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The purpose of this study was to understand the experience individuals in 

recovery from substance use have when sharing their story in a public setting (i.e., 

intergroup contact) and how this affects their personal journey and ongoing recovery. A 

theoretical framework was developed based on Kelly’s experience cycle and a multilevel 

approach to stigma and public health by Cook et al. (2012). Participants were recruited 

through a snowball sampling method beginning with recovery center organizations in 

New Hampshire. Through this recruitment approach, 26 individuals participated. Data 

collection occurred using a narrative inquiry approach with semi-structured interviews 

and were analyzed through an ongoing and iterative process. All data were aggregated 

and analyzed using the software program Dedoose. Results from this study show a gap in 

the literature, specifically the negative consequences individuals may experience when 

sharing their lived experience in a public setting. Negative consequences mainly centered 

around the structural, interpersonal, and intrapersonal levels of stigma experience by 

individuals. Each of these levels can impact an individual’s ability to tell their authentic 

story in a public setting without risking their health, either physically or psychologically, 

and evoking a trauma response. Alternatively, findings do confirm the positive 
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consequences of sharing lived experiences found in previous research, such as fighting 

stigma, self-acceptance, and external validation. Overall results indicate that storytelling 

in a public setting is a complex experience for individuals in recovery that can result in 

both positive and negative consequences. Findings from this study have the potential to 

inform promising practices for both storytellers and organizations as they prepare to share 

recovery stories with public audiences.   
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Doctor of Education: Leadership, Learning and Community 

Sharing Recovery Stories: An Exploration of Intergroup Contact in Public 
Settings 

Dissertation Defense: October 27, 2022 
Executive Summary: October 2022 

Introduction: The purpose of this study was to understand the experience of individuals 
in recovery from substance use sharing their story in a public setting and how this affects 
their personal journey and ongoing recovery. Additionally, to inform individuals and 
organizations of promising practices related to sharing a recovery story in a public 
setting. 

Problem of Practice: In 2021 there were over 100,000 overdose deaths in the US. This 
was an increase of 15% from 2020. Addiction is one of the most stigmatized conditions 
in the United States and around the world. Stigma is a known barrier to individuals 
seeking and accessing help. Research has shown that combating this stigma and bias 
toward those with a mental health concern through interaction between members of 
different groups, known as intergroup contact, can be successful in reducing stigma. 
This action research explores the potential impact this can have on their personal 
recovery journey. 

Research Method: This qualitative study used a narrative inquiry approach of semi-
structured interviews (Appendix B). Participants for the study were 26 individuals self-
identifying as in recovery and having shared their story in a public setting. Most 
participants were from the Northeast.    

Summary of Findings: Overall results indicate that storytelling in a public setting is a 
complex experience for individuals in recovery that can result in both positive and 
negative consequences. Negative consequences mainly centered around the structural, 
interpersonal, and intrapersonal levels of stigma experience by individuals. Each of these 
levels can impact an individual’s ability to tell their authentic story in a public setting 
without risking their health, either physically or psychologically, and evoking a trauma 
response. Alternatively, findings do confirm the positive consequences of sharing lived 
experiences found in previous research, such as fighting stigma, self-acceptance, and 
external validation. Findings from this study have the potential to inform promising 
practices for both storytellers and organizations as they prepare to share recovery stories 
with public audiences.   
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Limitation(s) of Study: Limitations of the study included a small sample size, 
homogeneity of participants in terms of race and geographic area, and the fact that many 
had not been doing as many presentations due to COVID restrictions. 

Implications/Significance of Study: Results from this study can be used to create 
promising practices for storytellers and organizations to follow. These practices can 
include recommendations for assessing whether an individual is ready to speak publicly, 
how to prepare for a speaking engagement, and a process for debriefing after the 
experience. Guidelines to organizations may include having a diverse panel of speakers 
that represent various pathways to health; treating speakers as professional experts; and 
not tokenizing, stigmatizing, or sensationalizing an individual’s experience. 
Understanding the intricate role stigma plays and the negative experiences of individuals 
who share their story in a public setting is important to helping shape a positive 
experience for the storyteller and the listener. In conclusion, sharing a recovery story is a 
complex process that has both positive and negative impacts on the individual who 
shares.  
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Chapter One: Introduction to the Problem 
 

The United States continues to struggle to address the opioid use disorder public 

health problem. In 2022, over 100,000 Americans died from an overdose (National 

Center for Health Statistics, 2022). Data collected from the National Institute on Drug 

Abuse (NIDA, 2018) indicate that rates of recurrence, occurrence of substance use after a 

period of sustained recovery, are between 40% and 60%. Additionally, addiction is one of 

the most stigmatized conditions in the United States and around the world (Kelly, 2020). 

People with addiction often face discrimination based on societal stereotypes, i.e. stigma, 

even within their primary access point of services—healthcare (Chapman et al., 2013; 

Goddu et al., 2018; Kelly et al., 2010, 2015, 2016; Kelly & Westerhoff, 2010; Robinson, 

2017). With these alarming statistics, efforts have been made to address the current crisis 

from both the federal and local levels. For example, the National Institutes of Health 

(NIH, 2019) issued over $900 million in research efforts in 2019 through the Helping to 

End Addiction Long-term Initiative. Many of these efforts focused on educating 

healthcare professionals, the public, and policymakers on various issues, such as cost of 

the crisis, impact on the healthcare system, and the overprescribing of opioids. To raise 

awareness of the stigmatization of individuals, many educational programs include a 

component in their programming around stigma, programs such as the University of 

Vermont’s Center on Rural Addiction (2022).  

Stigma is a known barrier to individuals seeking and accessing help (Ahern et al., 

2007; Ashford et al., 2018; Ashford et al., 2019a; Ashford et al., 2019b; Baker et al., 

2020; Link & Phelan, 2001; von Hippel et al., 2008). Biases, specifically displayed 

through stigmatizing language, can influence healthcare professionals’ perceptions of 
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individuals with a substance use disorder (SUD), thus impacting the therapeutic 

relationship (Ashford et al., 2018; Ashford et al., 2019a; Ashford et al., 2019b; Chapman 

et al., 2013; Goddu et al., 2018; Kelly et al., 2010, 2015, 2016; Kelly & Westerhoff, 

2010; Robinson, 2017; Wakeman, 2017). Stigma can negatively impact the individual’s 

treatment and care (Chapman et al., 2013; van Boekel et al., 2013; von Hippel et al., 

2008). 

Research has shown that combatting stigma and bias toward those with a mental 

health concern through interaction between members of different groups, known as 

intergroup contact, can be successful in reducing stigma (Henderson, 2020). Intergroup 

contact for educational purposes to combat stigma and bias may come in the form of 

patient panels, testimonials, or personal interviews. This type of destigmatizing technique 

is also used for SUD (Dumenco et al., 2019; Kelly & Westerhoff, 2010; Monteiro et al., 

2017; Mort et al., 2021; Substance Abuse and Mental Health Services Administration 

[SAMSHA], n.d.). At a New England conference, the panel moderator Dr. Hernandez 

responded to a panelist in recovery this way: “I really believe the main way we deal with 

stigma is by sharing people’s stories” (Hernandez et al., 2021). Patient panels are used for 

training of healthcare professionals, including doctors, nurses, social workers, counselors, 

peer recovery specialists, and case managers, etc., who care for individuals with a SUD 

(Dumenco et al., 2019; Monteiro et al., 2017; Mort et al., 2021).  

While a patient panel or personal testimonial may reduce the stigma and bias of 

learners, little research has been conducted to examine the experience individuals have 

post-panel or presentation. Understanding the risks and experiences of these individuals 

is important for determining whether/how these public presentations impact the 
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individuals involved and whether there should be specific recommendations to mitigate 

any identified risk factors associated with intergroup contact. Therefore, this study will 

examine the experience of individuals in recovery who share with external audiences for 

educational purposes, and how that may affect their ongoing recovery. Action research 

(AR) will be used as this study is guided by the researcher’s interest in providing 

outcomes that can be shared with agencies involved in educational programs for entities 

outside the recovery community (Merriam & Tisdell, 2016). Results from this study will 

be shared directly with both the recovery community and government/educational 

agencies devoted to SUD work with the goal of empowering them to act based on 

research outcomes (Merriam & Tisdell, 2016).  

Terms 

As part of efforts to educate the public and healthcare professionals, SAMHSA 

(2010) released a report on the recovery process including shared terminology used by 

individuals in recovery and different recovery pathways. Many of the terms outlined in 

the SAMHSA report will be used to define terms in this study: 
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Table 1.1 

Terms 

Term Definition 
Addiction Dependency on a substance (SAMHSA, 2010) 
Co-Occurring 
Disorders 

“When an individual has one or more mental disorders as well as one or more substance use 
disorders” (SAMHSA, 2014, p. xvii) 

Harm Reduction “Harm reduction incorporates a spectrum of strategies that includes safer use, managed use, 
abstinence, meeting people who use drugs ‘where they’re at’” (National Harm Reduction 
Coalition, 2022)  

Intrapersonal 
Stigma 

Internalized stigma or self-stigma (Cook & Stoecker, 2014; Henderson et al., 2014) 

Interpersonal 
Stigma 

Discriminatory views or stereotypes from other individuals (Cook & Stoecker, 2014; Henderson 
et al., 2014) 

Intergroup 
Contact 

“Face-to-face interaction between members of clearly defined groups” (Pettigrew & Tropp, 
2006, p. 754) that can include in person or virtual sharing of stories by individuals in a public 
setting 

Kelly’s 
Experience 
Cycle 

How a person’s experiences can influence their constructs of the world and themselves in five 
phases: “anticipation, investment, encounter, confirmation or disconfirmation, and constructive 
revision” (Kelly, 2017, p. 16) 

Personal 
Construct 
Theory (PCT) 

An individual’s personality and behavior in terms of dimensions or categories they use for 
describing or explaining things (Oades & Patterson, 2015) 

Pharmacotherapy Pharmacotherapy is the term used in this study for a medical intervention using a medication for 
the treatment of a substance use disorder. Other terms include medications for addiction (MAT), 
medications for opioid use disorder (MOUD), and medications for addiction recovery (MAR).  

Public Setting In person or virtual educational panels or testimonials at conferences, workshops, classrooms, or 
schools 

Problematic 
Drug Use 

Drug use, either recreational or dependent, that impacts an individual’s ability to have a 
functional life, e.g., resulting in financial, psychological, physical, or legal issues. (S. Kelly, 
Personal Communication, 2022) 

Recurrence When an individual uses a substance after a period of recovery, previously termed “relapse” 
Recovery 
 

When someone has overcome a dependence or is able to manage their use (SAMHSA, 2010) 

Recovery Coach “The peer recovery coach is a person who is actively and authentically engaged in a recovery 
pathway. Coaches strive to meet any requirements or goals of their pathway” (McShin 
Foundation, 2010, p. 3). 

Recovery 
Pathways 

Natural recovery, mutual aid-12 step groups (e.g., Alcoholics Anonymous), mutual aid – non-12 
step (e.g., Women for Sobriety), faith-based recovery, outpatient treatment, inpatient treatment, 
bodywork (e.g., addiction energy healing or yoga), harm reduction strategies, and others 
(SAMHSA, 2010) 

Retraumatization 
or trauma 
response 

“The occurrence of traumatic stress reactions and symptoms after exposure to multiple events … 
also implies the process of reexperiencing traumatic stress as a result of a current situation that 
mirrors or replicates in some way the prior traumatic experience” (SAMHSA, 2014, p. xviii) 

Stigma 
 

Discrimination toward an individual based on societal stereotypes (Cook & Stoecker, 2014; 
Henderson et al., 2014) 

Substance Use 
Disorder (SUD) 

“The recurrent use of alcohol and/or drugs caus[ing] clinically significant impairment, including 
health problems, disability, and failure to meet major responsibilities at work, school, or home” 
(SAMHSA, 2021) 

Structural 
Stigma 

Discriminatory social structures that exist within society, policy, and legislation (Henderson et 
al., 2014) 

Trauma “Experiences that cause intense physical and psychological stress reactions” (SAMHSA, 2014, 
p. xix) 
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Global Perspectives 

Worldwide Stigmatization of Addiction  

Globally and in the United States, addiction is among the most stigmatized 

conditions (Kelly, 2020). Stigma can be experienced by individuals on three interrelated 

levels: intrapersonal, interpersonal, and structural (Cook & Stoecker, 2014; Hammarlund 

et al., 2018; Henderson et al., 2014). People with current or past addiction history are 

stigmatized on the intrapersonal level, meaning internalized self-stigma; interpersonal 

level, meaning discriminatory views or stereotypes from non-stigmatized individuals; and 

structural stigma from macro systems such as insurance policies, treatment, and care 

decisions (Barry et al., 2014; Cook & Stoecker, 2014; Hammarlund et al., 2018; 

Henderson et al., 2014). Stigma also prevents individuals from seeking treatment due to 

shame and embarrassment (Hammarlund et al., 2018).  

These levels interact with one another and affect the individual’s overall 

wellbeing. For example, on the structural and interpersonal levels, individuals with SUD 

or in recovery have the potential for their treatment to be negatively influenced by a 

healthcare professional’s stigma and bias (Chapman et al., 2013; van Boekel et al., 2013; 

von Hippel et al., 2008). A healthcare professional may have preconceived attitudes 

about a patient based on stereotypes, such as the belief they are challenging to treat 

because they have an addiction (Chapman et al., 2013; Goddu et al., 2018).  

This researcher attended a New England conference on harm reduction, a person 

in recovery and an outreach worker spoke compellingly about discrimination she had 

experienced in the healthcare system: “I’ve experienced being treated unfairly by the 

hospital because my history was known” (as cited in Hernandez et al., 2021). With biased 
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attitudes, professionals may be less likely to prescribe a pain medication to a patient with 

a history of addiction (Chapman et al., 2013; Goddu et al., 2018).  

Combatting Societal Stigma through Intergroup Contact Theory  

Intergroup contact theory grew out of the exploration of group relations among 

different racial groups. Intergroup contact is defined as a “face-to-face interaction 

between members of clearly defined groups” (Pettigrew & Tropp, 2006, p. 754). 

Research around this began in the 1940s (Pettigrew & Tropp, 2006). Results from many 

studies found that contact between groups could successfully reduce prejudice (Pettigrew 

& Tropp, 2006). Research in this area has continued to expand and has been applied to 

various groups such as older adults, individuals with a mental illness, individuals with a 

disability, and those with a SUD (Pettigrew & Tropp, 2006).  

Research has shown that intergroup contact interventions are an effective way to 

reduce stigmatization of those with mental illness (Henderson et al., 2014). Comorbidity, 

or co-occurring disorders, is a major populational health issue in the United States 

(National Institute on Drug Abuse, 2018). Approximately 38%, or 7.7 million out of 20.3 

adults living with a SUD also live with a mental health concern (National Institute on 

Drug Abuse, 2018). Therefore, intergroup contact research with people with mental 

illness is important to review when considering intergroup contact-based interventions for 

those with a SUD.  

Public movements can help combat societal stigma, some of which utilize 

intergroup contact-based interventions. Time to Change (n.d.) is an international 

movement aimed at reducing stigma around mental health. Time to Change members 

developed a website and a guidebook for having conversations (intergroup contact) with 
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an individual with a mental illness. This publication is specific to mental illness and not 

necessarily individuals with a SUD. The National Alliance on Mental Illness (NAMI, 

n.d.) also promotes mental health awareness and encourages people to be stigma-free. 

These movements, however, are focused on increasing public awareness of mental health. 

While addiction and recovery may still be part of someone’s story, it is not the focal point 

of these awareness campaigns. Faces & Voices of Recovery (2022) is an organization 

that encourages, promotes, and trains individuals to share their stories, and organizations 

such as SAMHSA (n.d.) provide a guidebook on how to tell an addiction story. These 

addiction recovery resources are useful but could benefit from additional information 

related to the advantages and risk factors of someone sharing their recovery story.  

Local Context: Northern New England 

With the growing opioid epidemic, over the past few years the United States has 

made federal funding available through various agencies to support a response effort 

across the country. For example, the Centers for Disease Control and Prevention (CDC, 

2022b) awarded $155 million to states and four U.S. territories to bolster prevention and 

response efforts. Similarly, SAMHSA (2020) administered funds to various agencies 

across the country and allocated $1.4 billion to strengthen state efforts.  

Many of these dollars went to educational programs. For example, the University 

of Vermont’s Center on Rural Addiction (2022) hosted programs to educate healthcare 

professionals on various topics related to addiction. Similarly, the University of New 

Hampshire received a grant to educate the next generation of nurses on medications for 

opioid use disorder (University of New Hampshire Department of Nursing, 2022). Part of 

the curriculum for these types of programs is to reduce stigma towards individuals with a 
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SUD (University of New Hampshire Department of Nursing, 2022; University of 

Vermont, 2022). 

