

[image: image1]
Promoting recovery capital among college students in recovery on a campus developing a collegiate recovery program












	
	TYPE Original Research

PUBLISHED 30 June 2025
DOI 10.3389/fradm.2025.1602144






[image: image2]

Promoting recovery capital among college students in recovery on a campus developing a collegiate recovery program

Michael J. Broman1,2*, Jhuma Acharya1, Elizabeth A. Bowen3, Emily Pasman4, Erin Marks5,6, Jeffrey G. Kuentzel7 and Stella M. Resko6,8

1College of Social Work, The Ohio State University, Columbus, OH, United States

2Higher Education Center for Alcohol and Drug Misuse Prevention and Recovery, The Ohio State University, Columbus, OH, United States

3School of Social Work, University at Buffalo, Buffalo, NY, United States

4Center for the Study of Drugs, Alcohol, Smoking, and Health, University of Michigan, Ann Arbor, MI, United States

5Health & Wellness, Wayne State University, Detroit, MI, United States

6School of Social Work, Wayne State University, Detroit, MI, United States

7Counseling and Psychological Services, Wayne State University, Detroit, MI, United States

8Merrill Palmer Skillman Institute, Wayne State University, Detroit, MI, United States

EDITED BY
Jo-Hanna H Ivers, Trinity Biomedical Sciences Institute, Ireland

REVIEWED BY
Emily A. Hennessy, Massachusetts General Hospital and Harvard Medical School, United States
Sharynne Hamilton, University of Western Australia, Australia

*CORRESPONDENCE Michael J. Broman broman.6@osu.edu

RECEIVED 28 March 2025
ACCEPTED 17 June 2025
PUBLISHED 30 June 2025

CITATION Broman MJ, Acharya J, Bowen EA, Pasman E, Marks E, Kuentzel JG and Resko SM (2025) Promoting recovery capital among college students in recovery on a campus developing a collegiate recovery program.
Front. Adolesc. Med. 3:1602144.
doi: 10.3389/fradm.2025.1602144

COPYRIGHT © 2025 Broman, Acharya, Bowen, Pasman, Marks, Kuentzel and Resko. This is an open-access article distributed under the terms of the Creative Commons Attribution License (CC BY). The use, distribution or reproduction in other forums is permitted, provided the original author(s) and the copyright owner(s) are credited and that the original publication in this journal is cited, in accordance with accepted academic practice. No use, distribution or reproduction is permitted which does not comply with these terms.



Introduction: Recovery capital is important to substance use recovery among general populations and among college students in recovery. Demographic factors and various psychosocial variables have been associated with recovery capital in studies including adults in the general population. However, recovery capital has received limited research attention in the context of collegiate recovery, and there has been little empirical evaluation of factors that might be linked with recovery capital among college students. As more collegiate recovery programs are developed to support students in recovery, these programs should implement features to augment students’ recovery capital.



Methods: We conducted a needs assessment on a campus with a newly developing collegiate recovery program. Students in recovery (n = 86) were asked to complete the 28-item Multidimensional Inventory of Recovery Capital (MIRC). They were also asked about sociodemographic and recovery-related factors including length of time in recovery, recovery pathway, perceived discrimination, mental health challenges, quality of relationships, and financial well-being. A multiple regression analysis was conducted to assess relationships between these variables and recovery capital.



Results: Students reported a moderate level of recovery capital (M = 82.55, SD = 13.64). Students who reported fewer mental health challenges in the past 30 days (β = −.25, t = −2.79, p = .006), better quality of relationships in the past week (β = .27, t = 3.41, p = .001), and greater financial well-being (β = .38, t = 4.69, p < .001) had greater recovery capital. Sociodemographic variables, recovery length, recovery pathway, and perceived discrimination were not associated with recovery capital.



