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el the' shift inl governing models in
Q(JF reatment from pathelegy and
17} ervf" @I paradigms to a recovery paradigm

=1 =k e

ZOUitline a series of recommendations that will
‘f__...-_ Tielp shift addiction treatment from a model of
%‘%‘:" -acute stabilization to a model of sustained

-~ recovery management, with a particular focus
~ 0N post-treatment recovery support services
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ersorrst [EcoVery & recovery advocacy

NWears in the addictions (early years as

JJ“J én clinical director & trainer)
i 20iyears in clinical research
atment & recovery historian

eplphany In Dallas, Texas
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=OCUS: E[ gy and course of AOD problems

N~
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| jon: Sources of AOD problems will reveal
potentlal solution

Cor .rabutions of Model: Charting of multiple
f—ﬁathways iInto AOD problems , new medications
Il treatment of addiction, etc.

Limitations: Health defined as absence of illness.
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5z Using and! evaluating multiple
t interventions will eventually reveal the
essful solutions to AOD problems

tions: hundreds of thousands of people in
"V'/“ ery through Tx pathway

tatlons Focus on short term stabilization
rather than long-term recovery
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SolUtggiss o AGD problems already exist in
IWesselirmillions: of individual/families.

Il gge ved strategies can come from the
= },_ge erience, strength & hope of those
d 3 Teady IN recovery.

_ -Ccmﬂuence of Recovery as an Organizing
- Concept In Addictions and Mental Health
Fields
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Ogrlmmne NCADD, EaVoR, JI, LAC, grassroots
ECovery dvocacy @rganizations)

ACLIOIA r'- ndas
SEarn: fc)rm public epinion & public policy

- . _

_';j: S PUISUE recovery research

_--""'

~ e Enrich recovery resources

“» Transform addiction treatment into a recovery-
oriented system of care
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lepacute Care I\/Fode_l.c_)f‘}-_ﬁ_,
Acleligifely Treﬁ%’ment =

S=NcEsUlated SEt off Senvice activities (assess
aiclr m,r_,-- ,eat dlscharge /Briefi continuing care,
LEINIAL0oN eff service relationship).

Professional expert drives the process.

= ’ZI ice episodes transpire over a relatively short

eﬂod of time (most less than 90 days).
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== [ﬂlelduaI/famlly IS given impression at
discharge (“graduation”) that recovery is now
self-sustainable without ongoing professional
assistance.



de rea "s Ly 87%  fol
: ance-related pro

Acute tare I\/Iogﬂb_-.-z

SIXEMISSIONS One-t |rd AOD use

owing Tx, &
nlems decrease by

Ilowmg T (Mil

er, et al, 2001).

"*-lees of individuals and families transformed
~ by addiction treatment.
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BOVVATTRACTIOR
Onily Iofe of those needing treatment received It

I /OO/ SAMHSA, 2003) & access compromised
9 / _V_\f,r fmg lists (Donovan, et al, 2001).
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= iGFTATTRITION

.

— ﬂore than half of clients admitted to addiction
treatment do not successfully complete
treatment
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BOVVESERV = DOSE

EGEC] c| J= -e doses ofi Tx contribute to risk of
reJruo\ e & ) future readmissions

LAC %ﬁ CONTINUING CARE

- . _

'_E—e:- Al 1 in 5 adult clients participated In

~ continuing care (McKay, 2001) and only 36% of
~ adolescents received any continuing care
(Godley, Godley & Dennis, 2001)
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HrlrFJfJOcL on N peer-based recovery support
UFOE 08 (AA/NA etc.) Is assoclated with
roved recovery outcomes (Humphreys
= : ‘et al, 2004), but is offset by high (35-

-__: 689%) attrition in participation following

- treatment (Makela, et al, 1996; Emrick,

19809)
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205 |- J‘R"A MENTT RELAPSE

flz] cs ty of people completing addiction
ent resume AOD use In the year following
ent (Wilbeurne & Miller, 2002).

