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Background: The alcohol and other drugs (AOD) workforce faces multiple challenges including stigma, limited
resources, ideological conﬂicts and complex demands. An engaged, supported and stable workforce is essential
for optimal service provision, quality care, eﬀective harm reduction implementation and cost eﬃciency.
However little research has examined factors that impact worker engagement in the AOD sector. To inform
policy and practice on cost eﬃcient service provision and eﬀective workforce development, this study examined
a range of potential predictors of work engagement among Australian AOD non-government workers.
Methods: An online, cross-sectional survey of 294 non-government AOD workers measuring demographic, workrelated psychosocial, and health and wellbeing variables was conducted in New South Wales, Australia. Multiple
hierarchical linear regressions were conducted to identify signiﬁcant predictors of worker engagement.
Results: Most AOD workers demonstrated high work engagement levels. Signiﬁcant predictors of engagement
included role clarity, leadership quality, growth opportunities, resilience and social support, and older age.
These workers were likely to be more energised, enthusiastic and dedicated in their jobs.
Conclusions: This study is an important initial step in understanding work engagement among AOD workers. It
oﬀers valuable insights into ways to foster engagement, which in turn may ensure a more sustainable workforce
that can deliver high quality care. Workers with high levels of engagement are more likely remain in their AOD
roles over longer periods of time, acquire more skills and experience, and be better equipped to address complex
demands. Workforce policies and programs speciﬁcally designed to enhance leadership skills and role clarity,
while enhancing professional growth, resilience, and social supports, particularly for younger workers, are
highlighted as essential strategies to promote engagement among AOD workers.

Introduction
The alcohol and other drugs (AOD) workforce is an important but
generally overlooked element in the provision of quality care and efﬁcient and eﬀective service provision. AOD workforces tackle a wide
array of issues beyond direct client care including prevention, harm
reduction (Wilson, Donald, Shattock, Wilson & Fraser-Hurt, 2015), infectious
disease
management
and
associated
prejudices
(Brener, Von Hippel & Kippax, 2007), mental health, homelessness and
unemployment (Brackertz, Wilkinson & Davison, 2018; Flatau et al.,
2013). The sector is also characterised by unique challenges including
entrenched stigma; an increasing diversity of complex cases with multiple morbidities (Bjerge, Christensen & Oute, 2019); emergent drug
issues such as NPSs (Campbell, Neill & Higgins, 2017), and conﬂicting

