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Abstract

Background: Item specification is foundational to measurement development but rarely reported
in depth. We address this gap by explicating our use of qualitative methods to ground and develop
items for a new recovery capital measure, the Multidimensional Inventory of Recovery Capital.

Method: We recruited a diverse sample of service providers (7= 9) and people in recovery from
alcohol problems (7= 23) to provide feedback on an item pool assessing social, human, physical,
community, and cultural capital. Using applied qualitative analysis, we coded findings from
interviews and focus groups and made final decisions by consensus regarding item elimination,
retention, or revision. This process yielded a 49-item draft measure.

Results: Only nine items from an initial 90-item list were retained in their original form.
Participant feedback guided item elimination, addition, and revision for linguistic or conceptual
clarity. We detected little systematic variation in feedback based on income or race; however, there
were stark divergences on particular items based on recovery pathway (i.e. 12-step versus other
approaches).

Conclusions: The high degree of alteration to the item pool highlights the importance of
establishing validity with respondents. Response variation based on recovery pathway suggests
the need for broad heterogeneity in respondents. Measures that are sensitive, psychometrically
sound, and aligned with theory are critical for advancing research on recovery capital and related
disparities for diverse populations.
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Introduction

Since its debut more than two decades ago, the concept of recovery capital (Granfield and
Cloud 1999; Cloud and Granfield 2001) has captured the interest of addiction researchers,
service providers, and grassroots recovery movements. Although researchers have stressed
the importance of developing psychometrically sound and culturally inclusive measures of
recovery capital, current measures are hampered by significant limitations (Hennessy 2017;
Bowen et al. 2020). This paper reports results from the first phase of a study to develop

a comprehensive, inclusive, and theory-based measure of recovery capital. Our aim is to
explicate our use of qualitative methods to ground the development of measurement items in
the experiences and realities of the measure’s target population, in order to avoid common
pit-falls in item specification that ultimately hinder utility in research and practice (Gilgun
2004; LeCroy 2019).

Recovery capital: evolution of a theory

From earlier definitions focused on abstinence, the definition of recovery from substance use
problems has evolved to include multidimensional elements such as well-being, optimism,
and overall life improvements (Kaskutas et al. 2014; Kelly et al. 2018; National Institute
on Alcohol Abuse and Alcoholism 2020). Relatedly, Cloud and Granfield (2001) initially
proposed recovery capital as a theoretical framework to measure the resources outside of
formal treatment that aid in one’s recovery across social, physical, human, and cultural
domains (Cloud and Granfield 2001). Social capital captures supportive relationships and
connections within social networks. Physical capital includes material resources, such as
transportation, housing, and financial assets. Human capital consists of one’s personal
qualities, skills, attitudes, and education and training. Finally, cultural capital is one’s
beliefs, values, spirituality, and connections to the larger environment. Cloud and Granfield
(2008) subsequently expanded recovery capital theory to include negative forms of capital
in these same categories that deter recovery success. Since its initial conceptualization,
researchers have theorized that recovery capital may act as a buffer to psychological stress,
with higher levels of recovery capital resulting in corresponding stress reductions that
promote sustained recovery (Kelly and Hoeppner 2015).

Research has examined recovery capital in a variety of populations and groups, including
people experiencing homelessness (Neale and Stevenson 2015), formerly incarcerated
individuals (Lyons and Lurigio 2010; Connolly and Granfield 2017), ethnic minorities
(Pouille et al. 2020), young adults (Demant and Jarvinen 2011), and adolescents (Hennessy
et al. 2019; Nash et al. 2019). However, gaps remain in terms of the representativeness

of populations included in recovery capital research samples. In a systematic review of

38 articles on recovery capital spanning from 1999 to 2016, Hennessy (2017) found that

on average, study samples were 72.1% white and 60.9% male. Although some studies did
include greater racial and gender diversity, Hennessy noted the need for research to address
disparities in recovery capital and their structural drivers for marginalized populations.

Recovery capital is likely an underlying factor in persistent disparities in recovery outcomes.
People with fewer economic resources and people of color encounter historical trauma
and ongoing systemic racial and economic oppression that impact both vulnerability to
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substance use problems and treatment and recovery prospects (Collins et al. 2016; Zemore
et al. 2018; Wagner and Baldwin 2020). Barriers such as limited access to housing, loans,
and employment opportunities for formerly incarcerated people stifle the development of
recovery capital and disproportionately impact people of color (Kelly et al. 2017). In
addition, factors including identifying as cisfemale, transgender, non-binary, and/or lesbian,
gay, bisexual, or queer are associated with poorer recovery outcomes and reduced access to
recovery resources, reflecting the predominance of a cismale and heteronormative paradigm
of recovery (Glaser 2014; EIm et al. 2016; Kelly et al. 2017; Mericle et al. 2020; Wagner and
Baldwin 2020). There is also a prevailing need to improve understanding and measurement
of cultural, community, and social dimensions of recovery across populations (Best and
Ivers 2021).

Measuring recovery capital

Advancement of research on recovery capital, its role in recovery disparities, and the
development of interventions to bolster positive capital and reduce negative capital sources
benefits from the availability of measures that are grounded in theory and psychometrically
reliable and valid for diverse populations (Hennessy 2017). Currently, the predominant
recovery capital measure is the Assessment of Recovery Capital (ARC; Groshkova et al.
2013) and its condensed 10-item version, termed the Brief Assessment of Recovery Capital
(BARC-10; Vilsaint et al. 2017). The full version of the ARC is a 50-item instrument
covering ten domains, including substance use and sobriety, social support, and meaningful
activities (Groshkova et al. 2013). The abbreviated BARC-10 contains one item derived
from each domain (Vilsaint et al. 2017).

Though initial testing found each of these measures to have reasonable psychometric
strength, more recent analyses have indicated theoretical and empirical limitations. The
ARC/BARC-10 includes domains not articulated in the theoretical literature (Cloud and
Granfield 2008), such as sobriety (interpreted as abstinence) as a component of recovery
capital, and does not assess key components of the theory, including cultural capital and
negative capital (Bowen et al. 2020). In addition, the ARC and BARC-10 were evaluated
with predominantly white samples that were engaged in treatment or self-help groups.
Although Hanauer et al. (2019) noted invariance across racial and ethnic groups, genders,
and sexual orientations for a 10-item Short Recovery Capital Scale (SRCS) consisting

of items intentionally paralleling the BARC-10, the study did not report on participants’
socioeconomic status and the sample consisted solely of participants in residential treatment.

The psychometric features of the ARC/BARC-10 and related measures such as the SCRS
are largely unknown in populations that are diverse with regard to socioeconomic status,
race and ethnicity, and recovery pathway (e.g. inclusive of those recovering outside of
formal treatment systems). Recovery capital is not manifested uniformly among populations;
therefore, measurement items that are demonstrated to be reliable and valid in primarily
white and middle-class samples may not necessarily remain so in other groups. LeCroy
(2019) notes that there are numerous dangers to the proliferation of measures that are not
reliable, valid, or comprehensible to the populations responding to them, including the
inability to detect effects in intervention research.

