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entation Goals >

\ n.of the emerging
2covery movement and the concept of
ecovery oriented systems of care.

‘Outline the “workforce crisis” in the
addictions field and the national and
regional efforts to mitigate the crisis.

. Discuss the importance of workforce
within the emerging recovery
movement.




the beginning w.

SIS THE LAW NUST RECOGHITE - 1EADENG facr, e
MEDICAL NOT PENAL TREATMENT
REFORMS = DRUNKARD,

Boston Washingtonian Home




0 the beginning @ -

=gt of Alcsbelics Assmmes™

BY
DR.LE. KEELEY
DWIGHT, ILL.

Lsbet s Koy a3 s Baitle

o TA Mty
- g

e nmberalgnei do MEBGE my mars_and honoe

, fee-for-service, “graduation” from treatment,
ow compliance.
Dnly 20% of those who need Tx receive it (Hoge et al., 2007)

850-64% dropout between call for appointment and first
reatment session (Gottheil et al., 1997).

More than 50% of clients admitted to Tx do not successfully
complete it (OAS/SAMHSA 2005).

o 50% drop out in first month (watkins et al., 2003).

o High waiting list dropout rates (25-50%) (Hser et al., 1998; Donovan
et al, 2001).

o 80% of relapses occur within 90 days of discharge (Hubbard et al.,
2001).




reﬁuWe Are Today (cont'd)..._

I, AOD use decreases by 87% &
tance-related prob'l?ams decrease
0% following Tx (Miller et al., 2001).
iVlisleading outcomes because these
--_‘;:‘-measures do not capture changes in
lives of individuals and families due to
addiction treatment.
= What aren’t we discussing?...

in services offered and for
service professionals -
currently and in the future?

overy from alcohol and drug problems is
process of change through which an

dividual achieves abstinence and improved

thealth, wellness and quality of life (csar, 2007).

* Recovery from substance dependence is a
voluntarily maintained lifestyle characterized

by sobriety, personal health and citizenship
(The Betty Ford Institute Consensus Panel, 2007).
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ign a Recovery-oriented System of
[ iples of Recovery)

Sional Definition: Recovery-oriented systems
i care (ROSC) are networks of formal and
fiformal services developed and mobilized to
“sustain long-term recovery for individuals and
families impacted by severe substance use
disorders. The systerm in ROSC is not a treatment
agency but a macro level organization of a
community, a state or a nation.

Kaplan, 2008

econd Task (cont’d):
[ Recovery-oriented-System of
ré (based on Principles of Recovery)

odify funding/reimbursement strategies to align with
fecovery goals (Kaplan, 2008; SAMHSA NOMs).

~ & Require an ongoing process of systems improvement
that incorporates recovery voices (I0M, 2001; Clark, 2008).

® Set all within the context of a new model for addiction
care which focuses on building resiliency and helping
individuals achieve recovery and total wellness (Flaherty,
2006).

Build a ROSC

¥
iculty in moving from deficit-or-problem focused thinking to s
ength-based focus and a chronic model of care
rweak infrastructure and staff turnover
=lack of protocols and finances to support recovery

= maintaining quality and accountability ... and uniqueness!
- maintaining the “peer-ness” of peer recovery
- resisting pressure on budgets — both recovery and treatment are
needed
- obtaining reliable data
- Kaplan, 2008




Buildind??esiliency, Wellness, and Recovery — A
or the Prevention and Management of SUDs...

_-‘-:3_..‘

g Principles of Reeovery-

re a any pathways to recovery
Sovery is self-directed and empowering

gcovery involves a personal recognition of
€ need for change and transformation

Recovery is holistic
* Recovery has cultural dimensions

® Recovery exists on a continuum of

improved health and wellness
(CSAT, 2007)

id?rﬁﬁ‘Principles of Recovery
(eont’d) -

covery involves a process of healing and
definition

nd transcending shame and stigma
® Recovery is supported by peers and allies
® Recovery involves (re)joining and (re)building
a life in the community
® Recovery is a reality

(CSAT, 2007)
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Task: Measure Everything!

d an agenda for recovery research (Laudet, 2008;

hy is this important ? (evidence-based practice)

ystem level performance measures of recovery — e.g.,
access to care, achievement of recovery, infrastructure
development and training readiness; SAMHSA NOMs

o-System and agency intermediate service measures —
early identification, engagement, and retention

o Individual and agency long-term recovery measures
— resolution of alcohol or other dug problems, health,
safety, and life meaning.