⁎

political agendas and hostile mainstream service environments
(Treloar, Rance & Group, 2014). Insuﬃcient treatment availability to
meet demand and workforce issues such as high turnover poses a further salient challenge (Ritter, Chalmers & Gomez, 2019; Roche &
Nicholas, 2016, 2017; Room, 2005). The latter is compounded by an
international shortage and growing demand for health and human
services workers, including AOD workers. Hence, recruitment and retention of skilled AOD workers is more vital than ever before, as is the
need to redress the relationship between workforce characteristics and
treatment outcomes (van de Ven, Ritter & Roche, 2019).
It is therefore crucial to strengthen workforce capacity and stability,
and to support the health and wellbeing of the workforce (Roche &
Nicholas, 2017; van de Ven et al., 2019). Research to-date on the AOD
workforce has typically focused on deﬁcits, problems and negative
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eﬀects (e.g., Beitel et al., 2018; Ewer, Teesson, Sannibale, Roche &
Mills, 2015; Knudsen, Ducharme & Roman, 2008; Oser, Biebel, Pullen &
Harp, 2013); reﬂecting the challenging nature of working in the AOD
ﬁeld (Roche & Nicholas, 2017). However, working in the AOD ﬁeld can
also be intrinsically satisfying and meaningful, given the opportunities
to help people and make a contribution to society (Gallon, Gabriel &
Knudsen, 2003; Skinner & Roche, 2005). Previous studies have found
high levels of job satisfaction among AOD workers (e.g., Best, Savic &
Daley, 2016; Duraisingam, Pidd & Roche, 2009; Gallon et al., 2003) and
a strong sense of empowerment and connectedness in giving back to the
community, despite the challenges faced (Marshall, Perreault,
Archambault & Milton, 2017). The positive experiences of AOD work
warrant further exploration from the perspective of work engagement –
which in other professions, including healthcare, has been shown to
inﬂuence worker satisfaction, commitment, performance and retention
(Bakker, 2011; Keyko, Cummings, Yonge & Wong, 2016;
Whittington, Meskelis, Asare & Beldona, 2017).
Engagement has been deﬁned as an amalgamation of positive and
rewarding feelings of vigour, dedication and absorption at work
(Schaufeli & Bakker, 2004). Vigour refers to high levels of energy and
mental resilience, and the willingness to persist in the face of diﬃculties
(Schaufeli & Bakker, 2004). Dedication entails a strong sense of involvement, enthusiasm, and pride in one's work, and absorption is
characterised as being fully engrossed in one's work; where one loses
track of time and has diﬃculty detaching oneself from work
(Schaufeli, Salanova, González-Romá & Bakker, 2002). This well-researched conceptualisation of engagement forms a main part of the Job
Demands-Resources (JD-R) model of worker wellbeing (Bakker &
Demerouti, 2007), which posits that reducing job demands (e.g., heavy
workloads, role conﬂict, poor environmental conditions) and increasing
personal resources (e.g., social support, autonomy, resilience) would
enhance work engagement and minimise burnout/stress (Bakker, 2011;
Xanthopoulou, Bakker, Demerouti & Schaufeli, 2007). While many
studies have investigated worker engagement across diﬀerent industries, such as healthcare (Keyko et al., 2016; Lepistö et al., 2018),
education (Burić & Macuka, 2018) and social work (Ravalier, 2018),
none have speciﬁcally examined engagement levels of AOD workers.
Previous research on the AOD workforce has reported elevated
stress and exhaustion levels that have been associated with demanding
workloads and time pressures; conversely, having a supportive workplace and meaningful work appeared to counteract these demands and
maintain job satisfaction (Best et al., 2016; Duraisingam et al., 2009;
Roche, Duraisingam, Trifonoﬀ & Tovell, 2013). However, the factors
that impact engagement among AOD workers remain unknown. Identifying factors associated with AOD workers’ engagement may improve
worker retention, skill development and capacity and in turn the
quality and range of care provided by AOD services.
This preliminary study therefore examined a number of potential
predictors of worker engagement in the AOD ﬁeld, including resilience,
social support, leadership quality, role clarity, knowledge of performance, cohesion, growth, autonomy, communication and staﬃng.
While some factors (i.e., social support, role clarity, leadership quality,
autonomy and growth) have been associated with reduced stress and
burnout, or increased satisfaction amongst the AOD workforce
(Best et al., 2016; Broome, Knight, Edwards & Flynn, 2009;
Duraisingam et al., 2009; Garner, Knight & Simpson, 2007; Oser et al.,
2013), none have been examined in relation to work engagement in the
AOD ﬁeld.
Hence, this study sought to explore the extent to which job and
personal resources are predictive of work engagement in the AOD
sector. In line with the JD-R model, it was hypothesised that AOD
workers with higher levels of resources would report higher levels of
vigour, dedication and absorption in their work, oﬀering practice and
policy implications for eﬃcient service provision and eﬀective workforce development.

