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1. rJJgnJJgr: 1€ EMErgence of recovery as an

ofe clfJJ/lr of paradlgm for the addiction treatment
ielad f_-.'-'

Ze O if] e how frontline service practices are
_é;' ..cu’* gmg as systems of care & local addiction
_d__'—{featment programs shift from an acute care
~ (AC) model of intervention to a model of

sustained recovery management (RM)
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4,0 years i I treatment: field
Warig 1z dlctlons fesearch Institute for past 22
/r\rlrJ ?-:_1.

Copst fant o pioneer ROSC/RM implementation
SSites; €.9., CT and Philadelphia

ork with recovery community organizations on
%Fevelopment of P-BRSS

~e Special thanks to Dr. Arthur Evans & City of
Philadelphia
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Jrovvrr & DIVersification o Amerlcan
SoIImLnities ofi Recovery

- riegov*&. Community Institution Building
SVASNEW Recovery Advocacy Movement

,_ér s to Reconnect Treatment to the More

= Enduring Process of Personal/Family Recovery

~ = Shift from Pathology and Intervention Paradigms

~ to a Recovery Paradigm

White, 2004, 2005, 2006, 2007, in press
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S Jef](‘—) 9BSEC conceptua [ZatIONS Ofi addlctlon as
el JC diserder (Hser, et al, 1997; NMclellan et
rll /OO& Dennis & Scott, 2007)

SCeUr Julation of systems performance data on
l 1601 ations of acute care (AC) model of addiction
e atment (White, In press)

;—:*' ,Recovery as an organizing construct for
~Pehavieral health care policies & programs (e.g.,
|IOM, 2006; CSAT’'s RCSP & ATR programs)

® “Recovery-focused systems transformation”
efforts (Clark, 2007; Kirk, 2007; Evans, 2007)
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> Celllsufo ey ecoveny-focused research agenda

Wihite, QOO White & Godley, 2007)

> A mev\' e newly nuanced language, e.g.,

en;c S to define recovery, recovery-orientead

_ _;r Sstenms: of care (ROSC), and recovery

= %management (RM) (e.q., Journal of Substance
-~ Abuse Treatment 23(3), 2007)
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RECBVER/-orented systems of care (ROSC)
e ne iWorks, off formal and: informal

er ses developed and mobilized to
_aln long-term recovery for individuals
:__;:f Jr: d families impacted by severe substance
= Use disorders. The system in ROSC is not
— ’a_treatment agency but a macro level
- _Organization of a community, a state or a
nation.
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“Recovel hégemeht (RM) IS a phllosophlcal
'rrrurrwwr ¢ fior erganizing addiction treatment
ﬁrvjr 55 10 previde pre-recovery identification
rlnr-' gagement recovery initiation and

~ sta 11|zat|on long-term recovery maintenance,
g::?-:an'd quality of life enhancement for individuals

S— -—r

~ and families affected by severe substance use
- disorders.



ROSC & =implementation hir

(6] aﬂwcro Spls

PEMHGINENE

eS“'
Of'b'

I\Je ] Of‘ I State and! Local Infrastructure
eng gthi and Adaptive Capacity

ZASRECOVEry-focused Service Process Measures,
= ¢.0., Attraction, Access, Service
e Cope/Quallty/Duratlon etc.

3 Long -term: Recovery Outcome Measures

“See Summary Table in Executive Summary of
Forthcoming Monograph
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AiRencapsulated set of speuahzed Service
ZCUIVILIES (ASsess, admit, treat, discharge,
'Eermmz the service relationship).

r\ oJ:a essional expert drives the process.
&=e Cervices transpire over a short (and ever-

T
o

—  shorter) period of time.

——

-~ & [pdividual/family/community is given impression
at discharge (“graduation”) that recovery is now
self-sustainable without ongoing professional
assistance (White & MclLellan, in press).
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BIXATEMISSIONS ene-third, AOD use

J [l ’s By 87% following T, &

S 5ta nce-related problems decrease 0)Y
followmg Tx (Miller, et al, 2001).

— —-|—P? - of Individuals and families transformed
_.__:__:ﬂ___FJ:_Jy addiction treatment.

Treatment Works, BUT...
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Corrl gelfisog) on 10 key dimensions of service
dESIgar d PErformance

SNAC l\/lr ,el Vulnerability

-~ I o) \-;v 2V Models are Addressing Each
3 = réa of Vulnerability
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Only LOZNe) Fthose needing treatment
regerer i 2002 (Substance Abuse and
Mmu Health Services Administration,

= /DG only 25%0 will recelve such services
= thelr lifetime (Dawson, et al, 2005).
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\/\/m/ elo)o e Who Need it Donfts ;.,

Seal 'reatme‘rﬂ&f
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e Problem, €.g., |sn’t that

AU (L)
ﬁ
O
QL
=

L —
L

3 :'.' O
e H R
= e .

