Boston University

OpenBU http://open.bu.edu

Boston University Theses & Dissertations Boston University Theses & Dissertations

2023

Substance use and early recovery: a
mixed methods study

https://hdl.handle.net/2144/47192
"Downloaded from OpenBU. Boston University's institutional repository."



BOSTON UNIVERSITY

SCHOOL OF SOCIAL WORK

Dissertation

SUBSTANCE USE AND EARLY RECOVERY:

A MIXED METHODS STUDY

CORINNE ANN BEAUGARD

B.A., Middlebury College, 2011
M.S.W., University of Pittsburgh, 2018

Submitted in partial fulfillment of the
requirements for the degree of

Doctor of Philosophy

2023



© 2023 by
CORINNE ANN BEAUGARD
All rights reserved



First Reader

Second Reader

Third Reader

Fourth Reader

Fifth Reader

Approved by

Maryann Amodeo, Ph.D.
Professor Emerita and Lecturer of Social Work

Renée Spencer, Ed.D.
Professor and Chair of Human Behavior, Research and Policy

Alexander Y. Walley, M.D., M.Sc.
Associate Professor of Medicine
Boston University, Chobanian and Avedisian School of Medicine

Jorge Delva, Ph.D.
Dean of the School of Social Work
Paul Farmer Professor

Christina S. Lee, Ph.D.
Associate Professor of Clinical Practice



DEDICATION
To my grandfather, Bob (June 13, 1932 — December 4, 2022). You left the world better

than you found it. I wish you could be here as I complete this step, but I carry your love

and support with me.



ACKNOWLEDGEMENTS

I did not complete this dissertation alone. The following people held me along the
way in more ways than they know. My mother, Lily, your equanimity and devotion to
service are a true example. [ am ever grateful that you helped me finish my education and
that we can celebrate together. Cesar, our time in the Andes laid the foundation for my
work (and my obsession with Peruvian cuisine). My father, Paul, you shared with me
your love for food, which sustained me during these years and offered me much needed
joy. My sister Natalie, I love the ways our lives intersect and wind onto different paths —
you remind me of all the ways of being in the world. Nick, my partner, you held my hand
through this experience. Winter hiking, backyard farming, and raising Tenchi with you

have made the past few years fly by. I love you.

My grandmother, Ann Logan Sperry McGrath, I am in awe of your fierce wit and
quiet brilliance that persist even as your mind changes. I will always prepare for the worst
and expect the best. My grandfather, Bob McGrath, you left an indelible mark on my life.
Your joy and good will inspire me and I want to make you proud. My maternal cousins,
aunts, and uncles, you raised me, and showed me the value of community and importance
of showing up no matter what. And my cousin Emily Austein, for telling me about social
work, for always picking up the phone in case it’s an emergency, and for sharing in the

laughter and tears of trauma and growth.

My mentor, Maryann Amodeo, you are wise and caring. It was fun thinking
through the details of this work together! And my committee, Renée Spencer, Alex

Walley, Jorge Delva, Christina Lee, and Jordana Muroff — I could not have asked for a

\Y



more talented group of researchers and practitioners to guide this work. You have taught
me how to conduct rigorous research grounded in social justice and health equity. Dan
Miller, thank you for your ability to hold two things at once and to allow me to talk about
astrology. Kaku So-Armah, your mentorship sustained me during the past two years. You
bring a mix of scientific precision and excitement about addiction research that inspires
me to do the same. Danny Rosen and Jerry Cochran — you encouraged me to pursue my
passion and generously provided the scaffolding. I could not have asked for more
compassionate, good humored, and smart people to introduce me to the joys and

challenges of academic research.

My friends near and far, you have shown up for visits, phone calls, video chats,
and at times constant threads of text messaging. Paige Driscoll, Brooke Eberle, Isabel
Howard, Sarah Louise, Sarah Najjar, Taylor Wescott, Leah Wang — ya’ll are amazing.
Kate and the Neighborhood Farm, I would never have survived without the grace to labor
alongside you, no matter how much or little I could do. And to my friends and colleagues
at BU, I have never met such thoughtful, spirited, and dignified women and scholars.
Noor Toraif, we started this program together and it has been a joy to celebrate and
commiserate alongside you. Adrianna Spindle-Jackson, it was friendship at first sight.

Here’s to God and Ireland!

This dissertation was only possible because of the participants who generously
shared themselves with me. I hope this work does your experiences justice. I am grateful
for everyone who does this work in the community. More than anyone else, you teach me

about what matters — compassion, resistance, and diligence. The arch of my work

Vi



reflects this education. From Prevention Point in Pittsburgh to AHOPE in Boston, I
continue to learn from the best. Afternoons on the Hill with Ron changed everything for
me; [ had never seen a sober man teach someone to inject more safely or offer supplies to
be smuggled into a nursing home. In Boston, Sarah Mackin and Gary Langis, it has been
a pleasure to follow your lead. I thank you all for continuing to challenge my
assumptions and for sharing your passion and energy. It is good news that we don’t need

research to show us how to love.

vii



SUBSTANCE USE AND EARLY RECOVERY:
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CORINNE A. BEAUGARD
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ABSTRACT
Background: Historically, the addiction field used total abstinence as the primary marker
of recovery. Although harm reduction is increasingly accepted, abstinence remains a
primary treatment outcome and central goal of mutual aid groups. Recovery research
often measures success primarily in terms of abstinence. This focus limits knowledge
about recovery progress and outcomes for non-abstinent individuals and the field’s ability
to support this population. This dissertation advances research in the field because it
studies a community, rather than a treatment sample; it focuses on early recovery, which
is a crucial period in the recovery trajectory; and studies a rarely researched population —

individuals who identify as having resolved an addiction and are non-abstinent.

Aims: This three-paper dissertation explores insights into the perceptions of individuals
in a community sample about their experiences in early recovery. The first two papers
used data from a survey to achieve the following aims: (1) Recruit a sample of abstinent
and non-abstinent individuals with diverse substance use and treatment histories; (2)
Compare abstinent and non-abstinent participants’ responses to the pre-screen

questionnaire; (3) Compare participants’ addiction and treatment history and mental
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health and wellness (e.g., depression and difficulty regulating emotions) by abstinence-
status. The third paper used interview data to achieve the following aims: (1) Explore
motives for cannabis substitution; (2) Describe the experience of using cannabis; and (3)

Examine whether cannabis use supported or harmed recovery.

Methods: The Socioecological Framework and Harm Reduction principles provided the
theoretical and philosophical underpinnings for this dissertation. Participants completed
online surveys about substance use, mental health, and life experiences known to impact
recovery (e.g., addiction-stigma, racial and ethnic discrimination). Individuals were
eligible for the study if they self-identified as having “resolved an addiction” evidenced
by (1) reduced use, OR (2) reduced negative consequences, OR (3) improved social or
occupational experiences. I recruited interview participants by posting advertisements on
Facebook and Reddit in groups specifically related to addiction and recovery. Participants
were eligible who reported that they had resolved an addiction to opioids or stimulants

and subsequently increased their cannabis use (i.e., cannabis substitution).

I analyzed the pre-screen questionnaire data via content analysis. Descriptive statistics
and regression models were computed in SAS. I took a grounded theory approach to
analyzing the interview data. First, I coded the data deductively for motivations in the
Motivational Model and characterization of substitution effects. Then I coded inductively

for emergent themes including additional motives (e.g., to manage withdrawal).

Results & Discussion: Criteria for self-identification of resolving an addiction

successfully enrolled abstinent and non-abstinent adults (N=267). Forty-five percent



reported abstinence; the most common primary substances were alcohol (46%), opioids
(23%), and stimulants (17%). Surprisingly, pre-screen responses about resolving an
addiction did not differ according to abstinence-status. In bivariate analysis, abstinent
participants had more often been to treatment and mutual aid groups, however there was
no difference in past use severity. In regression modeling, abstinence-status was not
associated with depression, though it was associated with difficulty regulating emotions.
These results suggest that abstinence-status affects distinct mental health outcomes
differently, and that positive recovery experiences may be achievable in some domains
for non-abstinent adults. In paper three, interview participants (N=14) revealed a series of
motives for cannabis use, including those identified in the Motivational Model and those
that emerged from the data. Participants viewed cannabis use as compatible with their
recovery. Though many participants reported negative side effects, for example increased

social anxiety, they did not believe these outweighed the benefits of cannabis use.

Conclusions: Counter to common assumptions in the addiction field about the necessity
of abstinence in recovery, survey responses from both abstinent and non-abstinent
particpants participants proved to be more similar than different. Insight into how these
groups perceive the process of resolving an addiction (1) enhance our understanding of
recovery, including non-abstinent recovery, and (2) can facilitate engagement with
individuals resolving addictions, even when abstinence is not one of their identified
goals. The interview data offered additional insights into the role of cannabis in non-
abstinent recovery, demonstrating its potential to support individuals during cravings.
Clinicians in addiction treatment settings and other medical and mental health settings

X



who see clients who are working on recovery can benefit from the findings reported here

by supporting their clients regardless of the client’s abstinence goals.
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Introduction
Theoretical Underpinnings

My approach to this dissertation was informed by two theoretical orientations: the
Socioecological Model (Bronfenbrenner, 2005) and harm reduction (Hawk et al., 2017,
Marlatt, 1996). In the literature, both have been applied to the topics of recovery from
addiction and the various paths to recovery, the focus of this dissertation. Below, I will
describe these theoretical orientations and provide an overview of the three chapters of
the dissertation. The final section of the document is a conclusion in which I will
summarize the findings, discuss their implications and offer directions for future research
and policy work.

The Socioecological Framework

The socioecological model contextualizes individual experiences within a set of
interactive systems, including interpersonal relationships, neighborhoods, political
institutions, and sociocultural norms (Bronfenbrenner, 2005). Although recovery from
addiction is a personal experience, people recover in their social environments so a
framework that spells out the various aspects of that social environment can be especially
useful.

A socioecological model of recovery contextualizes recovery within a series of
nested layers (Ashford et al., 2018; Ashford et al., 2020; Barati et al., 2020;
Bronfenbrenner, 2005; Jalali, et al., 2020; Neale et al., 2015; Sudhinaraset et al., 2016)
relevant to the individual’s experiences of addiction and progress in resolving that
addiction. At the center of the socioecological model is an individual who has various

personal characteristics (e.g., age, race, substance use, mental health). Next is the



microsystem which includes interpersonal relationships (e.g., family relationships,
friendships, healthcare, participation in 12-Step groups, employment). The third level is
the mesosystem which includes interactions between and among the microsystem and the
exosystem (e.g., family connections to local political figures). The exosystem includes the
broader community (e.g., neighborhood, public organizations, civic engagement
opportunities), economic conditions (e.g., housing status, income), and policy factors
(e.g., availability of medical insurance or other social welfare benefits). The macrosystem
integrates widely accepted cultural values and norms, both positive and negative (e.g.,
drug-related stigma). Finally, the chronosystem incorporates environmental changes over
time (e.g., COVID-19 pandemic and its effects). Researchers have used this framework to
understand the history and intricacies of societal health conditions and behaviors, ranging
from urban mental health to vaccination uptake to obesity.

A socioecological approach to addiction and recovery integrates elements from all
explanatory theories on addiction, including social determinants of health (e.g., race,
class, geographic location), social dynamics, psychological and medical health, and
individual behaviors and beliefs (Jalali, et al., 2020; Karriker-Jaffe, et al., 2020).
Approaching recovery from a socioecological perspective acknowledges the dynamic
interplay of the myriad factors that affect an individual’s recovery; importantly, this
framework avoids overstating personal responsibility (e.g., moral failure) or excluding
social phenomenon such as stigma and discrimination.

In this dissertation, the socioecological framework was a well-suited theory

because its comprehensive, interactional elements align with my conceptual approach to



addiction and recovery. Substance use and substance-related consequences are not
produced by individual fault/ personal responsibility. Rather, substance use emerges from
complex micro-macro interactions; vulnerability to addiction and subsequent negative
consequences increase as risk factors accumulate (Rhodes, 2009). Recovery is also
affected by the cumulative risk and support factors in an individual’s life.

Harm Reduction

Harm reduction is an ideology and approach to engagement with people who use
drugs grounded in human rights and social justice (Harm Reduction Coalition, 2017).
Harm reduction prioritizes the dignity, autonomy, and right to health and wellness of all
people who use drugs, without challenging an individual’s right to continue drug use
(Riley et al., 2012). Instead of focusing exclusively on an individual’s role in their drug
use, harm reduction works to mitigate all harms preexisting and consequent to drug
consumption, which include draconian policies that keep the War on Drugs afloat, late-
stage capitalism’s role in economic inequity, and social constructs that amplify harms for
people who use drugs (e.g., racism) (HRC, 2017; Pauly, 2008; Smith, 2012).
Interventions include options for safer consumption, political advocacy, and community-
based, peer-led support (Harm Reduction Coalition, 2017; Hawk et al., 2017).

Hallmarks of harm reduction-based treatment include the low-threshold for access
to services and an approach to substance use that is an alternative to the disease model
(Marlatt, 1996). In low-threshold settings, providers work with people regardless of their
substance use behaviors and substance-related goals, instead focusing on the individual’s

self-identified goals (Drucker et al., 2016; Marlatt, 1996; Marlatt et al., 2001). Clients are



faced with few hurdles to receive services — they need not provide a
psychosocial/medical history, fill out elaborate intake forms, sit on a waiting list, or
verify insurance coverage. This approach differs from the medical or moral models that
tend to pathologize drug use and identify abstinence as the stated goal and requirement
for services (Marlatt, 1996). Harm reduction interventions are flexible and accommodate
people across all demographic categories, including the economic, racial/ ethnic, and
gender/ sexual identity spectrums. Considering the diverse needs of people who use
drugs, harm reduction eschews abstinence as a primary and singular goal, respecting that
people who use drugs may be disinterested in abstinence or may conceptualize it as an
unacceptable submission to authority (Tatarsky, 2003).

Harm reduction is a relevant framework through which to view recovery. Harm
reduction ideology and practices are not antithetical to abstinence; in all harm reduction
work, abstinence is one potential option/outcome, while practitioners also validate
practices for safer drug use and reduced drug use (HRC, 2017). A harm reduction
orientation toward recovery focuses on a person’s comprehensive wellness through the
consideration of “well-being, autonomy, resiliency, relatedness, competence, and
empowerment” (Vakharia & Little, 2016, p.72). This perspective on recovery
acknowledges growth across multiple domains including the biological, psychological,
social, and spiritual (Ashford et al., 2019a).

Three Chapter Dissertation
In this mixed methods dissertation, I collected survey and interview data from a

community sample to examine early recovery from addiction which was not necessarily



contingent on abstinence. This dissertation undertakes a novel investigation of an
understudied population - non-abstinent individuals who identify as having resolved an
addiction. For recruitment purposes, I used the term “resolved an addiction” to reach a
broader cross section of people who were no longer in a state of addictive use. This
phrase was devised with input from recovery and addiction scholars who believed that
this would likely appeal to people with a range of use patterns from mild to severe, who
did and did not endorse a recovery identity, and who, as a group, were both abstinent and
non-abstinent. I collected survey data and interview data. I administered a survey using
online survey platforms (MTurk and Prolific Academic). The survey included questions
about substance use, mental health, and quality of life. Informed by the socioecological
approach to recovery, I included questions about social welfare, neighborhood type (i.e.,
rural, suburban, or urban), living situation (i.e., housing status and household members),
and cannabis legislation in their geographic region. When I chose which measures to
incorporate, I wanted to collect information from multiple levels of each participants’
ecosystem. Individual and microsystem factors were explored using substance use and
mental health measures. These factors are often included in recovery research to the
exclusion of macro factors. Taking a health equity perspective, I included measures of
social conditions known to impact addiction (e.g., addiction stigma and racial
discrimination).

The first chapter is entitled, Abstinent and Non-Abstinent Drug and Alcohol Users
Report on Resolving an Addiction: A Mixed Methods Analysis. This is a mixed methods

exploration of participants’ responses to the survey’s pre-screen questionnaire which I



compared to their survey responses. The pre-screen explained that people who had
resolved an addiction in the past 12 months were eligible and asked participants to
respond to the definition provided for “resolved an addiction.” Participants were required
to state how this definition applied to them, what substance they resolved an addition to,
and what substances they had used, if any, since resolving their addiction. The aims of
this paper were twofold: 1) Recruit a sample of abstinent and non-abstinent individuals
with diverse substance use and treatment histories; (2) Compare abstinent and non-
abstinent participants’ responses to the pre-screen questionnaire.

In the second chapter, Comparing the Mental Health of Abstinent and Non-
abstinent Individuals Who Recently Resolved an Addiction, I analyzed the survey data,
with a focus on comparing abstinent and non-abstinent participants. The aims of this
paper were twofold: (1) To test whether abstinent and non-abstinent participants had
different substance use and treatment histories; and (2) To test whether abstinence status
was associated with mental health outcomes (depression and emotion dysregulation).

The third chapter, “Everything Is Kind of The Same, Except My Mind Is with
Me:” Exploring Motives and Experiences of Individuals Who Use Cannabis After
Resolving an Opioid or Stimulant Addiction, is a grounded theory study with people who
resolved an opioid or stimulant addiction and increased their cannabis use. Questions
were informed by the Motivational Model of substance use, which states that substance
use is driven by motives broadly categorized as social, enhancement, and coping (Cooper
et al., 2014). These motives apply a range of levels of the socioecological model. For

example, someone might use substances to cope with a mental health condition, with



trauma from an accident or assault, or to cope with systemic oppression, including race or
class-based violence. The aim of this study was to understand what motivated
participants to use cannabis, how they felt after using cannabis, and how they assessed
their cannabis use (i.e., was cannabis use detrimental or supportive to recovery?). I did
not prompt participants to explore their cannabis use in the context of the socioecological

model but considered this framework during the analysis.



Abstinent and Non-Abstinent Drug and Alcohol Users Report on Resolving an
Addiction: Does Abstinence Predict the Outcomes?

Introduction

Addiction scholars, treatment providers, and people who have experienced
addiction do not all share one definition of recovery (Elison et al., 2016; White, 2007).
The definition of recovery matters because it informs providers’ treatment protocols and
prognoses and helps people with addictions make decisions about the type and length of
their care (White, 2007; von Greiff & Skogens, 2021). The definition of recovery also
provides people living with addictions a set of criteria from which they can set recovery
goals. This paper discusses various conceptualizations and definitions of recovery with a
special focus on the role played by abstinence in these conceptualizations. The paper
raises the question, “Is abstinence essential for recovery?” It addresses the related
questions: By what standards? And in whose view?