The study was part of a larger project that examined the wellbeing
and organisational climate of AOD workers employed in non-government organisations (NGOs) in New South Wales (NSW), Australia. The
AOD NGO sector comprises a highly diverse range of non-proﬁt agencies with diﬀerent treatment models and philosophical orientations
(Gethin, 2008). Examples of AOD NGOs include charity-operated residential rehabilitation centres, youth outreach centres, remote Aboriginal controlled organisations, or community development organisations. AOD NGO organisations employ a variety of diﬀerent professions
including counsellors, social workers, nurses, doctors, psychologists,
health promotion workers, support workers, peer workers, educators
and researchers.
The study involved a cross-sectional survey design. An online
questionnaire was purpose-developed to gather information on sociodemographics, professional and job characteristics, and levels of health
and wellbeing of respondents. A preliminary version of the survey was
piloted and subsequently reﬁned to improve the content, clarity and
length. The ﬁnal version of the questionnaire was hosted by the online
survey platform SurveyMonkey® and took approximately 30 min to
complete.
Data were collected between September–November 2017. AOD
workers in NGO sector organisations in NSW were invited to participate
in the survey via e-mail invitations sent through the state's peak body
for NGO drug and alcohol services, the Network of Alcohol and other
Drugs Agencies (NADA), and stakeholder communication networks.
The survey was also promoted via AOD sector online forums (websites
and social media), AOD training events, and respondents who were
encouraged to distribute the survey to colleagues. In recognition of
respondents’ time and contribution, they were given the opportunity to
go into a draw to win an iPad mini upon completion of their surveys.
Ethics approval for the study was obtained from Flinders University
Social and Behavioural Research Ethics Committee.
Measures
In order to maintain methodological rigour, well-established and
validated measures were used. Details of the full instrument are available elsewhere (Roche et al., 2018).
Work engagement
The 17-item Utrecht Work Engagement Scale (UWES) (Schaufeli &
Bakker, 2004) was used to measure respondents’ levels of engagement
on a seven-point Likert frequency scale (0 – never to 6 – everyday)
along three dimensions: vigour (6 items; e.g., At my work, I feel bursting
with energy), dedication (5 items; e.g., I am enthusiastic about my job),
and absorption (6 items; e.g., Time ﬂies when I am working). Acceptable
internal consistency reliability (0.68–0.91) and good construct validity
have been reported (Schaufeli & Bakker, 2004). Cronbach's alphas for
the subscales and total scale ranged from 0.70–0.90 for this study.
Job resources
Leadership quality was a subscale taken from the Copenhagen
Psychosocial Questionnaire (COPSOQ) (Kristensen, Hannerz, Høgh &
Borg, 2005) (8 items; e.g., To what extent would you say that your immediate supervisor is good at allocating work?). Responses were scored on
a ﬁve-point Likert type scale (0 – to a very small extent, 25 – to a small
extent, 50 – somewhat, 75 – to a large extent and 100 – to a very large
extent). A mean scale score was calculated by adding the scores of each
item and dividing it by the total number of items. Cronbach's alpha for
this scale was 0.96.
Two items from the Michigan Organizational Assessment
Questionnaire (MOAQ) (Cammann, Fichman, Jenkins & Klesh, 1983)
2
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were used to measure role clarity, that is, respondents’ certainty of their
roles and responsibilities (Most of the time, I know what I have to do in my
job and In my job I know exactly what is expected of me) on a ﬁve-point
Likert response measure (1 – strongly disagree to 5 – strongly agree). A
total score was calculated by summing both item response scores.
Cronbach's alpha for this scale was 0.79.
An additional two items adapted from the MOAQ's Knowledge of
Results scale were used to assess one's knowledge of their performance
(I seldom know whether I'm doing my job well or poorly and I usually don't
know whether or not my work is satisfactory in this job) (Cammann et al.,
1983). Both items were reverse scored before being summed so that
higher scores reﬂected better knowledge of performance. Cronbach's
alpha for this scale was 0.82.
Other job resources were measured using the Texas Christian
University Organizational Readiness to Change (ORC) scale
(Lehman, Greener & Simpson, 2002). Resources included Cohesion (6
items; e.g., Staﬀ here all get along very well), Growth (5 items; e.g., This
agency encourages and supports professional growth), Communication (5
items; e.g., Ideas or suggestions from staﬀ get a fair hearing from management), Autonomy (5 items; e.g., Staﬀ here are free to try out diﬀerent
ideas or techniques), and Staﬃng (6 items; e.g., Staﬀ here have the skills
they need to do their jobs). Responses were scored on a ﬁve-point Likerttype agreement scale (1 – strongly disagree to 5 – strongly disagree) and
scores were obtained by summing responses to each set of items. An
average mean score was calculated for each subscale and multiplied by
10 in order to rescale ﬁnal scores to range from 10 to 50 (Lehman et al.,
2002). The ORC indexes have been previously demonstrated to have
good reliability and construct validity (Lehman et al., 2002). Cronbach's
alpha for these scales ranged from 0.68 to 0.92.

Sample size and characteristics
A total of 294 useable surveys were obtained. Most respondents
were female (66.4%) with a mean age of 43.4 (SD = 11.8). A third
(34.4%) were aged 50 years or over, a quarter each were aged between
40–49 years (26.4%) and 30–39 years (23.6%), and 16% were under 30
years. The largest proportion of AOD sector employees were employed
as generic AOD workers (33.9%); other common roles were case
manager/case worker (23.7%), counsellor (18.6%), and manager/team
leader (13.1%). Most respondents were employed on a permanent fulltime basis (58.2%) in urban-based organisations (52.9%) and were involved in direct client services (75.9%). Almost half the sample (43.8%)
had been working in the AOD sector for less than ﬁve years, and substantial proportions had one year (or less) experience in the AOD sector
(16.4%), their current organisation (25.7%), or their current position
(37.7%).
It is estimated that the NGO AOD workforce in the state of New
South Wales comprises approximately 1000 workers (Network of
Alcohol & other Drugs Agencies, 2014); therefore, the survey respondents represent the views of around one-third of the workforce.
Presently, there is limited recent data available on the characteristics of
the Australian AOD workforce, however, past national surveys suggest
that workers are predominantly female (66%); aged approximately 45
or over; with an average duration of working in the AOD ﬁeld for approximately 5 years (Duraisingam et al., 2009). Previous workforce
surveys in NSW have reported similar demographics (Gethin, 2008;
Network of Alcohol & other Drugs Agencies, 2014). Thus, although
available comparison data is somewhat sparse and caution is warranted, the current ﬁndings appear approximately representative of
national NGO AOD workforces overall.

