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RliESentation Goals —

SIREVIEW recent change In the culture of
reg,)va iy In the United States

> D]:;et S Implications of these changes for

= the  treatment of adolescent substance use
____‘._-i-:_dlsqrders Including calls to shift addiction
~ treatment from a model of acute

~ _Intervention to a model of sustained
recovery management






1@I(J%Id|ctlon Careers)
SUS hommi,mlty P@pﬂiﬁﬁ%ﬂ?"’

= _4.._ _Greater personal and environmental obstacles
to recovery

5. Lower recovery capital (personal assets /
family and social supports)
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ASRECOVery-Reyolution

SIOWEhI& DiVersification of American Communities of
RECOVERY.

RICOVI Community Institution Building

* A 1\19\1‘}=“ 'Covery Advocacy Movement

> Ci allSt t0 Reconnect Treatment to the Larger and More
= Enduring Process of Personal/Family Recovery

et - _—

= QShlft from Pathology and Intervention Paradigms to a

-’ ,_g.__-

— —‘Recovery Paradigm
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IOBOENPAIIaYS Trom! the! Culture of Addiction to
lelCitre; of Recovery

o .
X
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{Bhe transition from addiction to recovery is
_ Jf n a journey between two distinct physical
= and cultural worlds.

2 Long -term recovery outcomes are as contingent
—upon community recovery capital as
Intrapersonal, familial or treatment program
factors (White & Cloud, 2008).
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MAES Deflnltlon of Cultu -;-

REBOVErY T ~
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SAROIISed on IWelve SteprGroups (AA and NA'In
peigiculan and fledgling alternatives
SESHOKE of “recovery community” in singular

2 Rece mended assertive approaches to

ngaglng clients from C of A and linking
= ,:_ﬁc~ [BNts to resources within the C of R

= 15‘-T{)day the doorway of entry into recovery Is
- Wwidening as are resources to enhance quality of
life in recovery.
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IETeVin/Diversification of Recovery Mutual Aid
Soclaifas

PARISEI0! Lecovery Community Organizations
(R( ©5) & Other Recovery Community
_-_T_-_.,-IE JEutions

H‘The New Recovery Advocacy Movement

-‘-, . Calls for Redesign of Addiction Treatment:
“Recovery Management” and “Recovery-oriented
Systems of Care”
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SIBEGINSTIN Native America (1730s)
SR\Gre than 25 formal pre-A.A. recovery
non al aid societies

s @re than 70 recovery mutual aid
. fsometles formed after founding of A.A.
(1935) 65 since 1970
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Mbdlesn; Recovery Mutual Aid S5
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2 GrOWiNg] [ Twelve Step Groups
- (Jrowmc varieties of Twelve Step experience

> G aphlca dispersion in U.S. and
lﬂi natlonaly

== ﬁllgsophlca diversification of recovery

= fthameworks (Religious, Spiritual, Secular)

-® Growth of participation of adolescents and
transition-age youth
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'3‘{,)])31\1“: rowth of online recovery communities
~W0m@r
AUOIES wents

~3 tus-conscious professionals

_-..- -

==b ternet based recovery social networking

—

:_;;:Experlments In voice/text-base telephone

i

-~ recovery support.

~ e Unlimited potential for applying new
technologies to recovery support
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UEU2IFATA Resources updated every 30
days J"E “"aces & Voices of Recovery Web
S Tl 1,_.,_ J?. -
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=i Jp //V\?WW facesandvoicesofrecovery.org/re
— sources/support home.php
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Imp sations for Treatment
ilSiEutions - —

AGKnoWIedge Multlple Pathways of Long-
JIerinIRecovery

2. '\c“ Jowledge Response Variability:
tlmal Partial, Non-response, Injury

*ij: love towards Choice Philosophy

==

- 4. Science-based Linkage Procedures

5. Monitoring Individual Responses with
Assertive Recovery Coaching

F_?



ZaiRise of Recovery Commugntiyn-’
Ofcfelf 1zat|on3“8‘4‘@ther Institutions

ANECOVER/ community organization (RCO) is an
Jrljsgay , hon-profit organization led and
JoVverhed by representatives (individuals, family
e ‘bers) of local communities of recovery.