Discussion: To our knowledge, this is the first study to identify associations between recovery capital as measured by the MIRC and various sociodemographic and recovery-related factors among a sample of college students in recovery. As such, this study extends previous work with updated knowledge of how students can be supported in their efforts to increase recovery capital. Future research can build on this study by utilizing the MIRC on various types of campuses and by assessing recovery capital among college students longitudinally.
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1 Introduction

The U.S. Substance Abuse and Mental Health Services Administration (1) defines recovery as a “process of change through which people improve their health and wellness, live self-directed lives, and strive to reach their full potential”. Recovery Capital (RC) was introduced by Granfield and Cloud to describe how people who had ceased substance use without any form of treatment (i.e., unassisted recovery) drew upon various internal and external resources to initiate and sustain recovery from addiction (2). RC is divided into four main domains (3). Social capital encompasses the support and relationships provided by family, friends, and recovery communities, fostering a sense of belonging and connectedness that serves as a critical foundation for both emotional and practical support during recovery. Physical capital includes tangible assets such as housing, financial stability, access to transportation, and other material resources that create a stable and supportive recovery environment. Human capital refers to individual attributes such as education, skills, physical health, and mental health, which enhance personal resilience and the ability to maintain long-term recovery. Cultural capital represents the values, beliefs, and norms that shape recovery behaviors, including societal attitudes toward addiction and recovery. This domain underscores the importance of aligning recovery efforts with culturally sensitive practices (3, 4).

While positive recovery capital supports recovery efforts, barriers to recovery are captured by the concept of negative recovery capital (5). Negative recovery capital includes strained family relationships, economic hardship, homelessness, untreated mental health conditions, and stigma, all of which can significantly hinder an individual's recovery journey (3, 4). Such barriers are particularly detrimental when individuals lack access to supportive environments or resources to offset these challenges. White and Cloud (3) emphasize that effective interventions should not only focus on building positive recovery capital but also work to mitigate the effects of these barriers. By addressing these obstacles, recovery efforts can foster a recovery-friendly ecosystem.

Over the past decades since the concept was introduced, knowledge of RC has expanded, with a growing body of scholarship examining its various facets (6). Recent studies have documented associations between RC and a variety of outcomes, including greater likelihood of completing treatment (7, 8), decreases in substance use for individuals in opioid outpatient treatment (9) and opioid intervention courts (10), and maintaining recovery during the COVID-19 pandemic (11). Other research has examined changes in recovery capital over time, finding that RC typically increases over length of stay in recovery residences and is associated with greater quality of life (12, 13).

Additionally, scholars have introduced the concept of institutional justice capital, originally focused on how the legal system can support individuals' efforts to gain social and community recovery capital by making resources available (14). In turn, these institutional supports can foster the development of personal capital (14). Howard et al. (15) found that among a sample of justice-involved people, access to housing, peer recovery supports, and culturally responsive care predicted positive outcomes, including higher personal capital. These findings suggest that structural conditions within institutions shape recovery outcomes. Similarly, Martel et al. (16) found that among drug court-involved individuals, access to a peer recovery support program was associated with a sixfold increase in high recovery capital at the six-month follow-up. This lens can be extended to college campuses, because they are another setting in which institutional efforts to help students build social and community capital are likely to also impact personal capital. For example, the presence of a CRP and the college or university's commitment to making it visible might be a form of institutional justice capital.

There is a need for examining RC among specific populations that face challenges in addiction recovery (17). One such population is emerging adults, as the rate of substance use disorders is highest among people ages 18 to 25 (18). Recent data from Monitoring the Future shows that in the past 30 days, 64.9% of individuals aged 19 to 30 reported alcohol use and 28.7% reported marijuana use (19). Elswick et al. (20) explored recovery capital among emerging adults ages 18–25, finding that residential and financial instability are hindrances, while spirituality, family support, and visible recovery role models are facilitators. In a study of emerging adults ages 18–21 undergoing residential treatment in Australia, Mawson et al. (21) found that lower levels of substance use within social networks were significantly associated with higher recovery capital and improved environmental quality of life.

To date, relatively little work has addressed recovery capital among college students specifically, while rates of substance use remain high. The Spring 2024 National College Health Assessment (22) found that in the past 30 days, 54.8% of students reported alcohol use and 20% reported marijuana use. In college, substance use is typically normalized and viewed as a harmless rite of passage (23, 24), while recovery is often stigmatized (25–27). Qualitative work that has utilized the recovery capital framework provides clues as to how recovery capital benefits college students in recovery. For example, internal resources like personal strengths and coping strategies (28, 29) build human capital, as do new educational and career opportunities (27). Peer networks built in mutual aid recovery programs or in recovery-supportive activities increase social capital (27–29). Supportive family members, when available, also build social capital (28). Furthermore, professors who support the student's recovery, and access to services like the university's counseling center add to cultural capital (28, 29).