Many practitioners in the addiction field, as well as many people with addictions,
consider abstinence to be the primary treatment goal and primary indicator that someone
is “in recovery” (Bartram, 2020; Hibbert & Best, 2011). The longstanding prioritization
of abstinence as the goal can be seen in clinical trials, residential addiction treatment, and
mutual aid groups. Abstinence-based policies and practices in the United States have
been influenced by substance-related movements and policies (e.g., The Temperance
Movement and Prohibition) and the prominence of 12-Step ideology in the recovery field
(Andraka-Christou et al., 2021; Donovan et al., 2013; Kiluk et al., 2019; Paquette et al.,
2023). However, in recent years, state departments of public health, state and federal

policy, and addiction treatment settings have developed more favorable views toward



harm reduction (approaches aimed at helping individuals limit harm from drug use rather
than insisting on total abstinence). The increasing acceptance of harm reduction, though
not consistent across the country, may be a response to overdose fatalities beginning in
2013, which continued to rise in 2021-2022 during the COVID-19 pandemic (Mattson et
al., 2021; National Institute on Drug Abuse, 2023). Harm reduction practices aim to
reduce substance-related harms by providing individuals with information, choices, and
support regardless of drug consumption behaviors (Hawk et al., 2017; Marlatt, 1996).
Even with more recognition that harm reduction has a place in recovery settings, most
recovery definitions, including those written by the National Institute on Drug Abuse
(NIDA) and The Substance Abuse and Mental Health Services Administration
(SAMHSA), continue to include abstinence (NIDA, n.d.; Paquette et al., 2023;
SAMHSA, 2020; Sheedy & Whitter, 2009).

A benefit of recovery definitions that include explicit mention of non-abstinence
is that recovery becomes more feasible and accessible to individuals who do not have
immediate abstinence goals (Paquette et al., 2023). Expanding the conceptualization of
recovery can decrease stigma around non-abstinence recovery paths and potentially
broaden the addiction field’s definition about who “qualifies” as being in recovery. This
would increase access to medical care, social welfare benefits, and impact criminal legal
status (e.g., parole violations), and parental custodial status for those in non-abstinent
recovery.

Models of Recovery

While abstinence has been widely viewed as the “gold standard” for recovery,
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there are aspects of recovery that do not necessarily include abstinence (Marlatt, 1996).
Recovery models tend to incorporate two domains: 1) whether addictive substances are
being consumed, and if so, the extent of consumption; and 2) social and emotional
growth following changes in substance consumption, often described as increased
individual autonomy, self-efficacy, well-being, resilience, spiritual growth, and
empowerment (SAMHSA, 2020; Vakharia & Little, 2016; White & Kurtz, 2005). In the
literature, the parameters of substance consumption (cessation, reduction, or changes in
type of substance) and the nature of personal growth vary according to the source/authors
of the recovery model. For example, the Biaxial Model posits that, upon the cessation of
substance misuse, recovery involves “stable remission” and consequent accrual of
recovery capital, or newly harnessed resources (Cloud & Granfield, 2008; Kelly &
Hoeppner, 2015, p. 9). This model does not necessitate abstinence but refers to remission
which can include non-harmful, or non-consequential use.
Recovery Research: Abstinent and Non-abstinent Samples

Studies on the lived experience of drug users report a wide array of social,
emotional, physical, and occupational domains affected by recovery (e.g., stable housing,
steady employment, reunified family) (Bartram, 2020; Hibbert & Best, 2011; Neale et al.,
2015), with great overlap across studies. Despite consensus that recovery is a personal
experience, and people may define and experience recovery differently, recovery research
tends to assume that recovery requires abstinence and thus samples are of abstinent or
abstinence-seeking individuals (Costello et al., 2020; Dekkers et al., 2020; Hibbert &

Best, 2011; Kitzinger et al., 2023; Martinelli et al., 2020; Pettersen et al., 2019), leaving
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us with little knowledge about the well-being of individuals who do not view abstinence
as necessary for recovery.

Studies that ask people with lived experience to describe what recovery means to
them have found that abstinence is typically considered the starting point of recovery,
after which holistic growth and improvement follow (Best et al., 2011; Costello et al.,
2020; Laudet, 2007; Thurgood et al., 2014). When people who have experienced
addiction discuss whether some alcohol or drug use is acceptable in recovery, the results
are mixed: some respondents indicated that total abstinence was essential for recovery
whereas other respondents had more flexible definitions that permitted some substance
use (Dekkers et al., 2020; Hystad & Wangensteen, 2021; Kaskutas et al., 2014). Yet, it
seems that most people expect abstinence to be required in treatment settings. For
example, in one sample of adults who met criteria for Opioid Use Disorder (OUD), most
(71%) believed that abstinence would be the treatment goal if they were to enter
treatment (Hay et al., 2019).

Recovery, Remission, and the Role of Abstinence

In contrast to the abstract construct of recovery, remission is defined in the
Diagnostic and Statistical Manual of Mental Disorders, Fifth Edition (DSM-5) as the
absence of criteria for a substance use disorder (SUD) after previously meeting these
criteria. An individual must meet at least two of 11 criteria during a 12-month period for a
SUD diagnosis: criteria include increased substance consumption, persistent desire to or
unsuccessful attempt to cut back on substance use, increased time acquiring and/or using

substances, and diminished social or occupational functioning related to substance use
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(American Psychiatric Association, 2013).

Depending upon the individual’s specific symptoms during the SUD, remission
could involve improved interpersonal, social, or occupational experiences or it could
refer exclusively to substance-related changes (Ashford et al., 2019b; Best & Lubman,
2012; Kelly & Hoeppner, 2015). Since remission does not require abstinence, abstinence
has been less relevant when standards have been set for recovery in formal treatment and
mutual aid settings (Fleury et al., 2016). The distinction between remission and recovery
may be narrowing, with increasing acceptance that recovery can include continued,
asymptomatic substance use. In November 2022, the National Institute on Alcohol Abuse
and Alcoholism (NIAAA) published a new definition of recovery from Alcohol Use
Disorder (AUD) that included: (1) remission from criteria for AUD as listed in the
Diagnostic and Statistical Manual of Mental Disorders (DSM)-5, and (2) cessation from
heavy drinking (Hagman et al., 2022). Unlike other scientific institutions’ recovery
definitions, this definition is synonymous with remission as measured by the DSM-5
criteria for AUD. The NIAAA took a meaningful step toward harm reduction recovery
definitions by acknowledging that recovery may include moderate, non-problematic
alcohol use.

Study Rational

Exploring recovery in a sample of both abstinent and non-abstinent individuals
who have resolved addictions may offer some insight into whether these groups are as
different as commonly believed (i.e., that non-abstinent people are not truly in recovery

and are missing out on the benefits of abstinence). Non-abstinent people are often
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excluded from recovery research, limiting the field’s ability to examine whether
abstinence is a necessary foundation for recovery for everyone. Learning about
participants’ quality-of-life improvements in a sample of abstinent and non-abstinent
people will help us understand whether these experiences are contingent on abstinence, or
whether people in non-abstinence recovery can also reap these benefits. Considering the
likelihood of treatment “failure” (e.g., drop out, non-abstinence) and the range of patient
goals (i.e., abstinence and non-abstinence), it’s important to understand how abstinence
status is implicated in growth potential (Paquette et al., 2023). While this study will not
answer the question in full, it begins to fill the gap in our knowledge. Finally, conducting
this study with a community sample is important because recovery definitions may differ
in treatment and community samples (Tucker & Simpson, 2011). Community samples
include people who have been to treatment or used mutual aid and who are in natural
recovery (i.e., addiction resolution without community-based or formal treatment), which
increases the potential range of responses.
Study Design

Early Recovery and Addiction Resolution

This is an exploratory study of a community sample of adults in the first 12
months of resolving an addiction to alcohol and/or other drugs. Addiction experts and
practitioners have not developed a standardized timeframe for early resolution of an
addition or addiction recovery; in definitions and research, the period ranges from 3
months to 5 years (Betty Ford Institute Consensus Panel, 2007; Hibbert & Best, 2011;

Kitzinger et al., 2023; Martinelli et al., 2020). The present study considers “early” to be
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the first 12 months, as it is a frequently cited timeframe and the period designated by the
DSM-5 as early remission (APA, 2013). It is an important stage in recovery, as
improvements during this stage are associated with longer duration and positive
outcomes in recovery (Kelly et al., 2018; Laudet, 2011; Shumway et al., 2013).

For this study, I recruited people who self-identified as having “resolved an
addiction” in the past 12 months. I defined “resolved an addiction” as having three parts,
not all required for enrollment in the study: (1) decreased quantity or frequency of
substance use; (2) decreased negative consequences related to substance use; and (3)
improved relationships or improved work or school experiences after reducing or
stopping substance use. Reduced quantity and/or frequency (definition part 1) and
decreased substance-related consequences (definition part 2) are criteria used in other
research on non-abstinence remission and reflect the APA’s conceptualization of
addiction, via the DSM-5°s criteria (APA, 2013; Rosenberg, 2002).

The phrase “resolved an addiction” and its definition were crafted with input from
recovery scholars and literature on recovery and substance use disorder (SUD) remission.
This harm reduction-minded definition includes both individuals in abstinence-based
recovery and non-abstinent individuals who reduced negative substance-related
consequences (Bartram, 2020; Drucker et al., 2016; Marlatt, 1996; Marlatt et al., 2001;
Paquette et al., 2023). I modeled this definition on the Biaxial Model of Recovery in
response to the addiction field’s increasing acceptance of the idea that recovery does not
necessarily require abstinence (Kelly & Hoeppner, 2015; Martinelli et al., 2020).

This definition was also designed to appeal to and recruit a wider range of
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individuals who have experienced addictions. One study sought to understand what type
of individuals would identify as being “in recovery” in a sample of people who responded
affirmatively to the question, “Did you used to have a problem with drugs or alcohol, but
no longer do?” (Kelly et al. 2018, p. 596). The study found that participants who
identified as being “in recovery” had more likely been to treatment, participated in
mutual aid programs, and received a formal diagnosis (i.e., markers of severity) than
those who did not identify as being “in recovery” (Kelly et al., 2018). That study also
found that the phrase, “in recovery,” did not appeal to people who continued to use
substances despite their substantial reduction in substance use. Based upon these

findings, the phrase resolved an addiction was chosen for recruitment for this study.

The third definitional element (i.e., improvements) represents some, but not all,
potential improvements consequent to substance reduction or cessation. These
improvements, ignored by an exclusive focus on substance use behaviors, are important
considerations because they provide us an opportunity to understand other experiential
shifts made by these individuals (Brown & Ashford, 2019). The specific domains
highlighted in this definition (i.e., relationships, school, and work), are responsive to
models of addiction that point toward the social-emotional origins of addiction, including
social deprivation, loneliness, isolation, and lack of social capital (Best & Lubman, 2012;
Heather et al., 2018; Kelly et al., 2012; Sussman & Sussman, 2011; Weinberg, 2021).
People in early recovery may experience improvements in some of these domains, which
can reinforce their recovery (e.g., positive social relationships and social support), though

these domains may also enhance difficultly in early recovery (e.g., unemployment or
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difficulties with employers) (Kelly et al., 2012; Laudet et al., 2006; Martinelli et al.,
2020; Neale et al., 2015; Pettersen et al., 2019; Shumway et al., 2013).
Flexible Inclusion Criteria

Potential participants were eligible if they identified with and provided
information about one of the three components of the definition for “resolved an
addiction.” This flexibility was intended to increase the study’s inclusivity so that the
pool of respondents could define their recovery using a wide range of definitions. In
particular, the decision to recruit a sample with both abstinent and non-abstinent
participants permitted participants to decide whether abstinence was essential to their
experience of resolving an addiction. The flexible criteria had another intended goal -- to
reach participants who had yet to experience or perceive positive changes after resolving
their addiction. Thus, the inclusion criteria allowed people to participate who eliminated
or reduced their substance use and identified as having resolved an addiction without
requiring them to have experienced or observed noticeable improvements.

And finally, the flexibility of the definition was intended to be value neutral,
while still including potential areas of growth and change. Recovery definitions that
require a certain type of growth needed if an individual is to be “in recovery,” situate
recovery within a set of sociocultural values (Frank, 2018). Values-laden recovery
definitions may neglect areas of growth unperceivable or unfamiliar to the author(s) of
the definition (Best & Lubman, 2012). Having flexibility in the growth realms included
in the definition is important in recruiting research participants as well as in treating

clients. For example, the Wellbriety Movement, a recovery program designed by
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Indigenous people, provides a clear example of how recovery is culturally informed. In
the Wellbriety movement, Indigenous people are invited to acknowledge and work
through colonial trauma and (re)build connection to empowering cultural identities and
practices (Coyhis, & Simonelli, 2008; Wellbriety Movement, 2023). The movement is
grounded in the four laws of change: “1) Change is from within; 2) In order for
development to occur it must be preceded by a vision; 3) A great learning must take
place; 4) You must create a Healing Forest,” (Coyhis & Simonelli, 2008, p. 1930). These
precepts are demonstrably different from the recovery models in US mutual aid
organizations and treatment settings. Recovery definitions based on Eurocentric ideals,
including autonomy and developing individual potential, are likely inapplicable to this
recovery community. Though the current study is not focused on Indigenous recovery
models, the inclusion criteria was intended to be applicable across cultural contexts, such
that it did not exclude any group.
Aims and Hypotheses

The purpose of this study was twofold. First, to learn more about the history of
substance use and current use patterns of individuals who identified with the phrase,
“resolved an addiction,” and its corresponding definition. I hypothesized that the study’s
inclusion criteria would recruit a population with diverse previous and current substance
use behaviors and treatment trajectories (e.g., abstinent and non-abstinent; multiple
primary substances; history of treatment/ mutual aid and natural recovery). Second, to
examine whether responses were different according to abstinence status and/or primary

substance. I hypothesized that responses would be different according to abstinence-
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status and that abstinent participants would focus on relational and social growth, and
non-abstinent participants would focus on reduced quantity or frequency and diminished
consequences related to use. This hypothesis was informed by the emphasis on personal
growth and transformation in abstinence-focused treatment modalities, especially in 12-
Step fellowships (e.g., becoming self-aware or giving back to society) (Alcoholics
Anonymous, 2001; Glassman et al., 2020; Kelly et al., 2018; Neale et al., 2015; Swora,
2004). I had no a priori hypotheses regarding responses according to primary substance.
Methods

Recruitment and Pre-Screen

Data for this study are drawn from a larger study I conducted on the substance
use, mental health, and quality of life of people who identified as having resolved an
addiction within the past year. Participants were recruited using two online survey
platforms, MTurk and Prolific Academic (PA). Participants were eligible to participate if
they self-reported resolving an addiction in the previous 12 months to any substance
other than nicotine, were at least 18 years old, were fluent in English, and lived in the
United States. Before starting the survey, participants filled out a pre-screen questionnaire
that included the study’s definition for resolved an addiction and the instructions for pre-
screen completion (Figure 1). I reviewed participants’ pre-screen and survey data and
included in this analysis those individuals who had valid pre-screen and survey
responses.

MTurk recruitment was completed in one stage. MTurk users had the ability to

access and self-administer the full survey. They first reviewed the study’s inclusion
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Please write in 1 or 2 sentences about what addiction you have resolved, how many months
ago this occurred, and what substances, if any, you use currently.

Resolved an addiction can mean any of the following:

e Substances are not causing serious negative consequences if you are using
them now.

e You have better relationships with family, friends, coworkers, or neighbors,
and/or better work or school experiences than when you were in active
addiction.

e You are using either a smaller quantity of substances, or less often, or with
fewer negative consequences than when you were in active addiction.

Figure 1: Pre-screen criteria for the full study

criteria and decided whether they were eligible to complete the pre-screen and full
survey. Prolific Academic recruitment was completed in two-stages. First, PA shared the
study’s pre-screen with a random sample of PA participants. Second, I reviewed the pre-
screen responses and sent eligible participants a link to the full survey. Participants were
compensated $5.00 for full completion of the survey designed to be completed in 20
minutes.
Data Collection

The full survey included questions about anxiety, depression, and emotion
regulation, as well as other domains associated with quality of life, including social
support, well-being, experiences of racial and ethnic discrimination, and addiction-related
stigma. The survey data analyzed in this study focused on substance use behaviors and
treatment histories. Participants reported their abstinence status (yes/ no); treatment
history (yes/ no); attendance at mutual aid or peer support groups including Alcoholics
Anonymous, Narcotics Anonymous, Cocaine Anonymous, SMART Recovery, Dharma

Recovery, The Heart of Recovery at Shamballa, and Moderation Management (select all



20

that apply); current medication for addiction treatment (yes/no; if yes, include
medication); and number of substances used across the lifetime (select all that apply from
the 21 options, plus a write in text box). Participants also indicated the primary substance
to which they resolved an addiction by responding to a multiple-choice question with 21
options based on NIDA’s “Commonly Used Drugs Chart” (NIDA, 2020). Participants
completed two validated measures on drug use in the past 12 months (Drug Abuse
Screening Test (DAST)) and lifetime/ current alcohol use (Alcohol Use Disorders
Identification Test (AUDIT)). This study was approved by the Boston University
Institutional Review Board.
Data Analysis

A content analysis was conducted to characterize participants’ responses to the
pre-screen. First, I divided participants’ primary substance into drug type categories.
Heroin, fentanyl, and prescription opioids were classified as opioids; cocaine,
methamphetamine and prescription stimulants were classified as stimulants. To increase
the validity of this categorization, I compared the pre-screen text with the response to a
multiple-choice question in the survey, which asked participants to select the primary
substance they cut down or stopped using. Alcohol, opioids, and stimulants were the most
frequently reported primary addictions. Fewer than 5 participants reported resolving
primary addictions to MDMA, inhalants, and benzodiazepines; these drugs were grouped
into “other” for the analysis. Second, responses were divided into smaller analytic
samples according to the participant’s primary drug type and abstinence status. For

example, one subsample was composed of responses from abstinent participants who
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resolved an alcohol addiction. After the groupings were complete, I conducted a thematic
analysis of the information provided that was additional to substance consumption (e.g.,
reasons why people stopped using substances, support received to stop using substances,
improvements since they stopped). Results from the alcohol, opioid, and stimulant
subsample analyses are reported below. Analysis was completed for each substance
category, but the sample sizes for other substances were too small for meaningful
interpretation. Descriptive characteristics were computed in SAS version 9.4 (SAS
Institute Inc).

Results
Full Sample

A total of 267 participants reported that they resolved an addiction and submitted
valid pre-screen and survey responses (Table 1). Slightly more than half of the
participants were women (55%, n=148). Fifty six percent were non-Hispanic white
(n=150); 10% (n=27) Hispanic white; 15% Black (n=39) and 2% Black Hispanic (n=5);
11% Asian (n=29) and .4% Hispanic Asian (n=1); 2% American Indian or Alaska Native
(n=5) and 1.5% American Indian or Alaska Native / Hispanic (n=4); and 1.5% other
(n=4). Participants ranged in age from 19 to 66, and the average age was 36 years old.
Participants reported resolving addictions to alcohol, prescription opioids, fentanyl,
heroin, methamphetamine, cocaine, prescription stimulants, cannabis, MDMA, inhalants,
and benzodiazepines. Forty-five percent of the sample was abstinent (n=121), which
included participants who reported taking medication for addiction treatment.