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



Aclite Care Treatment as
Ravalvige DO'BY‘

GIRIOSE! a Imitted to the U.S. public

rregl rm“ tsystem In 2003, 64% were re-

HILE g treatment including 23%

| j,;g_ __ssmg treatment the second time, 22%
= for the third or fourth time, and 19% for the
f_’ ﬁfth or more time (OAS/SAMHSA, 2005).
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TNty off alcohoelismi recovery (the point

2IAhich) risk of future lifetime relapse
drops: pelow 15%26) is not reached until 4-5
= yea IS of remission (Jin, et al, 1998).

‘25% of narcotic addicts who achieve five
~ or more years of abstinence later return to
opiate use (Simpson & Marsh, 1986; Hser,
et al, 2001).

-.
L
-



i
—

f*EQQLRECGV ?

agi v

Mosi Iniel) luaIs Ieavmg addiction treatment are
'rrggjlel\ palanced between recovery and re-
rlr](lJ(FE "in the hours, days, weeks, months,
o] ears fellewing discharge.

Recovery and re-addiction decisions are being

~ made at a time that service professionals have
disengaged from their lives, while many sources
of recovery sabotage are present.
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j
ECOVE -y & Relapé@yxlmg OVEI 3 years

Sarnles ik " 6 adults treated in Chlcago TX
J‘rl(J]JF]\—*\

l\/lecujr,j eﬁt Interviews at 6 months; 24
mom 155 56 months following index Tx

= ,J_weeg -in community using, incarcerated, in
;:f,a_ reatment, or in community not using

__ it

| -J:lndlng 83% changed status at least once during
3'years; 36% 2 times; 14% 3 times

Scott, Foss, & Dennis (2005)
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es of eople meetlng |fet|me critena for a
VIS JV sUlstance Use Disorder in community.
dtreatment samples reveal that 58-60%
/e aIIy achieve sustained recovery (i.e., no
_ndence oI abuse symptoms for the past
far) (Kessler, 1994: Dawson, 1996; Robins &
*Regler 1991; Dennis et al, 2005).

'Questlons How do we convey the reality of
recovery? How do we increase the
prevalence of recovery?

Sitclle
C
J
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ACEICHO _ reatment/Recoveny. ...

Jdlieers

—

SiclIlEsubstance dependence recovery among Tix
ogoulgnu@ usually fellows multiple Tx episodes
ovér rs (Anglln et al, 1997; Dennis, Scott, &

Of recovery careers.
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glisyior a New Model of S—
-

Eatment: Viany Names

SehTonic Disease Management (O’Brien &
l\/ILLeHrr 1996 McLellan, et al, 2000)
r,<r~m@ g Case Monitoring (Stout, et al, 1999)

%@fe y:Management (White, Boyle & Loveland
9¢ 8 2002 Dennls Scott & Funk, 2003)

Denns 2001)
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O ICOINES
{8 HoJr eatment monltormg

__; edl recovery coaching
: ge-appropriate recovery education
| ,-.._:—;- _ ssertive inkage to communities of

.

=
am

— — = recovery
- 5. When needed, early re-intervention

6. Recovery community resource
development
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ENECT Recovery Management Checkups
NI C le

Jflfffé e 448 individuals randomly
~ A .1gned to receive over 2 yrs either

—

_:a,._q'uarterly assessment interviews or
- quarterly recovery management
- (assessment with re-intervention and

linkage to Tx)

__F
\



Siciely FJfJC ;
-r'ru _a cs& lgned to RMC more likely to return
Tsooner spend more days in TX, &

_ .-:flfs&llkely to be Iin need of Tx at 24
- months

=



EEUIEY;"Godley, Dennis, et
Adol'_‘w‘é 'n”t“Sllquf (2 ‘

SEl mole 114 adolescents discharged from
P T ,< ndomly assigned to aftercare as
lmc assertive continuing care (ACC)

nterventlon Home visits, sessions for
=== a.’dalescents parents and joint sessions,
— ’case management
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Findings el s T

. I—-
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i, ACC e p had a significantly higher
_Qﬂ;; Agement/retention rate

=2 AGC group averaged more than twice the

.-_-r—'"'-

= ,-contlnumg care sessions as the control group

= —
- e

- 3. ACC group showed lower relapse rates for
= == alcohol and cannabis; days to first use longer
iIn ACC group members who did use



therstiidies are.Confirmin
pENelinical ﬂﬂgg@st
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- reler -pased post-treatment
mf tormg and support (McKay, 2005)