White, in press

ask: Measure Everythingl-

’ measure treatm_e_znt progress and
IWVEry (McLellan et al., 2005; Flaherty, 2006) — practice-
ed evidence

gasure cost of individual recovery in the
fcontext of the whole system and to society (i.e.,

hronic disease framework; zarkin, et al., 2005; Pelletier
& Hoffman, 2001)

® Convey results of measurement to all
stakeholders (10 P’s) — person/patient;
parent/family; pastor, police, press, payer,
purchaser, philanthropist, policy maker and
professor/researcher (Flaherty, 2006).

hat would a true
ROSC look like?

(10 dimensions of care)




hange public perception of Tx and recovery
Acceptable to seek help, be in Tx, or be in recovery

& SProvide Preventative Care (Strategic
Prevention Framework w/Risk and
Protective Factors)

oPrevent increasing severity — improve public opinion
o Integrates general medical and behavioral care

._‘A’ttraction (cont’d)

reat SUD like a chronic disorder
Viore successful Tx — specialty and non
Blmproved life functioning (better public
perception)
®Publicly accepted and available Tx

eNon-stigmatizing service sites

olntegrated care (hospitals, PCP, community
centers, etc.)

o“No wrong door”

ive waiting list management with pre-
atment clinical supports

*[nsurance/reimbursement parity
*Appointment prompts/phone follow-ups
*Hope-based motivational strategies
*Fair AMA and AD rates




2. Access and Engagement

ion for change is no longer seen as the sole
ce of the individual, but as a shared responsibility
i'the treatment team, family and community
tutions (White, Boyle & Loveland, 2003).

= Motivation is seen as important, but as an outcome of a
service process, not a pre-condition for entry into
treatment. A strong therapeutic relationship can
overcome low motivation for treatment and recovery
(ligen et al., 2006). Motivation is understood with recovery
capital.

3. Assessment and Service
Planning

recovery environment (family, community, etc.)

*Emphasis on self-assessment and client-driven
goals

® Continual interaction with individual

(Borkman, 1998; White & Kurtz, 2006)

4. Service Elements

~ adaptability using real-time feedback

*Built-in time for clinical supervision and
skill-building opportunities




A providers are specialists
gration of community-based resources
BRecovery community centers (white & Kurtz, 2006;
Valentine et al., 2007)
oAncillary services like housing, employment
assistance, child care, etc.
eCentral role of community and volunteer
programs, consumer councils, alumni
associations, and culturally appropriate
services

T

ocus of Service Delivery.-

amily, neighborhood, and
mmunity-based.

*“Healing Forest”

T

ervice Dose and Duration.

, doseand-duration based on
entific evidence (ioa, 1999)

JSe of assertive continuing care
Strategies (scott et al., 2005)

sAssertive management of individual
in recovery for up to five years

10



. Service Dose and Duration (cont’d):
ve Approaches to Continuing Care

nd support (recovery

or all individuals
'Use technology

Stage-appropriate recovery education and
“coaching.

s Assertive linkage to communities of recovery.
® Continuity of contact - disease management.

* Individualization of contact based on clinical
data.

ervice Dose and Duration (cont’d):
| Supporting Use of Assertive Continuing Care

of alcoholism. recovery.is not reached until 4-5
remission (Jin et al., 1998).
25% of narcotic addicts who achieve 5+ years of

jnence return to opiate USe (Simpson & Marsh, 1986; Hser et
001).
amily recovery can take up to 3-5 years (srown & Lewis,
B 99).
*Post discharge continuing care enhances recovery
OutComes (Godley et al., 2001; Dennis et al., 2003), but:

o Only 10-20% of adult clients receive continuing care
(McKay, 2001; SAMHSA/OAS, 2005).

o Only 36% of adolescent clients receive any continuing
care (Godley et al., 2001).

Itiple pathways/styles of long-term recovery,
ocal recovery community resources, and

g8 alternative methods of accessing support (online forums,
meetings, etc.; white & Kurtz, 2006).

*Direct relationship with Hospitals & Institutions
committees and comparable service structures.

® Assertive linkages to a range of support groups (not
just AA or 12-step-based programs) and larger
communities of recovery.

11



Focus on continuity of contact in a recovery-
supportive service relationship comparable to a PCP.

®Service providers play more of a ongoing consultation
role and adhere to a “philosophy of choice.”

This requires a stabilization of field’s workforce!