Just under half of the sample had been to treatment (43%; n=116) and at the time

of the study, 13% (n=34) were prescribed medication for addiction treatment, which
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included gabapentin, naltrexone, buprenorphine, methadone, disulfiram, and
acamprosate. Over one third (38%, n=100) attended peer support groups including
Alcoholics Anonymous, Narcotics Anonymous, Cocaine Anonymous, SMART Recovery,
Dharma Recovery, The Heart of Recovery at Shamballa, and Moderation Management.
Just over half of the participants (57%; n=151) screened positive for an alcohol use
disorder (AUD) and nearly three quarters (74%; n=198) screened positive for a SUD
other than alcohol in the past year. The timeframes in the AUDIT and DAST do not allow
for conclusions about whether this use occurred before or after participants resolved their
addiction.

In the non-abstinent subsample (n=146), some participants continued to use their
primary substance at a reduced quantity and/or frequency, and other participants stopped
using their primary substance and only reported secondary substance use (Table 2a).
Non-abstinent participants reported using one or more than one substance; cannabis and
alcohol were the most frequently reported substances used after addiction resolution
(Table 2b).

Participants’ Qualitative Descriptions of “Resolving an Addiction”

Participants’ written descriptions about how their experiences fit the definition of
resolved an addiction ranged in length from 1- 144 words. On average, responses were 40
words (non-abstinent participant responses were 42 words on average, compared to 37
words for abstinent participants). Respondents completed the pre-screen by addressing
one to all three components of the definition. Participants also included information on

when they resolved their addiction and what substances, if any, they used since that date.
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Regardless of abstinence-status, some participants focused on cessation of their
primary substance as the central feature to resolving their addiction. About half the
participants described resolving their addiction in relation to quantity and frequency of
substance use without elaborating on the reasons for reducing substance use, the type
and/or amount of support they received to reduce substance use, or the resulting benefits.
In the following analysis, participant prescreen responses are presented within two major
themes: (1) quality of life improvements, including relationships and employment, and
self-control; and (2) substance use, including use of secondary substances and reductions
in secondary substances.

A. Quality of Life Improvements

Family And Spousal Relationships and Employment.

The definition in the pre-screen materials elicited responses about enhanced social
experiences, specifically in interpersonal relationships, employment, school, and one’s
neighborhood. Abstinent and non-abstinent participants reported similar benefits to
resolving their addiction and most often noted improvements within their family and
spousal relationships. Only a few respondents discussed the effect of resolving an
addiction on their academic lives. One participant who stated that resolving an opioid
addiction improved her school life said: “I am no longer dependent on using opioids in
my daily life. I can function much better now at school. I was addicted to opioids. Now |
use marijuana.” While she described herself as dependent on opioids and as having an
addiction, she did not characterize cannabis in the same way.

The description of relational improvements was often accompanied by additional
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context on how these changes occurred. An abstinent participant who resolved a cocaine
addiction said: “I have been able to stop using substances in my everyday life & lead a
more balanced work & personal life with better clarity. I feel more productive, less
impulsive & like a more engaged friend & family member.” This participant reported
improvements in her home and work life, noting that improved emotion regulation (i.e.,
decreased impulsivity) facilitated some of these changes. When discussing the relational
dynamics with their spouses and families, a few participants described that they were
now seen as trustworthy:

The definition of resolved an addiction applies to me because I have been

in recovery from Adderall for about 10 months now and have regained the

trust of my family, friends, and employers! I have resolved my addiction

and have been able to return to work and successfully complete my job

duties as well as strengthen my personal relationships that I had slightly

damaged during my addiction.
A similar sentiment was echoed by a participant who described “getting back” the things
she lost during her addiction:

I used to be an alcoholic for several years and my addiction ruined my

marriage for a time. It took about one year to start rebuilding any sense of

trust. I think resolved an addiction means my addiction no longer causes

damage to my relationship and employment.
Her response points toward the duration of time needed to rebuild relationships in

recovery. Another participant who was at an earlier stage of recovery reflected on how
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challenging the beginning is, though she observes things changing for the better:

I'm finally at a point in my life where I realize [my methamphetamine
addiction is] a problem. I've been through many problems that have
arrised (sic) from using. I've recently stopped using about a month ago.
I've been addressing my family and mending broken relationships. Things

are hard but my life is definitely in a better positive direction now.

Some participants explained that their relationships improved in part because they caused
people less harm. One participant said she stopped stealing because she no longer needed
money to purchase opioids: “I'm not stealing money from from (sic) family and friends to
buy oxycodone anymore. I'm also not lashing out on my loved ones or partaking in other
self harm behaviors anymore. The only substance that I'm using now is marijuana.” After
she stopped using opioids, she was able to engage with her friends and family more
effectively. In this participant’s reflection, her behavioral changes were important factors
in the improvements she experienced.

Self-Control.

Abstinent and non-abstinent participants described the benefits of increased self-
control after resolving their addictions. One abstinent participant described recovery after
a prescription opioid addiction: “I was addicted to Vicodin use after chronic leg pain... I
think that resolving an addiction doesn't mean ‘getting over it’ as you're always in
recovery, but rather, not letting the addiction control your life.” Interestingly, his response
characterized recovery as a long-term experience, rather than a state that can be moved

on from. As can be seen in the comment below, increased control was described as a
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feature of addiction resolution for non-abstinent participants as well:

Resolved addictions to me is being able to control how much I use the

substance and how often. This would mean that I am able to fight off the

urges. Earlier this year [ was addicted to alcohol. I now use both

marijuana and alcohol but in a more controlled way.
In this case, self- control referred to control over substance use- when to use substances
(e.g., can move through a craving without using) and in what quantity. This sentiment
was shared by an individual who resolved a methamphetamine addiction and continued to
use the substance: “I resolved an addiction to me means it is no longer controlling my
life. I was addicted to methamphetamine. I am still using meth but less quantity/less
often and am making positive changes in my life.” Reduced methamphetamine use
enhanced her ability to choose when and how much methamphetamine she used, as well
as facilitating other positive changes.
B. Substance Use After Resolving an Addiction

In the non-abstinent sample, there were five emergent patterns of substance use
after addiction resolution: 1) cessation of the primary substance and increased use of the
secondary substance; 2) cessation of the primary substance and decreased use of the
secondary substance; 3) reduction in the primary substance and no secondary substance
use; 4) reduction in the primary substance and increased use of the secondary substance;
and 5) reduction in the primary substance and reduction in the use of the secondary
substance. Across the entire sample, alcohol was the most frequently reported substance

used after resolving an addiction.
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Participants who resolved an alcohol addiction reported using cannabis, LSD, and
benzodiazepines and prescription opioids. These participants did not describe their
secondary substance use as problematic, or as a secondary addiction. For example, one
participant indicated: “I was addicted to aleohol and was drinking every day. I stopped
about 8 months ago. I still smoke marijuana and have no intention of stopping.” This
participant did not characterize his cannabis use as problematic, or as an addiction.
Another participant who stopped drinking alcohol and continued cannabis use explained
that this shift in use patterns had positive effects on his romantic relationship: “I have a
much better relationship with my girlfriend now that I have cut down immensely on my
drinking. I was addicted to alcohol. I am currently using marijuana for anxiety.” He
explained that his cannabis use was therapeutic (i.e., self-medication), rather than
recreational.

With few exceptions, participants who resolved opioid or stimulant addictions
also reported that their secondary substance was non-problematic. Secondary substances
reported by participants who resolved an opioid or stimulant addiction included alcohol,
cannabis, prescription stimulants, and methamphetamine. Compared to secondary use
amongst the group of participants who resolved an alcohol addiction, these substances
and the patterns of use described, are more likely to be considered risky. Participants
who resolved an opioid or stimulant addiction reported more polysubstance use than the
alcohol group. However, this subsample reported less use of their primary substance
compared to those resolving an addiction to alcohol. One person indicated that being

relieved of the physical addiction signaled addiction resolution: “I no longer have a
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physical need for the drug, and I no longer think about it nearly as often. I was addicted
to opiates... I do drink alcohol somewhat often, now.” In this case, it appears that alcohol
use increased after the individual resolved the opioid addiction; since the quantity was
not stated, it is not possible for me to characterize the risk level of the alcohol use.
Another participant stated that she stopped all cocaine use but drank alcohol: “I feel I
resolved an addiction because despite a slip up, [ have remained clean... I was addicted
to coke but I also drink. I currently still drink but I don’t feel I’'m addicted.” This person
perceived that their alcohol use was not an addiction, though quantity and frequency were
not reported.

In some cases, non-abstinent participants reported reductions in their secondary
substance use as well. Below is the statement from one participant who stopped using
opioids and reduced his methamphetamine use:

I have quit one substance and have lowered down my use of the other. I

used to be addicted to Heroin but I no longer use it. [ have cut my use of

methamphetamine down significantly, but I am still using that one.

Another participant reported that he reduced use of multiple secondary substances after
the cessation of opioids: “I no longer use opioids.... [I] drink 2 days a week and use
Marijuana 2 days a week not every day like I had for years.” Both participants’ reduction
in secondary substances suggests non-abstinent addiction resolution can lead to reduced

substance use overall.
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C. Motivations for Continued Use of Primary Addictive Substance After Addiction
Resolution

Participants who resolved an addiction to alcohol were more likely to continue
using their primary substance compared to those who resolved addictions to opioids or
stimulants. In the subsample of participants who resolved an opioid addiction, some
reported continued use, citing pain management and withdrawal. One participant who
was taking opioids for pain management explained, “If I completely come off of opioids,
I go through serious withdrawals causing me more pain than relief. So, I have cut back
tremendously.” Another participant who reduced prescription opioid and benzodiazepine
use described reliance on these substances when symptoms were too great to be
minimized with cannabis: “I do not take [prescription opioids and Xanax] every month
but have occasionally had to result to them when my pain and anxiety could not be
contained with cannabis. Cannabis is now the only substance that I use consistently.” The
only participant, who resolved a stimulant addiction and provided an explanation for
continued use stated that he/she was unable to stop all use.

The motivations differed for non-abstinent participants who resolved an alcohol
addiction and continued to drink. This subsample explained that their current alcohol use
was a social behavior. One participant explained she could drink alcohol to relax or have
fun, rather than to function:

Im (sic) currently still using alcohol, however, just in a more healthy way.

Instead of feeling like I *NEED* it to function, Im (sic) back to being able

to treat it as an occasional social thing to relax/have fun. So once or twice
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a week, as opposed to going through 500ml a day if that makes sense? So |

do still use my drug of choice, but am back to the way it was meant to be

used, vs abusing it.
She believed her use changed from “abuse” to more normative and “healthy” use
patterns. Other participants agreed that resolving their addiction to alcohol could include
social alcohol use: “It means to eliminate the urge or thought of wanting to use
substances. This would be alcohol. Now I drink alcohol but only socially.” In this case,
the desire or craving for substances indicated addiction; after she was no longer
preoccupied with drinking, she believed it was non-problematic.

Discussion

In this study, I sought first to understand the substance use patterns and
experiences of individuals who would respond to a recruitment request for individuals
who had “resolved an addiction,” which included reduced quantity/ frequency of use,
reduced substance-related problems, and /or improved social/ occupational experiences.
The results suggest that this definition is effective in recruiting both abstinent and non-
abstinent individuals who previously had an addiction and resonates with a broad group
of people who have experienced a range of primary substance addictions, whose severity
of use falls along a continuum, and whose treatment histories vary considerably. Flexible
and inclusive criteria allowed individuals to self-identify regarding their addiction and
recovery status and experiences and engages with a wider cross-section of people who

have resolved an addiction to share their experiences and offer their insights.
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Examining Abstinence Status as a Differentiator

The second aim (part 1) was to determine whether responses to the pre-screen
questionnaire would differ based on participants’ abstinence status. Given the focus on
personal and social growth in abstinence-based recovery models, I anticipated that
abstinent participants would focus on interpersonal and social improvements (Kelly et al.,
2018; Neale et al., 2015). However, both groups reported that resolving an addiction
benefitted their friendships, romantic partnerships, and families. This is an important
finding because personal transformation may not be limited to abstinence-based recovery:
non-abstinent adults who reported resolving an addiction also reported experiencing
meaningful improvement in their lives.
Regaining Control

Abstinent and non-abstinent participants who resolved alcohol, opioid, and
stimulant addictions reported increased self-control. Abstinent participants explained that
they had regained control over their lives or were no longer controlled by their addiction;
for those who continued using substances, self-control applied to their ability to moderate
their substance use. Loss of control is cited in the medical model of addiction as a
primary feature: individuals continue to use substances despite the evidence that
substances are causing them harm and at times, they continue to use even when they have
a strong desire to stop (APA, 2013; Koob & Volkow, 2016; Sussman & Sussman, 2011).
In this framework, people living with addictions surrender their autonomy to the power of
the addictive substance, which makes it challenging to change their substance

consumption patterns (APA, 2013; Reith, 2004). With renewed self-control comes the
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promise of increased control over one’s future life in recovery, one of the many promised
benefits of recovery (Mackintosh & Knight, 2012; Stokes et al., 2018). For those
continuing to use substances, the transition from “addicted” to controlled use could both
decrease substance-related harms and offer psychological benefit, including a sense of
self-efficacy produced by successfully moderating their intake (Rosenberg, 2002). As
with the improvements in social and occupational domains, increased self-control was
described as a valued aspect of addiction resolution by both abstinent and non-abstinent
participants. Thus, self-control may be a marker of recovery for some individuals,
regardless of abstinence-status. This issue is not well highlighted in the recovery
literature and deserves future attention by addiction researchers.
Examining Primary Substance as a Differentiator

The second aim (part 2) was to determine whether responses differed according to
primary substance and some patterns did emerge in these areas regarding: 1) the type of
substance use after addiction resolution; and 2) the reported meaning behind this use.
Type of Substance Use after Resolving an Addiction

Regardless of primary substance, participants did not characterize their current
use as problematic or potentially harmful. However, there were emergent patterns of
current substance use that generally aligned with the primary substance. Participants who
reported a primary alcohol addiction endorsed less polysubstance use and less secondary
opioid or stimulant use. In comparison, those who resolved an opioid addiction reported
continued polysubstance use, including opioids, stimulants, and other drugs. The

emergent patterns in this study align with research on polysubstance use, which suggests
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that alcohol is most used in conjunction with cannabis, whereas opioids are most used
with cocaine and methamphetamine (Crummy et al., 2020). To best support individuals
resolving stimulant or opioid addictions, it may be especially critical for clinicians to
discuss the risks associated with continued polysubstance use and to strategize with
individuals about how to proceed with the least-harmful use.
Substance Use Motives after Resolving an Addiction

Motives Differed by Substances. Identifying motives for substance use, both
during active addiction and after addiction resolution offers important clinical
information that can be used to tailor treatment and monitor use (Gold et al., 2019). In the
current study, participants who resolved an alcohol addiction reported different motives
for continued use compared to those who resolved an opioid addiction. These findings
suggest that there are potentially discrete substance-specific archetypes of individuals
who use substances after resolving their primary addiction. Participants who resolved an
alcohol addiction explained that their current alcohol use helped them achieve a desired
effect, such as self-regulation (i.e., to cope and to feel enhancement), to be social, and to
fit in, as has been found by other researchers (Cooper et al., 2016; Votaw & Witkiewitz,
2021). Drinking to be social was the most common motive endorsed by this sample;
social motives have been associated with fewer alcohol-related problems and could be a
marker of low-risk consumption (Cooper et al., 2014).

Motives for continued opioid use differed from motives for continued alcohol use:
participants using opioids described this as a method to manage pain or withdrawal

symptoms. While participants in this study did not explain why they managed these
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conditions outside of medical care, addiction-related stigma is a well-documented barrier
to care (Ahern et al., 2007; Biancarelli et al., 2019; Room, 2005). Their decision to
manage these conditions on their own is regrettable since there are alternatives for
individuals dealing with pain or withdrawal that could increase their physical wellbeing
(e.g., medication for Opioid Use Disorder for withdrawal or chronic pain). The
intersection of chronic pain and OUD is of great interest to clinical researchers who are
developing novel and effective treatments for these types of patients, for example, one
integrated cognitive behavioral/ self-regulation treatment for chronic pain and opioid use
disorder has demonstrated promising results (Wachholtz et al., 2022). There are many
pharmaceutical options for withdrawal management ranging from full opioid agonists
(i.e., methadone) to sedating anti-depressants (e.g., trazadone) (Torres-Lockhart et al.,
2022). When individuals navigate chronic pain and withdrawal outside of medical care,
this could lead to missed opportunities for innovative, evidence-based treatment.

Value In Clinician Exploration of Motives. The finding here of heterogeneity of
motives for substance use during recovery reinforces the value of individualized care
(Votaw & Witkiewitz, 2021). Patients need to understand the functional role played by
their substance use during addiction (and recovery, if relevant) to gain clarity about
whether their substance use is supporting their goals; candid conversations between
clinicians and clients can create opportunities for creative problem solving, follow up
about how the client is meeting substance-related goals, and clinician monitoring of
health conditions (Hawk et al., 2017). These conversations may be difficult to approach,

as patients often avoid disclosing their substance use patterns, in part due to anticipation
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of being treated poorly by medical providers (Biancarelli et al., 2019; Fraser et al., 2017;
Muncan et al., 2020). If clinicians engage with their patients in a trustworthy, non-
judgmental manner, patients are more likely to discuss their continued substance use
(Cockroft et al., 2019)

Use Of Substances Not Seen as A Problem. Across all primary substance
categories, substance use during recovery was reported as non-addictive use. While some
participants reported frequent secondary substance use, which could amount to a
secondary addiction, with few exceptions this use was not described as problematic. In
other studies, participants who used substances after addiction treatment provided a wider
range of explanations for their continued use; some believed their post-treatment
substance use was managed, it offered social enhancement, and the substances had
medicinal properties; others believed their substance use was harmful (Hystad &
Wangensteen, 2022). It is possible that more in-depth exploration of participants’
continued substance use would reveal a greater range of use patterns and self-reflections
on use.

Resolving an Addiction and Natural Recovery

While this study did not examine participants’ trajectory of substance use,
addiction, and recovery, it is worth noting that 57% of the sample had not been to formal
treatment and 37% attended mutual aid and peer support groups. The relatively high
proportion of natural recovery in this sample might impact the results, in particular, the
frequency of non-abstinent participants who resolved their addictions. Natural recovery

(i.e., no involvement in formal addiction treatment or mutual support groups) has been
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associated with less severe addiction histories, younger age, and continued strong ties to a
social network (Cloud & Granfield, 1994; Cunningham et al., 2000; Dawson et al., 2005;
Dearing et al., 2014; Hodgins & Stea, 2018; Smart, 2007). The present study did not
analyze participants according to treatment history, but the phenomenon of natural
recovery is likely related to resolving an addiction in this sample.

Limitations

Findings from this study should be considered in the context of certain
limitations. The study sample was drawn from two survey platforms and thus was limited
to those who were aware of these platforms and decided to participate. Online survey
platforms have a high proportion of non-Hispanic white participants. Seeking alternative
recruitment sites to understand whether definitions of resolving an addiction differ
according to racial and ethnic identities would help expand our understanding of this
concept. The length of responses was relatively short and while these responses offered
rich data for analysis, future studies could employ in depth methods to clarify and probe
for emergent experiences.

