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Abstract
Issues. In substance use disorder, connection to social communities plays a significant role in the recovery process. The aim
here has been to identify and synthesise the qualitative research examining the process of social recovery from a first-person
perspective and how social communities assist in this process. Approach. Metasynthesis using the following databases:
CINAHL, Embase, MEDLINE, PsycINFO, Scopus, SocIndex and Web of Science. The search returned 6913 original arti-
cles, of which 18 met the following criteria: examining the experience of social recovery from a first-person perspective and how
social communities support this process, age of 18+, recovery of at least 12 months, in an English-language peer-reviewed
journal. Review protocol registration: PROSPERO (CRD42020190159). Key Findings. The persons in recovery
emphasised communities that they perceived as being safe and non-stigmatising. These are qualities that contributed to positive
self-change, and these communities were perceived as suitable arenas in which to confront responsibility and trust. Addition-
ally, participants found that their relationship skills were improving due to the new social bonds forged in these communities.
A sense of citizenship was gained along with a regaining of social dignity through voluntary work and giving back to society.
Implications. The pivotal role of the social community identified in this review underscores the importance of recognising
and supporting persons in recovery’s needs when connecting with such communities Conclusion. We propose a four-stage
model to guide research into social recovery from a first-person perspective and how social communities support this process.
[Vigdal MI, Moltu C, Bjornestad J, Selseng LB. Social recovery in substance use disorder: A metasynthesis
of qualitative studies. Drug Alcohol Rev 2022]
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Introduction

Connection with social communities plays an essential
role in the recovery process following a substance use
disorder (SUD) [1–6]. SUD recovery is described as a
long-term recovery (LTR) process that involves per-
sonal and social changes that are unique to the individ-
ual human being [2,3,7–9]. In order to approach SUD
recovery as a process of social change, it is necessary to
recognise the value of interaction between persons and
to view everyday life as an essential arena for recovery
[2,3,10,11]. Recovery is described as ‘a process of
restoring a meaningful sense of belonging to one’s

community and positive sense of identity apart from
one’s condition while rebuilding a life despite or within
the limitations imposed by that condition’ [5, p. 25].
In this article, we operationalise social community as a
human system given form through interactions, con-
versations or activities that build relatedness [12–14].
One systematic review has emphasised the building

personal relationships and a sense of community
belonging as facilitators in the recovery process [15].
Stigma is a prominent obstacle to community partici-
pation in SUD recovery [2,16,17]. Stigma refers to an
attribute that is deeply discrediting for the individual
[18]. Stigma and exclusion can be challenged by
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participating in activities that are experienced as
meaningful [19]. However, this can be difficult, as
stigma, self-stigma and discrimination are barriers to
developing interpersonal relationships and thus pose a
significant challenge to those in SUD recovery
[16,17,20,21].
From a relational recovery perspective, interpersonal

relationships and social contexts are seen as prerequi-
sites for recovery [6]. In this article, social recovery is
operationalised as ‘people’s ability to lead full and con-
tributing lives as active citizens’ [22, p. 360]. There is
an ongoing discussion in the field about the need for
abstinence from substance use in the LTR process
[23]. A growing body of evidence shows that moderate
use of a substance is possible among many of those
who have achieved a sustained reduction in the fre-
quency of substance use [23]. Such recovery literature
emphasises the relevance of focusing more on the
importance of ‘people’s ability to lead full and contrib-
uting lives as active citizens’ [22,23]. In personal
recovery, connectedness is highlighted as a pivotal pro-
cess that is interconnected with quality of life, hope
and optimism regarding the future, identity, meaning
in life and empowerment [6,23–25].
A review of studies on the relationship between

Alcoholics Anonymous (AA) and social networks
illustrates the importance of social communities in
LTR [1]. AA had its greatest impact on the develop-
ment of close friendships. Furthermore, through fri-
ends in AA, skills were being taught that were
necessary to maintain abstinence [1]. A review of
studies on first-person perspectives on facilitators in
and barriers to dual recovery supports these findings
[2]. A meaningful everyday life, including re-
establishment of one’s social life, supportive relation-
ships and a sense of being a productive citizen were
found to be a key facilitator of overcoming loneliness,
boredom and sustained recovery [2].
One systematic review showed that, although social

issues are critical factors in LTR, only seven (1.4%)
out of 504 studies have reported outcomes on social
factors such as friendship, support and social relation-
ships [7]. Furthermore, there is a lack of high-quality
longitudinal studies with a follow up of at least 2 years
that investigate social recovery within LTR [7]. Para-
doxically, there are shortcomings in what is known,
although social recovery within LTR is a target of
interventions [7,15,26,27]. One systematic review con-
cludes that the role of broader society is discussed in
the literature to only a very limited degree [15]. In
order to accommodate this knowledge gap, we aim to
identify and synthesise the qualitative research examin-
ing the process of social recovery from a first-person
perspective and how social communities assist in this
process.

