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Abstract

Purpose – The possibility of recovery for persons with co-occurring addiction and mental health problems
has been contested. Though, recent studies show that recovery might happen, but without connection to
specific treatment interventions. The purpose of this paper is to analyse professionals’ perceptions of their
contribution to improvement.
Design/methodology/approach – In all, 15 experienced professionals were interviewed. The interviews
were analysed using thematic analysis.
Findings – Recovery processes were dependent of the persons’ access to different forms of recovery
capital (RC). Lack of RC was often associated with lack of trust in one’s self and others (identity and personal
capital). Professionals had to be accepted as trustful agents through co-creating changes in the person’s life.
Trusting a professional might be a basis for trusting one’s self as an agent in one’s recovery process and
develop a social network (identity and relationship capital). Other aspects stressed by the professionals were
to manage their own fragmentized organisations and societal shortcomings (economic capital).
Practical implications – Recovery has been described as a profoundly individual journey. However, it is
also deeply social, involving other persons and contextual factors. Focusing on just one level might
counteract the complex work behind double recovery.
Originality/value – Improvement was described as dependent on the presence of personal, inter-personal,
organisational and societal factors. The findings give a deep and concrete understanding of the process
constituting the development of a working alliance and its dependence on factors outside the direct relation
between the staff member and the person.
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Introduction

Mental health and alcohol and drug (AOD) problems have been, and sometimes still are,
considered as chronic illnesses. Periods without symptoms or drug use have been defined as
temporary periods of remission, with the illness still present and with relapses as part of the
natural course of the illness (Bleuler, 1950). Persons with co-occurring AOD and mental health
problems have been considered as struggling against double troubles (Davidson et al., 2008)
and thus, as having even more limited possibilities to recover (Davidson and White, 2007).

The notion of recovery was introduced in the mental health field during the second part of the
last century (Warner, 1985/2004). Clinical recovery could be total (no symptoms, no treatment
and a normal social life) or social (including the continued presence of symptoms and of
community-based interventions, but without hindering a normal social life). The possibility of
recovery has even become accepted regarding problems with (AOD) (Blomqvist, 1996). Lately,
the concept of “double recovery” was introduced regarding persons with “double troubles”
(Davidson et al., 2008).

Researchers and persons with their own experience of mental health problems have developed
the notion of recovery into “personal recovery”, defined as a process leading to a satisfactory life,
and including a sense of agency even in the presence of substance use or clinical symptoms
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(Bellack, 2006; Farkas, 2007; Watson and Rollins, 2015). Irrespective of the different definitions, it
has not been possible to connect recovery to specific professional methods when it comes either
to AOD or to severe mental problems and thus to co-occurring problems (Elison et al., 2016).

Recent studies have turned to the experiences of users, social networks and professionals as
important contributions to our knowledge about professional interventions’ role for improvement
(Orford et al., 2006), and about “extra-treatment change generating factors” (p. 67). A
paradoxical finding in the mental health field is that even if no specific treatment has been found to
be more effective than others are.

Helpful professionals

Users have stressed the helpful role of certain professionals, independently of their profession
(Ljungberg et al., 2015). Central components in building helpful relationships were inter-personal
continuity, emotional climate and social interaction. Furthermore, components of helping
relationships were a non-stigmatizing attitude on the part of the professionals, and their
willingness to work outside established routines (Denhov and Topor, 2012). Regarding the
contribution of professionals to the improvement of persons suffering from mental health and AOD
problems, users emphasised the importance of being regarded as human beings (Cruce et al.,
2012). Individualised interventions and not standardized care (Cruce et al., 2012; Hipolito et al., 2011;
Ness et al., 2014) and autonomy, self-determination and the person’s expertise expressed in a
collaborative approach and shared decisions about adapted interventions (Cruce et al., 2012; Ness
et al., 2014) were also mentioned. Professionals could help the persons by conveying their hope
about the future (Cruce et al., 2012; Sælør et al., 2015) and by providing help with the challenges of
everyday life (Ness et al., 2014; Watson and Rollins, 2015). Finally, they could help the persons by
eliminating or bridging over fragmentized treatment and support systems (Ness et al., 2014). Clients
in von Greiff and Skogens’ (2014) study stressed the importance of structure and regularity.

