changes in life domains beyond substance use and
problems, and which (eg, ASAM describes changes in many
specific areas, whereas SAMHSA’s latest definition addresses
just three broad domains). Meanwhile, additional recovery
definitions have proliferated among researchers and institu-
tions within the U.S. and internationally.#” This suggests only
an evolving understanding of recovery. Indeed, some stake-
holders have emphasized that their definitions are living docu-
ments meant to change with time.>%?

One pathway toward greater consensus on defining recovery
is to more systematically and more fully incorporate the perspec-
tives of those in recovery. There are 2 reasons to emphasize
recovering people’s perspectives in SUD recovery definitions.
First, people in recovery are core stakeholders in recovery defi-
nitions, constituting SUD service providers, SUD service con-
sumers, and members of the broader community. Adopting a
recovery definition that closely reflects this community’s per-
spective both conveys respect and supports effective communi-
cations about recovery. Second, people in recovery can offer
unique insights about what sustains a healthy life free from
addiction.’®1* Based on their experience, recovering people can
help to identify areas of functioning that support a person’s
substance use and life goals—elements that can, indeed, be
subjected to empirical study as predictors of substance use and
other outcomes.

While those developing formal recovery definitions have
often recognized the value of incorporating recovering people’s
perspectives, a solid empirical foundation for doing so has been
lacking. To date, only 2 major studies have addressed how peo-
ple in recovery from SUDs themselves define it, and no study
has identified a recovery definition that is truly shared across
the heterogeneous population of recovering people.

Two studies on how people in recovery define recovery

In an early study, Laudet! surveyed 289 inner-city residents
with resolved DSM-IV crack/heroin abuse or dependence
recruited through newspaper announcements and flyers.
The study used quantitative and qualitative data across 3 time
points to examine recovery definitions and experiences, asking
whether recovery (1) requires total abstinence from drugs and
alcohol and (2) is defined solely by substance use or also extends
to other domains. Asked, “Which of the following state-
ments most closely corresponds to your personal definition of
recovery?,” most (85%-87%) endorsed “no use of any drug or
alcohol” over any use of any substance. In response to an open-
ended item, “How would you define recovery from drug and
alcohol use?,” participants frequently mentioned abstinence
(40%), a new life (22%), well-being (13%), a process of working
on yourself (11%), living life on life’s terms/accepting what
comes (10%), self-improvement (9%), and learning to live drug
free (8%). Across time points, almost all (eg, 97% at baseline)
agreed or strongly agreed that “recovery is a continuous process
that never ends.” Laudet concluded, “recovery requires absti-
nence from all mood-altering substances but goes beyond sub-
stance use; rather it is a process of self-improvement and an
opportunity at a new and better life” (p. 12). Notably, however,
the study excluded those reporting past-30-day illicit drug use
at baseline, which may have affected results.

More recently, Kaskutas et al'® conducted the What is
Recovery? Study, a very large, multi-part study focused on
capturing recovery as defined by those in recovery. The team
generated 167 candidate recovery elements based on the World
Health Organization quality of life scales; recovery-related
publications and websites; and input from over 30 people in
self-defined recovery. Candidate items were reduced to 47
based on pre-testing, including online surveys (N=238) and
extensive qualitative interviews (N =54) with people in recov-
ery. Finally, items were administered in online surveys of 9341
individuals self-identifying as in recovery, recovered, or having
overcome a prior problem with alcohol/drugs. Participants
indicated the extent to which each element belonged in their
personal definitions of recovery. Over 90% of the sample
endorsed 6 elements as definitely belonging, defining recovery
as a process of growth or development; being honest with
myself; taking responsibility for the things I can change; react-
ing in a more balanced way; and the ability to enjoy life and
handle negative feelings without substance use.



Zemore et al

21 A18n0081 J18Y] JO sued uepodwi

2J0W aJe 8)l] dAINGUIUOD B BulAll pue saoueisgns Buisn noyyum sBuijes) anebau
Bulpuey rey) podas siayjo ‘ajA1sayl] A1on0dal B JO 8injed) [BUIPJBD B S| 9SN 9oUBlSqns
|le wouj dousunisqe Jeyl analjaq Alanooal ul ajdoad Auew ajiyp ojA1sayl perdope
Ajeiun|oA e jo 1ued awooaq sanjea pue sabueyd aAllisod asoy) uaym si A1anooal

