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Abstract 

Social relationships play a major role in recovery from substance dependence. To date, 

greater attention has been paid to the role of important individuals in a person’s life and 

their contribution to recovery following treatment. This study is the first to examine both 

individual and wider group-based social connections in the lead up to residential treatment 

for substance misuse in a therapeutic community (TC), and their influence both on a 

person’s readiness to engage with the treatment community and with a recovery pathway. 

Participants were 307 adults interviewed early in treatment about their individual- and 

group-based social relationships prior to treatment entry, their social identification with the 

TC, as ‘a user’ and a person ‘in recovery’, their current recovery capital and quality of life. 

Correlational analysis showed that only pre-treatment group-based, and not individual, 

relationships, were significantly associated with developing social identification with the 

TC early in treatment. Moreover, results of hierarchical regression analyses indicated that 

identification with the TC was best predicted by the extent to which they saw themselves 

as being in recovery. Finally, mediation analysis indicated that TC identification was the 

mechanism through which social group memberships prior to treatment commencement 

protected quality of life in the early phases of treatment. These findings highlight the 

protective role that group memberships play in building early identification with the TC 

and supporting well-being in a critical period of transitioning to treatment.  

 

Keywords: substance dependence, social identity, recovery identity, therapeutic 

community 
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Introduction 

A body of research shows that people who are more socially connected are 

generally healthier and happier (e.g., Holt-Lunstad et al., 2010; Jetten et al., 2012; Sani et 

al., 2015). Nevertheless, social relationships are not an unalloyed good and there are 

clearly contexts in which they have negative influences on health and well-being (see 

Haslam et al., 2012). People dependent on drugs and alcohol, for example, may experience 

some peers as reinforcing ongoing use and promoting harmful health behavior (Best, 

Haslam, et al., 2016; Day et al., 2013). Consistent with this point, data show that greater 

social engagement with others who use substances is associated with increased personal 

use and poor motivation to cease (Moshier et al., 2012). Ceasing engagement with 

substance using peers is clearly challenging, but the evidence shows that following this 

path whilst increasing engagement in social networks supportive of recovery can result in 

longer recovery maintenance (Frings & Albery, 2015) and better quality of life (Best et al., 

2012).  

As these studies attest, there is no doubt that a person’s social networks, both with 

significant individuals and with groups of others, play an important role in recovery from 

substance misuse. However, an important question remains — do social relationships in 

the lead up to treatment impact on the extent to which a person engages with treatment to 

support their recovery goals and, if so, how? As yet, no studies have examined how one’s 

social connectedness in the period prior to commencing treatment affects their readiness to 

engage with others in a treatment community to pursue common recovery goals, and this 

is the question that the present research addresses. 

The notion of 'recovery readiness' is not new to treatment for substance misuse, but 

it has mainly been considered in the context of working with stages of change in treatment 

and recovery (e.g., as in the Transtheoretical Model of behavior change, DiClemente & 

Prochaska, 1998). In these contexts, 'readiness' is conceptualized in motivational terms and 
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characterized by an individual’s openness or willingness to engage in particular behaviors 

that support recovery, which can be reflected in one’s generic motivation to pursue change 

or through one’s motivation to engage in specific forms of treatment (DiClemente, 

Schlundt & Gemmel, 2004; Melnick, Hawke & de Leon, 2014).  

In the present paper we expand on this conceptualisation of readiness to include 

one’s motivation to engage with others in treatment — relationships that we have noted 

above positively influence recovery trajectories and are recognized as a key ingredient in 

the community-as-method approach (De Leon, 2000). The early period of treatment in 

particular, is critical in light of research showing that at least 17% of people admitted to 

residential treatment leave in the first week and 35% leave within the first month (see 

Perryman & Dingle, 2015). As treatment retention is a recognized predictor of outcomes 

(e.g., Brorson, Arnevik Rand-Hendriksen & Dickert, 2013; Vanderplasschen et al., 2013), 

we need to understand all the factors that influence length of stay. Here we focus on one 

factor that has received relatively little attention to date in the addiction literature — the 

role that group based social relationships in the lead up to residential treatment plays in a 

person’s readiness to engage with that treatment community.  

Social identification and substance dependence  

While researchers recognize the importance of social relationships in substance 

dependence, there is increasing interest in the particular role played by the social groups 

that we belong to — whether they be family, friendship, interest, using, or other groups. 

Recent development of the Social Identity Approach to Health (C. Haslam, et al., 2018; S. 