The risk of recurrence is reported to be between 60% and 70% of individuals 

returning to use within a year of starting treatment (NIDA, 2018), and recurrence can 

occur within weeks or months of being in recovery (American Addiction Centers, 2022). 

With evidence to support intergroup contact-based interventions such as people sharing 

their story to reduce stigma, it is important to understand the potential effect of sharing 

with an external group, especially earlier on in the recovery process when they may be at 

a greater risk of recurrence. Findings from this study will inform groups such as NAMI, 

recovery centers, and educational institutions that are creating educational programming 

for both the public and healthcare professionals.  

Storytelling and Recovery Supports 

The use of oral storytelling as part of the recovery process for individuals is a 

long practiced therapeutic tool. It is utilized for many different types of diseases, such as 

eating disorders, mental illness, and cancer survivors (Briant et al., 2016; Carless & 

Douglas, 2016; Gubrium et al., 2014; Herrera-Sanchez et al., 2019; Mannell et al., 2018; 

Rosenthal, 2003; Slatterly et al., 2020). Telling stories has been known to “create shared 

meanings of health and illness and foster a sense of belonging” (Herrera-Sanches et al., 

2019, p. 33). Additionally, sharing stories for therapeutic positive outcomes within the 

recovery community is a method that has been used for decades, such as in Alcoholics 

Anonymous (AA, 2022), which began in the 1930s. AA is a type of mutual aid group that 

“provide[s] a safe space for people to share stories, talk about challenges, or share 

personal achievements often with an overarching framework for guiding the group 
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purpose” (National Council on Alcoholism and Drug Dependence, 2018, p. 10). In 

various ways, storytelling is used as a therapeutic tool within recovery programs and 

mutual aid groups like AA (Herrera-Sanchez et al., 2019).  

It is important to note the difference between sharing within the context of a 

recovery group (stigmatized group) versus sharing with an external audience (non-

stigmatized group). As a member of a stigmatized group, such as those together in a 

mutual aid or therapeutic group, individuals are sharing their story in a safe space where 

others have experienced similar addiction issues (National Council on Alcoholism and 

Drug Dependence, 2018). Sharing stories with an external audience can also be cathartic 

and therapeutic (Bove & Tryon, 2018; Paternal et al., 2018). It is important, however, to 

also consider how this type of intergroup experience could evoke a trauma response for 

those in the stigmatized group. 

Someone sharing their past experiences of problematic drug use to a non-

stigmatized group (external audience) may evoke anxiety in the storyteller. Paolini et al. 

(2018) conducted a review of recent investigations into why individuals may avoid or 

seek intergroup contact. Paolini et al. (2018) discussed how even though humans live in a 

diverse world and the benefits of intergroup contact are known, psychological, social, and 

structural barriers exist which often prevent the stigmatized group from engaging in 

intergroup contact. Strong empirical and longitudinal evidence exists showing that 

“intergroup anxiety … causes people to avoid intergroup contact” (Paolini et al., 2018, p. 

4). Research shows that the experience is more anxiety provoking for the stigmatized 

group than for the non-stigmatized group (Paolini et al., 2018). In the case of individuals 

in recovery, the experience of sharing their story with an external group could be a trigger 
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point for negative outcomes (Paolini et al., 2018). Yet intergroup contact can also be a 

positive experience (Paolini et al., 2018). Therefore, it is important to examine both the 

positive and negative experience a person in recovery may have when sharing their story 

with a non-stigmatized group.  

Understanding the recovery community is key to this research study as recovery 

coaches, individuals engaged in recovery who offer peer support, often share their stories 

in public settings. Currently, recovery community organizations (RCOs) across the 

United States offer peer recovery support services to individuals who may be trying to 

find or maintain recovery from problematic alcohol or drug use (Valentine et al., 2007). 

RCOs carry out recovery-focused community education and outreach programs, facilitate 

peer-based recovery support services, organize recovery-focused policy advocacy 

activities, and organize resources (Valentine et al., 2007). The recovery communities they 

serve are made up of people in recovery or seeking recovery and their families, friends, 

and allies including recovery-focused addiction and recovery professionals (Valentine et 

al., 2007). The community and stakeholders include organizations whose members 

promote various pathways to recovery (Valentine et al., 2007). Funding for RCOs comes 

in the form of federal and state grants, Medicaid, and local fundraising (Valentine et al., 

2007).  

A recovery community center (RCC) is a recovery-oriented refuge rooted in the 

center of the local community (Valentine, n. d.). This center serves as a physical location 

where the RCO can support the local recovery community's ability to care through peer-

based recovery support services and programs (Valentine, n. d.). The RCC itself does not 

offer detox or treatment services, 12-step programs, or drop-in centers, and it does not 
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duplicate existing community services (Valentine, n. d.), but it provides a venue for the 

recovery community to host services.  

 The RCC coaches train and empower participants in their programs to become 

volunteers and provide recovery support services (McShin Foundation, 2010). Recovery 

coaching is another term for recovery support services (McShin Foundation, 2010). In 

most cases, they provide regular check-ins or telephone recovery support services (S. 

Kelly, personal communication, November 30, 2021). Recovery coaches work with the 

community through digital and in person recovery programs (S. Kelly, personal 

communication, November 30, 2021). Support can come in the form of attending a 

recovery meeting, one-on-one coaching via phone or in person, activities such as yoga, or 

support groups for family members of an individual with problematic drug use, or history 

of (S. Kelly, personal communication, November 30, 2021). As an example, New 

Hampshire currently has 20 recovery community centers across the state with at least one 

in every county or region (S. Kelly, personal communication, November 30, 2021). 

Recovery support specialists and/or coaches working at these centers share their stories in 

mutual aid groups and one-on-one for peer recovery. Recovery coaches may also be 

called upon to share their story in a public setting (S. Kelly, personal communication, 

November 30, 2021). 

In working with recovery centers in New Hampshire on educational programs, 

this researcher was informed by a manager of an RCO of anecdotal evidence of an 

individual sharing their story externally and experiencing a recurrence, burnout, setback, 

or a trigger (S. Kelly, personal communication, August 8, 2020). In addition, a well-

known researcher in the recovery community voiced concern around the risks associated 
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with recovery storytelling for educational purposes (C. Copperpot, personal 

communication, September 4, 2020). He stated that while putting a face and voice on 

recovery can re-humanize an individual living with a SUD, careful consideration of how 

their storytelling is done is crucial (C. Copperpot, personal communication, September 4, 

2020). This conversation was the catalyst for this study. Upon reflecting on this 

conversation, this research began to contemplate the importance of understanding 

storytelling from the perspective of the storyteller.  

Often, storytelling can take the form of a “redemption narrative” and this can be 

harmful to the recovery community in general (C. Copperpot, personal communication, 

September 4, 2020). It can create ego issues and potentially set up an individual for a 

setback, and/or recurrence (C. Copperpot, personal communication, September 4, 2020). 

Exploring the phenomenon of the potential harm of an individual sharing their lived 

experience may yield beneficial findings for promising practices in sharing recovery 

stories. 

Advocacy and Ethics 

The estimated rate of overdose deaths in 2019 was 22 individuals out of 100,000 

(CDC, 2019). It is not only the individuals suffering from addiction that are impacted, but 

also the families, loved ones, and children of these individuals. In 2017, 2.2 million 

children and adolescents were estimated to either have an opioid use disorder (OUD) 

themselves or a parent with an OUD (United Hospital Fund, 2019). A recurrence of 

substance use often affects all the people around them (United Hospital Fund, 2019). This 

strengthens the case for creating a safe space for those willing to share their recovery 

story in a public setting. Results and recommendations from this study will be shared 
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with recovery centers across the country as well as educational institutions involved in 

SUD education. 

This research study focuses on understanding the experience of individuals in 

recovery before, during, and after storytelling, as well as the potential impact this may 

have on their personal journey. It is becoming increasingly common for individuals to 

share their story in an educational venue, yet there is little research as to risks they may 

experience as a result (Dumenco et al., 2019; Monteiro et al., 2017; Mort et al., 2021; 

SAMHSA, n.d.). Using the ethics of care approach, which focuses on the moral 

obligation of meeting the needs of others and the responsibility one has toward others, 

this researcher sought to understand the vulnerable position people place themselves in 

when they share a personal and often traumatic story about their drug addiction and 

recovery process (Kidder, 1995). Ethics of care forced the researcher to probe more 

deeply into what may be the unknown risks of a person in recovery sharing their story in 

a public context (Kidder, 1995). This researcher works in the public health and mental 

health spaces. Based on ethics of care, the researcher endeavors to advocate for 

individuals who share their lived experience and share results with the healthcare 

community. There may be results that can inform efforts for healthcare professionals to 

gain greater awareness and add to the breadth of trauma informed care for individuals 

with a substance use disorder or history of a substance use disorder.  

Focused Problem of Practice 

This study will examine the experience of individuals in long term recovery 

sharing their lived experiences with external audiences for educational purposes and how 

that may impact their ongoing recovery and personal journey. An outcome of this study 
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may be to develop best practices or recommendations for an educational conference on 

substance use disorders that includes a patient panel or personal testimony where 

individuals share their recovery stories. Insights from this study will inform how best to 

prepare individuals to share their story before, during, and after the experience.  

Central Research Questions 

A. What impact does an individual sharing their recovery story have on their personal 

development?  

B. What impact does an individual sharing their lived experience of recovery in a 

public setting have on their recovery process?  

C. What practices are used for preparing an individual to share their recovery story? 
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Chapter Two: Theoretical Framework 

The following sections outline a theoretical framework for this study based on 

three interrelated levels of stigma and personal construct theory (PCT). These theories 

blend to form a conceptual framework that underpins the internal and external process an 

individual in recovery undergoes when sharing a personal story with an external 

audience. This section is followed by an empirical analysis of the few studies that 

research the experience of story-sharing on individuals in recovery. The last section 

provides an overview of how this research may influence and shape decisions made by 

organizations and stakeholders in the substance use world in both local, academic, and 

government settings. 

Theoretical Analysis 

To understand the internal process that an individual undertakes as they share 

their story and the complex external factors shaping the individual’s experience, the PCT 

framework focuses on the influence of structural, interpersonal, and intrapersonal stigma 

on the self and Kelly’s experience cycle within PCT (Kelly, 1955). To properly outline 

the theoretical framework, it is important to understand the risk factors for individuals in 

recovery, the therapeutic use of storytelling within the recovery community, and the 

current trends of storytelling in educational settings to reduce structural and interpersonal 

stigma. 

Potential Risks of Sharing Difficult Experiences 

The American Society of Addiction Medicine (n.d.) defines addiction as “a 

treatable, chronic medical disease involving complex interactions among brain circuits, 

genetics, the environment, and an individual’s life experience” (para 1). Addiction is a 
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result of learned behavior beginning in childhood and can be the result of repeated trauma 

or exposure to certain circumstances (Lewis, 2018). This predisposition in childhood 

creates the perfect environment for development of a habit or behavior to fill in the areas 

of the brain craving more serotonin and endorphins, hence the development of an 

addiction.  

Once the brain’s circuitry for reward, motivation, and memory becomes altered 

by a substance, healthy behaviors can be replaced with addictive behaviors (National 

Institute on Drug Abuse, n.d.). There are different schools of thought regarding the 

origins of someone’s addiction: Is it a disease of the brain? Or is it a learned behavior? 

(Davies, 2018; Levy, 2013; Lewis, 2018). This study takes the approach that a 

combination of childhood developmental factors, genetics, and trauma exposure all feed 

into the potential for an individual to develop a problematic habit or lifestyle (i.e., 

addiction).  

Once this habit is developed, however, an individual’s brain reacts with automatic 

responses urging use; the pattern in the brain becomes very powerful, and the individual 

has learned to rely on the substance for relief. Cues in an individual’s environment that 

are linked to memories of use can trigger cravings even after years of recovery (National 

Institute on Drug Abuse, n.d.). Therefore, it is important to understand the potential risk 

factors of story sharing to an external audience and to recognize how interpersonal and 

intrapersonal stigma may trigger past trauma during certain situations of emotional 

distress.  

For people in recovery, between 40% and 60% are likely to experience a 

recurrence (National Institute on Drug Abuse, 2018). Research has shown a higher rate 
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for individuals in recovery from alcohol dependence, with a 65-70% chance of recurrence 

in the first year (Kadam et al., 2017). Rates of recurrence are even higher for individuals 

with an OUD at a rate of 91% (Kadam et al., 2017). In addition to recurrence rates, co-

occurring disorders are estimated to be found in 7.7 million adults (National Institute on 

Drug Abuse, 2018). This means that these adults have at least one mental health disorder 

and SUD simultaneously.  

SAMHSA (2020) reported that individuals with SUD are likely to have co-

occurring disorders, one of which is posttraumatic stress disorder. Many studies have 

documented the correlation between early childhood trauma and substance use in 

adolescence or adulthood (Khoury et al., 2010). For example, in a study by Dube et al. 

(2003), self-reported, high adverse childhood experiences scores were associated with a 

higher risk of developing SUD. Further, SAMHSA’s (2014) Treatment Improvement 

Protocol (TIP) 57 discusses the correlation between childhood trauma and substance use. 

TIP 57 outlines how healthcare professionals can treat individuals with co-occurring 

disorders and the interrelationship of trauma for children and adults and additional 

conditions (SAMHSA, 2014). Individuals who have experienced a trauma may be 

triggered by an interaction, even unconsciously, thus leading to retraumatization or a 

trauma response. A trauma response may occur when an individual is further exposed to 

trauma or is reminded of a previous trauma (Danieli, 2010; SAMHSA, 2014). According 

to SAMHSA (2014), a retraumatization or trauma response can occur by being reminded 

of a previous traumatic circumstance through experiences such as sensory exposure or 

interpersonal exchanges.  
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While the current research study is focused on the experience of those living in 

the United States, understanding the experience of others in another culture can help 

bring to light certain elements that have not been considered in the United States as they 

relate to trauma responses. Trauma researchers have noted how public reaction to victims 

of sexual violence who disclose their story can be both positive and negative, and 

negative reactions are stigmatizing and can have intense effects on the storyteller 

(McLean et al., 2020). Brounes (2008) investigated the experience of individuals sharing 

stories of trauma. In a qualitative study, Brounes interviewed 16 women in Rwanda who 

testified in public about sexual violence and trauma in the context of genocide and 

examined the impact this experience had on their psychological health. Despite the 

documented school of thought that “truth-telling is healing” (Brounes, 2008, p. 58), 

Brounes was concerned with the risk of retraumatization. For instance, other studies on 

adult survivors of sexual abuse indicate that when giving testimony in court, survivors 

may experience significant psychological distress (Herman, 2005). Little is known about 

the long-term effects this type of experience may have on an adult sexual assault survivor 

(Brounes, 2008). The women in the Brounes study spoke about their experience in the 

Rwanda genocide through the “gacaca,” public court-like forums which was an effort to 

promote “truth, unity, and reconciliation” for the country (Brounes, 2008, p. 57)—in the 

wake of the genocide, more than one million individuals’ stories or cases were heard in 

these courts. Following semi-structured interviews and a data analysis process, Brounes 

concluded that there were psychological risks involved for the women testifying. Some of 

those risks included the women feeling as though they were in a vulnerable position, 
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reexperiencing their trauma, and feeling insecure and fearful, despite the pervasiveness of 

this storytelling means to mitigate suffering in Rwandan communities (Brounes, 2008).  

Another example of the negative experience of story-sharing occurred during 

South Africa’s Truth and Reconciliation Commission (1996-2005), which was nationally 

televised and conducted in the aftermath of racial segregation and political violence with 

restorative justice aims to promote survivors’ well-being and community healing. The 

Commission was also another example of the struggle over testimonial storytelling where 

participants experienced psychosocial implications (Ross, 2002). Organizers did not fully 

account for the range of survivors gendered and cultural expressions and languages they 

used, and these stories often did not meet organizers’, translators’, and producers’ 

preconceived notions of how these stories would be structured or what they would sound 

like to the public (Ross, 2002). The result was that some survivors, especially rural and 

undereducated women, did not feel heard, redeemed, or healed in retelling their traumatic 

stories (Ross, 2002). 