ul Buleg ‘uolssiwal paj|ed SI SIY] "uoiouNny [e100s pue yieay urebal pue ssaul|l Jiay}
aWO0249A0 ‘djay Ylim ‘Ued SISPIOSIP 8SN 9oUBISANS DIUOIYD PUE 8JaAas yim ajdoad
uaA3, ‘sajou osfe YAIN . [enuaiod ||ny JIayl yoeal 0} 9ALIS PUB ‘SBAI| paloalIp-}|os

aAl| ‘ssaujjam pue yieay Jiayl anoidwi ajdoad yoiym ybnoiyl abueyo jo sseooid vy,

o'(¢ "d) 1910001 paulelsns ajowoid ‘uiny ul ‘Aew surewop asay} Ul Juawanoldw
panunuo) “Buleg-|jom Jo suoisuawip Jayio pue ‘e jo Aljenb ‘yyesy |ejusw

pue [eoisAyd ul sjuswanoidwi pue ‘Ajjenpuids pue poddns |B100S Ul SjJuswaduByUD
‘spaau oIseq Jo uawy|iyn} eyl Aq paxsew uayo s| Alanodal ‘seouanbasuod

aslaApe Jaylo pue Juswiiedw [euonouny pajejal-joyode buiousuadxs

S0y} 104, ‘S8J0U 0S| YYV|N Wi} JOA0 pauleluiew pue paAsiyoe ale Bupjuup
AABBY WO} UONIESSDD pUB MY WOJ) UOISSIWaI Yioq JI paISA0DaI, PaIapPISUOD

aqg Aew |enpialpul ue, Agaiaym Bupjuup Aresy wouy uonessad pue (gNy) 1epiosip
SN |0Yyoo|e WoJj UoIsSIwal Yyjoq sensind [enpiaipul ue yaiym ybnoiy sseooud v,

&'(1 "d) uone|nbai-jjas [euonowWs

S,JenplAlpul ue ul Juswanoidul (9) pue ‘s|iys [euosiadialul pue ‘SSaupa}oauu0d
[eloos ‘sdiysuone|al s,|enplAlpul Ue JO JUsWydLIUud (G) |0Jiuod [eioireyaq

UMO S,|ENPIAIPUI U JO Juswanroidul () ‘Buineld aouelsgns Buipnjoul swoldwAs
s,|enpiAlpul ue Jo jaljal (g) ‘edniny syl ul 1insind [eaibojoyred Joj ¥su e 8sod pjnod
yoiym Jo payoalip Aisnoinaid usaq pey iinsind [eoibojoyied yoiym plemoy sioineyaq
10 S82UBISgNS Y} WOl 8duaulsqe Jo 1insind JusisISuod S,JenpiAlpul Ue (g) ‘[enpiAlpul
ay1 Aq paipuapl se ssaujjom padueyus pue 8yl Jo Aujenb paaosdwi jo wie ayy (1)
:apnjoul Isnw A1enoday , UOIIDIPPE. Ul Juslayul S8oueqJnisip [eniuids pue [e1oos
‘leaibojoyoAsd ‘[eoaibojoiq ayy sassaippe 1eyl yimoib |enuipuod Jo ssaoo0.d aAioe uy,

(€ d) Jenuslod [Iny J1BY) YorDI 0} BALIS PUE ‘Bji| POIOBIIP-}|BS B BA||
‘ssaujjem pue yieay Jisyl anoidwi sienpiaipul yoiym ybnoyy abueyo jo sseoo.ud vy,

2(gze "d) .noA punoie asouyy 1o}

108dsai pue piebas yum Bulal, o siayas diysuaziyo (Ayeniuids pue ‘e@ouspuadapul
‘yireay |eoibojoyoAsd ‘yieay |eoisAyd se yons) ayl| leuosiad jo Aljenb panoidwi

0} slajal yjreay jeuosiad ‘sBnip paquosaiduou Jaylo |je pue [04odje wolj aousunsqe
0} sJajal (Aressaosu pue Arewnd se paulyep) A1ouqos (gzeg 'd) diysuaznio

pue ‘yreay jeuosiad ‘AloLiqos Ag paziiajoeieyd a1A1sayl| paurelurew AjlIejunjoA v,

or'(G "d) .8y o Ayjenb pue ‘ssaujiem ‘yyesy
panoidwi pue 8ousulSge S8A8IYde [enplAlpul Ue yoiym ybnoiyl ebueyo jo sseosoid vy,