A. Haslam et al., 2009; Jetten et al., 2012) has helped to account for group influence and it 

does so by drawing on two established theories of group process and intergroup relations: 

notably, Social Identity Theory (Tajfel and Turner, 1979) and Self-categorization Theory 

(Turner et al., 1987). This approach recognizes that the self is not only comprised of 

attributes that are unique to an individual (i.e., the sense of “I’ or “me”), but also those 
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attributes that they share with others in the social groups they belong to (i.e., the sense of 

“we” and “us”, for example, as us Liverpool supporters, us women or us smokers). When 

these social groups are internalized — to form part of a person’s social identity —they 

have the power to influence the person's thoughts, feelings and behavior; affecting what 

they think, say and do. Importantly, group influence has a profound impact on health, 

affecting behavior in both helpful ways (e.g., through offering a means to access various 

forms of support), but also in potentially harmful ways (e.g., by reinforcing and facilitating 

substance misuse). When social identification is a source of positive influence and support, 

as is common among groups that promote recovery, then it serves as a psychological and 

practical resource that people can draw strength from when trying to meet recovery goals. 

Moreover, when groups supporting recovery are multiple, then this provides increased 

access to such support to further reinforce recovery goals. Evidence in support of the 

importance of multiple group membership is developing in the substance misuse literature 

(e.g., Dingle, Cruwys & Frings, 2015), but is already well established in the wider health 

and well-being literature, with data showing that membership of multiple groups enhances 

recovery from stroke (Haslam et al., 2008), physical health and resilience (Jones & Jetten, 

2011; Sani et al., 2015), and mental health and well-being (Cruwys et al., 2013; Jetten et 

al, 2015; Johnstone, Jetten, Parsell, Dingle, & Walter, 2016).   

These ideas have been elaborated further in two models that speak directly to the 

contribution that social identity processes make to recovery from substance dependence — 

the Social Identity Model of Cessation Maintenance (SIMCM; Frings & Albery, 2015) and 

the Social Identity Model of Recovery (SIMOR; Best, Beckwith, et al., 2016). Both 

models see social identity change as key to recovery, though they emphasise different 

aspects of identity in the transition. SIMCM focuses on the role of recovery groups in 

understanding the transition from active addiction to recovery from addiction (Frings & 

Albery, 2015; Frings et al., 2016). SIMOR builds on this to consider the wider social 
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context in which recovery occurs, recognizing the influence of all social groups in shaping 

recovery trajectories — irrespective of their using or non-using status or their nature as a 

formal or informal support group (Best, Beckwith, et al., 2016). Key to this model is the 

balance of a person’s social group memberships and the importance of those supporting 

recovery being multiple and more strongly represented to achieve recovery goals.  

This process of identity change is difficult to traverse, and both models recognise 

that recovery groups, like Alcoholics Anonymous and the therapeutic community (TC), 

can be central to this goal. But these communities are only useful to the extent that people 

see them as positive and supportive (not exclusionary or punitive, see Weston, Honor & 

Best, 2018) to enable engagement with people in those groups. Moreover, it is group 

identification, and not just contact, that is argued to provide the basis for how groups 

influence health in general (e.g., Sani et al., 2012) and addiction outcomes more 

specifically (e.g., Dingle, Cruwys & Frings, 2015). But what determines identification 

with the community in the early phases of treatment?  

The above models draw on self-categorization principles to explain when a person 

will identify with, or self-categorize as belonging to, a particular social group (e.g., as us 

members of a therapeutic community). Key for our purposes is self-categorization theory’s 

principle of perceiver readiness — or a person’s predisposition to use a social identity as 

the basis for self-definition. Here it is argued that it is more likely for a person to self-

categorize and identify as a member of a particular group (e.g., with the TC) when that 

identity is more accessible to them through previous experience of the group (e.g., through 

previous TC admissions) and their motivations and goals are in line with those of the 

group (i.e., to be supported to pursue recovery and see recovery as central to oneself 

through treatment; see Oakes, 1987; Oakes et al., 1994). A question we examine in this 

study is whether evidence of such accessibility predicts readiness to engage with the 

treatment community, as indexed by early identification with the TC.   
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Identification with the TC is important for a number of reasons, not least because 

research has found it to be a key driver in helping people move away from the groups and 

identities that support their substance misuse (Beckwith et al, 2015; Dingle, Stark et al., 

2015). As this research suggests, TC identification may operate as a mechanism through 

which to support recovery. Alongside this, research from the social identity tradition has 

shown that people’s group memberships in the lead up to any life change (as is the case 

when deciding to engage in addiction treatment) provides a platform for people to retain 

meaningful existing groups but also to extend their network by joining new groups. These 

new and existing groups have been found to function as important protective mechanisms 

that help people adjust to life change (e.g., Haslam et al., 2008; Iyer et al., 2009; Seymour-

Smith et al., 2017). According to this reasoning, the more groups a person belongs prior to 

a life change the more likely they can engage these protective mechanisms to help them 

counter any negative effects associated with life change. Applying this to the present 

context, multiple group memberships in the lead up to treatment for substance misuse 

could support a person’s well-being through providing a basis for them to develop or 

strengthen their sense of identification with the TC.  In other words, TC identification 

might function as the means through which people’s groups prior to treatment support 

their well-being and potential for recovery. We test these relationships in the mediation 

model proposed in Figure 1. 

