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Abstract

Substance use disorders (SUDs) represent a critical public and occupational health
issue. Therefore, understanding the process of SUD recovery has become an issue
of growing importance among substance use and recovery professionals. None-
theless, despite the acknowledged importance of employment for SUD recovery,
little conceptual or empirical work exists on how the workplace might support or
undermine SUD recovery. In this article, we address this limitation in several ways.
First, to promote a better understanding of SUD recovery for occupational health
researchers, we provide a brief overview of the nature of a SUD, prior definitions
of SUD recovery, and general themes associated with the recovery process. Second,
we develop a working definition of workplace supported recovery. Third, we pres-
ent a heuristic conceptual model showing how the workplace might impact the SUD
recovery process. Fourth, using this model and research from the substance use and
occupational health literatures, we develop a series of general research propositions.
These propositions highlight broad directions requiring more detailed conceptual-
ization and empirical research to understand better how work conditions may sup-
port or undermine the process of employee SUD recovery. Our overarching goal
is to motivate innovative conceptualization and research on workplace supported
recovery from SUDs. Such research may inform the development and evaluation
of workplace interventions and policies supporting SUD recovery and highlight
the benefits of workplace supported SUD recovery for employees, employers, and
communities. Research on this issue may allow occupational health researchers to
impact a significant societal and occupational health issue.
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Substance misuse and substance use disorders (SUDs) represent one of the critical
public and occupational health issues of our time and impose enormous costs on
American society (Office of the Surgeon General, 2016). In terms of annual eco-
nomic costs, alcohol misuse and disorders cost approximately $249 billion in 2010
(Sacks et al., 2015). Additionally, illicit drug use and disorders, which involve illegal
drug and nonmedical prescription medication use, cost approximately $193 billion in
2007 (National Drug Intelligence Center, 2011). Recently, Davenport et al., (2019)
estimated that the direct and indirect economic cost of nonmedical opioid use alone
amounted to $188 billion in 2019. These societal costs involve reduced employabil-
ity, employment- and nonemployment-related lost productivity, health care expenses,
morbidity and mortality, and criminal justice. Regarding mortality, the total number
of U.S. drug overdose deaths rose from 16,849 to 1999 to 70,630 in 2019, primarily
driven by increases in overdoses involving opioids, including dangerous synthetic
opioids like fentanyl (Hedegaard et al., 2020). The average annual number of deaths
from alcohol-associated causes from 2011 to 2015 was approximately 95,000 (Esser
et al., 2020). Finally, Table 1 shows that 70.4% (about 13.6 million workers) of all
adults with an alcohol or illicit drug use disorder are employed. Among employed
adults, 8.7% (about 13.6 million workers) have current alcohol or illicit drug use
disorders, 1.2% (about 1.9 million workers) receive some type of treatment annually
for a SUD, and 8.5% (about 13.3 million workers) report that they are in recovery or
have recovered from a past or present substance use problem. These details show that
SUDs affect a relatively small proportion yet a significant number of individuals in
the workforce (see Table 1).

Growing evidence supports that recovery from a SUD is achievable and benefits
workplaces and society (Akhtar, 2019; McQuaid et al., 2017; Whitney, 2016). It is
also essential to consider that attempts to recover from SUDs occur in environmental
contexts that may support or undermine its initiation and sustainability. One environ-
mental context that has a broad impact on people’s lives is employment. Although
reviews of prior research provide evidence that various workplace factors are associ-
ated with substance misuse and SUDs (Ames & Moore, 2016; Frone, 2013, 2019),
systematic research on the role workplaces may play in promoting or undermining
the SUD recovery process is limited.

Given the importance of facilitating sustainable recovery among individuals with
SUDs and the broad significance of employment in people’s lives, this article’s gen-
eral goal is to present an initial overview of SUD recovery and how the workplace
may broadly affect, either positively or negatively, employee recovery from SUDs.
The complex nature of SUDs and recovery may not be understood fully by employees,
unions, employers, and many occupational health researchers. A better understand-
ing of SUDs, SUD recovery, and the workplace s potential influence can benefit the
development of future research, effective policies and programs, and interventions to
promote and sustain recovery among employees facing a SUD.

To address this general goal, we begin by reviewing the nature of a SUD, defini-
tions of SUD recovery, and summarize broad themes in the recovery process. Second,
we offer a working definition of workplace supported recovery. Third, we present a
conceptual model showing how the workplace might impact the SUD recovery pro-
cess. Fourth, using this model and research from the addictions and occupational
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health literatures, we outline a series of general research propositions to guide future
research on how work conditions may support or undermine the process of employee
SUD recovery. Although some researchers have advocated for organizations to sup-
port workplace SUD prevention and recovery efforts as a form of corporate social
responsibility (Radacsi & Hardi, 2014), the proposed research agenda may produce
a robust evidence base to inform and support the development and evaluation of
workplace policies and interventions that assist individuals with SUDs in initiating
and sustaining their recovery efforts.

What is a Substance Use Disorder?

In the fifth edition of the Diagnostic and Statistical Manual of Mental Disorders
(DSM-5), the American Psychiatric Association presents 11 criteria for the diagnosis
of a SUD that fall into four general categories (American Psychiatric Association,
2013): physical symptoms (tolerance—need to consume more to get the same effect
and decreased effect with the same amount; withdrawal—experiencing withdrawal
when use is reduced and using to avoid withdrawal; craving—strong desire to use
a substance), loss of control (using more of a substance or for a longer period than
intended; inability to cut down or stop using a substance), forsaking meaningful
activities (spending much time using, obtaining, or being affected by a substance;
giving up or reducing central life activities), and problems related to use (failure to
meet role obligations; continued use despite social problems; continued use despite
physical or psychological problems; using in physically hazardous situations). These
criteria apply to all psychoactive substances (e.g., alcohol, cannabis, opioids, stimu-
lants, and other drugs), representing chemical compounds that act primarily on the
central nervous system, resulting in changes in consciousness, perception, emotion,
cognition, or behavior (Frone, 2013, 2019).

Based on the DSM-5, a SUD can range in severity from mild (2—3 criteria) to mod-
erate (4-5 criteria) to severe (6 or more criteria). The term addiction often is used to
characterize the severe end of the SUD spectrum (National Institute on Drug Abuse,
2018; Office of the Surgeon General, 2016). The National Institute on Drug Abuse
defines addiction as follows:

A chronic, relapsing disorder characterized by compulsive drug seeking and
use despite adverse consequences. It is considered a brain disorder because it
involves functional changes to brain circuits involved in reward, stress, and
self-control, and those changes may last a long time after a person has stopped
taking drugs (National Institute on Drug Abuse, 2018, p. 4).

Among individuals with a substance use disorder, national research in the U.S. on
alcohol and cannabis use shows that approximately 53% have a mild disorder, 23%
have a moderate disorder, and 24% have a severe disorder (Grant et al., 2015; Hasin
et al., 2016).

@ Springer
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What is Recovery from a Substance Use Disorder?

The concept of recovery has gained momentum in the U.S. and other countries as a
conceptual lens for understanding SUDs and their management (Kelly et al., 2018;
Kelly & Hoeppner, 2015; National Academies of Sciences-Engineering-Medicine,
2016b; White, 2007b). In general terms, recovery refers to an “organizing framework
for approaching substance use disorders as a chronic disorder from which individuals
can recover, so long as they have access to evidence-based treatments and responsive
long-term supports” (Office of the Surgeon General, 2016, p. 5—1). Recovery does
not necessarily represent a cure. Instead, it represents a state of “being and becom-
ing” (Sheedy & Whitter, 2009, p. 11), where some people may always consider them-
selves in recovery and others may eventually view themselves as fully recovered (UK
Drug Policy Commission, 2008).

In more specific terms, the concept of “recovery”—being “in recovery” or being
“recovered”—has been defined in many different ways (Ashford et al., 2019; el-
Guebaly, 2012; Kelly & Hoeppner, 2015; White, 2007a). Table 2 provides several
definitions of recovery, advanced by various organizations and researchers. Despite
variation across these definitions, we observe among them and in related literature
several general themes in the recovery process.

Recovery Theme 1: Different Definitions of Recovery

For many researchers and recovery advocates, recovery begins with the development
of long-term abstinence (i.e., sobriety) from all psychoactive substances, whereas
others disagree with this general stance. Specifically, there exist two related points
of discussion. The first point of discussion is whether long-term abstinence from all
psychoactive substances is necessary for recovery. In other words, can individuals
be in recovery if they maintain a level of use that is perceived to be less harmful or
substitute a substance that they perceive to be less harmful? As shown in Table 2,
the first two definitions suggest a need to achieve long-term abstinence from all
substances (alcohol, illegal drugs, and nonmedical prescription drug use). The third
definition refers to “voluntarily-sustained control over substance use.” The remain-
ing two definitions do not mention abstinence or any level of use to broadly include
who is in recovery or recovered (Recovery Science Research Collaborative, Ashford
et al., 2019). Another reason is that a growing literature shows that the resolution of
SUD symptoms is possible for many individuals who develop a level of use that they
perceive to be less harmful, at least among those with mild to moderate SUDs (Stea
etal., 2015; White, 2007a; Witkiewitz, 2020). A U.S. national survey found that some
individuals with SUDs affirm this broader definition, reporting that 23.6% of those in
recovery were not abstinent from their problematic substance(s), and 40.9% were not
abstinent from all drugs and alcohol (Kelly, Abry, et al., 2018).

Although some definitions of SUD recovery propose that abstinence is required
for a person to be in recovery, others either directly or indirectly suggest that both
abstinence and nonabstinence goals are consistent with SUD recovery. Several over-
lapping terms characterize nonabstinence outcome goals (Rosenberg, Grant, & Davis,
2020). No matter the specific term used, they have three common elements: (a) limit-
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Table 2 Definitions of Recovery

Source Description

Betty Ford Institute Con-  Recovery from substance dependence is a voluntarily maintained lifestyle

sensus Panel (2007,2009)  characterized by sobriety, personal health, and citizenship. Sobriety refers
to abstinence from alcohol and all other nonprescribed drugs. Personal
health refers to improved quality of personal life. Citizenship refers to not
just a cessation of socially harmful behaviors, but also the development of
pro-social behaviors (e.g., living a productive life, helping others).

Office of the Surgeon A process of change through which individuals improve their health and

General (2016) wellness, live a self-directed life, and strive to reach their full potential.
Even individuals with severe and chronic substance use disorders can,
with help, overcome their substance use disorder and regain health and
social function. This is called remission. When those positive changes and
values become part of a voluntarily adopted lifestyle, that is called “being
in recovery.” Although abstinence from all substance misuse is a cardinal
feature of a recovery lifestyle, it is not the only healthy, pro-social feature.

UK Drug Policy Commis-  The process of recovery from problematic substance use is characterised

sion Recovery Consensus by voluntarily-sustained control over substance use which maximises

Group (2008) health and wellbeing and participation in the rights, roles and responsi-
bilities of society.

Recovery Science Research Recovery is an individualized, intentional, dynamic, and relational pro-

Collaborative (Ashford et  cess involving sustained efforts to improve wellness.

al., 2019)

White (2007) Recovery is the experience (a process and a sustained status) through
which individuals, families, and communities impacted by severe alcohol
and other drug (AOD) problems utilize internal and external resources to
voluntarily resolve these problems, heal the wounds inflicted by AOD-
related problems, actively manage their continued vulnerability to such
problems, and develop a healthy, productive, and meaningful life.

ing the amount consumed of the target substance, the frequency of consumption, and/
or the speed of consumption; (b) experiencing fewer if any harmful consequences of
consumption; and (c) developing a sense of consumption-related self-efficacy (i.e.,
realistic confidence in using self-control behaviors to moderate use) (Rosenberg
et al., 2020). Although abstinence is the most widely accepted and most beneficial
goal for many individuals with SUDs, nonabstinence goals may be helpful when
considered part of a broader harm-reduction strategy to motivate recovery efforts.
Nonabstinence outcomes are beginning to be incorporated into randomized clinical
trials of behavioral and pharmaceutical treatments and in the treatment guidelines
of various countries and organizations for alcohol use disorders (e.g., World Health
Organization) (Mann, Aubin, & Witkiewitz, 2017). However, these approaches may
be safer and more practical when referring to alcohol use. The unpredictability of the
illicit drug market due to adulteration and increasing potency (and therefore potential
lethality) makes this approach challenging. Illicit drugs increasingly contain pow-
erful synthetic opioids, such as fentanyl, or other harmful substances, alone or in
uncharacterized mixtures. Synthetic opioids such as fentanyl were involved in an
estimated 62% of drug overdoses in the 12 months ending in December 2020, based
on provisional data (Ahmad et al., 2021). Given inherent and unpredictable risks in
these scenarios, additional research into the utility of nonabstinence outcomes for
substances other than alcohol is critical.
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The second point of discussion relates to using medication-assisted therapy
(MAT) during recovery. MAT represents the combination of approved medication
(e.g., disulfiram or acamprosate for alcohol use disorders, methadone or buprenor-
phine for opioid use disorders, and naltrexone for both alcohol and opioid disorders)
and psychosocial treatment, including peer support group participation (National
Institute for Occupational Safety and Health, 2019; Office of the Surgeon General,
2016). Research shows that MAT may improve treatment outcomes by reducing
cravings for and the euphoria experienced from a misused psychoactive substance
(Connery, 2015; National Institute for Occupational Safety and Health, 2019; Office
of the Surgeon General, 2016). However, despite MAT’s effectiveness, the recovery
literature points out that individuals using MAT may experience stigma from some
therapists and peer support groups (e.g., Alcoholics Anonymous, Narcotics Anony-
mous) because they are not considered to be abstinent and in recovery (Krawczyk et
al., 2018; Office of the Surgeon General, 2016; Robinson & Adinoff, 2018; White,
2007a, 2011). These circumstances have resulted in peer support groups that allow
full participation for individuals using MAT, such as Methadone Anonymous and
Medication-Assisted Recovery Anonymous.

Recovery Theme 2: Recovery is a Lived, Self-Directed, and Empowering
Process that Involves Building Healthy, Productive, and Meaningful Lives

The recovery literature suggests that SUD recovery represents more than a com-
plete or progressive move away from substance use and reduced associated harms.
Importantly, it involves the accrual of positive benefits obtained by developing or
rebuilding a healthy, productive, and meaningful life (Ashford et al., 2019; Betty
Ford Institute Consensus Panel, 2007; Office of the Surgeon General, 2016; UK Drug
Policy Commission, 2008; White, 2007a). Moreover, studies have found that recov-
ery is sustainable and empowering and needs to be voluntary and self-directed, often
with assistance (Sheedy & Whitter, 2009). Individuals in recovery acknowledge the
importance of recognizing the need for change and being personally involved in and
responsible for their recovery (Sheedy & Whitter, 2009).