0. Evaluation

-

icus on effect of interventions at multiple points in
cLellan, 2002).
on long-term recovery processes and quality
life in recovery.

®Greater involvement of clients, families,
communities, and elders in design, conduct, and
interpretation of outcomes (white & Sanders, in press).

*Search for most effective service combinations and
seguences.

16 Evaluation (cont’d)
ples of Recovery Measures

*9% of clients involved in recovery
support mtgs in first 30 days after
discharge

*Total and average number of weekly
mtgs attended in first 90 days after
discharge

*Pct of individuals referred to 12-Step
groups who have temp or
permanent sponsors in first 30 days
after discharge

*Post-treatment reoccurrence rates

12



ajor changes to the existing
stem of care can occur without
addressing the addictions
workforce crisis

The Workforce Crisis

_ult to recruit and train a sufficient number of
d i “treatment demand

"W opportunities for training to build skill due to
e-for-service structure.

“Hard to attract and/or retain individuals with higher
degrees due to low pay.

e Salary and benefits for certified or licensed SUD
professionals are significantly lower than for related

fields like Mental Health and Nursing (u.s. Department of
Labor, 2003).

Morkforce Crisis (cont'd).

amounts of time spent on administrative
es (instead of clinical care)
Directors spend 73% to 87% of time on admin duties
Staff spend 36% to 42% of time on admin duties
f(Knudsen et al., 2005; RMC Research Corporation, 2003)
taff turnover rates in community agencies are
high — 20% to 25% annually (nudsen & Gabriel, 2003).
* No uniform standards (DHHS, 1998; 2000).

* Shortages and geographic maldistribution (csa,
2000).

***Qperational Readiness Capacity***

13



don’t be too di.scouraged.

~ We are working on it...

Historical Workforce
opment Efforts-(National)”

. NAADAC founded

85 President’s Commission on Mental Health - call for
tematic training, cultural competency, and multidisciplinary

)93: SAMHSA - Workforce and Training for Mental Health
Systems; ATTC Network established

® 2000: CSAT - Changing the Conversation
® 2003: President’s New Freedom Commission — The mental
health field needs “a comprehensive, strategic plan to improve

workforce recruitment, attention, diversity, and skills training”
(New Freedom Commission on Mental Health, 2003)

STRENGTHENING
PROFESSIONAL

IDENTITY

14



Workforce Development
orts (Regional/Local)

> Network -
proving standards of education and treatment
ssemination of research-based strategies
J0ls at the community level
xample of NeATTC — 3-state effort with regional
i summits to keep all focused
*CAPT Network
otraining and development of prevention
specialists
ouse of evidence-based practices in the design of
community prevention programs

Workforce Solutions

overy support supervisors, who serve as the technology
nsfer agents for the latest research and best practices
prove student recruitment with educational institutions,
cusing on under-represented groups
* Include training on addictions as part of education
programs for primary health care and for other health and
human service professions
* Support the development and adoption of national
accreditation standards for addictions education programs

Where is recovery??

A rlg?é’i"ce Solutions (cont'd)

ldening the Concept of Workforce:
Annapolis Coalitic oge et al., 2007)
icantly expand the role of individuals in recovery,
their families where appropriate, to participation,
mately direct and accept responsibility for their own
€; educate the workforce.
)bjectives:
o provide information about recovery
o develop shared decision making skills
o significantly expand peer and family supports
o increase employment of recoverees and families as paid staff
in treatment
o engage those in recovery in all training, roles

15



Bringing Recovery Back into
Treatment
{ ificati American
unities of recovery - 20 million Americans
€ a message to tell!
fIEw recovery advocacy movement built on an
‘informed histo
‘Recovery community building (Arizona,
Connecticut, New Mexico, Alaska, Florida, North
Carolina, Pennsylvania, New York, et al.)
* Need for payers to reconnect treatment to the
more enduring process of personal/family
recovery

White, 2004; 2005; 2006; 2007; in press; Flaherty, 2006; Kaplan, 2008

Bringing Recovery Back into
reatment (cont’d)

om pa ogy-and intervention
adigms to a “Resiliency, Wellness and
3covery” paradigm
BEtindamental shift in how providers interact
with clients
New tools, e.g., CT DMHAS Agency Recovery
Self-Assessment; Recovery-oriented SA Tx
checklist
* Need for leaders to see wellness and
recovery to ensure their ongoing support
and end their disillusionment!

