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Preface
By William L. White

Dear Colleague,
The Great Lakes Addiction Technology Transfer Center (Great
Lakes ATTC) is part of a national network of Addiction Technology
Transfer Centers funded by the Substance Abuse and Mental
Health Service Administration’s Center for Substance Abuse
Treatment (SAMHSA, CSAT). The ATTC’s primary goal is to help
elevate the quality of addiction treatment by designing and
delivering culturally competent, research-based training,
education, and systems-change programs for addiction treatment
and allied health professionals.
In 2006, the Great Lakes ATTC published a monograph entitled
Recovery Management, by William White, Ernest Kurtz, and Mark
Sanders. Months later, the Northeast Addiction Technology
Transfer Center published a companion monograph by William
White and Ernest Kurtz entitled Recovery: Linking Addiction
Treatment & Communities of Recovery—A Primer for Addiction
Counselors and Recovery Coaches. There was an overwhelming
response to these publications, raising many questions about how
to implement a redesign of addiction treatment that focused on
sustained recovery support. Those questions prompted
development of this third monograph.
The interviews in this monograph provide the most detailed
discussions to-date of the ways in which leaders at all levels are
transforming addiction treatment into a truly recovery-oriented
system of care.
•

The opening interview with Dr. H. Westley Clark, Director of
the Center for Substance Abuse Treatment, describes the
emergence of recovery as an organizing paradigm for the
addictions field and discusses CSAT’s numerous recovery
initiatives.
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•

The second interview with Dr. Tom Kirk details the recoveryoriented system-transformation efforts of the Connecticut
Department of Mental Health and Addiction Services. This
discussion details system-change efforts initiated at the state
level and ways in which they have altered addiction treatment
and recovery in local communities in Connecticut.

•

The third interview with Dr. Arthur Evans outlines the stages of
the recovery-focused system-transformation efforts launched
in 2005 by the Philadelphia Department of Behavioral Health
and Mental Retardation Services.

•

The fourth and fifth interviews describe implementation of
recovery management pilots at local community levels.
Michael Boyle describes the radical revamping of service
philosophies and practices within the behavioral health units of
Fayette Companies in Peoria, IL. Phil Valentine reports on
ways in which peer-based recovery support services and a
network of recovery community support centers were
developed by a grassroots recovery community organization.

•

The final interview with Lonnetta Albright discusses the role of
the ATTCs in helping extend the acute care model of addiction
treatment to a model of sustained recovery management.

It is our hope that this monograph will provide at least tentative
answers about the implementation of recovery management at
state and local levels. Recovery management pilots are
progressing all over the country. We will continue to monitor
these efforts and periodically report to the field on the lessons
learned in these projects, projects that deserve wide replication.

William L. White, MA
Senior Research Consultant
Chestnut Health Systems
Consultant, Great Lakes Addiction Technology Transfer Center
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Recovery as an Organizing
Concept
An Interview with H. Westley Clark, MD, JD, MPH, CAS,
FASAM
By William L. White, MA

INTRODUCTION

The effort to achieve a more recovery-focused system of care in
the design and delivery of addiction treatment services has
received considerable impetus from the Substance Abuse and
Mental Health Services Administration’s (SAMHSA) Center for
Substance Abuse Treatment (CSAT). Through programs such as
National Recovery Month, the Recovery Community Support
Program (RCSP), Access to Recovery (ATR), and the Recovery
Summit, to name just a few, CSAT has moved recovery to the
conceptual center of its efforts to enhance the availability and
quality of addiction treatment in the United States. I conducted
the following interview with Dr. H. Westley Clark, Director of
CSAT, January 12, 2007, on behalf of the Great Lakes Addiction
Technology Transfer Center (GLATTC). The interview provides
one of the most compelling statements to-date on this shift toward
a recovery paradigm.

William L. White, MA
Senior Research Consultant
Chestnut Health Systems

GREAT LAKES ATTC: Dr. Clark, could you highlight your
professional background and the circumstances that brought you
to CSAT?
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DR. CLARK: I’m a psychiatrist and addiction medicine specialist
and have worked in the addictions field off and on for the past 30
years. Before coming to CSAT in 1998, I had most recently
worked for the Department of Veterans Affairs in San Francisco,
serving vets with substance use disorders, psychiatric disorders
such as Post-Traumatic Stress Disorder, and medical disorders
such as HIV. I also have a degree in Public Health and a degree
in Law, which have increased my sensitivity to some of the policy
issues germane to the substance abuse arena. My professional
interests before coming to CSAT included such diverse areas as
substance use among pregnant women, workplace drug testing,
and working with substance use in the criminal justice system. I
also worked as a senior policy advisor for the Robert Wood
Johnson Foundation’s Substance Abuse Policy Research
Program.
GREAT LAKES ATTC: During your tenure at CSAT, recovery has
emerged as a central organizing concept, both at SAMHSA and at
CSAT. Could you describe the background of this shift in
emphasis?
DR. CLARK: Recovery has been a key construct in the substance
use disorder arena for some time. Recovery, as you know, is an
integral construct of 12-Step and other self-help programs. It
became clear to me as a clinician that it is not simply acute
intervention that helps a person. It’s the ability to receive ongoing
contact and support from others, either through professional
support or through a community of recovering peers. Recovery is
more than an abstinence from alcohol and drugs; it’s about
building a full, meaningful, and productive life in the community.
Our treatment systems must reflect and help people achieve this
broader understanding of recovery.
A few things happened at SAMHSA that facilitated the evolution of
the recovery construct over the past five years. SAMHSA adopted
recovery as its central vision. Our vision is a life in the community
for everyone, and our mission is one of building resilience and
facilitating recovery. CSAT, in turn, developed the vision of
“Making the hope of recovery a reality….” Prior to 2002, we had a
Recovery Community Support Program (RCSP) that organized
people in recovery to advocate for themselves at the state and
local community levels. We then translated that into a focus on
6

peer-based recovery support activities within local communities.
We made significant strides in building relationships in the
community and expanding local recovery support services. The
next major milestone was Access to Recovery (ATR), a
Presidential initiative that provided a hundred million dollars a year
for further expanding recovery support services provided by
grassroots recovery community organizations and faith-based
organizations. The new SAMHSA and CSAT missions and these
two CSAT programs helped push recovery to the forefront of our
activities at CSAT.
GREAT LAKES ATTC: CSAT’s Recovery Month activities have
grown exponentially in recent years. What do you see as their
collective goal, and to what do you attribute such phenomenal
growth?
DR. CLARK: Communities across the country have been
concerned about the misuse of substances and the wide range of
people affected by such misuse. National leaders and local
community leaders recognize that we need the community
benefits of recovery, and we need local communities to support
people in recovery. And we want to provide a framework through
which people in recovery can help others in need of recovery.
That’s what I’ve been promoting. We want support for those in
recovery. We want people in every community to know that
treatment works, that recovery is possible, and that long-term
recovery is a reality. We want recognition for those in recovery,
for their service providers, and for the efforts of local communities.
Recovery Month provides such recognition through an everwidening range of activities, including ballgames, picnics, pow
wows, recovery celebration walks, and educational events. These
events reward the hard work of people in recovery, their families,
and the various organizations that have supported the recovery
process. Seeing thousands of people in recovery gathered
together reinforces the possibility and promises of recovery.
These events also provide a venue for organizing community
response to new or resurging drug problems. A recent issue is
methamphetamine. Large numbers of communities are seeing a
drug that they hadn’t seen before. In the beginning of the
methamphetamine phenomenon, a number of people proclaimed
that those affected were hopeless. What that meant for the
community was that they would have to write off their sons and
7

daughters. I think the community at large is loath to do that.
Recovery Month offers an antidote to such pessimism by offering
living proof of long-term recovery and its blessings to individuals,
families, and communities.
GREAT LAKES ATTC: CSAT recently sponsored its first national
Recovery Summit. What do you think was most significant about
this event?
DR. CLARK: We are facilitating multiple discussions about
recovery as a construct. We think that through the ATR and
RCSP programs we can play a critical role in championing the
impact of the holistic community-based system aiding recovery.
The Recovery Summit helped articulate principles and guidelines
that can guide our work. If we are going to foster recovery, we
need to have a clear understanding of the range of recovery
experiences and the elements that go into long-term recovery.
We need the participation of the recovery community, the
treatment community, and the research community to do that. I
was quite happy with the Summit and our work to begin this
dialogue across communities that often have little contact with one
another.
GREAT LAKES ATTC: One of the most significant initiatives under
your leadership at CSAT has been the Recovery Community
Support Program. What do you think are some of the most
significant contributions of the RCSP?
DR. CLARK: The RCSP program has demonstrated that people in
recovery can in fact participate in offering assistance to other
people who either are beginning the recovery process or need to
have their long-term recovery efforts supported. The RCSP
program is designed to help reduce stigma and barriers to service.
We have two models. We have professionally facilitated recovery
and peer-based recovery. Both models operate on the principle
that the consumer can play a critical role in the recovery process.
The peer support model offers several examples of services that
are consumer driven and that can serve as important adjuncts to
formal substance abuse treatment and prevention efforts. Peerbased recovery support services build on and extend the effects of
acute intervention.
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I think one of the things coming out of our ATR program is the
understanding that the outcomes of acute intervention can be
enhanced and sustained. We don’t want to just describe the
substance use disorder as a chronic relapsing disease and just
leave it at that. What our peer support services, facilitated support
services, and recovery model do is to stretch the effects of our
interventions, while at the same time reducing the frequency of
such acute episodes. We don’t have to wait until a person
completely relapses, with all the attendant problems with the
family, the workplace, and the law. Recovery support services
provide a vehicle to prevent relapse or to prevent lapses from
progressing into full relapses. And we don’t have to wait for
people to hit bottom. What peer support efforts do is lift the
bottom, so that individuals can find recovery before they’ve
alienated their families, their employers, and the legal system.
GREAT LAKES ATTC: What do you envision in terms of the future
of the RCSP program?
DR. CLARK: Well, as with all of our programs, we are tied to
available funds. We are currently collecting performance data on
the RCSP program, to make sure that we’re achieving our goals
and objectives. I’d like to continue to support the RCSP program,
because it does represent the efforts of individuals in recovery.
We would like to see if we can get the state agencies to
acknowledge the utility of recovery support services as a part of
their continua of care. We hope to demonstrate that peer-based
recovery support services are more cost effective for individuals,
families, and the community, and that they complement rather
than compete with professionally directed treatment services. In
fact, peer-based recovery support services enhance the impact of
professional care by sustaining the effects of such care long after
the intervention is completed. When I used to run a 28-day
program, I would ask myself, “What happens on day 29?” Then,
when I worked in an intensive outpatient program, I saw
somebody 3 or 4 times a week, but I only saw them a few hours
out of a 24-hour day. What did they do the rest of the time? You
quickly learn—especially early in the process—that from a
neuropsychological point of view, people are a lot more vulnerable
in the early stages of recovery, after acute treatment. So I wanted
something that would help me do my job. Recovery support
services help me do my job, and they help the professional’s
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patients build a life in recovery after the professional has helped
initiate that recovery process.
GREAT LAKES ATTC: There have been recent calls to shift
addiction treatment from a model of acute biopsychosocial
stabilization to a model of sustained recovery management. To
what extent does this represent a fundamental change in the
historical design of addiction treatment?
DR. CLARK: Substance use disorder treatment in the United
States is being scrutinized from multiple perspectives, and the
whole notion of sustained recovery management is consistent with
the notion of disease management that you find elsewhere. The
chronic disease model recognizes that there is no acute solution.
You break your leg, you put a cast on it; it heals, and you go on
with an otherwise unchanged life. You don’t have a problem—
unless, of course, you’re into extreme sports. But if you’ve got
asthma, you’re going to have asthma off and on for awhile. If
you’ve got diabetes, your diabetes is going to require different
management strategies over a prolonged period of time, if not for
the rest of your life. Some strategies are just diet and careful
monitoring of what you eat. Other strategies include oral pills.
Another strategy is insulin. These are different strategies, but they
all require a fervent effort. Like long-term management of any
other chronic disease, the substance use disorder recovery
management strategy offers a framework for sustaining and
actively managing recovery over a lifetime.
What recovery management does is allow you to differentiate and
titrate the intervention. Not everybody needs an intervention at
the same time or at the same level of intensity. Relapse is a
common event early in the treatment and recovery process, and
there are points of heightened vulnerability later in the recovery
process. The recovery management model acknowledges this
vulnerability but posits that relapse is not inevitable if the ongoing
recovery process is actively managed.
We also have people with multiple problems, such as co-occurring
depression or anxiety disorders. We’ve got complex medical
issues, like HIV, Hepatitis, and AIDS. We’ve got other issues in
the recovery process, like homelessness or involvement with the
criminal justice system. So a recovery model says, “Okay, from
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the public’s point of view, we have to deal with all of these
complexities.” We’ve got individuals who’ve been physically and
sexually abused, or are victims of domestic violence or other kinds
of violence and stress. So we need to have support for individuals
depending on their unique situations, and that support must
extend beyond the point of crisis stabilization. Beyond detox,
beyond medical maintenance, what else happens in that person’s
life? We need to be doing aggressive post-treatment monitoring
and support—in part, because drug dealers are interested in
having people buy their products, and they will be doing
aggressive post-treatment monitoring and marketing.
Our data at the Substance Abuse and Mental Health Services
Administration shows that 73 percent of the people who meet
criteria for needing treatment for drugs perceive no need for
treatment. Eighty-eight percent of people who meet criteria for
needing treatment for alcohol use perceive no need for treatment.
Now, they endorse all of these things, saying, “My life is adversely
affected as a result of my alcohol or my drug use.” But these are
people—73 percent, 88 percent—who are not seeking treatment.
They see no need for treatment. So when we talk about recovery
being a community phenomenon, my question is this: “How is it
that a person on a self-administered test can endorse ‘I’m having
problems with alcohol and drugs and with my job, my family, my
health, the law, my life, but I don’t need treatment’?” In many
cases it’s because their environment is saying, “You don’t need
treatment,” whether it’s because of stigma, whether it’s because of
denial for other reasons, whether it’s because there’s a conspiracy
of silence. This person is already endorsing, “I’m having
problems.” This isn’t somebody who’s just using alcohol casually,
or occasionally using an illicit drug. These are people who
endorse a sufficient severity of their substance use that treatment
is warranted. So, if that’s the case, we need a recovery
management strategy that helps promote the notion that the
individual needs to be in recovery. The community needs to be in
recovery. They need to work together on that.
GREAT LAKES ATTC: One of the things that is coming out of
CSAT’s recovery support initiatives is a more assertive approach
toward actually identifying and engaging these people and altering
that perception.
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DR. CLARK: Right. We also believe that the recovery process
needs to be a part of an integrated health care delivery system—
one in which substance use problems are perceived as health
issues and not simply as a mental health issue or an issue of
concern only to substance use disorder treatment practitioners.
The message we are trying to promulgate throughout the whole
health care delivery system is the value of brief intervention and
referral to treatment. We are trying to help healthcare providers
talk about substance use in nonjudgmental ways and intervene
skillfully when they encounter substance-related problems. We
are trying to get these practitioners to intervene early and to
sustain their support, just as they would in response to
hypertension, diabetes, or other chronic disorders.
GREAT LAKES ATTC: Do you envision a much closer integration
of primary healthcare and addiction treatment in the future?
DR. CLARK: That is our hope. That is what our screening/brief
intervention effort is trying to facilitate. The recovery process, as
you know, is plagued with problems of compliance similar to those
found with hypertension and diabetes. What we are doing is
promoting a one-stop shop, meaning that the health centers would
be authorized to provide early intervention. We don’t have to wait
until the person crashes and burns and finally arrives at the doors
of substance use disorder treatment, usually via the criminal
justice system. By the time you get into the criminal justice
system or the child welfare system as a result of drug use, you’ve
usually got a long list of severe and complex problems. We
believe that issues with alcohol and drugs adversely affect the
person’s health and the person’s well-being, given that these
problems have to manifest elsewhere. Early intervention will allow
us to respond to these problems early and to begin to work with
the person from a motivational point of view. The goal is to deal
with these problems before they’re exacerbated to more severe
levels.
GREAT LAKES ATTC: There are recovery-oriented systems
transformations underway in states like Connecticut and in cities
like Philadelphia. Do you see such efforts as the wave of the
future?
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DR. CLARK: Connecticut has done a brilliant job with the recovery
model. Tom Kirk has a very good theoretical model, which could
be widely replicated. I applaud the visionary efforts of Connecticut
and Philadelphia and others who are leading this recoveryfocused transformation of substance use disorder treatment. The
field of substance use disorder treatment will have better
outcomes as we move towards a recovery-oriented service
system. What is emerging in these frontier efforts is the
development of an integrated system that mobilizes both the
formal and informal resources of a community toward the goal of
widening the doorways of entry into recovery and providing the
support needed for people to move from a community’s problems
to a community’s assets.
GREAT LAKES ATTC: There is growing evidence that sustained
post-treatment monitoring and support, assertive linkage to
recovery communities, and early re-intervention enhance longterm recovery outcomes. Do you think such services will become
standard practice in most addiction treatment programs?
DR. CLARK: The real question is how we define post-treatment
monitoring. We need to be careful about characterizing posttreatment monitoring. We know that some people, particularly
those with more severe problems, need ongoing support following
primary treatment, and the evidence confirms that post-treatment
recovery support services can help reduce relapse and facilitate
early re-intervention. We could also use toxicology screening as
feedback to an individual and an opportunity for early reintervention. Post-treatment monitoring and support need to be
recovery focused, with an emphasis on support as opposed to
simply a policing function. That gets us back to recovery
management. The question is, “Is the recovery management
service that is monitoring the individual also supporting and
helping the individual?” From assertive community treatment, we
recognize that these are things that have to be put in place.
Recovery support services will offer you the same dynamic and
can be tailored to individual problem severity and recovery support
needs. But the whole key is the experience that you are part of a
community and the community cares about you. The community
is supporting you. Monitoring sounds like an externally imposed
mandate. What I’d like to see is recovery support services
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conceptualized as a voluntary phenomenon—something that is
chosen because it is in the best interest of the individual.
GREAT LAKES ATTC: Several of the states and cities are
committed to the development of ongoing recovery support
services but are wrestling with the challenge of finding the best
financing models to get these services into the field. “Do we
enhance existing rates for inpatient and outpatient treatment that
include recovery support services? Do we bill these as separate
services?” Do you have any thoughts about future financing of
post-treatment support services?
DR. CLARK: Part of a performance-driven system is looking at
what we are getting from our existing system. That accountability
becomes a key variable in what we’re doing. As I pointed out, our
delivery system addresses the needs of only a small minority of
the individuals who need our services. If the majority of people
who suffer from alcohol and drug problems presented for
treatment, we would truly be overwhelmed. Our existing waiting
list is miniscule compared to the potential demand. So the
question for political leaders and those charged with managing
behavioral health care systems is, “How do I determine service
priorities?” You can look at recovery services in isolation, or you
can ask what such services will mean to other costs that
substance use disorders impose on the community. What will
these services mean to demands upon the mental health system,
the child welfare and the criminal justice systems? If I collect one
dollar for taxes, I can spend that dollar any number of ways. The
savings that accrue within the criminal justice system and the child
welfare system can be used to support the recovery of people who
no longer demand the resources of those systems. We need to
take the long view.
We’re trying to get people to 5 years out. If I can get you to 5
years out in recovery, the chances of your getting to 10 years of
recovery goes up dramatically. You see the potential. If you see
the dollar as only the dollar from Medicare or the Block Grant,
people will fight over that dollar. If you see the dollar as a whole
dollar, a taxpayer’s dollar, then people must ask how we can
enhance recovery outcomes while minimizing demands for
repeated episodes of high-cost services. If we can stabilize and
support people in recovery, they won’t need repeated episodes of
14