These data revealed interesting patterns of secondary substance use in recovery,
however the questionnaire did not ask participants whether the drugs they were using
were the result of introducing new substances after they resolved their primary addiction.
While some participants spontaneously described this pattern of substance use, it was not
possible to determine the prevalence in this sample. Prevalence data would help
clinicians and individuals resolving an addiction examine the potential benefits and risks

of introducing new substances.
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Conclusion

Abstinent and non-abstinent participants in this study reported more similarities
than differences with one another, which adds weight to the question of whether
abstinence should be the primary, and in many cases required, treatment goal and
defining characteristic of recovery.

While research and scholarship on this topic have advanced, practice settings and
social norms continue to focus on abstinence as a central recovery goal. Hopefully, in the
future, collaboration will increase between researchers, federal addiction policy
organizations such as SAMHSA, NIAAA and NIDA, and people in the recovery
community to create a working definition of recovery that reflects the meaningful clinical
and experiential transformation that occurs for those resolving an addiction. Reframing
recovery, or addiction resolution, as something that does not require abstinence may
increase the willingness of individuals who use substances to speak about their substance
use and consider adopting harm reduction strategies. This framing may also empower
individuals who have made progress in reducing their use but believe that their
achievement will never be good enough in the view of the treatment community, to
consider themselves to be in recovery and to empower the addiction treatment

community to consider them in recovery as well.
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Table 1: Descriptive Characteristics of the Full Sample and Compared According to

Abstinence-Status

Likely SUD (Score >5)

74.2% (198)

64.5% (78)

Full sample Abstinent Not abstinent
(N=267) (n=121) (n=146)
Gender Male | 43.1% (115) 45.5% (55) 41.1% (60)
Female 55.1% (148) 53.7% (65) 56.2% (82)
All other 1.9% (5) .8% (1) 2.7% (4)
Sexual 1D Straight 73.4% (196) 76.0% (92) 71.2% (104)
Bisexual 17.2% (46) 7.4% (9) 11.0 % (16)
Other 9.4% (25) 16.5% (20) 17.8% (26)
Race
American Indian or Alaska Native 1.9% (5) 0.8% (1) 2.7% (4)
American Indian or Alaska Native /
Hispanic 1.5% (4) 1.7% (2) 1.4% (2)
Asian 10.9% (29) 11.6% (14) 10.3% (15)
Asian/ Hispanic 0.4% (1) 0 0.7% (1)
Black 14.6% (39) 16.5% (20) 13.0 % (19)
Black/ Hispanic 1.9% (5) 2.5% (3) 1.4% (2)
Native Hawaiian Pacific Islander 1.5% (3) 1.7% (2) 0.7% (1)
Other |  41.5% (4) 0.8% (1) 2.0% (3)
White 56.2% (150) 57.9% (70) 54.8% (80)
White/ Hispanic 10.1% (27) 6.6% (8) 13.0% (19)
Age 35.7 (10.18)| 35.5 (10.82)] 349 (9.6)
Primary substance Alcohol 45.5% (122) 49.6% (60) 41.8% (61)
Opioids 23.1% (62) 16.5% (20) 28.1% (41)
Stimulants 16.8% (45) 18.2% (22) 16.0% (24)
Cannabis 11.2% (30) 10.7% (13) 11.6% (17)
Other 3.4% (9) 5.0 % (6) 2.1% (3)
Months since addiction resolved 5.9(3.2) 6.4 (3.4) 5.6 (3.10)
SUD diagnosis 35.2% (94) 40.5% (49) 30.8% (45)
Lifetime # substances used* 6.03 (4.56) 5.1 (4.5) 6.8 (4.52)
Been to treatment™ Yes 43.5% (116) 52.0% (63) 36.3% (53)
No 56.6% (151) 47.9% (58) 63.7% (93)
Attends peer support groups *  Yes 37.5% (100) 48.8% (59) 28.1% (41)
No 62.6% (167) 51.2% (62) 71.9% (105)
AUDIT 43.5% (116) 56.2% (68) 32.9% (48)
Likely AUD (Score >7) 56.6% (151) 43.8% (53) 67.1% (98)
DAST (past 12 months) 25.8% (69) 35.5% (43) 17.8% (26)

82.2% (120)
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Table 2a: Non-Abstinent Participants’ Continued Use of their Primary Substances
After Resolving their Addiction (N=146)

Primary substance

Continue using
primary substance

No longer using
primary substance

Alcohol* (n=54)

76% (n=41)

24% (n=13)

fentanyl) (n=41)

Opioids (prescription opioids, heroin,

24% (n=10)

76% (n=31)

Stimulants (prescription stimulants,
methamphetamine, cocaine) (n=23)

35% (n=8)

65% (n=15)

*Missing data from 7 participants

Table 2b: Non-Abstinent Participants’ Substance Use by Category (N=146)

Primary Current Substance Use
Substance

Only Alcohol Ca(r)lplgbis Ag;:ﬁ;g ir;d Other*
Alcohol (n=54) 37% (n=20) | 17% (n=9) 20% (n=11) 26% (n=14)
Opioids (n=41) 17% (n=7) 10% (n=4) 12% (n=5) 56% (n=23)
Stimulants (n=23) 22% (n=5) 9% (n=2) 17% (n=4) 57% (n=13)
Total (N=146) 22% (n=32) | 10% (n=15) | 17% (n=25) | 34% (n=50)

*Participants who reported substance use that was not exclusively alcohol or cannabis are
represented in “Other.” This includes participants who reported using alcohol and/or cannabis
plus stimulants, opioids, psychedelics, and/or benzodiazepines. It also includes participants who
reported using stimulants, opioids, psychedelics, and/or benzodiazepines without alcohol and/or
cannabis.
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Comparing the Mental Health of Abstinent and Non-abstinent Individuals Who
Recently Resolved an Addiction

Introduction

Conceptualizations of Recovery from Addiction

Recovery from addiction is often described as an ongoing process involving the
cessation of drug and alcohol use along with improved mental health, physical health,
social functioning, and spiritual wellness (Ashford & Brown, 2019; Costello et al., 2020;
Kelly & Hoeppner, 2015; Laudet, 2007; Yang et al., 2020). Many scholars describe
recovery as a dynamic shift involving the reduction of negative substance-related
consequences and simultaneous accrual of new skills or modes of functioning that
reinforce recovery (Kelly & Hoeppner, 2015). In most research and practice, “recovery”
is a term used to describe the experience of moving through and past an addiction with
subsequent personal transformation (Kelly et al., 2018; Swora, 2004). Affiliation with the
recovery community through participation in 12-step fellowships and/or participation in
addiction treatment are often part of being “in recovery.” As referred to in the
introduction to this dissertation, recovery is a personal experience that occurs in the social
environment and is affected by the social environment. Individual experiences in
recovery are affected by myriad social and cultural factors such as family norms and
practices, educational and employment opportunities, religious and spiritual beliefs, as
well as deleterious experiences such as addiction-related stigma and racial and ethnic
discrimination (Cloud and Granfield, 2008; Dekkers et al., 2020). When appropriate, this

study highlights key social environmental factors.
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Role of Abstinence in Conceptualizations of Recovery

Abstinence is considered foundational to recovery, evidenced by the focus on
abstinence in traditional addiction treatment and mutual aid groups (Bartram, 2020;
Donovan et al., 2013; Witkiewitz et al., 2020). Although some clinicians and recovery
researchers have expanded the conceptualization of recovery to reflect a holistic,
multidimensional process of change and to de-emphasize the role of abstinence, experts
believe that abstinence may still be implied (Hart & Singh, 2009; Witkiewitz et al.,
2020). National organizations such as the National Institute on Drug Abuse (NIDA) and
the Substance Abuse and Mental Health Services Administration (SAMHSA), continue
to update their working definitions of recovery, which guide researchers’ and clinicians’
approach to recovery. Although NIDA’s and SAMHSA’s most recent definitions of
recovery integrate more aspects of personal growth and transformation, with a focus on
holistic wellness, these definitions continue to position abstinence as the foundation
(Bartram, 2020; NIDA, n.d.; SAMHSA, 2012).

The addiction field’s assertion that abstinence is crucial to recovery impacts
whether treatment settings and treatment providers find non-abstinence recovery
acceptable; in many settings, non-abstinent individuals are considered less than
“recovered” and their drug use is seen as a potential marker of poor mental health or lack
of treatment success (Kaskutas et al., 2015; White, 2007). Studies of treatment providers’
perspectives on individuals with non-abstinent goals yield mixed findings. For example,
treatment providers in the US are reticent to support clients’ non-abstinence treatment

goals, though they are more likely to do so for alcohol or cannabis addiction (Rosenberg
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et al., 2020). In a sample of social workers and addiction counselors, non-abstinence was
more acceptable as a short-term goal and for clients with lower severity of use (Davis &
Rosenberg, 2013; Davis et al., 2017; Xin et al., 2022). In recent years, harm reduction has
had increasing mainstream acceptance and counselors’ views may have subsequently
shifted. Harm reduction centers the individual as the expert on their health and drug use
goals, with an emphasis on reducing negative consequences of use. Clinical acceptance of
non-abstinence goals may be growing, as demonstrated by a recent study that found that
younger social workers were more likely to support non-abstinence treatment goals
(Bartram, 2020; Xin et al., 2022). More widespread acceptance of individuals with non-
abstinence recovery could increase this population’s willingness to seek care without fear
of judgment.
Addiction, Recovery, and Mental Health

Mental health and wellness are integral to the recovery process, as psychiatric
disorders and addictions are highly co-occurring. In 2019 approximately 3.8% of adults
(9.5 million) were diagnosed with both a psychiatric disorder and a substance use
disorder (SUD); Major Depressive Disorder (MDD) is one of the most prevalent
psychiatric disorders and a known precursor to and consequence of addiction (Glantz et
al., 2020; McHugh et al., 2020; National Institute of Mental Health, 2022; SAMHSA,
2020). Major Depressive Disorder is an affective disorder characterized primarily by
depressed mood (e.g., feeling sad, empty, hopeless) and diminished pleasure (American
Psychiatric Association; APA, 2013). The co-occurrence of MDD and an addictive

disorder often increases the severity of symptoms and complicates the course of
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treatment, thus making this population’s treatment needs especially challenging and
critical to address adequately (Ostacher, 2007).

Emotion regulation- or awareness and acceptance of emotional states and ability
to modulate them - is another important aspect of mental health related to addiction and
recovery (Gratz & Roemer, 2004). Whereas MDD is a mood disorder, emotion regulation
is the capacity to control behavior despite difficult mood states. Difficulty regulating
emotions is highly correlated with the frequency of substance use, negative substance-
related consequences, and mood disorders such as depression (Dvorak et al., 2014;
Jakubczyk et al., 2018; Joormann & Seimer, 2014; Stellern et al., 2023; Weiss et al.,
2022). Emotion regulation skills may impact an individual’s ability to tolerate difficulty
without returning to pre-recovery substance use.

Abstinence recovery is associated with improved MDD symptoms, as well as less
difficulty with emotion regulation (Fox et al., 2007, Fox et al., 2008; Glantz et al., 2020;
McHugh et al., 2020). Improvement in MDD symptoms and emotion regulation may
serve as positive reinforcement for individuals to remain in recovery. To date, most
research has only explored the effect of abstinence on symptom mitigation, but people in
non-abstinence recovery may also see symptom improvement.

Current Study: Exploring Role of Abstinence-Status in Recovery
Study Aims

This study was designed to learn more about the mental health and wellness of

both abstinent and non-abstinent adults in early recovery. Early recovery has no standard

timeframe or definition and studies that use this terminology employ ranges from 3
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months to 5 years (Betty Ford Institute Consensus Panel, 2007; Hibbert & Best, 2011,
Kitzinger et al., 2023; Martinelli et al., 2020). The current study considers “early” to be
the first 12 months of recovery, as it is a frequently cited timeframe as well as the period
designated by the Diagnostic and statistical manual of mental disorders- fifth edition
(DSM-5) as early remission (APA, 2013). The aims of this exploratory study were
twofold: (1) To compare the substance use and treatment histories of abstinent and non-
abstinent participants, and (2) To examine whether abstinence-status was associated with
depression or emotion regulation. | hypothesized that abstinence would be associated
with greater past substance use severity and consequently increased utilization of
addiction supports (i.e., formal treatment and mutual aid). Known associations between
abstinence and improved MDD and improved emotion regulation led me to hypothesize
that abstinence status would significantly predict MDD symptoms and difficulty with
emotion regulation.

A goal of the study was to reach a wider group of participants beyond those who
might typically respond to recruitment materials that sought people “in recovery.” I used
the term “resolved an addiction” in the recruitment materials to reach both individuals
who were abstinent and those who endorsed statements regarding their having ended
problematic substance use but who were not abstinent. Further, “resolved an addiction,”
was meant to reach individuals who identified as being in recovery and those who did not
have a recovery identity. Thus, I elected a more neutral term (“resolved an addiction”)
for the purpose of recruiting abstinent and non-abstinent individuals who no longer had a

current addiction, regardless of their adoption of a recovery identity (Paquette et al.,
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2023).
Study Significance

Increasing our understanding of the role of abstinence-status in the recovery
process is a worthwhile undertaking because many people who use substances are unable
to achieve abstinence or are uninterested in abstinence, despite interest in decreasing
substance use and negative consequences related to use (Paquette et al., 2023). The
tendency to exclude non-abstinent individuals from recovery research diminishes our
ability learn about non-abstinent recovery. Recruiting a sample of individuals who
reported resolving an addiction, irrespective of abstinence status, allows us to compare
those who are abstinent and non-abstinent to understand more about whether abstinence-
status, controlling for addiction severity, is a significant variable in wellness. Advancing
knowledge about individuals who hold non-abstinence recovery goals
can inform the addiction field’s approach to attracting them to services, assessing their
needs, and working with them to improve their mental health and social adjustment.

Methods

Recruitment Process and Participant Sample

| recruited participants using two online survey platforms, MTurk and Prolific
Academic (PA); both platforms have been found to produce reliable and valid data
(Mellis & Bickel, 2020). Online recruitment is particularly useful in reaching community
samples and hard -to-reach populations, which was especially true during the COVID-19
pandemic when in-person data collection was limited (Mellis & Bickel, 2020; Sauter et

al., 2020). Individuals were eligible to participate if they self-reported having resolved an
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addiction to any substance other than nicotine in the previous 12 months, were at least 18
years old, were fluent in English, and lived in the United States. Before starting the online

survey, potential participants filled out a pre-screen questionnaire (Figure 2).

Please write in 1 or 2 sentences about what addiction you have resolved, how many
months ago this occurred, and what substances, if any, you use currently.

Resolved an addiction can mean any of the following:

e Substances are not causing serious negative consequences if you are using them now.

e You have better relationships with family, friends, coworkers, or neighbors, and/or
better work or school experiences than when you were in active addiction.

e You are using either a smaller quantity of substances, or less often, or with fewer
negative consequences than when you were in active addiction.

Figure 2: Pre-screen questionnaire

MTurk recruitment was completed in one stage: potential participants accessed
the pre-screen and survey simultaneously. PA recruitment was completed in two-stages.
First, the study’s pre-screen was sent to a random sample of the PA participant pool.
Interested individuals returned the pre-screen. Second, those eligible for participation
were sent a link to the full survey. The survey included three attention checks, which
asked participants to complete an arithmetic question, rewrite a sentence with no
punctuation, and select the name of a fake drug from a multiple-choice list of drugs. Best
practices for online survey validity include these three methods: using a pre-screen
questionnaire, integrating attention checks, and offering adequate compensation
(Newman et al., 2021; Wessling et al., 2017). The survey was designed to be completed
in 20 minutes and participants were compensated $5.00, which averaged $10-15/ hour
according to the platform’s calculation.

| took another step to assure validity. | reviewed every survey to check for
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consistency in responses. When discrepancies arose, | clarified responses with
participants through the survey platform’s internal messaging system. For example, some
participants reported that they were abstinent, but that they had used substances since
they resolved their addiction. When asked to explain, participants replied that they had
initially continued to use some substances but had since stopped all substance use. Only
complete and valid surveys (i.e., passed all attention checks and clarified any conflicting
responses) were included in the analysis. This study was approved by the Boston
University Institutional Review Board.
Data Collection

Measures. Participants answered questions about their current substance use,
mood states including depression, and emotion regulation. I included questions in the
survey to address the different levels of the socioecological framework described in the

introduction to this dissertation. Control variables included demographic characteristics:

gender identity, sexual orientation, age, and race and ethnicity; socioeconomic

characteristics: education, income, social welfare (nutritional, medical, or cash support),

neighborhood type (rural, urban, suburban); substance-related variables: total number of

substances used across the lifetime, mutual aid/ peer support (Alcoholics Anonymous,
Narcotics Anonymous, Cocaine Anonymous, SMART Recovery, Dharma Recovery, The
Heart of Recovery at Shamballa, and Moderation Management), treatment history,

DAST, AUDIT; mental health/ behavioral states: positive coping ability, anxiety;

interpersonal/ sociocultural experiences: quality of life, stress, perceived addiction

stigma, and experiences of racial and ethnic discrimination.
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Independent variable. Abstinence-status: Participants self-reported (yes/ no) on
whether they had stopped using all substances (except for nicotine) since they resolved an
addiction. (Participants taking medication for addiction were considered abstinent.) They
also completed a “select all that apply” multiple choice question reporting all the
substances they had used since they resolved their addiction.

Dependent variables. Depression: The Patient Health Questionnaire-9 (PHQ-9)
includes questions about the presence of depression symptoms, each question is scored
from 0= “not at all” to 3="" nearly every day” (Kroenke et al., 2001). To meet criteria for
Major Depressive Disorder (MDD), individuals must endorse at least 5 criteria as being
present for “at least half of the days” and one of the symptoms is depressed mood or
anhedonia. A cutoff score of >10 has a sensitivity of 88% and a specificity of 88% for
MDD. The PHQ-9 has shown reliability (Cronbach’s a=.89) and validity across
populations (race, age, gender).