Ad(dict Res Theory. Author manuscript; available in PMC 2023 January 30.



1duosnuen Joyiny 1duosnuey Joyiny 1duosnue Joyiny

1duosnuen Joyiny

Bowen et al.

Page 4

The development and availability of recovery capital measures that are psychometrically
sound for varied groups is critical to the advancement of recovery science and practice

and especially recovery intervention research. Given entrenched disparities, it is particularly
important that any measure of recovery capital is reliable and valid for groups that are under-
served and under-represented in prior research, including low-income individuals, people of
color, women, sexual and gender minorities, and people not engaged in treatment. While
measures such as the ARC, BARC-10, and SCRS have helped to advance understanding

of recovery capital, the shortcomings of these instruments suggest the need for further
development of inclusive and theory-aligned measures of recovery capital.

Current study

In this paper, we report results from the first phase of a study to develop a new and
comprehensive measure of recovery capital, the Multidimensional Inventory of Recovery
Capital (MIRC). Our primary aim is to describe the methodological processes and results
for developing and refining measurement items. Although item specification is foundational
in measurement development and validation, developers of new measures often neglect to
adequately describe procedures for specifying constructs, generating items, and ensuring
content validity (Holmbeck and Devine 2009). Within healthcare, the movement toward
creating and implementing patient-reported outcome measures has reinforced the importance
of grounding item generation in patient perspectives through the use of qualitative methods
(U.S. Food and Drug Administration 2009; Pilkonis et al. 2013; McCarrier et al. 2016;
Williams et al. 2019). Concurrently, policymakers and funders including NIAAA (2020)

as well as addiction researchers have articulated the need for new measures that capture
nuanced aspects of the recovery process (Hennessy 2017; Witkiewitz and Tucker 2020).
However, very little prior research has explicated the use of qualitative methods to generate
items for recovery measurement that reflect the viewpoints of primary stake-holders, such as
service providers and people in recovery (Neale et al. 2014, 2016).

Particularly critical, though often overlooked, is eliciting input on potential items from
varied members of a target population to attain cultural validity (Holmbeck and Devine
2009; LeCroy 2019). With regard to recovery, extant disparities underscore the urgency of
ensuring that samples sufficiently include populations historically under-served in practice
and under-represented in addiction and recovery research, including people of color, low-
income individuals, and sexual and gender minorities (Collins et al. 2016; Zemore et al.
2018; Wagner and Baldwin 2020). Though evidence suggests that 12-step group attendance
correlates with higher levels of recovery capital through the promotion of abstinence-
focused social supports (Majer et al. 2021), recovery capital measures have not assessed
differences by recovery pathway. Therefore, heterogeneity in recovery samples must also
encompass variations in recovery pathway and be inclusive of individuals with varying
levels of engagement (or non-engagement) with self-help groups and formal treatment
systems (Subbaraman et al. 2015; Kelly et al. 2017). To address these gaps, this paper
provides an in-depth view of our process of item development, with a focus on how

we elicited and incorporated input from a heterogeneous sample of service providers and
individuals in recovery from alcohol problems.
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Initial item generation

To generate the initial item pool, the research team reviewed empirical research that
described elements of recovery capital. We utilized Hennessy’s (2017) systematic review
of recovery capital research and conducted a literature search to find additional relevant
studies. Our review focused on studies that analyzed components or elements of recovery
capital, and excluded studies on other aspects of recovery capital, such as those analyzing
correlates of recovery capital as a whole. Through this search, we identified 15 relevant
studies published between 2001 and 2019.

We used Cloud and Granfield (2008) theoretical framework to organize the empirical
elements of recovery capital described in these studies. Studies identified a vast range of
recovery capital elements, such as participation in recreational groups (Zschau et al. 2016),
meaningful employment (Neale et al. 2014), and financial problems as a component of
negative recovery capital (Duffy and Baldwin 2013). Next, we classified each element as
positive or negative under the categories of social, physical, human, and cultural capital.
Further discussion concerning cultural capital resulted in splitting this category into cultural
(e.g. values, tastes, and traditions) and community (e.g. community-level resources) capital
(White and Cloud 2008; Hennessy 2017). Study team members then wrote at least one item
per element. The team discussed the items developed through this process and generated
additional items, yielding a list of 90 original items.

Following these initial steps, nine recovery research experts who were not part of the
research team reviewed and provided feedback on the list. Based on this feedback, the
research team revised many of the items and added additional items suggested by the
experts, resulting in an expanded set of 102 items. To reduce the number of items for
review in focus groups, we grouped items that assessed a central construct and chose one
item to represent the construct. For example, ‘I feel supported by my family’ represented
the construct of family support, with more specific items assessing support from romantic
partners and children retained in an item bank for further consideration (referred to as
‘banked items’ throughout the research process). Through this process, we identified 53
items to present to participants. Figure 1 summarizes changes made to the item list across
stages of the item development process, including initial item generation, expert review,
consolidation around central constructs, and vetting with service providers and people in
recovery.

Item vetting with service providers and people in recovery

Eligibility and quota sampling criteria—To vet and refine the proposed items, we
conducted focus groups and interviews with two types of participants: services providers
and people in recovery from alcohol problems. Data collection took place from October
2020-March 2021. All study activities were carried out with the approval of the Institutional
Review Board at the principal investigator’s university. Participants were age 18 or older and
living in the United States. The eligibility criterion for service providers was working full

or part-time in any role and in any aspect of the substance use treatment and recovery field.
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For people in recovery, the eligibility criterion consisted of identifying as having resolved a
prior problem with alcohol (either alcohol alone or alcohol and other drugs) for at least 30
days. Similar criteria have been used in prior recovery studies (Kaskutas et al. 2014; Kelly et
al. 2018). Our criterion centered on alcohol due to our funding source as well as recognition
of the unique recovery challenges associated with alcohol as a legal and widely available
substance.

To ensure economic and racial and ethnic diversity in the recovery sample, we formulated

a quota sampling plan based on income and racial and ethnic identity. We used house-hold
income under 200% of the federal poverty level (FPL) as the threshold for low-income status
and asked participants to self-report how they defined their race and ethnicity, subsequently
grouping responses as white or people of color. We defined ‘people of color’ to include
identifying as Black or African American, Native American, Asian American, Latinx or
Hispanic ethnicity, or more than one race or ethnicity. The plan specified recruiting five

to eight people in recovery in each of the following categories: white and low-income;
people of color and low-income; white and middle/high-income; people of color and middle/
high-income. Although not part of the quota sampling criteria, we also monitored our
recruitment for heterogeneity with regard to gender and sexual orientation. We did not

use quota sampling for the service provider sample, given feasibility constraints (e.g. the
likelihood of limited income variability among people employed in the same sector) and

the choice to limit the provider sample size relative to the recovery sample size, in order to
highlight the voices of people in recovery in the research.