Recovery Theme 3: Recovery Represents an Individualized Growth Process

Recovery represents an individualized growth process because individual differences
exist in the causes, severity, and outcomes of a SUD, internal and external resources
available to address the disorder, and personal priorities (Ashford et al., 2019). There-
fore, multiple pathways to recovery exist—religious, spiritual, and secular (UK Drug
Policy Commission, 2008; White, 2007b). The recovery process can involve various
forms of external assistance—formal treatment with or without medication assis-
tance, formal peer support networks (e.g., alcoholics anonymous; narcotics anon-
ymous; religious and culturally-based support groups, peer recovery coaching), or
recovery support services (e.g., long-term care management, employment assistance,
and housing support)—or it may involve no external assistance (i.e., unassisted or
natural recovery). Kelly et al., (2017) found that among a U.S. national sample of
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individuals who resolved an alcohol or drug problem, 53.9% reported some form of
assisted recovery, and 46.1% reported an unassisted or natural recovery.

The processes underlying SUDs and recovery may differ across various special
emphasis populations (SEPs), representing “groups experiencing health disparities
resulting in elevated risk to health, safety, and well-being” (Wagner & Baldwin, 2020,
p. 1). SEPs include emerging adults, older adults, women, sexual/gender minorities,
racial/ethnic minorities, and individuals with co-occurring disorders. Differences in
the recovery process across SEPs can arise because of heterogeneity in physiological
processes, culture, and exposure to social inequalities and disadvantages that may
affect access to and the structure, acceptability, and success of various formal and
informal treatments for SUDs (e.g., Wagner & Baldwin 2020).

Finally, the stage of recovery will differ across individuals based on the length
of recovery and enhanced global functioning: (1) early recovery—1 month to 11
months, (2) sustained recovery—1 to 5 years, and (3) stable recovery—S5 or more
years (Betty Ford Institute Consensus Panel, 2007; el-Guebaly, 2012; O’Sullivan et
al., 2019; White, 2007a). As the length of recovery increases, the annual risk of SUD
recurrence drops substantially. Among those in stable recovery, the annual risk of
recurrence approaches the annual risk of developing a SUD in the general population
(Kelly et al., 2018).

Recovery Theme 4: Recovery is Supported by a Chronic Care Model

SUD recovery benefits from embracing a chronic care model (Arria & McLellan,
2012; Sheedy & Whitter, 2009). The traditional acute care model promotes an expec-
tation that single or short-term episodes of treatment will cure individuals with a
SUD, even though such an expectation does not exist for other chronic health prob-
lems such as diabetes mellitus, hypertension, and asthma (McLellan et al., 2000;
O’Brien & McLellan, 1996). However, treatment is considered ineffective when the
recurrence of symptoms occurs for many individuals in the acute care model. In con-
trast, a chronic care model acknowledges that there is no cure for SUDs and allows
for the possibility of multiple cycles of treatment, symptom remission, symptom
recurrence, and reestablishment of treatment and self-management before a person
achieves stable recovery (Arria & McLellan, 2012; Dennis & Scott, 2007; White &
Kelly, 2001). Although brief interventions as part of acute care may benefit individu-
als with mild to moderate SUDs, those with severe SUDs (i.e., addiction) will ben-
efit most from longer-term recovery-oriented systems of care (Office of the Surgeon
General, 2016).

A cycle of treatment, symptom remission, symptom recurrence resulting from
nonadherence with treatment regimens, and reestablishment of treatment and self-
management is not unique to SUDs (Arria & McLellan, 2012). This cycle also is
observed with other chronic medical disorders for which there is no cure. For exam-
ple, the symptom recurrence rate due to nonadherence with treatment regimens for
SUDs (40-60%) is similar to that for Type 1 diabetes (30-50%) and both hyper-
tension and asthma (50-70%) (McLellan et al., 2000; O’Brien & McLellan, 1996).
Therefore, contrary to beliefs sometimes held by the general public and some medi-
cal professionals, the recurrence of symptoms during or after SUD treatment is not
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a sign of failure (Dennis & Scott, 2007). Instead, it is consistent with other chronic
disorders requiring a lifelong commitment to treatment regimens and indicates that
treatment needs to be reinstated or adjusted or alternate treatment may be needed
(Arria & McLellan, 2012; Office of the Surgeon General, 2016).

Recovery Theme 5: Recovery is Supported by Reducing Stigma and
Promoting Accurate and Positive Portrayals of Persons with SUDs

Having a SUD or being in recovery from a SUD can lead to broad exposure to stigma
and discrimination by the general public and healthcare providers, and may be expe-
rienced in many environmental contexts, including the workplace (Livingston et al.,
2012; Rasinski et al., 2005; Roche et al., 2019; Schomerus et al., 2011; van Boekel et
al., 2013; Vilsaint et al., 2020; Yang et al., 2017). This stigma and discrimination may
undermine access to treatment, treatment initiation, and sustainability of recovery
efforts. To avoid perpetuating stigma and discrimination and allow individuals with
active SUDs or in recovery to transcend stigma, White & Kelly (2001) suggested that
discussions of SUDs as a chronic condition should provide the following disclaimers:

“Characterizing addiction as a ‘chronic disorder’ does not mean that (1) all
AOD [alcohol and other drug] problems have a prolonged, progressive course,
(2) all persons with AOD problems need specialized professional treatment and
long-term posttreatment monitoring and support, (3) all persons suffering from
substance dependence will relapse repeatedly and require multiple treatment
episodes, (4) there is minimal hope for full, long-term recovery, or (5) that
persons with a chronic form of substance dependence have any less personal
responsibility for illness self-management than those with diabetes or hyperten-
sive disease” (p. 69).

Several articles from a national study of U.S. adults in recovery support the broad
experience of discrimination and many of these disclaimers. Vilsaint et al., (2020)
reported a high prevalence of perceived discrimination among individuals in recov-
ery (discussed in more detail later). Kelly et al., (2017) found that 46.1% of those
who resolved a substance use problem reported an unassisted recovery. Kelly et
al., (2017) also reported that 64.5% of participants reported that it had been five or
more years (35.2% reporting 515 years and 29.3% reporting 15+ years) since they
resolved their substance use problem, indicating that stable recovery is common.
Kelly et al., (2019) reported that the median number of recovery attempts to success-
ful problem resolution was “surprisingly low and may offer hope to those struggling
with AOD problems” (p. 1544). Specifically, this study found that the median number
of serious attempts before resolving a substance use problem was two attempts, with
50% of individuals falling in a range of one to four attempts, and 13% of individuals
reported problem resolution without a serious effort. In addition, the median number
of attempts before successful problem resolution did not differ substantially across
alcohol, cannabis, opioids, stimulants, and other drugs. Nonetheless, for individuals
with severe SUDs, more recovery attempts were reported before the successful reso-
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lution of a substance use problem, indicating the benefits of a chronic care recovery
model.

Recovery Theme 6: Recovery is Supported and Sustained by the Development of
Recovery Capital

Recovery capital is critical to an individual’s ability to recover from a SUD and
represents the totality of internal and external resources that a person can draw upon
to initiate and sustain the recovery process (Cloud & Granfield, 2008). Individual
differences exist in the level of recovery capital when initiating recovery efforts and
the rate of developing recovery capital during the recovery process. Researchers have
identified various recovery capital dimensions, though considerable overlap exists
across taxonomies (Hennessy, 2017). Cloud and colleagues (Cloud & Granfield,
2008; White & Cloud, 2008) proposed the most widely used taxonomy of recovery
capital, shown in Table 3.

Conceptual and empirical research on recovery capital has focused primarily
on the benefits bestowed by various types of recovery capital. However, Cloud &
Granfield (2008) noted that although the general classes of recovery capital can sup-
port SUD recovery, they also can undermine recovery efforts under various circum-
stances, which they referred to as negative recovery capital. For example, developing
strong relationships with non-substance-using peers (i.c., positive recovery capital)
can help individuals become and remain abstinent. In contrast, maintaining strong
relationships with peers who use substances (i.c., negative recovery capital), though
providing positive outcomes such as a sense of belonging and identity, can create a
hazard that undermines the initiation and sustainability of recovery efforts. Therefore,
successful recovery efforts may depend on the net effect of simultaneously reducing
negative recovery capital and increasing positive recovery capital.

What is Workplace Supported Recovery?

As the above discussion suggests, recovery from a SUD can be a complex, dynamic,
and heterogeneous process. However, one recurring theme in the recovery litera-
ture is the importance of employment (e.g., Borrelli et al., 2017; Brown & Ashford,
2019; Grover & Paylor, 2010; Laudet & White, 2010; Monaghan & Wincup, 2013;
Room, 1998; Worley, 2017). In essence, employment represents a critical environ-
mental context in which employees’ SUD recovery process unfolds. Recognizing the
significant role employment and employers can play in individuals’ recovery efforts,
there are efforts at the national and state level and among recovery organizations to
promote workplace supported recovery (https://www.cdc.gov/niosh/topics/opioids/
wsrp/resources.html). However, few attempts have been made to define workplace
supported recovery.

These efforts to promote workplace supported recovery have primarily focused on
the resources provided by employment that can support recovery efforts. This focus is
understandable because employment can provide critical manifest (e.g., income, paid
time off, health benefits, and retirement benefits) and latent (e.g., time structure and
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Table 3 Dimensions of Recov-
ery Capital (Cloud & Granfield,
2008; White & Cloud, 2008)

Dimension Description

Human capital ~ Individuals’ internal assets, such as genetic in-
heritance, knowledge, skills, education, employ-
ability, self-esteem and self-efficacy, motivation
to change, functional coping styles, spirituality,
sense of meaning in life, as well as a lack of
comorbid physical and mental health issues and
higher physical and mental well-being.

Social capital The sum of resources, reciprocal obligations,
and benefits that accrue to an individual by
virtue membership in social networks, such as
social norms, availability of various types of so-
cial support, and access to opportunities through
family, friends, coworkers, and employers.

Physical capital ~Tangible economic or financial assets, such as
income, savings and investments, stable hous-
ing, food security, transportation, and insurance,
which provide financial stability and access to
other important resources and life options.

Cultural capital ~ Cultural values, beliefs, norms, and perceptions
that support conformity to dominant social

behaviors.
Community Attitudes, policies, and resources in a com-
capital munity related to SUDs and the promotion of

recovery, such as efforts to reduce SUD and
recovery-related stigma, visible and diverse
recovery role models, acute and long-term
systems of SUD treatment, accessible and
diverse recovery mutual aid resources, recovery
community support institutions (e.g., recovery
centers, schools, and homes; recovery industries
and sheltered workplaces; and recovery min-
istries and churches), and sources of sustained
recovery support and early re-intervention

(e.g., recovery checkups in treatment programs,
employee assistance programs, professional
assistance programs, drug courts.

regular activity, social contacts, purpose and meaning, development of skills, goal
achievement, and status and identity) resources (Jahoda, 1981, 1982). Nonetheless, it
is also essential to consider that employment exposes employees to workplace haz-
ards associated with substance misuse and SUDs, such as work stressors, substance
availability, and prescriptive workplace substance use norms (Ames & Moore, 2016;
Frone, 2013, 2019). In addition to contributing to or perpetuating SUDs, these work-
place hazards may also undermine the initiation and sustainability of SUD recovery
efforts. Therefore, any definition or discussion of workplace supported recovery may
benefit from considering both the employment-related hazards and supports that can
affect SUD recovery.

Given the minimal research exploring the components of workplace supported
recovery, we propose the following working definition of workplace supported
recovery from SUDs:
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An integrated set of evidence-based interventions and policies that (a) reduce
workplace hazards promoting the development or perpetuation of substance use
disorders and undermining recovery from substance use disorders; (b) increase
workplace supports preventing the development or perpetuation of substance
use disorders and facilitating recovery from substance use disorders; (c) help
employees maintain or regain employment during recovery; and (d) promote
overall growth and well-being among employees, work organizations, families,
and communities.

This definition highlights several broad assumptions underlying workplace sup-
ported recovery. The first assumption is that workplace efforts to address SUDs and
recovery require efforts on several fronts. Workplaces may consider reducing haz-
ards and providing support in an integrated effort to address SUDs, support unas-
sisted and assisted treatment and recovery efforts, and promote overall well-being
among employees. This approach is consistent with a critical recovery theme that
SUD recovery reflects more than sustained abstinence resulting from workplace haz-
ard reduction. It also involves the accrual of positive benefits obtained by developing
or rebuilding a healthy, productive, and meaningful life resulting from workplace
support and health promotion. The reduction of workplace hazards and strengthening
of workplace supports promoting recovery efforts and well-being are aligned with
the National Institute for Occupational Safety and Health (NIOSH) Total Worker
Health® (TWH) approach. This approach calls for policies and practices that inte-
grate the reduction of workplace hazards with the promotion of workplace supports
to improve workers’ overall well-being (Schill et al., 2019).

The second assumption underlying this definition is that the benefits of workplace
supported recovery efforts accrue to more than the affected employees. Coworkers,
employers, families, and the communities where employees with SUDs live also may
benefit. Moreover, for workplaces and organizations, reducing workplace hazards
and promoting workplace supports affecting well-being may produce workplace
benefits beyond reducing SUDs. These actions may affect all workers in ways that
improve job satisfaction, employee attendance and engagement, job performance,
worker safety, organizational commitment, and employee retention.

A final assumption to this definition is also critical. Workplace supported recovery
programs and approaches may not look the same in every organization or every occu-
pation or industry. Supporting workers in treatment and/or in recovery from a SUD
may require customized strategies, especially for those performing hazardous or
safety-sensitive work. Qualified occupational healthcare providers can help to evalu-
ate job roles with appropriate consideration given to any health challenges faced
by the worker occupying the role. They can then make case-by-case determinations
about specific and necessary restrictions or job limits. Reasonable accommodations
should be considered and implemented by the employer when possible. Addition-
ally, given the lack of recovery research on nonabstinence approaches, especially for
SUDs involving illicit drug use, workplace supported recovery is generally charac-
terized as abstinence for this paper. This may be especially critical when applied to
workers performing hazardous work or in those who have safety-sensitive job duties
and responsibilities.
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Is Substance Use Disorder Recovery Associated with Positive
Employment Outcomes?

As noted earlier and shown in Table 1, most adults in the U.S. with alcohol or illicit
drug use disorders are employed, and a relatively small proportion, yet substantial
number of individuals in the workforce report a current SUD or that they are in
recovery or have recovered from a substance use problem. So, do individuals in treat-
ment and recovery report better work-related outcomes? Although little research has
explored this question, there is evidence that SUD treatment and recovery may be
associated with positive work outcomes.

For example, Slaymaker & Owen (2006) found that among employed individuals
admitted to residential treatment, 65% reported continuous abstinence at six months,
51% were continuously abstinent at 12 months posttreatment, and most individu-
als regularly attended Alcoholics Anonymous meetings. At 12 months posttreatment,
65% of individuals continued to work for the same employer. In addition, the per-
centage of individuals reporting unplanned absences decreased from 78% before
treatment to 30% at the 12-month follow-up. Further, substantial reductions from
pretreatment to 12-month follow-up were reported in the number of problem days at
work in the past month (5.20 days vs. 0.14 days), and the proportion of individuals
disciplined at work (22.2% vs. 6.5%), reporting their job was in jeopardy (18.2% vs.
5.2%), and losing their job during the preceding 12 months (men only, 24% vs. 7%).
Similarly, among employed individuals admitted to inpatient treatment, Arbour et
al., (2014) found that there were substantial reductions from pretreatment to 6-month
follow-up in the number of days absent among people who use substances (alcohol:
7.6 days vs. 0.8 days; drugs: 16.6 days vs. 5.1 days), days tardy (alcohol: 8.5 days vs.
0.9 days; drugs: 17.3 days vs. 1.61 days), and days unproductive (alcohol: 20.9 days
vs. 4.2 days; drugs: 43.0 days vs. 12.1 days).