---Figure 1 about here --- 

Present study 

The present study examines a notable gap in the literature on substance dependence 

— the influence that people’s social relationships in the lead up to treatment have on 

readiness to engage with a residential community to support recovery. We address this gap 

in two ways. First, we investigate the contribution that the relationships one has with 

individuals (as measured using the Important People Drug and Alcohol Interview, Zywiak 
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et al., 2009) and with social groups prior to commencing treatment make to recovery 

potential in the early phase of treatment. Drawing on the social identity approach we 

predict that multiple group memberships will be particularly important, with more group 

memberships associated with increased potential for recovery as indexed through better 

quality of life and greater recovery capital (Hypothesis 1, H1). Recovery capital, in 

particular, is recognized as a strong predictor of treatment outcomes. Those who have 

greater recovery capital (e.g., social, physical resources) are better able to manage their 

substance use and its consequences and are more likely to sustain recovery (Granfield & 

Cloud, 2001; Groshkova, Best, & White, 2013; Laudet & White, 2008). Both life quality 

and recovery capital are used here only as indicators of recovery potential, in light of our 

focus on treatment entry and early engagement with the TC; not longer-term outcomes.  

Second, we test theoretical predictions about what determines readiness for early 

engagement with the treatment community, as indexed by identification with that 

community. Here, we predict that the number of previous TC admissions and recovery 

centrality will predict identification with the TC (H2). Finally, in line with both social 

identity theorizing and previous research showing the TC is an important vehicle for 

recovery, we predict that TC identification will mediate the relationship between multiple 

group memberships and recovery potential as indexed through quality of life and 

perceptions of recovery capital (H3).  

Method 

Participants 

Participants were eligible for the study if they were adults who had recently 

entered a therapeutic community (TC) to address their dependence to alcohol and/or other 

drugs. A total of 307 participants were recruited from five TCs operating in three states of 

Australia: Queensland (n=109), New South Wales (n=44) and Victoria (n=154). All TCs 

were members of the Australasian Therapeutic Communities Association (ATCA), mainly 
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offering a combination of group intervention, group activities, recreation, and case 

management, within a milieu where TC living is regarded as 'community as method' (De 

Leon, 2000). In addition to having recently commenced residential treatment for drug 

dependence (mean days since admission = 22.8 days, SD=12.3), participants were required 

to be least 18 years of age, have no active psychotic disorders, and be able to speak 

English to be included in the study. TC staff identified residents who met these criteria and 

offered them the opportunity to participate.  

Relevant demographic and background information for this sample are provided in 

Table 1. The mean age of participants was 34.7 years (SD=9.1, range=18-66) and most 

were male (n=209) and Australian born (89.6%). Previous admission to the TC was not an 

exclusionary criterion, and while this was the first admission for the majority of 

participants (61.2%), some had up to five previous admissions (mean admissions=0.58, 

SD=1.03). Most were unemployed and had lived with family prior to admission. The main 

primary substances of concern were methamphetamines (38.1%), alcohol (32.9%) and 

heroin (17.2%). Comparing these demographics with those available from the most recent 

and largest published Australian TC study (Darke, Campbell & Popple, 2012), shows that 

our sample comprised participants who were similar in age, gender, and unemployment 

levels, but who had fewer dependent children, fewer admissions to prison, and more episodes 

of previous treatment.     

---Table 1 about here --- 

Measures  

 Demographic variables comprised age, gender, and years of education. Additional 

measures were used to index the number of social relationships, social identification, as 

well as recovery potential, and addiction severity and duration.  

Number of social relationships.  

Group memberships. This was taken from the group listing component of the 
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Exeter Identity Transition Scales (Haslam et al., 2008). Participants were asked to list up 

to 6 social groups they belonged to in the six months before TC entry. They were told that 

these groups could take any form and be of any size, but should contain at least two other 

people in addition to the participant. The groups listed were diverse and varied markedly 

between respondents. Groups included family, friendship, church, Alcoholics/Narcotics 

Anonymous, substance using groups, Facebook communities, Aboriginal community, 

bikies, chess club, Salvation Army, and specific therapeutic communities. The total 

number of groups listed was used in analysis. 

Individual relationships. As part of the Important People Drug and Alcohol 

Interview (IPDA; Zywiak et al., 2009), participants were asked to list up to 10 people, 

over the age of 12, whom they considered important to them in the six months prior to 

entering the TC. These were summed to provide the total number of important individual 

relationships. 

Social identification. 