NOILINI43d

"paqLosep JoN

‘suoneziueblo paseq-A1anooal

W04} S|ENPIAIPUI PUB ‘SUBIDIUID ‘SIaydIeasal
Buipnjoul siepjoyaxels pue spadxe g woly
NOBQPO9} U0 POSE( PasIASL SeM UOIIULeP 8y] "asn
Bnip Jaylo pue gNy wo.uj A1onodal Jo suoniulep
Joud (g) pue A1on0981 JO SB1E|81I0D S}EN|EAS pUE
Ajjuapl 0} ainjeidy| O1IUBIOS BY} (B) pamalnal oym
‘A19A028) pue Juswieal) ul spadxe Jo pasudwod
‘wea) O1IuBIdS [euldiul ue Ag padojanap uoiuyaq

6'(1 "d) ;uonoippe yum Buial sidoad
JO @oualladxe Jo sepeodap * * ‘[pue] seyoeoidde
pue abpajmouy JusiINd, Uo paseq uoniulaQd

‘Slap|oysyels 18ylo pue siapes| yieay |elolneyaq
wouJj Indul J8yuny Yyim pasiAal Sem uoiiuLep ay |
*A19A008. UOIIOIPPE. Ul S[ENPIAIPUI PUEB ‘SI8WNSUO0D

yieay |eluasw ‘siapes| yijeay |eiolneyaq yium
Bunesw 0102 SYSHINVS Aq padojenep uoniuyeq

‘sioyewholjod

pue ‘sayeoonpe Alanodal ‘siapinoid Juswieal)
‘slayoleasal pajsalaiul g| Jo pasdwod ‘jaued
snsuasuo) pio4 Aneg ayy Aq padojensp uoniuieq

‘s1opinoid Juswyealy pue

‘sjeuoissajoid swalsAs ‘suoneziueblo pie eninw
‘siequiaw Ajlwey ‘sienpiaipul Bullenodal se yons
siapj|oyaxeis 00| 4an0 Jo pasudwod ‘A1anoday uo
Jwwnsg [euoleN sYSHINYS Aq padojansp uoniuyeq

S/304HNOS

SJBpIOSIp 8sn
20UBISONS

sJapiosip
asn |0yooJy

uonoippy

slaplosip
uiesy [eyusw
pue asn
20URISqNS

9ousapuadap,
aouelsgng

sieplosip asn
aoueISqng

M3IAHNd

(vaiN)
asnqy Bnig uo

aInisu| [euolieN

(VVVIN)
wis||joyoo|y pue
asnqgy |0Yyoa|y uo
ajnyisu| [euoneN

(INnvSY) auripaiy
uonoIpPY I0}
Ayo1003 uBOLIBWY

(VSHINVYS)
uonesiuIWpY
S90IAISS yyeoH
|eluUs|N pue
asnqy 2oueisgns

snsu|
piod Aneg

(VSHINVYS)
uonessIuIWpPY
S98IIAI8S UleaH
|elus|n pue
asnqy sauelsqns

NOILNLILSNI

lc0¢e

0c0¢c

810¢

0l0¢c

£200¢

G00¢

‘suonnyisul ‘g N Jofew Aq padojenap Alenodal Jo suoniuyeq ‘| algeL



Substance Abuse: Research and Treatment

Kaskutas et al’s’® findings might seem to imply 6 core recov-
ery elements. However, high overall endorsement rates can
mask lower endorsement rates for specific subgroups of people
in recovery, particularly where those subgroups are small.
Indeed, Kaskutas et al’® found that endorsement of recovery
elements varied across length of recovery, substance of choice,
12-step exposure, treatment exposure, and current substance
use. (See also Witbrodt et al'®.) Similarly, Laudet! found that
recovery definitions in her sample varied across length of
recovery, substance of choice, and 12-step and treatment expo-
sure; differences also emerged across race/ethnicity and gender.
This underlines the need for additional research fo determine
whether there are specific elements common fo recovering people’s
definitions regardless of their sociocultural identity, addiction his-
tory, and recovery pathway, an investigation not pursued to date in
any dataset.

Current objective

The current study undertook a secondary analysis of the What
is Recovery? data to identify those recovery elements that are
highly endorsed by most recovering people across 30 theoreti-
cally relevant subgroups. Subgroups were defined, a priori, to
reflect individual characteristics deemed most likely to impact
one’s recovery definition, including major sociodemographics
(eg, gender, race/ethnicity), substance use problem characteris-
tics (eg, primary problem, length of recovery), and help-secking
history (eg, use of specialty treatment, mutual-help only, or nei-
ther). By developing a single, shared definition of recovery as
those in recovery see it, we aimed to provide an empirical basis
for informing institutional definitions of recovery and SUD
services and research. Due to the current study’s exploratory
nature, we did not formulate hypotheses.