Using data from the 2012 to 2014 National Survey of Drug Use and Health, Gop-
lerud et al., (2017) reported that workers in recovery reported better annual atten-
dance and work stability (absent: 9.5 days; more than one employer: 23%) than those
with a current SUD (absent: 14.8 days; more than one employer: 36%) and similar
outcomes to those in the general workforce who never had a SUD (absent: 10.5 days;
more than one employer: 25%). In addition, workers in recovery reported a lower
prevalence of past-year affective disorders (serious psychological distress: 3%; anxi-
ety disorder: 6%; depression: 7%) than those with a current SUD (serious psycho-
logical distress: 12%; anxiety disorder: 11%; depression: 11%) and similar outcomes
to those in the general workforce without a SUD (serious psychological distress: 4%;
anxiety disorder: 5%; depression: 6%). Although healthcare utilization was roughly
equivalent across the three groups of workers, healthcare costs per employee per
year were lower among workers in recovery ($1,638) than those with a current SUD
($2,197) and similar to those in the general workforce without a SUD ($1,729).

Finally, four Life in Recovery Surveys conducted in the U.S. (Laudet, 2013),
Canada (McQuaid et al., 2017), UK (Best et al., 2015), and Australia (Best, 2015)
assessed reported changes from active addiction to recovery on several outcomes
spanning multiple life domains (e.g., family/social life, finances, health, legal, and
employment). Each survey used a broad national convenience sample of adults
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reporting that they were (a) in recovery, (b) recovered, (c) used to have an alcohol
or drug problem but no longer have a problem, or (d) were in medication-assisted
recovery. In all four studies and across all life domains, the percentage of individuals
reporting positive experiences increased, and the percentage reporting negative expe-
riences decreased during recovery compared with active addiction. Table 4 shows the
prevalence of positive and negative employment-related experiences during active
addiction and recovery. Also, across all employment and non-employment outcomes,
the increases in positive experiences and decreases in negative experiences became
larger as recovery length increased.

Although the research exploring the association between SUD recovery and work
outcomes is sparse, these studies provide initial evidence that recovery may be asso-
ciated with substantial productivity improvements and lower healthcare costs that
benefit both employees and employers. However, future research on this issue must
use stronger study designs to provide more robust causal evidence for employers,
including longitudinal observational studies and randomized clinical trials.

The Impact of the Workplace on Substance Use Disorder Recovery

Despite the societal and employer consequences arising from SUDs and efforts to
promote SUD recovery in the workforce, no systematic research exists on how the
work environment might impact the process of SUD recovery. Therefore, in this sec-
tion of the article, we present and describe a heuristic conceptual model showing
how the workplace might impact the SUD recovery process. We then use this model
and relevant research from the substance use and occupational health literatures to
develop a series of general research propositions. These propositions highlight broad
directions requiring more detailed conceptualization and empirical research to under-
stand better how the work environment may impact SUD recovery efforts.

Conceptual Model of Workplace Supported Recovery

At the center of the model in Fig. 1 is a general depiction of the recovery process.
The first indirect path from a SUD to recovery through treatment represents assisted
recovery. Specifically, having a SUD motivates entry into treatment, representing any
combination of formal treatment with or without medication assistance and formal
peer support networks (e.g., alcoholics anonymous, narcotics anonymous). Treat-
ment then increases the likelihood of abstinence, which increases the possibility of
reduced clinical symptoms and broader recovery efforts and outcomes. The second
indirect path from a SUD to recovery represents unassisted or natural recovery. In this
path, having a SUD leads to unassisted abstinence, which increases the likelihood of
reduced clinical symptoms and broader recovery efforts and outcomes. Finally, there
is a feedback path indicating that if recovery efforts are interrupted, a recurrence of
the SUD may occur, thereby beginning a new cycle.

The model also shows where work conditions might impact the SUD recovery
process. Although the work environment may play a role in the development or
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Fig. 1 Model of Workplace Supported Recovery for Substance Use Disorders

perpetuation of substance misuse and SUDs, depicted by the two broken lines in
Fig. 1, we do not focus on those associations. The reader can consult recent reviews
of the employee substance use literature for more information (Ames & Moore,
2016; Frone, 2013, 2019). Nonetheless, this research can inform us about potential
workplace effects on the recovery process after a SUD develops and is discussed
later in this context. The solid lines emanating from the workplace recovery hazards
and supports boxes indicate that aspects of the work environment can decrease or
increase the likelihood of (a) initiating and completing treatment and maintaining
involvement in peer-support groups, (b) achieving and sustaining abstinence, and (c)
maintaining involvement in long-term care, if required, rebuilding parts of one’s life
damaged by a SUD, and developing and sustaining improvements in physical, men-
tal, and social well-being that is the essence of recovery. Given the lack of systematic
research on the association between the workplace and SUDs recovery, we do not
know which workplace hazards and supports will have the greatest impact on the
SUD recovery process. Below, we will explore some potential candidate workplace
hazards and supports.

Finally, as evident in the discussion below, no overarching theory exists to explain
how the workplace relates to the SUD recovery process. The associations of the vari-
ous workplace hazards and supports to the dimensions of the SUD recovery process
are couched in different theoretical perspectives. For example, the association of neg-
ative work conditions to dimensions of the SUD recovery process may be understood
within the context of instrumentalization theory. In contrast, the association of work-
place substance use norms to the SUD recovery process may be understood within
the context of ritual theory. The various theories that help us to understand and design
studies to test these individual associations are referred to as unit theories (Cronin et
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al., 2021). In contrast, a programmatic theory represents the integration of unit theo-
ries to understand the broader issue of employee SUD recovery (Cronin et al., 2021).
Moreover, unit theories are the building blocks of programmatic theory, and the latter
is the direct building block for application (i.e., workplace interventions) (Cronin et
al., 2021). Although not a programmatic theory per se, the heuristic model presented
in Fig. 1 and the discussion below can help researchers take a holistic view of the
various unit associations that need to be understood to develop a broader theoretical
understanding of the workplace supported recovery process.

Agenda for Future Research on Workplace Supported Recovery

Although employment may affect SUD treatment and recovery, research on this
issue would benefit from assessing the more granular work environment features
instead of only broad employment features. A study by Sahker et al., (2019) illus-
trates why this is important. These researchers analyzed data from 8,925 individu-
als who participated in various publicly-funded SUD treatment modalities in lowa.
The researchers explored the associations of several broad employment variables
assessed at pretreatment (employment status, employment tenure, and total income)
to treatment completion at discharge (i.e., not dropping out of treatment) and alcohol
use six months post-discharge. The authors predicted that these broad employment
variables would represent employment-related recovery supports and, therefore, be
related to treatment completion and lower levels of alcohol use. As expected, being
employed full-time (versus being unemployed or out of the labor force), employment
tenure, and higher income were associated with higher treatment completion rates.
However, contrary to expectation, these same broad employment variables were
associated with similar or higher levels of alcohol use at six months post-discharge
rather than lower levels.

Full-time employment, longer employment tenure, and higher income may rep-
resent motivational resources for treatment completion to maintain employment.
However, these variables do not tell us if a higher likelihood of treatment completion
is an outcome of merely being employed or some more specific work environment
features. Likewise, the findings involving post-discharge alcohol use may not have
been unexpected had the researchers examined work environment hazards and (lack
of) work-related support. In other words, the broad employment variables do not
provide information on how specific dynamics in the work environment might affect
post-discharge alcohol use. Instead, a more granular assessment of the pretreatment
and posttreatment work environment is needed to understand the unexpected finding.
This lack of information on the work environment’s granular dimensions also makes
it challenging to identify specific recommendations for workplaces and SUD treat-
ment and recovery support providers to leverage the workplace to ameliorate SUDs.

Therefore, we explore work conditions that may influence SUD treatment and
recovery. These work conditions, derived from the literature on employee substance
use, occupational health, and SUDs, provide an initial agenda for future workplace-
supported recovery research. Before workplace interventions to promote and sus-
tain SUD recovery can be developed and evaluated thoroughly, we need a better
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understanding of (a) the workplace hazards that need to be eliminated or mitigated
and (b) the workplace supports that could be provided or strengthened to maximize
workplace supported recovery. Next, we discuss these potential workplace recovery
hazards and supports.

Workplace Recovery Hazards

Negative work conditions. Drug instrumentalization theory proposes that individu-
als use psychoactive substances to meet various motivational goals (Muller, 2020;
Muller & Schumann, 2011). The evolutionary foundation of instrumentalization the-
ory is that nonaddictive substance use in specific microenvironments can confer ben-
efits by solving proximate adaptive problems (Muller, 2020; Muller & Schumann,
2011). One motivational goal of substance use is self-medication. The proximate
adaptive problem solved by self-medication is the transition between different men-
tal states—for example, reducing negative mental states associated with adverse
work conditions and promoting more positive mental states (Muller, 2020). How-
ever, instrumentalization theory also proposes that some vulnerable individuals over-
use substances for self-medication and other goals resulting in escalated use. This
chronic increase in substance exposure (higher frequency and quantity of use; use of
multiple drugs) among vulnerable individuals leads to changes in brain function that
cause behavioral inflexibility and compulsive use, resulting in addiction (i.e., severe
SUD) (Muller, 2020; Muller & Schumann, 2011).

Based on instrumentalization theory, the process underlying work-related self-
medication begins with exposure to negative work conditions (e.g., excessive
demands, bullying, job insecurity, hazardous physical work environment, work-
related injuries), which leads to strain (e.g., job dissatisfaction, negative affect, nega-
tive perseverative cognition, fatigue, and pain), which then motivates psychoactive
substance use to reduce the experienced strain (Frone, 2019). Research supports indi-
rect associations between negative work conditions and increased substance use via
various forms of strain, though there is growing evidence that these indirect associa-
tions are conditional. In other words, more robust and consistent associations exist
between negative work conditions and hazardous substance use (heavy use, workday
use) among vulnerable workers predisposed to self-medicate, such as those with low
self-control, high neuroticism, and high positive outcome expectancies supportive of
self-medication (Frone, 2013, 2019; Grandey et al., 2019).

Exposure to adverse work conditions and resulting strain may exacerbate sub-
stance use among those with a current SUD and lead to a recurrence of substance use
among those in recovery (Becker, 2012; Sinha, 2012). In other words, individuals
with an active SUD may be less likely to initiate treatment and abstinence, whereas
those in recovery may fail to maintain these behaviors. The few studies that have
examined these issues found that work-related stressors and negative affect reduced
the likelihood of quitting and increased the likelihood of stress-triggered recurrence
of substance use among those who had quit (Albertsen et al., 2006; Siahpush & Car-
lin, 2006; Strowig, 2000).

Another avenue by which negative work conditions can undermine SUD recov-
ery is weakening recovery capital and the broader well-being outcomes individuals
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attempt to develop in recovery. As noted earlier, SUD recovery involves building or
rebuilding the internal and external resources (recovery capital) that people can draw
upon to support the recovery process and develop healthy, productive, and meaning-
ful lives. Research shows that a broad range of negative work conditions can under-
mine the human, social, and physical capital beneficial for recovery (see Table 3), as
well as the broader aspects of work-related (e.g., job satisfaction), physical, mental,
and social well-being (Bannai & Tamakoshi, 2014; Barling et al., 2005; Chiaburu &
Harrison, 2008; Clarke, 2019; Frone & Blais, 2020; Gisler et al., 2018; Goh et al.,
2017; Jackson & Frame, 2018; Lundberg, 2015).

Research Proposition 1 Negative work conditions will decrease the likelihood of (a)
initiating unassisted and treatment-assisted recovery efforts, (b) achieving or sustain-
ing abstinence, and (c) achieving broad recovery outcomes such as growth in positive
recovery capital and improved physical, psychological, and social well-being.

Workplace physical availability. Availability theories of substance use (Single, 1988;
Smart, 1980) propose that physical access to substances and ease of use may pro-
mote higher levels of substance use and misuse, which can increase the likelihood
of SUDs and act as a trigger for craving and use among those with an active SUD
or in recovery. Physical availability of alcohol and drugs at work represents the ease
of obtaining these substances at work and bringing them into the workplace or using
them during the workday (Ames & Moore, 2016; Frone, 2012, 2013, 2019). Research
indicates that the physical availability of psychoactive substances at work, including
access in specific jobs (e.g., bartenders, nurses, physicians, pharmacists), is associ-
ated with substance use and misuse during the workday and away from work (Ames
& Moore, 2016; Frone, 2013, 2019). Although research on the association of work-
place substance availability to other dimensions of the recovery process is lacking,
general substance use research supports an association between physical availability
of substances and both treatment dropout (Jacobson, 2004) and posttreatment recur-
rence of substance use during recovery (Tate et al., 2006; Tucker et al., 1991). Based
on this limited research, we propose that among employees with an active SUD,
workplace physical availability of substances may be used to rationalize and support
their substance use. Also, among people with an active SUD or in recovery, work-
place physical availability may act as an envirnmental trigger for substance use and
undermine a person’s motivation to enter or remain in recovery, respectively, whether
treatment-assisted or unassisted. This process may further erode the recovery capital
needed to initiate and sustain the SUD recovery process.

Research Proposition 2 Physical availability of substances at work will decrease
the likelihood of (a) initiating unassisted and treatment-assisted recovery efforts, (b)
achieving or sustaining abstinence, and (¢) achieving broad recovery outcomes such
as growth in positive recovery capital and improved physical, psychological, and
social well-being.

Workplace substance use norms and rituals. General theories of social influence and
learning (Cialdini & Trost, 1998) suggest that perceived social norms may be critical
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antecedents of substance misuse and disorders. Research shows that social norms
supporting alcohol and illicit drug use before or during the workday predict higher
alcohol and illicit drug use on and off the job (Ames & Moore, 2016; Frone, 2013,
2019). For example, a study of newly hired sales professionals in China showed that
exposure to heavy drinking among veteran sales professionals and clients was asso-
ciated with heavy drinking among the new sales professionals during client interac-
tions, which was subsequently associated with heavy drinking in their personal lives
(Liu et al., 2015).

Among individuals with an active SUD, exposure to workplace social norms sup-
porting substance use may trigger craving and substance use. Workplace norms may
create an aura of acceptability and normality supporting an individual’s substance
use. Such workplace norms may undermine motivation to initiate unassisted or
assisted attempts to quit or control one’s substance use. Among individuals in recov-
ery from a SUD, exposure to workplace norms supporting substance use may trigger
cravings that lead to a recurrence of substance use and the SUD.

Based on ritual theory (Collins, 2004), after-work alcohol use among coworkers
can be viewed as a lifestyle ritual that signals the transition from work to leisure,
marks the social boundary of inclusion or exclusion of coworkers in one’s after-work
social group, and strengthens social identities and bonds among group members.
Instrumentalization theory (Muller, 2020; Muller & Schumann, 2011) also suggests
that after-work drinking rituals involve two substance-related motivational goals—
self-medication to enable the transition from a stressful workday to leisure and the
desire to improve social interactions.