such higher-cost interventions. What we pay for repeated
episodes of detox and inpatient treatment will pay for a lot of posttreatment recovery support services. We will come to see the
recovery support services as a good financial investment.
.
GREAT LAKES ATTC: What do you think are some of the most
significant obstacles to treating severe alcohol and other drug
problems in a manner similar to the management of other chronic
illnesses?
DR. CLARK: As we begin to integrate substance use disorder
treatment and primary health care, such parallels will become
more obvious. What Tom McLellan and others are trying to do is
to promote the parallels between other chronic health conditions
and their treatment and substance use disorders and how they
can best be treated. We’re just beginning to understand the
chronic care model in primary health care. What we will be doing
in substance use disorder treatment is finding better ways to
shorten and actively manage the prolonged course of many
substance use disorders. Our message in Recovery Month to
individuals, parents, friends, relatives, and employers is that these
are solutions to these problems, and resources need to be
mobilized to deal with these problems until they are brought under
control. Our screening and brief interventions can help resolve
these problems before someone crashes and burns. And with a
recovery-oriented system of care, we can mobilize resources for
those with the most severe and complex substance use disorders.
We want service providers to recognize that they have a sustained
obligation to such clients, and that we have an obligation to use
the best science and the best clinical strategies to promote longterm recovery.
GREAT LAKES ATTC: How is CSAT helping the treatment field
make the transition toward more recovery-oriented systems of
care? What do you see as the role of the ATTCs in helping the
field through this historic transition?
DR. CLARK: CSAT recently hosted a Recovery Summit that
brought together multiple stakeholders, including the major
professional associations from the substance use disorder field,
as well as leading substance use disorder researchers and key
15

recovery community organizations. The focus was on how to use
this new recovery orientation to enhance our research knowledge
about recovery and how to improve the quality of substance use
disorder treatment. We’ll periodically consider whether we need
additional recovery summits to guide our future efforts. We are
continuing to work with visionaries like Tom Kirk in Connecticut to
disseminate working models to other states and local
communities. We have funded the Legal Action Center to
document issues related to recovery barriers, social stigma, and
confidentiality issues in the delivery of recovery support services.
One of our primary functions continues to be bringing together
diverse stakeholders such as recovering individuals, family
members, mutual aid organizations, system professionals, and
those providing peer support services for policy review and
systems planning. The systems transformation we envision goes
two ways: the bottom to the top, and the top to the bottom. Our
ATTCs are playing an important role in disseminating new
information as it becomes available.
GREAT LAKES ATTC: Some of the organizations that CSAT has
funded, such as White Bison, Inc., are integrating a recovery
orientation with primary prevention activities. Do you think this
growing recovery orientation will lead to a greater integration
between treatment and prevention?
DR. CLARK: I think SAMHSA will increasingly move toward an
integrated model that bridges and integrates primary prevention,
early intervention, treatment, and recovery support services. The
issue with early intervention is to bring evidence-based practices
to bear on the human manifestations of our prevention failures—to
reach those who didn’t receive or heed our prevention messages.
So rather than seeking a dichotomy between prevention and
treatment, I think it is best to see these as a single continuum. A
message common to all is that, once you start using, drug use is
powerfully reinforcing and can quickly escalate out of control.
With the strategies we develop and employ, we need to be able to
reach people across this continuum of drug involvement—from
people who have never used to people who are in long-term
recovery, and all points in between. We need interventions that
reach people who have diminished control over their decisionmaking. We know brains are in transition once drug use begins.
We need to continue to make sure that the prevention and
16

treatment interventions we employ are appropriate for each
individual, family, and community.
GREAT LAKES ATTC: CSAT has done a wonderful job of
reinforcing the idea that the recovery support services need to be
nuanced across developmental age and gender and cultural
context. That seems to be a very important contribution in what
you’ve done the last several years.
DR. CLARK: Thank you. This is the product of a conscious and
sustained effort on the part of many dedicated staff.
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Creating a Recovery-Oriented
System of Care
An Interview with Thomas A. Kirk, Jr., PhD
By William L. White, MA