Although some of these risks may be contextually different in high income 

countries, there may be parallels between the experiences of these women and those in 

recovery who expose themselves to vulnerability in public. Therefore, it is important to 

explore the risk factors associated with sharing a recovery story. For instance, children 

and adults facing inter-group violence in genocide or extreme racial segregation, as these 

two global examples showed, could mean turning to substance, or involve 

retraumatization etc. These African example cases throw the culture of storytelling into 

relief and may provide insight into how the recovery community’s cultural aspects shape 

their inter-group dynamics and expectations of people in recovery.  
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Recovery Stories for Therapeutic Use with the Individual 

Despite the hazards associated with sharing a recovery story, the benefits may 

outweigh the risks. In an exploratory qualitative study, Lederman and Menegatos (2011) 

examined the transformative power of storytelling in AA. AA is structured mainly 

through storytelling to heal and sustain recovery. Lederman and Menhatos (2011) 

explained how there are five identified types of narratives, arguing that these different 

narratives served the purpose within AA of “relieving shame and guilt, transforming 

one’s identity, and persuading other to join” (p. 208). The focus of this study was to 

explore “the impact of storytelling on the storyteller in AA” (Lederman & Menhatos, 

2011, p. 207).  

Lederman and Menegatos (2011) surveyed 178 AA members via an online 

questionnaire and used grounded theory to conduct data analysis. According to the results 

from this study, the effect of storytelling on the storyteller has five primary impacts: 

“being reminded of a painful past, reinforcing one’s recovery, losing the sense of 

terminal uniqueness, developing one’s relationship with oneself, and helping others” 

(Lederman & Menhatos, 2011, p. 213). Lederman and Mengatos (2011) further 

concluded that storytelling may be a key component to sustained recovery and 

recommended that future research focus on different types of sharing, such as “speaker 

meetings or conferences” (p. 224). However, while the narrative experience may be 

healing when with their group, it is important to also explore what (if any) negative 

experiences may occur when presenting to an external audience.  
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Recovery Stories for Educational Purposes in Public Settings 

Knowing that story sharing, i.e., intergroup contact, with an external audience is a 

successful way to reduce stigma toward individuals with an addiction, many educational 

programs and organizations are encouraging individuals to share their recovery stories in 

public settings (Dumenco et al., 2019; Kelly & Westerhoff, 2010; Monteiro et al., 2017; 

Mort et al., 2021; SAMHSA, n.d.). These organizations include but are not limited to 

RCCs, SAMHSA, Faces & Voices of Recovery, and large educational institutions such as 

universities.  

SAMHSA (n.d.) developed a guidebook for digital storytelling and shared that 

contact-based interventions can be “used to reduce negative attitudes about mental illness 

and SUDs and encourage people to seek help, treatment services, and/or support” (p. 64). 

This guidebook is focused on storytelling in a digital format where people living in 

recovery share their stories online. This guidebook does not differentiate between 

storytellers with a mental illness and those with a SUD. Also, there are no specific details 

on what sharing their lived experience may mean for the storyteller other than engaging 

in a self-guided reflective process post-sharing (SAMHSA, n.d.).  

The guidebook provides a resource section to other agencies that can help 

individuals share their story, but most of these other agencies are not focused on SUD. 

One agency mentioned is Faces & Voices of Recovery. This is the one agency that is 

specifically dedicated to individuals with a SUD. Faces & Voices of Recovery has a 

webpage dedicated to individuals sharing their digital recovery stories (Faces & Voices 

of Recovery, 2022). Individuals can fill out an online form to submit their story, but there 
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is no clear process for what happens long term for individuals who share (Faces & Voices 

of Recovery, 2022).  

Herrera-Sanchez et al. (2019) conducted a systematic review to identify research 

studies that utilize the storytelling technique in addiction. This systematic review was 

conducted with a specific criterion for storytelling articles. After filtering through the 

criterion, 29 articles remained. Seven of the studies focused on public educational 

settings like hospitals, high schools, or colleges. Additionally, the studies were mainly 

focused on the impact of the story on the audience members. For example, researchers 

found a reduction in substance use or improved general education around addiction 

among audience members.  

In a more recent study conducted to analyze healthcare professional students’ 

perceptions of patients with an OUD, intergroup contact was used via a patient panel 

(Dumenco et al., 2019). Students (N=580) participated in a half-day interprofessional 

workshop on SUD. The health professional students included social work, medicine, 

nursing, pharmacy, and physical therapy disciplines. Students were exposed to one of six 

different patient panels. Each panel consisted of two to three patients with a history of 

opioid use. Each patient shared their personal story, experience during the treatment 

process, and recovery pathway, and then participated in a question-and-answer period. 

Immediately following the workshop students completed a five-minute reflection in 

which 72% of students indicated that exposure to the panel changed their perception of 

the patients and identified the panel as a valuable experience (Dumenco et al., 2019). 

While these panels incorporated 30 to 36 patients with a history of an OUD, the process 

of integrating them into the workshop was not clearly defined. There was no mention of 
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how these patients were prepared for this experience or how they perceived the 

experience to be post event.  

Similarly, Mort and Diaz (2021) conducted a quantitative study with second-year 

students at a Midwestern medical school to examine the use of intergroup contact 

education to reduce stigma. Medical students were exposed to either an educational 

intervention consisting of a panel or a didactic lecture on the use of medications for 

addiction treatment when caring for patients with an OUD. Participants were 

administered pre- and post-assessments, and researchers completed Fisher’s exact tests, 

paired t-tests, ANOVAs, and logistic regression to observe changes. Results indicate an 

8.2% decrease in stigma scores for both types of educational experiences indicating both 

were effective at reducing OUD stigma (Mort & Diaz, 2021). With an increase in studies 

showing the efficacy of intergroup contact reducing stigma, it is important to examine the 

storyteller’s experience. 

Cultural Context of the Redemption Narrative 

In a mutual aid group, individuals are at any stage of change; therefore, the stories 

shared in the mutual aid setting do not necessarily follow the redemption narrative: 

“when a challenging, negative, or traumatic experience is narrated in a way that 

communicates growth, meaning-made, or resolution” (McLean et al., 2020, p. 1). Stories 

told in educational settings by individuals in recovery typically follow the redemption 

narrative. Research shows that in the United States, the redemption narrative is a cultural 

preference for those who are sharing a trauma with an external audience (McLean et al., 

2020). The redemption narrative is part of the U.S. master narrative and rooted in U.S. 

cultural values. Through the examination of historical texts, such as the Gettysburg 
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address, spiritual autobiographies, slave narratives, and religious texts, redemption 

narratives are preferred in the United States based on their prominence throughout history 

(McLean et al., 2020). These redemptive stories reflect U.S. ideals, “such as 

individualism, grit, and ‘bootstrap’ mentality” (McLean et al., 2020, p. 1). These values 

persist through an individual’s trauma or challenging experience and confirm the world 

continues to remain safe and fair (McLean et al., 2020).  

Moreover, research shows that those who share a redemption story are perceived 

as more psychologically healthy, thus reinforcing the external expectations placed on 

these individuals (McLean et al., 2020). This type of story narrative and cultural 

expectation can place stressors on the individual sharing their story, such as feelings of 

perfectionism, responsibility, and a pressure to maintain the appearance of a role model 

(McLean et al., 2020). The role model expectation may be a positive experience for 

some, but for others, this may cause psychological harm if an individual has a setback or 

recurrence, and they may then experience greater remorse and disappointment ?after they 

have widely shared their redemption narrative (McLean et al., 2020).  

Stigma 

Based on Goffman’s (1963) original definition, Link and Phelan (2001) expanded 

stigma to four interrelated components: 1) the labeling of human differences; 2) societal 

negative stereotyping; 3) categorizing people to create a degree of separation “of ‘us’ 

from ‘them’”; and 4) inequity in the form of discrimination or loss of status (p. 367). 

Similar to the third component where groups are divided into “us” and “them” by societal 

labels (Link & Phelan, 2001, p. 370), intergroup contact theory identifies a non-

stigmatized and a stigmatized group where each group may be afraid of “the other” 
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(Paolini, 2018, p. 2). Experiences with the non-stigmatized group may provoke anxiety 

based on previous experience of threats to “safety, integrity, and goals of the organism” 

(Paolini et al., 2018, p. 4). Previous threats may continue to perpetuate beliefs that future 

contact may be damaging in some way (Paolini et al., 2018). Therefore, an intergroup 

exchange can be triggering, provoking psychological distress for someone who is in a 

stigmatized group and sharing a vulnerable story with an external audience, some of 

whom may not be part of their group. It is important to understand how different levels of 

stigma can impact an individual, especially during a vulnerable moment.  

Stigma can be observed on three levels: structural, interpersonal, and 

intrapersonal (Cook et al., 2014; Henderson et al., 2014). Structural stigma consists of 

discriminatory social structures that exist within society, policy, and legislation. This type 

of public stigma is rooted in dominant cultural values and beliefs that penetrate higher 

level societal systems, such as policies, laws, and regulations (Cook et al., 2014; Corrigan 

& Rao, 2012; Corrigan & Watson, 2002). As a result, structural stigma can contribute to 

disparities, such as within the healthcare system (Cook et al., 2014; Henderson et al., 

2014).  

Interpersonal stigma refers to lack of knowledge, prejudice, and discrimination on 

an individual level (Cook et al., 2014, Hammarlund et al., 2018; Henderson et al., 2014). 

For example, a healthcare professional may unknowingly have preconceived attitudes 

about a patient based on stereotypes, such as the belief they are difficult to deal with 

because they have an addiction (Goddu et al., 2018). With this type of attitude, a health 

professional may be less likely to prescribe a pain medication to treat a patient with an 

addiction problem (Chapman et al., 2013; Goddu et al., 2018).  
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The intrapersonal level refers to internalized stigma or self-stigma (Corrigan & 

Rao, 2012; Hammarlund et al., year; Henderson et al., 2014). This is when the individual 

with an addiction will feel shame and have negative beliefs about themselves as well as 

accept negative self-stereotypes (Corrigan & Rao, 2012; Hammarlund et al., year; 

Henderson et al., 2014). The acceptance or rejection of these may then lead to feelings 

and thoughts of unworthiness or worthiness (e.g., “I am not worthy” or “I am worthy”), 

feeling judged or accepted (e.g., “I am feeling judged” or “I am accepted”), or feeling 

like a failure (e.g., “I am a failure” or “I am a success”), which then lead to emotional 

reactions and low self-esteem or improved self-esteem (Corrigan & Watson, 2002). As an 

example, interpersonal interactions with health professionals may increase or decrease 

the individual’s intrapersonal stigma depending on the outcome of the interaction 

(Henderson et al., 2014). An acceptance of a perceived negative stereotype from a health 

professional, for example, could lead to feelings of unworthiness and failure, which then 

leads to an emotional reaction and incites a setback or recurrence in recovery 

(Hammarlund et al., 2018).  

Stigma has been identified as a barrier for individuals seeking and/or sustaining 

treatment (Kelly, 2020). Structural stigma is so pervasive in society that individuals 

seeking help may be met with mistrust and/or judgement (Ashford et al., 2018; Ashford 

et al., 2019a; Ashford et al., 2019b; Barry et al., 2014; Chapman et al., 2013; Kelly et al., 

2010, 2015, 2016; Kelly & Westerhoff, 2010; Goddu et al., 2018; Robinson, 2017; 

Wakeman, 2017). Pervasive structural and interpersonal stigma makes it more 

challenging for individuals to come out, share their story, and find a road to recovery 

(Ashford et al., 2018; Ashford et al., 2019a; Ashford et al., 2019b; Chapman et al., 2013; 
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Kelly et al., 2010, 2015, 2016; Kelly & Westerhoff, 2010; Goddu et al., 2018; Robinson, 

2017; Wakeman, 2017). Many individuals find a pathway to treatment and recovery and 

may find themselves in a position to share their story with the world. Still, when 

individuals share their story, especially with external audiences in a public educational 

setting, they may be putting themselves in an extremely vulnerable position.  

When researching the experience of story sharing in a public setting on an 

individual in recovery, it is important to highlight the three levels of stigma. An 

individual in recovery will simultaneously experience structural stigma from society, 

interpersonal stigma from individuals they interact with, and intrapersonal stigma that has 

developed over time from experiencing negative stereotypes. When an individual 

presents their story to an external audience, they may be triggered by any one of these 

stigmas and thus experience emotional distress.  

Personal Construct Theory and Kelly’s Experience Cycle        

Personal construct theory (PCT), developed by Kelly in 1955, provides a 

framework for understanding how an individual may experience storytelling in a public 

setting (as cited in Oades & Patterson, 2015). PCT shows the interplay between their 

external experiences and their internal constructs (Oades & Patterson, 2015). These 

constructs are how individuals make sense of themselves, others, experiences, and events 

(Oades & Patterson, 2015). This interplay is ever evolving based on internal and external 

experiences of the self. As Butt (2005) explained, “People are meaning-makers who 

make and find some sense in what confronts them … On the basis of their experience, 

each individual evolves a construct system—a set of meanings through which events are 
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interpreted and in which action is set” (p. 6). How people define themselves is constantly 

evolving and highly influenced by experiences.  

Kelly’s (2017) experience cycle (see Figure 1.1 for example) offers a useful way 

to observe the impact of external experiences on the internal wellness of individuals as 

they share their recovery stories. This cycle includes five phases: “anticipation, 

investment, encounter, confirmation or disconfirmation, and constructive revision” 

(Kelly, 2017, p. 16). As an individual approaches an experience, they take with them 

their internal beliefs and construct their own version of what the experience will be like 

(anticipation). They plan for the experience to fit this anticipation (investment). Once the 

experience occurs (encounter), they assimilate what transpires (confirmation or 

disconfirmation) into their internal belief system. If the experience causes them to 

disconfirm their original construct, they may modify the construct system (Oades & 

Patterson, 2015). This disconfirmation may occur because of a threat, and core constructs 

are challenged. This in turn could lead to guilt over others discovering they are not who 

people thought they were and anxiety when they cannot make sense of what has occurred 

(Oades & Patterson, 2015). Thus, the experience has the power to reshape an individual 

and either strengthen or weaken their self-image. 
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Figure 1.1 

Kelly’s Experience Cycle 

 

Note. This is an image of Kelly’s experience cycle as shown in Oades and Patterson 

(2015).  

Recovery Storytelling Experience Framework 

All the factors of Kelly’s experience cycle must be taken into consideration as 

people place themselves in the vulnerable position of sharing their personal recovery 

story to an external audience. Experiencing the interrelated levels of stigma 

simultaneously during a public educational experience could translate into a negative or 

positive experience. For example, the individual may experience stigma on an 

interpersonal level with one of the participants (Cook & Stoecker, 2014; Henderson et al., 

2014). This negative social interaction could then cause a trauma response and activate a 

setback or recurrence (Hammarlund et al., 2018).  

Probing more deeply into why this could cause a setback or recurrence, the 

individual’s anticipated experience of the storytelling may not be as expected. If it is 



  30 
 

perceived as negative, the individual may then integrate this experience and cause a shift 

in their intrapersonal stigma. Where previously they may have felt a stronger sense of self 

and less stigma, if the experience highlights a level of stigma, they could potentially 

believe this construct. They may replay old feelings and thoughts of shame and self-

blame, for example (Hammarlund et al., 2018). Individuals who speak out are 

representing the recovery community in a public setting, and they may feel that they have 

a duty to the recovery community to be a role model. As with the redemption narrative, if 

an individual has a recurrence or setback, this may trigger feelings of failure and the 

internal construct of feeling unworthy for not living up to perceived expectations (McLean 

et al., 2020). The opposite experience may occur as well. An individual may have a very 

positive experience that validates their anticipated construct, which then further solidifies 

their construct system and decreases their self-stigma (Oades & Patterson, 2015).  

The following Recovery Storytelling Experience (RSE) framework will be 

applied to this study (Figure 2.1). This framework is derived from the three levels of 

stigma identified above and Kelly’s experience cycle. The sharing experience may shape 

future intrapersonal stigma in an individual in recovery. This new intrapersonal stigma 

may be influenced by external factors they experience, such as positive or negative 

feedback, either due to the sharing experience or in conjunction with other life factors 

such as loss of a job or being a role model to others.  
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Figure 2.1 

Recovery Storytelling Experience Framework 

F 

Note. This framework was adapted from Kelly’s experience cycle (as cited in Oades & 

Patterson, 2015) and the three interrelated levels of stigma (Corrigan & Rao, 2012). 