Therapeutic Community Identity. This scale comprised four items adapted from 

Doosje et al. (1995) and used previously in addiction research (e.g., Dingle, Stark et al., 

2015).  These items indexed participants’ sense of connectedness to the TC (e.g., 'I 

identify with other members of the [particular TC]’) and had good internal reliability (α = 

.71). Participants rated each item on a 7-point scale (1=strongly disagree, 7=strongly 

agree). The average of these four items was used in analysis, with higher scores indicating 

a stronger sense of identification with the TC.  

Perceiver readiness.  

Two measures indexed perceiver readiness: identity centrality and the number of 

previous TC admissions. 

Identity Centrality. Two separate items measured identity centrality. The first, 

recovery centrality, captured the extent to which people felt that recovery was central to 
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their self-definition (i.e., ‘Being in recovery is a central part of who I am’) and the second, 

user centrality, measured the extent to which being a substance user was central to self-

definition (i.e., ‘Being a drug user/drinker is a central part of who I am’). Both are highly 

relevant aspects of self-identification used in previous research with substance using 

populations (Buckingham et al., 2013). They were rated on the same 7-point scale 

described above, with higher scores indicating stronger recovery centrality, and entered 

separately into analysis.  

Previous TC admissions. This was the sum of previous admissions that people had 

to a TC, which ranged from 0 to 5.  

Recovery potential. 

Two measures were used to gauge a person’s potential for recovery in the early 

following admission: recovery capital and quality of life.  

Assessment of Recovery Capital Scale (ARC, α = .92). This scale was developed 

by Groshkova and colleagues, measuring recovery capital across ten domains (i.e., 

substance use and sobriety, global psychological health, global physical health, citizenship 

and community involvement, social support, meaningful activities, housing and safety, 

risk taking, coping and life functioning, and recovery experience; Groshkova et al., 2013). 

It comprised 50 statements, tapping into the resources and coping strategies that might 

help people to initiate and maintain recovery, and participants were asked whether they 

agreed or disagreed with each. The total number of “agree” statements was summed with a 

higher score indicating greater recovery capital. 

Quality of Life. This was measured with the single item from the Australian 

Treatment Outcomes Profile (Ryan et al., 2014; ‘How would you rate your quality of life 

in the past four weeks?’) on a 10-point rating scale (0=poor, 10=good). 

Severity of substance use. Two measures, substance use frequency and duration, 

were used to index addiction severity, and were included as control variables in analyses.    
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Frequency. This was defined as the number of days a person’s primary drug of 

concern (PDOC) was used in the previous month. The PDOC could fall in one of seven 

categories that comprised methamphetamines, benzodiazepines, cocaine, alcohol, heroin, 

cannabis, other opioids, or other drugs (as listed in Table 1).  

Duration. This was defined as the number of years since use of the PDOC was 

first identified as either problematic or needed. For this, we took the response to the 

question “How old were you when your use of this substance first became problematic or 

you felt you needed it” and subtracted this from participants’ current age.  

Procedure 

 After consenting to participate in the study, participants completed the above 

measures as part of larger interview battery, which lasted 60 to 90 minutes. On 

completion, participants were debriefed and reimbursed with a AU$30 store voucher for 

their time. Ethical approval for the study was provided by the Eastern Health and 

University Human Research Ethics Committees.  Interviews were conducted between 

September 2014 and December 2015. 

Data analysis strategy 

Correlational analysis was used to examine the contribution that the number of 

individual- and group-based relationships in the lead up to treatment made to recovery 

potential (i.e., H1). Hierarchical regression was then used to test H2, examining the 

influence that the theoretically-derived social identity principle of perceiver readiness had 

on developing TC identification. For this analysis, all variables were mean centred, with 

the exception of gender (which was already dummy coded). Demographic variables (i.e., 

gender, age and education) in addition to severity and duration of substance misuse were 

entered in Step 1. The number of TC admissions, recovery centrality and user centrality 

were then entered in Step 2. Finally, mediation analysis was used to examine the role of 

TC identification as the mechanism through which social relationships support recovery 
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potential. This was conducted using AMOS (Version 22) for which listwise deletion was 

used to deal with missing data. Confidence intervals were estimated using 10,000 

bootstrap samples and bias-corrected confidence intervals were used to obtain the 

significance values reported.   

Results 

The proportion of missing data was low for this sample and only present for age 

(0.3%), previous TC admissions (6.8%), ARC (3.9%), quality of life (0.7%), severity of 

drug use (11.7%) and duration of substance misuse (9.4%). Means and standard deviations 

for measures as a function of age (younger or older based on median split), gender and 

Indigenous heritage are provided in Table 2. These show that the mean data across these 

categories were similar with only some exceptions. Notably, participants identifying as 

Indigenous had fewer important individual relationships, fewer previous TC admissions, 

and indicated that the severity and duration of their substance misuse was less than that of 

the remaining sample. Unsurprisingly, respondents in the younger age category had fewer 

TC admissions and years of problematic substance use.  