Materials and Methods

Data Source

Data were from the What is Recovery? Study, Phase 2, involv-
ing an online survey of 9341 individuals who self-identified as
in recovery from an alcohol/drug problem; recovered from an
alcohol/drug problem; in medication-assisted recovery; or hav-
ing had a prior problem with alcohol/drugs that they no longer
had (see Kaskutas et al'®). This parent study was funded by the
National Institute on Alcohol Abuse and Alcoholism (NTAAA;
R01AA017954). A special strength of the What is Recovery?
Study—and one supporting the current analysis—is the wide-
ranging, multi-pronged recruitment strategy, which yielded
representation of critical subgroups often missed in research
on SUD resolution (eg, those with mild/moderate SUDs, in
independent recovery, and in medication-assisted recovery).
Outreach involved partnership with over 200 research partners
regionally and nationally, comprised of treatment programs,
recovery organizations, and mutual-help groups. Additional
recruitment routes included study announcements in multiple
venues (eg, Craigslist, recovery magazines and radio programs,

Table 2. What Is Recovery? Study sample referral sources (N=9341).

SOURCE %
General study announcements 241
Craigslist 12.1
Social media 71
Advertisements 3.8
Conferences 11
Word of mouth (via family, friends, or acquaintances) 14.7
Recovery organizations 11.9
Faces and Voices of Recovery 6.1
Recovery Community Organizations 51

The National Alliance for Medication Assisted Recovery 0.4

White Bison 0.2
Northstar Community Recovery 01
Mutual-help groups 11.8
12-Step alternative mutual-help groups 6.9
12-Step groups 4.5
Alano clubs 0.4
Treatment and alumni groups 11.6
Treatment programs 6
Alumni groups 5.2
The Veteran’s Administration 0.4
Other 23.3
Missing 2.6

newspaper health sections, and conferences) and word of
mouth. Though recruitment was limited to U.S. research part-
ners, participation was not restricted to U.S. residents and some
participants (n=749, or 8%) reported residing outside the U.S.

Potential participants accessed a study website, which
included a link to the anonymous, confidential online survey.
Surveys were collected from July to October of 2012, and
took about 15minutes; participants were not incentivized.
The study was approved by the Institutional Review Board
(IRB) of the Public Health Institute. Prior analyses suggest
that the demographic profile of the Phase 2 respondents is
similar to that of other internet-based recovery and treatment
samples.!” Table 2 displays participant responses to a question
asking how they heard about the study; see top of Tables 4 to 6

for sample characteristics.

Measures

Recovery elements. As described, surveys included a 47-item
measure of recovery elements developed in Phase 1 of the
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What is Recovery? Study via an extensive, iterative, mixed-
methods process. Items were crafted to address specific
recovery aspects salient in heterogeneous recovery pathways;
participants indicated whether each element “definitely belongs
in your definition of recovery,”
definition of recovery,” “does not belong in your definition

of recovery, but may belong in other people’s definition of

somewhat belongs in your

recovery,” or “does not really belong in a definition of recovery.”
Exploratory and confirmatory factor analyses reduced the
measure from 47 to 35 items spanning 4 factors and constitut-
ing our main focus: Abstinence (3 items), Essentials (15 items),
Enriched (10 items), and Spirituality (7 items).

For the present study, an additional item was created assess-
ing endorsement of at least some abstinence and/or nonprob-
lematic use. This composite item helps address the possibility
that recovering people may include some substance use goal as
part of their recovery definitions without agreeing on the spe-
cific goal. Coding incorporated responses to (a) the 3 items
from the Abstinence factor, separately assessing abstinence
from alcohol, abstinence from non-prescribed drugs, and no
“abuse” (sic) of prescription drugs and (b) an item defining
recovery as “nonproblematic alcohol or drug use,” which was
excluded from the 35-item measure above as it did not load on
any factor. The item was coded as positive if respondents
endorsed any one of the 3 Abstinence items and/or nonprob-
lematic use as definitely belonging in their recovery definitions,
and negative otherwise. As an exploratory analysis, we also cre-
ated a variable reflecting endorsement of at least one abstinence
item (ie, excluding nonproblematic use), but opted to include
nonproblematic use because the abstinence-only item ranked
below the top 10 overall (with endorsement of 88%).

Sociodemographics. Surveys assessed gender, race, ethnicity,
education, and age. Race/ethnicity was recoded as Non-
Hispanic White, Non-Hispanic Black, Latinx/Hispanic, and
Other; those coded Other were omitted from analyses address-
ing racial/ethnic differences due to insufficient sample sizes.