Empirical Analysis 

 The following two studies are identified as the only other existing studies that 

have examined the experience of individuals in recovery sharing their story. They 

provide the initial body of work for this study. In a phenomenological study conducted by 

Bove and Tryon (2018), six incarcerated women in Northern New England were 

interviewed through a semi-structed interview process about their experience of sharing 

their stories. These women participated in a program called Stories of Change, in which 

they presented 13 times at local high schools to audiences ranging from 10 to 140 

students and staff (Bove & Tryon, 2018). Results of the study found five themes which 

all point to a positive experience of sharing their stories. The themes included “making a 

contribution, connecting with others, difficulty of telling their story, identifying personal 
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growth, and moving forward” (Bove & Tryon, 2018, p. 4820). Bove and Tryon found 

that through the process of telling their story, participants gained more self-acceptance, 

which led to a sense of closure and eventually the desire to move forward. The focus of 

the study was on the participants’ experience of being incarcerated, but some of them 

also spoke about their struggle with addiction.  

 There are several limitations to the Bove and Tyron (2018) study, however: The 

sample size was small, lacked diversity, and was limited to one region of the United 

States. The phenomenological analysis consisted of inter-rater reliability that utilized 

multiple researchers to code the data. Social constructivism theory was used to analyze 

the data, and the researchers underwent a thorough process of coding and clustering 

themes. There is, however, no indication of member checking to increase validity. In 

addition, this study was conducted with participants in a controlled environment (i.e., 

prison), and no follow-up was conducted upon release. One participant indicated that 

sharing her “story of addiction and trauma is more difficult with strangers/nonaddicts” 

(Bove & Tryon, 2018, p. 4830). This further emphasizes the need for future research to 

look more closely at storytellers from the recovery community, specifically those that 

share with nonaddicts in a public educational setting, and to examine the experience from 

a more long-term perspective (Bove & Tryon, 2018, p. 4830).  

In a similar qualitative study by Paterno et al. (2018), five women in recovery (all 

who had a SUD during pregnancy) participated in a three-day digital storytelling 

workshop. These women peer mentored pregnant women currently experiencing a SUD. 

The study examined the mentor’s experience of sharing their story (Paterno et al., 2018). 

Results indicate that mentors found the process helped to created linkages between past 
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and present experiences, a sense of hope, and desire for advocacy-based efforts (Paterno 

et al., 2018). This study involved three researchers each collecting data from multiple 

sources, such as taking field notes during workshops, audio-recording the workshops, 

inter-textual transcripts created for digital stories told, and in-depth semi-structured 

interviews.  

This triangulation of data by multiple research analyses strengthens the validity 

and reliability of this study. However, the external validity of the study by Paterno et al 

(2018) can still be questioned given the small sample size of five white, non-Hispanic 

women in a New England state with a history of perinatal substance use. Moreover, data 

on the individual experience were collected during the experience and shortly thereafter. 

This is the first and only study that has examined an individual in recovery’s experience 

of storytelling. The authors recommended that future research should look at the long-

term experience of story sharing on individuals. This dissertation build on this 

recommendation. 

Stakeholder and Organizational Data  

At the New Hampshire Cultures Forum on Substance Use in 2020, a woman with 

a SUD shared her recovery story that followed the redemption narrative (Culture Forums, 

2020). She shared intimate details of her life trauma and struggles as well as her 

experience in the healthcare system (Cultures Forums, 2020). She spoke of the significant 

stigma she experienced from her prescribing provider (Cultures Forums, 2020). During 

an interaction with her prescribing provider, she stated, “I felt embarrassed and ashamed” 

(Cultures Forums, 2020, 3:11). She also spoke of the stereotypes applied to individuals 

with a SUD, stating that people often believe that individuals with a SUD actively “lie” 
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and engage in “deceit” (Cultures Forums, 2020, 3:21). More individuals with a SUD in 

recovery are being placed in public educational settings to share their stories and combat 

stigma through intergroup contact (Dumenco et al., 2019; Monteiro et al., 2017; Mort et 

al., 2021). As this becomes a prevalent way to combat stigma, it is important for invested 

organizations to understand the impact of sharing lived experiences on the individual 

storyteller.  

Findings from this study will be shared with groups that utilize this intergroup 

contact to increase awareness of stigma. These organizations are at both the local and 

federal level and include some of the following agencies: The Substance Abuse and 

Mental Health Services Administration, Bureau of Drug and Alcohol Services, National 

Alliance on Mental Illness, Faces & Voices of Recovery, Recovery Centers 

Organizations, Recovery Community Centers, and educational institutions (e.g., schools 

and universities). As mentioned earlier, SAMHSA (2022) has created a guidebook for 

individuals on how to share their story and Faces & Voices of Recovery (2022) has a 

webpage dedicated to this. These resources are utilized by other organizations on the 

local level to educate, such as at the New Hampshire Cultures Forum (Cultures Forums, 

2020). At the local level, this researcher is an employee of the Institute for Health Policy 

and Practice (IHPP) at the University of New Hampshire and works with a team to 

develop and implement SUD programming for healthcare professionals across New 

England. At IHPP, part of the curriculum development focuses on understanding and 

decreasing stigma. This researcher has a vested interest in creating programs that reduce 

stigma towards individuals in recovery in a way that respects and protects individuals 

who choose to share their stories. 
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Summary 

The complexity of stigma surrounding an individual in recovery or active 

addiction can plague individuals and prevent help-seeking behavior. Reduction of this 

stigma through intergroup contact is necessary to combat pervasive discrimination. This 

discrimination, coupled with the known risks for recurrence or a setback, makes sharing a 

recovery story to an external audience in a public setting an act of immense courage. 

Understanding how the three inter-related levels of stigma may influence an individual 

before, during, and after this experience is important to investigate. Certain factors can 

feed into a harder recovery process should an individual suffer a recurrence once 

becoming a role model in the recovery community and sharing their redemption narrative 

publicly. Alternatively, the experience could be extremely positive and further solidify an 

individual’s recovery process. While studies show that individuals sharing their story can 

add to personal growth and help to sustain recovery, the studies have limitations related 

to sample size, limited geographic location, and a short term study (Bove & Tryon, 2018; 

Paterno et al., 2018). There are scant data that show storytelling from the perspective of 

the individual in recovery is always a positive and mentally fulfilling experience, 

especially over the long term. Moreover, the risk factors of being in recovery should be 

taken into consideration when conducting such an examination.  

Chapter Three: Methods and Design for Action 

The purpose of this study was to improve the educational experience for the 

storyteller, the audience, and the educators, and the findings inform best practices for 

sharing recovery stories. Action research (AR) is a method that allows the researcher to 

identify best strategies for treatment, care, and education (Holloway & Wheller, 2003). 
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These strategies are identified initially for the benefit of the individuals most affected by 

the issue being investigated and eventually for the good and health of society (Holloway 

& Wheller, 2003). AR allows the researcher to analyze the personal journeys of 

individuals in recovery as they shared their stories to an external audience. 

This study looked at the experience of individuals in recovery who shared their 

stories with external audiences for educational purposes and how that affected their 

ongoing recovery and personal journey. Further, this study aimed to document themes 

associated with the act of sharing a personal recovery story. Presented in this chapter are 

the study design, participants and data sources, data collection, data analysis and 

evaluation, targets and timeline, limitations, and a summary.  

Central Research Questions 

A. What impact does an individual sharing their recovery story have on their 

personal development?  

B. What impact does an individual sharing their lived experience of recovery in a 

public setting have on their recovery process?  

C. What practices are used for preparing an individual to share their recovery story? 
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Study Purpose and Design 

This study examined the impact storytelling has on a person in recovery before, 

during, and after the experience. The researcher used a qualitative narrative inquiry 

methodological approach. The narrative inquiry approach is when a researcher listens to 

participant narratives on specific subject matter to hear and understand the experience 

from the individual’s perspective (Holloway & Galvin, 2017). This process allows 

researchers to evaluate and analyze these narratives, which can then be applied to a 

particular problem of practice (Holloway & Galvin, 2017).  

The goal of this study is to gain insight into very personal experiences of 

individuals with a substance use disorder within a social context. This is done by using 

the Recovery Storytelling Experience (RSE) theoretical framework developed by the 

researcher, where the three levels of stigma and Kelly’s (1955) experience cycle are used 

as a lens to understand the individual in recovery’s challenges as they share their story. 

To fully comprehend the experience individuals in recovery have, the researcher 

employed a narrative inquiry approach. Narrative inquiry allowed the researcher to hear 

participants’ thoughts and feelings about sharing their recovery story with an external 

audience (Holloway & Galvin, 2017; Merriam & Tisdell, 2016).  

Based on the narrative inquiry approach, semi-structured interviews occurred with 

key informants from the recovery community (Saldaña, 2016). To use a narrative inquiry 

approach, the researcher conducted semi-structured interviews with key informants. 

Interviews were conducted until saturation was reached at 26 participants (Saunders et 

al., 2018). For this study, saturation occurred when the researcher reached a point that 

interviews no longer brought new information to light (Saunders et al., 2018). In line with 
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the principles of AR, this study design used the expertise of a director at a local New 

Hampshire recovery center organization (RCO) to review all survey questions, terms, and 

recruitment messaging before interviewing the participants. The recruitment method was 

modified shortly into the study to use the snowball method to improve recruitment and 

seek out diverse experiences. Once the snowball method was implemented, the researcher 

sought referrals to other participants from each interviewee. This method was important 

as participants felt comfortable to recommend that others in recovery participate in the 

study. Some participants also shared the researcher’s contact information on social 

media. Many participants, therefore, were recruited through social media, which enabled 

the researcher to gather participants beyond New Hampshire. 

Participants and Data Sources 

Stakeholders and Participants 

The target population for this research was individuals in recovery who have 

shared their study in a public setting. Participants had a vested interest in this study. 

Several of the participants were either peer recovery coaches working at a recovery 

community center (RCC) or closely connected to the recovery community. Many people 

who share their recovery stories publicly have utilized the services offered through 

RCCs. It is common for these individuals to want to give back to the community, and 

some do so in the form of sharing their story in public settings (McShin Foundation, 

2010). Additionally, it is common for organizations to want individuals to share their 

lived experience so that healthcare professionals may learn from them (Dumenco et al., 

2019; Monteiro et al., 2017; Mort et al., 2021). Results from this study will help to 
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inform stakeholders of the benefits and/or risk factors of individuals sharing their lived 

experience.  

Demographics 

 Snowball sampling was utilized to identify the pool of participants. Following 

IRB approval, the researcher distributed a recruitment message (see Appendix A) via a 

director at an RCO in New Hampshire. The message was shared on an email list and 

social media. Individuals contacted the researcher if they were interested. Data saturation 

was reached at 26 participants. Participants were all over the age of 18 and in self-defined 

recovery. This sample included diversity of age, gender, and years in recovery. 

Individuals with experience sharing their story in a public setting were given priority over 

those who had observed an individual sharing their story.  

The 26 participants interviewed were 42% female and 58% male. Racial and 

ethnic demographics included 92% White, 4% Black, and 4% Asian with a breakdown of 

ethnicity being 89% White Non-Hispanic, 4% African American, 4% Korean American, 

and 4% White Hispanic. In the participant sample, 15.4% were between the ages of 25 

and 34, 42.3% were between 35 and 44, 23.1% were between 45 and 54, and 19.2% were 

between the ages of 55 and 64. Most participants lived in the New England area with 

73% (19) from New Hampshire and 19% (5) from Massachusetts. Other participants 

included 4% (1) from Georgia and 4% (1) from Ireland. Most participants, 81% (21), 

stated they work in the recovery field while 19% identified as having non-recovery 

related careers. 

Confidentiality and Record Keeping 
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As part of the consent, measures to protect anonymity was discussed with all 

participants. Participation was voluntary and participants could opt out any point. 

Participant identifying information, such as names and email addresses, were saved in the 

researcher’s password-protected electronic file for the member checking process. Any 

email exchanges with participants were protected by secure email as well as a password 

protected computer only utilized by the researcher.  

Interviews were recorded via the Zoom video conferencing software. This ensures 

advanced security and makes all communication via Zoom Health Insurance Portability 

and Accountability Act compliant. All interviews were transcribed by the researcher. 

Transcriptions and notes were organized by date and participant.  

Each participant received a pseudonym to maintain anonymity (Holloway & 

Gavin 2017), and in this way all data were deidentified. All data were stored online 

through the researcher’s secure Box server, which is a password-protected system. At the 

conclusion of each in-depth interview, a deidentified copy of transcriptions were 

provided via secure email to all participants for review, verification, and clarification. 

This strategy supported the development of an authentic relationship between researcher 

and participants and ensured the accuracy of data and the authenticity of findings 

(Merriam & Tisdell, 2016).  

Generalizability 

Participants represented a diverse sample of individuals in recovery, yielding 

results that can be generalized to a certain degree to the recovery population who share 

stories in a public setting. However, the majority of the sample being located in New 

England may be influenced by local context. Despite the data representing the 
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experiences of participants, external validity was strengthened by the comparative 

responses represented in multiple participant experiences from a variety of settings and 

different points of time (Olson et al., 2016).  

During each interview, the researcher used a strategy to member-check in the 

moment by repeating or paraphrasing participant statements (Holloway & Gavin, 2016). 

Additionally, the researcher provided coded transcripts to each of the participants 

(Holloway & Gavin, 2017). Participants reviewed, verified, and provided any further 

clarification needed. Each of these data sources triangulated the data and increased the 

internal validity of the study.  

However, like most qualitative studies, it is challenging to achieve 

generalizability according to the definition of the term used for quantitative studies 

(Carmanati, 2018). Therefore, the focus of this study was to provide rich, descriptive data 

that most accurately paints a picture of the human experience of individuals in recovery 

sharing their story (Carmanati, 2018).  

Data Collection and Specific Practices 

Rationale 

To capture the experience of the impact of story sharing on a person in recovery, 

the narrative inquiry process enabled the researcher to delve into the point of view of 

these individuals via video conferencing interviews (Holloway & Galvin, 2017). 

Following the narrative inquiry method, this researcher conducted semi-structured 

interviews to keep the interviews focused but also allow flexibility for more open-ended 

responses about their experiences of storytelling (see Appendix B).  
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After these questions were identified and the guided interview was developed, 

the researcher finalized, submitted, and received institutional review board (IRB) 

approval. The researcher initially used contacts through RCOs in New Hampshire. 

RCO managers sent out the recruitment message over electronic listservs and social 

media. As previously described, snowball sampling was also used, which allowed 

study participants to refer others to the study. After the screening process, the 

researcher interviewed 26 participants for approximately one hour each over Zoom. 

Once communication was received from potential participants, the researcher 

reached out via secure email to explain the study to the potential participants as well as 

send a formal invitation to participate. The researcher established a convenient time for 

participants to conduct the hour-long interviews and obtained informed consent.  

Data Analysis and Evaluation 

Data collection and analysis was ongoing and iterative. Collected data included a 

compilation of verbatim transcripts of the narrative data, field notes, and member checks. 

These multiple sources of data strengthened the credibility and dependability of this study 

(Holloway & Gavin, 2017; Olson et al., 2016). All data were aggregated and analyzed 

using a secure qualitative software program called Dedoose. The use of this software tool 

enabled researchers to fluidly identify themes (Olson et al., 2016). Following each 

interview, the researcher wrote field notes. Field notes contained the researchers’ initial 

impressions and observations (Holloway & Gavin, 2017). All notes were categorized by 

participant with additional categories being included as themes emerged (Holloway & 

Gavin, 2017).  
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Once communication was received from potential participants, the researcher 

reached out via secure email to explain the study to the potential participants as well as 

send a formal invitation to participate. The researcher established a convenient time for 

participants to conduct the hour-long interviews and obtained informed consent. Notes 

were categorized by deidentified participant with additional categories included as they 

emerged through the data (Saldaña, 2016). All data were pre-coded, put into preliminary 

categories, and grouped into codes in a codebook. Through this process of analysis, 

themes were identified (Saldaña, 2016). 

The researcher used a constant comparative method (CCM) and inter-coder 

reliability (ICR) to add to the credibility of the study (Olson et al., 2016). This method 

requires that patterns and themes be identified through repeated review of the data as well 

as review by an additional researcher (Olson et al., 2016). This researcher followed an 

iterative process of analysis using the CCM 10 step method (Olson et al., 2016). The 

coders used the preliminary codebook developed and refined throughout the process 

(Olson et al., 2016). To reach saturation, narratives were coded after each participant 

interview (Saunders et al., 2018). This continued until data saturation was reached at 26 

narratives (Saunders et al., 2018). To reduce the risk of missing concepts, the researcher 

reviewed text line-by-line to identify codes (Olson et al., 2016). The researcher 

developed a unified codebook by reviewing codes repeatedly (Holloway & Gavin, 2017; 

Olson et al., 2016). Next, the researcher considered identified themes and selected 

subthemes for deeper analysis (Olson et al., 2016). Once the researcher had coded each 

transcript, excerpts of transcripts were shared with an additional researcher to test for 

reliability of the theming and coding. Using these excerpts, a fellow doctoral student and 
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researcher from Plymouth State University corroborated the themes and codes thus 

proving a good indicator range for this qualitative study. Lastly, the researcher finalized 

the analysis and synthesized the findings of the study (Holloway & Gavin, 2017; Olson et 

al., 2016).  