---Table 2 about here --- 

The means, standard deviations and inter-correlations across the entire sample for 

all measures are provided in Table 3. These data show that people had used their primary 

drug of concern for an average of 19 days in the past month and that it was 12 years on 

average since their use had become problematic. For social relationships, participants 

identified an average of three social groups and five individual relationships. Strength of 

identification with the TC was moderate, as was user identity centrality. Recovery identity 

centrality was stronger than both, indicating that this was more important than either TC 

identification or user centrality to people’s self-definition early in treatment. On measures 

of recovery potential, the recovery capital people perceived they had was moderate and 

comparable to that reported in a previous study involving people participating in 
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community rehabilitation (Groshkova et al., 2013). Mean quality of life was just below the 

midpoint of the scale.  

---Table 3 about here --- 

Correlational analysis. 

A moderate positive relationship was found between the number of individual and 

group-based relationships as might be expected, indicating that people who had more 

relationships with individuals also belonged to more social groups. However, only the 

number of social group memberships was significantly correlated with recovery potential 

and only with quality of life, providing partial support for H1. Interesting too was the fact 

that only the number of group memberships was associated with TC identification. Thus, 

the more groups that people belonged to, the better their quality of life and the greater their 

strength of identification with the TC. Among the centrality measures, it was only 

recovery centrality that was associated with TC identification. Together these associations 

show that early in treatment those with greater perceived recovery capital had better 

quality of life, and were more strongly identified as a person in recovery and as a member 

of the treatment community. 

As might be expected, more frequent substance use was associated with a stronger 

perception that being a user was central to self-definition and less recovery capital indexed 

by the ARC. What was unexpected was the failure to find any association between the 

ARC and either social relationship type. For this reason, the ARC was not included as a 

dependent measure in testing our mediation model, and this is a point that we return to in 

the Discussion. 

Regression analysis. 

Results of hierarchical regression, assessing whether the self-categorization 

principle of perceiver readiness (indexed using previous TC admissions, user and recovery 

centrality) predicted readiness to engage with the treatment community (indexed using TC 
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identification), are summarised in Table 4. About 7% of the variance in TC identification 

was explained by the measures entered at Step 1, with education (β = -.21, p < .01) the 

only significant individual predictor, F(5, 249)=2.60, p=.026. When the measures of 

perceiver readiness were entered in Step 2, recovery centrality (β = .52, p < .001) emerged 

as the sole predictor of TC identification (ΔR
2
 = 0.25, F[2, 241] = 15.30, p < .001). This 

final model explained 25% of the variance in TC identification. This suggests that the 

more ‘being in recovery’ was perceived as central to a person’s identity early in treatment, 

the more they identified with the TC. These data provide mixed support for H2 with 

evidence that recovery centrality, but not previous TC admissions, predicted early 

engagement with the treatment community.  

---Table 4 about here --- 

Mediation Analysis. 

This analysis tested the relationship between pre-treatment group membership and 

quality of life as mediated by TC identification, controlling for substance dependence 

severity and duration. Values for skewness and kurtosis for all variables used were within 

the acceptable range to meet assumptions of normality (between -0.88 and 1.22). Results 

are illustrated in Figure 2. Goodness-of-fit indicators revealed that the model provided an 

excellent fit to the data, χ²(2, n=248)=1.94, p=.379, χ²/df=.97; CFI=1.00; RMSEA<.001; 

SRMR=.03. Consistent with H3, as the number of group memberships in the 6-month 

period before treatment increased, so too did TC identification, and as TC identification 

increased, so too did quality of life early in treatment. Moreover, TC identification fully 

mediated the relationship between group memberships and quality of life. Thus, group 

membership provided an important basis from which to develop identification with the TC 

and this sense of connectedness to the treatment community was an important means 

through which quality of life was supported.  

Controlling for frequency and duration of substance use did not alter the findings. 
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Additionally, while testing alternative pathways is common to interrogate directionality in 

relationships, this did not make sense for this model on temporal grounds, given group 

membership focused on the period before entering the community and TC identification 

and quality of life were measured within three weeks of entry.  

---Figure 2 about here --- 

Discussion 

In this paper, we investigated the contribution that different types of social 

relationships in the period prior to residential treatment made to engagement with the 

treatment community and recovery potential. When considering both the number of 

individual- and group-based relationships, only the latter was associated with TC 

identification and quality of life, providing partial support for H1. Partial support was also 

found for H2, with regression analysis showing that the best predictor of early 

identification with the TC was the extent to which people believed that being in recovery 

was central to their identity. Finally, and consistent with H3, group memberships enhanced 

quality of life early in treatment because they provided a basis for people to develop a 

sense of connectedness with the TC. These results show that TC identification functioned 

as one mechanism through which quality of life was supported in the early stages of 

treatment, with treatment group identification in this context functioning as a positive form 

of influence. 