A qualitative study by Buvik (2020) found that participants viewed after-work
drinking with coworkers as a way of unwinding and disengaging from the demands
and stresses of the workday and marking the transition to nonwork or leisure. Also,
participants emphasized how after-work drinking could build camaraderie and cohe-
sion among coworkers and served as a means of enhancing teambuilding. Although
participating in after-work drinking was seen as having positive outcomes for
coworkers and the work environment, Buvik (2020) noted that “a work environ-
ment with high alcohol consumption can be challenging for those who refrain from
drinking alcohol” (p. 4). In Buvik’s (2020) study, participants reported that failing
to participate in after-work drinking could be viewed as a rejection of coworkers
resulting in exclusion from after-work and workplace social life. Such social exclu-
sion could pressure individuals to join after-work drinking groups, thereby interfer-
ing with the initiation of recovery efforts among those with an active SUD and could
trigger craving and the recurrence of drinking among those in recovery from a SUD.
Social exclusion also may undermine the social recovery capital needed for broader
recovery efforts and the emotional and social well-being that make up SUD recovery.

Although Buvik’s (2020) qualitative observations regarding ritualistic alcohol use
have potential implications for employee SUD recovery, it is important to understand
that the ritualistic use of alcohol on and off the job to socialize new workers, build
solidarity and camaraderie among coworkers, sanction those who do not participate
through social exclusion, and the potential of ritualistic drinking to increase the risk
of alcohol use disorders and undermine recovery has been documented since the
early 19th century. For an intriguing review of this issue and a qualitative study on
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the evolution of New York City tunnel worker’s (also known as sandhogs) intemper-
ate drinking culture to a temperate or sober drinking culture, see Sonnenstuhl (1996).

Despite a lack of systematic research on the association of workplace substance use
norms and rituals to the SUD recovery process, research in the addictions area shows
that general social norms and social pressure can undermine recovery by increasing
posttreatment recurrence of substance use (Marlatt & George, 1984; Ramo & Brown,
2008; Strowig, 2000; Tucker et al., 1991; Yong et al., 2018) and reducing the likeli-
hood and frequency of attending peer support groups offering long-term recovery
support (e.g., Alcoholics Anonymous, Narcotics Anonymous) (Davey-Rothwell et
al., 2008).

Research Proposition 3 Workplace social norms and work-related rituals that support
substance use will decrease the likelihood of (a) initiating unassisted and treatment-
assisted recovery efforts, (b) achieving or sustaining abstinence, and (c¢) achieving
broad recovery outcomes such as growth in positive recovery capital and improved
physical, psychological, and social well-being.

Stigma. Stigma represents a personal attribute or label (e.g., addict, alcoholic, drunk,
druggie, stoner), conveying that a person possesses a fundamental and profoundly
discrediting flaw (Goffman, 1963). This perception of a flaw leads to a set of negative
attributions and stereotypes concerning those with a SUD, such as being perceived
to be dangerous, unpredictable, worthless, poorly motivated, failing to meet primary
role responsibilities, unemployable, solely responsible for one’s condition, unable to
gain control of one’s life, and morally deficient (National Academies of Sciences-
Engineering-Medicine, 2016a; Nieweglowski et al., 2018; Schomerus et al., 2011;
van Boekel et al., 2013; Yang et al., 2017). These negative perceptions can lead to
prejudice, discrimination, harassment, social exclusion, limited opportunities to par-
ticipate fully in employment and other life roles, reduced public financial support
for SUDs treatment, and increased support for legally coerced treatment (Hinshaw
& Stier, 2008; Krupa et al., 2009; Roche et al., 2019; Schomerus et al., 2011; Stuart,
2004). Research also demonstrates that SUDs are highly stigmatized compared with
other psychiatric disorders (major depression, schizophrenia) by both the general
public, including employees and employers, and health professionals (Corrigan &
Nieweglowski, 2018; Jorm & Oh, 2009; Lloyd, 2013; National Academies of Sci-
ences-Engineering-Medicine, 2016a; Nieweglowski et al., 2018; Roche et al., 2019;
Schomerus et al., 2011; van Boekel et al., 2013; Yang et al., 2017).

The stigmatization of SUDs can be rooted in an ingroup/outgroup dehumaniza-
tion process, where those in the ingroup (individuals without SUDs) often believe
that those in the outgroup who possess a stigma (e.g., SUD) lack distinctly human
characteristics based on attributions and stereotypes described earlier (Leyens et
al., 2000; Schroeder & Epley, 2020). These distinctly human characteristics include
mental functioning (e.g., cognition, rationality, self-control), secondary emotions
(e.g., compassion, happiness, shame, remorse, melancholia), and higher-order psy-
chological needs (self-esteem, self-actualization) (Leyens et al., 2000; Schroeder &
Epley, 2020).
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A study by Schroeder & Epley (2020) illustrates the dehumanization of individuals
with SUDs. They asked individuals to rate the importance of three levels of needs for
several human targets and one nonhuman primate target. The targets were self, close
friend, lawyer, elderly person, child, homeless person, drug addict, and chimpanzee.
The three levels of needs were low-level physiological needs (eating, drinking to
avoid thirst, sleeping), middle-level safety/belonging needs (feeling safe, predictabil-
ity, getting affection from others, feeling like one belongs), and higher-order psy-
chological needs (self-esteem and self-actualization—feeling respected, achieving
personal and professional goals, living with meaning and purpose in life, realizing
one’s potential in life). The results showed that high-level psychological needs were
rated less important for drug addicts and chimpanzees than for the remaining six
targets. In addition, the importance of low-level physiological needs and middle-
level safety and belonging needs were rated lowest for drug addicts compared with
all other targets, including chimpanzees. Schroeder & Epley (2020) speculated that
all needs, including low-level physiological needs required for survival, were rated
as less important for drug addicts because they are “presumed to find only one need
important—likely satisfying their drug addiction—at the expense of all other psycho-
logical and physical needs” (p. 5).

Evidence suggests that such broadly dehumanizing perceptions of individuals
with severe SUDs are not borne out. Like people without SUDs, most individuals
with SUDs have aspirations for healthy, happy, secure, and productive lives (Brady,
2012; Thom, 2010). Indeed, such aspirations underlie the voluntary and self-directed
nature of successful recovery efforts (see Recovery Theme 2). Schroeder and Epley’s
(2020) findings are noteworthy because they underscore the level of stigmatization
and misunderstanding directed at individuals with severe SUDs that increases the
difficulty of overcoming their addiction and fulfilling their dreams and aspirations.

In the workplace, the stigma associated with an active SUD can profoundly impact
employees, as evidenced by difficulty obtaining or maintaining employment, holding
low quality and precarious employment, low income, constraints that undermine job
performance and promotion opportunities, social exclusion, and an inability to obtain
employer accommodations (Hakulinen et al., 2019; Krupa et al., 2009; National
Academies of Sciences-Engineering-Medicine, 2016a; Nieweglowski et al., 2018;
Roche et al., 2019; Stuart, 2004). Several studies provide evidence of SUD stigma
in the workplace. The National Safety Council surveyed organizational decision-
makers in U.S. organizations with 50 or more employees in 2017 and 2019 (National
Safety Council, 2017, 2019). In the 2017 NSC survey, employers reported their gen-
eral perceptions of prescription drug misuse. Consistent with contemporary views of
SUDs, the majority of employers agreed with statements supportive of treatment and
recovery and less stigma—misuse of prescription drugs represents “a sign of addic-
tion” (80%) and “a disease that should be treated like any other chronic disease”
(71%). Nonetheless, a substantial proportion of employers agreed with statements
characterizing stigma that may undermine treatment and recovery—the misuse of
prescription drugs represents “a justifiable reason to fire an employee” (65%), “a sig-
nal that an employee cannot be trusted” (43%), and a “moral/ethical failing” (42%).

In the 2019 NSC survey, employers reported the approach that best reflects how
their organization would handle an employee misusing any of nine drugs. The nine
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drugs fall into three categories—alcohol, legally obtained prescription drugs (opi-
oids, stimulants, benzodiazepines), and drugs illegal at the federal level (state-legal
marijuana, illicit marijuana, illicitly obtained prescription opioids, heroin/fentanyl,
other illicit drugs). Less than half of employers endorsed a non-stigmatizing response
supportive of treatment and recovery—returning the employee to their original posi-
tion after appropriate treatment—44% for alcohol, 40% for prescription drugs, and
26% for illegal drugs. Also, more than half of employers endorsed a response that
may foster stigma and undermine the initiation of treatment and the sustainability of
recovery—carefully monitor employee for the rest of his/her employment with the
company, relocate the employee to a position of lesser responsibility, or dismiss the
employee—>52% for alcohol, 51% for prescription drugs, and 69% for illegal drugs.

Manning & White (1995) asked employers whether they believed the medical
diagnosis in sick notes for employees on sick leave. Believing that an employee was
legitimately off work sick because of physical illness was reported by 82% of employ-
ers. However, only 63% of employers believed that an employee was genuinely ill
with a psychological illness (depression, schizophrenia, alcoholism). When asked if
they would dismiss an employee who developed a disorder during their employment,
the proportion saying no was 13% for alcoholism, 15% for schizophrenia, and 23%
for depression. These results suggest that relatively few employers would retain an
employee who developed a disorder, and consistent with information discussed ear-
lier, those with a SUD are among the most stigmatized.

Furthermore, workplace stigma extends beyond those with active SUDs, includ-
ing individuals in recovery. Although Baldwin et al., (2010) found that individuals
who recovered from a SUD were as likely to be employed and work full-time as
individuals with no history of a SUD, they also found higher rates of involuntary job
loss among those who recovered from a SUD than among those with no SUD history.
This pattern of findings might result from the visibility of the former SUD.

Goffman (1963) discussed a distinction between visible (race, physical disability)
and invisible (SUDs, major depression) stigmas. Individuals with a visible stigma are
discredited because their stigma is readily discernible by others. In contrast, those with
an invisible stigma are discreditable but not discredited until their stigma becomes
disclosed to others. The Baldwin et al., (2010) findings are consistent with former
SUDs representing an invisible stigma during the hiring process. It is unlikely that
a job applicant will disclose a former SUD in this situation to avoid discrimination
in hiring. Therefore, obtaining employment may not be affected by a former SUD.
Once employed, however, a former SUD may become either involuntarily or volun-
tarily disclosed. Any stigmatization that follows may adversely affect the individual’s
employment experience and productivity outcomes (lower performance and more
absenteeism), eventually leading to involuntary termination. Unfortunately, Baldwin
et al., (2010) did not have information on the former SUD’s disclosure status.

However, a national study of individuals who recovered from a SUD addressed the
disclosure issue. Vilsaint et al., (2020) asked participants if they had experienced var-
ious types of micro- and macro-discrimination “because someone knew about your
alcohol or drug use history” (p. 3). The most common micro-discriminations were
others expecting the person to relapse (49%), social exclusion (being ignored—30%;
being avoided—36%), adverse interpersonal treatment (treated less favorably—37%,
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disrespected—34%, treated like a criminal—29%, treated as dangerous—25%), and
being held to a higher standard (38%). Three of the most common macro-discrimi-
nations directly related to employment were an inability to find a job (16%), losing a
job (15%), and failure to obtain a promotion (12%).

Despite research highlighting the deleterious effects of stigma at work, we know
little about the impact of workplace stigma on SUD treatment and recovery out-
comes. However, the 2018 National Survey on Drug Use and Health revealed that
among individuals in need of SUD treatment, 37.8% did not seek treatment because
of stigmatization-related concerns—17.2% because others would have a negative
opinion of them and 20.6% because it might harm or jeopardize their job (Substance
Abuse and Mental Health Services Administration, 2019). In addition, a small body
of research on public exposure to stigmatizing attitudes and behaviors suggests it
creates a critical barrier to recovery. By undermining recovery capital and increas-
ing motivation to avoid pejorative labels and discrimination, stigmatization resulting
from SUDs may (a) decrease initiation of unassisted and treatment-assisted recovery
efforts; (b) increase the likelihood of failed self-change efforts, treatment attrition,
and poor treatment outcomes; and (c) reduce the sustainability of recovery efforts
(Buchanan & Young, 2000; da Silveira et al., 2018; Luoma et al., 2014; Marlatt &
Witkiewitz, 2005; National Academies of Sciences-Engineering-Medicine, 2016a;
Worley, 2017). These results suggest that SUD stigma in the workplace would under-
mine the likelihood that individuals approach their employers or union officials
for help or take advantage of existing employer/union-sponsored programs (e.g.,
employee assistance programs, member assistance programs, employee resource
groups). However, we are not aware of any research directly addressing this issue.

Research Proposition 4 Exposure to SUD stigmatization at work will decrease the
likelihood of (a) initiating unassisted and treatment-assisted recovery efforts, (b)
achieving or sustaining abstinence, and (¢) achieving broad recovery outcomes such
as growth in positive recovery capital and improved physical, psychological, and
social well-being.

Workplace Recovery Supports

Positive work conditions. Positive work conditions represent events and experiences
that are pleasant and may act as work-related resources. These resources allow indi-
viduals to “conduct and complete their work, meet expected job demands, accom-
plish goals, value their work, and ultimately experience higher levels of engagement”
(Lee et al., 2020, p. 27). Positive work conditions include fair treatment, recognition,
meaningful work, skill variety, autonomy, acquisition and use of skills, fair rewards,
promotion opportunities, friendship formation, and social support from coworkers
and supervisors.

Although research is limited, positive work conditions may support SUD recovery
in two ways. First, by removing the motivation to self-medicate, they may reduce
substance misuse, increase abstention, and reduce relapse (Albertsen et al., 2006;
Frone, 2015). Therefore, positive work conditions may minimize the development or
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perpetuation of SUDs and promote recovery by reducing the likelihood of returning
to substance use and increasing recovery’s sustainability by reducing relapse. The
second way positive work conditions may affect SUD recovery is by increasing posi-
tive emotions and developing resources essential to recovery and well-being. Affec-
tive events theory (Weiss & Cropanzano, 1996) proposes that positive work events
and experiences lead to positive emotions. Further, the broaden-and-build theory
(Fredrickson, 2004) asserts that positive emotions broaden an individual’s thought-
action repertoire involving awareness, creativity, thought processes, and action ten-
dencies. This broadening of cognition and action allows individuals to build skills and
resources that represent enduring reserves used in the future to build resilience and
optimal functioning and increase physical, mental, and social well-being. Consistent
with affective events and broaden-and-build theories, research supports associations
of positive work conditions to higher positive affect, physical health, mental health,
job satisfaction, and work engagement (Balducci et al., 2011; Chiaburu & Harrison,
2008; Frone & Blais, 2020; Vantilborgh et al., 2016; Viswesvaran et al., 1999).

Research Proposition 5 Positive work conditions will increase the likelihood of (a)
initiating unassisted and treatment-assisted recovery efforts, (b) achieving or sustain-
ing abstinence, and (c) achieving broad recovery outcomes such as growth in positive
recovery capital and improved physical, psychological, and social well-being.