C

=2 U O U

0'\ (P ¢

ge tion of Self, e. gd., should be able to
Je] s " this on my own.

£eptlon of Treatment, e.g., ineffective,
naffiordable, |nacceSS|bIe or “for losers”

erceptlon of Others, e.qg., fear of stigma
"a‘nd discrimination
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Source: Cunningham, et, al, 1993; Grant 1997
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rge ity of people' who do enter

ent do so at late stages of problem
Jerit /compIeX|ty and under external

: ‘:; C|0n (SAMHSA, 2002).

— ’é'AC model does not voluntarily attract

Trie fr
Traeits
SEV/

e

—

_|

-

| ':-"'tqe majority of individuals who meet
- diagnostic criteria for a substance use
disorder.
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D\/e,(\ iOCcUSEd anti-stigma campalgns e.g.,
/e Y IS Everywhere campaign, Ann Arbor, Ml

-rJy ___enlng & Drief intervention programs
e models of community outreach

Stlgmatlzed service sites, e.g., hospitals &
alith clinics, workplace, schools, community
ters
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- Principle: Earlier the screening, diagnosis & Tx
Initiation, the better the prognosis for long-term
(=1e{0)V/=10Y,



9 treatment 1S compromised by
Jlsts (Little Hoover Commission,

rl]r ) altlng list dropout rates (25-50%)
= Fﬁ?‘ser et al, 1998; Donovan et al, 2001).

#‘ =

= Sp;emal ebstacles to treatment access for
some populations (e.g., women) (White &
IHennessey, 2007)
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DIOPOUITELES DETWEER THE cal for an appomtment
Zisciiradadictions treatment agency and the first
freel rma it Session range from 50-64% (Gotthell,
SIENT 10 & Weinstein, 1997).

NEor 1Iy, more than half of clients admitted to

= __'.-;_ addiction treatment do not successfully complete
reatment (48% “complete”; 29% leave against
: staff advice; 12% are administratively

~ discharged for various Infractions; 11% are
transferred) (OAS/SAMHSA 2005).

i
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rlic Jm AVIAT and AD rates constitute a form of
rrerlm ig- e.g., vView: that “TThose who really
YWELRIE v villl stay.”

If] JEN ____Ilty those least likely to complete are not
:_:__-. OSE Who want It the least, but those who need

am
_--_

——= *It the most—those with the most severe &

= complex problems, the least recovery capital,
- _and the most severely disrupted lives (Stark,
1992; Meler et al, 20006).
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SASSEN rr\ & altlng list management
- ed Intake
O\j\/r‘f' o [thresholds of engagement

e | —ased (push force) to hope-based (pull-
= force) motivational strategies

-

-

X
i
L
]_)

"'

F_“%‘ '-Appomtment prompts & phone follow-up of
~  missed appointments

e |nstitutional outreach for regular re-motivation
e Radically altered AD polices (White, et al, 2005)
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VIBUVEBRTSEENT aSs |mportant but as an outcome
SIREISEIVICE Process, not a pre-condition; for
SrIEY e treatment. A strong therapeutic

relru r}e Shlp ¢an overcome low motivation for
__: nent and recovery (llgen, et al, 2006).

’

== = -
—— — e

otlvatlon for change no longer seen as sole

_ prevince of individual, but as a shared
responsibility with the treatment team, family
and community institutions (White, Boyle &
Loveland, 2003).

|| I.



= u w(a*I: assessment is the individual

-i.lb—

== d:irofessmnally -driven
= Intake function



2IVNVodel Strategy: ASW-Q_
RECOVEry Planrﬁh‘-g —

JEIF tihan categorlcal (e.qg., ASI, GAIN)

Sloe
- zreru s -lpased (emphasis on assessment of
€eoveny capital) (Granfield & Cloud, 1999)

r er emphasis on self-assessment versus
yfessional diagnosis

: = Y)pe eff assessment includes individual, family
= *aﬂd [ecovery environment

e Continual rather than intake activity

e Rapid transition from Tx plans to recovery plans
(Borkman, 1998)
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ARAG Vode Vulnerablllty | ‘.5—
ger\/Jc‘ Elemer\"t%=~ =

SWVIGESPrEad UISE' of approaches that lack
SEIenUiic evidence for their efficacy and
nerg /eness (In spite of recent advances)

1\1_ ig] mal individualization of care, e.d.,
=Yeliance on going through the “program”

:'Only superficial responsiveness to special
needs, e.q., specialty appendages rather
igrelg system-wide changes
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rmohrn,."’ on evidence-based, evidence-informed
& ororr mg practices

rJJJfJ degree of individualization, e.g. from
rams" o1 service menus whose elements
== %-_-__-;HaL runlquely combined, sequenced &

= = sSlipplemented

i

_‘--'-‘ - Emphasm On mainstream services that are
gender-specific, culturally competent,
developmental appropriate, and trauma-
Infermed
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;omuo |t|on Uf%ewlce e m
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AG ".‘.'often uses medical (dlsease)
WEaphors but utilizes a senvice team
frleiel rup almest exclusively of non-
|cal pPersonnel.

f model LISes a recovery rhetoric but

~ representation of recovering people in Tx
- milieu via staff and volunteers has
declined via professionalization.