Emotion Regulation: The short form Difficulty in Emotion Regulation Scale (DERS-18)
measures emotion regulation within these dimensions: a) awareness and understanding of
emotions; b) acceptance of emotions; c¢) ability to engage in goal-directed behavior and
avoid impulsive behavior during negative emotional experiences; d) access to effective
emotion regulation strategies (Gratz & Roemer, 2004; Skutch et al., 2019). Scores range
from 20-80, with higher scores indicating greater difficulty regulating emotion. The
DERS-18 has high reliability (Cronbach’s a=.91) and validity, as well as predictive

validity for substance use (Skutch et al., 2019; Victor & Klonsky, 2016).
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Covariates.
Anxiety: The Generalized Anxiety Disorder-7 (GAD-7), a 7-item measure that assesses
severity of GAD symptoms and is scored from 0= “not at all” to 3=" nearly every day”
(Spitzer et al., 2006). “A total score cutoff of 10, with a sensitivity of 89% and a
specificity of 82% was used for diagnosing GAD.” The GAD-7 has shown reliability
(Cronbach’s 0=.92) and validity across gender and race groups.
Stress: The Perceived Stress Scale (PSS) measures general life stress over the previous
month. The 10-item measure assesses how frequently a person experiences a stressful
event, rated on a 0-4 scale (“never” to “very often”) (Cohen & Williamson, 1988). In an
analysis of different versions of the measure, the PSS 10 was reliable (Cronbach’s
a=>.70) and valid across study populations (Lee, 2012).
Positive coping: The Brief Resilient Coping Scale (BRCS) is a 4-item measure of a
person’s ability to harness positive coping skills (Sinclair & Wallston, 2004). Higher
scores indicate more resilient coping. The measure is reliable (Cronbach o = .76).
Ethnic and Racial Discrimination: The 17-item Perceived Ethnic Discrimination
Questionnaire — Community Version (PEDQ-CV) assesses perception of how much
discrimination an individual has experienced due to their race or ethnicity (Brondolo et
al., 2005). It is appropriate for use with any racial/ ethnic group. The five-factor scale
measures lifetime exposure, exclusion/ rejection, stigmatization/ devaluation,
discrimination at work/ school, and threat/ aggression. It is highly reliable (Cronbach

a=>.70).
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Alcohol use: The Alcohol Use Disorders Identification Test (AUDIT) is a 10-item
screener for AUD. It is highly reliable (Cronbach’s o= .83) and has been validated across
gender and racial/ethnic groups (Bohn et al., 1995; Donovan et al., 2006; Lundin et al.,
2015). A cutoff score of 8 has been shown to maximize sensitivity and specificity for
hazardous drinking (Conigrave et al., 1995).

Drug use: The Drug Abuse Screening Test (DAST) is a 10-item brief screening tool to
assess past year drug use (excluding alcohol) and drug-related consequences. It has been
validated across a variety of populations including different ages, genders, and races, as
well as treatment-seeking and non-treatment-seeking groups and has demonstrated high
reliability (Cronbach’s o =.80). A cut off score of 3 people maximizes sensitivity and
specificity (Cocco & Carey, 1998; Maisto et al., 2000).

Addiction stigma: The Stigma in Mental Health Measure was designed to assess stigma
associated with broad mental health conditions (King et al., 2018). For this study, the
term “mental health problems” was replaced with the word “addiction.” The factor
related to comfort disclosing their history of addiction with others was included in the
survey.

Quality of Life: This 16-item chronic illness adapted version of the Quality-of-Life Scale
(QOLS) measures material and physical well-being, relationships, social, community and
civic activities, personal development and fulfillment, and recreation (Burckhardt &
Anderson, 2003). The measure is reliable (Cronbach’s o = .82 to .92) and valid across

gender and age groups.
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Statistical Analysis

Descriptive statistics were computed for all demographic characteristics (means
and standard deviations or medians and 1%t and 3™ quartiles). | categorized participants as
abstinent or non-abstinent based upon their prescreen and survey responses. | compared
abstinent and non-abstinent participants on addiction and mental health variables with a
series of chi-square tests of independence for categorical variables and one-way ANOVA
for continuous variables.

I ran two multiple linear regression models to test the relationship between
abstinence and the two independent variables: depression and emotion regulation. An
initial set of controls was identified based on previous conceptual and theoretical work on
addiction and recovery processes that locate the experience in both individual and social
experiences. For each model, I performed an iterative process of including and removing
covariates, each time evaluating model fit and parsimony. | made initial judgments on the
p values for the Type 111 SS, removing variables with the highest p value to preserve the
sample power. | identified the model with the lowest AIC and highest Adj. R? statistics. |

tested interactions between abstinence status and interpersonal/ sociocultural experiences

because previous research suggests that stigma, discrimination, and stress affect addiction
and addiction recovery. Understanding whether an individual’s mental health outcomes
were affected by these interactions could provide more information about how to support

subpopulations in recovery. Type | error was set at .05.
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Results
Full Sample

A total of 267 participants completed valid pre-screen and survey responses; 49
were recruited on MTurk and 218 on PA. In PA, 944 people completed the pre-screen,
324 were eligible and sent the link to the full survey; 252 participants returned surveys,
which included 218 complete responses with no missing data. The PA response rate was
78%. In MTurk 77 surveys were completed and 64% accepted. Slightly more than half of
the participants were women (55%, n=148). Fifty six percent were non-Hispanic white
(n=150); 10% (n=27) Hispanic white; 15% Black (n=39) and 2% Black Hispanic (n=5);
11% Asian (n=29) and .4% Hispanic Asian (n=1); 2% American Indian or Alaska Native
(n=5) and 1.5% American Indian or Alaska Native / Hispanic (n=4); and 1.5% other
(n=4). Participants ranged in age from 19 to 66, and the average age was 36 years old
(SD=10.18). Nearly half (42%, n=112) completed college, 51% (n=136) lived in a
suburban area and 38% (n=101) received at least one type of social welfare benefit.

Just under one half of the sample reported abstinence (45%, n=121) and, on
average, participants reported resolving their addiction 6 months ago (SD=3.24).
Participants reported using an average of 6 substances over their lifetime (SD=4.56).
Alcohol was the most frequently reported primary substance (46%, n=122) followed by
opioids (23%, n=62). Of all participants, 45% had been to treatment and 35% reported a
previous SUD diagnosis. In communication with participants, | confirmed that this
discrepancy was due to the inability of some participants to recall their diagnosis, as well

as the fact that some participants counted peer support groups as treatment (i.e., did not
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receive treatment in a medical setting). Approximately 13% (n=34) indicated that they
currently took medication for addiction treatment (i.e., acamprosate, baclofen,
buprenorphine, disulfiram, gabapentin, methadone, and naltrexone). Fifty-seven percent
screened positive for a likely Alcohol Use Disorder (AUD) (current or former) and 76%
screened positive for a likely substance use disorder (SUD) (other than alcohol) in the last
12 months (DAST > 3). Just over one third (37%, n=100) had attended mutual aid or peer
support groups. Nearly half of the sample (42%; n=111) screened positive for likely
MDD and just under one third, 31% (n=83), screened positive for a likely Generalized
Anxiety Disorder.
Comparing Participants According to Abstinence Status

Bivariate analyses revealed some significant differences between abstinent and
non-abstinent participants. On average, abstinent participants used fewer substances over
their lifetime (M=5.12, SD= 4.45 vs. M=6.79, SD= 4.52, t(265)= -3.01, p<.01) and were
less likely to screen positive for lifetime high risk alcohol use (AUDIT; 44% vs. 67%,
X2(1, N=267)= 14.65, p<.001) and drug use (DAST; 64% vs. 82% X2(1, N=267)=10.85,
p=0.001). Abstinent participants were more likely to report a SUD treatment history
(54% vs. 46% X?(1, N=267) = 6.69, p<.01) and were more likely to attend peer support
groups (49% vs. 28%, X?(1, N=267) = 12.08, p<.001). Abstinent participants reported
less perceived addiction stigma (M=22.2, SD=9.9 vs. M=24.6, SD=8.8, 1(265)=-2.10,
p=.04), higher positive coping (M=15.56, SD=3.1 vs. M=14.31, SD=3.61, t(265)= 3.02,
p=<.01), and less difficulty regulating emotions (M= 29.70, SD= 6.24 vs. M=31.73,

SD=6.34, F(1)= 6.88, p=.0092).
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Multiple Linear Regressions

The second hypothesis was partially supported. There was no main effect of
abstinence-status in the model testing the relationship between abstinence-status and
depression, when controlling for race, age, sexual orientation, addiction severity,
difficulty regulating emotions, positive coping, and quality of life adj. R? .73 F(13, 253)
= 55.60 p<.001 (Table 4). Increased quality of life was associated with decreased
depression (B=-0.11, p <.0001) and increased anxiety was associated with increased
depression (B=0.74, p<.0001).

In the model testing the association between abstinence-status and difficulty
regulating emotion, there was a was significant main effect, after controlling for age,
race, gender identity, positive coping skills, stress, anxiety, quality of life, severity of
drug use, peer support participation, racial and ethnic discrimination R? .25 F(17, 249)=
6.39, p<.0001 (Table 5). Increased quality of life was associated with decreased difficulty
regulating emotions (B=-0.07, p=.03). Non-abstinent participants had greater difficulty
regulating emotions compared to abstinent participants (B=-4.24, p=.007). There was a
significant interaction between racial/ ethnic discrimination and abstinence (f= 0.10,
p=.04); the protective effect of abstinence decreased by .01 for every point increase in
racial and ethnic discrimination.

Discussion

The first study aim was to understand whether abstinence status was associated

with addiction severity and treatment history; findings indicate that abstinence status was

related to addiction treatment history (e.g., mutual aid/ peer support attendance). The
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second study aim was to evaluate whether abstinence-status was associated with mental
health outcomes; findings indicate that abstinence-status was not associated with
depression, but it was associated with emotion regulation.

Clinical Implications

It is an important finding that abstinence status was not significantly associated
with depression; increased anxiety had the greatest effect on depression. Major
Depressive Disorder and Generalized Anxiety Disorder are highly co-occurring, and
anxiety may be a precursor to MDD (Belzer & Schneier, 2004). Generalized Anxiety
Disorder is a risk factor for resumption of previous alcohol use. This adds weight to the
importance of treating anxiety for people in recovery, regardless of abstinence status
(Kushner et al., 2005).

In the analysis predicting emotion regulation, abstinence was associated with
decreased difficulty in emotion regulation, a finding supported by previous research in a
treatment sample (Ottonello et al., 2019). Extant research suggests emotion regulation
skills improve during early recovery (Fox et al., 2007; Fox et al., 2008). In the current
study, non-abstinent individuals may not have benefitted from this improvement. This
finding points to the need to help non-abstinent individuals bolster their ability to regulate
their emotions.

The protective effect of abstinence was diminished in the presence of increasing
racial and ethnic discrimination. This association aligns with previous research
demonstrating the increased challenges faced by racially and ethnically minoritized

individuals who have an addiction (Magdalena et al., 2016; Matsuzaka & Knapp, 2019;
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Mennis, 2019). In addition to treatment inequities experienced by these individuals,
racism and discrimination likely affect their progress in recovery, in particular, their
ability to regulate emotions (Wagner & Baldwin, 2020). Future research is needed to
understand how racial and ethnic discrimination affect emotion regulation during both
abstinent and non-abstinent recovery (Harrell et al., 2012).
Quality of Life

Quiality of life emerged as a key factor in both statistical models, as better quality
of life significantly mitigated depression symptoms and difficulty regulating emotions.
Addiction clinicians cannot directly impact many components of quality of life (e.g.,
meaningful civic engagement or opportunities for the client to be creative), though they
can support patients’ pursuit of fulfilling engagements, which could minimize depression
and foster a successful recovery (Laudet et al., 2006). Outside of the clinical setting,
access to welcoming recovery communities could offer clients valuable opportunities to
expand their social networks and participate in community.
Engagement with Mutual Aid and Addiction Treatment

Abstinent participants were more likely to attend mutual aid/ peer support groups,
which is not surprising given the focus on abstinence in these groups. Mutual aid groups
offer members access to recovery capital, including community-based support for
addiction recovery and social capital, including new relationships and employment
opportunities (Majer et al., 2022; O’Sullivan et al., 2019; White & Cloud, 2008). The
accessibility of mutual aid, such as 12-Step fellowships, makes them a pragmatic

approach to community support for addiction recovery. Though 12-Step groups offer
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support to some people in recovery, many do not provide a welcoming environment for
people with non-abstinence goals.

Unfortunately, there are few opportunities for people who might join a mutual aid
group if it were not abstinence focused. There are some harm reduction groups, including
one originating in Massachusetts, Harm Reduction Works (HRW). Founders started
HRW as a place for anyone with addictions, active or resolved, to connect and build
community; this group embraces people with non-abstinence goals, however, it is
relatively small and not advertised in addiction treatment settings (Harm Reduction
Works, n.d.). Future studies should investigate the feasibility and acceptability of
extending peer support to those with non-abstinence goals to increase access to mutual
aid and recovery capital.

While some treatment settings have adopted less punitive responses to substance
use during treatment, mainstream addiction treatment continues to prioritize abstinence-
only models, which could decrease their appeal to those seeking help for addictions who
do not have abstinence goals (Davis et al., 2017; Musalek, 2013; Paquette et al., 2023).
Addiction and recovery scholars cite the urgency to support non-abstinence treatment,
which is growing in society, given the harms of addiction, the societal prevalence of
individuals with non-abstinence goals and the risks associated with their unmitigated
substance use (Paquette et al., 2022). For people with non-abstinence goals, treatment
could offer effective strategies for substance reduction or substance-specific abstinence,
as well as mental and physical healthcare (Bischof et al., 2020).

The finding that abstinent participants had more likely been to treatment reflects
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previous research on the relationship between abstinence and addiction treatment versus
natural recovery (i.e., no involvement in addiction treatment of any kind) (Cunningham et
al., 2000; Dawson, 1996). The rate of treatment in this study could be related to the
sample’s demographics and addiction severity. Studies on natural recovery, suggest that
people who are younger and have less severe addiction histories can more easily recover
without treatment (Cloud & Granfield, 1994; Cunningham et al., 2000; Dawson et al.,
2005; Dearing et al., 2014; Hodgins & Stea, 2018; Smart, 2007).
Future Research Directions

The racial and ethnic diversity of this sample is one of this study’s strengths.
Recovery studies tend to include predominantly non-Hispanic white participants (>65%)
or do not report racial demographics (Costello et al., 2013; Dawson et al., 1004; Elison et
al., 2016; Kaskutas et al., 2015; Kitzinger et al., 2023; Hibbert & Best, 2011; Majer et al.,
2022, Martinelli et al., 2020; Yang et al., 2020), with some exceptions, including studies
by Laudet (2007) and Kelly and colleagues (2018). Exploring the relationship between
recovery experiences and racial and ethnic discrimination with recovery experiences
likely requires larger samples of each group. Future studies should oversample racially
and ethnically minoritized populations to understand whether the relationship between
abstinence status and measures of mental health and wellness differs according to race
and ethnicity, especially when controlling for racial and ethnic discrimination.

Limitations
Results from this study should be considered with the following limitations. The

cross-sectional nature of these data limits the determination of causality. Longitudinal
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studies are needed to understand whether abstinence status predicts outcomes such as
depression and emotion regulation over time. And while the period of early recovery
offers individuals a unique set of growth opportunities, and offers researchers the chance
to study that growth, it can be marked by rapid or dramatic change. Longitudinal studies
would provide a more sustained look at whether abstinence status affects the likelihood
of increased emotional and social wellness.

This sample was limited to individuals who use online survey platforms. Studies
have indicated that MTurk participants, compared to the general population, tend to be
younger, have lower socioeconomic status, have higher levels of education, and are more
likely to be white (Newman et al., 2021). The sample size limited the statistical power to
detect potential relationships between race and ethnic identity and outcome variables
without collapsing all participants who did not identify as “non-Hispanic white” into one
group; pursuing that analysis would have diminished the rich distinctions amongst
differing racial and ethnic groups. Given the vast evidence that addiction treatment is
tailored for white patients and is often inequitable, on measures of access, engagement,
retention, and medication, it is possible that recovery experiences are related to racial and
ethnic identities and experiences of discrimination inside and outside of addiction
treatment (Komaromy et al., 2021; Matsuzaka & Knapp, 2020). Increased understanding
of challenges in the recovery process though studies such as this one, could increase the
field’s ability to provide tailored supports. Future research should pursue strategies to
recruit greater proportions of racial and ethnically minoritized populations such that

subgroup analyses are possible.
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Conclusions

Findings extend our knowledge about early recovery from addiction within a non-
treatment sample and increase our understanding of the role of abstinence and non-
abstinence in recovery. In this study, abstinence-status was associated with some, but not
all mental health and wellbeing outcomes, suggesting that factors other than abstinence-
status are important to examine in future studies. To destigmatize individuals who are
working through an addiction, yet do not have abstinence goals, addiction clinicians and
researchers should reconsider the idea that abstinence is a required goal for addiction
recovery or addiction resolution. Greater inclusivity could increase patient care and

wellness for a population that needs access to more appealing and effective healthcare.
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Table 3: Characteristics of Adults who Resolved an Addiction in the Previous 12

Months: By Abstinence-Status

Full sample Abstinent Not abstinent
(N=267) (n=121) (n=146)
Gender Male 43.1% (115) 45.5% (55) 41.1% (60)
Female 55.1% (148) 53.7% (65) 56.2% (82)
All other 1.9% (5) .8% (1) 2.7% (4)
Sexual ID Straight 73.4% (196) 76.0% (92) 71.2% (104)
Bisexual 17.2% (46) 7.4% (9) 11.0 % (16)
Other 9.4% (25) 16.5% (20) 17.8% (26)
Race
American Indian or Alaska Native 1.9% (5) 0.8% (1) 2.7% (4)
American Indian or Alaska Native /
Hispanic 1.5% (4) 1.7% (2) 1.4% (2)
Asian 10.9% (29) 11.6% (14) 10.3% (15)
Asian/ Hispanic 0.4% (1) 0 0.7% (1)
Black | 14.6% (39) 16.5% (20) 13.0 % (19)
Black/ Hispanic 1.9% (5) 2.5% (3) 1.4% (2)
Native Hawaiian Pacific Islander 1.5% (3) 1.7% (2) 0.7% (1)
Other |  41.5% (4) 0.8% (1) 2.0% (3)
White | 56.2% (150) 57.9% (70) 54.8% (80)
White/ Hispanic | 10.1% (27) 6.6% (8) 13.0% (19)
Age 35.7 (10.18)| 35.5 (10.82) | 349 (9.6)
Household income (Median, Q1, Q3) $50000.00 $50,000 $50,000
($30000, ($32,000, ($28,000,
$85,000) $82,000) $85,000)
Highest education  Less than college 47.9% (128) 51.2% (62) 45.2% (66)

College | 42.0% (112) | 38.0% (46) 45.2% (66)
Higher degree 10.1% (27) 10.7% (13) 9.6% (14)
Neighborhood Rural 19.9% (53) 17.4% (21) 21.9% (32)
Suburban 50.9% (136) 56.2% (68) 46.6% (68)
Urban 29.2% (78) 26.5% (32) 31.5% (46)
Social welfare No 62.2% (166) 64.5% (78) 60.3% (88)
Yes 37.8% (101) 35.5% (43) 39.7% (58)
Primary substance Alcohol 45.5% (122) 49.6% (60) 41.8% (61)
Opioids | 23.1% (62) 16.5% (20) 28.1% (41)
Stimulants 16.8% (45) 18.2% (22) 16.0% (24)
Cannabis 11.2% (30) 10.7% (13) 11.6% (17)
Other 3.4% (9) 5.0 % (6) 2.1% (3)
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Months since addiction resolved 5.9 (3.2) 6.4 (3.4) 5.6 (3.10)
SUD diagnosis 35.2% (94) 40.5% (49) 30.8% (45)
Lifetime # substances used* 6.03 (4.56) 5.1 (4.5) 6.8 (4.52)
Been to treatment™ Yes 43.5% (116) 52.0% (63) 36.3% (53)
No | 56.6% (151) 47.9% (58) 63.7% (93)
Attends peer support groups *  Yes 37.5% (100) 48.8% (59) 28.1% (41)
No | 62.6% (167) 51.2% (62) 71.9% (105)
AUDIT 43.5% (116) 56.2% (68) 32.9% (48)
Likely AUD (Score >7) 56.6% (151) 43.8% (53) 67.1% (98)
DAST (past 12 months) 25.8% (69) 35.5% (43) 17.8% (26)
Likely SUD (Score >5) 74.2% (198) 64.5% (78) 82.2% (120)
Major Depressive Disorder No 58.4% (156) 61.98% (75) 55.48% (81)
Likely MDD | 41.6% (111) 38.01% (46) 44.52% (65)
Generalized Anxiety Disorder No 68.9% (184) 71.9% (84) 66.4% (97)
Likely GAD 31.1% (83) 28.1% (34) 33.6% (49)
Positive coping* 14.9 (3.4) 15.6 (3.08) 14.3 (3.6)
Emotion Regulation (DERS-18) * 30.8 (6.4) 29.70 (6.2) 31.7 (6.3)
Quality of life 72.7 (13.8) 73.9 (13.8) 71.6 (13.8)
Stress (PSS) 20.2 (3.8) 19.7 (4.0) 20.6 (3.7)
Perceived addiction stigma* 23.5(9.4) 22.2 (9.9) 24.6 (8.8)