Targets and Timeline 

The researcher recruited participants in the Spring of 2022 and scheduled 

interviews in a timely fashion. Interviews occurred over the course of a three-month 

period. The researcher used field notes to document observations, and both interviews 

and the field notes were transcribed soon after data collection. After two interviews had 

been conducted, the researcher found that recruitment was difficult with limited interest 

produced by the electronic email blast sent through the recovery network. Due to this, the 

researcher made a modification to the IRB to request use of the snowball method. Once 

in place, participant numbers increased, and interviews were completed by May of 2022. 

A second researcher reviewed transcriptions for inter-coder reliability. Final analysis was 

conducted between May and July of 2022. Member checking of results began in early 

July to verify and clarify from the perspective of participants (Holloway & Galvin, 2017).  

Limitations 

While this study adds to the body of research on the topic of individuals sharing 

their recovery story, it is not without limitations. This researcher is not a member of the 

recovery community, allowing for a less subjective analysis of the data, yet recognizes 

that personal biases related to individuals in recovery may have influenced decisions 

made to categorize or theme during the analysis process. These may include deeply 

embedded beliefs based on societal portrayals of individuals with current or past 
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problematic drug use, such as in books, films, or television shows. Triangulation of the 

data was key to decreasing this bias.  

An additional limitation to this study was the limited sample size. While the 

researcher endeavored to capture a diverse sample and interviewed participants from a 

broad range of ages (age 28 to 59), respondents recruited lacked diversity in terms of race 

and ethnicity. For example, the participant racial breakdown of White participants was 

92% White. Also, participants were mostly from the Northeast and thus local contexts 

cultural aspects may influence the data. Future studies should be conducted to expand 

upon the sample. Further, interviews were conducted via a virtual video conferencing 

platform. The ability to fully develop rapport with participants through this medium may 

have been affected. The themes that surfaced from this study add to the scant evidence 

available on the experience individuals in recovery have when sharing their story in a 

public setting.  

Summary 

This qualitative AR study used the narrative inquiry method, which allowed for a 

detailed exploration into the experiences of individuals in recovery who share their 

stories in a public setting. Utilizing the CCM method and ICR strengthened the validity 

and reliability of the study (Olson et al., 2016). Triangulation of the data through use of 

field notes and member checks further increased validity of the study. Having a sample 

size of 26 helped to strengthen the generalizability of the study. With little research on 

this topic, it was important to have a higher sample size than previous studies. The 

findings of this study build upon the limited research available on the impact of 

individuals in recovery sharing their story in a public setting. These findings may be 
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applied to improve the experience individuals have before, during, and after sharing their 

recovery story as well as the experience of audiences who hear the story and the 

educators who host these events. Still, more research should be conducted to fully 

understand the experience individuals in recovery have when they share their recovery 

story in a public setting.  
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Chapter Four: Description of Findings and Recommended Actions 

 The purpose of this study was to understand the experience of individuals in 

recovery from substance use sharing their story in a public setting and how this affects 

their personal journey and ongoing recovery. This study aimed to address three central 

research questions:   

A. What impact does an individual sharing their recovery story have on their 

personal development?  

B. What impact does an individual sharing their lived experience of recovery in a 

public setting have on their recovery process?  

C. What practices are used for preparing an individual to share their recovery story? 

 The narrative inquiry process allowed the researcher to understand the lived 

experiences of people in recovery who have shared their story in a public setting 

(Holloway & Galvin, 2017). The interview tool contained eight open-ended questions 

and six demographic fields. Data collected from this study will guide public health 

practitioners, substance use disorder (SUD) programs, mental health/SUD awareness 

campaigns, and professional or community organizations that endeavor to create a space 

or public setting for people to share their recovery stories as well as provide guidance 

from those with lived experience to future storytellers.  

Member checking was part of the process throughout the study. During interviews 

the researcher would reflect to participants the meaning of their statements to verify that 

the researcher understood the significance of their message (Holloway & Galvin, 2017). 

Post interviews the researcher verified with six participants questions related to items that 
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were unclear. Additionally, the researcher sent all coded transcripts to participants for 

final verification (Holloway & Galvin, 2017).  

Findings that emerged from this study are organized into six overarching themes 

and two subthemes. Each theme is broken down into separate sections. These sections are 

based on the identified themes: motivation to share, positive experience of sharing, 

negative experience of sharing, preparation and training, telling a story within the 

recovery community versus to an external audience, and advice from participants to 

organizations and storytellers. In addition, five subthemes were identified as help one 

person, transformational power of story, fight stigma, stigma, and multiple pathways and 

harm reduction. Each theme and their corresponding sub-themes are thoroughly 

discussed in the following section.  

Discussion of the Findings 

Participants  

There were 26 participants interviewed for this study. The participants were 42% 

female and 58% male. Figure 3.1 displays participant data based on race: 92% White, 4% 

Black, and 4% Asian. Figure 4.1 shows participant data based on ethnicity: 89% White 

Non-Hispanic, 4% African American, 4% Korean American, and 4% White Hispanic. 

Participants’ ages ranged from 28 to 59. Figure 5.1 displays a breakdown of the age 

ranges. The participant sample was 15.4% between the ages of 25 and 34, 42.3% between 

35 and 44, 23.1% between 45 and 54, and 19.2% between 55 and 64. Most participants 

indicated they currently live in the Northeast, with one living in a southern state and one 

in the country of Ireland. Figure 6.1 shows the breakdown: 73% (19) from New 

Hampshire, 19% (5) from Massachusetts, 4% (1) from Georgia, and 4% (1) from Ireland. 
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Figure 3.1  

Participant Demographics Based on Race 

 

Figure 4.1  

Participant Demographics Based on Ethnicity 
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Figure 5.1  

Participant Ages 

 

Figure 6.1  

Geographic Location 
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Figure 7.1  

Participant Careers 

 

Figure 7.1 displays how many participants work in the recovery field/substance 

use disorder field (e.g., a recovery center organization, detox program, or mental health 

counseling program). Five participants identified as working in a career outside of the 

recovery field, while the remaining 21 work in a substance use related field. Note that the 

definition of recovery varies from participant to participant. Some define recovery 

through the lens of harm reduction and therefore would consider any period of substance 

use (if manageable with life) part of their recovery period, whereas others may define 

recovery as complete abstinence. If the latter is the case, they therefore may say they 

were in and out of recovery over a period spanning 30 years but have only been in 

recovery for three years. Therefore, the number of years in recovery varies depending on 

the individual’s definition. Figure 8.1 shows a breakdown of the number of years each 

participant stated they had in recovery. 
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Figure 8.1  

Participant Number of Years in Recovery 

 

Figure 9.1 shows the types of public settings and roughly the number of times 

participants shared their story at these locations. The public settings were broken into the 

following categories: recovery meetings and Hospitals and Institutions Commitments (H 

& I Commitments, the service arm of a 12-step program); external settings (e.g., 

businesses, conferences, schools, fundraisers, etc.); a combination of venues including 

news outlets and external settings; and recovery meetings and social media. If the venue 

was only social media, the researcher identified this as one venue, although the researcher 

recognizes the reach that social media has made it a vastly different setting to share in. 

Just two participants identified as only sharing on social media. Despite this difference, 

the researcher felt it was important to interview these participants to understand the 

differences. Additionally, two participants identified as only sharing within the recovery 

community at H&I commitments. The remaining 22 participants shared their stories in a 

range of public settings.  
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Figure 9.1  

Types of Public Settings 

 

There are many pathways to recovery. Participants reported using a range of 

pathways from harm reduction to abstinence. Table 2.1 indicates the breakdown of 

recovery pathways. There are many different pathways to recovery. This table is a 

representation of the pathways this sample of participants identified as their main 

pathways. This does not suggest that they were opposed to different pathways for other 

individuals.  
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The 26 interviews occurred from May 2022 through July 2022 utilizing the online 

synchronous Zoom platform. Each interview was approximately 60 minutes. Interviews 

were conducted at convenient times for each participant. Participants consented to be 

both audio and video recorded. These recordings were saved in a secure site called Box. 

The Zoom transcription was utilized; however, due to many inaccuracies, all interviews 

were transcribed verbatim by the researcher, which allowed for a deeper understanding of 

the narratives as well as the analysis (Holloway & Galvin, 2017).  

 The researcher utilized various methods for member checking. Throughout each 

interview, the researcher would reflect a phrase back to the participant to verify that the 

researcher understood the meaning behind what the participant shared (Holloway & 

Galvin, 2017). This allowed participants to clarify in real time if the researcher 

misunderstood what the participant stated (Holloway & Galvin, 2017). During the 

transcription process if something was unclear to the researcher, the researcher would 

reach out to the participant to clarify. This occurred approximately six times. All 

participants responded. In addition, the researcher sent all coded transcripts to 

participants with quotes that would be potentially utilized in the results. Participants were 

asked to verify the researcher’s corresponding interpretation and identified themes 

(Holloway & Galvin, 2017). Fourteen out of 26 participants responded favorably to the 

use of any or all parts of the transcripts.  

 The following six themes and corresponding subthemes were identified from an 

in-depth analysis of the transcribed interviews using inductive and interpretive reasoning 

after multiple readings:  

• Motivation to share 
o Subtheme: Help one person 
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o Subtheme: Transformative power of story 
• Positive experience of sharing 

o Subtheme: Fight Stigma  
• Negative experience of sharing 

o Subtheme: Stigma (Intrapersonal, Interpersonal, and Structural) 
• Preparation and training 
• Sharing recovery stories within the recovery community and externally  
• Advice from participants to organizations and storytellers 

o Subtheme: Multiple pathways and harm reduction 
 
What follows are descriptions of each theme and subthemes. These descriptions include 

excerpts from interviews with participants which exemplified themes and subthemes. The 

themes listed above are in no specific order.  

Motivation to Share 

Motivation to share emerged throughout the interview process. Participants cited 

both positive and negative sides to their motivation to share. All but one participant 

(96%) identified a positive motivation to share.  

Help One Person. 

Many participants stated that sharing their story was worth it if they could help 

one person. This theme focused on the desire to instill hope in others both in the recovery 

community and outside the community. For example, they cited giving hope to someone 

who is still actively using in a problematic way or giving hope to a loved one of someone 

who is struggling with substance use. As an example, one participant stated how they feel 

motivated to share their story even if they only reach one person. They explained, “If 

there's 1,000 people in the room, and I hit one person, then I’m going to connect with that 

one person. That's why I showed up—to help one person.” This is aligned with the theme 

found in the Paterno et al. (2018) in which one of the case study participants found 

satisfaction in the potential of helping another person.  



  56 
 

Transformative Power of Story. 

The second most mentioned positive motivation to share was transformative 

power of story. Most participants framed this power of story as able to transform minds 

to reduce stigma. One participant shared how storytelling can be transformational for 

both the storyteller and the listener and can change thinking or reduce stigmatization of 

people who use drugs or are in recovery. Another participant stated that “the power of 

story, I think, is palpable, and we need to keep telling the stories no matter what we're 

feeling because it's important … for somebody else's transformation and for our 

continued recovery.” Exemplifying this theme, another participant stated how sharing 

their story had a positive impact on their health but emphasized the importance of 

educating the community to decrease stigma: “More importantly, I've been very 

passionate about education and the community … so everyone thinks everything is 

someone else's problem from somewhere else. You know, substance use disorder is like 

our problem happening to our people.” This participant went on to speak directly about 

the effect stigma can have on people seeking help from an employer or entering the 

healthcare system:  

I wish there was more training for healthcare professionals and really employers 

as well. I know this probably isn't part of your study, but I think a big part of the 

way that non-recovery people react initially to somebody asking for help goes like 

a huge way in determining how that all plays out. 

The desire to combat stigma with the transformational power of story was prevalent 

throughout the interviews as motivation for sharing externally. 
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Sharing Lived Experience (Externally and Internally) 

Safe Space in the Recovery Community. 

In general, participants expressed how they feel more comfortable and safe 

sharing with their peers. One participant shared their experience in the recovery 

community as: “That environment is that safe space where we can be completely 100% 

ourselves, with no fear of judgment or ridicule.” Another participant said, “I think there's 

less fear of judgment within the recovery community, because you know that you're 

sharing a story that like somebody could relate with or like somebody's been down you 

know a similar path.” Having similar experiences was identified as a key factor in 

creating a safe space. 

An overwhelming majority of respondents shared how they do not need to pause 

to explain terminology or to edit language to fit the setting. Many shared about how they 

can share all the disturbing details of their story within the recovery community and may 

not do so externally, for example: “It's like you know so there's like understanding and 

camaraderie and like you know, there is a lot of laughing and joking around about like 

the really fucked up shit that's like happened to us and fucked up shit that we've done it's 

like.” Another participant talked about how they translate or edit when speaking to an 

external audience: “When I'm speaking to people that are not part of the subculture with 

me … I would be speaking on a bit of a different level. I'd be using terminology that I 

didn't have to worry about.”  

Participants also spoke about how they would edit their story to fit the audience. 

If speaking to middle school children, for example, they would modify their story. As an 

example, one participant stated, “I'm not gonna talk about putting needles in my body in 
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like a graphic way that I would at other venues … I have to censor myself.” Validating 

this finding, another participant shared the following when referring to sharing to an 

external group: “The types of things that I would share would be to be respectful of other 

people.” Participants are aware of the difference between sharing in the group and 

externally.  

Positive Experience of Sharing 

 Participants also mentioned fear of judgment as another difference between 

sharing in the recovery community as opposed to externally. This is further discussed 

under the theme of stigma. Only a few participants (n=3) noted that connection to others, 

another subtheme, was an important positive experience for them. Connection to others is 

in line with findings from both the Bove and Tryon (2018) and Paterno et al. (2018) 

studies. However, many participants cited external validation and self-acceptance as 

reasons for noting their experiences were positive. These two subthemes relate to 

connection with others because it is through connection to others that participants have 

increased self-acceptance and experience external validation. This is a provided positive 

reinforcement for sharing stories. Similarly, self-acceptance was found through sharing 

with others. In addition to the self-acceptance and external validation subthemes, the 

subtheme, fight stigma, surfaced as part of participants’ positive experience of sharing. 

This subtheme aligns with the finding in the Paterno et al. (2018) study in which 

participants found a desire for advocacy through sharing a digital recovery story.  

External Validation. 

Participants stated that sharing their story was empowering and that they felt 

externally validated. A participant when in treatment recalled how “it felt even more 



  59 
 

amazing when people provided me positive feedback. You feel so lonely in active 

addiction and sometimes even in recovery, and so for people to notice your struggle and 

congratulate you on turning your life around--it's validation.” In addition to this external 

validation, participants also felt that by sharing their story they were able to contribute to 

the destigmatization of people who use drugs.  

Self-Acceptance.  

Participants talked about how, by telling their stories, they accepted all parts of 

themselves and that each time they shared truthfully, they were accepting each piece 

more and more. One participant stated, “I'm accepting all of me and I'm speaking my 

truth, and I'm allowing that to enter out there into the world, and I'm empowered.” 

Statements such as this one further emphasized how sharing one’s story can assist 

individuals along the recovery journey. Telling their story gave them more self-

acceptance. 

Fight Stigma. 

Many participants found that a positive side to sharing their story was having a 

platform to fight stigma. One participant shared how they do not shy away from sharing 

and openly identify as a person in recovery: “I am also very open and want to eliminate 

the stigma. I have no problem identifying myself as a person in recovery.” Another 

participant spoke of how they feel it is important to show how addiction can touch 

anyone. This participant stated, “I got good grades in school. I was homecoming queen, 

and I grew up to be a heroin addict that was homeless.” Being able to have this platform 

to fight stigma can bring a sense of satisfaction to the storyteller.  

Negative Experience of Sharing One’s Story 
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 While participants expressed the positive side of sharing their story, negative 

experiences of story sharing were expressed by all but one respondent. This is contrary to 

the previous small studies conducted in which the only negative captured was by one 

participant who stated that they found it a challenge to share their story (addiction and 

trauma) with people who are not in recovery or drug-users (Bove & Tryon, 2018; Paterno 

et al., 2018). In the current study, ten participants recounted instances when sharing their 

story resulted in a trauma response. Additionally, eight participants identified a negative 

experience under the subtheme of a negative stigmatizing experience. In the context of 

this study, stigma is defined as discrimination toward an individual based on societal 

stereotypes (Cook & Stoecker, 2014; Henderson et al., 2014).  