Our findings highlight the particular importance of social groups as a platform from 

which to extend one’s social identity network to include the TC early in treatment. This 

suggests that in the lead up to entering residential treatment, it is people’s group-based 

social resources that appear most relevant to connecting with the TC, which itself 

functions as a resource to protect quality of life when managing the challenges of engaging 

with the treatment community. Importantly, this does not mean that individual 

relationships are irrelevant and, on this point, we certainly found that people with more 
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individual relationships had more group memberships. Rather, as the present findings 

imply, it may be that different forms of social connectedness affect recovery outcomes in 

different ways during the journey. At least in the early phase of treatment, it appears that 

group memberships are a better resource to scaffold development of a sense of belonging 

with a treatment community (e.g., Best and Laudet, 2010), which for the majority of study 

respondents represented a new social identity. Knowing which relationships to foster and 

strengthen early in treatment may be key to optimising outcomes. Along these lines, an 

important implication of the present study is the need to put resources towards helping 

people develop their social group memberships both in the lead up to treatment and in the 

early period after admission. Clearly such investment is easier when people are actually in 

treatment, but as our results show finding ways to work with people to prepare them for 

the treatment transition is likely to further enhance treatment engagement and recovery 

potential.    

Results of correlational analysis also pointed to the importance of TC identification 

in supporting quality of life and recovery capital in treatment. This is consistent with a 

number of studies highlighting how vital identification with the treatment community is to 

recovery outcomes (Beckwith et al., 2015; Dingle, Stark, et al., 2015; Vanderplasschen et 

al., 2013), but here it is demonstrated at the commencement of treatment. As a key 

predictor, it is clearly important to understand what determines identification with the TC 

early in treatment to optimise recovery potential. To this end, we examined the 

contribution that perceiver readiness made to TC identification. We predicted that both the 

number of previous TC admissions (as an index of a person’s predisposition to use the TC 

identity previously) and identity centrality (as a user or in recovery) would both predict 

early identification with the TC. However, the only significant individual predictor was 

recovery centrality. Those who felt that being in recovery was central to their self-

definition showed stronger early identification with the TC.  
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This certainly highlights the importance of helping people to develop and embed this 

aspect of the self ‘in recovery’ as early as possible in treatment. This might be achieved 

through encouraging greater exposure to others in recovery at an early stage in their 

recovery journey, as promoted in 12-step programs, but also in raising people’s awareness 

that residential treatment’s goal is to support them to increase the salience of this identity 

relative to others that might undermine recovery (i.e., user/addict identities). However, it 

also raises questions about the failure to find a contribution of previous admission, as 

predicted, which is inconsistent with the wider self-categorization literature (e.g., Blanz, 

1999; Oakes et al., 1994). There are likely to be a number of reasons for this that are 

particular to the addiction context. It is not uncommon, for example, for people to seek 

treatment in different TC’s at different times and stay for different lengths of time; making 

it difficult to re-engage a particular TC identity. Some people might feel coerced into such 

treatment, by family or the criminal justice system, experience it as negative, or see it as a 

failure in their recovery journey. As these examples suggest, previous admission suggests 

a more complex course of recovery, which a simple count of previous admission is 

unlikely to capture. Thus, other measures would be useful to index the people’s 

predisposition to enact a TC identity to better understand its role in community treatment 

engagement.  

In line with H3, our mediation analysis provided further support for the importance 

of (a) group memberships before treatment and (b) identification with the TC early in 

treatment, in protecting quality of life. What this suggests is that TC identification 

functioned as a mechanism through which to support people in the context of managing a 

very challenging life transition. There are various reasons why group membership, when it 

is a positive source of influence, can provide a basis for bonding with the TC; not least the 

fact that belonging to more groups is itself a psychological resource (see Jetten et al., 

2015) and indicative of necessary practical social skills that makes engaging and 
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connecting with a group TC philosophy easier. The important advance, though, to the 

substance misuse literature is to highlight the importance of building and strengthening a 

specific treatment community identity early in recovery. 

The failure to find an association between social relationships and the ARC is 

intriguing in light of previous research showing that social forms of capital are an 

important resource when it comes to supporting recovery outcomes (e.g., Granfield & 

Cloud, 2001; Groshkova et al., 2013; Laudet & White, 2008) and other research showing 

the importance of multiple group membership as a psychological resource in general (e.g., 

Jetten et al., 2015). With this sample, this failure suggests that a person’s relationships 

with either individuals and social groups in the lead up to treatment were not particularly 

influential. As the ARC comprises 10 scales, factors other than social relationships (e.g., 

sobriety, physical health, housing and safety) may have played a more important role in 

the treatment transition. It is also the case that the absence of an association in early 

treatment does not rule out the contribution that these relationships might make later in a 

person’s recovery journey as other research suggests (e.g., Cloud and Granfield, 2008; 

Laudet Morgen & White, 2006). As this was a somewhat unexpected finding it certainly 

warrants further exploration in future research. 