‘E’:‘sole mission of an RCO is to mobilize

= resources within and outside of the recovery
~ community to increase the prevalence and

~ guality of long-term recovery from alcohol and

other drug addiction.



@lessroots Recovery Com #ﬂ‘iity-
Olanizations (RCOs)

SONENIZEd by and on behalf of
cBImmunities of recovery

> om On advocacy, education and peer
SUJ ort Services

= :stabllshlng Recovery Support Centers,
i ~e.0., CCAR’s Network of RSCs in CT

-® Some contracting to do telephone-based,
post-treatment recovery checkups
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SNSIghFScheel and Collegiate Levels
2/ "SO(‘H ionl of Recovery Schools (2002)

1"'_

2 Kay E"l‘ ments
~~L\c qve recruitment of people in recovery
=St hclarshlps

— _"Gn campus recovery support

——

e

’-: ~ —-Academic mentoring

- * Early Evaluations (high rates of continuous
recovery & academic excellence)
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r]H]IWc ‘Houses (19505) to Social Model
REhanilitation Programs (1970s)

5 o, oral House (1975) (1,200 homes, 48

__,.--

= @Ies 24,000 residents per year)
;tBroader Recovery Home Movement

e

2 Growmg Interest Iin development of
recovery home models for adolescents



Reco ery Iﬁd‘gédes «J-.'

HONAISTTaNge from “recovery fnendly

( zZingerman's Deli, Venturetech) to “recovery
SXCIL LJ_)]V“ : employers (Recovery at Work)
Pm}); @tory or Permanent Employment

( OrE: Elements:

= kil training

-f'-;'—“'" "'Work based peer recovery coaching
—-Lmkage to recovery communities

--Establishment of legitimate work history




REsoyery. Ministries, Churcheg ".a--
Oolonies

. ——
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SRECOVEIYHENdly churcnes”

2 Mae ECH urches with: a “recovery pastor”

> Lay [eele ders of recovery support groups

SRIE00) ery -focused worship services and
EVOIKSNI0PS

* %covery Churches, e.g., Central Park Recovery
=== Qhurch In St. Paul

'_'° Faith-based recovery colonies, e.g., Dunklin
Memorial Camp in Okeechobee, Florida

e National Association for Christian Recovery
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IBREXiend assertive linkage procedures to
ihese’ ‘éw [eCoVery community
ms”zj thﬂS

| 2 D Bve eIOp adolescent service and support
= tTacks within these institutions
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5, NEWARE
Meyvemen

covery Aﬁm

— e ———— i

pistonys 00

2001 R;c very Summit in St. Paul, MN
Inf‘]uef-ﬁ ‘of CSAT’s RCSP and ATR
thuf. ﬁl @rgamza’uon

"aces and Voices of Recovery

' “'NCADD

- Johnson Institute
Legal Action Center
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MOVEME t‘G‘@S'* -J:"

> P@]]ﬁ:]t‘z ‘CulttralfViobilization of
SuIMMUNIties of Recovery.

> Recgw y=focused Public & Professional
E(UCAMON

sFACVocacy of Pro-recovery Laws & Social
&= Policies

__ﬁPromotlon of Peer-based Recovery
'Support Services

e Recovery Celebration Events
* Promotion of Recovery Research
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Sultural®Development Betweel
( ey ’h‘an-w _@,ﬂ) Comm

DIERECO)

2 Idéru"r‘y Reconstruction
Regon:) uction of History

SR Néw anguage

__~> 8 Hes Definition

= < New Symbols

2
e

= '-'Musmal Anthems
e Artistic Expression
® | terature

—
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IiETe Will'young people in recovery fit
Wi rmn hese growing recovery cultures?
PARREDI¢ sentatlon How do we increase

= gc escent/famlly representation In the

___,.—. —

|E adershlp of this movement?

