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Two Studies

Access to Recovery & TRI Study
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The Original Model

Access to Recovery 2004
 President Bush announced in the 2003 State of the Union Address 

a new substance abuse treatment initiative, Access to Recovery—

developing a Recovery Oriented System of Care. This new 

initiative was to provide people seeking drug and alcohol recovery 

with funding to pay for a range of appropriate community-based 

services rarely, if ever paid for by federal funding before and 

specifically included the opportunity for faith-based providers to 

be a part of the recovery process.

 The goals of the program were to expand capacity, support client 

choice, and increase the array of faith-based and community based 

providers for clinical treatment and recovery support services.
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Dental & Medical Navigation
CRA for families…

Employment Opportunities  Transportation 
AA and NA

Family Education Vocational Training

Financial Coaching             Faith-based Support
Physical Health       RCOs

Recovery Coaching                 Childcare    
Literacy Training    

Healthy relationships     
Life skills training

Social Support  Business Coaching Housing   
Peer Support



Program Results

 89% used recovery support services.

 49% of dollars expended on recovery support services.

 28% of dollars through faith-based organizations.

 Faith-based organizations accounted for 33% of Recovery 

Support and 31% of Clinical Treatment  services.
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Outcomes (measured at 6 months 

post intake)

 80.4% abstinent/sober from substance use.

 46.5% reported being stably housed.

 49.8% reported being employed.

 90.8 % reported being socially connected.

 90.6% reported no involvement in the criminal justice 

system.
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TRI Study
Studies show that clients in SA treatment, who also have problems in 

other areas of their lives (e.g. medical, employment & psychiatric), 
have better outcomes when those other problems areas are also 
addressed

 McClellan compared 2 groups of SA clients
 Standard group received treatment as usual
 Enhanced group received treatment as usual, plus referrals for help with other 

problems (e.g. medical screening & parenting classes)

 Enhanced group had better outcomes at 6 months 
 Stayed in tx longer & had higher tx satisfaction
 Had fewer psychological & physical problems
 Had less substance use
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TRI Study
Specifically, McLellan found:

 After 30 days

 39% of Standard group clients still in treatment

 68% of Enhanced group clients still in treatment

 After 60 days

 12% of Standard group clients still in treatment

 49% of Enhanced group clients still in treatment

 After 6 months (unexpected finding)

 60% of Standard group counselors left job

 20% of Enhanced group counselors left job
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TRI Study Continued

Motivational Interviewing Helpful

Give Your Clients 

Names & Phone Numbers of 

Free & Low Cost Service Community Referrals!

 Costs you close to nothing

 Improves treatment outcomes
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The SelfRefind Clinical Model

David Hayden
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Multidisciplinary Treatment Teams

 Physicians

 Independently licensed and/or credentialed 

counselors

 Case managers

 Nurses

 Qualified medical staff

 All under one roof 



Patient Assessment/Orientation

Behavioral health index

Universal screening for trauma

Creating safety

Trustworthiness and transparent

Understanding the cultural, historical and 

any gender issues

Exploring the relationship between trauma 

and opiate use 

 Strengths, needs, abilities and preferences



Physician Visit/Induction

Physical exam

Related laboratory tests

Patient education

Starting dose of medication



Treatment Planning/Development

 Collaboration, empowerment

 Specific and measurable, time sensitive

 Recovery Domains/holistic

 Discussion about discharge plans/tapering

 What does recovery/sobriety look like for you?



Group and Individual Counseling 

Sessions
 The group process effectively assists in the 

recovery process, and helps individuals find 

freedom through the benefits of sharing 

similarities of both the difficulties each participant 

faced, and through sharing the growth and 

learning each person has experienced

 Individual sessions to evaluate effectiveness of the 

treatment plan, deal with any co-occurring 

disorders that may be distracting in a group setting 

and to stabilize behavior.  

 Relapse Prevention/Trauma 



Case Management Services
 Case management offers the client an advocate, 

guide and single point of contact with the health 

and social services systems including vocational, 

educational, community resources along with HIV 

and Hepatitus prevention and counseling.

 Case management is client-driven, strength based 

and driven by client need

 Community based



Patient Visits
 Blend of physician services and behavioral health 

services

 Psychoeducational

 Initial focus:

 Taking medications as prescribed-stability

 Stop illicit drugs of abuse

 Skills to better identify and manage stress, 

triggers/cravings

 Social connectedness

 Overall wellbeing



Discharge/Aftercare Planning

 Begins at admission

 Sobriety goals and definition

 Improved community involvement

 Chronic disease management?  

 Relapse prevention planning

 Relapse outreach plan 
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Beginning Resources

 SAMHSA TIP 57: Trauma Informed Care in Behavioral Health 
Services www.SAMHSA.gov

 SAMHSA National Center for Trauma Informed Care 
http://www.samhsa.gov/nctic/

 National Council for Community Behavioral Healthcare 
http://www.thenationalcouncil.org/cs/business_practice_areas
/traumainformed_care/national_council_training_consulting_i
n_traumainformed_behavioral_health

 National Association of State Mental Health Program Directors 
http://nasmhpd.org/index.aspx

 The Trauma of Everyday Life, Mark Epstein, MD

 The Body Keeps the Score, Bessel Van Der Kolk, MD

 The Hidden Impact of Early Life Trauma On Health and Disease. 
Chapter 8. in Lanius,. By Felliti and Anda, 2010.”

http://www.samhsa.gov/
http://www.samhsa.gov/nctic/
http://www.thenationalcouncil.org/cs/business_practice_areas/traumainformed_care/national_council_training_consulting_in_traumainformed_behavioral_health
http://nasmhpd.org/index.aspx


Thought Leaders
 Sandra Bloom, MD, http://www.sanctuaryweb.com/

 Stephanie Covington, Ph.D., LCSW 

http://www.stephaniecovington.com/

 Roger Fallot, Ph.D, 

http://www.communityconnectionsdc.org/

 Lisa Najavits, Ph.D. 

http://www.theconnectioninstitute.org/Lisa_Najavits.html

 Pia Mellody, http://www.piamellody.com/

 Eugene Gendlin, Ph.D., http://focusing.org/

http://www.sanctuaryweb.com/
http://www.stephaniecovington.com/
http://www.communityconnectionsdc.org/
http://www.theconnectioninstitute.org/Lisa_Najavits.html
http://www.piamellody.com/
http://focusing.org/


ROSC Resources

 http://www.williamwhitepapers.com/leadership
_interviews/recovery_management_interviews/

 Websites: 

 www.attcnetwork.org/greatlakes

 http://www.facesandvoicesofrecovery.org/

 http://beta.samhsa.gov/brss-tacs

 http://www.centerstone.org/