Like many studies in this field, the present is not without its limitations. Greater 

interrogation of the wider nature of individual and group-based relationships would be 

important in future. As we highlight in the introduction, not all relationships are curative in 

supporting positive recovery outcomes, irrespective of their importance. To this end, 

recent research highlights the detrimental effects of social connections with using groups 

and individuals (Dingle, Stark, et al., 2015; Weston et al., 2018). Examining the effects 

that the composition of people’s social networks make to recovery is important to gain a 

better understanding of the wider influence of social relationships and this is the subject of 

another paper involving this sample (Beckwith et al., 2018). It is also possible that self-
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selection biases in treatment choice might have also influenced study findings. Recent 

research shows that attachment styles might predispose people towards particular forms of 

treatment, making them more likely to engage with others in that particular treatment 

context (Marshall, Albery, & Frings, 2018). The implication for the present study is that 

individual differences might be a factor in people’s readiness to engage with others in the 

treatment community. These data were not collected as part of this study, but would 

certainly be important to consider in future research to determine the extent to which 

attachment and other styles of social interaction influenced our findings.  

Measurement represents another limitation. Our index of identity centrality relied on 

a single item, largely for reasons of controlling survey length. While there is evidence that 

single items can be used effectively to index social identification (Postmes et al., 2013), 

there are more extensive scales of centrality that could be used in replicating these effects 

(see Cameron, 2004). Also related to measurement is the fact our study relied on self-

report measures rather than more objective indices of substance use and social connections, 

and there are other indicators of recovery potential that could be used to assess the 

generalizability of our findings. Finally, our findings are based on a cross-sectional 

analysis, which limits any comment on the directionality of our effects. However, it is part 

of a larger longitudinal study that will be able to address this issue when data collection is 

complete.  

Conclusion 

The present study confirms the important role that group membership and TC 

identification plays in treatment for substance dependence, but extends on previous 

research in three ways. First, it demonstrates the influence of existing group memberships 

early in treatment, highlighting the importance of understanding and working with client’s 

social identities early in recovery. Second, it shows that identification with the TC is a 

vital mechanism through which to support quality of life in the profoundly challenging 
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transition to residential treatment. Third, it emphasizes the importance of internalizing a 

sense of oneself as in recovery early to facilitate a bond with the TC. The extent to which 

these social identities prove effective in keeping people in treatment for longer and 

supporting recovery has yet to be demonstrated. However, the present study, alongside 

others in the field, make it clear that a social identity analysis can help to bring us closer to 

achieving these outcomes.  
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Figure captions  

1. Hypothesized mediation model showing relationships between group 

membership, TC identification, and recovery potential.  

2. Path model depicting the direct effects of group membership on quality of life 

with TC identification as the mediating variable, controlling for severity and 

duration of addition to the primary drug of concern.  

Note: Dashed lines represent non-significant paths, correlations between the 

control variables are shown. *p < .05; **p < .01; ***p < .001; n=248. 



Table 1. Participant demographics  

Variable Count 

Previous TC admissions 

     0 

     1 

     2 

     3 

     4-5 

No data 

 

188 

61 

17 

12 

8 

21 

Primary drug of concern 

     Methamphetamines 

     Alcohol 

     Heroin 

     Cannabis 

     Other Opioids 

     Other 

Benzodiazepines  

Cocaine 

 

117 

101 

53 

16 

10 

8 

2 

0 

Highest level of educational attainment 

     Year 8 or below*  

     Year 9-11* 

     Year 12* 

     Technical/vocational certificate          

     Diploma 

     Bachelor degree 

     Graduate diploma 

     Post graduate degree 

 

15 

109 

56 

79 

23 

17 

2 

6 

Accommodation prior to TC entry 

     With family 

     With partner 

     With friends 

     With recovery peer 

     Other 

     Alone 

No data 

 

133 

25 

44 

6 

23 

65 

11 

Employment status 

    Unemployed 

    Employed 

    No data 

 

248 

58 

1 

 

Notes. n=307. *Year refers to the number of years of school education with “Year 8 

and below” indicating eight years or fewer in school.  

 

 

  



 

Table 2. Means and standard deviations for key measures as a function of gender, 

age, and identified Indigenous heritage.  