Recruitment—We used a multisource recruitment strategy to recruit both service
providers and people in recovery (Subbaraman et al. 2015). Our strategy relied on online
communication, given the timing of the study during the COVID-19 pandemic. This
included disseminating the study information via email to personal contacts and institutional
listservs, posting study information on social media (Facebook, Instagram, Twitter), sharing
information with staff at social service agencies, and informal snowball sampling through
participants telling their contacts about the study. For the recovery sample only, we also
utilized a university-based research registry, through which we notified community members
who had indicated potential interest in participating in substance use-related research. Using
these varied methods enabled us to recruit a heterogenous sample in accordance with our
sampling plan (Subbaraman et al. 2015).

Data collection procedures—Potential participants were screened for eligibility via
phone, text, or email, then scheduled a time to attend a focus group or individual interview
via videoconferencing using Zoom. After completing consent procedures, participants filled
out an online survey assessing demographics and gathering benchmark data on treatment
history, prior problem severity (assessed with the lifetime version of the Short Inventory of
Problems; Miller et al. 1995), and current alcohol and drug use (assessed using questions
from the Alcohol Use Disorders Test and Drug Use Disorders Identification Test; Berman et
al. 2005; Saunders et al. 1993).

Focus group versus individual interview format was determined based on participant
preference and availability, ensuring respondents could participate in the format in which
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they felt most comfortable. Seven focus groups comprised of two to four participants and 13
individual interviews were conducted, using the same structured format. A facilitator from
the study team displayed the potential items in a PowerPoint presentation. The facilitator
read each item aloud and asked participants to share feedback, using probing questions such
as, ‘Does this item reflect something that is important to your own recovery?’ ‘What don’t
you like about this item?” ‘Is anything in this item unclear or confusing?’ The facilitator also
asked participants to describe other aspects of recovery capital that were missing and should
be included on the measure. Focus groups and interviews took approximately 90 minutes
(inclusive of all procedures) and were recorded and auto-transcribed in Zoom for analysis.
Participants received $30 electronic gift cards as compensation for their time.

Data analysis and coding—We used the framework approach for applied qualitative
analysis (Ritchie and Spencer 1994), which enables comparison both within and across
cases. The research team created a deductive thematic framework that categorized responses
from the five respondent groups (e.g. service providers and the four quota sampling
categories of people in recovery) under each measurement item. Following an interview or
focus group, a member of the research team reviewed the transcript and completed primary
coding by summarizing the participants’ perspective and feedback under each item, using
verbatim quotes and paraphrasing.

The first and second authors periodically reviewed the primary coding, writing memos

to note emerging themes and questions. Simultaneous with data collection, the first and
second authors engaged in secondary coding by reviewing the primary codes and memos

to draft recommendations regarding if a particular item should be eliminated, replaced

with a banked item, retained as written, or revised. The authors continued to revisit

these draft recommendations as additional interviews and focus groups and corresponding
primary coding were completed. As the last stage, the first and second author met with

two study co-investigators and a research consultant, whose role was to provide expertise
and guidance on recruitment and data collection, measurement development processes, and
interpretation of results. The co-investigators and consultant are senior researchers with
several decades of experience in recovery research. All members of the team reviewed the
primary and secondary coding and memos and made final decisions by consensus regarding
item elimination, retention, and revision. This process yielded the first version of the MIRC
with 49 items, which was further evaluated through cognitive interviewing and psychometric
pilot testing (not described in this paper).

Sample description

The sample consisted of 32 participants, including nine service providers and 23 people in
recovery. Although there was overlap between the two subsamples—with some providers
disclosing a recovery history and some people in recovery working in the field—for the
analysis we enumerated participants according to the subgroup in which they were recruited
and screened. The sample was majority cis-gender female (58.1%). Around one quarter of
respondents (25.8%) identified their sexual orientation as leshian, gay, bisexual, or ‘other.”
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People of color comprised 43.4% of the recovery sample and 38.7% of the total sample.
Low-income individuals were nearly half (47.8%) of the recovery sample and 35.5% of
the total sample. A majority of the recovery sample (60.9%) identified as having resolved
their alcohol problems for two years or more, while 13% had resolved their problems for
between 1 and 2 years. About one quarter of the sample (26.1%) indicated they had been
in recovery for less than one year. Many participants reported ever having had problems
with other drugs in addition to alcohol including marijuana (39.1%), cocaine, crack, or
meth amphetamine (34.8%), heroin (13%), prescription opioids (21.7%), other prescription
medications (13.0%), or other drugs not specified (8.7%).

There was also substantial variation in pathways of recovery. In the recovery subsample,
34.8% of participants had ever attended inpatient treatment for alcohol problems and 52.2%
had ever participated in outpatient treatment. Just under half (47.8%) had attended self-help
groups (in-person or online) in the past 30 days, with 21.7% having attended previously
and 30.4% never having attended. Around one-fifth of recovering participants (21.7%) had
attended both inpatient and outpatient treatment in addition to self-help groups. In contrast,
17.4% had no experience with inpatient or outpatient treatment or self-help groups. Finally,
a substantial minority of recovering participants used alcohol occasionally (43.5%) and the
same percentage used other drugs (Table 1).

Respondent feedback on the MIRC

A review of the initial 90-item list (see Figure 1) revealed a high degree of modification.
Only nine (10%) of the original items remained unchanged in any form in the final 49-item
version. As an example, Table 2 illustrates the evolution of items for the category of

negative human capital, in which three items were retained in their original form, four

were eliminated, two were revised, and one was added. Below, we elaborate on themes in
participant feedback guiding choices about item retention, elimination, and revision as well
as generation of new items. For context, in Table 3 we summarize demographic and recovery
characteristics of participants whose interviews were excerpted.

Unchanged items—Unchanged items tended to measure concepts widely understood to
be key facilitators of recovery and were linguistically simple, such as ‘I feel physically
healthy most days.” The small set of unchanged items were viewed by respondents as
important to their recovery and to recovery in general. For example, regarding an item
about being part of a recovery community, service providers in one focus group expressed
the following thoughts sequentially: ‘I think it’s totally, totally important and that’s a good
way to ask’ (Participant 1), ‘I say that | agree, you know, being a part of our community
and a sense of recovery is so essential’ (Participant 2), and ‘I agree with them. It’s good’
(Participant 3).

Item elimination—Outright item elimination was common, in response to participant
critique. The item, ‘I am getting help for my recovery from doctors, nurses, counselors,
social workers, peer recovery specialists, or other professionals’ was eliminated after critical
feedback including concerns about the following: passivity versus assertiveness and self-
accountability in recovery (Participant 4); that ‘informal supports’ are not included and
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may be just as relevant (Participant 5); that ‘there can be a lot of variance in between

all the different types’ of support (Participant 6); and that the item was too aligned with

a medical model of recovery, which generated responses such as, ‘the whole thing with
labeling somebody an addict for the rest of their life is not productive at all’ (Participant 7).
Another item that was eliminated was, ‘Drug courts or the criminal justice system have been
a source of motivation and support for my recovery.” Although some respondents found this
relevant and reasonable, others found the question difficult to answer because drug courts
versus the standard court system were so different, and because of painful prior experiences.
‘Look, for a lot of people they’ve had negative experiences in those systems, so they don’t
try,” Participant 8 commented.