The professionals’ experiences

Studying professionals’ helpful practice, from the professionals’ perspective, Ness et al. (2017)
mentioned the importance of collaborative practices based “on the idea that service users are first
and foremost (struggling) human beings […]” (p. 6) with their own expertise. Professionals
described themselves sometimes as advocates for service users in relation to the organisation
they were part of. In Sælør et al. (2015), professionals stressed the importance of them nourishing
their own hope to be able to communicate it to the persons they were working with and thus
create a collaborative relationship.

Practitioners emphasised the importance of working with practical everyday aspects of the users’
life, primarily financial matters and housing (Ness et al., 2017; Sælør et al., 2015; Skogens and
von Greiff, 2014; Watson and Rollins, 2015). In von Greiff and Skogens (2014), staff also
mentioned the clients’motivation to change, working with the person’s sense of guilt and shame,
and creating a working alliance through knowledge transmission.

Aim

The aim of the present study was to gather and analyse professionals’ experience-based
knowledge about their own contribution to improvement for persons with co-occurring AOD and
mental health problems.

Method

In all, 15 professionals were interviewed about their experiences of their own contribution to the
improvement process for persons with co-occurring AOD and mental health problems.
In Sweden, persons with AOD problems are primarily taken care of by the social services, except
for de-intoxication and substitution treatment. The interviewees worked in different services in the
Stockholm region.
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Institutions within these services as well as user organisations and community-based services
were contacted and received a presentation of the study. The final decision to participate in the
interview was left to the individual staff members. The selection criterion was having consistent
and actual experience of working with persons with co-occurring mental health and AOD
problems. Staff members interested in participating were asked to contact the research team and
were given additional information. Before being interviewed, they were asked to complete an
informed participation schedule.

Four men and 11 women, aged between 39 and 61 (m¼ 51) were interviewed. They had
between 8 and 28 years (m¼ 16) of experience working with persons with co-occurring
problems. They had diverse professional backgrounds such as social worker, doctor, home
helper, nurse and unskilled nurse.

They worked in different roles in nine different services such as residential facilities, supported
housing at persons own home, social cooperatives and specialized treatment teams. Thus, they
worked with persons with different combinations of AOD and mental health problems, at different
stages of the persons’ life histories and recovery process.

The data collection and transcription were based on the methodology developed by Orford et al.
(2006). The interviews were conducted as “focused conversations” (Ness et al., 2017) about the
participants’ own experiences of being helping persons in a recovery process. Recovery was
defined in terms of “personal recovery”. The role of the interviewer was to obtain detailed and
concrete descriptions of the professionals’ “practices in context” (Bertaux, 1997). The interviews
lasted between 30minutes and one hour and took place at the professionals’work place or at the
department of social work. They were audio-recorded and reports using the persons’ own words
were written subsequently by another research team member and finally reviewed against the
recorded interview by the interviewer. Small talk were excluded. The three authors conducted
interviews and wrote reports.

The reports were analysed according to Thematic Analysis as described in Braun and Clarke
(2006). The reports were read several times by the research group and preliminary themes were
identified inductively. The first author went on re-reading the reports and began to develop the
themes discussed in the group, going back and forth between the reports and the emerging
themes. Excerpt from the reports were then grouped under the different themes, leading to both
the integration of preliminary themes and the creation and naming of new themes. The emerging
themes were discussed on several occasions in the research team. Illustrative excerpts from the
interviews were chosen and integrated into the presentation of the findings.

The study was approved by the Regional Ethical Review Board in Stockholm (No. 2016/269-31/5).

Findings

Four themes emerged; “A base to build upon”, “Building trust”, “Managing a fragmentized
organisation”, and “The importance of societal conditions”. A recurring concept in the interviews
was “alliance”; building a positive relationship between the person and the professional involved
in a co-productive project:

The encounter, the interaction and a good alliance are important. We work a lot to help the person to
feel seen and heard. The personmust have the possibility to participate and decide. The planning gives
a direction, but the alliance is the most important. The alliance is 90% and the plan 10% (IP1).

Thus, improvement was described as dependent on the presence of personal, inter-personal,
organisational, and societal factors.

A base to build upon

Building an alliance was described as dependent on the other person’s will and capacity to be
part of such a mutual relationship. The person in double recovery has a history including
experiences that might have a facilitating or hindering role for his/her capacity and preparedness
to build reciprocal relationships and thus for his/her improvement.
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Previous experiences of relationships

How to build a helpful relationship was dependent on the person’s background, principally his/
her previous experiences of trustful relationships and of “normality”:

Persons that leave our services have some earlier experience of self-confidence in themselves. There is
some discrepancy between how it is now and how it has been in the past. Something worked for them
earlier and it creates a discomfort; “I do not want it to be like this!” This is something we can use to help
the person (IP5).