Stigma. 

It is evident from participant interviews that layers of stigma are pervasive in 

societal systems, individuals, and interpersonal interactions. These negative experiences 

fell into the categories of intrapersonal stigma, internalized stigma, or self-stigma; 

interpersonal stigma, discriminatory views, or stereotypes from other individuals toward 

the stigmatized group; and structural stigma, discriminatory social structures that exist 

within society, policy, and legislation (Cook & Stoecker, 2014; Henderson et al., 2014). 

Some participants pointed out the stigma experienced within their recovery community; 

therefore, interpersonal stigma is broken down into 1) interpersonal stigma within the 

recovery community and 2) interpersonal stigma externally. Figure 9 shows a visual of 

the three levels of stigma.  
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Figure 10.1 

Levels of Stigma 

 

 Intrapersonal Stigma.  

In these instances, participants describe internalized stigma observed through 

thoughts or feelings they experienced before, during, or after a speaking engagement. 

One participant explained how after sharing, even if the experience was overall positive, 

the internalized stigma would surface in thought patterns: “Then this other thing happens 

where I really become critical of myself, and I feel very exposed and I judge the shit out 

of myself. Initially, I feel good. And then I go into this like self-judgment mode.” 

Without the ability to combat an inner stigmatizing monologue, sharing could potentially 

be a risk for those with a history of substance use.  

In another interview, a participant shared how they and their former 

partner/spouse had many speaking engagements in public settings. This participant 

described they were the “poster children” for substance use and recovery potential. The 

same participant shared how this negatively impacted their former partner: “When she 
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relapsed, she had so much added guilt, shame, and remorse. She never returned, and she 

is still out there running.” In other words, the individual’s intrapersonal stigma was too 

much for them to overcome, and their former partner explained that they believe the 

experience of being the “poster child” or role model put additional pressure on their 

partner. Another participant stated that when they spoke at a high school their awareness 

of the intrapersonal stigma became heightened: “You suddenly become very aware of 

your shame, and I think I was more aware of it while I was speaking than I anticipated.” 

Fortunately, this participant had the tools to work through the amplified experience of 

shame.  

Interpersonal Stigma.  

This intrapersonal experience is very much tied into what participants expressed 

around interpersonal stigma. Many felt that they were being stigmatized within the 

recovery community as well as by interpersonal experiences with those outside the 

recovery community when speaking out publicly.  

Interpersonal Stigma Externally.  

This study further highlights the stigma individuals in recovery experience during 

interpersonal interactions, but on a more nuanced level than previously studied (Ashford 

et al., 2019a; Ashford et al., 2019b; Ashford et al., 2018; Chapman et al., 2013; Kelly et 

al., 2010, 2015, 2016; Kelly & Westerhoff, 2010; Goddu et al., 2018; Robinson, 2017; 

Wakeman, 2017). Specifically, almost all (n=22) participants mentioned external stigma 

on the interpersonal level as something they either experienced or anticipated. One 

participant spoke about fear of clashing ideologies due to stigmatized belief systems 

around the use of NARCAN among an external audience: “I was worried that I was 
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gonna get pushback, especially when it came to NARCAN and talking about that. I was 

just worried about ideologies clashing mostly.” Similarly, another participant explained 

their fear of judgment from an external audience: “I am aware of the stigma that is 

attached to [addiction]. I was initially concerned that people would be making judgments 

about me and the circumstances surrounding my use. And all of those stereotypes that 

come with addiction.” 

Additionally, audience members or individuals organizing an event are likely 

unaware of the stigmatization they are causing. In a few interviews, participants shared 

how they felt tokenized when put on a panel at a conference. One participant noted how 

they were referred to as the person with a history of a substance use disorder, instead of 

recognized as the professional person they were when speaking at several engagements. 

They stated, “I very much felt like I was like the token recovery person in the room.” 

Another participant shared how they felt like they were on display at a virtual 

presentation because they were asked to share a very traumatic part of their story. They 

commented, “Once or twice when somebody has asked me to say something about my 

story or to tell part of my story I felt like an animal in a cage over Zoom, you know … I 

felt a little on parade.” This researcher recognized after conducting the interviews that 

this can be a pitfall for organizations that genuinely want to destigmatize substance use in 

a public setting.  

Interpersonal Stigma Within Recovery Community.  

Of the participants, 15 spoke of the stigma they either experienced or witnessed 

others experiencing stigma from within the recovery community.  

Shame and Judgment from Within the Recovery Community.  
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This stigma can manifest in the form of shaming others if they have a recurrence 

(depending on each individual’s definition of recovery) coupled with a fear of judgment. 

For example, some recovery communities believe that to be in recovery, an individual 

must be completely abstinent. If a person uses again, even with pharmacotherapy under a 

doctor’s care, then they are considered not in recovery by some and may feel as though 

they are judged or shamed within their recovery community. These findings align with a 

qualitative study by Andraka-Christou et al. (2022). Andraka-Christou et al. interviewed 

30 participants and identified actions within 12-step programs that discourage 

medications for opioid use disorder (MOUD) and result in internalized stigma. As an 

example of this from this present study, one participant shared the following:  

Because I really love the 12 steps. I think they’ve helped me a lot, but I also don’t 

… like when they say come back when you’re ready, because you’re killing 

people when you say that, right? You’ll be potentially killing people when you 

say that, and I had a friend come up to me crying. Saying, I was just told by my 

sponsor or that I’m not in recovery because I’m on MAR [medicated assisted 

recovery], right … And that pissed me off.  

This participant referred to the fact that an individual in a 12-step program shared with 

their sponsor that they are taking medications designed to reduce use of harmful 

substances. In the eyes of the sponsor, this was seen as “not being in recovery.” The 

participant felt that attitudes such as these within the recovery community are a detriment 

to those who are trying to recover and willing to speak their story publicly. 

Another participant spoke about the judgment they experienced from being on 

pharmacotherapy. This participant stated they were:  
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… facing the judgment from the 12 Step Fellowship [and] in no-man’s land ... If 

you’re open about it, a lot of 12 step fellows don’t consider you in recovery 

because you’re still putting a substance in your body, right, even if it’s making 

your life better.  

This then breeds that fear of judgment from others in the recovery community and may 

make others feel less comfortable sharing if they have had a setback or recurrence.  

One of the participants with a longer history of being in recovery spoke about an 

episode of extreme pain and a medical emergency when they were prescribed Fentanyl. 

They felt that they could not openly tell their recovery community and commented, 

“There’s still people I won’t tell about that ... Because maybe there’s a thought there 

that’s like, ‘Did you really have to have Fentanyl ... at that time?’” This participant 

explained how because of their status and role in the community, they had few people 

they could turn to within the recovery community for fear of judgment.  

This brought to the surface a dilemma within the recovery culture: counter 

messages that many feel by participating in the recovery world, specifically the nature of 

the 12-Step culture. One participant stated how “there is a rivalry, there is conflict … 

There is definitely some interesting pieces in facets of the culture that include a little bit 

of discrimination and segregation between programs” when referring to different mutual 

aid programs versus 12-Step (and events within differing 12-Step programs). Many 

expressed the positive side of 12-Step and stated how it had saved their lives, but also 

how some of the traditions carry with them a negative side, such as receiving key tags 

and celebrating success, but also having to start back at the beginning after a recurrence. 

One participant shared how the set- up of 12-Step is a double-edged sword: 
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I love we reward recovery time with like key tags and anniversaries and stuff. So 

that’s great as a motivating thing and we’re celebrating hope and success. Yeah, 

the other side of that sword is that, like hey? If you have what in your head is a 

setback, we’re going to make you restart the whole count back to day 1. And so 

that creates, like, ‘hey? You didn’t fail but you failed, you know.’ 

Fear of Losing Status.  

Stigma within the recovery community was expressed by 19 participants and was 

more heightened for those that work in the recovery field. This connects to the story 

shared earlier related to intrapersonal stigma where the participant shared how their 

partner/spouse in the recovery field experienced a recurrence and then did not return to 

the community. This was partly because of the intrapersonal or self-stigma experienced, 

but also due to the fear of losing status. In other words, the individual had become an 

integral part of the recovery community and someone who was looked up to. Returning 

to the community and admitting the recurrence would result in a loss of status in the eyes 

of the community. In discussing this issue, a participant explained,  

You know, if my career is recovery and like my relationship is recovery based, 

and you know I’m public speaking recovery and then, all of a sudden, I don't meet 

everyone else's definition of recovery. That's like a scary thing … I think it can 

become a lot of pressure for some people to not then be true to their own 

recovery, or be honest about their recovery, out of fear of like letting people down 

or losing their job and stuff like that.  

The participant added how this fear coupled with the fact that many in recovery have 

prior involvement with criminal justice adds another layer of fear surrounding where one 
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may be able to get employment. They stated, “Many participants have a criminal history 

and do find employment within the recovery community, such as at a detox facility or 

RCO.” This exacerbates the fear of returning to the community for help after a 

recurrence.  

Another participant who works in the recovery field and has publicly shared their 

story explained how “the more you speak about your story, the more you are put on a 

pedestal, and … essentially what happens is [it is tougher] to climb down that ladder and 

ask for help.” This participant also shared how when they experienced a difficult time, 

they traveled outside of their typical home group to another recovery meeting. This 

participant stated, “There was a time when I started going to meetings to like [another 

city], because nobody knew me, and I felt uncomfortable sharing in my local meetings ... 

I didn't want people to know I was struggling.”  

The same participant spoke about an incident where a close friend who worked in 

the recovery community and was seen as a role model died of an overdose. The 

participant felt that this individual’s role model and work status potentially played into 

not feeling they could turn to anyone in the community for help: “It is like it comes down 

to shame … He didn't want people to know that he was using.” The added pressure to 

live up to a certain status can lead to people feeling they cannot return to their recovery 

community.  

Structural Stigma.  

Structural stigma was not as keenly discussed by participants as much as the 

intrapersonal and interpersonal stigma. Out of the 24 of participants who cited stigma as a 

negative experience when sharing their story, only ten identified structural stigma as 



  68 
 

either something they feared before sharing their story or something they experienced 

once sharing their story. This may be because only a few (10) shared in the “combination 

of settings” category, which includes a more national level of external events as well as 

news outlets. Sharing on these levels garners more attention from society. 

Structural Stigma Experienced on an Individual Level.  

One participant shared how they were misquoted in the newspaper: “I've been 

misquoted pretty severely a couple of times and in a negative light, you know.” 

Participants also stated how they felt stigmatizing language reported in the media 

perpetuated this structural stigma. A participant highlighted this: “To outside people 

sometimes that creates new stigmas and stuff. So … I'm a lot more focused on language 

now … I had been quoted sometimes, and stuff in language that I didn't want 

necessarily.” The participant felt frustrated that they had been quoted using negative 

language like “addict” for the purposes of the news report’s version of events. 

Structural Stigma Expressed in Social Representations.   

Participants also noted how they felt the media portrayed people who use drugs in 

a sensationalized way. Twice respondents specifically referenced the image of a person 

who uses drugs and lives under a bridge: “I didn't want to be talking to people who had 

an idea of what an addict is supposed to look like, or what a person who struggles with 

substance use is supposed to look like.” Some participants expressed concern about these 

societal images being projected onto the storyteller.  

Structural Stigma Feeds into Intrapersonal Stigma. 

Another participant shared how they feel that stigma within society has created a 

general mistrust of people who use drugs: “And then society, at large, still kind of looks 
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at you, like that person, must have had a problem with substance use. You can't trust 

them.” Knowledge of this pervasive structural stigma was noted by participants as a 

mental barrier that needed to be overcome before sharing their story. It is also clear how 

this would feed into someone’s intrapersonal stigma/internalized beliefs.  

Trauma Response to Sharing. 

Often a consequence of experiencing stigma in a public setting can lead to the 

individual having a trauma response. In chapter two the researcher discussed the 

prevalence in recovery of a recurrence to be between 40% and 60% (National Institute on 

Drug Abuse, 2018). While none of the participants stated that they had been 

retraumatized by sharing parts of their story, some shared how the experience would 

bring up their past trauma.  

As an example, one participant shared how people dressed in formal attire 

reminded them of the previous trauma of attending multiple funerals of friends who 

suffered an overdose death. They stated, “I don't like ties for whatever reason, and it 

comes back to the trauma. Because every time I seen a tie--back in the days was going to 

a funeral of someone who just got killed or overdosed from drugs.” Fortunately, this 

participant indicated they were able to use tools they had to overcome reexperiencing the 

trauma in a negative way. However, another participant spoke about how reliving the past 

trauma through storytelling was no longer serving them positively:  

My life today is drastically different and so I don't want to tell those stories 

anymore … When it comes to my kid’s father dying, I don't tell that story 

anymore. And then being asked to continuously tell the story … finally, I was like 
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I don't deserve to have this story fucking told anymore. I've had to deal with a lot 

with my son. 

The participant felt that using certain parts of their story was sensationalizing and only 

added to the breadth of stigmatizing stories already shared in the news and media. This 

was retraumatizing for the participant and they had to make the decision to no longer tell 

their story. They expressed how it would be more important to focus on the positive 

aspects of one’s recovery. Similarly, another participant expressed how “after the high 

wears off … I don't like reliving the past … it can sometimes be triggering … I’m like 

Wow! Like, what a mess, I guess is the best way to explain.” Another participant spoke 

about how their previous arrests were in the news, and how even speaking about it with 

the researcher was making them have a physical reaction: “That was like a very very 

traumatic experience. The worst public shaming I've ever experienced. I don't really ever 

like talking about it. Like even now I want to throw up just mentioning it.” 

A summary of the themes of the identified positive and negatives to sharing life 

experience in a public setting are depicted in Figure 10. Figure 10 displays both the 

identified benefits and negative consequences of sharing a recovery story in a public 

setting. For example, the positive experiences include receiving external validation, 

further self-acceptance, and finding a platform to fight stigma. In contrast, negative 

experiences and resulting stigma can lead to negative consequences such as a potential 

trauma response, fear of losing status in the recovery community, experiencing a 

recurrence and leaving the community, feeling tokenized, and perpetuating the 

redemption story and thereby making recovery an unattainable goal.  
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Figure 11.l 

Positive and Negatives of Sharing 

 

Preparation and Training 

Training. 

This study revealed that there is limited training on recovery storytelling, and 

those storytellers who share in a public setting might be unaware of trainings that are 

available to them. All but two participants stated they did not have any specific training 

related to sharing their recovery stories. Two participants stated that they had taken a 

specific course; one was called Sharing Recovery Stories and the other was through the 

Recovery Coach Academy. It did not appear, however, that these were in-depth trainings. 

Many pointed to receiving tips and suggestions through sharing stories in their 12-Step 

recovery group as one way they gained experience telling stories. Some mentioned that 

they received advice from their sponsor on how best to share their story.  
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Twelve step programs do inadvertently give individuals some skills for public 

speaking, but it is not comprehensive. In asking for advice on sharing their story, one 

participant reported: “When I was asked to do this, I went right to him [his sponsor]. I 

said, this is what I'm asked to do. What should I do?" Similarly, another participant 

shared an example of how learning to share their story is a part of the 12-Step culture: 

“It's like your training is kind of like I would say is like listening to other people share 

and listening to the way that other people share.” Another participant expressed a similar 

experience: “I just watched and listened and paid attention to what people had done and 

said before me. Whether it's people in recovery or specialists in the field of addiction and 

recovery. But like put my own thing together.” This shows how 12-Step programs have a 

built-in mechanism for individuals to learn how to publicly share their story to a certain 

degree. Still, it does not necessarily train people on all the complex aspects of sharing 

their story in a public setting.  

Preparation.  

Most participants stated that they did not do much to prepare. If they did any 

preparation, it was very minimal. Participants identified the following top ways in which 

they prepare to speak: pray or meditate, breathe, and write bullet points or a starting 

sentence. For example, one participant stated that they prepare by “definitely a lot of 

prayer. And I did it, and even if you know if it's a three-second, five-word prayer, ‘help 

me tell the truth.’” Many of the responses around this theme centered on 12-Step 

philosophies of asking a higher power for help and telling their story to help others. As 

one participant stated, “meditating basically, just centering and not imposing your own 

will. It's like you're not that important. You're just trying to share the message.” 
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Advice to Organizations and Storytellers 

 Toward the end of each interview, participants were prompted to provide their 

thoughts on both venues/public settings as well as advice those who wish to share their 

stories. Overwhelmingly, participants suggested that using multiple pathways for 

storytelling could lead to reduction public stigma. One participant expressed caution 

around the redemption story, which is also included in this section.  