Item revision—Feedback on item revision took two main forms: suggestions to improve
linguistic clarity and simplicity, and recommendations to refine conceptual clarity. Some
items were slightly reworded to capture nuances not present in the original framing. One
example was replacing the word ‘good’ with ‘effective’ for the item ‘I have good coping
skills that I use in my recovery,” based primarily on feedback from one participant who
noted:

I don’t like “‘good’ coping skills, because like, I have shitty coping skills that still
keep me sober. | feel like I’ve gained some weight because | like sugar, but it’s kept
me sober for going on six years now.

(Participant 4)

Other items were changed for greater conceptual rather than linguistic clarity. Two items, I
have people close to me who are still having problems with alcohol or drugs’ and ‘Friends or
family members use alcohol or drugs around me’ were merged into ‘People using alcohol or
drugs around me makes my recovery more difficult.” The reworking removed the specificity
of ‘friends or family members,” expanding the scope. Further, it removed the concept of
‘problems,” which elicited a negative response in that people were reticent to judge whether
someone else had a problem. In sum, participants felt that the primary detriment to recovery
was others using substances in their presence, regardless of if substance use was problematic
for those individuals, and regardless of if they were friends or family. As Participant 9
explained:

| feel like it has this judgment of people we don’t know ... the ‘still having
problems with’ implies that, we just think that they shouldn’t be drinking or
whatever ... “ whereas it could just be, ‘are the people around you sober or not,
yes or no.’

Another example is the transformation of the item ‘I am living where | want’ into ‘My
housing situation is helpful for my recovery.” Many participants, and especially service
providers, rejected the initial formulation on the grounds that what people want is often far
afield from what is beneficial in recovery. A provider (Participant 9) noted with wit, ‘I could
be living in the place | want because it’s a trap house and it’s free, but that’s not a good thing
for my recovery.’
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New items—A few novel items were introduced via the feedback process. Two participants
suggested adding an item under negative social capital to assess isolation and loneliness,
with one alluding to feeling ‘socially outcast’ in recovery (Participant 10) and another
elaborating on the difficulty of maintaining social connections in recovery when one’s peers
are engaged in activities that involve alcohol (Participant 11). As a result, we added the item
‘I feel alone’ as negative social capital. Participant 12 discussed the importance of sleep as
human capital, noting ‘there are a lot of people with addiction who have sleep disorders.’
The research team thus formulated the item, ‘I have trouble sleeping’ under negative human
capital.

Participant 13 talked extensively about how racism and sexism impact recovery, such as
through shaping one’s experience of treatment and how people are treated in the criminal
justice system. At the end of the interview, the interviewer asked the participant about his
thoughts regarding adding an item to assess discrimination and bias as negative cultural
capital. ‘I think we need to start talking about that,” the participant offered, elaborating
that the current social climate ‘might create a space for someone to be able to answer that
question.” In response, we added the item *Discrimination related to my race, gender, or
sexual orientation has made my recovery harder.’

Overarching themes and global survey experience feedback—In synthesizing
participants’ feedback, we noted little systematic variation according to characteristics such
as racial and ethnic identity, gender identity, and socioeconomic status. No items were
consistently endorsed or rejected by members of one group and not by another. However, we
detected subtle variations. One illustration is that for the item *It’s hard to avoid the alcohol
or drug use in my neighborhood or town,” participants across income levels agreed on the
item’s salience as negative community capital, but the item appeared to particularly resonate
with low-income people. One participant vividly recalled going to an AA meeting in a space
that used to be a bar: ‘I mean, you walk into this meeting and ... The whole bar is still set up
... the first thing I think of is ‘Damn, | want to drink” (Participant 7). This participant also
discussed seeing people selling drugs and ‘liquor everywhere’ in the neighborhood where he
went for counseling appointments. Although higher income participants agreed that this item
was important, one suggested that this concern might be mitigated via participation in online
communities and Zoom-based meetings, a possibility not overtly recognized by participants
with lower incomes.

We observed that systemic variation in responses to particular items appeared to occur
primarily on the basis of recovery pathway. For instance, most participants affirmed the
salience of the item ‘I have a spiritual practice that helps me in recovery,” with some linking
it to spirituality in a 12-step context and others situating spirituality more broadly. ‘The 12-
step program, that belief in the higher powers is a big deal,” Participant 14 remarked. Others
appreciated that the item was formulated in a broad way, with some, such as Participant

15, linking it to mindfulness and meditation practices. However, a few participants who
articulated having negative experiences in 12-step groups expressed concern that the item
was too aligned with a 12-step view: “You don’t ask a diabetic if they needed a higher power
to recover,” Participant 16 stated. Given that the large majority of participants affirmed

the item and were able to interpret it in nuanced ways according to their own notions of
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spiritual practice, we retained this item without revision, but noted that future research using
the MIRC might explore varying response patterns to this item depending on respondents’
experience with 12-step groups.

Additionally, a few participants expressed feeling that the survey questions were judging the
quality of their recovery or blaming them for any deficits in recovery capital. For example,
one participant stated that answering affirmatively to the item ‘I have problems with my
mental health’ might feel “harsh,” particularly ‘if they’ve been labeled as trouble-some in
some way, shape, or form’ (Participant 11). Another participant remarked that the item ‘I
feel supported by my family” (eventually revised to ‘“My family supports my recovery’)
could trigger negative emotions in people who don’t have family support, including people
who have experienced family rejection because of their sexual orientation, which could be
an underlying reason for their substance use problems (Participant 4). Although the potential
perception of judgment seemed difficult to completely avoid, the research team weighed this
consideration and added instructions aiming to convey a nonjudgmental tone to the overall
measure.

A final noteworthy point from participant feedback was the limitations posed by closed-
ended questions. ‘My fantasy ... is that there would be a place for people to write-... the
qualitative details,” Participant 12 offered. Other participants expressed a similar desire to
qualify or elaborate on their responses to the closed-ended survey questions. Although our
focus remains on developing the MIRC as a traditional close-ended survey measure, we note
this as a consideration for future clinical use of the finalized measure, as completing the
measure could serve as a starting point to open-ended conversations about recovery capital.

Discussion

This study describes the evolution of the item pool for a new measure of recovery capital,
shaped through a process of eliciting the perspectives of service providers and people

in recovery. Although the formulation of items is foundational to the development—and
ultimate utility—of any psychometric instrument, this step typically receives little attention
in the research literature (Holmbeck and Devine 2009; Williams et al. 2019). Our intent in
this paper was to open the black box of item development and illuminate at a granular level
how respondent feedback shapes decisions regarding item retention, elimination, revision,
and generation.