Evidence from a longitudinal study of students across 43 collegiate recovery programs (CRPs) found high levels of recovery capital and recovery-related functioning despite experiencing high levels of adversity (i.e., polysubstance use, substance use disorder severity, mental health challenges, and criminal legal system involvement) (30). CRPs offer promise for increasing recovery capital because they provide dedicated physical spaces on campus, a community of peers who share similar recovery journeys, and are staffed by professionals who can link students to needed services (31). CRPs are associated with positive outcomes such as sustained abstinence from substances (32), and participants achieving higher grades and graduation rates than the general student population (33). There are fewer than 200 CRPs among the 3,931 higher education institutions in the United States and fewer than ten other CRPs worldwide (25, 34, 35), suggesting an opportunity to create additional programs with an eye on augmenting students' recovery capital.

Prior research provides clues as to what variables might be associated with improved recovery capital among the general adult population. Regarding sociodemographic variables, prior research indicates that being part of a racially minoritized population is associated with greater barriers to recovery and to building recovery capital, though members of minoritized groups also demonstrate resilience at individual and community levels (36–39). People who are women, gender minorities, and sexual minorities also experience greater obstacles to building recovery capital (40–42).

Recovery-related variables are also important to consider. Greater length of time in recovery has been associated with high levels of recovery capital in prior research (7, 12, 43, 44). Furthermore, individuals in unassisted recovery (i.e., not utilizing any treatment services or mutual aid groups) may have less severe histories of substance use and mental health (45), but may also have above-average variability in levels of recovery capital (44). Perceived discrimination based on substance use history is also associated with lower levels of recovery capital (46). Notably, research on the relationships between these variables and recovery capital has been conducted primarily among adults in the general population, leaving gaps in knowledge regarding how sociodemographic and recovery-related factors may be linked with recovery capital in college students (28).

Lastly, several social-contextual variables may facilitate or impede recovery capital development. Although factors such as mental health challenges, problems in interpersonal relationships, and financial strain can be hypothesized to be negatively associated with recovery capital (4, 5, 20), little research has empirically evaluated these associations, particularly in college students. To address these gaps in the recovery capital research literature and to inform CRP programming, the aim of this analysis was to assess factors associated with recovery capital among college students on a campus that was preparing to implement a CRP. Based on the prior literature, we asked: what sociodemographic, recovery-related, and social-contextual variables are associated with recovery capital cross-sectionally among a sample of college students on a campus preparing to implement a CRP? To answer this research question, we analyzed the results of a needs assessment at a campus that had recently established a collegiate recovery program, analyzing the associations between sociodemographic, recovery-related, and social-contextual variables and recovery capital for college students.



2 Materials and methods

A sample of students at a Midwestern university who identified as being in recovery or as being a recovery ally were recruited to complete a needs assessment to support the development of a collegiate recovery program (N = 178). We limited the analysis that follows to those participants who identified as being in recovery (n = 86). Of note, recovery was self-defined as previously having a problem with alcohol or other drugs, but already resolving that problem or being in the process of resolving the problem (45). In other words, a participant did not need to be abstinent to be eligible to complete the survey. To recruit participants, we utilized flyers posted on the university's web-based announcement platform, on Facebook, and attached to university news articles about the CRP. Author EM also conducted presentations in substance use courses within the School of Social Work to introduce students to the collegiate recovery program. At the end of each presentation, time was provided for students to complete the needs assessment if they chose to participate. Recruitment took place between October 2023 and March 2024.

Participants provided information on their demographics, including racial/ethnic identity, gender identity, age, and sexual orientation. They also responded to questions regarding their participation in assisted recovery pathways (e.g., Alcoholics Anonymous, Narcotics Anonymous), length of time in recovery, perceived discrimination encountered because of having a substance use issue, mental health challenges, quality of relationships, and financial well-being. There were various other topics covered in the needs assessment that were not included in the present study. The survey took approximately 15 min to finish. Participants were offered the chance to enter a drawing for one of five $100 gift cards. To ensure adequate data quality, we followed Pozzar et al.'s (47) approach to combating low-quality data from online surveys, by removing respondents who had unrealistic completion times (<5 min) and nonsensical or duplicate responses to open-ended items from the sample. This resulted in the removal of n = 10 responses of the 178 recorded for the larger study. The [BLINDED] Institutional Review Board approved all study procedures.