Methods

The method selected for this study is qualitative
metasynthesis [28]. A qualitative metasynthesis is ‘the
process and outcome of organizing and interpreting
research findings about a particular matter, leading to
new, conceptual understanding beyond the average or
sum of parts’ [29, p. 7]. Our metasynthesis was per-
formed in three steps to secure comprehensive and
transparent reporting on methods and results [30].
The PRISMA guidelines [31] were applied to the sea-
rch strategy and data extraction. The Critical Appraisal
Skills Programme (CASP) checklist was used for qual-
ity appraisal and final study inclusion [32]. Data analy-
sis followed a structured framework for qualitative
metasynthesis [28]. The study protocol was registered
with the PROSPERO International prospective register
of systematic reviews in July 2020 (registration
no. CRD42020190159).

Sample

Systematic literature searches were performed on
16 April 2021 using the following databases—CIN-
AHL, Embase, MEDLINE, PsycINFO, Scopus and
SocIndex—and on 19 April 2021 using Web of Sci-
ence. This literature search included the following four
elements: SUD, recovery, quality of life and social
communities. Each element was searched for by sub-
ject heading and other search terms (text words) and
then combined with the Boolean operator ‘AND’,
which requires all elements to be present. The search
was developed in order to search EMBASE with an
Ovid interface (see Figure 1). The subject headings
and thesaurus terms were adapted for each of the
remaining databases that have a thesaurus. The text
words searched were the same for all databases. The
inclusion criteria were: (i) age of 18+; (ii) being in
recovery for at least 12 months from a SUD, oper-
ationalised as abstinence from drugs; (iii) studies
examining the process of social recovery from a first-
person perspective and how social communities assist
in this process; and (iv) publication in the English lan-
guage in peer-reviewed journals. Exclusion criteria for
the studies were studies that identified themes relating
to tobacco or alcohol only.

Procedures

All references from the search were imported into
EndNote and duplicates were removed. MIV per-
formed the screening of all the potential studies. Three
independent reviewers (CM, JB and LBS) each
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performed a separate screening of one-third respec-
tively of the titles and abstracts. Based on this screen-
ing, the reviewers suggested a list of articles for full-text
review. MIV performed the full-text reading of all
potential studies. The independent reviewers (CM, JB
and LBS) each performed a separate full-text reading of
one-third of these respectively. Five consensus meetings
were arranged where the relevance of the articles was
assessed after the full-text reading. In the end, all of the
reviewers made a joint assessment of all of the full-text
studies together. We used the CASP checklist for qual-
ity appraisal and final study inclusion [32].

Analyses

A thematic analytic procedure building on the
metasynthesis theory of Noblit and Hare [34] and
revised by Malterud [28] was used to implement the
meta-analysis. A first-order analysis may be considered
as the result section in the included primary studies
[35,36]. Our analysis is a second-order analysis, which
we began by closely reading the results sections of all

of the studies included and then synthesising the
results of the first-order analysis [35,36]. We identified
preliminary themes in the primary studies which
became our point of departure for a systematic
second-order analysis: (i) the function of social com-
munities; (ii) the characteristics of the social communi-
ties; and (iii) the conditions for utilising these social
communities. We chose Best and Gow [37] as our
index study, as their study was characterised by meth-
odological quality and rich data. First, the empirical
material was organised into a matrix of relevant topics
and metaphors from each primary study were listed in
vertical columns [28]. Second, we organised the
selected texts together with related themes and meta-
phors from all of the studies in the horizontal rows of
the matrix, placing an emphasis on similarities and dif-
ferences in conceptual use. We looked for both the-
matic convergence and divergence in the results
section of the studies included. Third, we reviewed
each of the horizontal rows to develop an overall
abstraction encompassing all of the themes and meta-
phors in the form of a new phrase that provides an
original and independent understanding of the find-
ings. Convergences were, for example, the functions
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SocIndex (n = 171)
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Scopus (n = 1761)
Web of Science (n = 1413)