White, 2004; 2005; 2006; 2007; in press; Flaherty, 2006; Kaplan, 2008

ns of a Paradigm Shift_..

ince-based conceptualizations of addiction as
nic disorde er; etali; 1997; McLellan et al., 2000;
Scott, 2007); Consensus-based (Flanerty, 2006).

el PET scans of

lormal .
normal brain

sl and brain of

-+t cocaine user

(Brookhaven

b National

o Laboratory, 2006).

!_x,f 4 ' -

Cocaine Abuser (100 days)
Science is catching up to experience!

16



model of TX (White, in
); emergence of recovery focused

= Behavioral health care policies & programs
(e.g., 10M, 2006; CSAT's RCSP & ATR programs; RWJF’s
Advancing Recovery Program)

® “Recovery-focused systems transformation”

efforts (Clark, 2007; Kirk, 2007; Evans, 2007; CSAT,
2005; Kaplan, 2008)

Signs of a Paradigm Shift

nda (White, 2000; White & Godley, 2005; Laudet, 2008;
AA and NIDA)

BEfforts to create a new and newly

uanced language, e.qg., efforts to define
recovery, recovery-oriented systems of
care (ROSC), recovery capital (Granfield & Cloud,
1999), recovery supports and recovery
management ( RM) (e.g., The Betty Ford Institute

Consensus Panel, 2007)

ding the Science of Recovery
i many people in the US are in recovery and how did they get

Are we curing addiction?
hile we share many characteristics of other chronic illnesses, we

re also unique and must be seen as such to susutain remission.
= when does recovery begin?
=what are the paths to recovery?
- is someone on methadone or buprenorphine in recovery?
- is recovery different in different ages and groups?

- Laudet/IRETA, 2008

17



Jut we are not
there yet...

se and monitoring of performance improvement
strategies (NIATx, POLaRIS)

ange in Policies
‘0 Mental Health Parity!
Change in Attitudes (down with stigma!)
o Broad-based educational efforts
* Unification of Field (Recovery and Tx together)

o Need to address fears of all stakeholders, especially
regarding what they think they will lose.

e Stabilize and build workforce...

lements for Effective Recovery
riented Workforce Development

ividuals in recovery

Provide workforce education based on lived
experiences

=0 Better connect these individuals with
~ educational support so they can enter
workforce
® Concerted recruitment and retention
efforts at all levels. Especially focus on:
o Increasing cultural and linguistic diversity of
workforce; cultural competence
Hoge et al., 2007

18



0 ded to-educational methods
course content (e.g., RI)
All should be teaching students to view Tx
hrough a recovery-orientation

© Methods should follow implementation science
(Fixsen et al., 2005)

o Certification/uniform standards for individuals
providing recovery services

® Connect with the local community — Build

its capacities, offer support, accept

support from it.

Hoge et al., 2007

redesign of
ment. (white, 2008)

Overselling what the AC model can

‘achieve to policy makers and the public
risks the further loss of confidence and
further backlash and the revocation of
addiction treatment’s probationary status
as a cultural institution. (wnite, 2008)

\A ake yea o.transform addiction
eatment from an AC model of
ptervention to a ROSC.

‘That process will require unified
implementation of a new model to direct
care, a clear understanding of recovery,
and a focus on recovery.

a. Nationally replicate efforts already underway
to support long-term recovery. (Kaplan, 2008)

19



community-based
* committed to peer services
*® involves families and other supports
® ongoing with monitoring and outreach

tcomes oriented
inticipatorily practiced
“competency-based
== built on collaborations and partnerships
* jnvolves continuity of care
* research-based
* flexibly funded

ommunity recovery

SNasirong business case and well-established cost

£ benefits, the addictions field will not be able to

= move forward without this unified vision that re-
prioritizes the hope and value of addressing
addiction in America. In the end, only this value,
stimulated by measurable recovery, will turn the
tide in addressing an illness that effects.

20
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.

Addiction Effects:

10 Americans 1in 8 Veterans

5 families 1in 2 homeless
1in 4 elderly

“1in 20 newborns 80% of those in jail

35% of all school 60% of CYF referrals
children

- Goethe

ilding a Systemic Vision for ..
Bsiliency, Wellness and Recovery

Michael T. Flaherty, Ph.D.
*Institute for Research, Education and
Training in Addictions (IRETA)

