Whathifis, .= We Really
Iregiea Adaictive Disorders as
g Enronic Disease?

~ Bill White
Chestnut Health Systems
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IVENYIGVEMENLS

Treatment Renewal JJJJ ement

1. Bridge gap between research & practice

- 2. Re-link treatment and indigenous
community resources

i nect treatment to recovery

(2002. February) Counselor, pp

3.. e ‘ »
(White,
59-61)



anizations

- mopilization, needs assessment,
~ resource development, policy
| Zy, recovery education,

research
(See www.recoveryadvocacy.orqg; White, W.

(2001, December) Counselor, pp.64-67)


http://www.recoveryadvocacy.org/

IBISEeuon of hese Two
VGVEMENLS
h for'treatment ﬁﬁltions to
IJ\, Jiacw%rc i?ted Systems of
p 3

jom acute models of intervention
_ st* of recovery management

4



9 Goals

mer JJ g recovery
) Model and contrast
reatment

es pushing the field

* AN mode

3. Describe how the RM model will change
clinical practice

4. Discuss potential pitfalls of the RM
model



“SWww.bhtm.org -
“TAlcoholism Treatmen

ction: M’tLeIIan, Lewis, O’Brien,
f belﬂﬂrkman

Mental Health: Anthony, Campbell,
Deegan, Crowley, Drake, Minkoff,
Rapp, Ralph



Vision 1963-1970 Reality 2001



g nt.)
’J Izations
-~ Tre meAr ' 1owledge from

tréatment chronic disorders in
| ealth care to addiction

“Disease Management” (Focus on
managing costs of disease)

“Recovery Management” (Focus on
global health of individual /family)



glinicalPREsearch
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_FAQOD problems

_I Transient.and’ chronic f@‘ms

~ | Mostipeople with AOD problems do not
seek help from mutual aid societies or

~ professional treatment

" Transient disorders: Natural recovery
and brief intervention




gliiecalfVersus Community
POPUIETIONS
-

]
EE , | , - s
» Higher'personal vulnerability (e.g.,

5. Lower recovery capital (personal
assets / family and social supports)
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J‘JJJIJ attrition between point of help-
seekingland admission (waiting lists)

y Hr,ur LEeauiy # L (Of 1,346,759 public Tx

- admissions in 19! 9 58% had prior
eatment(23% 1; 23% 2-4; 12% 5+)

High attrition durmg treatment (59% of

clients in public Tx in Illinois fail to
complete TX)

Sources: Office of Applied Studies, 2001;
FYOO0 Data Book, 2001.




idlc w d@se of aftercare

’ ( Jajj ‘} _ articipate in 5 or more
v JLJJL)I_L)) _

a-admission within twelve months

~ (1/3 of clients treated in the Cannabis
Youth Treatment Study were re-

admitted to treatment within 12
months)




glinical Research
gireauiEn»OUtcome Studies)
-

Early det'é'rloratlon followed by
sustained symptom suppression

Cycles of suppression and deterioration



Iimveneslly believed addiction was a
crirorlie cJJJOrrJ:ar we would not:

GCLEaLE EXPECLAl Fion that full recovery
shouldibe achieved from a single Tx

.- —\ABJr (JA" alization of

 die -

2. View prlor Tx as indicative of poor
prognosis

3. Extrude clients for becoming symptomatic

(confirming their diagnosis)



iMVENERIIVAElieved addiction was a
CHINIEIAISORAET, we would not:

Treat addiction I i js’ episodes of
disconnected’ TX
5. Relegate aftercare to an afterthought
Terminate the service relationship
ng k rleﬁ‘nterventlon



) per]r,;r

'fr:‘;J LImeni J 'J like? Or,
IJJJV J‘JJ'JJSJ(‘J treat addiction if we
: - Iy,_fcﬂ’ successful recovery

The Behaworal Health Recovery
Management project

CSAT’s RCSP Peer-Driven Recovery
Support Services Pilots



nin _,LInltlatlon versus

| ml';enance

al Regnvew: Accepting, Managing &
Transcending Multiple
Wounds/Limitations

Peer-driven Models of Recovery Support



JJ VAr/ i £
g Compare and contrast
Desirability’and effectiveness of each
a| varies across clinical populations