INTRODUCTION

Across the country, references to the State of Connecticut pepper
discussions about behavioral health systems transformation.
Many states are attempting special recovery-focused initiatives
and pilots, but Connecticut stands at the forefront of attempts to
totally transform a state behavioral health care system into one
permeated with this recovery orientation. I conducted the
following interview with Tom Kirk, Commissioner of the
Connecticut Department of Mental Health and Addiction Services,
on September 26, 2006, on behalf of the Great Lakes Addiction
Technology Transfer Center. This interview provides one of the
most probing examinations to-date of the process of behavioral
health systems transformation.
William L. White, MA
Senior Research Consultant
Chestnut Health Systems
GREAT LAKES ATTC: Could you summarize your background
before becoming Commissioner of the Connecticut Department of
Mental Health and Addiction Services (DMHAS)?
DR. KIRK: My graduate training in psychology was at Catholic
University in Washington, DC, after which I joined the faculty of
Virginia Commonwealth University (VCU) in Richmond, Virginia.
While still on faculty, I did some part-time consulting work at one
of the larger adult prisons in Virginia. It was around this time that
drug use and related offenses were placing extraordinary pressure
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on correction systems. I eventually left my tenured position at
VCU and established a private consulting practice which
emphasized criminal justice system and addiction-related issues.
Thereafter, my professional journey included increasingly
responsible public-sector positions focusing on the design and
management of services for persons with substance use and cooccurring (mental health) disorders in the Washington, DC area.
GREAT LAKES ATTC: When and how did you first come to
Connecticut?
DR. KIRK: I came to Connecticut in 1990 to direct Liberation
Programs, Inc., a rather large substance abuse prevention and
treatment agency in Stamford. In that position I interacted with my
colleagues in other community-based addiction service agencies
who were under contract with the Single State Addiction agency.
In July of 1995, John Rowland became governor of Connecticut
and proposed to merge or create a new agency that combined
mental health and addiction services. My concern, frankly, was
that the mental health component (Department of Mental Health)
was so much bigger that the addictions component would be
neglected. After I had voiced my concerns about this, some
people asked me whether I would be interested in being
considered for a Deputy Commissioner’s position in this new
department, to oversee addictions services. One thing led to
another, and in October of 1995, I became the Deputy
Commissioner for addiction services in this new Department of
Mental Health and Addiction Services (DMHAS). When the
Deputy Commissioner for Mental Health subsequently left and the
Commissioner retired, I was asked to be the Commissioner and
assumed this role in May of 2000.
GREAT LAKES ATTC: When would you pinpoint the beginning of
the recovery initiative in Connecticut?
Dr Kirk: When you are interviewed for appointed positions, you
must go before the legislature, who will then vote on your
nomination. During that process you provide written testimony
and are queried about the service philosophy you will bring to the
agency for which you are being considered. In my interview and
testimony in October, 1995, I talked about the need for recovery
as a driving force for service design—and have done so in every
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subsequent reappointment session with the legislature, and I
periodically read those testimonies to remind myself of that focus.
At the same time, the heavy emphasis really didn’t take hold until
around 1997.
GREAT LAKES ATTC: Were there conditions in the late 1990s in
the addiction and mental health fields that really contributed to
this, sort of ramping this up as a major initiative?
DR. KIRK: One such condition was the sense in both mental
health and addiction services that a lot of people were repeatedly
going in and out of this system without achieving stable, long-term
recovery. One of the things that I wanted to do was to identify
persons who were high service utilizers—people who were
recycling in detox and rehab—and to see what we were missing in
our work with them. One of the strategic goals that we worked on,
beginning in 1998 and heavily through 2002, was to revamp
services for those who were either poorly served or underserved
in our service system. The recognition of high service utilizers
and the dollars we were investing in them without positive
outcomes was prompting legislators and staff from the Governor’s
Office of Policy Management to suggest restrictions on how many
times someone could be admitted in a year. These were difficult
fiscal times in Connecticut, so the pressure to cut or restrict
services was intense. That forced us to look at what we were
doing and how to respond better to people with severe problems
and long and complex service histories. The fiscal pressures
created extraordinary challenges but, in retrospect, were
opportunities for changes in the system.
GREAT LAKES ATTC: How did you respond to these challenges?
DR. KIRK: Rather than batten down the hatches or just close
things down, we began to ask, “How do we rethink what we are
doing and move forward in an informed way?” So the fiscal
pressures forced us to examine quality-of-care issues and
conclude, “What we are doing is just not good enough; something
has to be done.” So we started moving from the acute-care
mentality and the acute-care funding system to what some people
are calling a chronic-care or recovery-management model.
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GREAT LAKES ATTC: You seem to have involved the recovery
advocacy organizations very early in this process.
DR. KIRK: In late 1998 and early 1999, we started asking the
question, “What does recovery really mean?” and we involved our
DMHAS-funded addictions and mental health advocacy
organizations to help us answer that question and to help us
formulate core recovery values and principles. Those groups
started out like oil and water but eventually came together under
the leadership of Bob Savage, the founder and first director of the
Connecticut Community for Addiction Recovery, Inc. (CCAR) and
Yvette Sangster of Advocacy Unlimited, Inc. (AU), to create the
Recovery Principles and Core Recovery Values that have been
the foundation of our subsequent work.
GREAT LAKES ATTC: It is amazing the role that service
consumers have played in reshaping behavioral health services in
Connecticut.
DR. KIRK: One of the things I’ve learned, and I don’t pay as much
attention as I should, is to listen to the people who actually are the
recipients of services and those who’ve moved on to long-term
stable recovery. They’ll give you a better idea what it is that you
should be doing or could be doing. They may not always be right
or have the complete picture, but they can help keep you focused
on the things that are important. I remember presenting some
really complicated structural proposals—fancy PowerPoint
presentations and all that sort of stuff—to a mental health
consumer group in the northwest part of the state, in the Danbury
area, and when I was finished a guy in the front row says, “All I
want to know is, am I still going to have a case manager?” From
his point of view, his case manager was the system.
GREAT LAKES ATTC: How did you go about the process of
planning the kind of system transformation you have led in
Connecticut?
DR. KIRK: There were several key steps. The first one was to
refine our vision and our plan. We came up with an initial strategic
plan that had four major goals. The first goal—to promote an
infrastructure that would support quality services—was based on
the belief that service quality is the driving force of recovery. The
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second strategic goal was to focus on underserved, poorly served
populations, including a stronger emphasis on cultural
competence. The third goal was to enhance the management
effectiveness of DMHAS. And the last goal was to be aggressive
in our development of resources and partnerships.
Let me elaborate on some of these. Our work on the first goal
included identifying recovery values and principles in collaboration
with Bob Savage and Yvette Sangster. This in turn led to
discussions about quality measures, recovery outcomes, and how
to assess an agency’s degree of recovery orientation.
One component of the second goal involved several strategic
decisions. We made informed decisions to focus our attention on
four or five issues that we felt could quickly elevate service quality.
The issues we chose to focus on were culture, gender, trauma,
and co-occurring disorders. We believed a focus on these issues
in terms of information, training, service enhancement, etc. would
produce a measurable improvement in the quality of the system.
Our work in these areas has been significant and sustained, and
has achieved that goal
The third goal, to enhance our management capability, involved a
major change in our system that had begun with a decision made
by my predecessor. That decision was to not turn over
management of the contractual funds that drove our service
system to a private managed care company. We decided to use
managed care principles, but to administer that process ourselves.
We chose not to lose 20 percent of our funds via an outside
management contract. But that meant we needed to recruit a
different caliber of player into the state agency system. We
needed and found individuals who had managed care experience
in the private sector, but who were open to administering such a
system within the framework of public sector values.
The fourth goal, aggressively pursuing additional funding, led to
sophisticated approaches to garnering increased federal dollars to
support our system. Since 1998, we’ve brought in over $120
million in federal grant awards to help build and sustain parts of
our service system. We hired people to help us procure that
money, with the understanding that we would never go after grant
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dollars for the sake of grant dollars, but to strategically seek
dollars that would support our larger vision.
GREAT LAKES ATTC: Creating that vision at the same time you
were forging a new agency must have been an incredible
challenge.
DR. KIRK: My predecessor had a great line. He said, “We are not
merging mental health and addictions. We’re creating a new
agency, and one plus one is going to give us three.” We had to
create a new culture. The addictions and mental health cultures
are both so strong. It wasn’t a surprise to us that shaping this new
culture took some time, but through this effort we ended up with a
new culture that not only respects the best and brightest and most
sensitive components of each of the two systems, but also moved
us to a new level. We redefined ourselves as a healthcare
agency, not a social service agency. People with substance use
disorders and psychiatric conditions have a healthcare condition.
They share illnesses with behavioral components rooted in the
chemistry of the brain. Seeing ourselves as a healthcare agency
helping people manage and recover from these illnesses served
as a bridge between the mental health and addiction cultures. It
gave us a common platform. Our mission is to promote wellness
and health and to help people with behavioral health disorders
regain their health and reclaim their lives.
GREAT LAKES ATTC: How were you able to transform your
system and still maintain its maintenance functions?
DR. KIRK: That’s the key. You’re trying to reengineer the system
at the same time you have to keep it running. One of the things
that I did was to say to Arthur Evans, PhD, my Deputy
Commissioner at the time: “I want you to run a research and
development component within DMHAS.” I freed him of most
operational responsibilities and asked him to form work groups to
look at everything we had done in recent years, including the
federal initiatives, and to pick the best ideas and practices. I
asked him take the recovery values that our advocacy groups had
put together and to translate them into DMHAS policies. So we
created a draft Commissioner’s Recovery Policy outlining the
move toward a recovery-oriented service system, and then met in
retreats with boards, providers, consumers, our own staff, and all
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sorts of other groups to complete our foundational recovery policy.
(See www.dmhas.state.ct.us, then click on “Recovery” under
“Major Initiatives.”) That statement is as valid and important now
as when we first signed it in 2002. Arthur Evans skillfully created
and guided much of this development effort, and also added Dr.
Larry Davidson from Yale University and others within DMHAS to
help us implement this new recovery vision. Dr. Evans eventually
left his position to assume responsibility for a large public entity in
Philadelphia, while Dr. Davidson subsequently established and
staffed at Yale a special program on recovery. Both of these
professionals were critical to driving the changes we were
implementing
GREAT LAKES ATTC: How did this R & D unit relate to your
operations staff?
DR. KIRK: We made a mistake early in the process in keeping
Arthur’s group separated from operations a bit longer than we
should have. We had one track that was improving service
operations and a separate track with our recovery initiative. They
were both progressing so well that they almost took on lives of
their own. You had two different focuses in the agency, and
people were not necessarily tying the two of them together. So
we reached an awareness that we needed to bring these two
tracks together. I brought together all of our key leaders in the
agency, as well as the private non-profits, and said, “We’re not
moving away from the four major goals, but we’re going to come
up with one single overarching goal that integrates our work on
these goals.” And that overarching strategic goal was to develop
and maintain a value-driven, recovery-oriented service system.
We had to convince our own staff and the service providers that
this was not a “flavor of the month” thing but an overriding
philosophy that would shape everything in the coming years.
We had to stop people from thinking, “It’s the project du jour.
Don’t spend too much energy here, because it’s going to be
something different a year from now.” We had to convince
everyone that we were going to seek the highest quality of service
at the most realistic cost. And we had to help people
operationalize their understanding of what a recovery-oriented
system would mean for their programs and their roles. To do that,
we had to promote recovery-oriented concepts such as recovery
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capital, recovery supports, sober housing, recovery-conducive
employment, etc. We said, “We want you to continue to focus on
co-occurring, on gender, on culture, on trauma, and on some
other areas that truly are improving the overall value index of the
service system, but we want you to place all of these initiatives
within this larger recovery orientation.” We did that in 2002-2003.
Staying the course with some basic core elements is
extraordinarily important, and the recovery practice guidelines that
we just recently put together form a crucial piece that has defined
our recovery policy in practice terms.
GREAT LAKES ATTC: As you went from the conceptual to
changes in practice, what obstacles did you encounter, both inside
DMHAS and with your provider community?
DR. KIRK: The first challenge was people saying, “We’re already
doing that; this is not new.” There were two variations on this.
First, there were people who really had been pushing this and had
not been heard. Some of these people were angry that it took us
so long to get to this orientation. Some said, “I’ve been talking
about this for 10 years, and no one has listened, and you come
along in 2000 and talk about recovery as if this is the latest and
best thing. I’ve been championing this for years before you ever
got here.” So we had to listen to these people and get them on
board with us. This was a group who did believe in this orientation
and were already doing it to the best of their abilities. Others said,
“We’re doing it,” but when we looked at the way they ran their
agencies and the way their services were provided, they were a
long way from the recovery values we were extolling. For them,
we had to define these recovery values at a practice level, so they
could see the ways in which they were really not providing
recovery-oriented care.
GREAT LAKES ATTC: Helping agencies self-evaluate their
recovery orientation must have been a crucial part of this process.
DR. KIRK: Yes. Larry Davidson worked with us to develop a scale
that could help agencies measure their degree of recovery
orientation. This work (“Findings from the DMHAS Recovery Self
Assessment”) is posted on the DMHAS website
(www.dmhas.state.ct.us) under “Major Initiatives,” “Recovery,”
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“Reports and Position Papers.” We built recovery orientation into
the language of all our contracts, along with a contractual
requirement that each agency had to conduct a recovery selfassessment process. We are currently working on further refining
recovery outcome measures. We followed that self-assessment
process with coaching and technical assistance to move toward
greater recovery orientation. We also created something called
“The Recovery Institute,” a training curriculum consisting of a
series of recovery-focused courses designed particularly for
people working in private non-profit service agencies. More than
5,000 people have attended one or more of these courses. After
establishing “The Recovery Institute,” we set up what we call
“Centers of Excellence.” This consisted of a competitive process
that would provide funding for agencies to receive consultation in
one of six areas, such as outreach, strength-based assessments,
culturally informed services, and so on. We picked agencies that
either saw themselves as particularly good in these areas or really
wanted to become excellent in their competencies in these areas.
Considering we were only paying for consultation services through
the financial assistance of SAMHSA technical assistance, we
were amazed at how many applicants responded to this RFP. We
made a big to-do out of it, recognizing those we selected as
Centers of Excellence in Connecticut. They ranged from hospitals
to private addiction or mental health agencies, to some of the
state-operated mental health components.
GREAT LAKES ATTC: Did you also take steps during this early
period to support recovery advocacy and support organizations,
and to ensure their involvement in the system-transformation
process?
DR. KIRK: We increased funding to such groups, to allow them to
expand their operations on a statewide basis. There was federal
money supporting some of their activities, e.g., CCAR, and we
added state dollars to supplement this. We’ve since increased our
state funding of these advocacy organizations. This has helped
strengthen consumer involvement in our system and expand peerbased recovery support services. We also met with the executive
director and board representatives of each of the person–inrecovery/consumer groups under contract with DMHAS. We
discussed their contract requirements, listened to their vision and
goals, and focused on affirming our joint vision and mission.
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GREAT LAKES ATTC: How did you manage the systemtransformation process inside DMHAS?
DR. KIRK: A couple of different ways. The communication
strategy was very important. In late 2000, we started putting out
“Messages from the Office of the Commissioner.” This
communication piece came out every two weeks or so and was
sent to everybody in the service system, external and internal,
including all of our 3,500 DMHAS staff. The messages the first
couple years were typically from me, but then we involved other
people in crafting these messages, such as a message from Bob
Savage (who was then Director of the Connecticut Community of
Addiction Recovery) or a message from members of my executive
staff. To-date, there have been over 130 such Messages. So
there was a steady emphasis on this recovery initiative and what it
would mean to everyone in the system and in DMHAS. A second
communication piece started in 2000 was “INFORMATION…
foundation of good policy.” It is a one-page brief, based on data
and released several times a year. Approximately 80 have been
published since 2000. The “Messages from…” and the
“INFORMATION” documents cover numerous angles—recovery
management, recovery support services, our work with highservice utilizers, linkage to care, employment, housing, and new
approaches to public managed care. We used these
communications to highlight what we were doing and the kind of
problem solving we were trying to do. All are at
www.dmhas.state.ct.us.
GREAT LAKES ATTC: Could you provide some examples of such
problem solving?
DR. KIRK: We have a state-operated facility in Hartford that
provides detox and residential services, and in the same
neighborhood a private non-profit treatment agency that provides
similar services. I kept hearing that people couldn’t get into either
facility. I put in place a daily census count that each facility
needed to call in to the central office, and we continued to get
complaints that people couldn’t get in, even when our counts
showed empty beds. So we did a review and came up with
something called SATEP: Substance Abuse Treatment
Enhancement Project. We reconfigured the beds and added
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some supplemental services, such as a 24-hour access telephone
line and transportation funds that allowed people in need to get
transported by taxi to treatment, or from one service component to
another. These strategies increased service access.
Another problem we had was with people who were opiate
dependent who would repeatedly use primary treatment services
but fail to follow through on any continuing-care services. We
started OATP, an Opiate Agonist Treatment Program that
identified these individuals and assigned them a recovery
specialist, who tracked them through the system and assertively
linked them to continuing-care services. This service also
increased service utilization rates within many of our funded
agencies. We took the same capacity and increased access and
improved linkage to follow-up care. This lowered the admissions
of our high service utilizers and opened up beds for other people.
To achieve that system wide meant we had to confront various
bureaucratic stupidities. For example, we had one of our stateoperated programs that had a policy that they did not admit on
Friday afternoons. Needless to say, we changed such policies
that had emerged as roadblocks to people’s recoveries.
A third area involved our use of alternative living centers. These
are not treatment centers but sober living environments used by
long-term substance users who had achieved sobriety. Providing
such sanctuaries helped these people achieve stable recovery
and became an important step-down level of care within our
system that further decreased admissions by our high service
utilizers. And we did it for a fraction of the cost of a detox or
residential treatment day. Staff heard so much about recovery
and these recovery-focused problem-solving efforts that it just
became a part of the internal culture.
GREAT LAKES ATTC: It sounds like the whole understanding of
levels of care changed through this process.
DR. KIRK: We dramatically expanded the range of services. This
is really important. We modified ASAM criteria, what we call
Connecticut ASAM, to get providers as well as the people seeking
services more focused on what people needed rather than what
was available. We pushed a widened definition of levels of care
with more precise admission and continued-stay criteria. Our goal
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was to get out of a situation where, if you showed up at a clinic
that does A, B, and C, you would get A, B, C, even when you
needed D, E, F. Our efforts to expand the service menu and
refine the process of matching people based on their needs
helped shape a service system in which both service providers
and consumers made more informed choices about levels of care.
Adding some really good measures helped that. One of our most
critical measures was continuity of care, e.g., was each client
actually linked (not just referred) to follow-up care within 7 days of
his or her discharge? This had a significant influence on our
readmission rates.
GREAT LAKES ATTC: You have made a significant investment in
Connecticut in developing non-clinical recovery support services
within your behavioral health care system. Could you describe the
impact these services have had?
DR. KIRK: The recovery support services have had a significant
impact on decreasing repetitive use of acute high-cost services.
Recovery support services have served as an important vehicle
for reaching out and engaging people in treatment and recovery
processes. They have also served as an effective bridge in
moving people across different levels of care within the clinical
service system. Recovery support services have represented a
relatively low-cost means of sustaining people’s recovery without
the need for sustained treatment or the multiple treatment
episodes that might otherwise be required.
GREAT LAKES ATTC: What would you recommend to directors in
other states who don’t currently have recovery advocacy and
support organizations?
DR. KIRK: I would recommend that a director and his or her staff
get to as many forums as possible that provide opportunities to
interact with people in recovery. And I would suggest they keep a
log of what they have heard in these forums. I gave a talk last
year at the annual meeting of the National Alliance on Mental
Illness. I had someone help me put it together, and I junked a
good part of it because it just wasn’t people oriented enough.
Instead I added “What I heard along the way.” Let me just give
you a couple examples, because I think that this is something that
anybody could do. One of the things I heard along the way is,
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“when I get too functional, I lose my services.” In the acute-care
system of addiction treatment, people actually get penalized via
loss of support when they get better. Another message I heard
was, “When I come to this clinic, I feel like I’m a junkie, and I’m not
a junkie anymore.” What does that say about our service system?
I asked another person I met in one of our clubhouses, “If you
could ask for something, what would you ask for?” He said, “I just
wish people had more time to talk to me.” These are things that
any state director and his or her staff can get by going into these
situations and listening and asking themselves the implications of
such comments for the design changes needed in the service
system.
You have to work with and nurture the development of peer
advocacy and support organizations, and you have to help them
mature beyond the “us against the world” stance that often
characterizes the early days of such organizations. As I told one
advocate, “You have to understand when you’re beginning to win
something and stop chasing windmills all the time, because, after
a while, people don’t pay any attention to you anymore.” It’s not
only working with these organizations; it’s helping them mature as
organizations. I’m more comfortable with an approach that
doesn’t place the advocates as employees of the state agency.
We’ve shifted from these groups being our watchdogs to these
groups being our partners in transforming our system of care.
GREAT LAKES ATTC: How do you think financing models are
going to have to change to become congruent with this recovery
model?
DR. KIRK: Great question, and an interesting one, because we’re
in the midst of that issue right now. I’ll give you one example. We
just had a needs assessment. We asked some folks to conduct a
survey for us that, in part, identified about 850 service consumers
who were having significant problems of one type or another. One
of the striking findings was that a significant percentage of these
people were assigned to services judged to be what they needed,
but in which the people were not participating. For whatever
reasons, they were not engaging in what others saw them
needing. This is a clinical question, but it is also a fiscal question.
If the services we are paying for are not engaging those they are
intended to serve, perhaps it is time we altered the service menu.
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And that may include paying for things, such as peer support
services, which have not been historically reimbursable services.
We need funding guidelines that allow us to think outside the box
and support services that are responsive to recovery needs. If
post-treatment recovery support is critical to long-term recovery
outcomes, we need to fund such services, as we recently did by
funding our recovery advocacy agency to provide telephonebased recovery support services to people for 12 weeks following
their discharge from primary treatment.
We have to ask: What are the components that would serve to
engage people and link them between different levels of care
more effectively? What new levels of care do we need to add to
the existing service system? What are the components that would
dramatically increase access to and utilization of existing
services? If sober housing is critical to recovery maintenance,
then we need to think about supporting housing initiatives. Tying
recovery support services with existing levels of care challenges
traditional funding mechanisms, through which the former were
not reimbursable services. We’re looking at different ways of
combining components into a service level of care, to achieve
good continuity of care. In short, we are building on the work of
Tom McLellan, Bill White, and others to shift towards treating
severe addiction as a chronic or continuing-care disorder like my
high cholesterol or somebody else’s high blood pressure. What
would that mean? You could move toward a system that was not
based solely on fee-for-service and that redefined an episode of
care.
Let’s say that Tom Kirk shows at agency X, and based on an
assessment it is determined that I will likely need involvement in
formal treatment across multiple levels of care for the next year.
And the formal treatment might be—I don’t know—detox. It might
be intensive outpatient. Based upon that, we say that we will fund
the agency to have responsibility for providing this episode of care
for me during the year, up to a set dollar value. They can spend
the money on services for me at their discretion, as long as it
supports my recovery process.
This new definition of an episode of care could involve different
combinations of clinical and recovery support components that I
could benefit from, and that my service provider or I could
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purchase on my behalf. We could tie outcome measures to my
entering and remaining in what I call a “recovery zone”—sober
and stable functioning in the community. What are being paid for
are services that support my stability, not just high-cost crisis
interventions. What does that mean in terms of financing? One of
the approaches we’re looking at for the future is the idea of
“covered lives”—paying agencies to provide comprehensive
services for a given number of people per year, rather than paying
for delivered service units.
GREAT LAKES ATTC: Do you see primary healthcare integrated
into this vision of sustained recovery support?
DR. KIRK: This is an extraordinarily important issue. One of the
things I’ll pay attention to over the next year is the primary
healthcare needs of the people we have in our private non-profit
and state-operated service system. On the mental health side,
the lifespan of a person with psychiatric disability is something like
15 years less than other persons, and when we look at the data
for people we have in our service system, they’re not dying of
suicide; they’re not dying of drug overdoses. They’re dying of
cardiac conditions, respiratory conditions, and the kinds of things
that the rest of us suffer from. So if we’re really going to talk about
a recovery-oriented holistic system, we have to pay attention to
primary healthcare needs.
One of the major priorities for my medical director is to focus on a
greater linkage between the physical healthcare needs of our
people and their substance abuse or mental health needs. We
have what’s called PARS. PARS is our Performance Assessment
Reviews for all of our managers. I just finished identifying the
things that I would expect them—including the 10 CEOs of the
major state-operated facilities—to focus upon this year. One of
them relates to addressing the physical healthcare needs of the
people we have in our service system. Co-occurring disorders,
employment, physical healthcare, and recovery orientation are the
four major initiatives that we are focusing upon this year in terms
of improved services.
GREAT LAKES ATTC: Did you run into regulations inside DMHAS,
or federal regulations, that actually got in the way of the system
transformation that you’ve been attempting?
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DR. KIRK: Yes, particularly licensing authorities. The program
licensing authority in the State of Connecticut is the Department of
Public Health (DPH), which is very medically oriented. Here’s the
kind of situation that comes up. In the programs for women and
children that we run, a mother may come in for services, and she
might have one or two young children come with her, and other
women may watch her children while she is in group or meeting
with her counselor. Public Health looks at this and declares that
we must have separate therapeutic childcare for such situations,
which is extraordinarily expensive. Those are the kinds of
conflicts we’re trying to work through with DPH. It’s a conflict in
philosophies. They may cite a program for not being medical
model oriented at the same time we are trying to move that
program from a medical model to a more peer-based recovery
model. I meet with the Public Health Department once a month to
work out such issues. There have been dramatic changes in
some ways, yes, but it’s a process. Being in a process, we still
have a long way to go.
GREAT LAKES ATTC: Have the federal agencies that you work
with been supportive of the directions that you’re going?
DR. KIRK: We’ve gotten good support from CSAT and CMHS as
well as CSAP in the recovery focus. We’re one of the Mental
Health Transformation states, as well as an Access to Recovery
state and one of the Strategic Prevention Framework states.
Between the technical assistance they gave us in support of the
Centers of Excellence and the Strategic Prevention Framework
grant we have from CSAP, the federal agencies have been
supportive of our system-transformation efforts. The real
challenge is with Medicaid regulations. We’ve had site visits
where their philosophies and ours conflict, and we’ve had to
balance our recovery orientation with meeting the regulations that
flow from their medical model.
GREAT LAKES ATTC: When you look back over the history of the
recovery initiative, what do you personally feel best about?
DR. KIRK: I feel best about the direction we set and the fact that
the resulting focus and energy are producing real change in the
way people who receive services in our system think about
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themselves and their hope for recovery. I feel good that our
recovery philosophy is filtering throughout the system. You hear
people talking about things today that we talked about two years
ago, but they’ve made it a part of them. There’s a bumper sticker
that says, “When people lead, their leaders will follow.” I think in
an interesting sort of way we’ve been able to create a movement
where people—service consumers and people in recovery—are
becoming more and more energized, and they’re guiding the
system-transformation process in ways that the service
professionals could never do by ourselves. If I got fired tomorrow,
I would feel real comfortable that the movement would continue
long after I left the system.
The question is, “How do you institutionalize things so that people
take ownership of these innovations and carry them forward?” I
strongly believe that we all stand on the shoulders of the people
who came before us. I talk about the recovery stuff so much, and
I spend so much time talking with the Governor and legislators
about it, that I now hear them using the words. It’s something to
listen to the Governor talking about behavioral health systems
transformation in her own words.
GREAT LAKES ATTC: As you look ahead, what do you see as the
next steps in the system-transformation process in Connecticut?
DR. KIRK: As much progress as we have made, we still have a
long way to go in the recovery-oriented focus, because it involves
total system change, not just one program. So we will continue to
identify “lessons learned” from our experiences—how Access to
Recovery or related activities can be embedded into the service
system versus being the latest grant. I also believe that we have
to work on identifying and cultivating staff—management and line
staff—whose leadership and other skill sets can serve to model
what a recovery-oriented system really is like. We will be
intensely focusing on things like employment, the addition of
recovery support services to the basic service menu, and physical
healthcare and co-occurring disorder services. Another focus will
be on pushing the service design toward wellness promotion and
recovery support services that groups of people in different areas
of the state need, rather than toward what the historical structures
dictate that we continue to fund. A third area will be shifting the
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financing of the overall system to support a continuing-care model.
We must change the financing mechanisms.
GREAT LAKES ATTC: As a final question, are there any tips you
would offer your counterparts on how to manage similar efforts at
systems transformation?
DR. KIRK: One tip would be to focus the transformation process
through an overall message that allows people to see the
individual initiatives as fitting into a whole. System transformation
will fail if it is just seen as a bunch of discrete initiatives. You have
to continue to hammer away about how existing things and new
initiatives tie into this larger picture. You also have to honor what
people have done in the past and not inadvertently demean their
efforts. The message is, “We want to take the gems that we can
learn from you, based upon your experience, and elevate them
within what we are building.” When I was at the agency in
Stamford talking about some of this, a guy who had been running
our methadone program from day-one said, “Sometimes when I
hear you talk about this, it’s as if I’ve been doing the wrong stuff
for the last 20 years.” That’s not the message we want to convey.
We need to understand what they’ve been doing in the trenches,
what they’ve learned, and build on that.
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The Recovery-Focused
Transformation of an Urban
Behavioral Health Care System
An Interview with Arthur C. Evans, PhD
By William L. White, MA