* Significantly different based on abstinence-status at p<.05
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Table 4: Multiple Linear Regression: The relationship between abstinence- status
and depression, controlling for individual characteristics, substance use, and
wellness measures

Variable B SE 95% CI P
Intercept  12.30 2.31 7.60, 16.90 <0.0001
N“mber[‘;ifd‘;:si;::‘icnfz 0.18 0.05 0.08, 0.28 <0.001
White (ref)
Black  0.16 0.63 -1.08, 1.40 0.80
Asian -0.35 0.76 -1.84, 1.15 0.65
White Hispanic =~ -0.12 0.76 -1.58,1.37 0.68
Other  -0.58 0.94 2.43,1.25 0.53
Female (ref)
Male  -0.05 0.45 -0.95, 0.84 0.9050
N"“b(i;‘z‘lrdyég:::ﬁ 0.34 1.63 2.84,3.56 0.8214
Quality of Life Total ~ -0.11 0.02 -0.15, -0.08 <0.0001
Anxiety  0.74 0.05 0.64, 0.84 <0.0001
Stress (PSS)  -0.01 0.07 0.62, 1.14 0.91
Age  -0.04 0.02 -0.09, 0.00 0.08
AUDIT  0.03 0.02 -0.01, 0.08 0.17

Abstinent 0.26 0.44 -0.62,1.14 0.56
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Table S: Multiple Linear Regression: The relationship between abstinence- status
and emotion, controlling for individual characteristics, substance use, and wellness
measures

Variable B SE 95% CI P
Intercept 31.08 3.81 23.57,38.59 | <0.0001
Age -0.03 0.04 -0.10, 0.04 0.41
Female (ref)
Male 0.50 0.71 -0.90, 1.90 0.48
Nonbinary/ Trans/ Genderqueer -2.73 2.58 -7.81,2.35 0.29
Drug use (DAST) 0.21 0.14 -0.07, 0.49 0.14
White (ref)
Black -1.85 1.13 -4.07, 0.36 0.10
Asian 1.53 1.24 -0.90, 3.97 0.22
White Hispanic -1.82 1.21 -4.22,0.57 0.13
Other -0.76 1.52 -3.76,2.26 0.62
Peer Support 1.33 0.75 -0.14, 2.80 0.08
Addiction Stigma 0.05 0.04 -0.03, 0.12 0.24
Pos Coping -0.15 0.12 -0.3,0.08 0.21
Quality of Life -0.07 0.03 -0.13, -0.01 0.03
Stress (PSS) 0.21 0.11 -0.01,0.43 0.06
Anxiety (GAD-7) 0.14 0.08 -0.02, 0.30 0.10
Abstinent -4.24 1.42 -7.31,-1.17 0.007
Racial & Ethnic Discrimination 0.03 0.08 -0.03, 0.11 0.32

Interaction Abstinence-status *

Racial & Ethnic Discrimination 10 0.05 0.01,0.19 0.04
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“Everything is Kind Of The Same, Except My Mind is With Me:” Exploring
Motives And Experiences Of Individuals Who Use Cannabis After Resolving an
Opioid Or Stimulant Addiction

Background

Substance substitution occurs when an individual switches from a primary
addictive substance to a secondary substance and has a variety of reasons for this
including the relative availability, cost, side effects, and risk profiles of different
substances (Boucher et al., 2017; Fan et al., 2019; Kim et al., 2021; Lake, 2020; Lucas et
al., 2012; Lucas et al., 2013; Reiman, 2009; Shapira et al, 2021; Siklos-Whillans et al.,
2020; Sinclair et al., 2021; Socias et al., 2018). Substance substitution can lead to a
secondary addiction, although it also includes non-addictive use. Some substitution
research has found that some individuals substitute when trying to recover from a
primary addiction. In such cases, substitution may be undertaken to achieve comparable
effects to those provided by the primary drug or to manage psychiatric or physical
symptoms related to reduced use of the primary substance. Substances used for
substitution, such as alcohol, cannabis, nicotine, and food, are often chosen because they

are easily accessible and legal.

Cannabis substitution, a subset of substitution behavior, is an important area for
research because cannabis is perceived by many people to be less harmful than other
substances, is the most frequently used substance following alcohol and tobacco, is
sanctioned for medical use, and is increasingly legal across the U.S. (Boucher et al.,
2017; SAMHSA, 2021). Rates of cannabis use have increased consequent to medical and

recreational access, which is also correlated with increasing public approval of cannabis
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use (Pacek et al., 2015; Smart & Pacula, 2019; Williams et al., 2017). Authors of a
scoping review on cannabis for reducing harm from drug use concluded that cannabis
substitution can be an effective strategy to mitigate potentially more harmful substance
use (e.g., use of crack cocaine, opioids, alcohol, or prescription drugs) (Siklos-Whillans
et al., 2020). However, they noted some conflicting findings in the literature. One study
that assessed substance use for 12-months after treatment reported cannabis use was
associated with a 27% reduction in odds of abstinence from other drugs and alcohol
(Mojarrad et al., 2014). To date there is insufficient evidence to determine the effect of
cannabis substitution on the mental and physical health of users and whether it increases
the user’s risk for resuming previous drug use patterns. Research exploring cannabis
substitution tends to assess it as a positive and functional method of reducing harm, and
research participants who substituted cannabis for another drug perceived cannabis to be
less harmful to their health, to have less addiction potential, and to be less financially
risky compared to the drugs they were previously using (e.g., alcohol, opioids, crack
cocaine) (Boucher et al., 2017; Lau et al., 2015; Lucas, 2012; Lucas et al., 2019; Reiman,
2009; Socias et al., 2017). However, one study that examined the relationship between
post-treatment cannabis use and “relapse” found that patients who sustained remission
from a Cocaine Use Disorder were 3 times more likely to resume cocaine use; cannabis
use, however, was not associated with return to heroin use (Aharonovich et al., 2005).
Thus, research on cannabis substitution presents a mixed picture of benefits and
drawbacks. More research is needed to understand how cannabis functions as a substitute

drug and how people who choose to substitute with cannabis experience the transition.
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A variety of conditions motivate cannabis substitution. It may fulfill a temporary
goal (e.g., short-term lack of access to other drugs or financial resources, immediate need
to reduce withdrawal symptoms) or longer-term goals (e.g., to manage a primary
addiction by reducing that drug and using what is perceived as a less dangerous drug)
(Lake et al., 2020; Lucas et al., 2013; Sinclair et al., 2021). This body of research has yet
to examine whether the benefits and risks of cannabis substitution are affected by an
individual’s primary addiction, the quantity and/or frequency of cannabis use, or the
motivation to substitute with cannabis.

As valuable as this research is, we still need greater clarity about substitution
behavior if we are to be helpful in supporting people in recovery or those contemplating
recovery. Abstinence is considered foundational to recovery, evidenced by the focus on
abstinence in traditional addiction treatment and mutual aid groups (Bartram, 2020;
Donovan et al., 2013; Witkiewitz et al., 2020). Fortunately, there is increasing recognition
in the addiction field that recovery is not contingent on abstinence (Paquette et al., 2023;
Rosenberg et al., 2020; Witkiewitz & Tucker, 2020). Some recovery research recruits
abstinent and non-abstinent participants, suggesting a reconsideration of abstinence as the
“gold standard” of recovery (Kaskutas et al., 2015; Martinelli et al., 2020). And yet,
research suggests treatment providers in the U.S. are reticent to support non-abstinence
treatment goals. A review on this topic found that addiction treatment clinicians were
more accepting of moderate cannabis use as a treatment goal, compared to moderate use
of opioids or stimulants; however, counselors’ acceptance of continued substance use in

recovery decreased for patients with more severe addiction histories (Rosenberg et al.,
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2020).

Motivational Model of Substance Use

The motivational model of substance use is a helpful framework to use in
analyzing substitution behavior because it provides information about the intended goals
of substitution and therefore allows individuals to understand whether their substitution
supports or inhibits their goals. The Motivational Model of substance use theorizes that
people use substances to achieve specific outcomes (Cooper et al., 2016; Cox & Klinger,
1988). Studies on the Motivational Model have focused on alcohol, cannabis, and
nicotine, though the model reasonably extends to other substances as well. The four
primary motives identified in the model are: to cope (psychologically), to be social, to
experience enhancement, and to conform (Cox & Klinger, 1998). In previous research on
the Motivational Model, using substances to conform, or fit in, has been the least
endorsed motive and has not been associated with substance-related problems. Though
part of the original model, it has emerged as a non-significant motive for substance use
(Cooper et al., 2014) and thus will be excluded from additional discussion in this paper.
Coping motives are avoidant (e.g., to escape an unpleasurable state) and enhancement
motives are approach behaviors (e.g., to seek an improved physical or psychological
state). Both coping and enhancement motives are associated with more frequent
substance use and more severe substance-related problems (Adams et al., 2012; Gilson et
al., 2013; Grant et al., 2009). Coping and enhancement motives are both derived from a
desire to regulate internal states, which could be activated in response to social

interaction or engagement with environmental systems (e.g., coping with personnel in the
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child welfare system or coping with the incarceration of a family member). Social
motives differ in that they address external factors. As with enhancement, social motives
lead to approach behaviors with the intent to build social bonds and cohesion, and to

enjoy interpersonal interactions (Cooper et al., 2014).

Present Study

Previous qualitative investigations have examined cannabis substitution (Lau et
al., 2015; Reiman, 2009), though none have applied the Motivational Model of substance
use as a framework for analyzing substitution. Greater clarity about individuals’ motives
would help us understand how to support people in recovery or those contemplating
recovery as they work through experiences of drug craving and the desire to both use and
avoid substances. Understanding why people decide to substitute, and their self-
evaluation of substitution behavior and its effects on them, gained through interviews
with those affected, can provide insight into whether substitution is an effective strategy
during early recovery from a primary opioid or stimulant addiction.

The primary aims of this study are: (1) to identify motivations for cannabis use
by individuals who resolved an opioid or stimulant addiction, (2) to describe the
perceptions of these individuals about how cannabis use affected their primary addiction
resolution, and (3) to characterize perceived changes in behavior and emotions that
emerged after addiction resolution. Participants all reported that they had resolved their

addiction to opioids or stimulants in the previous 12 months.
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Methods

Participants and Recruitment

To meet criteria for this study, people self-identified as having resolved an
addiction to stimulants or opioids in the previous 12 months and as having subsequently
increased their cannabis consumption. Additional eligibility requirements included
English language fluency and ability to consent. Participants were compensated with a
$30 Amazon gift card for their time.

Recruitment was conducted via online platforms including Facebook and Reddit.
I contacted the Facebook administrator for Harm reduction, Abstinence, and
Moderation Support (HAMS), who agreed to post information about the study. I identified
Reddit groups related to addiction, substance use, and recovery that permitted research
recruitment and posted information about the study. Recruitment advertisements stated
that this study was designed to “understand more about non-abstinent recovery for people
who resolved an opioid or stimulant addiction and currently drink alcohol or use

cannabis.”

Screening

I screened potential participants over the phone and asked them to describe the
addiction that they had resolved, and their current substance use pattern (Figure 3). At
this time, I asked about whether they had increased their alcohol or cannabis use after
resolving their addiction. I withheld this aspect of the inclusion criteria from the study

advertisements so that potential participants could reflect on their substance use patterns
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during our screening call without bias or attempt to qualify for the study.

1. Have you resolved an addiction in the previous 12 months? Resolving an
addiction could mean total cessation of use, reducing your use, or experiencing
fewer negative consequences related to use.

2. About how long has it been since you resolved your addiction?

3. Since that time, have you used more, less, or the same amount of alcohol? Since
that time, have you used more, less, or the same amount of marijuana?

Figure 3: Interview Screening Questions

When an individual was eligible, I described the study and answered their questions.
Interviews were scheduled within the next week over Zoom. Before conducting the
interview, | read the consent documentation to the participant. I sent this documentation
to each participant with a $30 Amazon electronic gift card upon interview completion.
Interviews lasted approximately one hour. This study was approved by the Boston

University Charles River Campus IRB.

Interviews

The recruitment material used the phrase “resolved an addiction,” rather than “in
recovery,” a decision I made to get the attention of people who were non-abstinent, since
the term “recovery” is often conflated with abstinence. During the interviews, though, I
used the term “recovery” because it is more conversational and a common phrase
representing success in managing an addiction. The use of this term raised concern for
one participant, who responded to my choice of terms, indicating that recovery was a
charged word. We explored his impressions of the word recovery and agreed upon

language for the duration of our interview. This discussion took place during one of the
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first interviews, and in the following interviews I asked participants for their preferred
terminology and clarified that my use of the word recovery was expansive and not
aligned with specific ideology (e.g., 12-Step approach to recovery). Because participants
used “recovery” most frequently to describe their current state, I will use recovery in the
results and findings here to reflect the language in the interviews.

I took a grounded theory approach (Charmaz & Thornberg, 2020) to this study
because there is little research on individuals’ motives for cannabis substitution after they
resolved a primary addiction, their experiences using substitute substances, or the effects
of substitution on their primary addiction. I employed an intensive interviewing approach
by following each participant’s narrative and asking for a detailed description of the topic
areas raised in each interview (Charmaz, 2014). The interview protocol included
questions about participants’ routines for using cannabis, experiences that prompted
cannabis use, and their perception of the role of cannabis in their recovery. Grounded
theory encourages the researcher to engage in protocol revision as concepts are
illuminated during the interview process (Charmaz, 2014); while I did not change the
written protocol, there was a natural shift in focus across the series of interviews. When I
began, I asked questions about recovery more generally, which seemed valuable because
many participants reported that they had cycled through periods of recovery, including
periods of abstinence. After the first few interviews, I reduced questions about recovery

“at large” and focused in on questions about substitution.
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Data analysis: Grounded theory

I transcribed interviews by hand in word processing software, which helped me
familiarize myself with the data. In constructivist grounded theory, it is an accepted
assumption that my positionality — my worldviews and assumptions — will affect my
research. After each interview, I devoted time to writing a memo and documenting my
experience during the interview so that I could refer to these notes later, and to
contextualize my interpretations during data analysis. Writing memos after conducing
each interview helped me disentangle the participants’ construction of the concepts from
my subjective impressions (Charmaz & Thornberg, 2020). This process revealed some of
my biases, which allowed me to be more intentional in my analysis without being
subconsciously swayed. For example, I realized that I often interpreted participants’ drug
use behaviors as more dysfunctional than they themselves did. There were instances
when participants described psychiatric symptoms, which they believed had prompted
their drug use. In some cases, | saw these symptoms as consequences rather than
precipitants of their drug consumption and thought that the symptoms could have been
reduced by decreased substance use. While my assumptions could have been accurate, for
the purpose of this study, I acknowledged my observations in memos, and then put them
aside to represent participants’ perspectives as much as possible.

Writing these memos directly after the interview allowed me to document first
impressions, such that [ was able to set them aside during the analysis process (Bazeley,
2013). This self-inquiry into my judgment of the participants challenged me to dismantle

my beliefs about addiction, recovery, and drug-related risks such that I could represent
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the participants’ intended meaning, rather than my understanding of their experiences
(Charmaz, 2021). While I self-identify as having strong harm reductionist values and a
person-centered approach to research, I struggled in some cases to reconcile the
participants’ reported substance use patterns with their beliefs that they had resolved their
addiction or were in recovery. Traditional grounded theory coding happens after each
interview is conducted. For this study, I coded three interviews during the process of

interviewing; I then coded everything again after the interviews were complete.

Initial coding. Initial coding includes line by line or incident by incident coding of the
interview data. I completed a mix of both, depending upon the density of information
related to a participant’s relationship to the primary area of inquiry (Charmaz, 2014) -
change in substance use since primary addiction was resolved, experience using cannabis,
meaning-making of secondary cannabis use, and beliefs about this stage in their recovery.
During coding, the Motivational Model provided sensitizing concepts (i.e., the three
motives for substance use — to cope, be social, and enhance experience) from which I
began to categorize the data (Charmaz, 2020). Charmaz (2014) tells us that the
researcher’s use of gerunds or action words rather than topics for initial codes will
illuminate greater detail in the interview text, for example, “feeling anxious early in the
morning,” gives greater depth to the coding, compared with “anxiety.” These codes were
open-ended and preliminary. This stage of coding included “in vivo” codes, which are
terms or phrases that hold specific, contextual meaning for the participant or the sample.
For example, a few participants used the word “normal” to describe people who are not in

active addiction, and “addict brain” to refer to thoughts derived from their addiction.
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Focused and theoretical coding. During focused coding, I reviewed the initial codes and

identified the codes that revealed patterns across the participants, divergence in
experiences, and unique experiences. These codes captured themes describing what
motivated participants to use cannabis, the physical and psychological effects of
cannabis, and reflections on the role of cannabis use in their lives after resolving a
primary addiction. With the Motivational Model in mind as I was coding, I considered the
motives to cope, to be social, and to experience mood enhancement. These codes did not
fully describe the motives that emerged in these interviews but guided my aim to explore
motives more broadly. During this stage, I continued to write memos, recording my
impressions and data patterns observed as well as my interpretations of the similarities
and differences in these participants’ experiences. As I progressed through transcripts,
some less common focused codes emerged to represent sparser concepts - for example,
“enhancing social experiences” was only apparent in a few interviews. Finally, axial
coding was used to connect themes and build hypotheses. To achieve this, I organized the
higher-level themes sequentially (i.e., motive to use, experiences while using, reflections
on use) and included a series of non-temporal higher-level themes (e.g., changes in
recovery). I then categorized descriptions that were substantively different under each

theme (e.g., motivations: anxiety, boredom, drug cravings).

Reflexivity. As I undertook the interview and analytic process, I discussed my
experiences with my advisor to navigate how my personal beliefs about addiction,
recovery, “self-medication,” and abstinence could affect the interviews and my data

analysis. This process was helpful because some of these interviews were challenging and
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having her feedback on my perspective prevented my own experience from
overshadowing the participants’ understandings of their experiences. I also sought to
mitigate the influence of my personal biases by writing memos after each interview and

discussing my notes with my advisor before solidifying codes.