Records removed before 
screening:

Duplicate records removed
(n = 3857)

Records screened
(n = 3056)

Records excludedb

(n = 3000)

Reports sought for retrieval
(n = 56)

Reports not retrieved
(n = 0)

Reports assessed for eligibility
(n = 56)

Reports excluded:
Not long-term recovery (n = 46) 
Limited information on social 
communities/friendship (n = 6)
Mainly alcohol use (n = 2)
Not first-person perspective 
(n = 1)
Not published in 
peer-reviewed journal (n = 1)
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Citation search (n = 1064)
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Figure 1. PRISMA 2020 flow diagram for new systematic reviews that include searches of databases, registers, and other sources.
aConsider, if feasible to do so, reporting the number of records identified from each database or register searched (rather than the total
number across all databases/registers). bIf automation tools were used, indicate how many records were excluded by a human and

how many were excluded by automation tools. (Adapted from Page et al. [33], with permission. For more information,
visit: http://www.prisma-statement.org/.)
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and characteristics of the social communities. Fourth,
we elaborated upon the meaning of the expressions
derived from the synthesis to produce an understand-
ing (e.g. the importance of connecting with social
communities).

Results

Search results

The electronic search returned 6913 articles. After the
duplicates were removed, 3056 articles remained. Three
thousand articles were excluded after titles and abstracts
were screened. We identified 15 studies through by way
of a citation search. A full-text evaluation was then con-
ducted for 71 articles, of which 18 remained for the
final analysis. See Figure 1 for search details.

Quality appraisal and study characteristics

All the articles received satisfactory scores based on the
CASP assessment [32], 10 of which received full scores (see
Table 1). Reflexive and ethical issues achieved the lowest
scores. Across the studies, a total of 523 participants were
included (range: 5–205) (see Table 2). Participant ages
ranged from 18 to 78 years, and the studies were mainly
within Caucasian cultures. Approximately 45% of the par-
ticipants were female. It was not possible to obtain a precise
number due to the lack of gender reporting in one of the
studies. All the included papers comprised experience of
SUD recovery and the average time in recovery was
7.3 years. Although all of the included studies indicated that
the participants had been abstinent for 12 months or longer,
different interpretations of the meaning of ‘abstinent’ may
have led to different inclusion criteria (see Table 2). The
inclusion criteria did not relate to the type of social commu-
nity. However, it turned out that all of the studies included
described experience from either Narcotics Anonymous
(NA) or AA communities (i.e. 14 of the studies) [37–
39,42–47,49–53] or from religion-based communities (7 of
the studies) [40,41,43,45,48,50,53], or else described the
maintenance of relationships from before and during the
periods of substance use (4 of the studies) [37,40,41,46].

Meta-themes

The analysis resulted in four meta-themes comprising
the first-person experiential domains of: (i) social com-
munities perceived as safe and non-stigmatising and
contributing to self-change; (ii) arenas in which to con-
front responsibility and trust; (iii) forging new social
bonds in social communities; and (iv) regaining social

dignity by giving back to society. See Table 3 for a
summary of how the studies contribute to the different
meta-themes.

Social communities perceived as safe and non-stigmatising
and contributing to self-change. All studies emphasised
the essential role of social communities in the development
of self-change. Persons in LTR emphasised the importance
of social communities, regardless of whether they partici-
pated in groups such as NA [37–39,42–47,49–53] or reli-
gious communities [40,41,43,45,48,50,53] or whether they
were self-changers [37,40,41,46]. Self-changers (i.e. those
who changed without aid from substance use treatment or a
mutual aid group) described being able to maintain rela-
tionships with family and friends during the period of sub-
stance use [41]. Participants perceived that they were safe
and non-stigmatised in the communities referred to above
[37–47,49–53]. The atmosphere in NA communities was
characterised as warm, welcoming, inclusive and open
towards persons in recovery: ‘Youdon’t have to hide behind
a mask, you can tell them how you feel’ [52, p. 6]; ‘It’s the
best thing I’ve been in because it’s people like me’ [37,
p. 12]. These social communities of like-minded persons
were described as safe places where one could feel accepted
and welcome despite their substance use issues [44,52]. A
participant described how she experienced the group atmo-
sphere: ‘I feel safe because the people in there don’t mean
me no harm, they don’t want nothing off me, they don’t
want me to use, they want the best for me, they love me’
[52, p. 7]. Participants perceived a high social tolerance for
diversity and symptom severity, which was absent in other
social settings [44]. Such open and inclusive attitudes pro-
vided an experience of connection and gradually of belong-
ing to the community [37,39,40,43–45,47]. Participants
referred to recovery as internal self-work and external
change with which they needed to engage [38]. Both inter-
nal self-work and external change involved change that
influenced their selves [38].
Human closeness within the community may be a