Workplace social control. Social control theory posits that strong bonds with con-
ventional social institutions (e.g., work organization) motivate individuals to engage
in responsible behavior and refrain from substance misuse. In contrast, weak social
bonds lead to substance misuse and other non-normative behavior. Strong social
bonds result from monitoring and shaping normative behaviors by groups and institu-
tions (Moos, 2007a, b). Likewise, Roman (1980, p. 407) stated that workplace social
control is “exercised through socialization, patterns of reward distribution, and efforts
to identify and control deviant behavior.” Therefore, the workplace social control
framework posits that substance misuse is reduced when employees are regulated by
and integrated into the work organization (Ames & Moore, 2016; Frone, 2013, 2019).

Two general types of workplace social control exist: formal and informal (Frone,
2013, 2019). Formal social control represents workplace policies and their enforce-
ment regarding the use of substances and impairment during the workday and han-
dling prescription drugs in some occupations. Prior research provides inconsistent
evidence that a workplace policy on substance use will have a deterrent effect by
itself (Ames & Moore, 2016; Frone, 2013; Pidd et al., 2016). However, a formal
workplace substance use policy combined with enforcement may have a deterrent
effect (Ames & Moore, 2016; Frone, 2013, 2019). A national study of U.S. workers
found that when employees believed their supervisor could identify and was willing
to address workplace substance use problems, they reported lower levels of alcohol
and illicit drug use before and during the workday, as well as lower levels of illicit
drug use off the job (Frone & Trinidad, 2012). Finally, a study found that required
witnessing of the disposal of prescription drugs and written documentation of their
administration were both negatively associated with prescription drug misuse among
registered nurses (Trinkoff et al., 1999).
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Informal social control represents the structural and contextual features of work
that increase job performance visibility, thereby increasing the likelihood of detec-
tion by others if one is using or impaired by alcohol or other drugs at work (Trice &
Sonnenstuhl, 1988). Job visibility increases with low mobility during work hours,
high task interdependence, and direct contact with coworkers or organizational out-
siders (e.g., customers, clients, patients, and the general public). The limited direct
research on informal social control shows that performing one’s job in public, work-
ing closely with others, and low job mobility are associated with reduced substance
misuse during the workday and away from work (Frone, 2003; Macdonald, Wells, &
Wild, 1999).

Finally, a work-related mechanism exists within unionized workplaces that has the
potential to leverage informal social control to help individuals with SUDs develop
the motivation to begin the process of treatment and recovery. This mechanism rep-
resents member assistance programs (MAPs). MAPs are voluntary, peer-based pro-
grams that help motivate union members to seek help for SUDs and other personal
problems, as well as provide support and assistance to those seeking help and those in
recovery (Bacharach et al., 1996, p. 261). Peer-based counselors are union members
who voluntarily assist coworkers in solving personal problems during their regular
workday. They may confront coworkers to help them accept that they have a problem
and need help, provide referrals for treatment, and often informally monitor a per-
son’s progress through treatment, and offer post-treatment support to help ensure a
successful recovery (Bacharach et al., 2001).

Although union members with SUDs may directly approach peer counselors for
help, most will not initiate this interaction due to high levels of denial associated with
SUDs (Bacharach et al., 2001). Therefore, in terms of informal social control, peer
counselors may approach an individual after receiving information from cowork-
ers about performance problems. For example, the peer counselor may approach the
individual and relay that their coworkers were concerned about their well-being after
noticing some performance issues. The peer counselor can offer information and
treatment referrals for any problem affecting the individual’s performance. Being
approached this way makes the individual aware that their substance use may be
noticeable to coworkers. Although peer counselors do not have disciplinary power,
armed with reliable evidence of chronic performance problems, they may exert infor-
mal leverage over an individual by expressing concern for the individual’s well-being,
describing the impact of their behavior on coworkers, and informing the individual
that if they do not work with the MAP to address the source of their performance
problems, the union might not be able to save the individual’s job if management gets
involved (Bacharach et al., 2001).

Although there is a paucity of systematic, quantitative research on the role
of workplace social control mechanisms in the SUD recovery process, the above
research suggests that workplace social control may play a supportive role in moti-
vating employees with substance use problems to seek treatment and helping those
in recovery to maintain abstinence. Formal and informal workplace social control
also may increase bonding with the work organization (i.e., increased commitment
to coworkers and the organization) and levels of task and contextual performance,
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thereby supporting the development of human, social, and personal capital (see
Table 3) that is critical to the initiation and sustainability of SUD recovery.

Research Proposition 6a Formal workplace social control targeting substance mis-
use will increase the likelihood of (a) initiating unassisted and treatment-assisted
recovery efforts, (b) of achieving or sustaining abstinence, and (c) achieving broad
recovery outcomes such as growth in positive recovery capital and improved physi-
cal, psychological, and social well-being.

Research Proposition 6b Informal workplace social control—structural and contex-
tual features of work that increase the visibility of work performance—will increase
the likelihood of (a) initiating unassisted and treatment-assisted recovery efforts, (b)
achieving or sustaining abstinence, and (¢) achieving broad recovery outcomes such
as growth in positive recovery capital and improved physical, psychological, and
social well-being.

Organizational Support. Organizations can embody either a marginal capital or a
human capital view of employees. The marginal capital view characterizes employ-
ees as low value, disposable, and lacking talent and drive. In contrast, the human
capital view characterizes employees as making valuable contributions, warranting
time and resources to develop skills, and only discharged under exceptional circum-
stances (Eisenberger & Stinglhamber, 2011). Organizational support theory posits
that employees develop a general perception of how an organization values their
contributions and cares about their well-being, referred to as perceived organizational
support (POS; Eisenberger & Stinglhamber 2011). Employees who report high levels
of POS also report work environments consistent with the human capital view, where
there are high levels of positive work conditions and low levels of negative work
conditions (Kurtessis et al., 2017).

Perceived organizational support creates a social bond between employees and
organizations based on social exchange. Individuals reciprocate the organization’s
valuing of their contributions and well-being by increasing performance and their
affective attachment to the organization (Kurtessis et al., 2017). Social bonding with
the organization also increases because high POS fulfills socio-emotional needs, such
as approval, esteem, affiliation, and emotional support (Eisenberger & Stinglhamber,
2011; Kurtessis et al., 2017). As with the social control framework discussed earlier,
a strong social bond with the organization may motivate individuals to engage in
responsible behavior and refrain from substance misuse that can undermine their job
performance. The difference between social control theory and organizational sup-
port theory is the process underlying the social bond. In the social control framework,
a social bond with the organization develops through organizational monitoring and
shaping normative behavior. In contrast, in the organization support framework,
employees develop a social bond with the organization because it values employees’
contributions and well-being and provides a work environment that allows employ-
ees to flourish (Eisenberger & Stinglhamber, 2011; Kurtessis et al., 2017).

Consistent with expectations based on organizational support theory, one study
reported a negative association between POS and employee alcohol misuse among
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military personnel (Wright et al., 2012). A second study reported that high POS indi-
rectly reduced alcohol use among retail store employees by reducing levels of anger
(O’Neill et al., 2009). Although no research has explored the association of POS
with SUD recovery, there are reasons to believe that POS may support recovery.
Organizations with high POS have work environments that promote positive work
conditions and minimize negative work conditions. As discussed earlier, such work
environments may increase the likelihood that those with current SUDs will initiate
unassisted or treatment-assisted recovery efforts and reduce the likelihood that those
in recovery will return to substance use. Moreover, relative to low POS organiza-
tions, high POS organizations are more likely to build the human, physical, and social
capital critical to the initiation and sustainability of SUD recovery and individual
well-being (Eisenberger & Stinglhamber, 2011; Kurtessis et al., 2017).

Research Proposition 7 High perceived organizational support will increase the like-
lihood of (a) initiating unassisted and treatment-assisted recovery efforts, (b) achiev-
ing or sustaining abstinence, and (c) achieving broad recovery outcomes such as
growth in positive recovery capital and improved physical, psychological, and social
well-being.

Conclusion

SUDs represent critical public health and occupational health issues. Evidence sug-
gests that many individuals eventually recover from their SUD and develop produc-
tive and meaningful lives. However, the path to recovery is a complex, dynamic, and
heterogeneous process that unfolds over time in environmental contexts that can
undermine or facilitate SUD recovery initiation and sustainability. An environmental
context that broadly affects most adults’ lives is employment. Consistent with this
impact, employment represents a critical resource in SUD recovery (e.g., Borrelli et
al., 2017; Brown & Ashford, 2019; Grover & Paylor, 2010; Laudet & White, 2010;
Monaghan & Wincup, 2013; Room, 1998; Worley, 2017). However, discussions of
employment as a SUD recovery resource have not considered that employment also
may undermine recovery.

This article’s overall goal was to articulate the potential impact of the employment
context in SUDs. To address this goal and inform occupational health researchers and
related professionals, we (a) described the nature of a SUD, (b) summarized defini-
tions of SUD recovery and broad themes associated with recovery, (¢) developed a
working definition of workplace supported recovery, (d) presented a general heuristic
model highlighting where work conditions may affect the SUD recovery process, and
(e) developed research propositions to guide future research on how two sets of work
conditions—workplace recovery hazards and supports—may undermine or facilitate
SUD recovery. However, our heuristic model and associated research propositions
represent an initial attempt to identify potentially critical directions for occupational
health research on workplace supported SUD recovery.
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Future research testing and extending the research proposed in this article may
provide a better understanding of the positive and negative impact of the work envi-
ronment on employees’ ability to recover from SUDs. Using a broad set of recovery
outcomes, including workplace productivity outcomes, would enhance the bottom-
line case that employers and employees could benefit if employers directly address
SUD recovery. Although the research propositions highlight the general associa-
tions of workplace recovery hazards and supports to SUD recovery outcomes, future
research needs to uncover which workplace hazards and supports are most central to
workplace supported recovery. Moreover, research needs to explore how the vari-
ous work conditions operate together to undermine or support SUD recovery. A lack
of research precluded a detailed discussion of two processes central to this issue—
moderation and mediation (Frone, 1999, 2019). For example, regarding moderation,
high levels of POS may decrease (buffer) the negative impact of workplace SUD
stigma on SUD recovery outcomes. Relatedly, research on the processes linking the
workplace to SUD recovery can examine heterogeneity across the various special
emphasis populations described earlier (see Recovery Theme 3). In terms of media-
tion, negative work conditions and workplace physical availability of substances may
increase workplace norms and rituals supportive of substance use, which reduces
the likelihood of recovery among those with a current SUD and increases the likeli-
hood of a SUD recurrence among those in recovery. Finally, future research on work-
place supported recovery should endeavor to use longitudinal observational designs
and randomized clinical trials to provide more robust causal evidence to motivate
employers to consider policies and interventions to address SUD recovery among
their employees.

This review demonstrates that little conceptual or empirical work exists on the
intersection of work and SUD recovery. In other words, this issue represents an
underdeveloped research area where occupational health researchers can have a
critical impact on a significant societal and occupational health issue. The proposed
research agenda can help occupational health researchers and practitioners develop,
refine, and evaluate interventions that leverage the workplace to support and sustain
SUD recovery.

Open Access This article is licensed under a Creative Commons Attribution 4.0 International License,
which permits use, sharing, adaptation, distribution and reproduction in any medium or format, as long
as you give appropriate credit to the original author(s) and the source, provide a link to the Creative
Commons licence, and indicate if changes were made. The images or other third party material in this
article are included in the article's Creative Commons licence, unless indicated otherwise in a credit line
to the material. If material is not included in the article's Creative Commons licence and your intended use
is not permitted by statutory regulation or exceeds the permitted use, you will need to obtain permission
directly from the copyright holder. To view a copy of this licence, visit http://creativecommons.org/
licenses/by/4.0/.

References

Ahmad, F. B., Rossen, L. M., & Sutton, P. (2021). Provisional drug overdose death counts. National Center
for Health Statistics. https://www.cdc.gov/nchs/nvss/vsrr/drug-overdose-data.htm

@ Springer


http://creativecommons.org/licenses/by/4.0/
http://creativecommons.org/licenses/by/4.0/
https://www.cdc.gov/nchs/nvss/vsrr/drug-overdose-data.htm

504 Occupational Health Science (2022) 6:475-511

Akhtar, A. (2019). 7 business leaders who are completely open about their struggles with alco-
hol and drugs. Business Insider. Retrieved from https://www.businessinsider.com/
business-leaders-who-openly-discuss-drug-and-alcohol-addiction

Albertsen, K., Borg, V., & Oldenburg, B. (2006). A systematic review of the impact of work environment
on smoking cessation, relapse and amount smoked. Preventive Medicine, 43(4), 291-305. doi:https://
doi.org/10.1016/j.ypmed.2006.05.001

American Psychiatric Association (2000). Diagnostic and statistical manual of mental disorders (4th ed.
Text Revision). Washington, DC: Author

American Psychiatric Association. (2013). Diagnostic and statistical manual of mental disorders (5th
ed.).). Washington, DC: Author

Ames, G. M., & Moore, R. S. (2016). Substance use in specific settings: The workplace and the military.
In K. J. Sher (Ed.), The oxford handbook of substance use and substance use disorders (2 vol., pp.
579-599). New York: Oxford University Press

Arbour, S., Gavrysh, 1., Hambley, J. M., Tse, A., Ho, V., & Bell, M. L. (2014). Addiction treatment and
work-related outcomes: Examining the impact of employer involvement and substance of choice
on absenteeism, tardiness, and productivity. Journal of Workplace Behavioral Health, 29, 73-90.
doi:https://doi.org/10.1080/15555240.2014.866478

Arria, A. M., & McLellan, A. T. (2012). Evolution of concept, but not action, in addiction treatment.
Substance Use & Misuse, 47(8-9), 1041-1048. doi:https://doi.org/10.3109/10826084.2012.663273

Ashford, R. D., Brown, A., Brown, T., Callis, J., Cleveland, H. H., Eisenhart, E., & Whitney, J. (2019).
Defining and operationalizing the phenomena of recovery: A working definition from the Recovery
Science Research Collaborative. Addiction Research & Theory, 27, 179-188. doi:https://doi.org/10.
1080/16066359.2018.1515352

Bacharach, S. B., Bamberger, P. A., & Sonnenstuhl, W. J. (1996). MAPs: Labor-based peer assistance in
the workplace. Industrial Relations, 35,261-275

Bacharach, S. B., Bamberger, P. A., & Sonnenstuhl, W. J. (2001). Mutual aid and union renewal: Cycles
of logics in action. Ithaca, NY: ILR Press

Balducci, C., Schaufeli, W. B., & Fraccaroli, F. (2011). The job demands-resources model and counter-
productive work behaviour: The role of job-related affect. European Journal of Work and Organiza-
tional Psychology, 20, 467-496. doi:https://doi.org/10.1080/13594321003669061

Baldwin, M. L., Marcus, S. C., & De Simone, J. (2010). Job loss discrimination and former sub-
stance use disorders. Drug and Alcohol Dependence, 110, 1-7. doi:https://doi.org/10.1016/].
drugalcdep.2010.01.018

Bannai, A., & Tamakoshi, A. (2014). The association between long working hours and health: a system-
atic review of epidemiological evidence. Scandinavian Journal of Work and Environmental Health,
40(1), 5-18. doi:https://doi.org/10.5271/sjweh.3388

Barling, J., Kelloway, E. K., & Frone, M. R. (2005). Handbook of work stress. Thousand Oaks, CA: SAGE
Publications