Advice to Storyteller. 

The themes unearthed from this category include authenticity, refraining from 

telling a drug-a-log, know your message and intent, and being ready to tell your story.  

Authenticity.  

Many emphasized the importance of being authentic with themselves as well as 

others. As one participant explained, “I think sincerity is, you know, one of the big points 

… make sure that you're being sincere and genuine.” Another participant made a similar 

statement: “Don't try to sound like someone else, because you're never gonna sound 

authentic.”  

Don’t Tell a Drug-a-Log.  

The phrase “don’t tell a drug-a-log” was identified as a subtheme. A drug-a-log 

was described as a story with too much information and too many graphic details about 

past drug use. Over 54% of participants shared the importance of not sharing too much of 

their drug-a-log. One participant relayed a time in which they had shared more than was 

necessary to get their point across: “You try to like share experience, strength, and hope 

as opposed to just like giving like a drug-a-log and like talking about like all the bad shit 
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you went through.” Others did not use the term drug-a-log, but they made similar 

statements, such as “Tell them about all the like horrible stuff like that's happened.” 

Additionally, this can sometimes have a negative effect on the audience. One 

participant explained how they shared dark parts of their story, and it made an audience 

member feel stigmatized:  

I got about a mile down the road, and I got a call from [organization], ‘Hey, can 

you come back? We got an issue.’… Part of my story that I had shared made this 

person … they felt that I was judging them because of a decision I made in my 

recovery. 

The advice from participants was to focus on the pieces of one’s story that are 

meaningful to the audience. This is very much in line with the following advice from 

participants, which is to know the message and intent.  

Speaker Knows Message and Intent.  

Eighteen of the participants made a reference to knowing their audience and 

crafting their message and intent beforehand. If they understand their audience, then they 

can craft the message appropriately. One participant suggested posing questions about a 

professional setting in a way to meet the audience where they are at: “Who am I talking 

to? What's my purpose here? What can I get away with? What lines do I have to stay 

inside of? And that really does have to do with meeting people where they're at?” 

Another participant stated,  

… whatever the intent of the talk is, keep that central intent and speak to your 

audience and recognize, like, are you in a room full of predominantly young 
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people? Are you in a room predominantly [with] people in recovery from a 

substance use disorder?” 

Be Ready to Tell Your Story.  

Some of the participants in recovery longer suggested people wait to tell their 

story until they are ready. Participants shared their concerns about sharing too soon as 

being 1) the pressure for a potential recurrence or setback; 2) needing the tools to handle 

stigma (intrapersonal, interpersonal, and structural); 3) perpetuating societal stigma if a 

recurrence does occur; and 4) caution around the redemption story. 

Related to not to sharing too early, participants shared their own experiences or 

stories of other individuals they had witnessed feeling pressured to be the recovery role 

model in the public eye and then experiencing a recurrence. Because of this negative 

experience, participants made comments such as “I mean, I think for that you need to do 

it when you're ready, and not feel pressure to share like that first year.” Another 

participant suggested a recovery storyteller wait two years before sharing in a public 

setting: “I will never ever ask anybody who has less than two years to speak again. So, 

you know there is that that downside and I've seen it.”  

Tools to Handle Stigma.  

Participants expressed that to be ready to tell one’s story, individuals should have 

appropriate community or family supports, receive proper treatment from professional 

healthcare providers, and/or have integrated self-help skills necessary to recognize stigma 

of any kind (intrapersonal, interpersonal, or structural) and handle a trauma response. To 

be able to recognize this and have outlets and resources, whether internal or external, to 

combat these untruths is key. One participant shared how when they were faced with 
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interpersonal stigma from an individual who attended their presentation, they were in a 

place to receive it, process it, and move forward in a positive way. This participant stated, 

“It had no enduring negative impact on me whatsoever, because I think once I once had 

passed like year three or five ... I realize my sovereignty and my authenticity and my 

complete compassion and empathy for the human condition.” 

Another participant spoke specifically of the importance of having support in 

order to be a spokesperson: “whether it's an all-recovery fellowship, whether it's just your 

family, and like immediate friends, you know, like whatever it is like. I think we all need 

support.” One participant with years in recovery stated the importance of having a solid 

foundation and the tools to avoid recurrence:  

They started telling people their story and talking about their history, which was 

great, but they weren't really in the recovery process. They weren't truly in it a 

100% and they've turned around and gone back into, you know, into active 

addiction. And so it's almost like you're better off waiting to share your recovery 

story until you have a firm foundation.  

Advice to Organizations. 

The key advice shared to those who wish for someone to share their story is to 

treat the storyteller as an expert. This finding is explained further below.  

 Storyteller Is an Expert.  

This advice is in line with treating people with dignity and respect and avoiding 

the pitfalls of tokenizing, stigmatizing, and sensationalizing people who use drugs or are 

in recovery. Under the theme of stigma, participants shared how they have experienced 

this from an external audience, so understanding how to avoid this when asking someone 
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to share their story is essential. One participant stressed the importance of letting the 

individual tell their story the way they want to tell their story; “So writing the story for 

them, you know, is inherently condescending.” To avoid this another participant stated, 

“Let them know that you know just to speak their truth and to be honest, and there's such 

a thing as a judgment free zone.”  

 Another participant urged organizations to use caution and reflect upon what their 

intention is for having someone share their story. They shared an example of the risk they 

may have placed on an individual for the purpose of raising funds, and how that may not 

have been the best situation for the individual: “It was a big fundraiser, right; we're trying 

to get people to donate money, so I feel like I risk their recovery for money.” 

 Another participant made the distinction between what it means to be treated like 

a case versus an expert. This participant recommended avoiding this to avoid tokenism:  

I think who gets picked and why cannot be so good. What I mean by that is that 

people relaying their own experience is really great if in fact they are being 

looked at as truly being experts as opposed to a case study. And I feel as if more 

often than not, it leans more towards case study.  

Therefore, finding that balance of respect and understanding and not dehumanizing the 

speaker is key when asking someone to share their story to an external audience. One 

participant shared concrete advice to the researcher that storytellers should be given a 

consent form much like the one in this study. This way they are aware of exactly what 

will occur, and expectations are set as much as possible prior to the event.  

In summary of advice to organizations asking individuals to share their stories, no 

one story is the same and one person cannot represent a whole group, but the messages of 
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people who use drugs and/or are in recovery need to be shared in order to reduce societal 

stigma. Understanding the complexities of what it means to be in recovery and that 

people are placing themselves in a vulnerable (and potentially risky) position is vital.  

Multiple Pathways and Harm Reduction. 

Of the participants, 19 either expressed the importance of a multiple pathway 

approach to recovery or mentioned some sort of harm reduction message they try to 

share. While harm reduction and multiple pathways were not direct questions in the 

interview tool, they did emerge through conversation.  

Multiple Pathways.  

Participants were not asked directly what their pathway was, but this naturally 

emerged during the interview process when 14 participants identified as having a 12-

Step, abstinence-based pathway and 12 identified as using another pathway. Many of 

those who identified as having an abstinence-based approach still emphasized the 

importance of spreading a message of multiple pathways. One participant spoke about 

how it was important to get the message out about different pathways: “I didn't know 

about multiple pathways of recovery when I was in rehab. I certainly charted my own 

multiple pathways after treatment. Finding out about those possibilities could save 

people's lives.” When presenting to an audience, participants felt it is important to 

continually share the value of these multiple pathways to help move society away from 

the rivalry and judgment that occurs: “I used to think AA was recovery and that was it, 

but now I’m like, there's a lot of other pathways. If someone does better with SMART 

recovery, and that works for them, I shouldn't talk down about that” 
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In contrast, another participant mentioned how they felt that some recovery 

centers are so focused on multiple pathways that this can have a negative effect on 

someone who may need an abstinence-based program. All of this connects to the harm 

reduction philosophy that was also underscored by participants as an important message.  

Harm Reduction.  

One participant spoke of addressing individuals on the use of harm reduction 

practices as an important message to share. These practices include, but are not limited 

to, education about Narcan, syringe services programs, or needle exchange programs 

(International Harm Reduction Association, 2009, p. 1). For example, one participant 

spoke of teaching about Narcan to an audience with opposing views. Another spoke 

about how they like to “sniper share,” referring to speaking out in a 12-Step meeting very 

openly about harm reduction approaches when the message might not be welcomed, in 

recovery meetings to help spread the harm reduction message.  

One participant shared about the importance of harm reduction as a way to listen 

and reduce judgment. They stated that harm reduction is about “autonomy and agency, 

meeting people where they are at” but also about “listening and witnessing without 

judgment, without assumption, without destination, just listening.” This participant 

emphasized how learning about stigma and then using harm reduction as an approach to 

reducing that stigma is important, and one way to do that is to keep telling stories.   

 Caution Around the Redemption Narrative.  

As explained in chapter two, recovery stories typically follow the redemption 

narrative and this is because as humans, redemption narratives have the power to 

transform our thinking and are preferred in U.S. society (McLean et al., 2020). McLean 
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(2020) explained how the redemption narrative can place expectations on individuals, 

such as role model pressure discussed by participants in this study. While not many 

participants specifically called out the redemption narrative as negative, many spoke of 

the pressure experienced by those placed in the position of a role model for recovery. 

Therefore, it is important to note advice from one of the most seasoned participants in 

recovery who cautioned against the redemption narrative, stating that recovery stories 

should be framed in a way that conveys the non-linear direction of the recovery process: 

That framework of what happened or what it was like, the Hero's Journey, total 

redemption ... told like all the stuff within the context of harm reduction. Story is 

a little bit different, right? Because as opposed to having this major axis that turns 

the story of redemption. Instead, you just keep on living. You make a change, but 

it's not about quite that huge redemptive story. 

As research shows, many will experience a recurrence as they start on their recovery 

journey, so the typical recovery story does not follow the arc of a redemption story 

(American Addiction Centers, 2022; NIDA, 2018). Thus, perpetuating the recovery 

redemption story in society can be harmful to both people who use drugs and those in 

recovery. 

Limitations 

Even though this study adds to the limited body of research on the topic of 

sharing a recovery story, there are limitations. The researcher attempted to obtain a 

diverse sample; however, due to time restrictions and the network in which the researcher 

recruited, respondents’ race was predominately White (92%). , 4% Black, and 4% Asian. 
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Similarly, ethnicity included 89% White Non-Hispanic, 4% African American, 4% 

Korean American, and 4% White Hispanic.  

Participants were mostly from the Northeast (either Massachusetts or New 

Hampshire). Additionally, most participants worked in the recovery field. This is likely 

because of the researcher’s snowball sample recruitment process. The researcher sent a 

message out through a recovery center organization, which was then shared throughout 

the New Hampshire recovery center community. As participants were interviewed, the 

researcher asked participants to share the study information with others. This led to the 

researcher’s information being shared on social media, which connected the researcher 

beyond New England to Georgia and then to Ireland. Similarly, all but four participants 

actively work in the recovery community. If the study had been over a longer duration, 

there would have been opportunity to collect data from a more geographically, ethnically, 

racially, and culturally diverse population of respondents with more varied recovery 

pathways and career choices. As a result, the findings from this study may not be 

transferable to other areas of the country or regions of the world. 

Another limitation is that due to COVID not many participants had been doing in 

person speaking engagements over the past couple of years, so many were speaking about 

past experiences and not current. Therefore, it would be beneficial to do a follow-up 

study once COVID restrictions have lessened.  

Organization and Field Impacts 

Stakeholders who encourage individuals to share their recovery stories, such as 

recovery community centers, Faces & Voices of Recovery, the Substance Abuse and 

Mental Health Services Administration, healthcare providers, and large educational 
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institutions such as universities, can benefit from the results of this study. Results from 

this study can be used to create promising practices for storytellers and organizations to 

follow. These practices can include recommendations for assessing whether an individual 

is ready to speak publicly, how to prepare for a speaking engagement, and a process for 

debriefing after the experience. Also organizations can begin to incorporate study 

findings into their process of recruiting individuals to speak. These guidelines may 

include having a diverse panel of speakers that represent various pathways to health; 

treating speakers as professional experts; and not tokenizing, stigmatizing, or 

sensationalizing an individual’s experience. 

This researcher has gained a deeper understanding of what it means to be a person 

in recovery and the potential positive and negative impacts of sharing a recovery journey 

in a public setting can have on the individual. This researcher will utilize their role at an 

academic institution to disseminate results from this study to the identified stakeholders. 

This may be done in a variety of ways such as through publication, presentations, or other 

outreach. It is the hope of this researcher that there may be a collaborative opportunity 

with these stakeholders to further explore the implications of this study.  

Recommendations for Advocacy 

A major finding of this study is the potential that story sharing can have negative 

consequences. Understanding the intricate role stigma plays and the negative experiences 

of individuals who share their story in a public setting is important to helping shape a 

positive experience for the storyteller. Individuals who share their story are often placed 

in a challenging position where they must balance intrapersonal, interpersonal, and 

structural stigma. Since this study has a small sample size limited to mainly the Northeast 
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United States, it is recommended that future studies explore what it means to individuals 

in recovery to share their story publicly in different parts of the world to different 

populations. It is particularly important to also examine the layers of stigma that occur for 

those with racial and ethnic disparities.   

Future researchers would benefit from considering a deeper examination of the 

mixed methods within 12-Step programs. Findings from this study show there is much 

interpersonal stigma within the recovery community. Other studies have also shown the 

need to further understand the efficacy of mutual aid groups as well as the potential for 

simultaneous use of a harm reduction approach in line with the 12-Step approach 

(Futterman et al., 2004; Lee et al., 2011; Maremmani et al., 2015). In a qualitative study 

by Lee et al. (2011) researchers examined the relationship between harm reduction and 

12-step approaches from the perspective of 18 harm reduction workers. Results from this 

study suggest that there are ways both practices can complement one another and add to 

the healing options for individuals with a SUD (Lee et al., 2011). Further, Lee et al. 

(2011) discussed the need for future research to have a wider sample size and include 12-

step providers. The current study also highlights the need for continued examination in 

this area. Therefore, more studies should be conducted to understand harm reduction and 

12-Step practices and cultures.  

There is an opportunity to learn more about how best to combat stigma on all 

levels, intrapersonal, interpersonal, and structural. Each of these levels impacts an 

individual’s ability to tell their authentic story in a public setting without risking their 

health, either physically or psychologically, and evoking a trauma response. Healthcare 

professionals, such as doctors, social workers, counselors, etc., should be aware of the 
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mixed messages and pressures within the recovery community and consider how this 

impacts their clients and patients who are seeking recovery. Additionally, healthcare 

professionals should consider how this challenge combined with the negative impact 

individuals could have from sharing their story publicly, such as trauma response, can 

impact an individual. Healthcare professionals should specifically consider how this can 

advise trauma informed practices for those who treat individuals with a substance use 

disorder.  

Recommendations 

 Based on the insights yielded from this study, sharing a recovery story is a 

complex process that has both positive and negative impacts on the individual who 

shares. Storytellers and organizations need to comprehend both the positive and negative 

aspects of individuals sharing their story in a public setting. These individuals are placing 

themselves in a vulnerable position and sometimes sharing deeply intimate and traumatic 

information to a public audience.   

The following recommendations were identified for sharing recovery stories in a 

public setting to both individuals who share and organizations who provide a forum for 

individuals to share publicly. Recovery storytelling can promote healing, but it can also 

have a harmful impact. Findings from this study confirm what current research shows 

regarding positive benefits of the sharing process when connection to others was 

identified. Similarly, this study identifies self-acceptance and external validation as 

positive outcomes of sharing (Bove & Tryon, 2018; Paterno et al., 2018). However, the 

current study unearths negative consequences of recovery storytelling related to stigma. 

Previous studies did not identify negative consequences except for one participant in 
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Bove and Tryon (2018) who mentioned feeling uneasy when sharing with individuals 

who are not in recovery. This may be because Bove and Tryon (2018) had a much 

smaller sample size, specifically focused on incarcerated women who were early in their 

recovery, and who were interviewed soon after their story sharing experience. 

Respondents in the current study have a longer, more rich experience of sharing their 

stories. Of all the participants in this study, 12 of the participants identified as having six 

or more years in recovery and 13 identified as one year to five, with only one identifying 

as having less than a year.  

Participants identified the top three positive benefits to sharing their story as 

gaining external validation, self-acceptance, and a sense that they were fighting stigma. 

These positive attributes to sharing their story should be noted as gains that individuals 

can experience when storytelling.  

Recommendation One: Awareness of Stigma 

Intrapersonal stigma, or self-stigma, was explained by participants as something 

that can surface before, during, or after a speaking engagement. Having awareness of this 

intrapersonal stigma and ways to combat this are key for individuals being able to share 

their stories in a healthy and sustainable way.  