3 How can service professionals support
youth involvement in this movement?

-—l-'-'
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SPDO0-2010: Growth in interest in applying
,)rmu,)] of chronic disease management to
‘Fréjtf ent of addiction (McLellan, et al, 2000;
Wn e, Boyle & Loveland, 2002; White &
-*"}V/ S ellan 2008)

_.-—

E:’?‘ Rapld growth In interest in models of recovery
~ management and federal and state interest in
~_creating recovery-oriented systems of care



RIMBROSC & Stage of Long @W-ﬂ’
RECOVEry. _—
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> PrQﬁra OVELY identification and

1) JJc “ment (recovery priming)

> Qsc"ﬂ Initiation and stabilization
= hsan5|t|on to recovery maintenance

— aFJ::nhancement In quality of personal/family
~ life in long-term recovery (recovery
management across the life cycle)
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AViRencapsulated set of specialized service
dcslvl“ﬂ (assess, admit, treat, discharge,
eTinine ate the service relationship).

SFAT :@ gssional expert drives the process.
= —.:9-%‘ mces transpire over a short (and ever-

-"orter) period of time.

=
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o
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 |ndividual/family/community is given Impression
at discharge (“graduation”) that recovery Is now
self-sustainable without ongoing professional
assistance (\White & McLellan, 2009).



Ieatment (Acute'Care I\/Iogaé_.—

WOIKS

POSEPX __'|$S|ons
Subs’_r.aﬂ'fci% in AOD use

SUOS ] ialldecreases in substance-related
oI €)6) éms

===F J"‘ ased threats to public health and safety

t"ves of individuals and families transformed by
— "addlctlon treatment.

Treatment Works, BUT...
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Coff) I)glrl\ n on key dimensions of service
clas]e gnrar d performance
SHAC Mtc eI Vulnerability

= =iHoW ' RM Models are Addressing Each
=) rea of Vulnerability
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AC Nle é‘lNuing%iiity:—-AiﬂﬁGTP"

ONIAL0Y of those needing treatment
regel\jﬂ Jt In 2002 (Substance Abuse and
Mentall 'Health Services Administration,
26 3) only 25% will receive such services
—1in n their lifetime (Dawson, et al, 2005).

'-Substantlal lag between early onset of AOD
~_use/problems and first treatment
admission
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Wn\/ People > Who Need it Don't ...
Saaks 'reatme#

SRPETCEPHONoithe’Problem; e:g., isn’t that bad
PESEE O comparlson to media caricatures

2 Pérga,) ion of Self, e.q., he/she or we should be
eblestohandle this on his/her/our own

> Pa ptlon of Treatment, e.g., ineffective,
m“‘ffordable Inaccessible or “for losers”

,erceptlon of Others, e.q., fear of stigma and
: ~discrimination

Source: Cunningham, et, al, 1993; Grant 1997
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T'r D]o ity of people who do enter

2atment do so at late stages of problem

e -|ty/compIeX|ty and under external
2reion (SAMHSA, 2002).

;jﬁ AC model does not voluntarily attract
"que majority of individuals who meet

diagnostic criteria for a substance use
disorder.

*.
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RN\ ede Strategy: ?-_.—
Attiaction

[

SRECOVENYEIOCUSEd anti=stigma campaigns, e.d.,
RECOVE! ISIEVerywhere campaign, Ann Arbor, Mi

2 Eafrly St ﬁenlng & brief intervention programs
2 Asse st_ve models of school & community outreach

2 41\ 0) Lstlgmatlzed service sites, e.g., hospitals &
z alth clinics, workplace, schools, community.
nters

— PrlnC|pIe: Earlier the screening, diagnosis & Tx
Initiation, the better the prognosis for long-term
Frecovery
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Enga ment
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Accass o treatment IS compromlsed 0)Y,
WaIting) 1sts

e Jﬂ .»altlng list dropout rates (25-50%)
(R ﬁr et al, 1998; Donovan et al, 2001).

eC|aI obstacles to treatment access for
'youth

e

| 1.l,¢
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Weak "ngageg__;_gnt &-Attrition

Dro,)),JL. es between the call for an appointment
slieiracaiction treatment agency and the first
eatment session range from 50-64% (Gottheil,
Sterling & Weinstein, 1997).