Substance use problem characteristics. Primary substance use
problem was assessed by inquiring, “What was your primary
substance of choice?”; options included a comprehensive list of
substances. Another item solicited participants’ recovery self-
definitions: “Which category best describes how you define
yourself now, with respect to your prior alcohol or drug use?”;
options included “I am in recovery,” “I am recovered,” “I used
to have an alcohol or drug problem, but don’t any more,” and
“I am in medication-assisted recovery.” Responses to these 2
items were recoded into 4 categories reflecting primary sub-
stance use history: alcohol, opiate without medication-assisted
recovery, opiate with medication-assisted recovery, and all else.
To assess length of recovery, recovery self-definition was fed
into a subsequent question, “How long have you considered
yourself to be [self-definition]?,” with 7 options, recoded into
<lyear, 1 to 5years, 5 to 10years, and >10years. Lifetime

DSM-5 substance use disorder severity was assessed based on
the lifetime version of the Mini International Neuropsychiatric
Interview (MINI), which is a short, structured diagnostic
interview for SUDs as defined by the Diagnostic and Statisti-
cal Manual of Mental Disorders, FourthEdition (DSM-1V?9),
and the International Statistical Classification of Diseases
and Related Health Problems, Tenth Edition (ICD-10%9); an
additional item assessed craving. Responses were recoded into
mild/moderate (2-5 symptoms) and severe (6+ symptoms).
Finally, current abstinence status was determined from 2 ques-
tions asking respondents to indicate which categories, among
several, best described their (a) drinking status and (b) drug
use, including any use of non-prescribed drugs and using pre-
scribed drugs more than directed. Coding contrasted any cur-
rent abstinence (from alcohol, drugs, or both) versus none.

Help-secking history. Lifetime treatment participation was
assessed with a yes/no question: “Have you ever gone to a treat-
ment program? By ‘treatment program, we mean places like a
detox center, methadone clinic, DUI program, hospital, resi-
dential program, or outpatient program for alcohol and drug
problems.” To assess mutual-help group meeting attendance,
respondents were asked to indicate which 12-step and non-12-
step meetings they had ever attended from a list of options,
including “none.” We coded help-seeking history from these 2
variables as specialty treatment with or without mutual-help
group attendance; mutual-help group attendance only; and
neither specialty treatment nor mutual-help group attendance.
Mutual-help group attendance type among all attendees was
recoded as 12-step only; 12-step plus a 12-step alternative; and
12-step alternative only.

Analysis

First, we coded our 30 theoretically relevant subgroups, includ-
ing 12 sociodemographic subgroups (Table 4), 12 substance
use problem characteristic subgroups (Table 5), and 6 help-
seeking history subgroups (Table 6). Next, we computed level
of agreement across the total sample and within all subgroups
that each of the 36 recovery elements (ie, 35 standard items and
the composite item) “definitely belongs in my definition of
recovery.” Third, we determined whether items met study-
specific centrality thresholds for each subgroup, defined as
endorsement by =80% participants and ranking (by endorse-
ment level) within the top 10 of all items. Finally, we classified
items as “core” if meeting centrality thresholds both overall and
across all 30 subgroups. Responding to emergent results, we
also classified elements as “prevalent” if they met centrality
thresholds in all but 3 to 4 subgroups, reflecting wide if not
universal acceptance. Thresholds for identifying core and prev-
alent elements, and results, were considered with reference to
existing conceptualizations of recovery and our team’s extensive
formative work in this area, conducted to develop the initial
recovery definition measure. We examined rank as well as raw
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Table 3. Overall item classification and participant endorsement for 10 top-ranked (by endorsement level) items in recovery definition measure.

RECOVERY SCALE ITEM (WITH STEM “RECOVERY IS.. )

A process of growth or development

Being honest with myself

Taking responsibility for the things | can change

Being able to enjoy life without drinking or using drugs like | used to
Reacting to life’s ups and downs in a more balanced way than | used to
Handling negative feelings without using drugs or drinking like | used to

Abstinence (from alcohol, drugs, and/or Rx drug abuse) and/or
nonproblematic alcohol/drug use

Living a life that contributes to society, to your family, or to your betterment
Having tools to try to feel peace when | need to

Being grateful

ITEM % AGREEING NUMBER OF

CLASSIFICATION2  ELEMENT “DEFINITELY  SUBGROUPS (OF 30)
BELONGS IN FOR WHOM ITEM
MY RECOVERY MET CENTRALITY
DEFINITION” THRESHOLDSP

Core 94.5 30

Core 93.2 30

Core 92.4 30

Prevalent 91.5 27

Core 91.4 30

Prevalent 90.5 27

Prevalent 90.1 26

Prevalent 88.2 26

None 86.9 17

None 86.7 21

altems classified as “core” if meeting centrality thresholds overall and across all 30 subgroups; items classified as “prevalent” if meeting centrality thresholds overall and in

26 to 29 subgroups.

bCentrality thresholds included endorsement by =80% participants and ranking (by endorsement level) within the top 10 of all recovery items.

endorsement levels because response biases may differ across
subpopulations and because rank conveys important informa-
tion about the relative salience of different recovery elements.