 

Measure 
Gender Age category 

Indigenous 

heritage 

Male Female < 30 yrs  ≥ 30 yrs Yes No 

 

No. Group Memberships 

     (range= 0-6) 

 

3.14 

(1.67) 

 

3.31 

(1.64) 

 

3.24 

(1.59) 

 

3.16 

(1.69) 

 

3.25 

(1.85) 

 

3.18 

(1.64) 

 

No. Important Individual 

Relationships (range=1-10) 

 

4.85 

(2.63) 

 

5.12 

(2.31) 

 

4.94 

(2.42) 

 

4.93 

(2.60) 

 

3.96 

(2.52) 

 

5.01 

(1.0) 

 

TC Identification 

     (range=1-7) 

 

4.97 

(1.29) 

 

4.97 

(1.13) 

 

4.82 

(1.16) 

 

5.03 

(1.30) 

 

4.86 

(1.01) 

 

4.97 

(1.27) 

 

Recovery Centrality 

     (range=1-7)    

 

5.33 

(1.16) 

 

5.51 

(1.05) 

 

5.24 

(1.07) 

 

5.47 

(1.16) 

 

5.53 

(1.20) 

 

5.38 

(1.13) 

 

User Centrality 

     (range=1-7) 

 

4.76 

(1.99) 

 

4.87 

(1.99) 

 

4.50 

(2.02) 

 

4.94 

(1.98) 

 

4.33 

(2.12) 

 

4.82 

(1.99) 

 

Previous TC Admissions 

     (range=1-5) 

 

0.60 

(1.02) 

 

0.56 

(1.06) 

 

0.29 

(0.72) 

 

0.73 

(1.13) 

 

0.30 

(0.80) 

 

0.61 

(1.05) 

 

ARC Total 

     (range=1-50)     

 

35.31 

(9.79) 

 

32.71 

(9.96) 

 

35.21 

(8.98) 

 

34.08 

(10.37) 

 

37.76 

(8.07) 

 

34.22 

(9.97) 

 

Quality of Life 

     (range=0-10) 

 

4.36 

(2.70) 

 

4.15 

(2.69) 

 

4.37 

(2.51) 

 

4.24 

(2.80) 

 

4.83 

(2.98) 

 

4.24 

(2.67) 

 

Substance Use Frequency  

     (range=0-30 days) 

 

19.58 

(9.97) 

 

19.56 

(10.99) 

 

18.71 

(10.54) 

 

20.03 

(10.13) 

 

16.75 

(11.84) 

 

19.83 

(10.12) 

 

Substance Use Duration  

     (range=1-50 years) 

 

12.06 

(8.92) 

 

12.18 

(9.44) 

 

6.77 

(5.10) 

 

14.85 

(9.42) 

 

8.95 

(6.88) 

 

12.33 

(9.16) 

 

  

Note: No.=Number, yrs=years, ARC=Assessment of Recovery Capital



Table 3. Uncentered means, standard deviations, and inter-correlations between key variables  

Variable Mean SD 1. 2. 3. 4. 5. 6. 7. 8. 9. 

1.  No. group memberships 3.19 1.66          

2.  No. individual 

relationships 
4.93 2.53 0.40***         

3.  TC identity 4.96 1.25 0.16** 0.09        

4.  Recovery centrality 5.56 1.72 0.07 0.03 0.54***       

5.  User centrality 4.79 1.20 0.01 -0.01 0.03 0.07      

6.  No. previous TC 

admissions 
0.58 1.03 -0.11 0.01 0.1 0.05 0.06     

7.  Quality of life 4.28 2.70 0.13* 0.06 0.23*** 0.11 -0.04 0.05    

8.  ARC Total 34.47 9.88 0.02 0.06 0.25*** 0.20*** -0.24*** 0.03 0.45***   

9.  Substance Use Frequency 19.61 10.26 -0.07 -0.02 0.01 0.03 0.19** 0.02 -0.06 -0.02  

10. Substance Use Duration 12.12 9.06 -0.02 -0.02 0.04 0.08 0.09 0.16* -0.05 -0.06 0.16* 

Note. N=307, *p ≤ .05, **p ≤ .01, ***p ≤ .001. No. = number, TC=therapeutic community, ARC=Assessment of Recovery Capital 

 

 

 



 

Table 4. Results of hierarchical regression predicting TC identification. 
 

 

Variable 

TC Identification 

Step 1 (∆R² =.07**) Step 2 (∆R² =.25***) 

b SE β b SE β 

Education (years) -.14 .04 -.21** -.07 .04 -.11 

Age .02 .01 .14 .01 .01 .06 

Gender .04 .17 .01 -.09 .14 -.04 

Substance Use Frequency 0 .01 0 0 .01 -.01 

Substance Use Duration -.01 .01 -.05 -.01 .01 -.04 

No. TC Admissions - - - .08 .07 .07 

Recovery Centrality - - - .38 .04 .52*** 

User Centrality - - - -.01 .03 -.01 

Note. N=307; *p < .05; **p < .01; ***p < .001.  

  No. = Number, TC=therapeutic community 
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