Working with somebody lacking experience of reciprocal trust was described as a different
challenge than developing trust with someone having experienced it.

Social network

Part of this personal background could still be present, mostly in the form of supporting family
members or other social networks to (re)connect to:

Families are an important protecting factor. A social network might be there from the beginning, or it can
be developed. It becomes like a family, a network which one can go to and feel at home. Persons in the
network can help with finding a job or a suitable activity, and they have connections to others (IP15).

But users may lack such supportive environments. They may even have experienced mostly
destructive relationships with family members. Consequently, “[…] they do not want to meet their
family” (IP15). In those cases, it becomes important to connect the person to new social networks
including persons without actual addiction or mental health problems.

The previous and current presence of supportive persons was presented as an important factor
determining the support to be offered by the professional.

Psychiatric diagnosis

Certain psychiatric diagnoses, usually neuropsychiatric disorders, were mentioned as influencing
negatively on the person’s capacity to build an alliance. Irrespective of specific diagnoses, the
cognitive capacity of the person was also mentioned as being a hindering factor. These difficulties
had to be taken into account when working to create an alliance:

A lot have neuropsychiatric disorders. When we meet a person with this diagnosis we have to think
how we can help him; you have to be as you are; as a human being (IP6).

Generally, the interviewees seemed to accept the official division of responsibilities for treatment
interventions between social and psychiatric services. “Disease”, referring to some specific
diagnosis such as neuropsychiatric disorders and bipolar disorders, necessitate medical
interventions as a precondition to establish a sustainable helpful relationship. Also crisis situations
were commonly referred to psychiatric services. On the contrary, “mental health” issues and the
persons’ endeavours to ameliorate their sense of self were considerate as part of the social
services’ mission. Clearly, improvements in the person’s trust in him/herself and in his/her living
conditions could influence their mental health:

Trust creates positive energy, so they can start to change. It contributes to a feeling that change is
possible. But, you cannot ignore medication, especially for persons with a bipolar diagnosis (IP8).

Building trust

The above mentioned factors constitute a heritage that the person and the professional have to
deal with. They define the primary goal of building or rebuilding a positive sense of self and of
others. They also influence the means available to facilitate this process.

Improving the persons’ sense of self was considered as the main strategic goal of
the professionals’ efforts. For persons with a prior experience of trustful relations, the
challenge was about strengthening, rebuilding and reconnecting to social contexts and to
supportive relations. Trust between the person and the professional grew when this work was
done as a co-construction.
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For persons lacking such psychosocial heritage, the professionals described the establishment of
trust as a two-step journey. It consisted, as a first step, of building the person’s trust in the
professional and, as a second step, building his or her trust in himself/herself.

In both cases, acceptance, accountability, and trusting the professional and oneself had a central
role, but had to be co-created, sometimes in different ways.

Acceptance

Acceptance of the person was mentioned by most of the interviewees as a first step to
establishing trust, but it was also more than mere acceptance. Analysing the content of
“acceptance” showed that it was not only used for “seeing and accepting the person” behind the
AOD and mental health problems. Accepting the person also meant to recognise and include
problematic aspects of the persons’ life:

Does it work to accept them as they are? Not if you cannot make a positive spin. You have to see the
positive aspects and strengthen them. But if they have a lot of criminality, then you can talk of them as
entrepreneurs and about how they could use their skills in another way. Look at them as intelligent and
full of energy. It is important to lessen feelings of guilt and shame (IP14).

A recurring paradox was mentioned that concerned acceptance of the person, as this was also
described as a way to contribute to changes in this same person:

When they do realize that there is no one here who wants to correct their behavior, then our relation
might be calm. This is when things might start to happen. It goes in the right direction (IP10).

Acceptance of the person meant not reducing the person to a drug addict and a mental
patient, but seeing beyond these aspects without negating them. However, mere acceptance
was not enough.

Accountability

Acceptance of the person was described as the first step in the professionals’ attempt to
establish the basis of a relationship. The second step in this process was the development of an
experience of the professional’s accountability; the professional proving the existence of a
connection between his/her words and actions. This was particularly important and demanding
with persons lacking previous experience of trustful relationships:

To create trust, it is important to be predictable. We do what we say. We follow-up what we have done
and show curiosity about and interest in the person. We do not judge them, even if that is not always so
easy. They have to feel that we see and respect them (IP15).