Nerije ally more than half of clients admitted to
=~ -ad ddiction treatment do not successfully complete
__:n-,,:-'t‘r“eatment (48% “complete”; 29% leave against
~  staff advice; 12% are administratively
~ discharged for various Infractions; 11% are
transferred) (OAS/SAMHSA 2005)



R\MVIede! Strategy: J""’

SWASSENIVE Waiting list management
sasieamlined intake
2 Lowai ﬂa ‘thresholds of engagement

2 Pl Ebased (push force) to hope-based (pull-

= e 1:e) motivational strategies

= e A ppomtment prompts & phone follow-up of
- missed appointments

~® |nstitutional outreach for regular re-motivation
e Radically altered AD polices (White, et al, 2005)




T

—

= ﬁ#:.‘;
AlleTec '\YTEW,WP?W@I!E -

=
- P ——— e i— R

2 Paip) Versus 'Hope (White & Cloud, 2009)

Ongeg s of Recovery Contagion and
r\acm el y Carriers (White, 2010)
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AGHMOdE Vulnerab"l“y Ji-
N353 Tnent“‘f%olannmg =

g —

"
- Pa__r,hJLL focused e.g., problem list to
tre. ,1- plan

®) U t-ef assessment is the individual

_—-— .,-
i

o
_.—'-
—r

= ﬂtﬂrofessmnally -driven
_e Intake function



RIMModel Strategy: Assess ‘vt-&.

RELOVEry Plann‘iﬁg

SeIona!lrather than'categorical (e.g., ASI, GAIN)

SESHiengths-hased (emphasis on assessment of
ECOVENY ‘capital) (Granfield & Cloud, 1999)

> (Jf'Qc | er emphasis on self-assessment versus
sprojessional diagnosis

= -

r;ope of assessment includes individual, family
= _vand rlecovery environment

———

- e Continual rather than intake activity

- ® Rapid transition from Tx plans to recovery plans
(Borkman, 1998)



AC IVuIneralety Locus
Sarvige Dehve@"

2 Irbrj“r‘l | |on -Dased

> Wam nderstandlng of physical and
c_u__l_ T_:__;al contexts in which people are
= :tmpting to initiate recovery

-.'

-—""'

'tAC Model question: “How do we get the
_" individual into treatment”--get them from
their world to our world?

e
i




Logtisue "*ServLc_:E.ehvew}’

Hom nelghborhood &communlty-
gesed

SERIVIFG estlon “How do we nest recovery In
"mﬂ atural envwonment of this individual

pondu0|ve environment?”

“Heallng Forest” metaphor; concept of
treating the community

e
—



AGiMpdel Vulnerability:
SBIViCe Dose aﬁﬁ-Duratlon

—

ONETor the best predictors of treatment
OJECOI )€ IS service dose (Simpson, et al,
IJ)‘ - Many of those who complete
“r tment receive less than the optimum
Gse of treatment recommended by the
Natlonal Institute on Drug Abuse (NIDA,
1999; SAMHSA, 2002)

gf"



ACIModEINulnerability: Frequency:

OIRROSt-discharge, Relapsesand Re=""

deln o = . .

Ine rrujc |ty of people completing addiction
eatment resume AOD use In the year following
‘rréc ument (Wilbourne & Miller, 2002).

‘-.

-

'*-e ﬂ:hose Who consume alcohol and other drugs
ffollowmg discharge from addiction treatment,

-~ 80% do so within 90 days of discharge
(Hubbard, Flynn, Craddock, & Fletcher, 2001).



L "m-ulnerablhty Failure to-
nage Addiet _JQQJ_X/R-@@G y——

Cﬂr S |
Most gl sons treated for substance
Ja,pf dence who achieve a year of stable
IBCOVE ary. do so after multiple episodes of
— tre; tment over a span of years (Anglin, et

—= ,1997 Dennis, Scott, & Hristova, 2002).
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Continous
Problems
40%

/

_-"'"

——-'“"'-ﬁ—--__l berrritten -
—1h Recovery

o= =~

Intermittent -
Problems
299%
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Hiagility of Eanly Recovery™

INGIVidualSTIeaving addiction treatment are
iieilely balanced between recovery and re-
r1dj](‘:c in the hours, days, weeks, months,
andyears following discharge (Scott, et al,

e
—

—— _:___"r-_._,—_

t.-:-"-' - =

Recovery and re-addiction decisions are being
made at a time that we have disengaged from
thelir lives, but that many sources of recovery
sabotage are present.



e

AG\odel Vulnerability: Timing of

b

RBOoVery Stability:

Dlfanility of alcoholism recovery (the point
BiWhich risk of future lifetime relapse
droeps below 15%0) is not reached until 4-5
B Vears of remission (Jin, et al, 1998).

e
s =
i e

.