Results

Table 3 displays overall item classification and participant
endorsement for the 10 top-ranked (by endorsement level)
items within the 36-item recovery definition measure. (Items
ranked 11 and below could not be classified as “core” or “preva-
lent,” and were omitted.) Four items met thresholds for “core”
classification: “a process of growth or development,” “being
honest with myself,” “taking responsibility for the things I
can change,” and “reacting to life’s ups and downs in a more
balanced way than I used to.” Endorsement for these items
exceeded 90%. Another 4 items were classified as “prevalent”:
“being able to enjoy life without drinking or using drugs like
I used to,” “handling negative feelings without using drugs or
drinking like I used to,” “some abstinence and/or nonproblem-
atic alcohol or drug use,” and “living a life that contributes to
society, to your family, or to your betterment.”

All top 10 items were endorsed by over 86% of the sample.
Further, all top 10 items were from the Essentials and Enriched
domains, excepting the substance use item and “being grateful”
(a Spirituality item); none of the Abstinence items were ranked
within the top 10 (results not shown).

To provide more detail and again targeting the 10 top-
ranked items overall, Tables 4 to 6 display item centrality
status, participant endorsement, and item rank (by endorse-
ment level) across subgroups defined by sociodemographics
(Table 3), substance use problem characteristics (Table 4),

and help-seeking history (Table 5). For each subgroup and
item, shading signifies that centrality thresholds were met,
with darker shading signifying higher (=90.0%) levels of
agreement. (Again, centrality thresholds included endorse-
ment by =80% participants and ranking within the top 10 of
all recovery items.)

Notably, those items that ranked in the top 3 overall (ie,
a process, honesty, and responsibility) also ranked within the
top 3 in most (21 of 30) subgroups, demonstrating their
wide acceptance. Three subgroups revealed especially different
item endorsements: those with mild/moderate SUD severity,
non-abstinent recovery, and no lifetime use of either specialty
treatment or mutual-help groups. These subgroups showed
relatively low item endorsements, and for each subgroup, 3 of
the 4 “prevalent” elements failed to meet centrality thresholds.
Two additional subgroups (ie, those indicating an opiate prob-
lem history with medication-assisted recovery and those with
12-step alternative experience only) showed somewhat differ-
ent endorsement patterns, though most or all of the “core” and
“prevalent” items met centrality thresholds.

Discussion

A shared recovery definition

The current study sought to identify core (or, central and
shared) elements of recovery as those in recovery see it using data
from a very large, national survey of people in recovery from
alcohol and/or drug problems representing diverse pathways
and substance use histories. Criteria for “core” elements were
that items be endorsed by at least 80% of respondents and
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ranked among the 10 most highly endorsed elements overall
and across 30 key subgroups. Results yielded 4 “core” elements:
a process of growth or development; the practice of personal
integrity (specifically, honesty with oneself and taking respon-
sibility); and balanced reactions to life’s ups and downs.
“Prevalent” elements, meeting the above thresholds in all but 3
to 4 subgroups, included being able to enjoy life and handle
negative feelings without substance use; some abstinence and/
or nonproblematic alcohol or drug use; and living a life that
contributes to others or to one’s betterment.

The present elements partially reflect some existing defini-
tions (collectively) describing recovery as an actively pursued
process of change, and as involving self-growth, better emo-
tional self-regulation, and increased citizenship or purpose
(see Table 1). Results also dovetail somewhat with conceptions
of recovery among Laudet’s! interviewees, who described
recovery as a continuous process involving self-improvement
(similar to honesty with oneself, taking responsibility, and liv-
ing a life that contributes), improved well-being and learning
to live drug-free (similar to enjoying life and handling nega-
tive feelings without substance use) and accepting what comes
(similar to reacting in a balanced way).