= iternet-based recovery support services
== J(Vlrtual Recovery) (White & Nicolaus,
,*2005)

& Recovery Homes and Voluntary Recovery
Communities (Jason, et al, in press)
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=GO e of Post- Treatment
Mr |tor|ng and Support
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=~ 10 Recommendations
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Truth abo@mﬁ—

=

Crizillgrief/e the expectatlon that full recovery should
IERCIC n aved fromi a single Tx episode. Educate
ngluue |ents families, employers and allied

Srof sssionals on the need for sustained recovery
nagement similar to that applied to the
F‘i:‘_f management of such illnesses as diabetes and

~ heart disease.

_L



ZaGhange our attitudes towardi..
Ieividuals withiprior: treatment

IIGIIpC ISt ot an indicator of POOK Prognosis

r.mrl': shiouldinet be grounds for service

e,<,r s sion.  Confront any perception of

urnlng clients as “losers” who are taking

;;;;- *-:=*‘ p ‘Space that others deserve. We need to

welcome returning clients, praise them for

| = service re-initiation, offer immediate support,
and help them extract lessons from their
relapse experiences.
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ZEUIIT g-R@_g\vnst:"

Bl \/\/JJJor (Co-founder ofi AA) & Marty Mann
(Alcgglol _m Public: Health pioneer) had 10 prior
X eorfe des pbetween them before the Txs that
Jer] to their permanent recoveries and their

— his -eﬂcal contriputions.

- -

= ‘flffew mlght history have been different if they had

~~ been treated as “losers” or “retreads”
- and denied access to treatment?



Step, Providing Serial s
J150des of the'Same Tx

)
.
I—l
E

< e Yeliner ther practice of' repeatedly providing
ne gnm reatment services that have failed to
fiabe sustained recovery.

ethods nave optimal responders, partial

Zeee—p nders & hon-responders. We must search

*‘ ':e - potent combinations and sequences of Tx

~ and recovery support services by giving staff

- _permission to rethink assumptions/methods and
combine service/support elements in new ways.



sRromote a Philosophy offs

CrJOJ : —_— =

-

R _—

e

nerneiedge the legitimacy of multiple
geiiways and styles of recovery and
0fof] jote a philosophy of choice in post-
= e tment [ECOVErYy SUpport resources.

We 1 must all become experts on the varieties
~ of recovery pathways/experiences. We
- have been trained as addiction experts; it
IS time we became recovery experts!

=
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e Multiple Tx -
Jlse '@s With a lLengeterm

AD) =42l

K e |sodes of past and' future treatment 0)Y,

C OF eptuallzmg the overall course of

[Ecovery management. Shift the service

m’phasis from detoxification and

= tablllzatlon (early recovery Initiation) to

= Iong -term recovery consolidation and

, maintenance. Conceptualize and implement

- multi-year service plans for clients with high

' problem severity/complexity and low
recovery capital.
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5y Replace “Aftercare as a
Affits e'_" ught” With Sust d*""’

Irje) 2 e Continuing|Care. .

2 Agelflelo) | Use of the term “aftercare’; engoIng
e ove rmanagement Is the essence of Tx, not
211) gt onal adjunct.

| r\rﬁ | don “discharge planning” and provide

-*-_-_;- .- stained continuing care as an expected

= -component of treatment for individuals with high
= ‘problem severity & complexity.