= and
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flahertym@ireta.org

21



Anglin, M.D., Hser, Y., &Grella, C.E. (1997). Drug addiction and treatment careers among clients in the Drug
| Abuse Treatment Outcome 'Sk!uw (DATOS). Psychology of Addictive Behaviors, 11(4), 308-323.
Betty pstitute Consensus Panel, The. (2007).What is recovery? A working definition from the Betty Ford
pf Substance Abuse Treatment, 33, 221-228. -~ -
. Is recovery planning any different from treatment planning? Journal of Substance Abuse

& French M (2000) Symptoms of Dependence, Multiple Substance Use,
journa

ice Abuse Treatment. (2007). National Summit on Recovery: Conference Report. DHHS
0. (SMA) 07-4276. Rockville, MD: Substance Abuse and Mental Health Services Administration.
. Recovery as an organizing concept. Accessed June 26, 2007 at

Y%

ce Use Pmblems and Disorders. Presented at “Allgnlng Concepts, Practice, and Contexts to Promote
erm Recovery: An Action Plan”, Philadelphia, PA. Retrieved on July 8, 2008 from
PREpWw.ireta.org/ireta_main/philly/CLARK-CSAT-PublicHealthApproach.ppt

Dennis,-M. L., & Scott, C.K. (2007). Managing addiction as a chronic condition. Addiction Science & Clinical
Practice, 4(1), 45-55.

Dennis. M.L:; Scott, C.K. & Funk, R. (2003). An experimental evaluation of recovery management checkups (RMC)
for people with chronic substance use disorders. Evaluation and Program Planning, 26(3), 339-352.

Dennis, M.L., Scott, C.K., Funk, R., & Foss, M.A. (2005). The duration and correlates of addiction and treatment
careers. Journal of Substance Abuse Treatment, 28, S51-S62.

Dennis, M.L., Scott, C.K., & Hristova, L. (2002). The duration and correlates of substance abuse treatment
careers among people entering publicly funded treatment in Chicago (abstract). Drug and Alcohol
Dependence, 66 (Suppl. 1), S44.

Evans, A. (2007). The recovery-focused transformation of an urban behavioral health care system. Accessed
June 26, 2007 at http://www.glattc.org/Interview%20With%20Arthur%20C.%20Evans,%20PhD.pdf.

Flaherty, M. (2006). A unified vision for the prevention and management of substance use disorders: Building.
| res/llency, wellness and rec shift from an acute care to a sustained care recovery management
- ttsh Institute for Research, Education and Training in Addictions.
D. & Dennis, M.L. (2001). The assertive aftercare protocol for.adolescent substance
lagner & H. Waldron, (Eds.), /nnovations in adolescent substance abuse interventions (pp.
York: Elsevier Science Ltd.

, J.A., Daniels, A.S., Stuart, G.W., Huey, L.Y. & Adams, N. (2007). An Action Plan for
{ealth Workforce Development. Rockville, MD: Annapolis Coalition, Substance Abuse and Mental
ices Administration. Retrieved on July 7, 2008 from
I88.gov/\Workforce/Annapolis/WorkforceActionPlan.pdf
glin; M., Grella, C., Longshore, D. & Prendergast, M. (1997). Drug treatment careers: A conceptual
work and existing research findings. Journal of Substance Abuse Treatment, 14(3), 1-16.
loffman, V., Grella, C., & Anglin, D. (2001). A 33-year follow-up of narcotics addicts. Archives of
eIa/Psych/at/y 58, 503-508.
ibbard, Flynn, P.M., Craddock, G. & Fletcher, B. (2001). Relapse after drug abuse treatment. In F. Tims,
= C. Leukfield & J. Platt (Eds.), Relapse and recovery in addictions (pp. 109-121). New Haven: Yale University
Press.

Humphreys, K., Wing, S., McCarty, D., Chappel, J., Gallant, L., Haberle, B. et al. (2004). Self-help organizations
for alcohol and drug problems: Toward evidence-based practice and policy. Journal of Substance Abuse
Treatment, 26(3), 151-158.

ligen, M.A., McKellar, J., Moos, R., & Finney, J.W. (2006). Therapeutic alliance and the relationship between
motivation and treatment outcomes in patients with alcohol use disorder. Journal of Substance Abuse
Treatment, 31, 157-162.

Institute of Medicine. (2001). Crossing the Quality Chasm: A New Health System for the 21st Century.
Washington, D ational Academy Press.

Institute of Medicine. (2006). /mproving the quality of health care for mental and substance-use conditions.
Washington, D ational Academy Press.