INTRODUCTION

Beginning with Dr. Benjamin Rush’s eighteenth-century writings
on chronic drunkenness as a medical disease, the City of
Philadelphia has held an honored position in the history of
addiction treatment and recovery in America. That history of
innovation continues today in a bold vision of integrating mental
health and addiction services within a conceptual framework of
long-term recovery. Leading that innovation is Dr. Arthur Evans,
Director of the Philadelphia Department of Behavioral Health and
Mental Retardation Services. The following is an interview I
conducted with Dr. Evans in November, 2006 on behalf of the
Great Lakes Addiction Technology Transfer Center. In this wideranging interview, Dr. Evans eloquently describes the behavioral
health system-transformation process that is underway in the City
of Philadelphia. In my writings I have posed the question, “How
would we treat addiction if we really believed that addiction was a
chronic disorder?” Answers to that question are emerging in
Philadelphia in a way that will influence the future of addiction
treatment in America.

William L. White, MA
Senior Research Consultant
Chestnut Health Systems
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GREAT LAKES ATTC: Could you summarize your professional
background and the circumstances that brought you to
Philadelphia?
DR. EVANS: I’m a clinical and community psychologist and have
been working in the addictions field for the last 19 years, first as a
practitioner and program manager, then in policy-level positions in
the State of Connecticut. I served as the Director of Managed
Care and then Deputy Commissioner for the Connecticut
Department of Mental Health and Addiction Services. In that role,
I was very much involved in strategic planning and leading
system-transformation efforts in Connecticut. I was then invited to
come to Philadelphia to fill a newly created position following the
city’s decision to combine all of its behavioral health services into
an integrated system. I was recruited to continue building on the
history of innovation in Philadelphia’s behavioral health system.
GREAT LAKES ATTC: Provide an overview of how behavioral
health services are organized in Philadelphia.
DR. EVANS: Pennsylvania has a county-based delivery system,
with all dollars flowing through each single county authority. On
the mental health side, our single authority is an Office of Mental
Health, which receives all statewide grant dollars allocated for the
city of Philadelphia and is one of three units within the Department
of Behavioral Health/Mental Retardation services (DBH/MRS).
The Office of Metal Health is responsible for services to primarily
indigent individuals who have problems related to serious mental
illness. There’s also an Office of Addiction Services, which
receives state dollars and federal grant dollars for people with
addictive disorders. And then there is Community Behavioral
Health (CBH), which is a private, non-profit, 501(c)(3) managed
behavioral healthcare organization that is fully owned and run by
the City. I’m the president of the Board of CBH, and the executive
director of CBH reports to me. CBH administers behavioral health
payments for practically all of the Medicaid populations that are
served in the city. So those three entities allow us to manage
practically all of the behavioral health dollars in Philadelphia as a
single public system.
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GREAT LAKES ATTC: How did the vision develop to redesign
mental health and addiction services toward greater recovery
orientation?
DR. EVANS: When I came into this position, the city had a fairly
long history of innovation, particularly around how it has organized
and administered behavioral health services. Through our initial
discussions with multiple community constituencies, there was a
desire to move our system of care toward greater recovery
orientation, which was consistent with national policy directions as
indicated by the New Freedom Commission Report and recent
Institute of Medicine reports. What emerged from these
discussions was a clear vision: an integrated behavioral health
care system for the City of Philadelphia that promotes recovery,
resiliency, and self determination.
GREAT LAKES ATTC: You made a decision early on to use the
recovery orientation as the bridging concept between mental
health and addiction services. How has this vision guided your
work?
DR. EVANS: It is clear that many of the people we serve have cooccurring mental illness and substance use disorders. As we
listened to the stories of people in recovery, it quickly became
clear that we needed to find a way to serve these people more
holistically. It was critical for us to have a vision of recovery that
really incorporated both addiction and mental health, and an
integrated vision through which we could plan and allocate funds
for both mental health and addiction services. Because of the
unique structure of the Department of Behavioral Health in
Philadelphia, we have been presented with an incredible
opportunity to make this integration real at every level. Our goal is
to move toward a unified framework of behavioral healthcare.
Two early steps were important in this process. First, we brought
together representatives from the mental health and addiction
fields, including recovery advocates, people in recovery and family
members, and providers of services, and we developed the
following shared understanding of recovery:
Recovery is the process of pursuing a fulfilling and
contributing life regardless of the difficulties one
has faced. It involves not only the restoration but
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continued enhancement of a positive identity and
personally meaningful connections and roles in
one’s community. Recovery is facilitated by
relationships and environments that provide hope,
empowerment, choices, and opportunities that
promote people reaching their full potential as
individuals and community members.
Second, we developed a set of nine core recovery values that
would guide our system-transformation process in both mental
health and addiction service settings. Those values were hope,
choice, self-direction/empowerment, peer culture/peer
support/peer leadership, partnership, community
inclusion/opportunities, spirituality, family inclusion and leadership,
and a holistic/wellness approach.
GREAT LAKES ATTC: You’ve described the ongoing systemtransformation process as unfolding in three overlapping stages:
aligning concepts, aligning practices, and aligning context. Could
you describe those stages?
DR. EVANS: Our goal is systemic and lasting change in the design
and delivery of behavioral healthcare services. As a result, we
made a conscious effort to think about: 1) how we want thinking
to change, 2) how we want people’s behavior to change, and then
3) how we want to change the policy, fiscal, and administrative
contexts to support the behavior and thinking that we ultimately
would like to see in the system. All of our system-transformation
activities keep these three areas of focus in mind. For example, if
we focus only on trainings that introduce a particular area of
behavioral change—let’s say the increased use of motivational
interviewing—but we haven’t aligned our policies and funding
decisions to support that shift, this behavioral change won’t be
able to be sustained over time. Alternatively, if we focused on
trainings that promoted a certain philosophical viewpoint without
giving people practical ways that their behaviors needed to
change in order to reflect this new viewpoint, those trainings would
not effectively support systems transformation. These three
areas—concept, practice, and context—are interrelated and
cyclical. Our ability to obtain conceptual clarity influences our
ability to successfully operationalize our transformation values.
The manner in which recovery-oriented practices are defined and
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implemented shapes the regulatory and fiscal support necessary
for lasting change. Regulatory and fiscal policies in turn have an
immediate impact on the kinds of services and supports we can
develop for people seeking recovery.
GREAT LAKES ATTC: There are growing calls to transform
behavioral health care agencies into truly “recovery-oriented
systems of care.” How did you convey to your service providers
exactly how service practices would change within such systems
of care?
DR. EVANS: We engaged service consumers and providers in
dialogue about how practices would change, and in our published
plan for system transformation we outlined twelve areas in which
we expected services to change and outlined the direction of such
changes. The chart below illustrates our summary of those
changes within our Blueprint for Change.
Service Engagement: Expand outreach services to reach
people (individuals, families, communities) at earlier stages of
problem development.
Service Access: Continue the rapid level of service access that
has long-characterized some components of the Philadelphia
behavioral health service system (e.g., substance abuse
treatment services) and increase the ability to access services in
other areas (e.g., psychiatric access, housing with community
supports, etc.)
Recovering Person’s Role: Emphasize the rights of people in
recovery to participate in and direct service decisions, plan for
services, and move toward self-management of their own
recovery journeys in collaboration with the people who serve
them.
Service Relationship: Shift the primary service relationship
from an expert-patient model to a partnership/consultant model.
Assessment: Move toward assessment procedures that are
global (holistic), strengths-based (rather than pathology-based)
and continual (rather than an intake activity).
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Clinical Care: Move to clinical care services that are recoveryfocused, evidence-based, developmentally appropriate, gendersensitive, culturally competent and trauma informed. These
services recognize that excellent clinical care is critical but is
only one aspect of service needed among others in a recoveryoriented system.
Service Retention: Enhance service retention rates (reducing
rates of service consumer disengagement and rates of
administrative discharge) by increasing the quality of clinical
services and enhancing in-treatment recovery support services.
Locus of Service Delivery: Increase the delivery of community
integrated, neighborhood- and home-based services and expand
recovery support services in high-need areas. This enhances
normalization and the effectiveness of skill teaching and skill
retention, and decreases stigma.
Peer-based Recovery Support Services: Dramatically expand
the availability of non-clinical, peer-based recovery support
services and integrate professional and peer-based services.
Dose/Duration of Services: Provide doses of services across
levels of care that are associated with positive recovery
outcomes. The intent is that intensity of services will naturally
decrease over time as recovery stability and quality increase, but
that recovery checkups and, when needed, early re-intervention
will continue for a considerable period of time. The system will
develop innovative means for this connection (e.g., assertive
phone follow up). Our vision is continuity of contact in a primary
recovery-support relationship over time.
Post-treatment Checkups and Support: Shift the focus of
service interventions from acute stabilization to sustained
recovery management via post-treatment recovery check-ups.
Support the use of Peer Specialists for post-treatment follow up,
stage-appropriate recovery education, assertive linkage to
recovery communities and, when needed, early re-intervention.
Shift from passive aftercare to assertive approaches to
continuing care.
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Relationship to Community: Greater collaboration with
indigenous recovery support organizations (e.g., faith
community), more assertive linkages of clients to local
communities of recovery, greater role in recovery
education/celebration in larger community and greater role in
recovery advocacy (e.g., issue of stigma and discrimination).
Source: Recovery-Focused Transformation of Behavioral Health
Services in Philadelphia: A Declaration of Principles and a Blueprint for
Change, Philadelphia Department of Behavioral Health and Mental
Retardation Services