—
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MVBVIO0E Strategy

Corlgeiifely of%erwce aam

drnvelvement off prlmary Cale€

' e:"lce reles, e.qg., recovery coaches

- UrJ Zation of New. service organizations, e.g.
ECON munlty recovery centers (White & Kurtz,
== 20006; Valentine, White & Taylor, 2007)

ﬁ’ fRenewed emphasis on volunteer programs,

- consumer councils/ alumni associations

“ [nclusions of “indigenous healers” in _
multidisciplinary teams, e.g., faith community



AGVode Vulnerablllty Lg_ﬂlé-—oj.,
SEIVICE Dellve‘r_y&"

| on hased:

VESH <ér derstandmg ofi physical and
ltural contexts in which people are
— atter Ipting to initiate recovery

-AC Model question: “How do we get the

2 1]
2\
¢

—
' "_- individual into treatment’--get them from
their world to our world?
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rJOmd elghborhood & communlty-
OrlJ\—‘rI e

RVIEgU Uiestion: “How do we nest recovery in
iflel] atural environment of this individual
=) I create an alternative recovery-

= conducive environment?”

K “Heallng Forest” metaphor; concept of
treating the community
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SEIVICE Dose a'M—Du ration

ONENGI the best predictors of treatment
outcof e s service dose (Simpson, et al,
LI) I\/Iany of those who complete

- 1 el ment receive less than the optimum
@se of treatment recommended by the
' Natlonal Institute on Drug Abuse (NIDA,
1999; SAMHSA, 2002)
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Trl e rlp Iy ol people completing addiction
fekl rrr entresume AOD use in the year following
Al ent (Wilbourne & Miller, 2002).

—-e filf ose who consume alcohol and other drugs
~  following discharge from addiction treatment,
-~ 80% do so within 90 days of discharge
(Hubbard, Flynn, Craddock, & Fletcher, 2001).




ACHVedelNllnerability: Failurg
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Cc‘fc‘: Tye—

—

Most gelg 'Ons treated! for substance
leoena Who achieve a year of stable
ECOV ry do so after multiple episodes of
BlEatment over a span of years (Anglin, et

e X e
I-_-.-

= ‘:1997 Dennis, Scott, & Hristova, 2002).
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egu . fnggi/fReC{av?

InclivieltizlsslgWigle addiction treatment are
'rrcgjlelx galanced between recovery and re-
AAEICLON N the hours, days, weeks, months,

el ;rs fellewing discharge (Scott, et al,
20) ;:}

—— e
e .
= —_— _,_-r- -

=

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

sabotage are present.
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RECOVEry Stabﬂ'i%yr —

Jurruo]l]" Off alceholism recovery: (the point
AVICH risk of future lifetime relapse

clr s s below 1596) is not reached until 4-5
el isiof remission (Jin, et al, 1998).

75% of narcotic addicts who achieve five

~ or more years of abstinence later return to
- opiate use (Simpson & Marsh, 1986; Hser
et al, 2001).
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RNENECOVERY alleviates many  of the famllys
flistofesll problems this early period can also be
EIEMEd 1o as the “trauma of recovery™: a time
o) great ‘change, uncertainty and turmoil.”

r fle U 1safe, potentially out-of-control

= ———of Jronment continues as the context for family
;i_,_,,_ Ifmnto the transition and early recovery

== stages .as long as 3-5 years.

Source: Brown & Lewis, 1999
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ANge continuing care can enhance
/.;_eutcomes (Jehnson & Herringer, 1993;
Je i et al, 2001; Dennis, et al, 2003).

5 i in 5 (McKay, 2001) to 1 in 10 (OAS,
_:;:- SA 2005) adult clients recelve such care
= _‘{( cKay, 2001) and only 36% of adolescents

e

~ receive any continuing care (Godley,et al, 2001)
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iGaeatment as the NM
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Of rno:er dmitted'to the U.S. publlc

EEL rrr rf tsystem In 2003, 64% were re-
enre 10| treatment including 23%

_ Lc; ssmg treatment the second time, 22%
ri? he third or fourth time, and 19% for the
th or more time (OAS/SAMHSA, 2005).