A second paradox in the interviewees’ descriptions of their work may be visible here. It seemed to
be necessary that the person wanted change to happen, but the professional sometimes had
to be the active, initiative-taking partner. At the same time, the professionals stressed the
importance of anchoring the initiatives in the person and his/her sometimes unclear and
fragile agenda and will to change.

Even when the person expressed a will to change, the professional might have to become a
lobbyist for different possible steps on the road to change. It seems that the mere presence of the
professional with the person in different settings could form the basis for common experiences
creating trust:

[…] to try to accept and make them change, which they want. It is about tempting them and following
them to an open AA-meeting, or to their general practitioner. You have to be very active in the
beginning, offering changes (IP8).

To trust a professional

For persons starting their recovery journey with access to an informal social network and its
resources and previous experience of trustful relations, it seemed that acceptance and
accountability were enough to co-create a working alliance with the professional. For persons
lacking these resources, trusting a professional was described as a detour on the road to

PAGE 80 j ADVANCES IN DUAL DIAGNOSIS j VOL. 11 NO. 2 2018



accepting a more hopeful image of themselves. Accepting the professional’s hope could
be a way to start to integrate the possibility of a more positive sense of self and even of a
different and better life.

According to the professionals’ experiences, once trust in them had been established, it could be
moved to the person, thus creating a basis for further developments:

I have met persons who told me: “There is nothing left for me. It is over”, and I answered that “there is
always hope”. Then I have met them sober and drug-free. They had moved on. They told me: “You
came to me and said that there still was hope for me. Then something happened!” It was important
that there was someone who believed in them and remained there (IP2).

A difficult balancing act was between realistic and utopian hope. In one sense, all hope might be
considered as utopic, but trusting a professional figure and sharing his/her hope and
co-producing changes might transform this hope from utopic to realistic:

I think that they start to see you as a good sounding board and they begin to trust you. I propose a
realistic hope to them. Otherwise, they would see through it; they are conscious of their problems (IP3).

Building trust and hope might also be said to start from a naive position. Against the collected
stories of failures and the often pessimistic image about the future for persons with double
troubles, the professional puts his/her faith in the person’s capacity and in a common project,
even proposing to base their cooperation on the person’s wishes and will, sometimes acting
against the structured interventions usually proposed by their agencies:

You have to listen to the person’s needs. You may look at their clinical journal, but you have to listen
to them and take it at their pace, check off, and get their confirmation. That’s how you get their trust
(IP11).

The trust the professional showed in the person might result in trust in the professional. Such a
trust had to be associated with common actions resulting in sometimes small but palpable
changes for the person. The process described in the interviews contained stages, such as
relying on somebody else who seems to accept and respect you, agency, meaning the
experience that one might influence one’s own life according to one’s own agenda and, as a
consequence, the experience of well-being, and finally a bourgeoning trust in one’s capacity and
future; in oneself as a person. The trust placed in the professional could be compared to a crutch
helping the person to progress towards achievements that were not even imaginable.

Trust in themselves

Repeated experiences that the trust conferred on the professional might not lead to betrayal but,
on the contrary, the co-creation of improvements in one’s life seemed to impact on the person’s
sense of self. Experiences of concrete actions leading to tangible changes nurtured the person’s
impression that he/she might be able to influence his/her life:

When it starts to move forward in the right direction – often it is about a small increase in the person’s
trust in his own ability. To find some confidence. I think we work to help our clients to get in touch with
some kind of trust in themselves (IP5).

Professionals described turning points, where the person started taking their own initiatives as a
result of an emerging trust in their own capacity:

It doesn’t always happen, but if they have developed trust, then they might relax a bit and be more
open. Most have a negative sense of self; a great handicap. When they feel that we see them, then
something happens. They feel secure and become more honest and dare to show themselves. That
liberates a lot of energy (IP15).

The development of an improved sense of self – experiencing oneself as an agent able to make
choices and transform these choices in successful actions, accomplishments and
well-being – was described as a prerequisite for a sustained recovery process:

He developed a positive sense of self and self-confidence. He felt that he could do things others
appreciated. To feel good influences the sense of self. It is a feeling that motivates one to hold on and
not forget that there is an alternative to complete darkness. It means to get back a belief about what
one is able to do (IP4).
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The last part in this process described by the interviewees was when persons, based on their
trust in themselves, started to give something back; building a sense of reciprocity and
re-establishing the “user” as a person.