Knowledge of the impact of interpersonal stigma within the recovery community 

on the storyteller is key for organizations and for healthcare providers. Of particular 

importance is the fear of judgment and shame experienced from within the recovery 

community. Findings from this study show that 15 participants either experienced 

themselves or witnessed others experiencing interpersonal stigma from within the 

recovery community. This came in the form of judgment for utilizing any type of 
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pharmacotherapy in conjunction with 12-step, having a recurrence, or using a harm 

reduction approach to name a few. Awareness of the complexity of stigma both 

externally and internally in the recovery community can assist organizations and 

individuals in making the right decisions about sharing their recovery story. 

Recommendation Two: Recognize Storytellers Are Experts 

It is recommended that individuals asked to share their story are treated as 

experts. This aspect emerged in the theme of interpersonal external stigma in which 86% 

of participants identified experiencing or anticipating interpersonal external stigma when 

sharing their story. This means that organizations are not tokenizing, stigmatizing, 

sensationalizing, or treating individuals as a case study to learn from. Consider the 

purpose for asking someone to share their story and take steps to minimize pitfalls.  

Telling recovery stories is crucial to reducing all forms of stigma, but the way in 

which they are told is important. It is a delicate balance between sharing a positive 

message as well as destigmatizing the image of people in recovery and doing so in a way 

that does not perpetuate stigma. This balance helps storytellers share in a healthy and 

sustainable way. Therefore, it is recommended that organizations increase their 

understanding of the potential harmful impact of tokenizing individuals invited to share 

their personal recovery story.  

Recommendation Three: Trauma-Informed Approach  

Findings from this study show how an individual sharing their recovery story can 

lead to a trauma response because of negative experiences. None of the participants stated 

that they had been retraumatized by sharing parts of their story; however, some shared 

how their storytelling experience would bring up past trauma. Therefore, organizations 
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should take a trauma-informed approach to asking an individual to share their story. For 

instance, existing sources such as the SAMHSA booklet and Faces & Voices of Recovery 

training can include information for both the storyteller and organizations with a trauma-

informed approach in mind (e.g., not telling a drug-a-log or for organizations to treat 

individuals as experts).  

Recommendation Four: Training Storytellers 

Findings from this study reveal that those who speak in a public setting have little 

to no training. All but two participants stated that they had taken a course. There are some 

courses available, but they may be cost prohibitive and very few were aware they exist. 

As a result, it is recommended that organizations either build new training programs or 

increase awareness of their programs.   

Some specific elements identified in participant recommendations to other 

storytellers include remaining authentic, avoiding telling a drug-a-log, being clear on the 

message and intent, and being ready to tell their story. Many shared the concern of 

sharing too soon, not being able to handle the pressure, and suffering a recurrence. They 

recommended having the tools to handle stigma (intrapersonal, interpersonal, and 

structural) and the potential of a trauma response. 

Recommendation Five: Share Stories from Multiple Perspectives 

According to the results from this study, it is recommended that stories be told 

from multiple perspectives to convey the complexities of what it means to be in recovery. 

In other words, stories should portray multiple pathways and harm reduction. It is 

recommended that people be aware of the many ways to heal from problematic substance 

use. Moreover, the redemption narrative should be carefully navigated. Participants with 
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a longer history of recovery stated that the message that recovery is nonlinear is 

important, and the redemption narrative minimizes this and perpetuates the image of a 

perfect story arc, which is not the case. Perpetuating the recovery redemption story can be 

harmful, and therefore is not recommended.  

Reflective Summary 

Reflecting upon the findings and recommendations of this researcher, additional 

researchers should interview a more diverse population of storytellers geographically, 

racially, and in terms of pathways to recovery. With this foresight, conducting studies 

that incorporate more diversity will help researchers to understand more of the invisible 

stigma that exists and contributes to individuals not reaching out for help after being so 

public about their life experience. Recruitment was certainly a barrier to the study. In the 

future it would be ideal to replicate this study with a longer timeline that would allow for 

a more diverse sample to be collected.  

Through this action research study, this researcher learned several key lessons as 

an educational leader in the field of public health and social work. These findings show 

the need to continue to explore how the different levels of stigma impact an individual’s 

recovery journey and the role that trauma informed care can play for both an individual in 

recovery as well as healthcare professionals on the micro and macro levels. This 

researcher plans to publish these findings to inform stakeholders and promote further 

investigation. This research has shown that delving deeply into the subject of sharing 

recovery stories can help to inform best practices for organizations and stakeholders as 

well as shed light on the complex layers of stigma individuals in recovery encounter at all 

levels.  
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Appendix A 
 

Recruitment Statement 

Have you ever shared your recovery story in public? I am a Plymouth State 

University doctoral student seeking individuals who identify as a person who has found 

recovery from problematic drug use or has resolved a substance use disorder. I would like 

to hear from you if you have ever been part of a patient panel or educational experience 

for outside audiences (e.g., health care providers, high school or college students, faculty, 

or staff) where you shared your personal story. I would like to learn from you about what 

it is like to share your story and any experiences following your contribution. Individuals 

will participate in an hour-long interview by phone or video conference. Please contact 

me at m.corvini@plymouth.edu to learn more about this opportunity. 
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Appendix B 

Interview Tool 

Age: 

Race:  

Ethnicity: 

Identified Gender:  

Work Status:  

What venues have you shared your story publicly in:  

1. When was the first time you shared your recovery story publicly? About how 

long have you been telling your story publicly?  

2. Please tell me how it felt to share your story in a public setting.  

3. In your experience, what are the differences between sharing within the 

recovery community compared to outside of the recovery community? (Did you 

have training? How do you prepare?  

4. What do you do if you have a setback? (Prompt: What happens to people who 

are sharing a recovery story who are in the midst of a setback?) 

5. [If overall positive], Have you ever had a negative experience when sharing or 

know of anyone else who has had a negative experience? Please tell me more 

about that.  

6. Any recommendations for others who want to share their story? How can 

venues make you feel comfortable to share?  

7. Is there any other information you would like to share with me that I have not 

asked you?  
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8. Do you have any recommendations for others I may be able to talk with? 
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Appendix C 

Informed Consent 

INFORMED CONSENT FORM   
 

CONSENT TO PARTICIPATE 
 

VOLUNTARILY IN A RESEARCH INVESTIGATION 
 

PLYMOUTH STATE UNIVERSITY 
 

INVESTIGATOR(S) NAME: Marguerite Corvini  

STUDY TITLE:  Sharing Recovery Stories from the Perspective of the Storyteller: An 

Exploration of the Experience of Intergroup Contact in Public Settings  

PURPOSE OF THE STUDY 

The purpose of this study is to develop an understanding of the potential impact an 

individual with a person in recovery may experience when sharing their personal story in a 

public setting. 

You are being asked to be a participant in the study because you are either someone who 

has found recovery from problematic drug use or identify as a person who has resolved a 

substance use disorder and have experience sharing my personal recovery story in a formal 

educational setting, specifically with health care providers.   

DESCRIPTION OF THE STUDY 

During this study participants will be asked to share their experience in an in-depth 

interview. Interviews will be approximately one hour over secure videoconferencing 

software, Zoom. Participants may choose opt out of using video and only converse with the 

researcher via audio. After each interview, participants may be provided transcripts of notes 

and interviews and asked to verify, clarify, and indicate any needed corrections if desired.   

There are no costs related for participation in this study. 

RISKS AND DISCOMFORTS  

As a participant in this study, minimal risk is anticipated but due to the focus of the study. 

However, the potential for minor psychological discomfort may be experienced during the 

time of the interview or thereafter. For additional support with your recovery process, you 
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can visit the New Hampshire Recovery Hub where they can locate your local recovery 

treatment center website.  

Main website: https://nhrecoveryhub.org/ 
Find your recovery center: https://nhrecoveryhub.org/find-help 
 

If you do not live in New Hampshire, you can locate your local recovery center here: 

https://www.recoveryanswers.org/resource/recovery-community-centers/ 

If you feel you are in need of immediate support, the following resources are available to 

you: 

• The National Alliance on Mental Illness (NAMI) helpline 800-950-NAMI or 
email info@nami.org, Monday – Friday 10 am to 10 pm 

• The NAMI crisis line can be accessed 24/7 via sending a text message to 741741 
• The NAMI website: https://nami.org/Home 
• The Suicide Prevention Lifeline can be called 24/7 at 1-800-273-8255. 

 

BENEFITS  

Potential benefits that participants may attain from participation in this research study 

include: greater understanding of their experience sharing their story or greater self-

awareness.  

ALTERNATIVE PROCEDURES 

No alternative procedures are available for this study. 

CONFIDENTIALITY 

All documents and information pertaining to this research study will be kept confidential in 

accordance with all applicable federal, state, and local laws and regulations. Data generated 

by the study may be reviewed by Plymouth State University's Institutional Review Board, 

which is the committee responsible for ensuring my welfare and rights as a research 

participant, to assure proper conduct of the study and compliance with university 

regulations. If any presentations or publication result from this research, you will not be 

identified by name. The information collected during participation in this study will be kept 

on my encrypted computer in a cloud based secured storage file called Box. Additionally, 

your confidentiality will be protected by the use of anonymous names for yourself and your 

community. Additionally, all assigned names will not be gender oriented and the 

https://nhrecoveryhub.org/
https://nhrecoveryhub.org/find-help
https://www.recoveryanswers.org/resource/recovery-community-centers/
https://nami.org/Home


  110 
 

identification will only indicate the general region of your location (e.g., New Hampshire, 

northern New England, southern New England, or an island). You will also be able to read 

all final reports to ensure there that no unforeseen indication of your identity arises.   

I plan to maintain the confidentiality of all data and records associated with your 

participation in this research. There are, however, rare instances when I may be required 

to share individually identifiable information with the following: 

• Officials at Plymouth State University (PSU), 

• Regulatory and oversight government agencies, or  

I also may be required by law to report certain information: 

• To government and/or law enforcement officials (for example, child abuse, 

threatened violence against self or others, or hazing). If I believe that such a report 

is required, I will follow the guidance of the PSU Institutional Review Board for 

the Protection of Human Subjects in Research (and of the University’s General 

Counsel) in making any such report, in order to provide as much protection for 

your privacy as possible while still complying with the law. 

• To appropriate PSU authorities (e.g., disclosures involving Sexual Violence - 

which includes sexual harassment, sexual assault, unwanted sexual contact, sexual 

misconduct, domestic violence, relationship abuse, stalking [including cyber-

stalking] and dating violence - must be reported to the PSU Title IX Coordinator 

or PSU Police). 

Further, any communication via the internet poses minimal risk of a breach of 

confidentiality.  

To help protect the confidentiality of your information, all data will be maintained and 

accessed by this researcher through the Plymouth State University secure Box system. 

This researcher will share one transcript with another student researcher, Daniel Love. 

Daniel Love will only be provided with this one transcript via Box in order to assist with 

the reliability of coding. All transcripts from interviews will be deidentified by assigning 

a pseudonym. No information will be shared with a third-party data processor. All audio 

and videorecordings will be saved in the secure Box file with transcripts. All of these 

files will be deidentified. 
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I will report the data aggregate using pseudonyms. The results may be used in a final 

dissertation, and then future reports, presentations, and publications. 

TERMINATION OF PARTICIPATION  

You may choose to withdraw from this study at any time and for any reason. If you choose 

to drop out of the study, you will contact the investigator and my research records will be 

destroyed. 

COMPENSATION 

You will not receive payment for being in this study. Participation in this study is strictly 

voluntary. There will be no cost to me for participating in this research. 

INJURY COMPENSATION 

Neither Plymouth State University nor any government or other agency funding this 

research project will provide special services, free care, or compensation for any injuries 

resulting from this research. Treatment for such injuries will be at my expense and/or paid 

through my medical plan. 

QUESTIONS  

If you have further questions about this study, you may contact Marguerite Corvini, at 

m.corvini@plymouth.edu. You may also reach out to Suzanne Gaulocher, Marguerite’s 

supervisor, at smgaulocher@plymouth.edu for additional questions. If you have any 

questions about the rights of research participants, you may call the Chairperson of the 

Plymouth State University’s Institutional Review Board at (603) 535-3114 (Valid until 

July 31, 2021). 

VOLUNTARY PARTICIPATION 

Your participation in this study is entirely voluntary, and that refusal to participate will 

involve no penalty or loss of benefits to me. You are free to withdraw or refuse consent, or 

to discontinue participation in this study at any time without penalty or consequence.  

If you voluntarily give your consent to participate in this research study, please sign below. 

You will be provided with a signed copy of this consent. 

 
Signatures: 
 
________________________ 
Participants Name (Print)  
 

mailto:m.corvini@plymouth.edu
mailto:smgaulocher@plymouth.edu
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________________________    ____________ 
Participant ’s Signature     Date 
 
I, the undersigned, certify that to the best of my knowledge, the subject signing this consent 

form has had the study fully and carefully explained by me and have been given an 

opportunity to ask any questions regarding the nature, risks, and benefits of participation in 

this research study.  

 
Marguerite Corvini, Student.  
Investigator’s Name (Print)  
 

    
Investigator’s Signature      Date: 2/15/22 

 

Plymouth State University’s IRB has approved the solicitation of participants for the study 

until   
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Appendix D 

Institutional Review Board 

Date February 10, 2022 
 
Dear Marguerite Corvini 
 
Study:   Sharing Recovery Stories from the Perspective of the Storyteller: An Exploration 
of the Experience of Intergroup Contact in Public Settings 
Approval Date: February 9, 2022 
 
The Institutional Review Board for the Protection of Human Subjects in Research (IRB) has 
reviewed and approved the protocol for your study as Expedited as described in Title 45, Code of 
Federal Regulations (CFR), Part 46, Subsection 1101(b).  Approval is granted to conduct your 
study as described in your protocol.  Be sure to complete the Final Report Form when your 
research is finished.  
 
If, during the course of your project you intend to make changes that may significantly affect the 
human subjects involved (particularly methodological changes), you must obtain IRB approval 
prior to implementing these changes.  Any unanticipated problems related to your use of human 
subjects must be promptly reported to the IRB.  The IRB may be contacted through Dr. Clarissa 
M. Uttley, Chair of the IRB.  This is required so that the IRB can update or revise protective 
measures for human subjects as may be necessary.   
 
You are expected to maintain as an essential part of your project records, any records pertaining 
to the use of humans as subjects in your research.  This includes any information or materials 
conveyed to and received from the subjects as well as any executed forms, data and analysis 
results.  If this is a funded project (federal, state, private, other organization), you should be aware 
that these records are subject to inspection and review by authorized representatives of the 
University, State of New Hampshire, and/or the federal government. 
 
Please note that IRB approval cannot exceed one year.  If you expect your project to continue 
beyond this approval period, you must submit a request for continuance to the IRB for renewal of 
IRB approval.  IRB approval must be obtained and maintained for the entire term of your project 
or award. 
 
Please notify the IRB in writing when the project is completed.  We may ask that you provide 
information regarding your experiences with human subjects and with the IRB review process.  
Upon notification, we will close our files pertaining to your project.  Any subsequent reactivation 
of the project will require a new IRB application. I have attached the Project Completion Form 
for your convenience. 
 
Please do not hesitate to contact the IRB if you have any questions or require assistance.  We will 
be happy to assist you in any way we can.  Thank you for your cooperation and efforts throughout 
this review process.  We wish you success in this endeavor. 
 
Sincerely, 
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Clarissa M. Uttley, PhD 
Institutional Review Board 
cmuttley@plymouth.edu 
 

Human Subjects Research Final Report 

October 28, 2022 

Study Title: Sharing Recovery Stories: An Exploration of Intergroup Contact in 

Public Settings 

Upon completion of your study, please provide the information requested below and 

submit to the Institutional Review Board (IRB) along with a report of findings for this 

study, for audit purposes. Copies of abstracts, articles, and/or publications specific to the 

project are acceptable. Send the report to the IRB at psu-irb@plymouth.edu. 

1. Please give termination date of study’s intervention or interaction with participant data 

_____October 27, 2022________________  

2. How many people were studied in your research? ___26_______ 

3. Did you conduct the research in accordance with the procedures reviewed and 

approved by the IRB? (Yes or No) (If NO, please describe on a separate sheet) 

4. Did any problems emerge or were any serious unexpected adverse subject experiences 

observed? Yes or No (If YES, please describe on a separate sheet)  

Principal Investigator or Advisor 

Signature:____________________________________________ 

Please send electronically to the IRB at psu-irb@plymouth.edu. 
 

 

mailto:cmuttley@plymouth.edu
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