2.1 Measures


2.1.1 Demographic variables

Participants were asked to report their age (in years). They were also asked to report their gender identity, choosing all of the following that applied: man, woman, trans man, trans woman, genderqueer/gender non-conforming, or another gender identity, with an open response option. Similarly, participants were asked to report their race/ethnicity, choosing all of the following that were applicable: African American or Black, American Indian or Alaska Native, Arabic or Middle Eastern, Asian American, Hispanic/Latino, Native Hawaiian or Other Pacific Islander, White, or another race/ethnicity with an open response option. Likewise, participants were presented with several options for sexual orientation and asked to mark all that applied: straight/heterosexual, gay/homosexual, bisexual, pansexual, queer, or asexual, with an open-text response option for other sexual orientations.

Because relatively few respondents identified as a gender other than man or woman, we trichotomized gender as woman (=1), man (=2), or trans man, trans woman, genderqueer/gender non-conforming, or another gender identity (=3). Likewise, because relatively few participants identified as a race other than White, we dichotomized race as did not select one or more minoritized racial or ethnic groups (=0) vs. selected one or more minoritized racial or ethnic groups (=1). In terms of sexual orientation, a small fraction of participants chose any besides straight/heterosexual. We therefore dichotomized this variable as selected one or more sexual minority groups (=0) vs. straight/heterosexual (=1). Each of these decisions helped to ensure that we retained the necessary statistical power to detect differences between groups.



2.1.2 Length of time in recovery

Participants were asked to report how long they have been in recovery, in years and months (45), via an open-text response. We then created a variable to express each participant's recovery time numerically, using months and years combined. For example, a response of “8 years, 5 months” would be represented as 8.42.



2.1.3 Recovery pathway

Participants were asked to indicate whether they currently, previously, or never used each of five recovery pathways (45). These included: (1) professionally-assisted recovery support (e.g., outpatient or inpatient treatment), (2) anti-relapse/craving medication (e.g., Suboxone), (3) twelve-step groups (e.g., AA or NA), (4) other mutual aid groups (e.g., SMART Recovery), and (5) other community-based recovery support (e.g., sober living). We condensed this variable to compare participants who reported never using any of these services (unassisted recovery, =0) to those who reported currently or previously using at least one of these services (assisted recovery, =1).



2.1.4 Perceived discrimination

To gauge participants' perceived experiences of discrimination resulting from their history of substance use and recovery, we used the eight-item Micro Discrimination Subscale of the Perceived Discrimination in Addiction Recovery Scale (46). This scale begins by asking, “Since you’ve been in recovery, how frequently have the following occurred because someone knew about your alcohol or other drug use history?” Participants then respond to statements such as “People treated me like a criminal” and “People said I looked like an “alcoholic” or “addict””. Each response was scored on a four-point Likert scale, including never (=1), once or twice (=2), a few times (=3), and often (=4). We then summed the eight items for the total scale, which ranged from 8 to 32 (Cronbach's ɑ = .91).



2.1.5 Mental health challenges

To assess mental health challenges, we used the six-item Kessler Psychological Distress Scale (48). This scale begins with the prompt “During the past 30 days, how often did you feel…” and then asks participants to indicate how often they felt “nervous?” “hopeless?” “restless or fidgety?” “so depressed that nothing could cheer you up?” “that everything was an effort?” and “worthless?” Each response was scored on a five-point Likert scale, including none of the time (=1), a little of the time (=2), some of the time (=3), most of the time (=4), and all of the time (=5). We then summed the six items for the total scale, ranging from 5 to 30 (Cronbach's ɑ = .89).



2.1.6 Quality of relationships

To understand the quality of participants’ interpersonal relationships, we utilized the five-item Interpersonal Relationships Subscale of the BASIS-24 (49). This scale begins with the prompt “During the past week, how often did you…” followed by “get along with people in your family”, “get along with people outside your family?” “get along well in social situations?” “feel close to another person?” and “feel like you had someone to turn to if you needed help?” Each response was scored on a five-point Likert scale, including none of the time (=0), a little of the time (=1), half of the time (=2), most of the time (=3), and all of the time (=4). We then summed the five items for the total scale, ranging from 0 to 20 (Cronbach's ɑ = .78).