When they feel that they have something to contribute, that they are able to give something to others,
to the community. That they are needed. It can be just by washing the plates, or if they like dogs, to
help at a day center for dogs. That they have something to give (IP15).

Managing a fragmentized and fragmentizing organisation

Professionals made efforts to create helpful relationships in an organisational context. This
context was constituted of their own organisations and of a network of organisations responding
to different aspects of the persons’ needs and problems. They mentioned that this organisational
context could support but also counteract their efforts.

Continuity and time

A recurring criticism concerned the different organisations’ equation of delimited time with
efficacy. On the contrary, having time was presented as one of the main resources needed to
build trust. “Trust demands time, it cannot grow in a couple of weeks” (IP15).

Time had two different aspects. The first concerned irregular time; the possibility to dedicate
much time to a person in specific situations. The second concerned continuous time;
the possibility to build a relationship over time. The first aspect was connected to accountability at
the beginning of the relationship, but both made possible reciprocal knowledge between the
user and the professional, facilitating the growth and maintenance of trust and thus of
positive development.

Those time-related conditions could come into conflict with the well-defined, goal-related demands
for quick results from the organisational contexts that the user and the professional were in:

It has to take its time. Usually there is this requirement from different agencies that one has to progress.
They ask “How far have you got?” It has to go quick […]. But in reality it takes time (IP2).

Having time over a longer period was experienced as a basis for relational continuity, and
continuity was experienced as a basis for trust-building.

Several interviewees reported that the traditional connection between time and trust had
recently gone through a radical change in some agencies’ way of working. This change
reflected developments on a societal level, going from “zero tolerance” to a concern more with
harm reduction:

There is a system-shift going on. Now it is possible to talk about harm reduction. Here, we think that
people many times have made themselves impossible so they would be thrown out when they had a
relapse. We see it as a part of the process and continue with our relationship. We give several chances,
and this is very important for this group (IP15).

The professionals described increased possibilities to continue to work with persons even when
they had relapses or when they were still using drugs during their contact with social and health
agencies. Traditionally such situations led immediately to the interruption of the relationship and,
thus, to a loss of the gains obtained in its framework. It seemed now that there was a growing
awareness of the counter-productivity of such a way of working.

Some even hypothesised that the possibility to stay connected to the services, independently of
relapses or of on-going substance use outside the services, could lead to a reduction in
substance use:

Previously we had a requirement that newcomers had to be sober for three months before coming to
us. The result was that very few were admitted here. It was too big a step to take for them. Now we
accept persons with an on-going addiction, even if we have a zero tolerance for use in our facility.
Sometimes we have to ask persons to leave, but they are always welcomed back. We have seen that if
one is welcomed back, the abuse diminishes. Some do not drink at all the day before they come to us.
Others have told me that they drink less, now that they can come to our place (IP8).
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This experience-based focus on time as an important instrument in professional work was
common for many of the interviewees, but not for all agencies they worked in.

Split organisations

The division of responsibilities between diverse organisations with different aims, responsibilities
and cultures created difficulties for persons in their recovery journeys and entailed a need for
cooperation between services with different agendas. Professionals described their roles as
helping the person to get in touch with different services, helping them in their interaction with
services and initiating and participating in coordination meetings.

Coordinating the efforts from different services was also a way to develop trust for professionals if
they resulted in tangible improvements for the person. Several stressed their role of arguing for
the person’s agenda against the collaborating agencies’ routines and preoccupations:

You become a spokesman for the person in different instances. Low self-confidence is a common
factor, so it is important that they dare to trust me. Many have an earlier experience of betrayal. Trust is
created through being there, taking time, listening and being careful to see that things go according to
their plans (IP10).

Working to create a collaborating network of services was important at different times in the
recovery journey, and at the very beginning, to secure the person’s basic rights.

Structures and beyond

Another aspect of the organisations was their structuring character:

This is a sheltered housing and we do have a clear daily routine ‘and structures, which are helpful for
many. Those who live here get help to find a daily routine, food and medicine in a drug-free environment.
They have to regularly be tested for drugs/alcohol […] They say that the structure is helping them (IP12).