D'}?B% of opioid addicts who achieve five
~— 0or more years of abstinence later return to
~_oplate use (Simpson & Marsh, 1986; Hser

et al, 2001).



eIty of Family: Re@@y@ka —

RhIIENEcovery alleviates'many of the family’s
ﬂbl‘Jf’Jr- problems, this early period can also be
réfarréc 10 as the “trauma of recovery”: a time
Difgrieat ‘change, uncertainty and turmoil.”

She Insafe, potentially out-of-control

== environment continues as the context for family
‘.ﬁ =Hife into the transition and early recovery

= -=stages .as long as 3-5 years.”

Source: Brown & Lewis, 1999
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INiercare as,an Afterthotight =

——

PostcliSapl: rge continuing care can enhance
facoyes _outcomes (Johnson & Herringer, 1993;
(gojle.) -;L-et al, 2001; Dennis, et al, 2003).

BUE O] y 1in 5 (McKay, 2001) to 1 in 10 (OAS,
__r_,* S ‘?I\/IHSA 2005) adult clients receive such care
_;._4-:;_(M0Kay 2001) and only 36% of adolescents
~ receive any continuing care (Godley,et al, 2001)




AGaliieatment as the New
RavaViglef Dom‘E'- '

@ifinvse admitied to the U.S. public

rraelm ent system in 2003, 64% were re-
STILEN ngltreatment including 23%

_zlge essmg treatment the second time, 22%
@Hhe third or fourth time, and 19% for the
‘flfth or more time (OAS/SAMHSA, 2005).




NS ‘m-ulnerability' .
feNilof hlpwﬂRecova&

Sommuniues,

Parilelga onl in peer-based recovery support
JIBLUPSI(AA/NA, etc.) Is associated with
lm,)rc\ d recovery outcomes (Humphreys et al,

20081

- i

—— _f--—_“-"
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hls flndlng IS offset by low Tx to community
_" ‘affiliation rates and high (35-68%0) attrition In
participation rates in the year following
discharge (Makela, et al, 1996; Emrick, 1989)




Act1v_e,£.nkagej —

e W -

Actjye "age (direct connection to mutual
el e Uring treatment) can increase
affiliation rates (Weiss, et al 2000),

twstudles reveal most referrals from
tr eatment to mutual aid are passive
variety (verbal suggestion only)
(Humphreys, et al 2004)



RIVSModel Strategy J-.'

ESiclincvolunteers knowledgeable of multiple
paWaYS/Styles of long-term recovery, local
ECOVEy community resources and Online
IEoOVerysupport meetings and related services

(White & Kurtz, 2006)

_4}.5 rect relationship with H & | committees and
~  comparable service structures

= 5~Récovery coaches provide assertive linkages to
support groups and larger communities of
recovery.
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AGHModel: ““_ﬁ

SEiyice Relationship.

———— e — —— e — —

BOIMINATOT- Expert Model: Recovery is
J%éd 1 relationships that are
m@r«_ |cal time-limited, transient and
mermahzed

-l-i".._—'
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berv e Relatloﬁ'éhlp

P,lrrn@r 1p Model: Recovery'Is based on
IMECdINg the client/family In recovery
SUPpONtIVE relationships that are natural,
rauc rocal, enduring, and non-

~ Co)j TnerC|aI|zed

"is focused on continuity of contact in a
vrecovery supportive service relationship over
- time comparable to role of primary physician.

--WIll' require stabilization of field’s workforce
Philosophy of Choice / Consultation Role




SIOSING Thoughts- —

1, ROSEETlRRY, represent not a refinement
Of ch ern adolescent treatment, but a
func ental redesign of such treatment.

Xferselllng what the AC model can

=== achleve to policy makers and the public
= ~rsks a backlash and the revocation of

- _addiction treatment’s probationary status
as a cultural institution.



OIOSING Thoughts J‘-"

—

BRI 8 L. years to transform addiction
rré,-l,mal t from an AC model of intervention to a
RIVI mMoc BI of sustained recovery support.

Tr Al ﬂarocess will require aligning concepts,
= itexts (infrastructure, policies and system-
ff i :de relationships) and service practices to
~ support long-term recovery.
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