2.1.7 Financial well-being

We assessed financial well-being with the five-item Financial Strain Scale (50). This scale presents statements such as “I have enough money to participate in most of the same activities as my peers” and “I worry about being able to pay my current monthly expenses”. Each item was scored on a four-point Likert scale with strongly disagree (=1), disagree (=2), agree (=3), and strongly agree (=4). Three items were reverse-scored so that a higher score indicated greater financial well-being. Lastly, the five items were summed for each participant to create a total scale ranging from 5 to 20 (Cronbach's ɑ = .86).



2.1.8 Recovery capital

Participants completed the Multidimensional Inventory of Recovery Capital (MIRC), a recently developed comprehensive measure of RC (51). The 28-item MIRC assesses RC across four subscales aligning with the constructs of social, physical, human, and cultural capital (4). MIRC items assess both positive and negative recovery capital, with negative capital items being reverse scored so that higher scores indicate greater RC (total score range 28–112; Cronbach's ɑ = .93).




2.2 Data analysis

Data analyses were conducted in IBM SPSS Statistics (Version 29) using multiple imputation with 10 imputations for missing data (52), then using ordinary least squares linear regression to examine associations between recovery capital and other variables. To specify a regression model, we began by selecting several variables that have been associated with recovery capital in previous studies or that might be associated with it among college students, such as undergraduate vs. graduate status, or part-time vs. full-time enrollment in school. We then conducted several regression analyses with combinations of these variables, starting with simple models including sociodemographic variables and one or two other variables at a time. To specify the final model, we retained sociodemographic variables and those that increased the predictive ability of simpler models.

Data were screened for outliers and multicollinearity among independent variables. Cook's Distance was used to test for extreme data points that may distort results, with no cases greater than 0.50 (53). Normal probability plots demonstrated that residuals were normally distributed, scatterplots suggested homoscedasticity, and variance inflation factors showed no evidence of problems with multicollinearity. To assess factors associated with recovery capital among participants, descriptive statistics were calculated for all independent and dependent variables. T-tests and ANOVA were performed to assess the relationship between each categorical predictor and total recovery capital independently. Pearson's correlation analyses were implemented to understand the pairwise relationships between each continuous predictor and total recovery capital. Finally, ordinary least squares linear regression was conducted to determine which independent variables were associated with recovery capital. The significance threshold was set at p < .05.




3 Results

Descriptive statistics are presented in Table 1. Approximately one-quarter of participants (26.7%, n = 23) identified as a member of at least one racial or ethnic minority group. Most of the participants (59.3%, n = 51) identified as women. Nearly half of the sample (47.7%, n = 41) identified as a member of one or more sexual minority groups. Age ranged from 17 to 64 (M = 30.72, SD = 9.71).



TABLE 1 Descriptive statistics for the sample of students in recovery (N = 86).



	Variable
	N (%)





	Gender



	Woman
	51 (59.3)



	Man
	19 (22.1)



	Diverse gender
	16 (18.6)



	Race



	White
	63 (73.3)



	Minoritized
	23 (26.7)



	Sexual orientation



	Sexual minority
	45 (52.3)



	Straight/heterosexual
	41 (47.7)



	Recovery pathway



	 Unassisted
	22 (25.6)



	 Assisted
	64 (74.4)



	Variable
	M (SD)



	Age (years)
	30.72 (9.71)



	Recovery time (years)
	4.88 (4.77)



	Perceived discrimination
	16.65 (6.64)



	Mental health challenges, past 30 days
	15.27 (6.04)



	Quality of relationships, past week
	14.41 (3.61)



	Financial well-being
	12.83 (3.89)



	Recovery capital
	82.55 (13.64)