Our findings also stand to advance existing recovery defini-
tions. First, our “core” and “prevalent” recovery elements are
more specific than elements of most formal definitions, and
may distinguish areas of functioning that are central to recovery
(especially, healthy emotional functioning) from those that are
peripheral (such as physical health, social functioning, and over-
all quality of life). Second, findings point to new elements for
potential inclusion in formal definitions—namely, honesty with
oneself and taking responsibility. These elements were among
the 3 most highly endorsed elements overall and for most sub-
groups, but are not identified in any known, formal recovery
definition. Third, findings offer new directions for thinking
about substance use in relation to recovery definitions. People
have disagreed strongly on whether and how substance use
should be part of a recovery definition, and have often thought
about substance use in terms of abstinence. We found that most
respondents, regardless of subgroup/pathway, endorsed some
substance use goal as central to recovery, whether abstinence
(from alcohol, non-prescribed drugs, and/or prescription drug
misuse) and/or nonproblematic use. However, the individual
abstinence items were among those least highly endorsed over-
all. This may suggest a value for including commitment to some
substance use goal in recovery definitions without emphasizing
abstinence as the only goal. More broadly, results highlight that,
for those in TECOVery, recovery is not the same as improvements
in substance use or SUD symptom remission. Rather, recovery
is understood to be a process of growth or development involv-
ing expansive (and often actively pursued) changes both intrap-
ersonally and socially, with changes in substance use constituting
but some part of that process. This underlines the wisdom of a
multi-faceted recovery definition.

A critical question concerns why the identified “core” and
“prevalent” elements—including personal integrity, general
emotional balance, the ability to experience positive emotions
and cope with negative emotions without substance use, and
living a life that contributes—are widely considered central to
recovery. Emotional functioning was a particular focus, sur-
facing in 3 of the 8 “core”/“prevalent” items. The prominence
of these elements, collectively, may reflect recognition of the
damage that addiction inflicts in each of these specific areas.
Restoration of what was lost then becomes the hallmark of
recovery. (For related ideas, see Krentzman??). Reciprocally,
these elements may be considered necessary for maintaining
freedom from addiction, as lack of honesty, making excuses
for one’s behavior, poor emotional functioning, and excessive
self-focus could precipitate relapse. Supporting these ideas,
building honesty, accepting responsibility, and caring for
others (related to living a life that contributes) form the core
of the 12-step program.?3

Some groups are different

A few subgroups revealed qualitatively different recovery defi-
nitions, most notably those with mild/moderate SUD severity,
non-abstinent recovery, and no lifetime use of either specialty
treatment or mutual-help groups. These subgroups showed
distinct item rankings and relatively low item endorsements
generally. This may indicate only weak ties to the mainstream
recovery community and, importantly, divergent experiences of
addiction and recovery in these subgroups, both of which may
imply different recovery-related needs, strengths, and beliefs.
Markedly, items reflecting enjoying life and handling negative
teelings without substance use failed to make the cut uniformly
(and only) in these 3 subgroups, which may reflect (real or per-
ceived) limited impacts of substance use on emotional response
and/or less reliance on substances for emotional coping.
Meanwhile, taking responsibility was the top-ranked item for
both (and only) those with non-abstinent recovery and no
treatment or mutual-help group use, possibly suggesting an
emphasis on self-reliance.

Somewhat different endorsement patterns also emerged for
those indicating an opiate problem history with medication-
assisted recovery and those with 12-step alternative experience
only. Those with an opiate problem history in medication-
assisted recovery ranked “a process of growth and development”
lower than any other subgroup (though it was fifth). This may
reveal a somewhat greater emphasis on recovery as a fixed
achievement or return to normalcy, possibly connected with
the stigma attached to using medications for opiate use disor-
ders and the desire to be perceived as “better.”?,2425 The most
highly ranked element for this subgroup was “freedom from
feeling physically sick” (first, 93%)—a striking result as this
item fell outside the top 10 for all other subgroups; this sub-
group also endorsed “taking care of my physical health more
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than I did before” more highly (11th, 85%) than did any other.
This focus on physical health may reflect a more medicalized
perspective on SUD resolution and the especially severe health
consequences and co-occurring conditions often associated
with opiate use.?12426

For those with 12-step alternative experience only, the
top-ranked item was, uniquely, a “prevalent” item: “being
able to enjoy life without drinking or using drugs like I used
to” (endorsed by 92%), whereas “being honest with myself”
was not included in the top 3. This subgroup was also the
only one for whom “taking care of my mental health more
than I did before” met centrality thresholds (seventh, 85%).
These findings could reflect the preference for framing
addiction as a psychological (not moral) problem common in
12-step alternatives.?’