I chose participant pseudonyms that reflected each participant’s self-reported racial and

ethnic identities.

Results

Fourteen participants completed interviews about their experience increasing cannabis
use after resolving a primary opioid or stimulant addiction (See Table 6). Participants
were primarily non-Hispanic white (11/14), two participants were Hispanic, and one
participant was Black Somali. The sample included eight men and six women who
ranged in age from 20 to 50 years old. Three participants resolved an addiction to
methamphetamine and the remaining 11 to opioids (primarily fentanyl which reflects the
current drug supply). All names in this study are assigned pseudonyms. Major interview
themes included: 1) Cannabis use as less harmful than other drugs: a harm reduction
strategy in recovery; 2) Cannabis use is motive driven; 3) Cannabis use negatively affects

recovery; 4) Cannabis use improves recovery. I will discuss each theme in turn.

Cannabis Use as Less Harmful than Other Drugs: A Harm Reduction Strategy in

Recovery

All participants perceived cannabis as a safe substance and a better alternative to

other drugs, including opioids, stimulants, and benzodiazepines. Maya stated that
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compared to other substances, cannabis was unlikely to be contaminated, which made it
safter and more reliable than methamphetamine: “Cannabis is pretty safe like as far as
adulteration and you know illicit drug use, or whatever. Like, I know what I’'m actually
putting into my body when I use it, which is a big deal.” Even though Maya did not have
access to legal cannabis, she could rely on an unadulterated drug supply. Many other
participants also described the risk profile of cannabis compared to that of their primary
substances. Sam’s previous substances included synthetic opioids and research chemicals
(i.e., drugs yet to be classified with entirely unpredictable effects) that he purchased
online; he believed using cannabis was substantially less dangerous: “All the other drugs,
I was doing had serious consequences, and could absolutely kill you during your use. So,
I think it was kind of a relief to do something that was safe and kind of fun.” Sam said he
“couldn’t afford to screw up [his] life anymore” and was relieved that cannabis offered a
safer alternative with decreased risk for severe harm.

Cannabis was often described as an entirely different type of drug, or as not a
drug at all. Jessica had medical cannabis, which differentiated it from illicit drugs: “Weed
isn’t like a drug. Not like that. I have my prescription card, my medical marijuana card. I
went to a doctor about it.” Using cannabis to treat a condition as recommended by a
medical provider was markedly different from her previous substance use. Terry lived in
a state with legal recreational cannabis, and she purchased it from dispensaries. Accessing
cannabis legally influenced her conceptualization of the drug: “And marijuana is legal.
You know? So, it’s like I consider myself sober as long as I’'m not on any illicit street

drugs.” For Terry and Jessica, acquiring cannabis legally meant it was not really a drug
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in the same way as opioids or cocaine.

A few participants reported the influence of external sources on their decision to
use cannabis. Terry was a client at a syringe access program, and said the harm reduction
staff encouraged cannabis use as an alternative to other drugs: “They push harm reduction
marijuana smoking, you know what I mean? So, it's a harm reduction thing.” It is likely
that the syringe access program’s encouragement informed Terry’s perspective on the
benefits of cannabis. Similarly, Jimmy said a previous mental health provider suggested
that cannabis could help him stop using methamphetamine: “Years ago, I had a therapist
who actually recommended it to me to try to come off of speed.” He hoped to find
another therapist who “will agree with the principles of harm reduction” to support his
recovery pathway. And Marco described conducting his own research: “I've done some
research on weed... what it does for opioid addicts. There's been studies and stuff like
that and, which, which also was - I considered that into my use.” Marco’s cannabis use
was an intentional approach to treating his opioid addiction. All three participants
collected information from trusted sources and integrated it into their understanding of
the safety profile of cannabis and its potential to help their addiction.

Finally, some participants attributed their beliefs about cannabis to their family of
origin, for example, Russell stated: “Weed was never presented as like a drug to me.
People have always smoked weed. My family smoked. Like everybody smokes weed. It's
not, it's not looked at like alcohol or even cigarettes.” Terry and Kelly shared similar
stories about how cannabis was viewed in their families. The ubiquity and familial

endorsement of cannabis differentiated it from illicit street drugs, and even from alcohol,
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as a safe, non-addictive drug that did not interfere with their recovery.

Cannabis Use is Motive Driven

Cannabis as a Replacement for Other Drugs

All participants reported that cannabis use helped them avoid their primary
addiction. It particularly helped them to manage cravings for opioids and/or stimulants.

Russell shared that cannabis did not stop his cravings, but muted their intensity:

[The cravings are] not completely gone, but they're tolerable, and I can
deal with them... [Using drugs] just doesn't sound like as good an idea
anymore. You know it doesn't seem like it's a, it seems like more of a want
than a need. You know, like that would be nice if I had some drugs, but I
just don't really feel like going to do that, right now. You know, rather than

I need to go get some drugs.

Omar had similar experiences, that cannabis use reduced the intensity of his cravings:
“Yeah, I’ve pretty much had [cravings] daily and then after [I use] the cannabis, the
optimistic sense kind of hits me, and it has been like, ‘Oh I don't actually need [the

299

opioids].”” Cannabis improved his mood, such that he reevaluated his desire to use

opioids and could ultimately decide against it.

When Jimmy experienced cravings for methamphetamine and used cannabis
instead, his cravings were entirely relieved: “It's good for, for curing cravings. I don't

think about, I honestly, after that initial getting stoned, I don't think about speed. That's,
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that's a big thing. Like I don't think, ‘God, I really need to hit right now.””” His infrequent
cannabis use meant that he experienced its intoxicating effects more acutely, which likely
helped him pass through the initial methamphetamine cravings. Jessica was a frequent
cannabis user, smoking regularly throughout the day, and believed that her cannabis use

prevented the onset of opioid cravings:

It pretty much took [the cravings for opioids] away because I would, I
would get high [on cannabis], and I would be relaxed. And I get hungry

and [am] able to sleep. And as long as I could do all those things, I’'m fine.

The physical effects of cannabis mimicked some of the desired effects of opioids (e.g.,
relaxation, sleep), thus reducing her need to use opioids. Like Jessica’s comments, Terry
described her cannabis use this way: “The marijuana feeling is mostly a downer feeling,
like benzos and heroin and stuff. It’s basically taken place of other drugs. Know what I
mean? It’s like a substitution thing.” The cannabis satisfied her desire for the effects of

opioids and benzodiazepines well enough so that she could avoid using those substances.

The final way cannabis helped participants avoid using their primary substance
was through behavioral rituals. Ava reflected that ritualizing cannabis use served some of

the same purposes of her opioid use:

I would say it helped [my recovery]. Because it was something that I could
still kind of ritualize, which was like I said a big part of my opiate use. So,
it was something that I could still kind of find a ritual in, which is very

calming to me.



81

Opioids served multiple purposes, and replacing opioid-related rituals with cannabis
rituals decreased her desire to use them. Simon also ritualized his cannabis use. He
typically used opioids before and after his evening restaurant shift and said that acquiring

and using cannabis at these two “trigger points” helped him avoid opioids:

There's a guy at work that I get my weed from. That made it easy because
there was already that concept of like picking up something at night,
which I think a lot of drug addiction at some points is like a half that, just
like the ritual surrounding it. You know, part of it was just the ritual
surrounding it of like exchanging money for goods and services. That little

monkey part of my brain was like, ‘Alright cool we're satisfied.’

Simon believed that continuing to engage in some of the same drug-related behaviors
(e.g., procurement after work, using as a reward at the end of the day), helped him

maintain his recovery from opioids.

Cannabis for Affect Regulation

Nearly all participants described disabling anxiety, as well as their attempts to
manage the symptoms with cannabis. Jimmy was in the first few weeks of recovery from
methamphetamine addiction and described emotional lability (instability, readily or
constantly undergoing change), extreme fatigue, and disrupted sleep, all of which
contributed to negative affective states. He smoked cannabis to soften the moments that

were “very prickly, like sharp and hard to deal with”:
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I do think the weed helps me at least relax my mind enough to say, ‘You
know what yeah, okay, this is something we need to take care of. You’re
okay, right now, nothing is crashing down on you because of this. Let's,

let's settle down because you'll never figure it out, if you just keep going

over what you did wrong’.

Cannabis slowed his thoughts and reduced his perseveration (continued focus on a
thought or behavior beyond a reasonable or desired point). Many participants shared this
desire, to reduce overwhelming thoughts. Ava was diagnosed with bipolar disorder and
believed her medication did not reduce her symptoms to a tolerable level. Cannabis use
helped dampen some of the remaining symptoms: “My brain is just always very loud. I
usually have a lot of thoughts going on at one time, so [cannabis] kind of just slows
everything down, makes everything a little bit more manageable for me.” Her motivation
to reduce psychiatric symptoms with cannabis could be described as self-medication. For
example, Maya’s described that her anxiety and social phobias prohibited her from going
to the grocery store but if she used cannabis beforehand, she could carry out the task

without as much concern about how others perceived her:

It's easier to be in the moment I guess instead of [wondering]... “What do
they think? What am I doing this wrong?’ This that, like all these, like
freaking out in every direction about how others are perceiving me. It's

easier to just like - I don't know it's very Zen, I guess.
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In this case, Maya used cannabis instead of benzodiazepines because she was more
confident in her ability to function and had fewer negative consequences with cannabis.
She acknowledged that some of her anxiety and paranoia were due to her continued
methamphetamine use: “I mean yeah like literally that's happened, regardless of whether
or not I’'m on speed. It usually does if I’'m on speed.” However, she reported having
similar experiences without methamphetamine. As demonstrated by these two
participants, it can be difficult to discern whether symptoms are caused by negative drug-
induced side effects or endogenous psychiatric conditions. Either way, these participants
reported that cannabis use mitigated their anxiety in such a way that their functioning was

improved.

Work was reported to be a frequent external stressor that provoked anxiety and
consequently led to cannabis use. Eric recently started a new job canvassing and found
the work challenging. Smoking after work helped him calm down: “[Cannabis] makes me
a little bit less crazy. It makes the anxiety and like racing thoughts like drift away and I’'m
like - It just helps me like relax after like a long like f-cking stressful day.” Jessica had
recently quit a job telemarketing for a hearing aid company because it was too stressful.
While still employed, she reported using cannabis during the day to ease her discomfort:
“You’re getting yelled at constantly, getting hung up on... It feels much better when you
get to go to the car and smoke a bowl. You know, and then you’re a lot more relaxed and
it’s easier to deal with the 200 phone calls.” This work environment activated her anxiety
which she managed with cannabis. Omar’s situation was different from the other

participants because he was very involved with his family; he explained that completing
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tasks for his mother was a major stressor and cannabis reduced his anxiety about making

mistakes:

If I’m like nervous. Say I have a job to complete for my mom or
something, I do a lot of errands for her. And she can get angry and be very
vocal if I make any mistakes. So sometimes I’ll be nervous to complete
the job and make sure I don't make any mistakes. But if [ smoke first then
I’1l kind of be more into the flow and end up making less mistakes. So, it's

like yeah, this sense of optimism is - comes from a sense of less anxiety.

With decreased nervousness, Omar was less distracted by his fear of failure and

could direct his attention more effectively.

Cannabis to Escape

Most participants described consuming cannabis to distract themselves, or
otherwise redirect their thoughts. This was distinct from affect regulation, as the intention
was to avoid boredom or eliminate negative thought patterns. For Russell, this was a
longer-term solution so he could enjoy completing uninteresting tasks: “[ I smoke more]
if I’'m like doing yard work and sh-t like that, or monotonous like physical labor. There's
nothing like being high and having to like clean the house or do the dishes, like it makes
it so much easier.” Participants struggled with boredom, whether it was limited to
specific tasks or a more general sense of boredom in early recovery. After she left her
inpatient program, Kathryn attended an intensive outpatient program (IOP) for a few

hours each morning but had little else to do. She described her discomfort with managing
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unstructured time: “Smoking [cannabis] helps with that. It makes it not so hard because,
just like my brain is so much, more clear than it was before that it's hard to just do like
mundane things. So, sitting around and doing nothing is like hard.” Later in the interview,
she stated she was offered a job and believed she would reduce her cannabis use once she

started working.

Negative Side Effects of Cannabis on Recovery

Even though all participants described their cannabis use as a positive part of their
recovery, some participants reported negative side effects. For some, cannabis induced
negative psychological states, particularly in the context of social interactions. Eric
explained: “It does kind of take me out of it and make it a little harder for me to connect
with people, I think. Like puts you on a different plane of understanding and you get a
little anxiety accompanying that.” Sam also experienced increased social anxiety: “With
cannabis, the bad effects are, for me, mainly my social anxiety becomes worse. I get too
caught up in my own thoughts. Like trains of thought will run on when I don't want them
to.” To prevent this, Sam said he rarely used cannabis in social situations unless he was
with close friends.

Using cannabis to replace primary drugs was a common reason that people
increased their use during their recovery. A few people explained, though, that using
cannabis in response to an opioid craving increased their desire to feel the effects of

opioids. Eva said it was like scratching an itch:
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That feeling of I have an itch but it's not really being scratched. Because it,
you know, obviously doesn't have the same effects as like an opiate or
something like that. But it's like just barely enough to keep you like from

wanting to do anything else, but then that can also be frustrating.

Marco had this experience as well, though in his case he decided to use opioids: “One of
the times I did relapse was because I thought was going to feel better, I took a hit right.
And what it actually did was intensified my thinking to where I was like, ‘Oh now I need
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to calm down, right.”” Marco was the only participant who connected cannabis use with
“relapse.” His recollection demonstrates that the effects of cannabis use were not entirely
predictable. Despite these experiences, both participants continued to use cannabis and
believed that these drawbacks were outweighed by the benefits.

For some participants, cannabis use led to decreased motivation and productivity.
Some individuals reported that the resultant diminished energy and attention helped pass
the time during early recovery, but others realized its effects were counterproductive.
Kathryn stated: “And when I’m high I just think like I’'m not really on my A game. I'm
not thinking as like clearly or as - about just different things. And I just feel like I don't
get much done.” She indicated that the dulling effects of cannabis had both positive and
detrimental effects on her recovery; cannabis helped diminish her difficulty with having

so little to do, yet she acknowledged how cannabis limited her ability to function with

optimal clarity.
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Experiencing the Benefits of Recovery without Abstinence

Despite ongoing challenges related to their psychiatric conditions, their continued
substance use, and the damage caused by their addiction, every participant reported
experiencing meaningful improvements after resolving their primary addiction. Many had
better, more honest relationships with family. Ava said that she was able, “to be myself in
front of my family and friends, because I’m not hiding anything anymore.” Prior to
resolving her addiction, Ava had hidden her opioid use. Her family was open to cannabis
use and openly used cannabis together, and so she was able to use cannabis without the
need to hide it. Participants were able to reconnect with their family and enjoyed
building these relationships. Terry explained that her family wanted to spend more time
with her: “And they want to connect with me more too because I’'m not fu-ked up.” Ian
echoed these experiences: “I got to get closer to my mom. And my mother-in-law. So
that’s been nice.” Strengthening family intimacy was just one of the benefits of their
recovery, even while using cannabis.

Participants also reported relief from the elimination of negative drug-related
consequences. Freeing herself from the powerful hold that opioids had over her, Jessica

regained her autonomy which she described this way:

If I say I’'m going to be somewhere, at a certain time ...if I’'m going to be
dope sick then I’'m not coming. You know what I’'m saying? Or I’'m going
and getting that first. Or, or if I get there, and I have to go get it, I’'m going
to leave in the middle of family dinner. I'm gonna go get my drugs. You

know that ’'m...gonna go get my money to get my drugs, you know.
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Nothing's going to stand in the way of me getting, of getting right...the

opiates they completely control my life.

Without this urgency to acquire money and drugs, she was more accountable to herself
and to her loved ones. Kelly shared a similar experience of relief that she was rid of the

effects of methamphetamine addiction:

[Methamphetamine] just takes over your freakin life, you forget to eat,

you forget to sleep. I’ll be like three days in and not realize I haven't slept
yet, and then you know you start seeing things in the corner of your eyes,
because you're sleep deprived and you're on this major drug. So yeah, it's

a big difference.

Kelly continued to have mental health difficulties and struggled to moderate her alcohol
use. Even so, she was relieved to be rid of methamphetamine-induced deprivation and
psychosis: “Everything is kind of the same, except my mind is with me.” The relief from
consequences related to opioid and stimulant use was described consistently as impactful

to their recovery. Simon appreciated the freedom of being in a better financial situation:

It's amazing how much how much better life is when you can just go get
yourself lunch if you're stressed out. Or, or better yet how good life is
when you like, when you have a little money, you know? It's like you don't
have to plan out your laundry trips and you know, it's a lot easier to enjoy

life when you're not scrounging.

Maya shared similar enjoyment and pride in her ability to commit to herself:
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I don't feel any shame whatsoever. I'm actually really proud... This feels
like, like yeah I, I rose to the occasion. Like I made choices, like
intentional choices. And followed through on those choices to ensure that

I can be responsible and trustworthy.

Maya continued to use her primary drug, but with low frequency and in low quantity (i.e.,
a small amount in the morning). She reported that she maintained controlled
methamphetamine use and reaped profound benefits related to improved self-concept and
stable employment. Kathryn summarized the highlights of the past few months, which
touched upon many of the themes identified above, including improved familial

relationships, improved self-care, and decreased negative drug-related effects.

I wake up in the morning and like let my dog out, feed my animals and
stuff I could not do before, because I was sick all the time. Uh, let’s see.
There’s more, let’s see. I read three books which I haven't read any books
and, like the last few years. I made friends, which I didn't have before. I
answer my phone. Less fighting with my husband because I’m not trying
to sneak out and go get high. A lot of good things, a lot of little things. I

got on depression medication, finally, because I went to the doctor.

Kathryn’s narration of these changes reflects broad-based improvements in multiple
domains, including her physical and mental health and romantic partnership. Alongside
this growth, many participants acknowledged that there were areas where they still

struggled, and they expressed the hope that continued recovery would facilitate further
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positive change.

Discussion

This study of cannabis substitution by individuals who resolved an opioid or
stimulant addiction explored participants’ motives, experiences, and reflections on
cannabis use. It accomplished the stated goals of identifying participants’ motivations for
cannabis use and describing their perceptions of how cannabis use affected their recovery.
Participant narratives illustrated a host of functional roles that cannabis played for them
in their non-abstinence recovery. Although traditional addiction treatment providers often
view cannabis use as antithetical to recovery, it is likely that they view the issue in
isolation from other considerations such as whether clients can achieve other goals
despite cannabis use. In contrast, participants in this study assessed the risks of cannabis
use in comparison to the risks of their previous opioid and methamphetamine use and
reasonably concluded that cannabis substitution was substantially less harmful; they were

also able to identify progress they were making in other areas.