What we tried to achieve in our Blueprint for Change was to
outline how the practices of our Department and our service
providers would change through the system-transformation
process, and how consumers and family members and other
community resources could play important roles in this process.
GREAT LAKES ATTC: How did you plan the system-transformation
process, and what constituencies did you involve in this process?
DR. EVANS: We think an inclusive, “big tent” approach is very
important. From the very beginning, we engaged a variety of
stakeholders, including people in recovery, providers, our staff,
diverse community groups, and the faith community, because we
had to find ways that the concept of recovery would resonate with
all of those various constituencies. We created a Recovery
Advisory Committee (RAC) that spent several months developing
the consensus definition of recovery and core recovery values that
all of those various groups could embrace. We continue to host
regular community forums where people from across the city can
come and share their thoughts and ideas about the systemtransformation priorities. We believe that such partnering and
ongoing input are critical for the long-term success of systems
transformation.
GREAT LAKES ATTC: What are the early priorities that emerged
out of that process?
DR. EVANS: For the next two years, we will be focusing our
change efforts within seven priority areas: community
inclusion/opportunity, holistic care, peer culture/peer support/peer
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leadership, family inclusion and leadership, partnership, extended
recovery supports, and quality of care.
GREAT LAKES ATTC: In your presentations describing the system
transformation, you have talked about the importance of parallel
process. What do you mean by this?
DR. EVANS: What I mean by this is that the relationship we want
to see between our direct-care providers and those they serve
must be mirrored inside our department, both in the relationship
between our department and the treatment providers and in our
relationship with other community organizations. This realization
has forced us to think about our own behavior and how it helps or
hurts our system-transformation efforts. An early and ongoing
priority for us was to make sure that the way we were doing
business was consistent with the way we wanted our service
providers to do business. For example, in planning new initiatives,
we are involving the provider and recovering community in the
early stages of thinking and development of ideas, rather than
“telling them” what we want them to do. In the same way we are
hoping that providers will tap the expertise of people in recovery,
we are also trying to tap the expertise of providers in solving the
problems that confront us both. Also, stressing the importance of
dignity and respect in how we interact with one another has been
a cornerstone of these efforts.
GREAT LAKES ATTC: How are you continuing to work at system
transformation at the same time you have to maintain much of the
system’s functioning?
DR. EVANS: When you’re running a billion-dollar organization,
most of your energy and the organization’s energy is focused on
keeping the organization going, and relatively little of that energy
is directed towards strategic planning, visioning, and taking the
organization in a new direction. So first we had to build an
infrastructure. We had to develop roles that allowed people to
devote time to conceptualizing where we wanted to go, working on
new initiatives, engaging various stakeholders, and developing the
many products that were crucial to the system-transformation
process. We did this by hiring a director of strategic planning, who
would work in partnership with the director of policy and planning
to develop and move system-change efforts forward. We created
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an internal steering group, the Systems Transformation Steering
Committee, composed of representatives in key positions across
the department. This group is also charged with developing and
moving system-change initiatives forward. We have used national
and local consultants to add expertise to the already existing skills
of our staff and to support our major change initiatives. We
developed specific targeted projects to implement our vision.
Right now, for example, we are transforming our maintenance
partial hospitalization system into a recovery-oriented, communityintegrated system of services and supports. In order to do this,
we are introducing all the transformation priorities into these
transformed programs. We are working in partnership with people
in recovery and providers in all aspects of the development of
these programs. We are working with the State to break down
regulatory and funding barriers to the provision of recoveryoriented services. This same process is happening in many new
initiatives.
GREAT LAKES ATTC: Describe your use of workgroups to plan
and implement change for particular service areas.
DR. EVANS: That’s an example of where we had to behave in
ways that were consistent with the recovery philosophy. One of
the first things we did was to identify those areas where we
thought it was important to have concentrated work—issues that
we felt were critical to achieving a recovery orientation.
Spirituality, for instance, is important to many people in recovery,
and yet the linkages between the Department and the vast faith
community in Philadelphia were weak. We developed our faithbased task force to work at developing these partnerships, which
are envisioned to be reciprocal in nature. We bring resources to
the table for the faith-based organizations, and they bring
resources to us.
We know that, in a recovery-oriented environment, expert clinical
care is critical. The Evidence-Based Practices (EBP) workgroup
was developed to review the current state of the science and to
develop recommendations for current EBPs, promising practices,
and support structures for their implementation and installment in
organizations. One outcome of our work in this area is the
development of a new partnership with Dr. Aaron Beck and the
Beck Center for Cognitive Therapy. This will have a direct impact
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on clinical care as we introduce cognitive therapy throughout our
service system.
The Trauma Task Force is looking at the critical role that trauma
plays in many addiction and mental health disorders, and is
developing creative ways to incorporate trauma-informed services
into our provider organizations.
The content of these workgroups is important, but the process for
developing them is equally important. We staffed the workgroups
by opening them up to everyone in the organization. I sent out an
email that basically said, “We have a variety of workgroups.
Anyone in the organization, regardless of your role, has the
opportunity to be a part of the workgroups.” Well, one of the
interesting things we found out is that people who were in nonprogrammatic administrative and support positions signed up to
help with these groups. We found out that many people in our
organization were in recovery or had family members who were in
recovery or struggling with addiction or mental health problems.
They wanted to be a part of this service-improvement process,
and they brought a very important perspective that the
programmatic staff didn’t always bring. The message their
inclusion sent was that, if we truly believe in partnership at all
levels, if we truly believe in the idea of people rising to their
highest level of potential, we had to create opportunities like that
internally, as a way of modeling what we wanted our providers to
do. This engaged a whole layer of the organization who, quite
frankly, had been underutilized in the past. It engaged them and
got them really excited about the work we were doing.
This same process is happening at provider organizations across
the city. As they catch the vision, or feel freer to pursue the vision
they have been developing in the past few years, they are
reaching out to new people within their organizations. They are
engaging community partners, working with faith-based
organizations in new ways, looking at the evidence for their clinical
practices, and increasing their trauma awareness and capacity for
intervention.
GREAT LAKES ATTC: You developed a very close relationship
with the Pennsylvania Recovery Organization—Achieving
Community Together (Pro-Act) and other recovery advocacy
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organizations. How important do you think those relationships
have been to the transformation process?
DR. EVANS: Engaging the recovery community, and engaging the
recovery community in new ways, has been one of the most
important things that we have done. Pro-Act has been terrific in
the process. They have been out front in helping to put a face on
recovery, something that we support tremendously. They have
helped us engage the recovery community in a variety of
activities, and they’ve been able to carry the message of recovery
and the hope of recovery to communities that we may not have
been able to reach as a department. They have pushed our
thinking about what we should be doing as a department, both
with our funded service organizations and with the larger
community. It is hard to imagine having done this work without
the partnership with Pro-Act.
GREAT LAKES ATTC: In relationship to the broader community,
you made a decision early on to involve the faith community in this
initiative. How did you come to that decision, and what has been
the outcome of that involvement?
DR. EVANS: There are several reasons we felt it was important to
involve the faith communities. First was our recognition that many
people recover within the perspectives, beliefs, and contexts
generated from their faith. As a result, we felt it was important to
recognize the potential role of spirituality in the treatment and
long-term recovery process. We also knew that there are many
people who will not engage in treatment without the blessing of
their faith communities. People often seek help initially from within
their faith communities, and we wanted to build connections
between these communities and our behavioral health service
system. We felt the faith community, particularly the clergy, was
in a position to help us achieve our goals, and at the same time
that we could be of service to them. We were particularly
interested in the support that faith communities could provide to
people during and following addiction treatment. We wanted to
help those entities in the community that were there to support
people coming out of prison and out of treatment, and to help
them do that work on a long-term basis.
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GREAT LAKES ATTC: How did you prepare the existing addiction
treatment agencies for the changes that would be coming through
the system-transformation process? There must have been
considerable anxiety about what this would mean for everyone.
DR. EVANS: We did a number of things. First, we engaged them
from the very beginning, articulated the vision of where we wanted
to go, and invited them along on the journey.
We brought in top people from around the country, people like Bill
White and Mike Hogan, to help articulate and legitimize our vision
and to generate excitement about where we were going. We
continue to involve the provider community in the major decisions
we have made and are making as part of the whole transformation
effort. For most major efforts we have cross-system workgroups
that involve providers, people in recovery, and family members, as
well as DBH staff. We’ve tried to be very transparent about our
decision-making. Finally, we’ve tried to make sure that what we
are promoting is clearly reflected in the Requests For Proposals
for funding that we issue. We have tried to be consistent in our
messaging and catch ourselves when we are doing things out of
old habits that violated those core messages.
GREAT LAKES ATTC: Do you think that the fundamental
relationship with the provider community has changed through this
process?
DR. EVANS: I think that they are becoming more trusting of and
more open with us. We are trying to move away from a policing
role—the “gotcha mentality” that we in government can drift into.
We are trying to move toward a partnership model that
emphasizes our need to work together toward a shared recovery
vision. Through developing workgroups that involve all
stakeholders on different topics, we are tapping into the expertise
of the provider community as we plan and develop new initiatives,
practices, and vision. Our addictions group is currently involved in
a process that involves all stakeholders in planning the next steps
in transforming this segment of the system.
GREAT LAKES ATTC: What are some of the changes that you’ve
seen already through the system-transformation process?
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DR. EVANS: The thing I get the most satisfaction from is the fact
that people have a voice now who historically have not had a
voice within our system. Foremost among these are people in
recovery and their family members who are not a part of the
“professional” advocacy groups and had not historically
participated in the Department’s planning efforts. We have hired
people in recovery in the Department to help us in this
transformation. We are training and mentoring them to assume
leadership roles in the future. We recognize that, while many
organizations have people in recovery on staff or on boards, it
takes additional support and training to have them assume true
leadership roles. We are committed to this process.
We have also opened ourselves to input from the larger nonprofessional community in ways that are unprecedented. These
are just people in the community, including faith leaders and
leaders of grassroots community-based organizations, who now
are engaged with us in very important ways. There are also
several other things that come to mind.
We have committed to train and hire 100 peer specialists in the
system over the next year. These are people who have mental
illness and/or co-occurring disorders who have moved to a place
in their recovery where they are ready to “reach back a hand” to
someone else. Hiring these trained people into our provider
organizations will be a huge step forward in advancing the voice
and leadership of people in recovery.
We are moving our “monitoring process” to one which is less
focused on adherence to regulation and more focused on
recovery and recovery outcomes. We’re redoing our evaluation
process with a focus on recovery outcomes, as opposed to
traditional process measures. We are developing funding models
that support recovery-oriented services and incentivize recovery
outcomes. We’re looking at how to create funding mechanisms
where dollars follow the client. We’re looking at funding
mechanisms that provide people with a menu of services, as
opposed to site-based services where people don’t have those
kinds of options.
GREAT LAKES ATTC: You’ve taken people inside your
organization who for years have seen themselves in a policing
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function and transformed them into technical consultants and
partners with agencies. That is a radical change in the monitoring
process.
DR. EVANS: That is a huge change that we are still working on.
An example of progress that we are making in this area is with our
monitoring and credentialing process. Providers have often
complained that this process is too focused on minor details (e.g.,
a missing signature), rather than on the bigger picture of quality of
care. Recently I have had a number of providers share with me
that they had a great credentialing visit—that it was very helpful.
This is something we’d never heard before. This is a credit to our
staff, who are really focusing on quality and making a variety of
important changes to move the system forward and improve care.
Providers are starting to see us as collaborators in this process—
as people who are trying to help them provide a better service.
We’ve still got a long way to go, but we’re clearly making
progress.
GREAT LAKES ATTC: As you look back over this process, are
there any lessons that you think you would share with other cities
or states wanting to pursue a similar system-transformation
process?
DR. EVANS: I can’t say enough about the issue of parallel process
that we touched on earlier. Consistency—walking the talk—is
very important. You can’t have a singular external focus of telling
the providers what they need to do in order to be more recovery
oriented. It has to be, “What do we collectively need to do to
conduct our business in a way that is consistent with these
values? And then how do we help and partner with our providers
and consumers and other stakeholders to make this
transformation happen?” To me, the most important aspect of this
is having a mindset that is collaborative, that is supportive, and
that is consistent with the values of recovery. After that, there are
a number of things we’ve learned. First of all, transparency is very
important. You can’t promote a recovery-oriented system and
then make decisions about how you’re going to fund and who
you’re going to fund with opaque processes that people don’t
understand. That doesn’t work. I think the other thing that we’ve
learned is: communication, communication, communication. You
have to keep putting the message out, letting people know what
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you’re doing and why you’re doing it. I think it’s also important to
give people practical examples of what you want them to do. So
you’re not only articulating that a recovery orientation is important,
but you’re also providing people with opportunities to get training
and support around how they’re going to change their practice.
Another key lesson is the role that relapse plays in this systemstransformation work. This is another example of our parallel
process. Providers, people in recovery, and families are all used
to doing things one way, and the pull back to the familiar is always
there. “Relapses” of many kinds will happen. We are learning to
plan for them, to learn from them, and hopefully to build in
supports to lessen their occurrence.
GREAT LAKES ATTC: You’ve made an incredible investment in
training through this process, both local training and bringing
outside people in for training. Could you comment on that?
DR. EVANS: We’ve had to do that. The training that most
behavioral health professionals get offers no consistent recovery
orientation. You can’t assume people have been trained from this
perspective, so it must become part of everyone’s orientation and
training within the field. We felt that we needed to put a significant
amount of resources into training, to help people have a different
way of thinking about the work, but also help them have a different
way of behaving. The trainings are designed to give people
different options in terms of how they design and deliver highquality services. We also made an important strategic decision
about the nature of this training. People in recovery, providers,
and staff from the Department are trained together. This format
has modeled the kind of partnerships we are working to develop
and has definitely increased the impact of the training. Training in
this way is another example of the parallel process.
In the next 12-18 months we are going to build on this basic
training through providing training that advances, not just our
collective understanding of recovery, but also the implementation
of recovery-oriented practice across the behavioral health system.
GREAT LAKES ATTC: As you look back over this process, what
are some of the areas of system transformation that you feel
you’ve had some of the greatest success in?
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DR. EVANS: I think we have a considerable amount of buy-in from
multiple constituencies at this point in the process. We try to keep
our ear to the ground in terms of what people are really saying,
and we create opportunities for people to tell us what they’re really
thinking, through focus groups and other mechanisms. We now
have almost universal acceptance of our core ideas by our
stakeholders. I think that’s huge.
One other area that really excites me is what I see happening
among the communities of people in recovery. We have people in
recovery now working as consultants within DBH on major
projects. There are people involved in change-management
teams at provider organizations. There are people sharing their
recovery stories in many public venues; and there is a new
energy, enthusiasm, and emerging leadership capacity within that
community. This is critical in terms of moving us toward a
“consumer-directed” system.
We also are developing new initiatives that are true partnerships.
We recently funded several prevention initiatives but required that
the applicants for those funds demonstrate partnerships between
providers and local grassroots organizations. We are providing
seed-grant funding for enhancement of programs over the next
year to providers who are willing to commit to moving our systemtransformation priorities forward in innovative ways.
All these seemingly separate initiatives create a synergy of vision,
energy, and momentum that will support moving this
transformation forward.
GREAT LAKES ATTC: One of the obstacles that people often cite
in discussions of moving toward greater recovery orientation and
shifting from models of acute care to sustained recovery
management is the question of financing. Do you have any
thoughts about where service financing models will go in the
coming years to support this recovery orientation?
DR. EVANS: We are going to need different kinds of funding
models, because many of the things that support recovery are not
what we are reimbursing in the fee-for-service rates through which
we currently pay service providers. We’re going to need to move
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to more risk-based financing models that give people more
flexibility in how to use the dollars that they receive and place the
emphasis more on service outcomes and less on units of service
delivery. The other thing we need to think about is how we can
support giving people a menu of options, and how providers can
offer those options in ways that are financially viable. We’re
attempting to do that with a major redesign of our partial hospital
programs and our day-treatment programs. We’re attempting a
radical redesign based on the notion of giving people a menu of
choices, having fewer site-based services, and providing more
services in the community. We’re working with the state to
develop a financing model through Medicaid that will allow us to
do that. We have to invest energy, time, resources, and
commitment to work on those issues.
GREAT LAKES ATTC: Have federal programs and regulatory
guidelines helped or hindered the transformation process in
Philadelphia?
DR. EVANS: Medicaid policies have been the most difficult. With
State grant dollars, we have more flexibility to purchase services
that are more supportive of people’s long-term recovery. The
biggest impediment for us is the medical necessity criterion that is
required through Medicaid, and how narrowly that’s defined. If I
were to identify one barrier, that would be it.
There could be many other examples, but another one that
impacts us daily is the division between mental health and
addictions funding and regulations. This division stands in the
way of a truly unified behavioral health system organized around
the needs of the person in recovery.
Another is Medicaid’s perspective that “treatment services” are
best provided on site, when in actuality people’s lives happen in
their communities. This presents an obstacle to providing
resources to support true learning in people’s natural
environments.
Both of these barriers are being worked on now with key policy
makers at the State.
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But it’s not just external obstacles. Our own regulations have
sometimes been an obstacle. We’re constantly fighting them. We
can be our worst enemy at times, by doing things because of
tradition and history. We are involved in an internal process to
continue to move toward flexibility and a base of regulations that
promotes recovery and support for the person’s recovery plan.
One project that is assisting with this is our Unit Recovery
Planning Initiative. Each unit within the Department is going
through a process to explore the implications that our systemtransformation priorities have on their daily work and decision
making. As a system, we have spent a significant amount of time
developing a shared vision. Now internally we are examining
what that vision means for our internal practices, policies, and
fiscal strategies. Consistent with the collaborative and inclusive
approach that we have taken thus far, each member of each unit
is a part of this process. Through engaging in this work, staff are
developing an increased sense of ownership in the transformation.
They are also identifying the tension between our current
practices and our envisioned system of care, and as such helping
us prioritize our focus.
GREAT LAKES ATTC: How are you planning to evaluate the
system-transformation processes that are underway?
DR. EVANS: We’re going to do a number of things. One of them is
that we’ve established a recovery baseline assessment of our
whole system. We basically required all of our providers to
complete a recovery assessment that collected information about
the perception of the recovery orientation of each program from
the viewpoint of the management staff, the director, the staff, and
service consumers and their families. We scored them and rated
them, and we will reassess the system after a year or so to see
how these key dimensions have changed. We are doing
ethnographic studies of the processes we have used to implement
the change process. And we are also looking at recovery
outcome measures at individual, program, and system levels.
GREAT LAKES ATTC: What do you see as the next major steps in
the system-transformation process in Philadelphia?
DR. EVANS: One of the exciting but challenging things about this
process is that it has so many facets. I think there are several key
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things we need to focus on in this next stage. One critical area is
continuing to build on the momentum that we created thus far
around increasing, not only the involvement, but also the
leadership of people in recovery in the system. As such we will
continue to support people in recovery in achieving and
maintaining diverse leadership roles and having opportunities to
participate in policy decisions going forward. To advance this
goal, we are currently exploring a partnership with a local
community college to develop a leadership program for people in
recovery that will lead to an Associates degree. We will also be
exploring the development of more consumer-operated services.
A second major area that I think we have to continue focusing on
is changing our own internal policies to be more consistent with a
recovery orientation. I think we still have some work to do
internally to be an organization that conducts its business within a
recovery-focused framework. In order for this transformation to
take root and lead to sustained change, we are going to have to
be even more consistent in walking our talk and creating policies
that will support the transformation. We have begun this next
phase in partnership with providers and people in recovery. One
of our system-transformation priorities, for instance, is community
integration. As providers have begun to change their practices to
facilitate increased opportunities for people to become fully
integrated into their communities, they have expressed concerns
about balancing consumer choice with their professional
assessment of an individual’s readiness to engage in certain
activities. They want to know, when there is a discrepancy
between the two, what should they do? They have also asked
how their liability as providers is factored into all decision making.
To address tensions such as this, we are developing ad hoc
workgroups such as our risk assessment workgroup. This
consists of a diverse group of stakeholders who are exploring
together what risk assessment should look like in a recoveryoriented system of care, and what monitoring policies and
practices need to be changed within our department to support the
providers’ movement in this direction.
In addition to tackling some of the tensions that emerge as we
increasingly strive to operationalize and implement recoveryoriented care, we are also seeking to develop demonstration
projects which can be models of recovery-oriented care for the
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rest of the system. Right now we are in a competitive application
process to award mini grants to providers and community-based
organizations. Innovative projects that result from this and other
initiatives will be highlighted and celebrated at a one-day
conference early next year. We believe that a critical part of this
phase of the transformation process will be creating opportunities
for the development of a learning community where our
department, people in recovery, family members, and providers
can come together to share lessons learned and celebrate
successes.
This next phase will also involve an increased focus on enhancing
naturally occurring recovery supports in the broader community.
We have people in recovery coming to us right now wanting to
start mutual-help groups that don’t currently exist in their
neighborhoods. We are developing a training program for these
leaders on how to develop, implement, and sustain mutualsupport groups. These groups will be in the community, drawing
from the community and giving back to the community. We are
also increasing our focus on supporting grassroots communitybased organizations and faith-based organizations where many
people in recovery turn for help, and ensuring that linkages
between this informal “treatment” system and the formal treatment
system are strengthened.
Finally, in this next phase of the transformation, we are going to
increase our focus on delivering more services and supports that
are evidence based. The people we serve deserve the best, and
we need to get tooled up to deliver it.
We have much to do, but we are very excited about these new
directions that the stakeholders in the system have chosen.
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Frontline Implementation of
Recovery Management
Principles
An Interview with Michael Boyle
By William L. White, MA

INTRODUCTION

Many of the core recovery management principles and practices
were piloted and refined within the Behavioral Health Recovery
Management (BHRM) project. This collaborative effort of Fayette
Companies in Peoria, Illinois, Chestnut Health Systems in
Bloomington, Illinois, and the Center for Psychiatric Rehabilitation
at the University of Chicago was funded by the Illinois Department
of Human Services, Division of Alcoholism and Substance Abuse.
Since the inception of the BHRM project, Fayette Companies has
served as a model of recovery-oriented systems transformation in
a community-based behavioral health organization. I conducted
the following interview with Michael Boyle, President and CEO of
Fayette Companies and Director of the BHRM project, September
29, 2006, on behalf of the Great Lakes Addiction Technology
Transfer Center.
William L. White, MA
Senior Research Consultant
Chestnut Health Systems