Answering unanswered questions

Findings can begin to answer the basic questions posed in the
Introduction, at least from the perspective of those in recovery.
Regarding whether recovery (a) is manifested in intentions,
efforts, achievements, or all 3, for recovering people recovery
does seem to imply certain achievements (eg, recovery is “being
honest with myself,” not “trying to be honest. ..”), but, as a
process of growth or development, involves continual improve-
ments. Recovery also requires daily renewal; to point, “being
honest with myself” suggests an ongoing practice and not a
fixed accomplishment. Regarding whether recovery (b) requires
abstinence, recovering people might generally suggest that
total abstinence is not essential, but commitment to some sub-
stance use goal is. Last, regarding whether recovery (c) requires
or results in changes in life domains beyond substance use and
problems, recovering people would generally agree that changes
in domains beyond substance use are fundamental, as shown
for example by the prominence of personal integrity elements
in recovery definitions.

Implications and directions for future research

The current study’s main goal was to support improvements to
existing recovery definitions, and results can indeed do so (as
discussed above). Results may support decisions on what areas
of functioning should be deemed central, less central, and
peripheral to recovery, particularly where empirical research
exists on associations between recovery elements and substance
use outcomes.

Results can also help inform clinical practice and public
communications about recovery. Findings that certain recovery
elements are both central and shared may suggest that service
providers (particularly those with experiential knowledge)
focus greater attention on these areas. Building strengths in
domains outside of substance use is consistent with positive
psychology approaches to addiction?? and with research sug-
gesting roles for factors such as positive affect?®? and meaning

in life3 in recovery. Meanwhile, in discussing SUD resolution,
scientists, providers, and institutions might highlight the posi-
tive aspects of recovery (as defined by those in recovery) toward
mitigating the stigma of having a substance use problem
history.

Last, results can inform outcome measurement. A
validated measure of SUD recovery would be useful to both
researchers and practitioners. Related, Neale et all431-33
recently published a 21-item recovery outcome measure.
Though this measure represents a clear advance over existing
measures, the current results, offering a systematically devel-
oped summary of recovering people’s concept of recovery,
could help inform refinements and/or additional measures.

Limitations

Some limitations stem from the data source. Data collection
was conducted exclusively online, which may have biased the
sample toward younger people, White people, and those
higher on socioeconomic status.3* Additionally, because
people in recovery nationally are a hard-to-reach population,
the What is Recovery? Study could not use representative
sampling techniques or ascertain sample generalizability.
However, sample demographics are almost identical to Faces
and Voices of Recovery’s Life in Recovery Survey, also con-
ducted exclusively online in 2012, and the demographic
profile of treated individuals in our sample is similar to the
demographic profiles of other large, national treatment
samples.’” Moreover, representivity of the total sample vis a
vis those in SUD recovery nationally is not a major concern
given our focus on theoretically defined subgroups. Mean-
while, study data are now approximately a decade old, and it
is unclear whether recovery definitions have changed over
this period.

Additionally, we may have failed to capture salient recovery
elements due to omissions or problems with item wording. For
example, the recovery elements measure used here did not
address either abstinence from, or controlled use of, one’s
primary substance of choice. Still, our measure resulted from a
very rigorous, iterative developmental process involving sub-
stantial input from people in recovery, so any omissions should
be limited. Finally, some of the “core” and “prevalent” recovery
elements we identified are ambiguous. It is not clear, for exam-
ple, whether “being honest with myself” implies honesty with
regard to substance use and/or other life questions. This
emphasizes the value of future work adopting a qualitative
approach to better understand the meaning of the shared
recovery elements identified here. Such work will be critical to
developing a strong operational definition of recovery based on
the perspectives of people in recovery. Because study partici-
pants were predominantly U.S. residents, future work examin-
ing recovery definitions outside the U.S. would also be highly
informative, and could help to determine whether recovery
definitions are culturally relative.
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Conclusions

Despite limitations, the present study, capitalizing on an
extremely large, unique dataset, makes a major contribution in
developing a shared definition of recovery from the perspective
of those in recovery. The Betty Ford Institute Consensus Panel?
expressed doubt regarding any effort to define recovery glob-
ally, noting, “there is reason to believe that there is no complete
consensus on the definition even among those in recovery”
(p. 222). SAMHSA" went further, stating, “stakeholders
agreed that recovery is a complex and dynamic process and that
race, ethnicity, gender, sexual orientation, family history, life-
cycle stage, environment, culture and other factors combine
with an individual’s unique experiences, strengths, values, per-
spectives, needs and desires to yield a recovery process unique
to each person” (p. 4). While these statements may be true,
recovery is probably not completely relative. Current results
describe a coherent, fundamental definition of recovery that
holds for most recovery pathways.
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