==



RIVINVIedel Strategy: Asserti ———

Appleaches to%‘@ﬂtmumg are

L OSEIEAUMENT MONILEKING| & SUppoert (recovery
SIECKU] §)
Siicge=appropriate recovery education &
SOEICH --’g
A ertlve linkage to communities of recovery
-.'—- If & when needed, early re-intervention & re-
: Imkage to Tx and recovery support groups

e Focus not on service episode but managing the
- course of the disorder to achieve lasting
rEcovery.

-

)
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2IVWVIodel Strategy: Assertive:
Aproaches toContinuing Care

imPrevided to all clients not just those who
ZRRESpONSIbility for contact: Shifts from

&= Client to the treatment

-

——

= organization/professional

_-—I-_E_-_-
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RIVigViede trategy Aw-*

Agorer ches to Continuing Care

3. Tiesllnlefs '~ Capitalizes on critical windows of
yillierahility’ (first 30-90 days following
T ,<) and power of sustained monitoring

RE! overy Checkups)

4_ 1nten5|ty Ability to individualize
—= ffrequency and intensity of contact based
- 0n clinical data
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RIVigViede trategy Aw-*

Agorer ches to Continuing Care

. Dire FJG Contmwty of contact over time with a
oerrnr\ ecovery support specialist for up to 5
Veelf _:J '_"' :

G LLoce "i'on Community-based versus clinic-based

"""_.t-

fflng May be provided in a professional or
peer -pased delivery format

8. Technology Increased use of telephone- &
Internet-based support services

-
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SR ACIVIEdel NV ulnerability: .

elaiije) |p-WMecover —

Corrlrnltipl] |
Peiriiclgerieniln peer-based [EcoVery support
JIOUPSI(AA/NA, ete.) is associated with

19 prr{ rfecovery outcomes (Humphreys et al,
2004).

_— — =
O —
i Tl
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ThlS flndlng IS offset by low Tx to community

~ affiliation rates and high (35-68%) attrition Iin
participation rates in the year following
discharge (Makela, et al, 1996; Emrick, 1989)

1—-_
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Aciiye tége (direct connection to mutual
eljef el Uring treatment) can increase
2l n:.; jon rates (Weiss, et al 2000),

— B =ZE ~stud|es reveal most referrals from
~ treatment to mutual aid are passive

—

variety (verbal suggestion only)
(Humphreys, et al 2004)
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Siaiites Vellnteers Know. edgeable of multlple
el iays/styles of long-term recovery, local
govef‘f ‘community resources and Online

e CJ\ /suppert meetings and related services

- (W e & Kurtz, 2006)
:';-'.'fi'*t ct rielationship with H & | committees and

——-:.'--—

comparable service structures

— °’R_ecovery coaches provide assertive linkages to
- support groups and larger communities of
fecovery.
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GWAG Model:

SEIvice Relationship:

—

— — e ————

BoIInater-Expert Model: Recovery is

eyl Q ‘relationships that are

IIETe: (6 |cal time-limited, transient and
GOl mermallzed

— .--_._—
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=IVINVodel: P . __-.J".a'b—
SETVice Relationship -

EEIEIShIp Medel: Recovery: Is based on
ngede the client/family in recovery
SUpPpPertvVe relationships that are natural,
rauc ocal, enduring, and non-
meruahzed

*-; Fv* is 5 focused on continuity of contact in a
vrecovery supportive service relationship over
‘tiime comparable to role of primary physician.

--Will" require stabilization of field’s workforce
Philosophy of Choice / Consultation Role
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IOWAC Model Vulnerablllt

=Vel et on ‘-:-

OfjgzlRielt >US on measurement of short-
£ OIL COMES of a single episede of care
le poInt In time following

ent outcome Is measured by
ﬁélogy reduction.
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_vghelon
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cus iiect o |tervntions on
- I l n/treatment/recovery careers at multiple
5 inptme (Mclellan, 2002)

EeCUsion long-term recovery processes and
(J__Lé! v of life in recovery.

.;_ & Greater involvement of clients, families &
communlty elders in design, conduct and
1r—1terpretat|on of outcome studies (White &
Sanders, In press).

® Search for potent service combinations and
Sequences.

'-
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QOJ‘ RV represent Aot a reflnement
of mer addiction treatment, but a
fLiglelet nental redesign of such treatment.

2. Ov erselllng what the AC model can
=" a"chleve to policy makers and the public
— fn_sks a backlash and the revocation of
- addiction treatment’s probationary status
as a cultural institution.
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SRMIAIII el ke years to transform addiction
ifeel rmA it firom an AC model ofi intervention to a
=1V mc el Off sustained recovery support.

Tk ﬂprocess will require replicating across the
7_'__.,__-@@*5 ity what Is already underway in the City of
.4--; +Phlladelph|a aligning concepts, contexts
= (infrastructure, policies and system-wide
relationships) and service practices to support
long-term recovery.
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