For some measures, such as Neale et al. (2014, 2016) work to develop a comprehensive
measure of recovery, constructs are inherently murky and extensive qualitative work is
needed to flesh them out. In our case, recovery capital theory provided a backbone for the
measure, specifying the sub-constructs of social, physical, human, and cultural capital in
positive and negative forms (Cloud and Granfield 2008). However, clarity of theoretical
concept and elucidating measurement items are quite different affairs. The qualitative
insights gained in this process strongly informed the latter. Despite the vetting of potential
items with research experts and subsequent revision, we drastically modified the item pool
based on participant feedback, leading to further item revision, item elimination, and new
item generation. Only a small proportion (10%) of items from the original item list remained
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unchanged on the final 49-item pilot MIRC, due to consistently positive feedback and near
universal endorsement. The process repeatedly demonstrated the ways in which the majority
of initial measurement items had construct and content validity from the perspective of
research experts, but lacked face validity from target users prior to their revision. Based on
our results as well as a growing number of studies on item development for patient-reported
outcome measures in health care (Pilkonis et al. 2013; McCarrier et al. 2016; Williams

et al. 2019), we advocate that target population feedback on potential items become a
standard part of the measurement development process, alongside expert feedback on items
and direct and indirect target user input in subsequent stages of cognitive interviewing and
psychometric testing.

Furthermore, this study affirms the value of eliciting feedback from target users who are
heterogeneous with regard to demographics and recovery characteristics. Because sample
sizes for qualitative research are typically small, there is a danger in gathering feedback
from homogenous samples when the goal is to build a measure that can be used widely
with heterogeneous groups. We were especially struck in our study by the variability in
feedback on particular items according to recovery pathway. This finding underscored the
importance of attempting to write items in neutral ways that neither endorsed nor repudiated
a 12-step model of recovery. We also took care to ensure that no items on the measure
implied a view of recovery centered on abstinence. As our sample included a substantial
proportion of recovering participants (43.4%) who reported at least occasional alcohol

use, we conclude that the measurement items appear to have credibility with people on
both abstinent and non-abstinent pathways with regard to alcohol. Future research should
build on recent work by Majer et al. (2021) by exploring variations in recovery capital

for people on different recovery pathways, including those that include 12-step support
and/or an abstinence orientation and those that do not. Future work should also address
variation in recovery pathways with regard to differing substances, as a person may abstain
from some substances and continue to use others, as well as explore the intersection of
medication-assisted treatment with recovery capital.

Additionally, a criticism of recovery research is that much of it relies primarily on samples
of people in inpatient or outpatient substance use treatment (Subbaraman et al. 2015). This
excludes people in natural recovery, as well as many people in long-term recovery who

have not been in treatment recently. Although a measure of recovery capital could be useful
in treatment settings, we see its utility as extending beyond these bounds, encompassing
possibilities such as people in natural recovery using the tool for self-assessments and
researchers using the measure in studies. While it can be more challenging to locate and
recruit participants who are not engaged in formal treatment, we believe it is critical to do so
when eliciting feedback on recovery-related measures.

Several limitations exist regarding this study and the measure we are developing. Despite
our best efforts to recruit a diverse sample, our sample is not a perfect representation of

the larger population of people in recovery from alcohol problems. No participants in the
sample identified as Native American or Asian American and only one participant identified
as having Latinx or Hispanic ethnicity. Regarding recruitment, we did not formally track
the number of participants recruited by each recruitment method we used, limiting sampling
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transparency. It is also critical to note that our choice to focus on people in recovery

from alcohol problems limits the generalizability of the MIRC. Although we formulated
MIRC items to refer broadly to ‘recovery’ or ‘alcohol or drugs’ and not alcohol alone,
further evaluation would be needed to establish the face validity of items with people
whose recoveries do not involve alcohol problems. In addition, the phrasing of our inclusion
criterion asked participants if they had ‘resolved a prior problem with alcohol.” Although
not our intention, this phrasing may have implied that recovery is a finite task, rather than a
dynamic and ongoing process of change (Witkiewitz et al. 2020). Thus, this wording could
have excluded potential participants who identify as in recovery but do not consider their
problem resolved.

A methodological limitation is that we collected data via both individual interviews and
focus groups. These options were advantageous in terms of accommaodating participants’
schedules and preferences, though our analysis did not account for the possibility that
individual versus group format may have influenced participants’ responses. It is also
possible that we would have received different feedback had we conducted data collection
in person. Participants appeared comfortable engaging in the interview or focus group
process via Zoom, but we did not gather direct feedback on how participants felt about
the technology. In addition, some people in the target population may not have pursued
participation due to the online format. Although there is great potential for the ongoing use
of videoconferencing technology in qualitative research to overcome participation barriers
based on public health concerns and/or geographic, mobility, and scheduling limitations,
participant preferences for online versus face-to-face opportunities should be considered
(Archibald et al. 2019).

Conclusion

Measures that are sensitive to change, reliable, and valid for diverse populations are essential
to advancing recovery research (Hennessy 2017; LeCroy 2019). Specifying items is merely
the first step in building and fully validating a measure of recovery capital that can be used
to study and address the root causes of disparities in recovery capital and recovery-related
outcomes for marginalized populations. We encourage researchers who are developing new
measures for a variety of constructs to explicate their methods for ensuring that items

are comprehensible and resonant across varied segments of a target population. There

is no substitute in the later stages of scale development for the foundational vetting of
measurement items with the stakeholders who hold the deepest from of expertise: the
heterogeneous target users of the future measure.

Acknowledgments

Data and/or research tools used in the preparation of this manuscript are available from the National Institute

on Alcohol Abuse and Alcoholism Data Archive (NIAAADA). NIAAADA is a collaborative informatics system
created by the National Institutes of Health (NIH) to provide a national resource to support the sharing of federally
funded data for accelerating research. Data can be accessed via http://nda.nih.gov/niaaa. Dataset identifier: NDA
Collection ID C3554.

The authors thank project consultant Lee Ann Kaskutas for her expertise and contributions to the project. We thank

the University at Buffalo Clinical and Translational Science Institute’s Buffalo Research Registry for assistance
with recruitment. We acknowledge the following individuals for reviewing proposed items for the measure: Dr.

Ad(dict Res Theory. Author manuscript; available in PMC 2023 January 30.


http://nda.nih.gov/niaaa

1duosnuen Joyiny 1duosnuey Joyiny 1duosnue Joyiny

1duosnuen Joyiny

Bowen et al.

Funding

Page 14

Audrey Begun, Dr. Clara Bradizza, Dr. Susan Collins, Dr. Gerard Connors, Dr. Paul Gilbert, Dr. Emily Hennessy,
Dr. Amy Krentzman, Dr. Paul Stasiewicz, and Dr. Katie Witkiewitz. Lastly, we thank the participants for sharing
their time and perspectives.

Research reported in this publication was supported by the U.S. National Institute on Alcohol Abuse and
Alcoholism of the National Institutes of Health under Award Number R21AA028099 and T32AA007583 to the
University at Buffalo. The content is solely the responsibility of the authors and does not necessarily represent the
official views of the National Institutes of Health.

References

Archibald MM, Ambagtsheer RC, Casey MG, Lawless M. 2019. Using zoom videoconferencing for
qualitative data collection: perceptions and experiences of researchers and participants. Int J Qual
Methods. 18:1-58.

Berman AH, Bergman H, Palmstierna T, Schlyter F. 2005. Evaluation of the Drug Use Disorders
Identification Test (DUDIT) in criminal justice and detoxification settings and in a Swedish
population sample. Eur Addict Res. 11(1):22-31. [PubMed: 15608468]

Best D, lvers JH. 2021. Inkspots and ice cream cones: a model of recovery contagion and growth.
Addict Res. 2021:1-7.