Becker, H. C. (2012). Effects of alcohol dependence and withdrawal on stress responsiveness and alcohol
consumption. Alcohol Research: Current Reviews, 34(4), 448-458

Best, D. (2015). The Australian life in recovery survey. Melbourne, Australia: Turning Point, Eastern
Health

Best, D., Albertson, K., Irving, J., Lightowlers, C., Mama-Rudd, A., & Chaggar, A. (2015). UK life in
recovery survey 2015: The first national UK survey of addiction recovery experiences. Sheffiled, UK:
Helena Kennedy Centre for International Justice, Sheffield Hallam University

Betty Ford Institute Consensus Panel. (2007). What is recovery? A working definition from the Betty
Ford Institute. Journal of Substance Abuse Treatment, 33, 221-228. doi:https://doi.org/10.1016/j.
jsat.2007.06.001

Betty Ford Institute Consensus Panel. (2009). What is recovery? Revisiting the Betty Ford Institute consen-
sus panel definition. International Journal of Mental Health and Addiction, 7, 493-496. doi:https://
doi.org/10.1080/15332560903540052

Borrelli, M. R., Mantori, S., Kaar, S., Kelleher, M., & Bell, J. (2017). The meaning of “recovery” for
addiction treatment and research. Journal of Addiction & Additive Doisorders, 4,012. doi:https://doi.
org/10.24966/AAD-7276/100012

Brady, K. T. (2012). Commentary on Reflections on treating addictive disorders: A psychodynamic perspec-
tive. American Journal on Addictions, 21,279. doi:https://doi.org/10.1111/j.1521-0391.2012.00234.x

@ Springer


https://www.businessinsider.com/business-leaders-who-openly-discuss-drug-and-alcohol-addiction
https://www.businessinsider.com/business-leaders-who-openly-discuss-drug-and-alcohol-addiction
http://dx.doi.org/10.1016/j.ypmed.2006.05.001
http://dx.doi.org/10.1016/j.ypmed.2006.05.001
http://dx.doi.org/10.1080/15555240.2014.866478
http://dx.doi.org/10.3109/10826084.2012.663273
http://dx.doi.org/10.1080/16066359.2018.1515352
http://dx.doi.org/10.1080/16066359.2018.1515352
http://dx.doi.org/10.1080/13594321003669061
http://dx.doi.org/10.1016/j.drugalcdep.2010.01.018
http://dx.doi.org/10.1016/j.drugalcdep.2010.01.018
http://dx.doi.org/10.5271/sjweh.3388
http://dx.doi.org/10.1016/j.jsat.2007.06.001
http://dx.doi.org/10.1016/j.jsat.2007.06.001
http://dx.doi.org/10.1080/15332560903540052
http://dx.doi.org/10.1080/15332560903540052
http://dx.doi.org/10.24966/AAD-7276/100012
http://dx.doi.org/10.24966/AAD-7276/100012
http://dx.doi.org/10.1111/j.1521-0391.2012.00234.x

Occupational Health Science (2022) 6:475-511 505

Brown, A. M., & Ashford, R. D. (2019). Recovery-informed theory: Situating the subjective in the sci-
ence of substance use disorder recovery. Journal of Recovery Science, 1, 2—15. doi:https://doi.
org/10.31886/jors.13.2019.38

Buchanan, J., & Young, L. (2000). The war on drugs - A war on drug users. Drugs: Education Prevention
& Policy, 77, 409-422. doi:https://doi.org/10.1080/dep.7.4.409.422

Buvik, K. (2020). It’s time for a drink! Alcohol as an investment in the work environment. Drugs: Educa-
tion Prevention and Policy, 27, 86-91. doi:https://doi.org/10.1080/09687637.2019.1570082

Chiaburu, D. S., & Harrison, D. A. (2008). Do peers make the place? Conceptual synthesis and meta-
analysis of coworker effects on perceptions, attitudes, OCBs, and performance. Journal of Applied
Psychology, 93(5), 1082—1103. doi:https://doi.org/10.1037/0021-9010.93.5.1082

Cialdini, R. B., & Trost, M. R. (1998). Social influence: Social norms, conformity, and compliance. In D.
T. Gilbert, S. T. Fiske, & G. Lindzey (Eds.), The handbook of social psychology (4th ed., 2 vol., pp.
151-192). New York: McGraw-Hill

Clarke, S. (2019). Occupational health psychology. In Oxford Research Encyclopedia of Psychol-
ogy. https://oxfordre.com/psychology/view/10.1093/acrefore/9780190236557.001.0001/
acrefore-9780190236557-e-21

Cloud, W., & Granfield, R. (2008).Substance Use & Misuse, 43,1971-1986. doi:https:/doi.
org/10.1080/10826080802289762

Collins, R. (2004). Interactional ritual chains. Princeton, NJ:: Princeton University Press

Connery, H. S. (2015). Medication-assisted treatment of opioid use disorder: Review of the evidence
and future directions. Harvard Review of Psychiatry, 23(2), 63—75. doi:https://doi.org/10.1097/
HRP.0000000000000075

Corrigan, P. W., & Nieweglowski, K. (2018). Stigma and the public health agenda for the opioid cri-
sis in America. International Journal of Drug Policy, 59, 44-49. doi:https://doi.org/10.1016/].
drugpo.2018.06.015

Cronin, M. A., Stouten, J., & Van Knippenberg, D. (2021). The theory crisis in management research: Solv-
ing the right problem. Academy of Management Review, 46, 667—683. doi: https://doi.org/10.5465/
amr.2019.0294

da Silveira, P. S., Casela, A. L. M., Monteiro, E. P., Ferreira, G. C. L., de Freitas, J. V. T., Machado, M., &
Noto, A. R. (2018). Psychosocial understanding of self-stigma among people who seek treatment for
drug addiction. Stigma and Health, 3, 42-52. doi:https://doi.org/10.1037/sah0000069

Davenport, S., Weaver, A., & Caverly, M. (2019). Economic impact of non-medical opioid use in the
United States: Annual estimates and projections for 2015 through 2019. Schaumburg, IL: Society
of Actuaries

Davey-Rothwell, M. A., Kuramoto, S. J., & Latkin, C. A. (2008). Social networks, norms, and 12-step
group participation. American Journal of Drug and Alcohol Abuse, 34(2), 185—193. doi:https://doi.
org/10.1080/00952990701877086

Dennis, M., & Scott, C. K. (2007). Managing addiction as a chronic condition. Addiction Science & Clini-
cal Practice, 4, 45-55. doi:https://doi.org/10.1151/ascp074145

Eisenberger, R., & Stinglhamber, F. (2011). Perceived organization support: Fostering enthusiastic and
productive employees. Washington, D.C.: American Psychological Association

el-Guebaly, N. (2012). The meanings of recovery from addiction: Evolution and promises. Journal of
Addiction Medicine, 6, 1-9. doi:https://doi.org/10.1097/ADM.0b013e31823ae540

Esser, M. B., Sherk, A., Liu, Y., Naimi, T. S., Stockwell, T., Stahre, M., & Brewer, R. D. (2020). Deaths
and years of potential life lost from excessive alcohol use — United States, 2011-2015. Morbidity
and Mortality Weekly Report, 69, 1428-1433

Fredrickson, B. L. (2004). The broaden-and-build theory of positive emotions. Philosophical Transactions
of the Royal Society B, 359(1449), 1367-1378. doi:https://doi.org/10.1098/rstb.2004.1512

Frone, M. R. (1999). Work stress and alcohol use. Alcohol Research & Health, 23(4), 284-291

Frone, M. R. (2012). Workplace substance use climate: Prevalence and distribution in the U.S. workforce.
Journal of Substance Use, 71(1), 72—83. doi:https://doi.org/10.3109/14659891.2010.531630

Frone, M. R. (2013). Aicohol and illicit drug use in the workforce and workplace. Washington, DC: Ameri-
can Psychological Association

Frone, M. R. (2015). Relations of negative and positive work experiences to employee alcohol use: Test-
ing the intervening role of negative and positive work rumination. Journal of Occupational Health
Psychology, 20(2), 148—160. doi:https://doi.org/10.1037/a0038375

@ Springer


http://dx.doi.org/10.31886/jors.13.2019.38
http://dx.doi.org/10.31886/jors.13.2019.38
http://dx.doi.org/10.1080/dep.7.4.409.422
http://dx.doi.org/10.1080/09687637.2019.1570082
http://dx.doi.org/10.1037/0021-9010.93.5.1082
https://oxfordre.com/psychology/view/10.1093/acrefore
http://dx.doi.org/10.1080/10826080802289762
http://dx.doi.org/10.1080/10826080802289762
http://dx.doi.org/10.1097/HRP.0000000000000075
http://dx.doi.org/10.1097/HRP.0000000000000075
http://dx.doi.org/10.1016/j.drugpo.2018.06.015
http://dx.doi.org/10.1016/j.drugpo.2018.06.015
http://dx.doi.org/10.5465/amr.2019.0294
http://dx.doi.org/10.5465/amr.2019.0294
http://dx.doi.org/10.1037/sah0000069
http://dx.doi.org/10.1080/00952990701877086
http://dx.doi.org/10.1080/00952990701877086
http://dx.doi.org/10.1151/ascp074145
http://dx.doi.org/10.1097/ADM.0b013e31823ae540
http://dx.doi.org/10.1098/rstb.2004.1512
http://dx.doi.org/10.3109/14659891.2010.531630
http://dx.doi.org/10.1037/a0038375

506 Occupational Health Science (2022) 6:475-511

Frone, M. R. (2019). Employee psychoactive substance involvement: Historical context, key findings,
and future directions. Annual Review of Organizational Psychology and Organizational Behavior, 6,
273-297. doi:https://doi.org/10.1146/annurev-orgpsych-012218-015231

Frone, M. R., & Blais, A. R. (2020). Organizational downsizing, work conditions, and employee outcomes:
Identifying targets for workplace intervention among survivors. International Journal of Environ-
mental Research and Public Health, 17(3), 1-22. doi:https://doi.org/10.3390/ijerph17030719

Frone, M. R., & Trinidad, J. R. (2012). Relation of supervisor social control to employee substance use:
Considering the dimensionality of social control, temporal context of substance use, and substance
legality. Journal of Studies on Alcohol and Drugs, 73(2), 303-310. doi:https://doi.org/10.15288/
jsad.2012.73.303

Gisler, S., Omansky, R., Alenick, P. R., Tumminia, A. M., Eatough, E. M., & Johnson, R. C. (2018). Work-
life conflict and employee health: A review. Journal of Applied Biobehavioral Research, 23, e12157.
doi:https://doi.org/10.1111/jabr.12157

Goftfman, E. (1963). Stigma: Notes on the management of spoiled identies. Cliffs, NJ: Prentice-Hall

Goh, J., Pfeffer, J., & Zenios, S. A. (2017). The relationship between workplace stressors and mortality
and health costs in the United States. Management Science, 62, 608-628. doi:https://doi.org/10.1287/
mnsc.2014.2115

Goplerud, E., Hodge, S., & Benham, T. (2017). A substance use cost calculator for US employers with
an emphasis on prescription pain medication misuse. Journal of Occupational and Environmental
Medicine, 59(11), 1063—1071. doi:https://doi.org/10.1097/JOM.0000000000001157

Grandey, A. A., Frone, M. R., Melloy, R. C., & Sayre, G. M. (2019). When are fakers also drinkers? A
self-control view of emotional labor and alcohol consumption among U.S. service workers. Journal
of Occupational Health Psychology, 24, 482-497. doi:https://doi.org/10.1037/0cp0000147

Grant, B. F., Goldstein, R. B., Saha, T. D., Chou, S. P., Jung, J., Zhang, H., & Hasin, D. S. (2015). Epi-
demiology of DSM-5 Alcohol Use Disorder: Results From the National Epidemiologic Survey on
Alcohol and Related Conditions. JAMA Psychiatry, 72(8), 757-766. doi:https://doi.org/10.1001/
jamapsychiatry.2015.0584

Grover, C., & Paylor, 1. (2010). No one written off? Welfare, work and problem drug use. Drugs: Educa-
tion Prevention & Policy, 17, 315-332. doi:https://doi.org/10.3109/09687630902897896

Hakulinen, C., Elovainio, M., Arffman, M., Lumme, S., Pirkola, S., Keskimaki, I., & Bockerman, P. (2019).
Mental disorders and long-term labour market outcomes: Nationwide cohort study of 2 055 720 indi-
viduals. Acta Psychiatrica Scandinavica, 140(4), 371-381. doi:https://doi.org/10.1111/acps.13067

Hasin, D. S., Kerridge, B. T., Saha, T. D., Huang, B., Pickering, R., Smith, S. M., & Grant, B. F. (2016).
Prevalence and correlates of DSM-5 cannabis use disorder, 2012-2013: Findings from the National
Epidemiologic Survey on Alcohol and Related Conditions-111. American Journal of Psychiatry,
173(6), 588-599. doi:https://doi.org/10.1176/appi.ajp.2015.15070907

Hedegaard, H., Minifio, A. M., & Warner, M. (2020). Drug Overdose Deaths in the United States, 1999—
2019. National Center for Health Statistics (Data Brief No. 394). Retrieved from https://www.cdc.
gov/nchs/products/databriefs/db394.htm

Hennessy, E. A. (2017). Recovery capital: A systematic review of the literature. Addiction Research &
Theory, 25, 349-360. doi:https://doi.org/10.1080/16066359.2017.1297990

Hinshaw, S. P., & Stier, A. (2008). Stigma as related to mental disorders. Annual Review of Clinical Psy-
chology, 4, 367-393. doi:https://doi.org/10.1146/annurev.clinpsy.4.022007.141245

Jackson, A. T., & Frame, M. C. (2018). Stress, health, and job performance: What do we know? Journal of
Applied Biobehavioral Research, 23, ¢12147. doi: https://doi.org/10.1111/jabr.12147

Jacobson, J. O. (2004). Place and attrition from substance abuse treatment. Journal of Drug Issues, 34,
23-49. doi:https://doi.org/10.1177/002204260403400102

Jahoda, M. (1981). Work, employment, and unemployment: Values, theories, and approaches in social
research. American Psychologist, 36(2), 184—191. doi:https://doi.org/10.1037/0003-066X.36.2.184

Jahoda, M. (1982). Employment and unemployment. Cambridge, England: University Press

Jorm, A.F., & Oh, E. (2009). Desire for social distance from people with mental disorders. Austrlian and New
Zealand Journal of Psychiatry, 43(3), 183-200. doi:https://doi.org/10.1080/00048670802653349

Kelly, J. F., Abry, A. W., Milligan, C. M., Bergman, B. G., & Hoeppner, B. B. (2018). On being “in recov-
ery”: A national study of prevalence and correlates of adopting or not adopting a recovery identity
among individuals resolving drug and alcohol problems. Psychology of Addictive Behaviors, 32,
595-604. doi:https://doi.org/10.1037/adb0000386