more important community function than the actual con-
tent discussed [52]. The freedom to discuss any topic and
come and go as one pleases was a characteristic of the NA
communities [52]. Regardless, six studies show that per-
sons in LTR at some point experienced a different view of
communities such as NA [37–39,43,45,52]. After the
early stages of recovery, participants were more likely to
talk about moving on and leave the community of former
substance users [37–39,43,45,52]. Some indicated that
they did not identify the social community as a vital influ-
ence within their recovery anymore [52]. A Scottish par-
ticipant explained how he had changed his view about the
community: ‘I’ve got long past [the] early stages of recov-
ery, I don’t see myself as an addict anymore, I don’t see
addiction as an illness anymore’ [37, p. 9].
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Taken together, a common denominator of the vari-
ous environments is the importance of being safe and
not being stigmatised, regardless of whether it was a
NA or religious community or family and friends with
whom one maintained contact throughout the period
of substance use.

Arenas in which one can confront responsibility and
trust. Most of the participants referred to the social
communities as an arena in which they could confront
responsibility and trust. Sixteen of the studies
thematised how demanding it was to seek new social
communities [38–51,53,54]. Showing vulnerability
was viewed by participants as a weakness that involved
the self’s exposure and shame [38]. One study
emphasised that hope for a different and better life hel-
ped participants to move forwards in the process [38].
When participants moved backwards, this was due to
fear—for example, fear of face-to-face exposure [38].
‘I was consumed by fear, and a self-loathing, I had to
allow myself to experience emotions—to be okay to
feel this way—not to run away or pull back, being okay
with being uncomfortable’ [38, p. 7]. Participants who
had a relapse in the past acknowledged their need to
show weakness and face exposure and vulnerability in
order to achieve sustained recovery [38].

The process of establishing oneself in a new social
environment required that individuals be willing to
show up where others were gathered [41,44]. This
meant establishing new routines and becoming familiar

with new roles and relationships and everyday life
[41,53]. One participant from Scotland described it
this way:

‘But it’s not only about wanting it, it is about [being]
willing to make the effort to get it, and the thing is,
you’ve got to be responsible in here … And with that
responsibility, you learn the value of what you have in
your life’ [44, p. 11].

The participants experienced routines that consisted of
planning activities and striving for new relationships
[45]. As a Norwegian participant put it: ‘Beginning to
take care of my relationships with other people again
was hard, but still, very important’ [51, p. 4]. Partici-
pants found it difficult and almost unthinkable to trust
others [39,43]. A Norwegian participant described this
as a process of change where they had to construct a
new mindset with which they could look at other per-
sons as individuals they could trust [39]:

‘That’s what costs me more than any of it almost, out of
all I have been through, it is in a way working with let-
ting people in and caring about people, and letting them
care about me and … so I haven’t sort of been ready for
that either, until now’ [39, p. 5].

Acknowledging a need for social dependence was
highly anxiety-provoking [39]. Any form of strong
emotion, whether joy or sorrow, often triggered a

Table 3. List of papers contributing to the meta-themes

Contributing papers

Social communities
perceived as safe and
non-stigmatising and

contributing to
self-change

Arenas in which
to confront

responsibility and
trust

Forging new
social bonds in

social community

Regaining social
dignity by
giving back
to society

Abram and Jane [38] X X X X
Best et al. [37] X X X
Bjornestad et al. [37] X X X
Blount et al. [40] X X X X
Cloud and Granfield [41] X X X X
Elswick et al. [42] X X X
Flaherty et al. [43] X X X X
DeLucia et al. [44] X X X X
Grant [45] X X X X
Gueta et al. [46] X X X
Gueta and Addad [47] X X X
Kang et al. [48] X X X
Moghanibashi-Mansourieh et al. [49] X X X
Nehlin et al. [50] X X X X
Pettersen et al. [51] X X X
Rettie et al. [52] X X X
Stokes et al. [53] X X X X
Veseth et al. [54] X X X