Motivational Model

The Motivational Model proved to be a helpful paradigm with which to explore
participants’ emotional states preceding use and their views about whether cannabis
helped them to cope, to be social or to experience enhancement. Even more than their
emphasis on these motives, participants reported that one of the most valuable roles
played by cannabis in their lives was that it helped them avoid using opioids or

methamphetamine. The Motivational Model does not include a “substitution” motive;
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however, this study suggests that substitution may be an important motive worthy of
future exploration through qualitative and quantitative methods. Researchers could
address the question of whether it should be an additional motive in the Motivational
Model or whether it lends itself to theory building as a concept in and of itself. Of the
Motivational Model’s four motives (only three of which were highlighted here),
participants consistently described coping as the primary motive for their cannabis use.
They described two types of coping motives already included in the Motivational Model:
1) to regulate anxiety symptoms, and 2) to escape from boredom and negative thought
patterns. Additionally, participants described a third sub-category of coping motivation:
to avoid their primary addiction or mitigate withdrawal symptoms. These could constitute
an additional sub-category of “to cope.” Notably, using cannabis for pleasure or to

engage in social activities was uncommon in this study.

Risks Associated with Cannabis Use

Participants did not convey the belief that cannabis had harmful properties (e.g.,
overdose potential, long term threat to physical or mental health); their interpretation of
cannabis was relative, as they were all resolving addictions to substances that had higher
risk profiles. Some participants reported negative side effects from cannabis use (e.g.,
decreased productivity and the urge to use their primary drug). Participants who had
negative experiences reflected on the potential benefits of reducing or eliminating their
cannabis use. These reflections demonstrate appropriate insight into the risks and benefits
of long-term cannabis use. Even among participants who described experiencing negative

side effects, the potential for cannabis-related harm was seen as minimal compared to the
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consequences they experienced during their opioid and/ or stimulant addictions.

Research on risks associated cannabis have identified clear acute and long-term
risks for children, adolescents, and those who are pregnant (Hasin, 2018). For adults,
cannabis intoxication is associated with impaired non-verbal learning and memory,
attentional control, and motor inhibition; however, there is insufficient evidence to
demonstrate effects that persist once a period of abstinence has been maintained (Hasin,
2018; Kroon et al., 2021). Psychosis is the most substantial risk associated with cannabis
use, and there is a substantiated dose-dependent relationship between cannabis use and
psychosis (i.e., greater frequency and quantity of cannabis use is associated with
increased likelihood of psychosis) (Marconi et al., 2016); however, the nature of the
relationship is unknown and likely mediated by complex biological and social factors
(Hamilton & Monagham, 2019). Though psychosis is a severe outcome, the incidence of
first-episode psychosis is rare — affecting approximately 50 in 100,000 people
(Calabrese & Al Khalili, 2022).

Though they evidenced no concern about health or social risks related to their
cannabis use, participants shared that they had experienced many negative side-effects.
These side effects varied greatly and depended partly on the type of cannabis (e.g., strain)
consumed and the mechanism of consumption (e.g., smoking versus eating). Though
increased anxiety was an unpleasant side effect for some participants, it did not outweigh
the benefits attributed to cannabis at this point in their recovery. However, a few
participants indicated they were reevaluating whether continued cannabis use would be to

their long-term benefit.
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Risks Associated with Opioid and Methamphetamine Use

After participants stopped, or dramatically reduced, opioid or methamphetamine
use, they described experiencing far fewer health and interpersonal consequences. They
reported feeling good about this decision and experienced increased self-efficacy and
self-esteem. The addiction literature is consistent with participants’ assessment that
cannabis use is less harmful than opioid or methamphetamine use. A European panel of
experts ranked 20 drugs according to their relative harm - to both the individuals using
the drugs and to society - and concluded that alcohol was the most detrimental, followed
by heroin, crack cocaine, cocaine, and methamphetamine; compared to these drugs,
cannabis scored lower, with very little potential to harm others (van Amsterdam et al.,
2015). The small potential to harm others, as compared with other drugs, may have
contributed to participants’ improved relationships with their parents, spouses, and
children.

Chronic opioid use is associated with impaired verbal memory, increased risk
taking, and cognitive inflexibility, as well as with structural brain changes, including
decreased grey matter (Baldacchino et al., 2012; Lyoo et al., 2500). Opioid use continues
to be a leading cause of drug-related deaths in the U.S., in part due to the contaminated
drug supply; thus, any decrease in use increases survival likelihood (Mattson et al.,
2021). Among many physical health outcomes, long-term methamphetamine use can lead
to heart attacks, seizures, liver and kidney damage, and death (Darke et al., 2008). It can
cause molecular changes in the dopamine system, leading to hallucinations, delusions,

anxiety, violent behavior, and psychosis, with increased risk for long-term, heavy users
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(Darke et al., 2018; Prakash et al., 2017). Additionally, methamphetamine is often used to
enhance sexual encounters, which increases risk for HIV transmission and other sexually
transmitted infections (Maxwell et al., 2019). A comprehensive review of drug effects
that persist after periods of abstinence found evidence that opioid use led to difficulties
with attention, visual and verbal recall, and visual spatial skills; it found moderate
evidence that methamphetamine led to verbal memory and executive functioning
deficiencies; and no evidence that cannabis had lasting effects (van Holst & Schilt, 2011).
In the present study, participants’ use of cannabis to decrease or cease their opioid or
methamphetamine use diminished their chances of experiencing these potentially dire
health outcomes. Their narratives demonstrate a strong commitment to improving their
health and wellbeing. Cannabis use in this sample posed a dramatically lower set of
health risks than those inherent in their previously used addictive drugs. Further, as
illustrated above, research supports participants’ characterization of cannabis as a lower

risk substance compared to opioids and stimulants.

Motives for Use

Substitution

All participants believed that cannabis use protected them from returning to their
primary substance (or in Maya’s case, returning to chaotic use). Previous research on the
relationship between cannabis use and resumed opioid use among people taking
methadone found cannabis use was associated with decreased likelihood of heroin,

alcohol, or cocaine use (Best, 1999). This finding was replicated in a sample of people
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taking different medications for opioid use disorder, as well; among those who reported
cannabis use, heavy use was associated with decreased likelihood of any opioid use
(Rosic et al., 2021). Rosic (2021) also found that experiencing the effects of cannabis
(i.e., being euphoric or high) was associated with decreased likelihood of any opioid use.
Surprisingly in the current study, whether participants experienced euphoria or
intoxication was not associated with their assessment of cannabis’ effectiveness as a
deterrent to opioid or methamphetamine use. For example, some of the participants
appreciated the ritual of cannabis use, which was unrelated to whether it had
psychoactive effects. Even though their current drug use patterns might have fallen
outside the common construction of “recovery,” participants’ intentional shifts to
decrease the quantity and frequency of their drug use and to use a less harmful substance

are reflective of recovery goals.

Affect Regulation

In the current study, the desire to reduce anxiety was the most reported mood-
related motive for cannabis use, which reflects previous research on “self-medicating”
with cannabis (Asselin et al., 2022). The frequency of anxiety in this sample is not
surprising, as extant research demonstrates the high prevalence of co-occurring mood or
anxiety disorders with addiction, and there is frequent discussion of self-medication in
clinical and research settings (Turner et al., 2018). Many participants in this study
described complex mental health problems, as well as previous trauma, and believed
cannabis effectively mitigated their symptoms; and for some, cannabis was an adjunctive

therapy to psychiatric medication. While some participants described the potential for
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increased anxiety after cannabis consumption, they attempted to prevent this — or other
negative effects — by moderating their use. Research on the effects of cannabis use on
anxiety have produced mixed results. A review on cannabis and anxiety found some
evidence that cannabis has anxiolytic (anti-anxiety) effects, though many studies had
inverse or null results (Van Ameringen et al., 2020). In contrast, clinical trials have
reported cannabis’ anxiogenic (anxiety-producing) properties, though cannabis tolerance
(physical adaptation to high levels of consumption), which was described by many
people in this study, mitigated the effects (Sharpe et al., 2020). These studies examined
the relationship between cannabis use and anxiety in the general population. In contrast,
in a sample of patients at a methadone clinic, daily cannabis use compared to non-use or
less frequent use was associated with increased anxiety and depression (Best, 1999).
Quantitative measurement of this association offers one perspective on the potential
relationship, though this study’s qualitative approach was intended to capture individuals’
beliefs about the effects of cannabis in their lives and mental health. The present study
extends previous research on the relationship between mood states and substitution. An
earlier study examining substitution in a sample of adults trying to reduce or stop alcohol
use, found that substitution with food, nicotine, or cannabis was associated with higher
levels of depression, anxiety, stress, and substance-related problems (Lee et al., 2023).
These inconsistent findings and the dearth of existing studies suggest that future research
should study the relationship between cannabis use and anxiety in a sample of people

recovering from opioid or stimulant addiction.
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Boredom

Avoiding or escaping from the experience of boredom was a second type of
coping motive that emerged in the data. Boredom - conceptualized as an aversive state
due to a monotonous environment and difficulty remaining engaged with the
environment - emerged as a state prompting cannabis use, which has been found in other
research (Fahlman et al., 2009; LaPera, 2011). Surprisingly, there is little research on the
relationship between boredom and addiction, or boredom and addiction recovery. Two
studies exploring motivation to return to drug use reported that boredom was a frequently
cited experience, and another found that boredom was associated with craving during the
COVID-19 pandemic within a sample of people who had recovered from a substance use
disorder (SUD) (Bonny-Noach & Gold, 2021; Levy, 2008; McKay et al., 2005). In the
present study, participants described the connection between boredom and cannabis use
in three ways. First, cannabis helped them accomplish tasks in which they had little
interest (e.g., chores, errands, trivial work). Cannabis also ameliorated negative emotional
experiences prompted by boredom. And finally, cannabis helped participants tolerate
boredom produced by unstructured time, in many cases due to unemployment.

Unemployment is a common challenge for people with addictions and increased
participation in the workforce often occurs over time in recovery (Dennis et al., 2007;
Laudet, 2012). Some people who have a history of addiction and are in early recovery are
disconnected from society through unemployment or through social isolation; even
though fulltime employment and frequent social activities could be overwhelming or

counterproductive during early recovery, opportunity for meaningful engagement with
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community, work, or hobbies could diminish boredom and potentially decrease reliance

on cannabis.

Implications for Conceptions of Recovery

The addiction field needs a more person-centered, harm reduction approach to
recovery that includes a place for participants such as those whose narratives are
presented here. During the recruitment process, potential participants expressed
appreciation for the recognition of their recovery paths. During the interviews, many
participants explained that their non-abstinent recovery path was incongruent with the 12-
Step model and that they saw themselves as in recovery. While this part of the interviews
was not included in the analysis, many participants explained that non-abstinence is a
viable recovery path, though one that is not recognized in many addiction recovery
settings.

Participants in this study, despite their continued substance use, described
profound benefits from their personal recovery paths and described future recovery goals.
Most reported having no current addictions along with subsequent life improvements -
both hallmarks of recovery (Kelly & Hoeppner, 2015). The two participants who reported
continuing to struggle with a secondary addiction (i.e., alcohol and methamphetamine)
wanted to reduce or stop their use, thus no one in this sample desired to use drugs in
chaotic or problematic ways. These experiences are not typically characterized as
successful recovery in medical or community-based addiction settings. While this study
was not about treatment, many of the participants reported previous treatment or 12-step

participation, noting that these settings viewed participants’ goals as incompatible with
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their mission. Most people with addictions do not seek treatment and one reason is the
mismatch between abstinence and non-abstinence goals (Paquette et al., 2023; SAMHSA,
2021). Upholding the belief that abstinence is the foundation of recovery, as many
treatment and social support settings do, discounts the substantial growth and
improvement of people who, despite non-abstinence, recover from their addictions. This
stance reinforces a stigmatizing conceptualization of this population by continuing the
distinction between those who have and have not changed their substance consumption
“enough,” or those who do and do not count as “recovered” (Neale et al., 2011; Sussman,
2021).Without embracing a more inclusive recovery paradigm, individuals like the
participants in this study will continue to be perceived as “less well” and will continue to
have fewer options for medical and mental health support compared to their abstinence-

seeking peers (Proctor et al., 2022).

Study Limitations

These findings should be interpreted in the context of the following limitations.
While using online social media sites was effective in recruiting a hard-to-reach
population, the resultant sample was predominantly white, possibly reflecting the
population that uses the social media sites where recruitment materials were posted.
Additionally, the high prevalence of anxiety and social anxiety in the sample could be
characteristic of people engaged in online communities, such as Reddit. The interview
did not explicitly ask about mental health history and likely missed some participants’
diagnoses and psychiatric medication. Additionally, although participants described their

history of drug use, they did not necessarily indicate the duration of the addiction;
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eliciting a more precise addiction history from participants could reveal substitution

patterns that differed from the ones identified here.

Conclusion

In this study, people recovering from opioid or stimulant addictions increased
their cannabis use as a mechanism to stop or reduce use of their primary substance, to
ameliorate endogenous or drug-related psychiatric symptoms, and to diminish other
challenging experiences inherent in early recovery, such as boredom or negative thought
patterns. These accounts demonstrate that people who have increased their cannabis use
believe that it serves many functional roles in their recovery, some of which align with
the Motivational Model. Notably, the Motivational Model does not include substitution as
a potential motive, though it emerged as the most reported motive along with coping.
Clinicians could discuss cannabis substitution with clients who plan to reduce or cease
opioid or stimulant use to review its potential risks and benefits (Lee et al., 2023). A harm
reduction approach to health care elevates patients’ autonomy, focuses on their individual
needs, and ensures that patients have the relevant information to make choices that are in
line with their goals (Hawk et al., 2017). Privileging patient autonomy and validating that
people know what they need and what will work for them — even people actively using
drugs — has the potential to transform the relationship between drug users and their

providers and social support networks (Biancarelli et al., 2019; Hawk et al., 2017).
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Appendix A: Interview Protocol

[ am going to ask you a few questions about your substance use before we discuss this
phase of your recovery:

Before you were in recovery, what substances were you using?
How long did you use each substance?
Have you had previous periods of recovery?
If yes: At that time, what did recovery mean to you?
Ok, now getting into your current recovery, how long have you been in recovery?
Since you’ve been in recovery, what substances have you used?
How often are you using this substance?
Has this changed over time?
When do you typically use this substance?
What types of things make you want to use this substance?
Do you ever use this substance because you have a craving?
Is your substance use planned in advance?
How do you feel after you use?
How does this use help your recovery?
How does this use hinder your recovery?

How would you describe what it’s like to be in recovery right now?
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CONCLUSION

The goal of these papers was to examine early recovery from addiction in both
abstinent and non-abstinent samples. To accomplish this, I collected two forms of data.
First, I administered an online survey for people who resolved an addiction in the past 12
months. Second, | conducted interviews with individuals who resolved an opioid or

stimulant addiction in the past 12 months and increased their cannabis use.

In the first paper, Abstinent and Non-Abstinent Drug and Alcohol Users Report on
Resolving an Addiction: Does Abstinence Predict the Outcomes?, | explored whether
responses to the survey’s pre-screen questionnaire differed according to abstinence status
and primary addiction. | found that responses did not differ according to abstinence-
status, though there were a few notable differences according to primary substance. For
example, participants who resolved an alcohol addiction and continued to drink reported
social motives, compared to participants who resolved an opioid addiction and continued
to use opioids, who reported pain management and withdrawal as their motives. Notably,
both abstinent and abstinent individuals reported increased self control, which may be a
marker of recovery for individuals, regardless of abstinence-status. Future research is
needed to learn more about these relationships and the potential for clinical and

community settings to better support people in non-abstinent recovery.

In the second paper, Comparing the Mental Health of Abstinent and Non-
abstinent Individuals Who Recently Resolved an Addiction, | analyzed the survey data

and compared abstinent and non-abstinent participants on a series of demographic,
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substance use, mental health, and quality of life measures. Notably, in bivariate analyses,
participants were very similar. The few differences included abstinent participants’
increased likelihood of having been to treatment or engaging in mutual aid. In the
multivariable models, | found that depression was not associated with abstinence, but
emotion regulation was. In both models, quality of life, which included questions about
self-satisfaction, community engagement, and social support, was significant. These
findings are important because they suggest that while abstinence has some beneficial
associations, it is not the only important element of resolving an addiction. Future
research could increase the clinical utility of this information by exploring how
abstinence-status affects people differently in recovery (e.g., are there factors that
increase abstinence’s positive effects?).

In the third paper, “Everything is Kind of The Same, Except My Mind is With
Me:” Exploring Motives and Experiences of Individuals Who Use Cannabis After
Resolving an Opioid or Stimulant Addiction, | conducted a grounded theory analysis of
this experience. Participants in this study expressed that cannabis was helpful in their
recovery, as it helped them move through craving and anxiety and other psychiatric
symptoms. Some participants had negative side effects from cannabis use, including
increased social anxiety and increased cravings. Even participants who reported negative
side effects indicated they would continue to use cannabis as the benefits outweighed the
risks.
Implications for Clinical Settings

Findings from these and future studies on resolving an addiction can help clinical
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practitioners support their clients and patients regardless of abstinence goals. As opioid
overdoses and other drug-related harms continue to rise (e.g., new contaminants like
Xylazine, new federal scheduling), clinicians can advance equity in policy and treatment
for this population. Social workers are particularly well suited for this role because it is a
values-driven profession that encourages a strengths-based approach to collaborating
with individuals and communities. Considering these orientations and the attunement to
the socioecological factors in each person’s experiences, social workers can be valued
advocates and allies for people resolving their addictions. Finally, these studies can
inform social work education on addictions, which currently focuses on abstinence-
treatment and 12-Step settings. Providing more information about pathways to recovery
that are not contingent on abstinence provides the next generation of social workers with
more tools to support this population.
Limitations

The survey data were cross-sectional, which only allowed me to test for
association, rather than causality. While this is an important first step to identify
potentially important variables for next steps, cross sectional designs pose a major
limitation to determining the directionality of relationships between variables. It would be
more clinically meaningful to understand whether abstinence status predicts depression or
emotion regulation, such that clinicians could help their patients understand the impact of
abstinence status in specific mental health domains. The second major limitation was the
small subgroups of racial and ethnic groups. While the diversity of the sample was a

strength, there were not enough participants in any racial/ ethnic category to run
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comparative analyses. | used the tools within the survey platform to send pre-screen
surveys to the non-white participant pool- in Prolific Academic, participants were able to
report their demographic information so sub-groups could be chosen to send surveys to.
However, this was a smaller population, which limited the number of eligible participants
who had shared racial and ethnic identities. In future studies on recovery, | would like to
access settings with a higher proportion of non-white individuals to facilitate sub-group
analyses. The literature on addiction treatment points toward vast inequities along racial
lines and it will be important to learn more about how recovery is affected. As the
movement grows to design and implement anti-racist addiction treatment, the same effort
needs to be made to develop post-treatment recovery supports.

While qualitative research is not designed to determine statistically significant
relationships, | believe that conducting a series of interviews with the same group of
participants to illuminate the role and effects of cannabis substitution over time would be
a valuable contribution. In this study’s interviews, participants reported favorably on their
cannabis use- even those who experienced negative side effects. Because this was a
sample of people in early recovery, | believe that their relationship to cannabis could
change over time if they sustained recovery from their primary addictions. Some
participants described curiosity about how much more “progress” they could make
without cannabis, suggesting that cannabis substitution may have a more critical role in

early recovery for some.
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