Personal and social resources
Resilience was measured with the 6-item Brief Resilience Scale
(BRS) (Smith et al., 2008), designed to assess the ability to cope with
stress (e.g., I tend to bounce back quickly after hard times). Responses
were scored on a ﬁve-point Likert-type scale (1 – strongly disagree to 5
– strongly agree). Three negatively-worded items were reverse scored
before tabulating a mean scale score by adding item response scores
and dividing the total by six. Cronbach's alpha for this scale was 0.87.
Nine items reﬂecting the personal resource of social support were
selected from the English version of the Brief Job Stress Questionnaire
(BJSQ) (Shimomitsu, Yokoyama, Ohno, Maruta & Tanigawa, 2000)
designed to measure supervisor, coworkers and family/friends social
support (e.g., How freely can you talk with the following people?). Responses were scored on a four-point Likert-type frequency scale (1 –
extremely to 4 – not at all). All items were reverse scored before being
summed, with higher scores denoting higher levels of social support.
Cronbach's alpha for this scale was 0.99.

Descriptive statistics and correlational analysis
Table 1 presents the means, standard deviations, and zero-order
correlations between the covariates, predictors, and outcome variables.
Mean scores for engagement (4.3), and its dimensions of vigour (4.3),
dedication (4.8) and absorption (4.0), were on the higher end of the
range of 0 to 6, indicating high levels of engagement (see Table 1). Over
70% (n = 140; 71.8%) of the sample recorded a total work engagement
score of 4 or more.
Resource variables correlated positively with engagement and its
subscales. Signiﬁcant correlations ranged from 0.20 to 0.46 (p < .01),
reﬂecting small to moderate associations. Age and gender were considered as covariates. Although age had signiﬁcant positive correlations
with engagement and subscales of engagement, with the exception of
absorption, the associations were weak in strength (r = 0.20 to 0.24; p
< .01). Gender was not signiﬁcantly correlated with engagement or its
subscales.
Prior to the regressions, preliminary analyses were undertaken to
ensure no violation of the assumptions of normality, linearity, and
homoscedasticity (Tabachnick & Fidell, 2007) and correlations amongst
predictor variables included in the study were assessed for any potential
threats of multicollinearity (see Table 1). The Communication variable
had a strong correlation with autonomy and leadership quality, so was
excluded from the regressions. All other correlations were weak to
moderate in association. Further, the Staﬃng variable was also excluded from the regressions due to its low scale reliability.

Statistical analyses
Data analysis was carried out using the SPSS statistical software
package, version 25. A missing values analysis was undertaken where
measures of interest had missing data ranging from 20% to 34%. Little
MCAR's test indicated that the data was missing at random
(χ2 = 1096.53, p = .972). Thus, listwise deletion was selected as the
option for handling missing data.
Descriptive statistics were performed (means, standard deviations),
in addition to correlational analyses (Pearson's correlation) between
variables. Multiple and hierarchical linear regression models were used
to identify signiﬁcant predictors, separate contributions of job and
personal resources, and the total variance for work engagement and its
distinct components. The sequence of entry for the variables was based
on the JD-R theory and previous research on engagement. Covariates
were entered into the ﬁrst block, followed by organisational resources
in the second block, and personal resources in the ﬁnal block.

Regression results
Hierarchical multiple regressions were performed to examine the
separate and combined capacity of job and personal resources in predicting total work engagement scores, and scores on the vigour, dedication and absorption subscales.
3
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–
–
.85**
–
.54**
.86**

Table 2
Hierarchical regression model of work engagement.

–
.23**
.27**
.36**
.22**
.33**
–
.51**
.42**
.44**
.53**
.22**
.25**
.29**
.09
.26**
–
.25**
.25**
.24**
.31**
.25**
.20**
.27**
.31**
.27**
.12
.29**
–
.04
.04
−0.06
.08
−0.01
.03
−0.03
−0.12
−0.09
−0.00
−0.02
.03
.08
.02
–
−0.05
−0.03
.29**
.25**
−0.04
.02
.05
.14*
.12
−0.12
.14*
.23**
.24**
.07
.20**
11.82
–
26.65
1.29
1.74
8.18
7.93
8.73
6.86
5.89
4.81
.64
.83
.85
.77
.70

–
0–100
2–10
2–10
10–50
10–50
10–50
10–50
10–50
9–36
1–6
0–6
0–6
0–6
0–6

250
274
217
221
220
217
215
208
222
217
217
226
202
202
201
195

–
–
.96
.79
.82
.86
.92
.88
.83
.68
.99
.87
.80
.85
.70
.90

R2

Step 1
(Constant)
Age
Gender

.25

.06**

Step 2
(Constant)
Age
Gender
Leadership quality
Role clarity
Knowledge of performance
Autonomy
Cohesion
Growth