@ Springer


http://dx.doi.org/10.1146/annurev-orgpsych-012218-015231
http://dx.doi.org/10.3390/ijerph17030719
http://dx.doi.org/10.15288/jsad.2012.73.303
http://dx.doi.org/10.15288/jsad.2012.73.303
http://dx.doi.org/10.1111/jabr.12157
http://dx.doi.org/10.1287/mnsc.2014.2115
http://dx.doi.org/10.1287/mnsc.2014.2115
http://dx.doi.org/10.1097/JOM.0000000000001157
http://dx.doi.org/10.1037/ocp0000147
http://dx.doi.org/10.1001/jamapsychiatry.2015.0584
http://dx.doi.org/10.1001/jamapsychiatry.2015.0584
http://dx.doi.org/10.3109/09687630902897896
http://dx.doi.org/10.1111/acps.13067
http://dx.doi.org/10.1176/appi.ajp.2015.15070907
https://www.cdc.gov/nchs/products/databriefs/db394.htm
https://www.cdc.gov/nchs/products/databriefs/db394.htm
http://dx.doi.org/10.1080/16066359.2017.1297990
http://dx.doi.org/10.1146/annurev.clinpsy.4.022007.141245
http://dx.doi.org/10.1111/jabr.12147
http://dx.doi.org/10.1177/002204260403400102
http://dx.doi.org/10.1037/0003-066X.36.2.184
http://dx.doi.org/10.1080/00048670802653349
http://dx.doi.org/10.1037/adb0000386

Occupational Health Science (2022) 6:475-511 507

Kelly, J. F., Bergman, B., Hoeppner, B. B., Vilsaint, C., & White, W. L. (2017). Prevalence and pathways of
recovery from drug and alcohol problems in the United States population: Implications for practice,
research, and policy. Drug and Alcohol Dependence, 181, 162—169. doi:https://doi.org/10.1016/j.
drugaledep.2017.09.028

Kelly, J. F., Greene, M. C., & Bergman, B. G. (2018). Beyond abstinence: Changes in indices of quality of
life with time in recovery in a nationally representative sample of U.S. adults. Alcoholism: Clinical
and Experimental Research, 42(4), 770-780. doi:https://doi.org/10.1111/acer.13604

Kelly, J. F., Greene, M. C., Bergman, B. G., White, W. L., & Hoeppner, B. B. (2019). How many recovery
attempts does it take to successfully resolve an alcohol or drug problem? Estimates and correlates
from a national study of recovering U.S. adults. Alcoholism: Clinical and Experimental Reseach, 43,
1533—1544. doi: https://doi.org/10.1111/acer.14067

Kelly, J. F., & Hoeppner, B. (2015). A biaxial formulation of the recovery construct. Addiction Research &
Theory, 23, 5-9. doi:https://doi.org/10.3109/16066359.2014.930132

Krawczyk, N., Negron, T., Nieto, M., Agus, D., & Fingerhood, M. 1. (2018). Overcoming medication
stigma in peer recovery: A new paradigm. Substance Abuse, 39(4), 404-409. doi:https://doi.org/10.
1080/08897077.2018.1439798

Krupa, T., Kirsh, B., Cockburn, L., & Gewurtz, R. (2009). Understanding the stigma of mental illness in
employment. Work (Reading, Mass.), 33(4), 413—425. doi:https://doi.org/10.3233/WOR-2009-0890

Kurtessis, J. N., Eisenberger, R., Ford, M. T., Buffardi, L. C., Stewart, K. A., & Adis, C. S. (2017). Per-
ceived organizational support: A meta-analytic evaluation of organizational support theory. Journal
of Management, 43(6), 1854—1884. doi:https://doi.org/10.1177/0149206315575554

Laudet, A. (2013). Life in recovery: Report on the survey findings. Washington, DC: Faces & Voices of
Recovery

Laudet, A. B., & White, W. (2010). What are your priorities right now? Identifying service needs across
recovery stages to inform service development. Journal of Substance Abuse Treatment, 38(1), 51-59.
doi:https://doi.org/10.1016/j.jsat.2009.06.003

Lee, J. Y., Rocco, T. S., & Shuck, B. (2020). What is a resource: Toward a taxonomy of resources
for employee engagement. Human Resource Development Review, 19, 5-38. doi:https://doi.
org/10.1177/1534484319853100

Leyens, J. P., Paladino, P. M., Rodriguez-Torres, R., Vaes, J., Demoulin, S., Rodriguez-Perez, A., & Gaunt,
R. (2000). The emotional side of prejudice: The attribution of secondary emotions to ingroups and
outgroups. Personality and Social Psychology Review, 4, 186—197. doi:https://doi.org/10.1207/
S15327957PSPR0402_06

Liu, S., Wang, M., Bamberger, P., Shi, J., & Bacharach, S. B. (2015). The dark side of socialization: A
longitudinal investigation of newcomer alcohol use. Academy of Management Journal, 2, 334-355.
doi:https://doi.org/10.5465/amj.2013.0239

Livingston, J. D., Milne, T., Fang, M. L., & Amari, E. (2012). The effectiveness of interventions for
reducing stigma related to substance use disorders: A systematic review. Addiction, 107(1), 39-50.
doi:https://doi.org/10.1111/.1360-0443.2011.03601.x

Lloyd, C. (2013). The stigmatization of problem drug users: A narrative review. Drugs: Education Preven-
tion and Policy, 20, 85-95. doi:https://doi.org/10.3109/09687637.2012.743506

Lundberg, U. (2015). Work conditions and back pain problems. Stress and Health, 31(1), 1-4. doi:https://
doi.org/10.1002/smi.2633

Luoma, J. B., Kulesza, M., Hayes, S. C., Kohlenberg, B., & Larimer, M. (2014). Stigma predicts residen-
tial treatment length for substance use disorder. American Journal of Drug and Alcohol Abuse, 40(3),
206-212. doi:https://doi.org/10.3109/00952990.2014.901337

Manning, C., & White, P. D. (1995). Attitudes of employers to the mentally ill. Psychiatric Bulletin, 19,
541-543. doi:https://doi.org/10.1192/pb.19.9.541

Marlatt, G. A., & George, W. H. (1984). Relapse prevention: Introduction and overview of the model. Brit-
ish Journal of Addictions, 79(3), 261-273. doi:https://doi.org/10.1111/j.1360-0443.1984.tb00274.x

Marlatt, G. A., & Witkiewitz, K. (2005). Relapse prevention for alcohol and drug problems. In G. A.
Marlatt, & D. M. Donovan (Eds.), Relapse Prevention: Maintenance strategies in the treatment of
addictive behaviors (2nd ed., pp. 1-44). New York: Guilford Press

McLellan, A. T., Lewis, D. C., O’Brien, C. P., & Kleber, H. D. (2000). Drug dependence, a chronic medi-
cal illness: Implications for treatment, insurance, and outcomes evaluation. Journal of the American
Medical Association, 284(13), 1689—1695. doi:https://doi.org/10.1001/jama.284.13.1689

@ Springer


http://dx.doi.org/10.1016/j.drugalcdep.2017.09.028
http://dx.doi.org/10.1016/j.drugalcdep.2017.09.028
http://dx.doi.org/10.1111/acer.13604
http://dx.doi.org/10.1111/acer.14067
http://dx.doi.org/10.3109/16066359.2014.930132
http://dx.doi.org/10.1080/08897077.2018.1439798
http://dx.doi.org/10.1080/08897077.2018.1439798
http://dx.doi.org/10.3233/WOR-2009-0890
http://dx.doi.org/10.1177/0149206315575554
http://dx.doi.org/10.1016/j.jsat.2009.06.003
http://dx.doi.org/10.1177/1534484319853100
http://dx.doi.org/10.1177/1534484319853100
http://dx.doi.org/10.1207/S15327957PSPR0402_06
http://dx.doi.org/10.1207/S15327957PSPR0402_06
http://dx.doi.org/10.5465/amj.2013.0239
http://dx.doi.org/10.1111/j.1360-0443.2011.03601.x
http://dx.doi.org/10.3109/09687637.2012.743506
http://dx.doi.org/10.1002/smi.2633
http://dx.doi.org/10.1002/smi.2633
http://dx.doi.org/10.3109/00952990.2014.901337
http://dx.doi.org/10.1192/pb.19.9.541
http://dx.doi.org/10.1111/j.1360-0443.1984.tb00274.x
http://dx.doi.org/10.1001/jama.284.13.1689

508 Occupational Health Science (2022) 6:475-511

McQuaid, R. J., Malik, A., Moussouni, K., Baydack, N., Stargardter, M., & Morrisey, M. (2017). Life in
recovery from addiction in Canada. Ottawa, Ontario, Canada: Canadian Centre on Substance Use
and Addiction

Monaghan, M., & Wincup, E. (2013). Work and the journey to recovery: Exploring the implications of
welfare reform for methadone maintenance clients. International Journal of Drug Policy, 24(6),
e81-e86. doi:https://doi.org/10.1016/j.drugpo.2013.08.006

Moos, R. H. (2007a). Theory-based active ingredients of effective treatments for substance use dis-
orders. Drug and Alcohol Dependence, 88(2-3), 109-121. doi:https://doi.org/10.1016/].
drugalcdep.2006.10.010

Moos, R. H. (2007b). Theory-based processes that promote the remission of substance use disorders.
Clinical Psychology Review, 27(5), 537-551. doi:https://doi.org/10.1016/j.cpr.2006.12.006

Muller, C. P. (2020). Drug instrumentalization. Behavioural Brain Research, 390, 112672. doi:https://doi.
org/10.1016/j.bbr.2020.112672

Muller, C. P., & Schumann, G. (2011). Drugs as instruments: A new framework for non-addictive psy-
choactive drug use. Behavioral and Brain Sciences, 34(6), 293-310. doi:https://doi.org/10.1017/
S0140525X11000057

National Academies of Sciences-Engineering-Medicine. (2016a). Ending discrimination against people
with mental and substance use disorders: The evidence for stigma change. Washington, DC: The
National Academies Press

National Academies of Sciences-Engineering-Medicine. (2016b). Measuring recovery from substance use
or mental disorders: Workshop summary. Washington, DC: The National Academies Press

National Drug Intelligence Center. (2011). The Economic Impact of Illicit Drug Use on American Society.
Washington D.C: United States Department of Justice

National Institute for Occupational Safety and Health (2019). Medication-assisted therapy for opioid dis-
order. doi:https://doi.org/10.26616/NIOSHPUB2019133

National Institute on Drug Abuse (2018). Drugs, brains, and behavior: The science of addiction. Bethesda,
MD: National Institute on Drug Abuse; National Institutes of Health; U.S. Department of Health
and Human Services. Retrieved from https://d14rmgtrwzf5a.cloudfront.net/sites/default/files/soa.pdf

National Safety Council. (2017). How the prescription drug crisis is impacting American employers.
Itasca, IL: National Safety Council

National Safety Council. (2019). National employer survey 2019: Opioid usage in the workplace. Itasca,
IL: National Safety Council

Nieweglowski, K., Corrigan, P. W., Tyas, T., Tooley, A., Dubke, R., Lara, J., & Sheehan, L. (2018). Explor-
ing the public stigma of substance use disorder through community-based participatory research.
Addiction Research & Theory, 26, 323-329. doi:https://doi.org/10.1080/16066359.2017.1409890

O’Brien, C. P,, & McLellan, A. T. (1996). Myths about the treatment of addiction. Lancet, 347(8996),
237-240. doi:https://doi.org/10.1016/s0140-6736(96)90409-2

O’Neill, O. A., Vandenberg, R. J., Dejoy, D. M., & Wilson, M. G. (2009). Exploring relationships among
anger, perceived organizational support, and workplace outcomes. Journal of Occupational Health
Psychology, 14(3), 318-333. doi:https://doi.org/10.1037/a0015852

O’Sullivan, D., Xiao, Y., & Watts, J. R. (2019). Recovery capital and quality of life in stable
recovery from addiction. Rehabilitation Counseling Bulletin, 62, 209-221. doi:https://doi.
org/10.1177/0034355217730395

Office of the Surgeon General. (2016). Facing addiction in America: The surgeon generals report on
alcohol, drugs, and health. Washington, DC: U.S. Department of Health and Human Services

Pidd, K., Kostadinov, V., & Roche, A. (2016). Do workplace policies work? An examination of the rela-
tionship between alcohol and other drug policies and workers’ substance use. International Journal
of Drug Policy, 28, 48-54. doi:https://doi.org/10.1016/j.drugpo.2015.08.017

Radacsi, G., & Hardi, P. (2014). Substance misuse prevention as corporate social responsibility. Substance
Use & Misuse, 49(4), 352-363. doi:https://doi.org/10.3109/10826084.2013.841242

Ramo, D. E., & Brown, S. A. (2008). Classes of substance abuse relapse situations: A comparison of
adolescents and adults. Psychology o Addictive Behaviors, 22(3), 372-379. doi:https://doi.
org/10.1037/0893-164X.22.3.372

Rasinski, K. A., Woll, P., & Cooke, A. (2005). Stigma and substance use disorders. In P. W. Corrigan (Ed.),
On the stigma of mental illness: Practical strategies for research and social change (pp. 219-236).
Washington, DC: American Psychological Association

@ Springer


http://dx.doi.org/10.1016/j.drugpo.2013.08.006
http://dx.doi.org/10.1016/j.drugalcdep.2006.10.010
http://dx.doi.org/10.1016/j.drugalcdep.2006.10.010
http://dx.doi.org/10.1016/j.cpr.2006.12.006
http://dx.doi.org/10.1016/j.bbr.2020.112672
http://dx.doi.org/10.1016/j.bbr.2020.112672
http://dx.doi.org/10.1017/S0140525X11000057
http://dx.doi.org/10.1017/S0140525X11000057
http://dx.doi.org/10.26616/NIOSHPUB2019133
https://d14rmgtrwzf5a.cloudfront.net/sites/default/files/soa.pdf
http://dx.doi.org/10.1080/16066359.2017.1409890
http://dx.doi.org/10.1016/s0140-6736(96)90409-2
http://dx.doi.org/10.1037/a0015852
http://dx.doi.org/10.1177/0034355217730395
http://dx.doi.org/10.1177/0034355217730395
http://dx.doi.org/10.1016/j.drugpo.2015.08.017
http://dx.doi.org/10.3109/10826084.2013.841242
http://dx.doi.org/10.1037/0893-164X.22.3.372
http://dx.doi.org/10.1037/0893-164X.22.3.372

Occupational Health Science (2022) 6:475-511 509

Robinson, S. M., & Adinoff, B. (2018). The mixed message behind “Medication-Assisted Treatment” for
substance use disorder. American Journal of Drug and Alcohol Abuse, 44(2), 147-150. doi:https://
doi.org/10.1080/00952990.2017.1362419

Roche, A., Kostadinov, V., & Pidd, K. (2019). The stigma of addiction in the workplace. In J. D. Avery,
& J. J. Avery (Eds.), The stigma of addiction: An essential guide (pp. 167-199). New York: Springer

Roman, P. M. (1980). Medicalization and social control in the workplace: Prospects for the 1980s. Journal
of Applied Behavioral Science, 16,407-422. doi:https://doi.org/10.1177/002188638001600309

Room, J. A. (1998). Work and identity in substance abuse recovery. Journal of Substance Abuse Treatment,
15(1), 65-74. doi:https://doi.org/10.1016/s0740-5472(97)00250-x