GREAT LAKES ATTC: Mike, could you begin by summarizing your
background and how you came to your current position?
MIKE BOYLE: I’ve been with Fayette Companies and its
predecessor organizations here in Peoria, Illinois my whole
career. I started as a youth outreach worker and then ran an
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alcoholism treatment center that consolidated in 1976 with four
other organizations to form what is now the Human Service
Center. Fayette Companies serves as the parent management
corporation of a family of behavioral health service units that
include the Human Service Center; White Oaks; Human Service
Center Foundation, a 501(c)(2) property investment company;
and Behavioral Health Advantages, providing Employee
Assistance Programs and consultation services to businesses and
industry.
Each year, Human Service Center (HSC) provides mental health
treatment and recovery support services to about 1,600 people
with serious mental illness. HSC also operates a methadone
treatment program, a work release program, a transitional housing
program for federal probation, and a long-term women’s addiction
treatment program. White Oaks offers a full array of addiction
treatment services, from a medical detoxification unit to genderspecific residential programs for men and women, as well as
gender-specific intensive outpatient and day programs serving
over 2,000 people per year. We offer a specialized program for
older adults who are in need of in-home substance use disorder
(SUD) treatment services, and we have youth programs that
provide both mental health and SUD treatment services, as well
as prevention services. We presently have 18 service locations
and more than 380 staff. Our programs are supported primarily
through state contracts, Medicaid reimbursement, and corporate
insurance. The mission of the Human Service Center is to
“Engage people in a life of recovery and assist them to live their
lives well.”
Over the past 32 years, I have served as Vice President of
Operations, as Executive Vice President, and currently as
President and CEO. In recent years, I have focused on
implementing an integrated vision of mental health and addiction
treatment services and evidence-based treatment practices. I
have also been fortunate to be a participant in the Network for the
Improvement of Addiction Treatment (NIATx), which has taught
me how to use process-improvement techniques to impact quality
of care in addressing addictions.
GREAT LAKES ATTC: Describe how the behavioral health
recovery management program came into existence.
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MIKE BOYLE: Ten years ago, behavioral health leaders were
scrambling to prepare for or implement managed care. During
this time, I found myself drawn to national conferences on
managed care that included presentations from primary care
physicians on disease management. Organizations like Kaiser
Permanente were often presenting on what they were doing to
deal with chronic medical disorders. That’s when I started
thinking, “We say addiction and serious mental illness are chronic
conditions; why are we using such an acute-care model to treat
them?” I wondered why we were not using disease-management
approaches like those that were emerging in primary medicine.
Then in 1999, my local state representative approached me and
asked if we had any legislative needs that he could help with. We
began to discuss some of the needs of the field, and that led to
writing legislation that would support the development of a
disease-management approach to addictions and serious mental
illness. We put together a legislative bill for a three-year project
that would fund the development of this approach, and it passed
the House and Senate and—with a little negotiation—was signed
by the Governor.
We asked for a million dollars over a three-year period to support
the project. In the course of moving the legislation through, the
Secretary of the Illinois Department of Human Services became
very interested in the project and offered to fund the idea if the
legislation was passed. This was very helpful, since the bill would
then not need an appropriation tied to it. As this came to fruition, I
approached Chestnut Health System’s Lighthouse Institute and
recruited Bill White as an Associate Director of the project. David
Loveland, now Director of Research at Fayette Companies,
became the other Associate Director, with a specialty in serious
mental illness and co-occurring disorders. Pat Corrigan from the
University of Chicago, Center for Psychiatric Rehabilitation later
joined as a third partner in the Behavioral Health Recovery
Management project.
GREAT LAKES ATTC: What distinctions were you making between
recovery management and disease management as this project
developed?
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MIKE BOYLE: It was Bill White who came up with the concept of
recovery management rather than disease management. I
remember at the time, I said, “Well, everybody knows now what
disease management is. It’s been around for a decade. No one
has ever heard of recovery management.” And Bill said, “In three
years, they will.” That was enough to sell me. Disease
management (DM) has basically been built on the foundation of
evidence-based practice—what science says will generate the
best outcomes for specific chronic diseases. DM emphasizes
science-based clinical guidelines for service practitioners, and DM
also tries to actively engage each individual in managing his or her
own illness rather than leaving everything to the physician and
other health care professionals. Recovery Management (RM)
incorporates the DM approach, but shifts the focus from the
disorder to the person, from symptom management to building a
life in recovery. RM approaches also place greater emphasis on
natural supports within the family and community that can be
aligned to enhance recovery initiation and maintenance. RM
asks: “How can we build recovery support within the larger
community? How can we assertively link the individual to such
recovery support resources?” RM, because it focuses on the
whole life rather than the disorder, is also broader in its scope,
encompassing such areas as social and recreational activities,
employment, education, housing, and life meaning and purpose.
It is about making recovery a very enjoyable and positive
experience.
GREAT LAKES ATTC: For readers unfamiliar with recovery
management, could you briefly summarize how traditional clinical
practices change in this model?
MIKE BOYLE: Thresholds of engagement are lowered, with a
considerable emphasis placed on outreach services. Motivation is
viewed as an important factor but seen as an outcome of
treatment rather than a precondition for treatment admission.
There is an emphasis on assessment processes that are global,
continual, strengths-based, person- and family-centered, and
culturally grounded. The service menu is broadened, and the
eventual locus of services shifts to homes and neighborhoods.
The service relationship is based on a partnership model that is
much longer in duration and less hierarchical. Perhaps most
distinguishing is the shift in emphasis from acute bio-psychosocial
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stabilization to long-term recovery monitoring and support;
assertive linkage to communities of recovery; and, when needed,
early re-intervention.
GREAT LAKES ATTC: Was the RM approach a natural progression
in the overall development of Fayette Companies and its service
units?
MIKE BOYLE: Actually, it’s really ironic. We formed our first
organization, Human Service Center, by consolidating four mental
health, drug, and alcohol treatment programs in the 1970s, but we
had never really integrated care. So, in the late ‘90s, I started an
initiative to fully integrate co-occurring disorders. We’d already
been making some progress in trying to integrate the treatment of
serious mental illness with primary healthcare by establishing a
primary care clinic within our outpatient mental health center. We
really needed to address co-occurring substance use disorders
and all mental illnesses, particularly serious mental illness. About
half of the population we serve have both disorders. People with
serious mental illness were often abusing or addicted to
substances, and our addiction programs were filled with people
suffering from serious mental illness, mood disorders, and anxiety
disorders, including post-trauma effects and Posttraumatic Stress
Disorder. We formed a quality improvement committee with multidisciplinary representation across the functions of the
organization, with the mission of fully integrating treatment
services across the continuum of care. That’s when, in 1998, we
really started implementing evidence-based practices. The
recovery management project shared that objective, and it was a
natural evolution from the integration of treatment for co-occurring
disorders to a more comprehensive vision of assisting people with
the long-term recovery process. This moved us beyond thinking
about biopsychosicial stabilization to the broader issues involved
in recovery maintenance and enhancement of quality of life. Our
focus began to shift toward long-term recovery and the role we
could play in that.
GREAT LAKES ATTC: How did you begin to prepare staff for some
of the changes that were implemented through this process?
MIKE BOYLE: Early on in our co-occurring project, we realized that
we had to address staff’s values and beliefs, their attitudes, and
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the different cultures of our mental health and addictions
programs. We took all our clinical staff and divided them into
small groups (12-15 staff each) that gathered in brown-bag lunch
meetings every week. These meetings were facilitated by
members of our co-occurring committee. We developed a list of
statements we called “fire starters,” to elicit and discuss beliefs
and feelings about particular issues. Examples of our fire-starter
statements include:
•

Addictive and psychiatric disorders are both significant chronic
conditions often characterized by episodes of exacerbation,
remission, and relapse.

•

All persons should be retained in service and treated with
great respect in spite of non-adherence with treatment plan
recommendations, including not taking prescribed medications
or a return to use of the drug of choice.

•

Addiction and mental illness are both no-fault disease
categories.

•

No behavioral health problem is so grave that an individual
cannot be engaged in the recovery process.

•

It is more important to convey caring and concern than to
avoid being manipulated or conned—even at the cost of
“enabling.”

•

Medication can be an effective strategy in the treatment of
both disorders.

•

Recovery begins with hope, not abstinence from drug use or
reduction of psychiatric symptoms.

GREAT LAKES ATTC: Did this help “unfreeze” the cultures across
programs?
MIKE BOYLE: It worked very well. We had intense debate over
issues such as whether somebody who was on methadone
treatment could be considered to be in recovery. One staff
member would declare, “You couldn’t be in recovery on
methadone; You’re still using an addictive drug!” That would
trigger counter-responses from other staff: “Wait a minute. I’ve
got people who are on methadone who are not using any alcohol
or non-prescribed drugs. All the urine drug screens are clean.
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They have a family and a job, and they’re doing great. What do
you mean, they’re not in recovery?” That type of interaction
opened people’s eyes and their minds. Here’s another example.
A person who worked in our detox program said, “People with
addictions make a conscious choice to go back to using. They go
to the bar. They go buy some marijuana or cocaine, whereas
people with serious mental illness really don’t make a choice when
they relapse.” Mental health staff responded, “People make a
conscious choice to not take their medications any longer. That’s
analogous to making a choice to drink or use a drug. Both
populations know the risks and the likely events that will follow.”
GREAT LAKES ATTC: Were there staff people who couldn’t make
this transition?
MIKE BOYLE: We made it clear to everyone, “We’re going west,
and the wagon train is leaving. We don’t know exactly where
we’re going to end up. We’re not sure if it’s going to be in
California or Oregon, but if you want to stay with this organization,
you’ve got to get on board the train and make this journey with
us.” We made our expectations explicitly clear in written
documents that outlined the attitudes, values, knowledge, and
skills that we saw as the core of this shift toward recovery
management and behavioral health service integration. Not all
made it, but most did.
GREAT LAKES ATTC: Training seems to have been a crucial part
of your system-transformation process.
MIKE BOYLE: Yes. All of this involved bringing outside trainers
into the organization. In fact, we started the co-occurring initiative
by bringing in Dr. Ken Minkoff to conduct a full day’s training that
was the largest clinical training in the history of the organization—
with more than 120 staff. He does a great job of motivating
people and getting them laughing at some of the stupid things we
do. And then we followed up with a lot of evidence-based training
for both mental health and substance abuse. We started with
Motivational Interviewing (MI), which led to a major cultural
change in our service units. That training was a milestone in
shedding the culture of confrontation that had long-pervaded
some of our service units. Rather than verbally beating people
into superficial compliance, we redefined our jobs as helping
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people take a look at the pros and cons of the choices they have
and the discrepancies between their life goals and their behaviors.
That was probably the most important cultural change we made in
both our mental health and addiction services.
We followed the MI training with a series of other trainings. The
manualized treatments covered included Community
Reinforcement training provided by Bob Meyers, Contingency
Management training provided by Nancy Petry, Strengths-Based
approaches by Leigh Steiner, Illness Management and Recovery
from Kim Mueser, and Supportive Employment from Pat Corrigan
and associates. We also provided basic training on recovery
management principles. These trainings collectively moved us
closer to evidence-based practice and toward a stronger recovery
orientation. We also moved to person-centered care that required
us to give up some of our delusions that we had control over
people’s individual decisions that impacted their lives. Rather
than prescribing techniques, we had to engage individuals as
partners in the pursuit of recovery.
GREAT LAKES ATTC: It seems like there was an interesting
relationship between the BHRM project and Fayette, in which you
used the service programs as a kind of laboratory to test out
emerging ideas and approaches. Is that accurate?
MIKE BOYLE: That’s very accurate. I’ll give you one example.
Four years ago, the local state-operated psychiatric hospital in
Peoria closed. We took that opportunity to look at how we could
improve services as some of the savings from the hospital closing
were provided to us to expand our community-based services.
One of the services we developed was recovery coaching. We
said, “Wait a minute. If we’re going to keep people coming
through the front door, we need to open a back door for sustained
recovery support.” One of the evidence-based practices we were
using at the time was assertive community treatment, the ACT
model from Madison, Wisconsin. The ACT model, as it was
widely implemented, was a life sentence of case management.
We rethought that position. We hired two people to be recovery
coaches, and we went through all of our case management
caseloads to identify people who were doing well whom we could
graduate from case management and put on this other team that
would provide ongoing recovery support and monitoring. That
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was probably our first foray into recovery coaching and ongoing
monitoring. Many are coming here only because they need to see
the doctor every 90 days to continue to monitor their psychotropic
medications. They don’t need anything else from us. So we’ve
developed criteria, and we’re trying to link these people to primary
care, particularly a federally qualified health center that we work
with, and totally graduate them from the organization, saying, “If
you ever have a return of symptoms, or you need help, we’ll
always be here. Call any time. You are no longer a mental health
client.” The primary care physician can monitor their psychotropic
medication while he or she is treating other physical disorders like
diabetes and hypertension.
GREAT LAKES ATTC: Mike, describe your changing philosophy
about client access to services and the importance of retention.
MIKE BOYLE: Recovery management can increase access by
lowering barriers to entry, but our access was pretty open even
before the BHRM project, with one exception. We did have
exclusionary criteria that resulted in our rejecting people with cooccurring disorders for both our mental health and addiction
services. We had to work to eliminate these service-entry
barriers, which we were able to do with considerable success.
Our bigger issue was retention. We were fine bringing people
back who had had previous treatment episodes, but we were
throwing a lot of people out for lack of motivation or for petty rule
violations. Particularly in addiction treatment, if people didn’t say
the right things and do the right things, we were throwing them out
or making them feel unwelcome enough that they’d leave. Our
philosophy had been that they were not ready for recovery and
that they needed to get back to the streets and accumulate some
more pain in their lives. This is an area in which we saw dramatic
change in staff attitudes.
GREAT LAKES ATTC: Elaborate on that change.
MIKE BOYLE: We started accepting people for where they were
and respecting them for telling us the truth. Our new position was,
“You don’t have to say that you’re here because you really want to
stop using all drugs. It’s okay to be ambivalent. It’s okay to say,
‘I’m only here because the court’s forcing me to be here, or
because I have to be here to get my kids back’.” Training on
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motivational interviewing changed the culture. We grew from
blaming people for their lack of motivation to attempting to
understand their current circumstances and desires. This change
in philosophy was enhanced through our involvement over the
past three years with the Robert Wood Johnson Foundation’s
Network for the Improvement of Addiction Treatment. We have
tried to make the environment in our treatment programs very
welcoming, rather than conveying the feeling that you’re being
processed into jail. In fact, we’re trying to use the term
“engagement” rather than “retention.” You can retain people in jail
or a locked psychiatric unit. Engagement implies the
establishment of a relationship in which the person wants to be
involved in the services. The whole atmosphere has changed.
GREAT LAKES ATTC: That must have generated a significant
change in the nature of the service relationship.
MIKE BOYLE: One of the BHRM principles is development of a
recovery partnership rather than a hierarchical dominance by the
treatment program and the treatment professional over the
individual. That has been a huge, huge change across the whole
organization and reflects the strengths-based approach that
Charles Rapp endorses for people with serious mental illness.
Our messages are clear: We’re here to work together. We want
to understand what your goals are. What do you need to start and
sustain your recovery? How can we help you achieve that? Our
focus extended beyond treatment to each person’s goals for his or
her life. Often, a “non-treatment” goal will help the person realize
that participating in treatment activities will assist them in reaching
their goals. For example, obtaining and maintaining employment
may be a primary goal, and taking psychiatric medications and
reducing use of alcohol or drugs may be an important step toward
meeting the goal of employment.
GREAT LAKES ATTC: You have argued that administrative
discharge is a form of clinical abandonment.
MIKE BOYLE: A decade ago, we discharged people because they
were violating our numerous rules and because we determined
that they just weren’t really ready to change. Our first step was to
get rid of a lot of stupid rules that had little to do with someone’s
recovery. We’ve had to step back and ask, “Why are we doing
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this?” Many times, it’s because we’ve always done it that way, and
we can’t even remember how the policy or practice started. I’ll
give you an example. We had a blackout period in our residential
programs during which individuals weren’t allowed to make phone
calls or have visitors for a period of time. The clients were saying,
“Hey, I really wanna call my kids and let them know how I’m
doing.” I remember a young woman who had a very close and
supportive relationship with her father saying, “I really want to call
my dad. I just want to talk to him.” We finally said, “Okay. Let’s
do away with this blackout period. See what happens.” The myth
was that people would get homesick or hear the call of the streets
and leave. Well, guess what? They stayed. Our average length
of stay went up significantly as our AMA (leaving against medical
advice) rate dropped after we changed this policy. In one of our
programs, the AMA rate dropped from 30 percent to between 11
and 12 percent. And that happened by changing how we treated
people. That’s what it comes down to. Listening to our
customers. Listening to what they want. Taking the strengthsbased, Motivational Interviewing approach and avoiding
confrontations and power struggles with our clients. We were
often discharging people because we were picking fights with
them. We had to abandon our philosophy of “It’s our way or the
highway.” Our administrative discharge rate is now about 4
percent, a fraction of the national average, and usually results
from someone bringing drugs into the program, or from violence.
GREAT LAKES ATTC: It seems you’ve found effective clinical
alternatives to administrative discharge.
MIKE BOYLE: Today we’re more likely to move someone to an
alternative level of care than to sever the service relationship with
the agency, and to stay involved with someone who wants to
pursue a decision we think may not be a good one. Today, if
someone says, “I don’t want to stay longer in residential care,” we
work with them to find an outpatient alternative. We stopped
dictating what people “should” do and started offering them
choices at every step in the process. As a result, we’re minimizing
treatment dropout, and we’ve substantially increased the number
of people involved in step-down care following residential
treatment. For a recent 18-month period, the percentage of
clients continuing in outpatient treatment following completion of
residential care increased to 94 percent from 69 percent for the
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previous 18-month baseline period. Furthermore, participation in
outpatient increased from 19 percent to 34 percent for those who
didn’t complete residential care.
A few years ago, if somebody used while they were in one of our
outpatient programs, it would be an immediate administrative
discharge. That whole attitude has changed. Now, if somebody
comes in and says “I had a relapse over the weekend,” we work
with that experience. What went wrong? How can you prevent
that from happening again?
GREAT LAKES ATTC: The changes you describe in the service
relationship are striking.
MIKE BOYLE: We’ve learned how very important it is to empower
the individual. We’ve shifted from, “How do we keep this person
out of the hospital?” to “How do we enhance this person’s quality
of life in the community?”
GREAT LAKES ATTC: Another area of innovation in which you’ve
invested considerable time and resources is the integration of
primary healthcare and behavioral health treatment.
MIKE BOYLE: Another key recovery management principle is the
importance of moving beyond the integration of mental health and
addiction treatment toward the larger integration of behavioral
health with primary healthcare. A large number of the individuals
with serious mental illness and with severe drug and alcohol
problems whom we serve have co-occurring physical health
problems and needs. The medications we use, the new atypical
antipsychotics, have side effects that can include weight gain.
This may contribute to the potential development of hypertension,
diabetes, and other weight-related disorders. For another
example, on the addiction side, the attending physician for our
women’s program tested all of the women for Hepatitis C and
found that 25 percent were positive for Hepatitis C; but, of that
population, only 40 percent of those who were positive knew they
were positive. It’s time we started looking at the whole person—
looking at global health.
GREAT LAKES ATTC: What strategies have you found effective to
link people to primary healthcare in your programs?
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MIKE BOYLE: We work very closely with a federally qualified
health center (FQHC) that was established here in Peoria about
three years ago. In fact, we were a sponsor in getting the
organization started. They have assumed responsibility for the
primary care clinic that is operated within our mental health center.
Our goal is to enroll everyone in the FQHC who doesn’t have an
ongoing primary care relationship. On the addiction side, we work
closely with the FQHC to link clients to the FQHC, other clinics, or
primary healthcare providers. We are also increasing our referrals
to primary health care from our detox program. Also, with client
consent, we have standard letters that we can use to inform
someone’s primary physician of his or her admission to addiction
treatment, letters that request the support of the physician in the
patient’s ongoing recovery. Examples of these forms can be
found on the BHRM web site at www.bhrm.org in a guideline for
linking addiction treatment with primary care. Our recovery
coaches also play a major role in linking people to primary health
care.
GREAT LAKES ATTC: How do you currently view the importance
of recovery coaches in recovery management?
MIKE BOYLE: Let me describe what we’ve done with recovery
coaching in our addiction treatment units. Two years ago, we took
some existing funding and hired two women, both of whom were
in addiction recovery, to pilot a recovery coaching program for
women in our residential addiction programs. When women are
within 4 to 6 weeks of completing treatment, we ask them if they
would like to have a recovery coach, and we explain that the
recovery coach will work with them to develop their own personal
recovery plan as part of their transition out of residential treatment.
We have guidelines, and the forms we use are all on the BHRM
website; people are welcome to adapt them to their own
programs. The recovery coaches work with women on 8 domains:
•
•
•
•
•
•