Social recovery in substance use disorder 9

© 2022 The Authors. Drug and Alcohol Review published by John Wiley & Sons Australia, Ltd on behalf of Australasian Professional Society on Alcohol and other Drugs.



desire to use drugs instead of a need for relational
closeness [39]. Prolonged recovery required a new
self-attitude and a view of oneself in which self-
acceptance grew and self-stigma was reduced [39,45].
This improved self-esteem provided coping strate-

gies for dealing with stressors in life [47,53].

Forging new social bonds in social communities. Time
and space were dedicated to practical guidance on how
to master social life in LTR. Participants experienced
the NA communities as social meeting places where
persons in recovery could interact, thus forging new
social bonds, and experience being seen, accepted and
recognised by others. All of the studies included
described participants in LTR as switching from social
communities dominated by active users to ones where
individuals are abstinent [37–54]. Some self-changers
indicated that they continued to have friends who used
drugs [43,46].
Persons in LTR chose to be social and did activities

with others who were non-users [37,41,44,52,53].
However, while changing one’s social community, one
may feel sad, lonely and isolated [54]. One Norwegian
participant said the following in respect of how he felt
after he left a network dominated by active users:

‘You’ve cut yourself off from your whole group, you’ve
dropped your friends, there’s nothing left. So you sit there
and wait for the alarm to go off so can go to work again
the next day. Nobody can handle that in the long run!
What’s the point really? And most people who’ve been
getting high for 10, 15, 20 years, they’ve pushed away
all their family and friends and such for the high, every-
one who was responsible and upstanding. They’re gone
from their life, because they’ve disappeared in the high’
[54, p. 9].

Participants referred to social support, especially peer
support, as a key factor in sustaining recovery [37].
They perceived social communities as an essential
function as they are an arena in which to be socialised
into new communities [37–39,44,45,48,52–54].
The communities provided structure and filled every

day with meaningful content [52,53]. Persons in LTR
described the communities as an important tool for
cultivating hope, connection, belonging and fun in
recovery [44]:

‘I think that’s such a key thing … the acceptance and
the understanding, not just of the sponsor, but of all of us
towards each other. I mean I remember when I first
started coming to meetings. It’s like the first place I ever
actually felt at home’ [44, p. 12].

Participants described the importance of keeping busy
and involved in meaningful activities in order to sus-
tain recovery [37,41,43–46,50,52,53]. A South African
female expressed how important it was for her to keep
herself busy:

‘So I managed to white knuckle it [figure of speech
used in the recovery community to indicate holding
on for dear life and resisting using substances] for
that first year, slept a lot, did a lot of meetings, went for
coffees, but I didn’t go to any parties, which is where I
used to use’ [53, p. 7].

The communities allowed participation in fun and
prosocial activities in low-risk contexts [44]. A partici-
pant from one study in the USA put it like this:

‘What I really liked was that there were opportunities to
have fun in my area through camping, dances, etc. We
had something to do other than getting high on a Friday
or Saturday night or a holiday’ [44, p. 13].

In these communities, participants were supported in
living life without using drugs [37,44,45,52]. There
are several dimensions to this support; it can take the
form of practical help, financial support [40], advice
and encouragement [37], and/or guidance through
complicated feelings and situations [44]. In particular,
social contact with other persons is mentioned as nec-
essary [37,44]. Others within social communities acted
as role models for those in an earlier stage of their
recovery process [37,39,44,45], for whom belief and
hope that recovery was possible were created by
watching and listening to these others’ life stories
[37,44,51]. One participant from the USA discussed
how the community inspired him in his recovery
process:

‘People within the group are verbalising their experience,
strength, and hope. They are talking about what they
are going through, not just their problems but their solu-
tions. And that gives you the hope, and that hopefully
will trigger the willingness for you to model after them’
[44, p. 11].