Sacks, J. J., Gonzales, K. R., Bouchery, E. E., Tomedi, L. E., & Brewer, R. D. (2015). 2010 National and
State Costs of Excessive Alcohol Consumption. American Journal of Preventive Medicine, 49(5),
€73-79. doi:https://doi.org/10.1016/j.amepre.2015.05.031

Sahker, E., Ali, S. R., & Arndt, S. (2019). Employment recovery capital in the treatment of substance
use disorders: Six-month follow-up observations. Drug and Alcohol Dependence, 205, 107624.
doi:https://doi.org/10.1016/j.drugalcdep.2019.107624

Schill, A. L., Chosewood, L. C., & Howard, J. (2019). The NIOSH total worker health® vision. In H.
L. Hudson, J. A. S. Nigam, S. L. Sauter, L. C. Chosewood, A. L. Schill, & J. Howard (Eds.), Total
worker health (pp. 29-45). Washington, DC: American Psychological Association

Schomerus, G., Lucht, M., Holzinger, A., Matschinger, H., Carta, M. G., & Angermeyer, M. C. (2011). The
stigma of alcohol dependence compared with other mental disorders: A review of population studies.
Alcohol and Alcoholism, 46(2), 105-112. doi:https://doi.org/10.1093/alcalc/agq089

Schroeder, J., & Epley, N. (2020). Demeaning: Dehumanizing others by minimizing the importance of
their psychological needs. Journal of Personality and Social Psychology, 119, 765-791. doi:https:/
doi.org/10.1037/pspa0000199

Sheedy, C. K., & Whitter, M. (2009). Guiding principles and elements of recovery-oriented systems of
care: What do we know from the research? (HHS Publication No. (SMA) 09-4439). Rockville, MD:
Center for Substance Abuse Treatment, Substance Abuse and Mental Health Services Administration

Siahpush, M., & Carlin, J. B. (2006). Financial stress, smoking cessation and relapse: results from a
prospective study of an Australian national sample. Addiction, 101(1), 121-127. doi:https://doi.
org/10.1111/5.1360-0443.2005.01292.x

Single, E. W. (1988). The availability theory of alcohol related problems. In C. D. Chaudron, & D. A.
Wilkinson (Eds.), Theories of alcoholism (pp. 325-351). Toronto, Canada: Addiction Research
Foundation

Sinha, R. (2012). How Does Stress Lead to Risk of Alcohol Relapse? Alcohol Research: Current Reviews,
34,432-440

Slaymaker, V. J., & Owen, P. L. (2006). Employed men and women substance abusers: job troubles
and treatment outcomes. Joutnal of Substance Abuse Treatment, 31, 347-354. doi:https://doi.
org/10.1016/j.jsat.2006.05.008

Smart, R. G. (1980). An availability-proneness theory of illicit drug abuse. In D. J. Lettieri, M. Sayers,
& H. W. Pearson (Eds.), Theories on drug abuse: Selected contemporary perspectives (pp. 46—49).
Rockville, MD: National Institute on Drug Abuse

Sonnenstuhl, W. J. (1996). Working sober: The transformation of an occupational drinking culture. Ithaca,
NY: ILR Press/Cornell University Press.

Stea, J. N., Yakovenko, I., & Hodgins, D. C. (2015). Recovery from cannabis use disorders: Abstinence
versus moderation and treatment-assisted recovery versus natural recovery. Psychology of Addictive
Behaviors, 29(3), 522-531. doi: https://doi.org/10.1037/adb0000097

Strowig, A. B. (2000). Relapse determinants reported by men treated for alcohol addiction: The promi-
nence of depressed mood. Journal of Substance Abuse Treatment, 19(4), 469—474. doi:https://doi.
org/10.1016/s0740-5472(00)00122-7

Stuart, H. (2004). Stigma and work. Healthcare Papers, 5(2), 100-111. doi:https://doi.org/10.12927/
hcpap.16829

Substance Abuse and Mental Health Services Administration (2019). Results from the 2018 National Sur-
vey on Drug Use and Health: Detailed tables. Retrieved from https://www.samhsa.gov/data/sites/
default/files/cbhsq-reports/NSDUHDetailed Tabs2018R2/NSDUHDetailedTabs2018.pdf

Tate, S. R., Brown, S. A., Galasner, S. V., Unrod, M., & McQuaid, J. R. (2006). Chronic life stress, acute
stress events, and substance availability in relapse. Addiction Research and Theory, 14, 303-322.
doi:https://doi.org/10.1080/16066350500262817

@ Springer


http://dx.doi.org/10.1080/00952990.2017.1362419
http://dx.doi.org/10.1080/00952990.2017.1362419
http://dx.doi.org/10.1177/002188638001600309
http://dx.doi.org/10.1016/s0740-5472(97)00250-x
http://dx.doi.org/10.1016/j.amepre.2015.05.031
http://dx.doi.org/10.1016/j.drugalcdep.2019.107624
http://dx.doi.org/10.1093/alcalc/agq089
http://dx.doi.org/10.1037/pspa0000199
http://dx.doi.org/10.1037/pspa0000199
http://dx.doi.org/10.1111/j.1360-0443.2005.01292.x
http://dx.doi.org/10.1111/j.1360-0443.2005.01292.x
http://dx.doi.org/10.1016/j.jsat.2006.05.008
http://dx.doi.org/10.1016/j.jsat.2006.05.008
http://dx.doi.org/10.1037/adb0000097
http://dx.doi.org/10.1016/s0740-5472(00)00122-7
http://dx.doi.org/10.1016/s0740-5472(00)00122-7
http://dx.doi.org/10.12927/hcpap.16829
http://dx.doi.org/10.12927/hcpap.16829
https://www.samhsa.gov/data/sites/default/files/cbhsq-reports/NSDUHDetailedTabs2018R2/NSDUHDetailedTabs2018.pdf
https://www.samhsa.gov/data/sites/default/files/cbhsq-reports/NSDUHDetailedTabs2018R2/NSDUHDetailedTabs2018.pdf
http://dx.doi.org/10.1080/16066350500262817

510 Occupational Health Science (2022) 6:475-511

Thom, B. (2010). Women in recovery. In R. Yates, & M. S. Malloch (Eds.), Tackling addiction: Pathway
to recovery (pp. 52—69). London, UK: Jessica Kingsley Publishers

Trinkoff, A. M., Storr, C. L., & Wall, M. P. (1999). Prescription-type drug misuse and workplace
access among nurses. Journal of Addictive Diseases, 18(1), 9-17. doi:https://doi.org/10.1300/
JO69v18n01_02

Tucker, J. A., Vuchinich, R. E., & Gladsjo, J. A. (1991). Environmental influences on relapse in sub-
stance use disorders. International Journal of the Addictions, 25, 1017-1050. doi:https://doi.
org/10.3109/10826089109071032

UK Drug Policy Commission. (2008). The UK drug policy commission recovery consensus group: A
vision of recovery. London: Author

van Boekel, L. C., Brouwers, E. P., van Weeghel, J., & Garretsen, H. F. (2013). Stigma among health pro-
fessionals towards patients with substance use disorders and its consequences for healthcare deliv-
ery: Systematic review. Drug and Alcohol Dependence, 131, 23-35. doi:https://doi.org/10.1016/].
drugalcdep.2013.02.018

Vantilborgh, T., Bidee, J., Pepermans, R., Griep, Y., & Hofmans, J. (2016). Antecedents of psychological
contract breach: The role of job demands, job resources, and affect. PLoS One, 11(5), €0154696.
doi:https://doi.org/10.1371/journal.pone.0154696

Vermont Department of Health (2018). Recovery Employment Services. Retrieved from https://www.
healthvermont.gov/sites/default/files/documents/pdf/Employment%20in%20Recovery%20
Slides%202018_6-21.pdf

Vilsaint, C. L., Hoffman, L. A., & Kelly, J. F. (2020). Perceived discrimination in addiction recovery:
Assessing the prevalence, nature, and correlates using a novel measure in a U.S. National sample.
Drug and Alcohol Dependence, 206, 107667. doi:https://doi.org/10.1016/j.drugalcdep.2019.107667

Viswesvaran, C., Sanchez, J. 1., & Fisher, J. (1999). The role of social support in the process of work
stress: A meta-analysis. Journal of Vocational Behavior, 54, 314-354. doi:https://doi.org/10.1006/
jvbe.1998.1661

Wagner, E. F., & Baldwin, J. A. (2020). Recovery in special emphasis populations. Alcohol Research:
Current Reviews, 40, 1-8. doi:https://doi.org/10.35946/arcr.v40.3.05

Weiss, H. M., & Cropanzano, R. (1996). Affective events theory: A theoretical discussion of the structure,
causes, and consequences of affective experiences at work. Research in Organizational Behavior,
18,1-74

White, W. L. (2007a). Addiction recovery: Its definition and conceptual boundaries. Journal Of Substance
Abuse Treatment, 33, 229-241. doi:https://doi.org/10.1016/j.jsat.2007.04.015

White, W. L. (2007b). The new recovery advocacy movement in America. Addiction, 102(5), 696—703.
doi:https://doi.org/10.1111/j.1360-0443.2007.01808.x

White, W. L. (2011). Narcotics anonymous and the pharmacotherapeutic treatment of opioid addiction in
the United States. Chicago, IL: Philadelphia Department of Behavioral Health and Intellectual Dis-
ability Services & Great Lakes Addiction Technology Transfer Center

White, W. L., & Cloud, W. (2008). Recovery capital: A primer for addictions professionals. Counselor,
9,22-27

White, W. L., & Kelly, J. F. (2001). Recovery management: What if we really believed that addiction was
a chronic condition. In J. F. Kelly, & W. L. White (Eds.), Addiction recovery management: Theory,
research and practice (pp. 67-84). New York: Springer

Whitney, B. (2016). 10 Entrepreneurs in Recovery. The Fix. Retrieved from https://www.thefix.
com/10-entrepreneurs-recovery

Witkiewitz, K. (2020). Abstinence not required: Expanding the definition of recovery from alcohol use
disorder. Alcoholism: Clinical and Experimental Research, 44, 36-40

Worley, J. (2017). Recovery in substance use disorders: What to know to inform practice. Issues in Mental
Health Nursing, 38, 80-91. doi:https://doi.org/10.1080/01612840.2016.1245375

Wright, K. M., Foran, H. M., Wood, M. D., Eckford, R. D., & McGurk, D. (2012). Alcohol problems,
aggression, and other externalizing behaviors after return from deployment: Understanding the role
of combat exposure, internalizing symptoms, and social environment. Journal of Clinical Psychol-
ogy, 68(7), 782-800. doi:https://doi.org/10.1002/jclp.21864

Yang, L. H., Wong, L. Y., Grivel, M. M., & Hasin, D. S. (2017). Stigma and substance use disorders:
An international phenomenon. Current Opinion in Psychiatry, 30(5), 378-388. doi:https://doi.
org/10.1097/YCO.0000000000000351

@ Springer


http://dx.doi.org/10.1300/J069v18n01_02
http://dx.doi.org/10.1300/J069v18n01_02
http://dx.doi.org/10.3109/10826089109071032
http://dx.doi.org/10.3109/10826089109071032
http://dx.doi.org/10.1016/j.drugalcdep.2013.02.018
http://dx.doi.org/10.1016/j.drugalcdep.2013.02.018
http://dx.doi.org/10.1371/journal.pone.0154696
https://www.healthvermont.gov/sites/default/files/documents/pdf/Employment%20in%20Recovery%20Slides%202018_6-21.pdf
https://www.healthvermont.gov/sites/default/files/documents/pdf/Employment%20in%20Recovery%20Slides%202018_6-21.pdf
https://www.healthvermont.gov/sites/default/files/documents/pdf/Employment%20in%20Recovery%20Slides%202018_6-21.pdf
http://dx.doi.org/10.1016/j.drugalcdep.2019.107667
http://dx.doi.org/10.1006/jvbe.1998.1661
http://dx.doi.org/10.1006/jvbe.1998.1661
http://dx.doi.org/10.35946/arcr.v40.3.05
http://dx.doi.org/10.1016/j.jsat.2007.04.015
http://dx.doi.org/10.1111/j.1360-0443.2007.01808.x
https://www.thefix.com/10-entrepreneurs-recovery
https://www.thefix.com/10-entrepreneurs-recovery
http://dx.doi.org/10.1080/01612840.2016.1245375
http://dx.doi.org/10.1002/jclp.21864
http://dx.doi.org/10.1097/YCO.0000000000000351
http://dx.doi.org/10.1097/YCO.0000000000000351

Occupational Health Science (2022) 6:475-511 511

Yong, H. H., Borland, R., Cummings, K. M., & Partos, T. (2018). Do predictors of smoking relapse change
as a function of duration of abstinence? Findings from the United States, Canada, United Kingdom
and Australia. Addiction, 113(7), 1295-1304. doi:https://doi.org/10.1111/add.14182

Publisher’s Note Springer Nature remains neutral with regard to jurisdictional claims in published maps
and institutional affiliations.

Springer Nature or its licensor holds exclusive rights to this article under a publishing agreement with the

author(s) or other rightsholder(s); author self-archiving of the accepted manuscript version of this article
is solely governed by the terms of such publishing agreement and applicable law.

Authors and Affiliations

Michael R. Frone' - L. Casey Chosewood? - Jamie C. Osborne®-
John J. Howard*

< Michael R. Frone
mrf@buffalo.edu

Department of Psychology, University at Buffalo, The State University of New York,
Buffalo, NY, United States

2 Office of the Director, Office for Total Worker Health®, Centers for Disease Control and
Prevention, National Institute for Occupational Safety and Health, Atlanta, GA, United
States

Office of the Director, Office for Policy, Planning and Evaluation, Centers for Disease
Control and Prevention, National Institute for Occupational Safety and Health, Atlanta, GA,
United States

Office of the Director, Centers for Disease Control and Prevention, National Institute for
Occupational Safety and Health, Washington, DC, United States

@ Springer


http://dx.doi.org/10.1111/add.14182

	﻿Workplace Supported Recovery from Substance Use Disorders: Defining the Construct, Developing a Model, and Proposing an Agenda for Future Research
	﻿What is a Substance Use Disorder?
	﻿What is Recovery from a Substance Use Disorder?
	﻿Recovery Theme 1: Different Definitions of Recovery
	﻿﻿Recovery Theme 2: Recovery is a Lived, Self-Directed, and Empowering Process that Involves Building Healthy, Productive, and Meaningful Lives﻿
	﻿Recovery Theme 3: Recovery Represents an Individualized Growth Process
	﻿Recovery Theme 4: Recovery is Supported by a Chronic Care Model
	﻿﻿Recovery Theme 5: Recovery is Supported by Reducing Stigma and Promoting Accurate and Positive Portrayals of Persons with SUDs﻿
	﻿Recovery Theme 6: Recovery is Supported and Sustained by the Development of Recovery Capital

	﻿What is Workplace Supported Recovery?
	﻿Is Substance Use Disorder Recovery Associated with Positive Employment Outcomes?
	﻿The Impact of the Workplace on Substance Use Disorder Recovery
	﻿Conceptual Model of Workplace Supported Recovery
	﻿Agenda for Future Research on Workplace Supported Recovery
	﻿Workplace Recovery Hazards
	﻿Workplace Recovery Supports

	﻿Conclusion