-
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1. ENC JrJﬁ 1ent

“Wiaditional Model: High threshold of
enigagement; crisis intervention,
Isolated outreach, high extrusion
Recovery Management Model: Low
threshold (welcoming), emphasis on

" out!EacHIN
support services; low extrusion



_ | -y 2 -
_ifaditional Model: Pre-condition for
'i‘I’Z—JZJ tment,absence defined as
- resistance®, iwr onsibility/blame-- client
) Recover / JJJ Inagement Model Seen as

actiot staQEs of change (“recovery
priming”) responsibility/blame--service
milieu



Lreatment I)J HJ
u Recovery Management Model: Global,
| S s of change assumptlons),
sed (assets to recovery plan);
Inclusmn f family/kinship network:
Consumer defines family.
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3 SEMVICE Goals

-

“Shnaditional Model: Professionally
definedhin treatment plan; focus on
reducing pathology.
Recovery Management Model:
Consun er de 1ed in recovery plan;

~ focus on building recovery capital and
meanmgful life (Borkman, 1998).



IR SEIVICE | Iming

i

“Mraditional Model: Focus on
CHISIS/ propiem : ti(}n; reactive
- 'Recoyvery'Management Model: Focus on
post- ngJJJ Fecovery support activities;
ommitment to continued
ability; continuum of recovery
support services



e
1

J JJ JJJJfJ:‘Jj D¢

early re-hteravention



YREOGUISIOI Services

liraditional Model: In tltut|on based--

"How do we ¢ w I%_'It into

| reatm —‘IJS:);
Recovery Management Model: "How do
/e nest’the process of recovery within
- the client’s natural environment?”
4




Individualization;

lization

lecovery Management Model: Focus on
iVice anc suB‘port menus; high degree

* of individualization; greater emphasis
on physical/social ecology of recovery




IVEegEmMEnt oft Co-morbidity
b
“Wiraditional Model: Exclusion, extrusion,
Fecidivism, | Jr dgenic injury;
experiments with parallel/sequential Tx
Recovery JJJ" agement Model: Concept
‘ ial'recovery”; integrated model of
care, multi-unit/agency models,
inclusion of indigenous
healers/institutions
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| fance ﬁf Jrosumer movement
REeCo\ Ar/ VI g_gﬁnent Model:

- “Adisciplinary”; role cross-training;
prosumers in paid and volunteer
support roles; emphasis on mutual aid;
role of primary care physician
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trzms]ant ( st'i f
commercia F? z

| lanagement Model:
(Partnership-Consultant Model). Less
hierarchical, potentially time-sustained,
continuity of contact, less
commercialized.
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12, fEFInvolvement

diraditional Model: Passive role--
I)wr JJJJJJ ally’ prescribed; consumer
—gan lency.
Recovery JJEﬂ: gement Model:
onsumer it olva'hent/dlrectlon of
)C |C|es, goal-setting, delivery,
and evaluation. Focus on illness self-
management. Consumers as volunteers
& employees. Consumer-led support
groups/services.
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ISHREIEWERENIPT0 Community
-

i1

Recoyvery Management Model: Focus on
- how tordiminish need for professional
services; emphasis on hospitality and
supports within the natural community;
emphasis on indigenous supports; “the
community is the treatment center”
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IE\IeW G Aftercare

-
o .-
lraditional Model: Aftercare as an

‘ nc%pt of “aftercare”' all

, -l'humg care; emphasis on
commumty resources; Role of guide or
recovery coach.



M outcomes of single
cent emphasis on
-impact on

long term effects of service combinations
& sequences on
client/family/community; Consumer-
defined outcomes & review



c ent Model:
Emphasision policy advocacy,
community education (stigma) and

community resource development;
activist/community organization
approach.



X: Conceptual resistance,
iory barriers

ape from accountability /
exploitation

Ethical/Boundary issues & model
misapplication
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Closiiple

PROSPEC tegration of Treatment
and F JJJ anageme t Models

“Whatever it'takes, Recovery by any
NS nEesd v "
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