To regain social dignity by giving back to society. There
was a clear pattern of participants feeling the need to
regain their social dignity during LTR. Persons in
LTR regain social dignity by giving back to peers and
doing voluntary work in society. Twelve of the studies
reported positive experiences of giving back by way of
voluntary work [37,38,40,41,43–45,48,50,52–54]. A
participant from Korea who had stopped using drugs

10 M. I. Vigdal et al.

© 2022 The Authors. Drug and Alcohol Review published by John Wiley & Sons Australia, Ltd on behalf of Australasian Professional Society on Alcohol and other Drugs.



for 7 years discussed how he had regained his dignity
through voluntary work:

‘People call me “Head”, but I am actually an errand
boy of this village. I do my best because helping the
elderly in my village is helping myself, as well, because I
respect them. Moreover, although being the head of the
village is nothing special, as the head, I am dignified, so
I cannot smoke’ [48, p. 8].

Through the interaction with others in social commu-
nities, there was a gradual change in the person’s expe-
rience of self-acceptance and self-worth. Participants
discussed how contributing to voluntary work affected
their self-confidence in recovery, made them less self-
absorbed, and helped them change their perception of
themselves [37]. ‘For the first time in my life I’m actu-
ally starting to like myself’ [37, p. 12]. Voluntary work
was perceived as improving a person’s self-esteem in
recovery [37]. ‘I started doing voluntary work in a wee
project that I came through and that’s been really good
… it’s good for my self-esteem, which was really low
before’ [37, p. 12]. Participants perceived social com-
munities as offering a valuable opportunity for social
training and volunteering and as a form of support and
resource for others in similar situations [37–
39,44,45,52,53]. One study found that relationship
skills were developed within the context of recovery-
based relationships and that participants found that
they were able to use these skills in respect of family
and friends outside of NA [44]. Some studies found
that volunteering can provide a sense of citizenship
[39,44] and a broader sense of being fully included as
a member of society [39]. At the same time, voluntary
work was seen as a way of escaping social isolation
[48]. Peer communities act as a catalyst for one to

participate in other groups and expand one’s social
network [52]. ‘I think it gave me more confidence as
well […] because I’ve ended up going off with other
groups and there’s been a knock on effect’ [52, p. 6].
Participants talked about doing voluntary work with
great pride [44,50,52] and with gratitude for being
accepted and for society needing them [39]. The act of
giving back served as a reminder of where the partici-
pants had come from [38,52]. As a participant from
North Wales said: ‘Coming here […] watching people
growing, their journeys, is kind of, it’s partly a
reminder, partly reward, I get the reward feeling […]
from assisting another person’s journey in some […]
small way’ [52, p. 7]. Persons in LTR described the
importance of giving something back to society and to
others; giving back was perceived as key to sustained
recovery [44,53]. Participants discussed how they wel-
comed the responsibility of being helpful through vol-
untary work [37].

Discussion

This is the first metasynthesis investigating the experi-
ences of persons in SUD LTR in respect of connecting
with social communities. Based on our findings, we
propose a four-stage model to guide the research on
social recovery from a first-person perspective and how
social communities support this process (see Figure 2).
This metasynthesis underscores the need for a safe

and non-stigmatising environment. Previous research
shows that the high degree of stigma and self-stigma
associated with having a SUD can be an obstacle to
developing interpersonal relationships [16,17,21].
Arenas in which one can feel safe and non-stigmatised

Stage One: Communities 
perceived as safe and not 

stigmatising can contribute to 
self-change and increased self-

esteem through social 
interaction

Stage Two: Persons in SUD 
recovery acknowledged the 

need for social communities as 
arenas in which to confront 

responsibility and trust

Stage Three: Relational skills 
develop simultaneously as 

persons in SUD recovery form 
new social ties in social 

communities

Stage Four: A sense of social 
citizenship can come along with 
regaining social dignity by giving 

back to society 

Figure 2. A model to guide research into social recovery from a first-person perspective and how social communities support these processes.
SUD, substance use disorder.
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seem to be a prerequisite for developing interpersonal
relationships and connecting with social communities.
There are three types of social communities that were

perceived as safe and non-stigmatising: (i) communities
such as NA; (ii) religious communities; and (iii) social
communities with which the persons concerned have
maintained contact since a time prior to the period of
substance use. Access to these communities presup-
poses that a person connects with an NA group, that a
person is religious and/or seeking spirituality, or that a
person maintained relationships with family and friends
while they used substances. However, while recovery
research has emphasised connecting with communities
through shared activities [13], there is still a need for fur-
ther research into persons in LTR who are not con-
nected with communities such as NA, AA or religious
communities [15].
Moreover, the analysis showed that participants