® Design and implement systems of assertive
continuing care




——

Assertive Continuing Care:
/S, _d'f_t_eFC_are =

ipIoVided 10 all Clients not Just Those
\/\/no raduate

: < S[0 S|b|I|ty for Contact: Shifts from
- = Client to the Treatment
-- rganlzatlon/ProfessmnaI (Iike my

= ‘dentlst office)

.4-#:
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Ag:: [Ive Contmumg C
50 d|t|0T1'ﬁ'fI-Aftercare

- —— p— —

3, Tingllglels * Capitalizes on Critical Windows
Of "‘rability (first 30-90 days following
orm zl y %) and Power of Sustained

~ MlYs |tor|ng (Recovery Checkups)

—

fntens,lty Ability to Individualize
- Freguency and Intensity of Contact based
- on Clinical Data
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Ass: Ve Continuing C
50 d|t|0T1‘afI-~Aftercare

. Dureiife -_:'; entinuity of Contact over Time with
PYimany Recovery Support Specialist (Recovery
egfue ‘OVEr 2-5 years or longer)

ation: Community-based versus Clinic-based
H_‘- ( 'f‘e sUS 0n the ecology of recovery)
(’ntegrahon of clinical and community

= ~development models)

7. Staffing: May be Provided in a Professional or
Peer-based Delivery Format

o
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: f']']i Selvice Relatienships froe
r]ef 9Ert Viedel torSustalnet
fiership/Consultation _I_\/I(_)del |

2
cl

D omé service relationships that are

fhlerarchlcal (partnership model) and

o s transient. Promote a sustained

‘fécovery support relationship that is

:" analegous to service relationships crucial
10 the long-term management of
diabetes, hypertension, asthma and other
chronic primary health conditions.



xploréerCreative Strategiesgfior~
110 —-&jﬁgmet-abage& -

/ERY: SUppPert SEnRVICes:

SEsi0f elephone & Internet-based Systems of
ACC .

giilseni Vodels: Betty Ford Center, Hazelden

— 1> Waintaining the recovery

—%'f'?.r’é'l_ationship/partnership (Scott’s concept pf

T
S—— it
_—"

- “creating valued space” in the client’s life)
2. Monitoring & feedback

3. Recovery coaching

4. Early Re-intervention



O} Facilitate Client: Involvement

REVOIUNtan.Communities of
RECONVE -
AV BYENETECTVEr USE 0i Seber housing

- \Jurrure development and diversity of peer-
SEISEENECOVErY sUupport groups & permanent
regr ery communities

= Strengthen relationships with local recovery
g;lu pport groups
- & Rebuild veolunteer and alumni programs

“e Develop protocol for assertive linkage (e.g.,
mateching to groups, meetings, individuals)

— -




asign & Implement Pe _.-,,,

J e} ecov‘ef%upport odels

® Ppst-Tx Recovery Support Services



RECOVEry: A Conceptuali&, o
SBinan Bridge: ~

SMISLENCAl Contiict hEtWeen addictions and
mém,r.gw IEalth fields

”:l[[]e\e problem ownership, theories of
el sation & treatment methods.

e A B ped A our own historical models

_

-_'-.--

;—:*f,Addlctlons—Pathology focus, time-limited service

- Mental Health— —Pathology focus, time-sustained
- service

Both have lacked a fully developed, vibrant
recovery concept as their organizing center




RECC ry AConcept

SBiian Bridge:

SRECOVEry A2l an' emerging organizing concept has
emormu IS'potentiali for person-centered models
of Jef\ e ntegration.

- %éé ery advocates from these two fields are
= meeting with increased frequency and finding
E{-:"fcommon ground. They will exert a significant
- influence on service systems in the coming

~ decade.
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RECOVENY: AConcept
il Jff- Brldgé"’*-

SRIENOICES Of advocates from both fields
elf'e rJr»: REcovery Is more than the
AIISEY? ice of disease. It is about a

me nmgful & purposeful life, autonomy &
*"”* elce safety & security, friendship &
1eve family participation, productivity &
play and it is about citizenship and service
to others.
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RECOV/ Ty by N Means
J\J EC _ssary'

- i
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f@ntlnmty of Contact In a
- Sustained Recovery
Support Relationship
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SRVIILE Bo_yle/ Loveland (2003) Alconolism

eanent Quariery, 3/4:107-130; Behavioral
/22l illanagement 23(3):38-44.

P \f.\?‘ . W. (2005). Recovery Management:
~— — What |f we really believed addiction was a
g{:“ “chroenic disorder? GLATTC Bulletin.
-~ September, pp. 1-7.
- * White, W. & Kurtz, E. (in press) The Varieties
of Recovery Experience GLATTC Monograph
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