.60

Step 3
(Constant)
Age
Gender
Leadership quality
Role clarity
Knowledge of performance
Autonomy
Cohesion
Growth
Resilience
Social support

.64

.37***

.41**

R2 Change

B

SE

β

3.78
.01
−0.04

.21
.00
.11

0.25***
−0.03

1.73
.01
−0.06
.01
.15
−0.01
−0.02
−0.01
.02

.38
.00
.09
.00
.04
.03
.01
.01
.01

0.15*
−0.04
0.30***
0.29***
−0.03
−0.09
−0.04
0.20*

1.00
.01
−0.03
.01
.14
−0.02
−0.01
−0.01
.02
.15
.03

.43
.00
.09
.00
.04
.03
.01
.01
.01
.07
.01

.17*
−0.02
0.30***
0.26***
−0.06
−0.13
−0.07
.18*
.14*
.20*

.30***

.04**

The ﬁrst regression identiﬁed predictors of the total work engagement score, with age and gender entered into the ﬁrst step of the
hierarchical multiple regression (Table 2). Age was a signiﬁcant predictor and explained 6% of the variance. In the second step, job resources together explained 30% of the variance in work engagement,
after controlling for covariates. Leadership quality, role clarity and
growth made signiﬁcant unique contributions to the model. In the ﬁnal
step, personal resources were added into the model, contributing a
further 4% to the variance in engagement. The total variance explained
by the model as a whole was 41% [R2 = 0.41; F(10,157) = 10.87; p <
.001]. In the ﬁnal adjusted model, ﬁve resources, along with age, were
signiﬁcant predictors of engagement, with leadership quality (β = 0.30,
p < .001) being the strongest predictor followed by role clarity
(β = 0.26, p < .001), social support (β = 0.20, p < .05), growth
(β = 0.18, p < .05) and resilience (β = 0.14, p < .05).
Hierarchical linear regressions were then performed on each component of work engagement separately (i.e., vigour, dedication and
absorption). For vigour, age and gender explained 8% of the variance in
the ﬁrst step, with age being a signiﬁcant predictor. Job resources explained 29% of the variance after controlling for the covariates. Role
clarity and leadership quality signiﬁcantly contributed to the model.
The introduction of personal resources into the model in the ﬁnal step
explained a further 8% of the variance in vigour. In the ﬁnal adjusted
model, age, leadership quality, role clarity and resilience were statistically signiﬁcant, with role clarity recording a higher beta value
(β = 0.29, p < .001) than resilience (β = 0.28, p < .001) and leadership quality (β = 0.23, p < .01). The total variance explained by the
predictor variables was 45% [R2 = 0.45; F(10,164) = 13.24; p < .001]
(see Table 3).
For dedication, age was a signiﬁcant covariate, explaining 7% of the
variance in the ﬁrst step. In the second step, job resources explained an
additional 27% of the variance in dedication, with leadership quality

Note.
⁎
p < .05.
⁎⁎
p < .01.

43.36
–
62.49
8.05
7.12
33.20
35.79
31.54
38.20
31.91
28.56
3.66
4.27
4.79
4.04
4.34
Age
Gender
Leadership quality
Role clarity
Knowledge of performance
Autonomy
Cohesion
Communication
Growth
Staﬃng
Social support
Resilience
Vigour
Dedication
Absorption
Total engagement
1
2
3
4
5
6
7
8
9
10
11
12
13
14
15
16

R

Note.
⁎
p ≤ 0.05.
⁎⁎
p ≤ 0.01.
⁎⁎⁎
p ≤ 0.001. Durbin Watson test = 1.94; Variance Inﬂation Factors (VIFs)
ranged from 1.1 to 2.1 in Step 3.

–
.22**
.35**
.62**
.49**
.70**
.54**
.44**
.50**
.18**
.38**
.46**
.29**
.44**

–
.31**
.19**
.11
.27**
.23**
.26**
.19**
.19**
.40**
.40**
.20**
.39**

–
.46**
.79**
.47**
.51**
.47**
.17*
.24**
.29**
.13
.26**

–
.55**
.52**
.46**
.16*
.34**
.37**
.21**
.36**

–
.44**
.40**
.25**
.37**
.39**
.26**
.40**

–
.39**
.17*
.32**
.32**
.10
.29**

–
.38**
.24**
.01
.25**

–
.69**
.61**
.90**

16
14
11
7
5
1
α
N
Range
SD
Means
Variables

Table 1
Means, standard deviations, range, reliability and zero-order correlations.
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Table 3
Hierarchical regression model of vigour.
R

R2

Step 1
(Constant)
Age
Gender

.29

.08***

Step 2
(Constant)
Age
Gender
Leadership quality
Role clarity
Knowledge of performance
Autonomy
Cohesion
Growth