Thus, the structure could be presented as a positive context for persons that had lived a
dis-organised life for a long time. However, it could also be understood as a rigid apparatus not
taking into account the individuals’ diversity. This indicated the necessity to manage the
contradictions between different organisations’ structures, general rules and quest for clarity, and
everyday life’s need for individual adaptation, approximation and improvisation:

The possibility to work in a more open, not so rigid way and to go a little bit beyond the rules and
regulations would be important and give other possibilities (IP7).

Far away from rigid solutions directed at all persons fulfilling certain diagnostic criteria, the
professionals pointed out the importance of individualised interventions based on the different
persons’ backgrounds, life histories and present social situations. In this perspective, the same
aspect of an organisation and its rules and routines could at sometimes function as helping or
hindering components of the persons’ recovery journey. The role of the professional was
described as both to maintain and to adapt these rules and routines and sometime supersede
them, depending on the requirements of each specific person and situation.

The importance of societal conditions for improvement

We offer a lot of community-based interventions, which means that it is important that the patient feels
safe, that there is a social stability around the patient (IP3).

Connected to the need to manage a fragmentized organisation, professionals mentioned that their
efforts to create optimal conditions for a recovery process might be influenced by societal conditions
resulting from political decisions. Two aspects dominated this theme; financial strain and housing:

Necessary conditions are decent housing and an acceptable financial situation. We have to help a lot
of them with the social services and with practical questions, because their situation is chaotic. It is
difficult to talk about their AOD problems before they have achieved some basic stability in their life; a
roof over their head and food on the table (IP5).

Basic living conditions were described both as prerequisite for successful professional
interventions and as a necessary basis for maintenance of the recovery process. Not having to
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worry about finding a decent place to live, a home, and money to manage everyday life expenses
gave more energy for the fight against AOD and mental health problems. The experiences
recounted by the professionals reflected a readiness to work with these issues, but also
difficulties to secure even such a basic start point.

Discussion

The aim of this study was to collect and analyse experience-based knowledge from professionals
working for dual recovery, about their own helping interventions. Our findings pointed out the
importance of combining interventions around: the lack of trust that often develops in a life
characterised by mental health and AOD problems, the need to counteract problems created by
the different aims, agendas and cultures of diverse agencies, and societal dis-functions regarding
the material basis for a normal everyday life for persons in recovery.

Our findings confirm the results from other studies (Brekke et al., 2017; Cruce et al., 2012;
Ness et al., 2014; Skogens and von Greiff, 2014) about the importance of a co-productive
approach based on the person’s agenda, and of improving their material conditions (housing and
financial strain) to initiate and secure a recovery process. Our findings also stress the importance
of developing a positive sense of self, based on experiences of acceptance and agency.

A specific finding was how the professionals differentiated the persons according to their
previous experiences of trustful relations and the current availability of resources from their social
network. To contribute to a recovery process, professionals needed to adapt their ways of being
and helping to these prerequisites. In this discussion, we will relate these findings to the concept
of recovery capital (RC) developed both in the field of AOD (Cloud and Granfield, 2008) and of
mental health problems (Tew, 2013).

Recovery capital

There are different definitions and ways to operationalise RC (Hennesssy, 2017). Cloud and
Granfield (2008) have defined RC as “a body of resources that can be accumulated or exhausted”.
Tew (2013) has proposed five types of RC; economic (money at one’s disposal), social (resources in
one’s social network), identity (relations with significant others), personal or mental capital (coping
and ways of seeing oneself ) and relationship capital (the quality of close relationships). The impact of
RC depends on both its quantity and its spread. Tew also argued that having access to different
forms of capital was not enough to start and maintain a recovery process. The decisive factor was
the persons’ own motivation to start and pursue this uncertain and demanding journey.

The professionals we interviewed did not use the concept of RC, but they stressed its different forms
in their accounts, i.e. the importance of a home and access to enough economical resources to live a
decent life. These forms of economic and social capital could exist from the start or be acquired
through the help of a social network. If the person lacked these prerequisites, then the work of the
professional was, in collaboration with the person, to create this basis for recovery (personal capital).