Participants reported recovery times anywhere from 0 years, 0 months1 to 19 years, 0 months (M = 4.88, SD = 4.77). Nearly three quarters of participants (74.4%, n = 64) reported currently or previously engaging in an assisted recovery pathway, with 58.1% (n = 50) having used professionally-assisted recovery support, 27.9% (n = 24) having used anti-relapse/craving medication, 65.1% (n = 56) having used twelve-step groups, 27.9% (n = 24) having used other mutual aid groups (e.g., SMART Recovery), and 38.4% (n = 33) having used other community-based recovery support (e.g., sober living). Perceived discrimination scores ranged from 8 to 32 (M = 16.65, SD = 6.64). Mental health challenges ranged from 6 to 30 (M = 15.27, SD = 6.04), relationship quality ranged from 5 to 20 (M = 14.41, SD = 3.61), and financial well-being ranged from 5 to 20 (M = 12.83, SD = 3.89). These indicate a moderate level of mental health challenges, relatively strong relationship quality, and a moderate level of financial well-being among the overall sample. Finally, total scores on recovery capital ranged from 55 to 111, with a mean score of 82.55 (SD = 13.64).

Bivariate associations between categorical predictors and recovery capital are available in Table 2. At the bivariate level, gender was associated with recovery capital (F = 6.08, p = .01). A Tukey's post-hoc test revealed that men had more recovery capital than gender-diverse participants, while there were no significant differences in recovery capital between men and women or women and gender-diverse individuals. Identifying as straight/heterosexual was associated with greater recovery capital in comparison to identifying as a sexual minority (t = −2.44, p = .02). Race and recovery pathway were not associated with recovery capital at the bivariate level.



TABLE 2 Bivariate associations between categorical predictors and recovery capital.



	Variable
	Recovery Capital, M (SD)
	t (F)
	p





	Race
	
	1.00
	.24



	 White
	83.48 (14.76)
	
	



	 Minoritized
	80.00 (9.72)
	
	



	Gendera
	
	6.08
	.01



	 Woman
	82.16 (13.13)
	
	



	 Man
	89.95 (12.61)
	
	



	 Diverse gender
	75.07 (12.01)
	
	



	Sexual orientation
	
	−2.44
	.02



	 Sexual minority
	78.83 (12.76)
	
	



	 Straight/heterosexual
	86.63 (13.51)
	
	



	Recovery pathway
	
	−1.56
	.13



	 Unassisted
	77.56 (10.57)
	
	



	 Assisted
	84.22 (14.25)
	
	




	aTukey's post-hoc test showed men had more recovery capital than gender diverse people.







A correlation matrix displaying relationships between continuous predictors, and the relationship of each predictor to recovery capital, is available in Table 3. Older age (r = .49, p < .001), longer time in recovery (r = .30, p = .01), less perceived discrimination (r = −.27, p = .02), fewer mental health challenges in the past 30 days (r = −.73, p < .001), better quality of relationships in the past week (r = .65, p < .001), and greater financial well-being (r = .69, p < .001) were associated with greater recovery capital.



TABLE 3 Intercorrelations Among continuous predictors and recovery capital.



	Variable
	1
	2
	3
	4
	5
	6
	7





	1. Age
	—
	
	
	
	
	
	



	2. Recovery time (years)
	.62**
	—
	
	
	
	
	



	3. Perceived discrimination
	−.14
	−.03
	—
	
	
	
	



	4. Mental health challenges, past 30 days
	−46**
	−.35**
	.15
	—
	
	
	



	5. Quality of relationships, past week
	.17
	.15
	−.21
	−.59**
	—
	
	



	6. Financial well-being
	.33*
	.28*
	−.16
	−.53**
	.43**
	—
	



	7. Recovery capital
	.49**
	.30*
	−.27*
	−.73**
	.65**
	.69**
	—




	*p < .05.


	**p < .01.







The results of the multiple regression analysis are summarized in Table 4. The overall model was significant [F (11, N = 86) = 24.35, p < .001; R2 = .78]. Those who reported fewer mental health challenges over the past 30 days (β = −.25, t = −2.79, p = .006), better quality of relationships in the past week (β = .27, t = 3.41, p = .001), and greater financial well-being (β = .38, t = 4.69, p < .001) had greater recovery capital. Demographic variables, recovery pathway, perceived discrimination, and recovery time were not associated with recovery capital in this model.



TABLE 4 Results of linear regression examining predictors of recovery capital.