.61

Step 3
(Constant)
Age
Gender
Leadership quality
Role clarity
Knowledge of performance
Autonomy
Cohesion
Growth
Resilience
Social support

.67

.37***

.45***

Table 5
Hierarchical regression model of absorption.
R2 Change

B

SE

3.57
.02
−0.13

.24
.01
.13

.91
.01
−0.14
.01
.19
.02
−0.01
.01
.02

.44
.01
.11
.00
.04
.04
.01
.01
.01

−0.08
.01
−0.12
.01
.18
−0.00
−0.01
−0.00
.02
.36
.02

.48
.00
.10
.00
.04
.03
.01
.01
.01
.08
.01

β

R

R2

.13

.02

.28***
−0.08

Step 1
(Constant)
Age
Gender

.38

0.15*
−0.08
0.22*
.30***
0.04
−0.06
0.09
0.18

Step 2
(Constant)
Age
Gender
Leadership quality
Role clarity
Knowledge of performance
Autonomy
Cohesion
Growth

.43

0.18*
−0.07
0.23**
.29***
−0.00
−0.09
−0.01
0.15
0.28***
0.09

Step 3
(Constant)
Age
Gender
Leadership quality
Role clarity
Knowledge of performance
Autonomy
Cohesion
Growth
Resilience
Social support

.29***

.08***

.14***

0.18*

R2 Change

B

SE

β

3.71
0.01
0.10

.23
.01
.12

0.12
0.06

2.76
0.00
0.09
0.01
0.09
−0.02
−0.01
−0.01
0.02

.46
.01
.11
.00
.05
.04
.01
.01
.01

0.05
0.06
0.26*
0.17*
−0.05
−0.14
−0.09
0.20*

2.43
0.01
0.14
0.01
0.07
−0.02
−0.02
−0.02
0.02
−0.10
0.04

.52
.01
.11
.00
.05
.04
.01
.01
.01
.09
.02

0.10
0.09
0.22*
0.13
−0.05
−0.18
−0.16
0.20*
−0.09
0.24*

.13***

0.04*

Note.
⁎
p ≤ 0.05.
⁎⁎
p ≤ 0.01.
⁎⁎⁎
p ≤ 0.001. Durbin Watson test = 2.02; Variance Inﬂation Factors (VIFs)
ranged from 1.0 to 2.1 in Step 3.

Note.
⁎
p≤ 0.05.
⁎⁎
p ≤ 0.01.
⁎⁎⁎
p ≤ 0.001. Durbin Watson test = 1.80; Variance Inﬂation Factors (VIFs)
ranged from 1.0 to 2.1 in Step 3.

Table 4
Hierarchical regression model of dedication.

and role clarity being signiﬁcant predictors. In the ﬁnal step, personal
resources did not make a signiﬁcant contribution to the variance in
dedication. Leadership quality (β = 0.27, p < .01), role clarity
(β = 0.24, p < .001) and age (β = 0.19, p < .05) were signiﬁcant
predictors in the ﬁnal step. The total variance explained by the predictors together was 36% [R2 = 0.38; F(10,163) = 9.08; p < .001] (see
Table 4).
The ﬁnal model looked at predictors of the engagement subscale
‘absorption’. In this model, the covariates did not make a signiﬁcant
contribution in the ﬁrst step. Job resources explained 13% of the variance in the second step, with leadership quality, growth and role
clarity being signiﬁcant predictors. The addition of personal resources
contributed a further 4% to the variance in the third step. The total
variance in the ﬁnal model was 18% [R2 = 0.18; F(10,161) = 3.55; p
< .05]. Social support (β = 0.24, p < .05), leadership quality
(β = 0.22, p < .05), and growth (β = 0.20, p < .05) were signiﬁcant
predictors (see Table 5).

R

R2

Step 1
(Constant)
Age
Gender

.27

.07**

Step 2
(Constant)
Age
Gender
Leadership quality
Role clarity
Knowledge of performance
Autonomy
Cohesion
Growth

.58

Step 3
(Constant)
Age
Gender
Leadership quality
Role clarity
Knowledge of performance
Autonomy
Cohesion
Growth
Resilience
Social support