Ht

Jin, H., Rourke, S.B., Patterson, T.L., Taylor, M.J., & Grant, |. (1998). Predictors of relapse in long-term abstinent
| atcoholics. Journal of Studies on Alcohol, 59, 640-646.
<apl . The Role of Recovery Support Services in Recovery-Oriented Systems of Care. DHHS
\) 08-4315. Rockville, MD: Center for Substance Abuse Treatment, Substance Abuse and

e veﬁ ‘An Action Plan”, Philadelphia, PA.
July 8 2008 from Juish //vwvw ireta. ur/lvela main/recoveryCD/ResearchBriefLaudet2008.pdf
). Effectiveness of continuing care interventions for substance abusers: Implications for the

002) Have we evaluated addiction treatment correctly? Implications from a chronic care
e. Addiction, 97, 249-252.
leKay, J.R., Forman, R., Cacciola, J. & Kemp, J. (2005). Reconsidering the evaluation of addiction
: From retrsospective follow-up to concurrent recovery monitoring. Addiiction, 100, 447-458.

., Lewis, D.C., O'Brien, C.P. & Kleber, H.D. (2000). Drug dependence, a chronic medical illness:
lications for treatment, insurance, and outcomes evaluation. Journal of the American Medical Association,
£ 28#(13), 1689-1695.

MTner W.R., Walters, S.T. & Bennett, M.E. (2001). How effective is alcoholism treatment in the United States?

Journal of Studies on Alcohol, 62(2), 211-220.

Scett, C.K:, Dennis, M.L. & Foss, M.A. (2005). Recovery management checkups to shorten the cycle of relapse,

treatment re-entry, and recovery. Drug and Alcohol Dependence, 78, 325-338.

National Institute on Drug Abuse (NIDA). (1999). Principles of Drug Addiction Treatment (NIH Publication No. 00-

4180). Rockville, MD: National Institute on Drug Abuse. Retrieved from

http://www.nida.nih //PODAT/PODAT Int html
Pelletier, L.R., & Hoffman, J.A. (2001). New federal regulations for improving quality in opioid treatment

programs. Journal of Healthcare Quality, 23(2), 29-33.

Simpson, D.D., & Marsh, K.L. (1986) Relapse and recovery among opioid addicts 12 years after treatment. In F.
Tims, & C. Luekefeld, Relapse and recovery in drug abuse (NIDA Monograph 72). Rockville, MD: National
Institute on Drug Abuse.

22



Substanoe Abuse and Merﬂ"ﬂeﬂ_h Services Administration, Office of Applied Studies (SAMHSA/OAS) (2005).
eatment Eplsode Data Set (TEDS): 2004 Treatment D|scharges Accessed January 30, 2008 at
htm

—

. & Taylur, P. (2007) The recovery communlty; organization: Toward a definition.
1 July 8, 2008 from

05). Recovery: Its history and renaissance as an organizing construct. Alcoholism Treatment

23(1), 3-15.

I6). Let’s go make some history: Chronicles of the new addiction recovery advocacy movement.
iRgton, D.C.: Johnson Institute and Faces and Voices of Recovery.

A Addiction, 102, 696-703.
White;W.(2008). Toward a philosophy of choice: A new era of addiction treatment. Counselor, 41), 38-43.
White, W. (in press). Recovery Management and Recovery-oriented Systems of Care: Scientific Rationale and

Promising Practices. Pittsburgh, PA: Institute for Research, Education and Training in Addictions.

White; W., Boyle, M., & Loveland, D. (2003). Recovery management: Transcending the limitations of addiction
treatment. Behavioral Health Management, 23(3), 38-44.

‘White, W., & Godley, M. (2005). Addiction treatment outcomes: Who and what can you believe? Counselor,
&3), 52-55.

White, W., & Kurtz, E. (2006b). Linking Addiction Treatment and Communities of Recovery: A Primer for
Addiction Counselors and Recovery Coaches. Pittsburgh, PA: Institute for Research, Education and Training
in Addictions.

White, W., & McLellan, A.T. (in press). Addiction as a chronic disease: Key messages for clients, families and
referral sources. Counselor.

Whlte, W., Scott, C., Denn?'M ) &E Boyle M. (2005). It's time to stop kicking people out of addiction treatment.
elor, ﬁz) 12-25.
trengthening Professional Identity: Challenges of the Addictions Treatment Workforce,
stance Abuse and Mental Health Servlces Administration. Retrieved on July 7, 2008 from
ig

A, D. (2005). Beﬁeﬁts and costs of methadone treatment: results
ulation model. Health Economics, 14(11), 1133 — 1150.

23