	Variable
	β
	95% CI
	t
	p





	Racea
	.02
	[−11,.15]
	0.35
	.72



	Gender identityb



	 Man
	.00
	[−.13,.13]
	0.01
	.99



	 Diverse gender
	−.11
	[.−.25,.03]
	−1.54
	.13



	Sexual orientationc
	−.01
	[−.17,.16]
	−0.04
	.97



	Age (in years)
	.21
	[−.00,.43]
	2.01
	.051



	Recovery time (years)
	−.11
	[−.32,.11]
	−0.99
	.33



	Recovery pathway
	.11
	[−.08,.30]
	1.17
	.26



	Perceived discrimination
	−.09
	[−.22,.03]
	−1.48
	.14



	Mental health challenges, past 30 days
	−.25
	[−.43, −.08]
	−2.79
	.006



	Quality of relationships, past week
	.27
	[.12,.43]
	3.41
	.001



	Financial well-being
	.38
	[.22,.54]
	4.69
	<.001




	aThe reference group for race is White.


	bThe reference group for gender identity is woman.


	cThe reference group for sexual orientation is sexual minority.


	F (11, N = 86) = 24.35, p < .001; R2 = .78.









4 Discussion

In this study, we examined factors associated with recovery capital among students (N = 86) who participated in a needs assessment for a newly developing collegiate recovery program. We therefore extend previous, primarily qualitative, work that has examined recovery capital among college students, and provide updated knowledge of how CRPs can plan their activities with the goal to support and increase recovery capital (54). Overall, students reported a moderate level of recovery capital, with considerable variation in recovery capital levels between participants (M = 82.55, SD = 13.64). These results align with those of a prior study using the MIRC with an adult (18+) sample of persons in recovery, which reported M = 77.4, SD = 13.1 (51). Furthermore, compared to a national multisite study of students participating in CRPs at public institutions (55), our sample included a higher proportion of students identifying as female and racial/ethnic minorities. Although it is difficult to directly compare our results with the results of this study in terms of recovery-related characteristics due to differing measures, in both studies the majority of students reported a history of inpatient or outpatient SUD treatment and had been in recovery for at least one year. Thus, our findings help to provide a fuller picture of the characteristics of college students in recovery, suggesting that students in a sample with considerable diversity in terms of gender and race/ethnicity had substantial though variable levels of recovery capital, prior to the implementation of a CRP.

Those who experienced fewer mental health challenges in the past 30 days reported greater recovery capital. Mental health is situated in the human capital subdomain of the MIRC, and better mental health may also make it easier to connect with other people in recovery and potentially supportive people outside of recovery, thereby boosting both social and cultural capital. Additionally, better quality of relationships in the past week was linked with higher recovery capital. The social capital subscale of the MIRC asks about relational support, and better relationships could reinforce other domains of RC. For example, better relationships may promote a sense of meaning and purpose in life (human capital). Finally, greater financial well-being was linked with higher recovery capital. The physical capital subscale of the MIRC asks about finances and, as with mental health and relationship quality, it is likely that financial well-being is also conducive to other aspects of recovery capital. For example, it could make helpful services and resources accessible (cultural capital) and reduce stress (human capital). Although other research has documented associations between measures of recovery capital and assessments of variables such as relationship quality, health and mental health, and financial wellbeing (56), this study is the first–to our knowledge–to do so using the MIRC measure and in a sample of college students self-identifying as in recovery.


4.1 Implications

This study highlights ways collegiate recovery programs can help students boost recovery capital. While the presence of these programs serves as a form of cultural capital, our findings have implications for human, physical, and social capital. Regarding human capital, because fewer past-month mental health challenges may be associated with greater recovery capital, campus-based services should tackle mental health challenges among students in recovery. It may be possible to embed clinical services within the CRP (31) and if not, CRP staff can refer students in need to campus counseling services. This idea is consistent with ARHE's (31) statement that CRPs should recognize the prevalence of co-occurring disorders and be ready to offer needed programming and referrals for impacted students. Moreover, our findings suggest that such resources may be conducive to increased recovery capital, so providing such resources can be a way to incorporate recovery capital within the development of a CRP.

Because greater financial well-being may be associated with greater recovery capital, CRPs could consider offering financial literacy education and even financial support for their members. Workshops could be conducted to assist students with budgeting and other aspects of financial wellness. CRP staff could pool a list of scholarships for which members might be eligible. Additionally, some CRPs offer financial assistance to members (31), and even a small stipend could ease the pressures of paying for college. Many CRPs receive financial support from private donors or CRP alumni who are invested in the members' success (57), and it may be feasible to provide such stipends via these funds. Additional funding to defray the costs of college may reduce students' need to work while also balancing academics and recovery, which previous research has found to be a barrier to recovery (25, 28). Therefore, financial support would boost physical capital and may also assist with human capital by making it easier to maintain recovery and schooling.