Recovery from substance use disorders
Living and financial independence
Employment and education
Relationships and social support
Medical health
Leisure and recreation
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•
•

Independence from legal problems and institutions
Mental wellness and spirituality

This plan is developed before they leave residential treatment,
and recovery coaching remains available to them even if they
leave AMA, or for any other reason before they complete
treatment. When they do leave, the recovery coach transitions
with them into the community, to help them implement their
personal recovery plans and also to evaluate and modify their
recovery plans as necessary.
What we found is that half of the women who accepted the
recovery coach—and most do want it—were homeless upon
leaving. One of the first efforts of the recovery coach is often
linking our women to a local shelter or recovery home so that, on
the date of discharge, they have a place to go that’s safe and
recovery-conducive. A lot of attention is also focused on helping
clients gain employment, so they can get into their own apartment
or sober living situation. Whatever their goals are, we help them
pursue what they want.
At six-month follow-up, the results have been very encouraging.
Seventy percent of the women have improved their living
situations. At admission to drug treatment, only 4 percent of the
women were employed. At six-month follow-up, we have 54
percent employed. Also noteworthy is the fact that 36 percent are
involved in some type of educational activity. We’re looking at
adding some type of supportive education services to the recovery
coach program that would help people with three levels of
education: providing pre-GED, for people who need to improve
their math and writing skills to get in a GED program; helping
getting people enrolled in a GED adult diploma program; or
helping people get enrolled in secondary education, particularly at
our junior college. A big goal of many of the women we serve is to
improve their education. We are also putting computer labs into
our residential facilities so people can start building computer
expertise while they’re in residential treatment. This will also
provide access to web-based resources and recovery supports
that will expand significantly in the next few years. In fact, we’re
working on the development of these web-based recovery
treatment and support interventions with the Innovations to
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Recovery project headed by Dr. David Gustafson at the University
of Wisconsin.
GREAT LAKES ATTC: You’ve referenced some efforts to evaluate
your shift toward a recovery management model. Could you
describe some of these efforts in more detail?
MIKE BOYLE: In the past four years, there has been tremendous
synergy between the implementation of Recovery Management
and our participation in the Network for the Improvement of
Addiction Treatment (NIATx). NIATx has taught us methods of
process improvement for increasing access and retention,
essential goals of Recovery Management.
One of the principles of BHRM is lowering the threshold to
treatment. We have a central assessment unit for women that
had an average length of one to fourteen days between the date
of her calling and the date of her assessment. We simply did
away with scheduling appointments and offered next-day
assessment on demand. The time between the call and receipt of
the first service dropped to an average of 2 to 3 days.
Furthermore, the percentage of calls that resulted in a competed
assessment increased from 50 percent to 70 percent.
Another BHRM principle is establishing a recovery partnership
with those we serve. We used the NIATx rapid-change process to
make treatment welcoming and engaging. For two women’s
residential programs, the rate of discharges against medical
advice dropped from 30 percent or greater to 11-12 percent.
There is also a “business case” for these changes. For example,
in one residential program, earnings increased by $274,000
annually, compared to the baseline period one year earlier.
GREAT LAKES ATTC: One of the comments elicited from
presentations on recovery management is, “Nobody will ever fund
this. Who’s going to pay?” How have you funded the innovations
you have described?
MIKE BOYLE: For recovery coaching, we can bill those services
either to the Division of Mental Health or to the Division of
Alcoholism and Substance Abuse as case management services.
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Medicaid covers mental health case management services in
Illinois. Unfortunately, case management services linked to
addiction treatment are not funded in our state by Medicaid. As
far as potential funding through insurance is concerned, we
haven’t approached that yet. I suspect it will be easier to sell this
concept to corporations and insurance companies than to the
public funders because of the former’s experience with new
approaches to the management of chronic medical disorders. Our
recovery management project was only supposed to be three
years in length, but the Division of Alcoholism and Substance
Abuse was so impressed with the results that they extended the
project for two more years and then converted the grant to a feefor-service contract two years ago. We funded the recovery
coaches by taking some of the former BHRM development money
and using it to fund the salaries of the recovery coaches and then
billing out those services.
GREAT LAKES ATTC: Do you have a vision of how funding
changes will help support this transition from an acute care model
to a recovery management model of addiction treatment in the
next 10 years?
MIKE BOYLE: I think our first step is to prove that this model is
effective and to study the cost implications and potential cost
offsets and cost benefits. We need that data to approach the
funders, both private and public. At this point in time, all we have
is the pilot data that looks very good, but it is weak from a
research perspective. We are getting indications that are
confirming the value of this approach. These include positive
impact on engagement and retention, demonstrated through our
work with the Network for the Improvement of Addictions
Treatment, and the well designed studies of the Assertive
Continuing Care and the Recovery Management Check-ups that
have been conducted by Lighthouse Institute. We need additional
studies that confirm the value of post-treatment monitoring,
support, and early re-intervention. We need formal studies of
recovery coaching and its effects on relapse and recovery rates.
We know anecdotally that recovery coaches provide a level of
support that can help some people overcome a lapse without
having to return to structured treatment. Our traditional response
to relapse has been readmission for another treatment episode.
Why do we continue to put people back through the same
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treatment they’ve been through multiple times and think this time
it’s going to work? We need studies that illuminate how to deal
with the problem of post-treatment relapse in the client’s natural
environment.
GREAT LAKES ATTC: What are some of the obstacles you’ve
encountered in implementing the recovery management model,
whether that’s inside your agency; in the community; or at the
federal, state funding, or regulatory levels?
MIKE BOYLE: There were several such obstacles. Let’s start with
the external ones. We’ve already referenced issues related to
funding and regulatory compliance, but an obstacle we didn’t
anticipate was the attitudes of our referral sources. It took some
time to orient them to what we were doing and why. On the
criminal justice side, they like to mandate residential treatment
whether people need it or not, and the same is often true of the
child welfare system. It took us some time to demonstrate the
value of less intensive services such as recovery coaching. As
long as a person is staying engaged in a service process, our
referral sources are supportive of our new service philosophies.
GREAT LAKES ATTC: Did the recovery management efforts that
you’ve initiated open the doors to other projects and areas of
innovation for the agency?
MIKE BOYLE: I believe the Recovery Management project was a
key factor, along with our participation in the Network for the
Improvement of Addiction Treatment, in our being selected for a
United Nations project, the International Network of Drug
Treatment Resource Centers. One of the four UN workgroups is
focused on sustainable livelihoods for rehabilitation and
reintegration, and the workgroup is using the principles of BHRM
as well as Cloud and Granfield’s concept of recovery capital as a
foundation for the manuscript we’re developing on how we can
support recovery. The other project that ties in with our recovery
management work is our involvement in the Innovations for
Recovery project being developed by the University of Wisconsin,
which involves the application of technology to treatment and
recovery support. Its primary focus at the present time is on posttreatment recovery support, so this was a natural complement in
the shift toward recovery management. Through this project,
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Dave Gustafson and his engineers are taking Alan Marlatt’s
relapse prevention schema and looking at technological
applications we can use to help people when they’re in various
risk situations. For example, GPS technology might be used to
identify people entering their high-risk environments and provide
support through an avatar counselor on a PDA-type device. Our
field is far behind other areas of health care in the use of new
technologies to provide treatment. These technologies might
make ongoing recovery support and monitoring affordable while
providing an efficient means of ongoing outcome monitoring. We
are even considering developing a recovery support “island” in a
virtual world that can be accessed for support and information 24
hours a day.
GREAT LAKES ATTC: Are there pitfalls that other agency directors
should be aware of if they want to consider implementing a
recovery management philosophy at their agencies?
MIKE BOYLE: First and foremost is how to counter staff resistance
or inertia. Recovery management challenges a lot of traditional
service thinking and service practices, so there will be resistance.
We worked through that by involving everyone in the process and
through our training and supervision activities. An equally difficult
challenge is the question of time. Many staff like the concept of
recovery management and ongoing support, but they uniformly
say, “We don’t have time to do it. We’d love to be able to keep in
contact with individuals when they leave and know how they’re
doing and provide them support, but we can’t do it. As soon as
somebody walks out the door, I’ve got somebody new on my
caseload.” That’s a big barrier to overcome. The time problems
flow from the fact that funding streams are primarily designed to
support the acute-care model.
In regards to funding, I believe providers will have to partner with
funding and regulatory agencies to make necessary changes in
the rules that control the provision and purchasing of addiction
treatment services. This will have to occur on an individual basis
with each state, due to the variations among states. Some states
are already changing their funding mechanisms to support some
aspects of a Recovery Management approach. In Arizona, for
example, peer-delivered recovery support services are covered
through their Medicaid funding stream.
74

GREAT LAKES ATTC: It does seem like the financial interests of
addiction treatment programs work against providing long-term
recovery support.
MIKE BOYLE: There are opportunities to incent service providers
for providing such services. Pay-for-performance experiments in
Delaware and Philadelphia are focusing on access and keeping
people in treatment once they’ve begun. If we really move toward
paying for recovery outcomes, that could change the whole world.
GREAT LAKES ATTC: What do you personally feel best about
related to the work you’ve done in recovery management over the
past six years?
MIKE BOYLE: The question probably should be, what do “we” feel
best about, as BHRM has been a team effort of folks, obviously
including Bill White, as well as folks like David Loveland, Pat
Corrigan, and Mark Godley. What I feel best about is changing
the entire culture of my organization for clients and staff. If
somebody who worked here ten years ago walked in here today,
they wouldn’t recognize us as the same organization. Now
everybody talks about using evidence-based practices. Our staff
members’ learning plans are based on evidence-based practices.
Everybody’s looking at recovery. I mean, recovery wasn’t even a
word we used on the mental health side ten years ago.
On a national level, it has been a thrill to watch more and more
providers, states, and federal organizations become interested in
Behavioral Health Recovery Management and start to apply RM
principles and approaches. I think we are nearing the “tipping
point,” where we become a movement in making drastic changes
to addiction recovery nationally, and even internationally.
Recovery Management has been embraced by the United Nations
project I’ve mentioned here.
Finally, I’m excited about the early positive results on research
trials on recovery management approaches conducted by Mark
and Susan Godley, Mike Dennis, Chris Scott, and others from
Lighthouse Institute. The significant impact of Assertive
Continuing Care for adolescents and Recovery Management
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Check-ups are very promising for promoting the outcomes of
Recovery Management.
GREAT LAKES ATTC: Mike, what do you see as the next steps for
your agency in the coming years?
MIKE BOYLE: I think the recovery concept and the recovery
management model are very well ingrained here. I think the next
three to five years will entail really finishing the total cross-training
of all the staff in evidence-based practices for both mental health
and addiction. All staff need to be well versed and well skilled in
each of these practices and have their own personal toolboxes of
techniques that they can use to support individuals and families in
recovery. We’re not there yet, even with our supervisors, but
we’re getting closer every day. I think we will also be increasing
our focus on what the community has to offer people in recovery.
Let me give you an example. Our staff have put together a list of
upcoming events that are free or that cost less than ten dollars, to
encourage clients to become engaged in positive social
interactions and entertainment in the community. I was reading
some case notes the other day regarding an outpatient addiction
treatment client who shared how bored he was all weekend. His
whole weekend consisted of being bored, with the exception of
going to three 12-Step meetings. Part of recovery management is
finding ways to make recovery both fun and fulfilling. To do that,
we have to get people into the life of the community.
GREAT LAKES ATTC: Your work with the faith community in recent
years would seem to illustrate this.
MIKE BOYLE: We’ve done a lot the last few years to engage the
faith-based community to help people become involved in church
sampling. Recently, we’ve established the Peoria Area Alliance
for Recovery, which includes many faith-based organizations
providing recovery supports. The chemistry is amazing. For
example, many women lack the Social Security card and number
needed to obtain employment. The churches said they could
provide funds to these women to purchase the birth certificates
needed for obtaining their Social Security cards. Others in the
group suggested the women could volunteer in church activities in
exchange, thus empowering and engaging them in positive
behaviors.
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GREAT LAKES ATTC: How has your relationship with other local
community institutions changed in the move toward recovery
management?
There are many local organizations supporting recovery, and we
realize we need one another to better assist those we serve. For
example, the Peoria Area Alliance for Recovery is composed of
representatives of organizations providing housing, employment,
education, faith-based supports, community development, and
other supports that people may need on their journey to recovery.
GREAT LAKES ATTC: Are you providing more services actually out
in the community today than you were 10 years ago?
MIKE BOYLE: Absolutely. On the mental health side, 75 percent of
our services are community based. On the addiction side, there’s
probably been less change. We’ve had our outreach component
going for women involved with child welfare for 20 years now, but
the recovery coaches are the major change there, moving toward
more community-based services. I would love to have more
recovery coaches. We did a focus group with people who are
involved in our adult drug court in recovery coaching, asking
whether or not they would find this beneficial and what types of
services they would like from recovery coaching, and it turned out
by chance that two of the people who were in the focus group had
already been working with recovery coaches. By the end of the
group, people in adult drug court programs were saying, “I hope I
can stay in this drug court program long enough to get a recovery
coach.” To hear comments like that from mandated clients is
testimony to the potential power of the recovery management
model.