Bowen EA, Scott CF, Irish A, Nochajski TN. 2020. Psychometric properties of the Assessment of
Recovery Capital (ARC) instrument in a diverse low-income sample. Subst Use Misuse. 55(1):108—
118. [PubMed: 31519121]

Cloud W, Granfield R. 2001. Natural recovery from substance dependency. J Soc Work Pract Addict.
1(1):83-104.

Cloud W, Granfield R. 2008. Conceptualizing recovery capital: expansion of a theoretical construct.
Subst Use Misuse. 43(12-13): 1971-1986. [PubMed: 19016174]

Collins SE, Jones CB, Hoffmann G, Nelson LA, Hawes SM, Grazioli VS, Mackelprang JL, Holttum J,
Kaese G, Lenert J, et al. 2016. In their own words: content analysis of pathways to recovery among
individuals with the lived experience of homelessness and alcohol use disorders. Int J Drug Policy.
27:89-96. [PubMed: 26364078]

Connolly K, Granfield R. 2017. Building recovery capital: the role of faith-based communities in the
reintegration of formerly incarcerated drug offenders. J Drug Issues. 47(3):370-382.

Demant J, Jarvinen M. 2011. Social capital as norms and resources: focus groups discussing alcohol.
Addict Res Theory. 19(2):91-101.

Duffy P, Baldwin H. 2013. Recovery post treatment: plans, barriers and motivators. Subst Abuse Treat

Prev Policy. 8(1):6-12. [PubMed: 23363550]

Elm JHL, Lewis JP, Walters KL, Self JM. 2016. “I’m in this world for a reason”: resilience and
recovery among American Indian and Alaska Native two-spirit women. J Lesbian Stud. 20(3-
4):352-371. [PubMed: 27254761]

Gilgun JF. 2004. Qualitative methods and the development of clinical assessment tools. Qual Health
Res. 14(7):1008-1019. [PubMed: 15296669]

Glaser G. 2014. Her best-kept secret: Why women drink-and how they can regain control. New York
(NY): Simon & Schuster.

Granfield R, Cloud W. 1999. Coming clean: overcoming addiction without treatment. New York (NY):
NYU Press.

Groshkova T, Best D, White W. 2013. The assessment of recovery capital: properties and
psychometrics of a measure of addiction recovery strengths. Drug Alcohol Rev. 32(2):187-194.
[PubMed: 22882622]

Hanauer M, Sielbeck-Mathes K, Berny L. 2019. Invariance of a recovery capital scale across gender,
ethnicity, and sexual orientation in a substance use disorder treatment program. Am J Drug
Alcohol Abuse. 45(3):254-263. [PubMed: 30668158]

Hennessy EA. 2017. Recovery capital: a systematic review of the literature. Addict Res Theory.
25(5):349-360.

Ad(dict Res Theory. Author manuscript; available in PMC 2023 January 30.



1duosnuen Joyiny 1duosnuey Joyiny 1duosnue Joyiny

1duosnuen Joyiny

Bowen et al.

Page 15

Hennessy EA, Cristello JV, Kelly JF. 2019. RCAM: a proposed model of recovery capital for
adolescents. Addict ResTheory. 27(5):429-436.

Holmbeck GN, Devine KA. 2009. Editorial: an author’s checklist for measure development and
validation manuscripts. J Pediatr Psychol. 34(7):691-696. [PubMed: 19487232]

Kaskutas LA, Borkman TJ, Laudet A, Ritter LA, Witbrodt J, Subbaraman MS, Stunz A, Bond J.

2014. Elements that define recovery: the experiential perspective. J Stud Alcohol Drugs. 75(6):
999-1010. [PubMed: 25343658]

Kelly JF, Hoeppner BB. 2015. A biaxial formation of the recovery construct. Addict Res Theory.
23(1):5-9.

Kelly JF, Bergman B, Hoeppner BB, Vilsaint C, White WL. 2017. Prevalence and pathways of
recovery from drug and alcohol problems in the United States population: implications for
practice, research, and policy. Drug Alcohol Depend. 181:162-169. [PubMed: 29055821]

Kelly JF, Greene MC, Bergman BG. 2018. Beyond abstinence: changes in indices of quality of life
with time in recovery in a nationally representative sample of U.S. adults. Alcohol Clin Exp Res.
42(4): 770-780. [PubMed: 29473966]

LeCroy CW. 2019. Mismeasurement in social work practice: building evidence-based practice one
measure at a time. J Soc Social Work Res. 10(3):301-318.

Lyons T, Lurigio AJ. 2010. The role of recovery capital in the community reentry of prisoners with
substance use disorders. J Offender Rehabil. 49(7):445-455.

Majer JM, Jason LA, Bobak TJ. 2021. Understanding recovery capital in relation to categorical 12-step
involvement and abstinence social support. Addict Res Theory. 2021:1-6.

McCarrier KP, Deal LS, Abraham L, Blum SI, Bush EN, Martin ML, Thase ME, Coons SJ, 2016.
Patient-centered research to support the development of the Symptoms of Major Depressive
Disorder Scale (SMDDS): initial qualitative research. Patient. 9(2):117-134. [PubMed: 26113249]

Mericle AA, Carrico AW, Hemberg J, de Guzman R, Stall R. 2020. Several common bonds: addressing
the needs of gay and bisexual men in LGBT-specific recovery housing. J Homosex. 67(6):793—
815. [PubMed: 30614414]

Miller WR, Tonigan JS, Longabaugh R. 1995. The Drinker Inventory of Consequences (DrInC):
an instrument for assessing adverse consequences of alcohol abuse: test manual. National
Institute on Alcohol Abuse and Alcoholism: Project MATCH Monograph Series (Mol. 4). https://
pubs.niaaa.nih.gov/publications/projectmatch/match04.pdf.

Nash AJ, Hennessy EA, Collier C. 2019. Exploring recovery capital among adolescents in an
alternative peer group. Drug Alcohol Depend. 199:136-143. [PubMed: 31048090]

National Institute on Alcohol Abuse and Alcoholism. 2020. Recovery from alcohol use disorder
overview. https://www.niaaa.nih.gov/research/recovery-alcohol-use-disorder-overview.

Neale J, Finch E, Marsden J, Mitcheson L, Rose D, Strang J, Tompkins C, Wheeler C, Wykes T.

2014. How should we measure addiction recovery? Analysis of service provider perspectives using
online Delphi groups. Drugs. 21(4):310-323.