In working together according to the person’s agenda, the interviewees also stressed the
importance of maintaining, or restoring the person’s sense of self beyond his/her identity as a
“drug addict” and a “mental patient” (personal capital). Through “affirmative social experiences”
(Tew, 2013) professionals and persons worked first to create trust in the professionals as carriers
of hope that change was possible (relationship capital), developing tangible changes resulting in a
bourgeoning sense of trust for the person in him/herself (identity capital). This process might
strengthen the motivation mentioned by Tew (2013), for persons lacking trust in their own
capacity at the beginning of the process. Thus, the professional might function as a “surrogate
hope” for a period of time (Deegan, 1988). This lack of trust and hope, present in persons
with a low RC, was described by the professionals as based on previous experiences
(relationship capital), but also on repeated experiences of stigmatisation (identity capital).

Building the person’s trust in the professional was described as a step in the creation of
relationship capital, defined by Tew (2013) as “a social environment that offers recognition and
acceptance” (p. 369).
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Trust, motivation and RC

Even if the experiences and practices described are in accordance with the findings of other studies
(Ljungberg et al., 2015; Ness et al., 2015; Skogens and von Greiff, 2014), the professionals in this
study introduced a somewhat more complex picture of the process of (re)creating trust.

As already mentioned, Tew added that the disposable capital must be set in motion by the
individuals’ will to change. Motivation was not either present or absent. Studies of recovery show
that motivation varies over time (Strauss, 1989; Topor, 2012).

The amount and distribution of different forms of RC conditioned the professionals’ interventions.
Depending on the person’s experiences and actual social situation, professionals made a
difference between persons with a high or a low RC at their disposal. Persons with a low RC were
characterised by a low sense of self, based on the lack of trustful experiences in their life and
the fragility or absence of a social network willing to offer its resources. Persons with a higher RC
often experienced trustful relations and had a social network to (re)connect to.

In both cases, the professionals described work based on acceptance and mutual trust and
co-production with a growing space for the persons’ agency. But the work with persons with a
low RC started by focussing on strengthening the motivation of the person through the provision
of experiences of basic trust, first directed towards the professional and second towards the
persons’ own capacity to influence their life and, finally, to accept themselves as agents. The trust
they put in the professionals was part of the co-creation of a basic sense of self and trust in
themselves. Their motivation had to be protected as we noticed in two paradoxes formulated by
the professionals. They had a deep need for acceptance to maintain their motivation for change,
and the professional sometimes had to be the advocate of the agreed actions and fight against
the person for changes according to the person’s own agenda.

Trust in oneself was a key aspect of a sustained motivation as it was the basis for believing that
the person was worth a better life and could even take part in the co-production of this life.
Nevertheless, to co-create you need to have somebody you trust, and to trust yourself as able to
have a relationship with somebody else.

In recovery research, the sense of self has become of central importance (Davidson and Strauss,
1992; Mancini, 2007) and develops out of an interaction between agency and reflection to
integrate the new experiences of being an agent able to produce well-being in the person’s
identity capital, and planning for the next steps in the recovery process.

For persons with a higher RC the trust in the professional could be characterised as a support to
re-discover existing capacities and resources, and to return to a previous experience of agency
and a positive sense of self.

Conclusion

Recovery has been described as a profoundly individual journey (Anthony, 1993). However, like all
journeys it is also deeply social, involving other persons and contextual factors both in the direct
environment, and at a societal level (Topor et al., 2011). The presence of helpful social networks with
different resources but also of basic living conditions (decent housing, money) played a central part in
the journey. Persons lacking such resources seem also to lack experience of past and present trustful
relationships. For them the co-creation of these resources, together with professionals, also created
experiences of reciprocal trust. In its extension these experiences could lead to amore positive sense
of the self; that is commonly defined as an important part of a sustain recovery process.

Focussing solely on one level of the professionals’ interventions might over-simplify, and thus
counteract, the complex work to be done both by the person and by professionals employed to
help him/her.

Limitations

The findings from this study are based on a relatively small sample of professionals, mostly
working in social agencies in the Stockholm region. Thus, the collected experiences were biased
(social work and welfare country) compared to other professionals’ experiences in the same field.
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Keeping these biases in mind, the presented findings might cast a special light on findings from
studies done in other contexts.

Individual interviews leave the person outside his/her context. Other studies have worked with
focus-group methodologies and thus have included part of the participants’ natural context in
their prerequisites. On the other hand, the risk with collegial groups might be that deviation from
and questioning of the official understanding of one’s work and professional duties could be
silenced (Le Boutillier et al., 2015).

Further studies should include professionals working in different organisational frames and
professionals working in different socio-political contexts.
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