.60

.34***

0.36

R2 Change

B

SE

β

4.12
0.02
−0.00

.24
.01
.12

0.27***
−0.00

1.89
0.01
−0.02
0.01
0.16
−0.01
0.00
0.01
0.01

.44
.01
.11
.00
.04
.04
.01
.01
.01

0.17*
−0.01
0.28**
0.27***
−0.03
−0.00
0.10
0.09

1.33
0.01
0.01
0.01
0.14
−0.02
−0.00
0.00
.01
.11
.03

.49
.01
.11
.00
.04
.03
.01
.01
.01
.08
.01

0.19*
0.01
0.27**
.24***
−0.04
−0.09
0.03
0.08
0.09
0.15

.27***

0.02

Discussion
Workforce engagement has been shown to positively inﬂuence retention, work performance and quality of care (Bakker, 2011;
Keyko et al., 2016; Loerbroks, Glaser, Vu-Eickmann & Angerer, 2017),
all of which impact the sustainability and eﬀectiveness of AOD workforces (Duraisingam et al., 2009; Roche & Nicholas, 2017). While numerous studies have investigated stress and burnout in the AOD
workforce (e.g., Beitel et al., 2018; Duraisingam et al., 2009;
Ewer et al., 2015; Kolla & Strike, 2019; Oser et al., 2013) and work
engagement among health professions (e.g., Keyko et al., 2016; Lepistö
et al., 2018; Rivera, Fitzpatrick & Boyle, 2011), no published studies to
date have examined work engagement and its predictors in the AOD
sector speciﬁcally. This is one of the ﬁrst known studies to examine

Note.
⁎
p ≤ 0.05.
⁎⁎
p ≤ 0.01.
⁎⁎⁎
p ≤ 0.001. Durbin Watson test = 2.01; Variance Inﬂation Factors (VIFs)
ranged from 1.1 to 2.1 in Step 3.
5

International Journal of Drug Policy 76 (2020) 102638

V. Duraisingam, et al.

2011; Collins, 2007; McCann et al., 2013) that have found resilience to
be a strong protective and motivational resource for workers who face
challenging and stressful environments. Workforce development policies and programs that focus on building resilience may help keep
workers motivated, and better equipped to cope with the demands of
the job (Nicholas et al., 2017). Resilience-building strategies could be
embedded within workplace policies to include encouraging self-care
and recreational activities, ensuring a healthy work-life balance, and
promoting personal and professional mentoring and guidance (Barnett
& Cooper, 2009; Collins, 2007; Hart, Brannan & De Chesnay, 2014;
McCann et al., 2013).
Other signiﬁcant predictors of overall engagement were professional growth and social support from peers, supervisors, and family
and friends. This ﬁnding aﬃrms results from previous studies that have
found that support serves as protective factors in minimising stress and
exhaustion as well as maximising job satisfaction and commitment
(Best et al., 2016; Oser et al., 2013). Fostering positive and supportive
work environments and increasing opportunities for professional development may be central to retaining AOD workers (Gallon et al.,
2003). Provision of regular, quality clinical supervision is an eﬀective
strategy to improve professional eﬃcacy and skill development, while
also reducing turnover intention and increasing job satisfaction
(Knudsen, Roman & Abraham, 2013; Roche et al., 2007).
Services, funders and policy makers often recognize the need for
training for workers in various AOD roles (Campbell et al., 2017;
Matheson, Thiruvothiyur, Robertson & Bond, 2016; Mayet, Manning,
Williams, Loaring & Strang, 2011; Wilson et al., 2015) but are less likely
to be aware of the need for other important mechanisms to achieve
engagement. For instance, when examining ways to increase pharmacists’ engagement in providing services for people with drug problems,
Matheson et al. (2016)) stressed the need for training as key.
The present study is not without limitations. First, given the crosssectional design and convenience sampling, it is unknown whether
signiﬁcant associations would remain apparent over time, nor can there
be any causal attributions. Self-report measures may also lead to socially desirable responding; however, the anonymous and online format
of the survey would have mitigated some of these biases. Further, as the
survey was conducted in a single jurisdiction, generalisability may be
limited. Future studies should be conducted on a broader AOD population (including public and private sector AOD organisations) and
larger sample size to validate these preliminary ﬁndings. The resources
and needs of AOD workers within the ﬁeld might also be dependent on
their role or profession, hence, it may be necessary to examine diﬀerent
professions separately across such a diverse sector. In addition, future
research should investigate other resources that could play a role in
improving AOD workers’ engagement levels. Qualitative research, such
as in-depth interviews and/or focus groups could provide an increased
and detailed understanding of the factors that inﬂuence AOD workers’
engagement and help inform the development of an AOD-speciﬁc assessment tools, reducing the reliance on generic measures not designed
to address the unique aspects of AOD work. It would also be of value to
further explore the relationships between the diﬀerent resources to
identify potential mediating or moderating eﬀects, and how that may
inﬂuence worker engagement.