Neale J, Stevenson C. 2015. Social and recovery capital amongst homeless hostel residents who use
drugs and alcohol. Int J Drug Policy. 26(5):475-483. [PubMed: 25449052]

Neale J, Vitoratou S, Finch E, Lennon P, Mitcheson L, Panebianco D, Rose D, Strang J, Wykes
T, Marsden J. 2016. Development and validation of ‘sure’: a patient reported outcome measure
(prom) for recovery from drug and alcohol dependence. Drug Alcohol Depend. 165:159-167.
[PubMed: 27344196]

Pilkonis PA, Yu L, Colditz J, Dodds N, Johnston KL, Maihoefer C, Stover AM, Daley DC, McCarty D.
2013. Item banks for alcohol use from the Patient-Reported Outcomes Measurement Information
System (PROMIS): use, consequences, and expectancies. Drug Alcohol Depend. 130(1-3):167—
177. [PubMed: 23206377]

Pouille A, Kock CD, Laenen FV, Vanderplasschen W. 2020. Recovery capital among migrants and
ethnic minorities: a qualitative systematic review of first-person perspectives. J Ethn Subst Abuse.
2020: 1-31.

Ritchie J, Spencer L. 1994. Qualitative data analysis for applied policy research. In Bryman A, Burgess
B, editors, Analyzing qualitative data. New York (NY): Routledge, p. 173-194.

Ad(dict Res Theory. Author manuscript; available in PMC 2023 January 30.


https://pubs.niaaa.nih.gov/publications/projectmatch/match04.pdf
https://pubs.niaaa.nih.gov/publications/projectmatch/match04.pdf
https://www.niaaa.nih.gov/research/recovery-alcohol-use-disorder-overview

1duosnuepy Joyiny 1duosnuely Joyiny 1duosnue Joyiny

1duosnue Joyiny

Bowen et al.

Page 16

Saunders JB, Aasland OG, Babor TF, De la Fuente JR, Grant M. 1993. Development of the alcohol
use disorders identification test (AUDIT): WHO collaborative project on early detection of persons
with harmful alcohol consumption-11. Addiction. 88(6):791-804. [PubMed: 8329970]

Subbaraman MS, Laudet AB, Ritter LA, Stunz A, Kaskutas LA. 2015. Multi-source recruitment
strategies for advancing addiction recovery research beyond treated samples. J Community
Psychol. 43(5): 560-575. [PubMed: 26166909]

U.S. Food and Drug Administration. 2009. Patient-reported outcome measures:
use in medical product development to support labeling claims: Guidance
for industry. https://www.fda.gov/regulatory-information/search-fda-guidance-documents/patient-
reported-outcome-measures-use-medical-product-development-support-labeling-claims.

Vilsaint CL, Kelly JF, Bergman BG, Groshkova T, Best D, White W. 2017. Development and
validation of a brief assessment of recovery capital (BARC-10) for alcohol and drug use disorder.
Drug Alcohol Depend. 177:71-76. [PubMed: 28578224]

Wagner EF, Baldwin JA. 2020. Recovery in special emphasis populations. Alcohol Res. 40(3):05.

White W, Cloud W. 2008. Recovery capital: a primer for addictions professionals. Counselor. 9(5):22—
217.

Williams LA, Garcia-Gonzalez A, Mendoza TR, Haq S, Cleeland CS. 2019. Concept domain
validation and item generation for the Treatment-Induced Neuropathy Assessment Scale (TNAS).
Support Care Cancer. 27(3):1021-1028. [PubMed: 30094731]

Witkiewitz K, Tucker JA. 2020. Abstinence not required: expanding the definition of recovery from
alcohol use disorder. Alcohol Clin Exp Res. 44(1):36-40. [PubMed: 31709568]

Witkiewitz K, Montes KS, Schwebel FJ, Tucker JA. 2020. What is recovery? Alcohol Res. 40(3):01.

Zschau T, Collins C, Lee H, Hatch DL. 2016. The hidden challenge: limited recovery capital of drug
court participants’ support networks. J Appl Soc Sci. 10(1):22-43.

Zemore SE, Karriker-Jaffe KJ, Mulia N, Kerr WC, Ehlers CL, Cook WK, Martinez P, Lui C,
Greenfield TK. 2018. The future of research on alcohol-related disparities across US racial/ethnic
groups: a plan of attack. J Stud Alcohol Drugs. 79(1):7-21. [PubMed: 29227222]

Ad(dict Res Theory. Author manuscript; available in PMC 2023 January 30.


https://www.fda.gov/regulatory-information/search-fda-guidance-documents/patient-reported-outcome-measures-use-medical-product-development-support-labeling-claims
https://www.fda.gov/regulatory-information/search-fda-guidance-documents/patient-reported-outcome-measures-use-medical-product-development-support-labeling-claims

1duosnuepy Joyiny 1duosnuely Joyiny 1duosnue Joyiny

1duosnue Joyiny

Bowen et al.

Initial list:
90 items

Expert review

102 items
(including 56 revised
items and 12 new items)

Consolidation of items

around central constructs \

53 items presented to
participants

49 banked items

Participant focus groups

and interviews

\

20 24 9 3 new 2 banked
unchanged revised deleted items items retained
items items items unchanged
49 item pilot measure
Figurel.

Summary of item changes across steps of the item development process.

Ad(dict Res Theory. Author manuscript; available in PMC 2023 January 30.

Page 17

47 banked
items deleted




Page 18

Bowen et al.

Author Manuscript

(%1°92) 9 1eaA T Uey ssa]
(%0€T) € sieak 7T
(%6°09) ¥T aI0W 10 SIeak Z
swiajqo.d joyoofe BulAjosal ouls sl
(%L6) € (%0eT) € 0 [einy
(%6'TY) €1 (%8'v¢) 8 (%S5°29) § uequngns
(%v'8v) ST (%e'zs) et (%v'28) € ueqin
Auoiueqin
(%s'se) 1T (%8'L¥) 1T 0 (1ans] Auanod [esspal %00Z>) SWOOUI-MO]
(%2°29) 12 (968'09) ¥T (%S'28) L Jeyealb 1o siojaydeq — uoneanp3
8'EY LTy 008 W) sieak ul aby
(%ee) T (%EY) T 0 LYo
(%evl) €2 (%2'59) ST (9%00T) 8 [enxaso.aioH
(%191) § (%L 12) S 0 [enxasig
(%59) 2 (%.8) 2 0 UeIgss| 4o Aeo
UOIIRIUBLIO [eNX3S
(%ze) T (%ev) T 0 Auo1uya xune/o1uedsiH
(%ze) T (%ed) T 0 a%e. 1BYIO
(%.'6) € (%28) 2 (%s2n) T 808 9UO UBY) 30N
(%€'19) 6T (%5'99) €1 (%0°52) 9 aNUM
(%8'52) 8 (%v08) L (%s2n T oe|g
aoey
(%59) 2 (%.8) 2 0 sanuapI Japuab Jaylo
(%s'5e) T1 (%8v¢) 8 (%5°28) € afew Japuabsi
(%1°89) 81 (%5'99) €1 (%529) § a[ewsay JopuabsiD
Japuag
(%) u (%) u (%) u J1s1le10R ReYD
(Te=N) (€z=u) 8=u)
a|dwes [e10] AN0J9Y uladosd  SPPINOIH 3JINIBS

‘TalqeL

Author Manuscript

'(, T =) 81dwes ayy Jo uonduosag

Author Manuscript

Author Manuscript

Ad(dict Res Theory. Author manuscript; available in PMC 2023 January 30.