stopped using NA communities after a while as the
participants no longer saw them as relevant. The litera-
ture does not provide insight into whether they then
connected with other arenas.
The analysis shows that social communities are arenas

in which to confront responsibility and trust. Findings
show that persons in LTRmust acknowledge the need to
connect with social communities. This is in line with the
relational theoretical perspective on recovery, which
regards interpersonal relationships and social contexts as
prerequisites for recovery [6]. The communities are
important arenas for learning, the development of self-
confidence and self-change. Our findings correspond
with that of other research on this topic [1–3], unde-
rscoring the importance of having access to social com-
munities. This review is in line with other syntheses that
emphasise connectedness, building personal relation-
ships, and a sense of community belonging as facilitators
in the recovery process [4,15]. At the same time, how-
ever, the cost of seeking out others in communities is felt
to be high. Our findings show the early stage in the social
recovery process to be characterised by a personal battle
to overcome stigma, self-stigma, and the fear of being vul-
nerable and to show others one’s vulnerability. These are
strains that seem to be understudied in the literature on
LTR. LTR requires self-acceptance and the overcoming
of self-stigma [38,39]. When persons in recovery hesitate
to seek out communities, this may be due to fear of the
vulnerability itself [38,55]. This finding is consistent with
what one study has found as contributing to relapse [55].
Two of the main challenges that participants face is man-
aging interpersonal relationships and building new sup-
portive social communities [55]. The findings in our
review show that acceptance of others leads to lessened
discomfort and anxiety and a greater sense of trust in
others [39,48,50]. The results of our review suggest that
social interaction among persons in a social community

causes a change in a person’s experience of self-
acceptance and self-worth.
This metasynthesis indicates that community is more

than just an arena in which to be socialised into a role as a
responsible citizen in the community. Indeed, it is also
essential as an arena in which to regain one’s social dig-
nity, by way of voluntary work and giving back to society.
Our findings support a review that argues that a sense of
community belonging can be shaped by engaging in com-
munity participation [15]. Our review supports earlier
research on overcoming stigma and self-stigma by partici-
pating in activities that are experienced as meaningful
[19]. Giving back is not limited to stage four of our
model. The act of giving back made persons in recovery
feel appreciated and valued. This was a rewarding feeling
and the opposite of being stigmatised. Our results
demonstrate that social communities can function as a
springboard for getting involved in other groups and
organisations in society. In this way giving back can help
create a sense of citizenship. One may argue that social
recovery is also a process through which persons in LTR
experience the restoration of their social dignity.

Strengths and limitations

The strength of this review is the international thematic
convergence in the results section of the studies
included. We did not set a time limit on the exclusion
criteria, yet most of the articles included in this review
have been published within the last 3 years. There are
also limitations to our review that we would like to draw
attention to. In this field of knowledge, much of the
research has been concentrated on the NA/AA commu-
nities. What is known of the experience in other social
communities is limited. Second, the fact that we found
as many articles by searching manually as by way of a
systematic search may indicate that our keywords were
not sufficiently comprehensive. Third, there may be
studies in languages other than English that would have
provided information about affiliation with communities
in addition to those that we found. Finally, another lim-
itation is the inclusion of publications that have different
operationalisations of the concept of LTR. Some of the
studies use total abstinence, others use abstinence from
the prime substance, and others use self-reported recov-
ery time. We have operationalised recovery from a SUD
as abstinence from drugs for at least 12 months; how-
ever, a definition that focuses on the importance of
‘people’s ability to lead full and contributing lives as
active citizens’ addresses more of the complexity associ-
ated with LTR [22, p. 360]. There is ongoing concep-
tual discussion of what LTR is, and this is a
conversation that needs to be continued.
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Clinical implications

Recovery within SUD is heavily influenced by the com-
munities with which a person is involved. Our model
can contribute to the conversation about how existing
treatment and recovery support models can support
persons within the social inclusion process. The pivotal
role of the social community as identified in this review
underscores the importance of recognising how difficult
it is for persons in SUD recovery to connect with social
communities. The results indicate the importance of
investigating one’s existing social network and facilitat-
ing and supporting persons in establishing new friends
and connecting with safe and non-stigmatised commu-
nities during LTR.
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