work engagement among an AOD workforce.
This preliminary study aimed to identify important factors that
could predict levels of work engagement. It was envisaged that job and/
or personal resources would make a signiﬁcant contribution to work
engagement levels, with higher levels of resources leading to higher
levels of engagement. The majority of workers in this study exhibited
high engagement levels, suggesting that most were dedicated and motivated in their jobs. Total work engagement levels for our sample of
AOD workers were similar to engagement scores of healthcare workers
in Canadian and American nurses (Giallonardo, Wong & Iwasiw, 2010;
Sullivan Havens, Warshawsky & Vasey, 2013), suggesting that, although rarely researched, workers in AOD and the health sectors more
generally are engaged in their work despite the challenges they face
(c.f. Roche & Nicholas, 2017).
In our study, the main contributors to engagement in general were
increased age, good leadership quality, greater role clarity, strong social
support, opportunity for professional growth, and high resilience.
Leadership quality was a signiﬁcant predictor across all components of
engagement in this study, highlighting the importance of good leadership in keeping workers motivated and engaged in their jobs (Ben-Zur &
Michael, 2007; Giallonardo et al., 2010; Schaufeli, 2017). This echoes
ﬁndings from other studies that have reported good leadership to be
associated with motivated, committed, empowered and satisﬁed
workers (Broome et al., 2009; Graf, Cignacco, Zimmermann & Zúñiga,
2016; Greasley et al., 2008; Greco, Laschinger & Wong, 2006). However, cultivation of leadership capabilities is often overlooked when
AOD workforce development strategies are devised and prioritised. A
key ﬁnding of this study is the need to place greater emphasis on fostering, supporting and mentoring those with leadership roles to ensure
that they grow to become supportive, eﬀective and inspiring leaders
(Bakker, 2017; Graf et al., 2016; Greco et al., 2006; Roche &
Nicholas, 2017).
Role clarity was also a signiﬁcant predictor for overall engagement,
consistent with previous studies (Gibbons, 2006). For instance, studies
of Scottish nurses working with drug users highlighted the importance
of role clarity (Cameron et al., 2006). When workers, and others, know
what is expected of them in their job roles, they are more likely to
exhibit the requisite conﬁdence and perseverance to handle challenges
and function at an optimal level (Suan & Nasurdin, 2012). The importance of delineating clear roles and responsibilities for AOD workers
to foster and maintain their engagement cannot be overstated. The
provision of clear and detailed job descriptions, regular feedback and
supervision would be beneﬁcial in ensuring that AOD workers manage
expectations and demands (Foote, Seipel, Johnson & Duﬀy, 2005;
Roche & Nicholas, 2017; Roche, Todd & O'Conner, 2007).
Older age was also a signiﬁcant predictor of engagement. It may be
that older AOD workers, with their greater years of work and life experience, have developed suﬃcient resources to cope with demands
and/or are more committed to their work, compared to their younger
counterparts (Nicholas, Duraisingam, Roche, Hodge & Braye, 2017). It
is also possible that only those that “survive and thrive” in this sector
remain, while others leave within the ﬁrst few years. Previous studies
have found mixed results in regard to age, suggesting that it may depend on the nature of the occupation or setting (Keyko et al., 2016;
Rivera et al., 2011; Walker & Campbell, 2013). As there is known to be
a signiﬁcant degree of stress, burnout and high turnover intention,
especially amongst younger workers, it is important to address the
needs of younger, less experienced workers, who are new to the AOD
sector (Duraisingam et al., 2009; Knudsen et al., 2008;
Roche, Kostadinov & Fischer, 2017). Strategies to enhance young
workers’ coping skills and foster supportive working environments may
be eﬀective in maintaining engagement and retention in the sector. In
addition, pro-actively recruiting mature age workers, with their richer
life experience, may be an additional cost-eﬀective strategy.
A higher level of resilience was also associated with engagement.
This ﬁnding supports previous studies (Carson, King & Papatraianou,

Conclusions
The provision of quality care in the AOD sector is largely dependent
on the workforce. A skilled, experienced and engaged workforce is essential. Increasing our knowledge and understanding of factors that can
enhance workforce engagement and retention can directly impact the
quality and eﬃcacy of the AOD sector. The ﬁndings from this initial
study can inform workplace policies and workforce development strategies and impact the quality of AOD treatment, providing an invaluable ﬁrst step in assessing AOD workers’ engagement and identifying
the factors that inﬂuence it. This is particularly important where
6
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demands and challenges are an inherent and inevitable part of the job.
Organisational- and individual-directed policies, strategies and interventions that include a clear delineation of job roles, development of
eﬀective leadership, provision of consistent and continuous support,
opportunities for professional development, growth and increasing resilience, especially for younger, less experienced workers, are pivotal in
fostering engagement. In turn, this will help to ensure a thriving, stable,
and fulﬁlled AOD workforce that are able to deliver the highest quality
of care.
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