In our sample, participants who reported better quality of relationships in the past week also reported greater recovery capital. CRPs are well-positioned to support members' social capital needs. They may offer mutual aid meetings or informal social gatherings and at minimum, they facilitate a peer support network (31). CRPs should ensure that students have opportunities to connect at least weekly, such as a check-in meeting or a weekend activity. These opportunities could help students build and maintain positive relationships. In addition to augmenting social capital, these offerings may also increase cultural capital.



4.2 Limitations and directions for future research

This study had a relatively small sample size. Previous work has documented this as a challenge in collegiate recovery research (32). Although they did not remain significant in the final multiple regression model, several sociodemographic and recovery-related variables were associated with recovery capital in bivariate models. A larger sample would provide the statistical power necessary to detect more potential relationships between sociodemographic and recovery-related factors and recovery capital and in turn, to further direct CRP-building efforts. Likewise, it would allow for subgroup analyses with the potential to reveal recovery capital needs among specific student populations, such as racial, gender, or sexual minorities. This could be accomplished by conducting a multi-campus needs assessment including students from CRPs that are in a similar stage of development.

Additionally, we conducted this needs assessment on a relatively large, urban, primarily commuter campus. Campus characteristics such as urbanicity, proportion of residential vs. commuter students, and overall size of the student population may impact recovery capital, and recovery experiences in general. For example, residential campuses may facilitate social capital by presenting students with more opportunities to build supportive relationships, and also increase the risk of negative recovery capital via more pressure to use substances (28). Future work should therefore consider how recovery capital needs differ on various types of campuses, with an eye towards building tailored support services.

While our study highlights factors associated with recovery capital among a sample of college students, future work could also utilize an institutional justice capital (IJC) lens to focus on how colleges and universities support or impede the growth of recovery capital. For example, future work could examine if presentations by CRP staff to potentially interested students might be a touchpoint that helps students feel supported in their recovery efforts. Such activities may also reduce stigma and enhance resource navigation, thereby helping students to increase their recovery capital. Similarly, future work could investigate how various structural components of campuses, such as the presence or absence of stigma education programs for the general student population or tailored recovery services for multiply-marginalized students (i.e., those who are in recovery and hold at least one other marginalized identity) impact recovery capital. These examples all reflect intentional efforts by a higher education institution to support students' recovery, therefore making them candidates for further study of how institutional justice capital might work in the campus setting.

Because the MIRC is a newer measure (51), there were few studies with which we could directly compare our results in terms of understanding recovery capital levels and variations among college students. Future research using the MIRC in diverse populations and settings, including with college students in recovery, will advance understanding of recovery capital in this population. This research should also examine how recovery capital might differ among students who are utilizing various “assisted” recovery pathways (e.g., students in twelve-step groups vs. those in other mutual aid groups). There is also a remaining need for longitudinal studies investigating how various components of CRPs contribute to desired recovery capital outcomes among CRP members (54). This aim could be accomplished by gathering data on students' demographics and other characteristics when they initiate CRP membership, then measuring students' level of engagement in CRP activities and their relevant outcomes quarterly or semi-annually (54). Moreover, there is currently limited research on how longer-term outcomes like graduation are related to recovery capital changes (58), and longitudinal research could address such questions too.



4.3 Conclusion

This study documents associations between a novel measure of recovery capital, the MIRC, and various sociodemographic and recovery-related factors among college students. There was a moderate level of recovery capital among the overall sample. Factors associated with greater recovery capital in the linear regression model included fewer mental health challenges in the past 30 days, better quality of relationships in the past week, and greater financial well-being. Collegiate recovery programs can utilize these findings to plan programming to augment students' recovery capital. Future research can illuminate factors associated with recovery capital among students on different types of campuses. Moreover, longitudinal study would facilitate understanding of how various aspects of collegiate recovery programming relate to desired changes in recovery capital.
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1Some recorded lengths of recovery appear as zero due to rounding of small values.
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