Page 19

Bowen et al.

"3]qe} 3y} Ul PapN|oul 10U SI SNy} pue sainseaw Asains punoBxoeq pue oiydesBowap ayp s381dwiod 1ou pip Juedionsed Japiroid so1AIss auo ‘siuedioiied zg sem azis ajdwes [e10) ay L
P

Author Manuscript

(%28) 2
(%0€T) €
(%12 S
(%0°€T) €
(%8've) 8
(%1'6€) 6

(%28) 2
(%8'v€) 8
(%599) €T

sbnip Jay10
suoneaipaw uonduasaid Jaylo
spioido uondiiosaid
uloJaH
aulwelaydwreylaw Jo XIe1d ‘8uredn)
euenfuep
(awmniayiy) asn Bnip wisjqoid
Alyuow ueyl a1oN
s3] 10 AJyIuoN
3UON

asn Bnup Jaypo usND

(%eD) T yIuow/sawi} y—¢
(%1°6¢) 6 $53] 10 AJUIUON
(%5'99) €1 AUON
asn |0yodJe JuaLInD
28 () sbnup Jayo — (GT—0 abuel) 8103S dIS
81T V) 10yodl — (ST-0 ebuel) 8103 dIS
(%%70€) L djay-41as papuane JanaN
(%.12) S sAep 0g 1sed ui Jou Ing Ajsnoinaid sdnoib djay-4|as papuany
(9%8°27) TT (aunuo Jo uosiad ur) sAep g 1sed ui sdnoub djay-418s papusny
(%z'2s) ¢T JuBWIeaI] JUsIedINO PanIadal Jang
(%8'7€) 8 Juawyeal) Juairedul paAIadal Jang
Aiois1y dnoub djay-41as pue Juswiess |
(%) u (%) u (%) u a1 1e1R ey
(Te=N) (€z=u) 8=u)

a|dwes [e10] AA0deY ula|dodd  SBPINOI-H BJINISS

Author Manuscript

Author Manuscript

Author Manuscript

Ad(dict Res Theory. Author manuscript; available in PMC 2023 January 30.



Page 20

Bowen et al.

Buidas|s ajqno.y aney | paisabibns 1deouoo maN pappy -

V/N  wal yieay [eyusw Aq paimded  pajeulwin3 aJ1] Aw Buipus Jo JjasAw Burwiey Jo sybnoyl aney |

V/N  Way yieay [elusw Aq paimded  payeuiwi|3 SNOIXUE |99} USYO |

W/N  Wall yieay [ejusw Aq paimded  pareulwi|3 passaldap |99} USYO |

awreys 10 3Inf yum Bunbbnas we | Aie|o remdasuo) pasiney  Buisn 1o BurjuLp aj1ym suolioe Aw 03 paje|al aweys aney |
$53435 40 10| B Burouaiadxa we | Atepd onsinbury pasinay 53135 J0 10| B Ynm Bulfeap we |
VIN V/IN  peureny Ufeay [eyusw Aw ynm swiajqodd aney |

VIN VIN paurelay yeay earsAyd Aw ynum swajqoad aney |

V/IN 90UBA3|I MO pareulwl|g spuey Aw UO awi} yanw 00} aneY |

VIN VIN paurelsy uny aAey 0] pJey 3 puty |

wall paw Jojsue | abueyp Jo} uoseay uoioy well euiblio

Author Manuscript

‘A10Ba1ed [e11deD Uewny aAleBau ay) ul sabueyd wall Jo sejdwex3

‘¢ slqeL

Author Manuscript

Author Manuscript

Author Manuscript

Ad(dict Res Theory. Author manuscript; available in PMC 2023 January 30.



Page 21

Bowen et al.

s3] 10 AJYIUON| 1sed Ul papusny MO |enxasig UM AreuiquoN AJan02a1 Ul uosiad 9T
ss9] 10 AJyIuo papusne JanaN ybiH [enxasoJaldH  99el 8UO UBY} 30N afew Japuabsi) AJan0231 Ul uosiad ST
ss9] 1o Ajyuo Buipusne Apuain) ybiH [enxaso.alaH aMYM  dJewsay Japuabsi) AJan0231 Ul uosiad at
JEVEIN] Buipuane Ajjuaiind ybiH |enxasoJa1eoH oelg alew Japushsiy AJan02a1 Ul uosiad €T

JEVEIN] Buipusne Apuaun) ybiH [enxaso.aleH aMYM  dJewsy Japuabsi) AJan0231 Ul uosiad 4

JEVEIN] Buipusne Apuain) ybiH [enxaso.alaH aMYM  dJewsay Japuabsi) AJan0231 Ul uosiad 11

s3] 1o AJYIUON| 1sed Ul papusny ybiH |enxasig UM 9Jewsy apuabsi) AJan02al Ul uosiad 0T
ss9] 10 AJyIuo - ybiH [enxaso.aleH aMYM  dJewsy Japuabsi) Japinoad 891nIeS 6
JEVEIN] papuane JanaN Mo |enxasy 3oe|g lapuaby AJan0231 Ul uosiad 8

JEVEIN] 1sed ul papuany Mo [enxaso.aleH a0el IBYIO afew Japuabsi) AJano2ai Ul uosiad /

JEVEIN] Buipusne Apuaun)d MO [enxaso.aleH aMYM  dJewsy Japuabsi) AJan0231 Ul uosiad 9

JEVEIN] - ybiH [enxaso.alaH Moelg  ajewsy Japuabsi) Japinoad 891nI8S g

JEVEIN] Buipuane Ajuaiind MO |enxasig UM alew Japushsiy AJan02a1 Ul uosiad ¥

uow /sswin y—g - ybiH |enxaso.aleH UM afew Japuabsiy Japinoad 891nIeS €
ss9] 1o AJyuoN - ybiH [enxaso.alaH aYM afew Japuabsi) Japinoad 891nI8S 2z
s3] 10 AJYIUON| - ybiH |enxasoJaleoH aNUM  9Jewsy 1apuabsi) Jpinoad aoInles 1
a5 |0Yod|Y W1IND  douepuany dnoto dpH-ipS  dnol9awodu|  UoITRILLIIO [enxas aoey Japueo AioBareD wewiinisey  JequnN d|

Author Manuscript

‘€ 9lqeL

Author Manuscript

Author Manuscript

Author Manuscript

(9T =) smainiaiul pardiaoxe yum syuedionaed Jo sonsiigoeIey)

Ad(dict Res Theory. Author manuscript; available in PMC 2023 January 30.



	Abstract
	Introduction
	Recovery capital: evolution of a theory
	Measuring recovery capital
	Current study

	Methods
	Initial item generation
	Item vetting with service providers and people in recovery
	Eligibility and quota sampling criteria
	Recruitment
	Data collection procedures
	Data analysis and coding


	Results
	Sample description
	Respondent feedback on the MIRC
	Unchanged items
	Item elimination
	Item revision
	New items
	Overarching themes and global survey experience feedback


	Discussion
	Conclusion
	References
	Figure 1.
	Table 1.
	Table 2.
	Table 3.