77

78

Peer-Based Recovery Support
Services:
The Connecticut Experience
An Interview with Phillip Valentine
By William L. White, MA

INTRODUCTION

One of the distinctive characteristics of recovery-oriented systems
of care is the elevated role of peer-based recovery support
services within such systems and the importance of posttreatment monitoring, sustained support, and early re-intervention.
Such systems are pioneering new volunteer and paid roles under
such titles as recovery coaches, recovery support specialists,
personal recovery assistants, peer helpers, etc. These roles are
attached to existing addiction treatment organizations or are
emerging from newly conceived grassroots, recovery advocacy,
and recovery support organizations. Interest in these roles and in
the broader arena of non-clinical recovery support services has
been spawned by two Federal programs: the Center for
Substance Abuse Treatment’s Recovery Community Support
Program (http://rcsp.samhsa.gov/) and the White House-initiated
Access to Recovery program (http://atr.samhsa.gov/).
One of the most prominent recovery advocacy and support
organizations in the United States is the Connecticut Community
for Addiction Recovery (CCAR). In December, 2006, I conducted
a wide-ranging interview with Phillip Valentine, the Executive
Director of CCAR, on behalf of the Great Lakes Addiction
Technology Transfer Center. The following interview profiles one
of the most successful grassroots recovery support organizations,
outlines the kinds of services CCAR provides to support the
process of long-term recovery, and describes a new potential
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component of the addiction treatment service continuum, the
recovery community center.
William L. White, MA
Senior Research Consultant
Chestnut Health Systems

GREAT LAKES ATTC: Phil, briefly describe how you came to be
involved in the New Recovery Advocacy Movement and the
delivery of recovery support services.
PHIL VALENTINE: Most of the time I think the movement chose me.
I received a call back in the Fall of 1998 from a dear friend of
mine, Jim Wuelfing, who told me there was an interesting thing
happening that I might want to check out. He was involved with
NEAAR, the New England Alliance for Addiction Recovery, and
told me about the work Bob Savage was doing with the
Connecticut Community for Addiction Recovery (CCAR). Both
organizations had just received funding from CSAT, and I applied
for positions at NEAAR and CCAR. I was offered the position of
Associate Director at CCAR and assumed that position in
January, 1999.
GREAT LAKES ATTC: How would you describe CCAR’s vision and
mission?
PHIL VALENTINE: CCAR envisions a world where the power, hope,
and healing of recovery from alcohol and other drug addiction are
thoroughly understood and embraced. Our mission is to put a
positive face on recovery through advocacy, education, and
service, in order to end discrimination surrounding addiction and
recovery, open new doors and remove barriers to recovery, and
ensure that all people in recovery and people seeking recovery
are treated with dignity and respect. When people ask me what I
do, my “one-liner” is that CCAR organizes the recovery
community to put a face on recovery and to build recovery capital.
GREAT LAKES ATTC: How is CCAR organized?
PHIL VALENTINE: CCAR has a central office and four recovery
community centers. They evolved out of our chapters. At one
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time we had six chapters up and running, and their primary
purpose was to put a face on recovery. From their needs and
desires, we launched the recovery community centers—recoveryoriented anchors in the hearts of the communities, a place where
local communities of recovery can design and deliver the supports
they need to initiate and maintain their recoveries. Our CCAR
staff members constitute an inner circle, and our task is to
support, empower, and train the volunteers who form the next
circle. Our “target audience” is our volunteers—people in all
stages of recovery, family members, interns, friends, and allies.
One of our “ideal” volunteers is a retired person in long-term
recovery. Our target audience is not people still actively using, or
even those seeking recovery or those in early recovery. They are
our secondary target audience, and we reach them through our
volunteer force. Staff interacts with people at all stages of need,
but we’re gradually working to have volunteers handle most of the
direct peer support. Currently we have 10 staff and 150 trained
volunteers. We use this model to multiply our efforts and get the
most value for the federal, state, and local dollars we receive.
GREAT LAKES ATTC: What would you consider to be some of the
more important milestones in the history of CCAR?
PHIL VALENTINE: There are so many. Receiving funding from
CSAT’s Recovery Community Support Program laid a financial
foundation that was matched by funding from the Connecticut
Department of Mental Health and Addiction Services (DMHAS).
Our first “Recovery Walks!” held in 2000 was another early
milestone and an idea that came from the recovery community.
We had never heard of a walk in support of recovery from alcohol
and other drug addiction. We did some internet research and
found one walk/run for a treatment center in the DC area, so we
decided that, if we held a walk and 50 people showed up, we
would be successful. Seven hundred showed up for that first
walk. Last September walks for recovery were held coast to
coast. That’s an incredible breakthrough. Recovery is truly
becoming more visible. We just held our third Legislative Day,
and a few legislators revealed for the first time publicly their own
personal recoveries.
We produced a couple videos that are still pertinent and powerful
today, “Putting a Face on Recovery” and “The Healing Power of
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Recovery.” We wrote the “Recovery Core Values” in collaboration
with mental health recovery advocates that became the
cornerstone of (DMHAS Commissioner) Tom Kirk’s policy on a
Recovery-Oriented System of Care, which has become a national
model. Opening our first Recovery Community Center in
Willimantic was an important milestone. This was in response to a
high-profile series of newspaper articles in the state’s largest
paper, The Hartford Courant, labeling Willimantic “Heroin Town.”
We like to say that a few years later CCAR had a hand in turning
Heroin Town into Recovery Town. Another milestone was starting
our Recovery Housing Project that inventoried the state’s
independently owned, privately operated sober houses;
established a coalition; wrote standards; and delivered training.
The most recent milestones have been the initiation of our
Telephone Recovery Support program, which perhaps we can talk
about later; and our purchase of a three-story, character-laden
Victorian home in Hartford for our fourth recovery community
center, which will also contain our administrative offices.
GREAT LAKES ATTC: CCAR has developed a very close
relationship with the Connecticut Department of Mental Health and
Addiction Services, your state addiction agency. How has that
relationship evolved over time?
PHIL VALENTINE: The key is that CCAR places a high emphasis
on integrity, honesty, and trust. The DMHAS staff trusts us. We
will tell them the truth, even if it might mean some temporary “loss”
for ourselves. They know we have the best interests of the
recovery community at heart. What we will not do is inflate our
numbers or exaggerate what we are doing or minimize our
struggles to make ourselves look good.
GREAT LAKES ATTC: How would you describe CCAR’s
relationship with the treatment community?
PHIL VALENTINE: CCAR has never taken an antagonistic stance
with the treatment community. Early on, we were perceived as a
threat—a new source of competition for limited dollars. I believe
that has changed. Recently, I was meeting with a PhD
researcher, and I was talking about working with treatment
programs to find better solutions. He was surprised. He wanted
to know why I wasn’t more angry, or more active, in trying to right
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ALL the wrongs within the system. I replied that I know a lot of
people on the front lines, and have met many counselors with
huge hearts trying to move people into recovery, and that I don’t
have an issue with them. Yeah, there are some bad eggs; there
are in every field. But for the most part, we have an incredibly
dedicated workforce. Why would I take issue with them? I think it
also has to do with another unwritten philosophy that is part of the
CCAR culture. I say it this way, “We labor in the light of recovery
instead of dwelling in the darkness of addiction.” I realize the
treatment industry is there; and, yes, there are instances of
“harvesting the crop of the addicted for profit”; and, yes,
recoverees are usually left to fend for themselves once they’re
done with their treatment episode. Yet the treatment industry
does serve a vital purpose: it is very good at initiating recovery.
GREAT LAKES ATTC: Describe the recovery values and principles
that CCAR helped forge for the State of Connecticut.
PHIL VALENTINE: The State had merged the mental health and
addiction services under one new agency. CCAR got together
with mental health advocates to discuss what we had in common.
We agreed that we had a lot in common when we first entered the
“system.” Our common concerns are centered around being
treated with dignity and respect, that we shouldn’t be left to
navigate the system on our own, and that the system should
reward the providers that are the most recovery friendly and
produce the best outcomes. We don’t care how many people a
provider serves; we care if the people they serve get well. Tom
Kirk used these to write Policy #83, a defining document in
beginning to design the state’s Recovery-Oriented System of Care
(see http://www.dmhas.state.ct.us/policies/policy83.htm).
GREAT LAKES ATTC: Describe the evolution of CCAR’s
involvement in peer-based recovery support services.
PHIL VALENTINE: CCAR was first organized as a pure advocacy
organization. Those first four-plus years we did all kinds of cool
things to put a face on recovery—posters, website, video,
presentations, etc. However, when a member asked a very
simple but deep question, “what can I do?” we were often
stretched to find something meaningful. They could tell their story
(well, what does that mean?), or they could attend a Chapter
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meeting (and then?), etc. You catch the drift. There was also a
segment of our membership that wanted to be of service. They
wanted to provide support, give rides, lend a listening ear, mentor,
etc., and we didn’t have those opportunities available. So when
the RCSP switched from Support to Services, we resisted at first
and then began to see how this could really be of benefit. We
started slowly, and as we’ve grown into the delivery of support
services, they’ve become more defined.
GREAT LAKES ATTC: Describe the range of recovery support
services being provided through CCAR.
PHIL VALENTINE: Our recovery support services range from
telephone-based recovery support to offering peer recovery
support groups. We were very hesitant to start the latter on the
grounds that people should use existing resources, such as AA
and NA meetings. But we found a need for an “all-recovery
group.” Our all-recovery group in Willimantic draws from 20 to 50
people at each meeting. It welcomes 12-Step, Christian-based,
methadone, medication-assisted, co-occurring, family members,
and community members, but the main theme is to come in and
talk about recovery. Such a simple concept, it’s brilliant, and it’s
helped a lot of people. We also are conducting a lot of familyeducation and community-education activities, as well as family
support groups and groups that mix family members and people in
recovery. We have a comprehensive recovery housing database
that allows us to know up-to-the-minute bed availability and to link
people to sober living. And then there’s this whole process in the
recovery community centers themselves, where people are
hooked into jobs or just get support from one another. We serve a
broad spectrum of people, but I think we have a special mission of
serving people who don’t feel fully accepted in mainstream AA or
NA. We don’t place judgments on people. We say, “You’re in
recovery if you say you are. Is there some way that you think you
might be able to improve your recovery, and how can we help you
do that?”
GREAT LAKES ATTC: How would you describe the relationship
between professionally directed treatment services and peerbased recovery support services?
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PHIL VALENTINE: I’ve had a couple knee surgeries that illustrate
this relationship. I trusted my doctor to perform these surgeries.
They were critically needed, but when he was done he turned me
over to a physical therapist. And that’s where my recovery would
either succeed or fail. If you go regularly to your physical therapy
sessions and do the exercises at home like you’re supposed to,
you can expect your knee to be stronger than ever. Recovery
from addiction is the same process. You might need professional
treatment to jump-start the process, but recovery is about what
happens after treatment. Recovery support services are the
physical therapy of recovery.
GREAT LAKES ATTC: Has your expansion beyond advocacy to
providing recovery support services broadened the characteristics
of people who volunteer for CCAR?
PHIL VALENTINE: The people who are attracted to CCAR are
usually wired one of two ways: they’re wired to do advocacy
about the big issues—to get out there and speak and fight for the
cause—or they’re wired for service work with individuals.
Recovery support services are a tremendous way for grateful
people in recovery to give back. Our advocacy work called for a
vanguard of recovering people to offer themselves as living proof
that long-term recovery is real. There are many people in
recovery who quite frankly aren’t comfortable being part of that
public vanguard, but who are willing to help offer such testimony
to individuals in need. Many of our volunteers know experientially
that leaving treatment is like falling off a cliff with no one to catch
you. They understand the need for a bridge between treatment
and long-term recovery and are willing to serve as that bridge.
These are the people who are making the telephone recovery
support calls, facilitating groups, facilitating trainings, and getting
involved with the recovery housing coalition.
GREAT LAKES ATTC: Describe your efforts to build a network of
recovery community centers.
PHIL VALENTINE: As CCAR evolved, we realized that, in order for
local communities of recovery to have a realistic shot at providing
support services, they’d need an actual physical location. We put
together a loose plan and worked it in Willimantic. The plan
follows a theme from the movie Field of Dreams, “build it and they
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will come.” Willimantic opened. We looked for a site for over a
year before we found one in New London. Bridgeport opened
after a long search. Last, we’ve moved into the world of
ownership by purchasing a building in Hartford. Our funds are
stretched to the maximum now. We’ll need additional funding to
open more. We’ve been welcomed wherever we’ve opened.
There has been no NIMBY (“not in my back yard”) experience for
us (knock on wood). A lesson learned is that the Center will take
on the personality of the lead organizer, and that is a good thing.
We call the lead organizer a Senior Peer Services Coordinator,
and running a Center is more about community organizing than
anything else. I think a lot of recovery community organizations
lose the organizing piece; they follow a traditional treatment
provider model.
GREAT LAKES ATTC: You have recently started providing
telephone-based recovery support services to people leaving
Connecticut treatment programs. Could you describe the scope of
this and what you’re learning from it?
PHIL VALENTINE: The Telephone Recovery Support premise is
simple: a new recoveree receives a call once a week for 12
weeks from a trained volunteer (usually a person in recovery) to
check up on their recovery. We have found, though, that after 12
weeks when we ask the recoveree if they still want to receive a
phone call, most times the answer is “yes.” We now have people
who have been receiving calls for 50 or more weeks, and they’re
still in recovery. In our first full year of making these calls, CCAR
volunteers and staff have made more than 3,100 outbound phone
calls. We piloted the project for 90 days out of Willimantic, after
meeting with Dr. Mark Godley from Chestnut Health Systems to
refine our procedures (DMHAS supported this consultation
through a Center of Excellence project). We tweaked the script a
bit, and the process works amazingly well. Outcomes have been
ridiculously good—our last quarterly report indicated that 88
percent of our recoverees were maintaining their recovery.
Volunteers love making these calls; it helps them as well. It’s a
win-win situation. We have trained dozens of people to make
these calls out of all our locations. Anyone is eligible to receive a
call—all you have to do is ask.
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GREAT LAKES ATTC: Are all of your volunteers people in
recovery?
PHIL VALENTINE: We thought the telephone recovery support
would best be provided by people in recovery, but we have had
some interns who weren’t in recovery who have done a great job
in this role and have gotten the same results as our recovering
people. I think it’s just the fact that the agency of CCAR, what we
represent, is reaching out to them, and as representatives of
CCAR, they really feel and understand that somebody cares for
them. It may be more the institution and the relationship with the
institution than the particular person who’s making that call. And I
don’t even know if it’s the institution as much as the purpose. It’s
the care, compassion, and love behind the call that seem to work.
GREAT LAKES ATTC: It’s hard to estimate the power of such
contact.
PHIL VALENTINE: Early in my recovery, I was told to get a long list
of names and phone numbers of people in recovery, and I did. I
was a good boy. I had probably a couple hundred names. Did I
ever call anybody? No. The idea of actually using the phone
numbers was foreign to me. I couldn’t pick up the phone to call
somebody, but when somebody called me, I would talk and talk
and talk and talk and felt very grateful for the support.
GREAT LAKES ATTC: What keeps the volunteers coming back?
PHIL VALENTINE: It’s fulfilling. I sit here, and I listen to volunteers
make telephone recovery support calls. I’m not ever sure who’s
getting the most out of it, the volunteers or those they’re calling,
but I see volunteers with eyes lit up, energized on the phone,
really glad to hear from this person that they’re doing well, praising
the person for all the good things they’re doing, being able to be a
small part in maybe moving that person towards a life of recovery.
There is nothing more rewarding in a volunteer position than
playing a role in moving someone into a life in recovery.
GREAT LAKES ATTC: How would you distinguish between peerbased recovery support services and treatment services?
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PHIL VALENTINE: I associate the terms “treatment” and “clinical”
with being cold and sterile. I don’t know if that’s correct, but
maybe that’s been my experience. I see treatment as more
sterile, professional, hospital-like, staff-focused. Treatment can be
real effective in initiating recovery, where recovery support
services are more focused on maintaining and enriching recovery.
Recovery support services aren’t bureaucratically bound—at least
not yet—by mountains of rules, regulations, and paper. Recovery
support services are more free and unencumbered to sustain a
focus on whatever it takes to support recovery. We’re trying to
escape the coldness you feel when you walk into a place that
seems only concerned with forms and money—the feeling that
you’re just one more person in the assembly line, one more of the
addicts or alcoholics coming through the system. It’s hard to be
seen as a person in such coldness. Recovery support services
are the warmth that can heat you back up. They’re the antidote to
people being paid to be your friend. Frontline counselors are
often warm and wonderful people, but they are constrained by the
burdens placed upon them.
GREAT LAKES ATTC: Are your recovery support services being
provided by people in volunteer and paid roles?
PHIL VALENTINE: The vast majority of our recovery support
services are provided by volunteers, and that’s they way we hope
to keep it. That being said, if a director of a center is a very
strong, powerful personality and very visible, people will be drawn
to that person for recovery coaching. What we try to do is to get
such people to train others so that we can expand the pool of
recovery support resources.
GREAT LAKES ATTC: Do you see a danger in the trend toward
paid recovery coaches? Might we drift toward that same clinical
coldness you described earlier?
PHIL VALENTINE: It’s always about the heart. There’s a real
spiritual component. Some recovery coaches can get paid and
handle it well, and others cannot. Getting paid in this role elevates
the level of authority and responsibility. I worry about the ego. I
worry about coaches aspiring to that kind of life-and-death
influence over others. That kind of authority can mess with a
person’s recovery and humility. The longer I’m in recovery, the
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less I know. When you’re a paid recovery coach for a while, you
think you’re starting to know all the answers, and that’s just not
true. There’s always gonna be clients who are gonna teach you
more than you teach them, and I hope we stay open to the
lessons of such people. There are new ways to deal with things.
The volunteer piece works in part because you have a whole
network of other volunteers that you bounce things off of. With
volunteers, the individual is served by a community of people—the
volunteers being the welcome wagon of that community. What a
difference it makes on the soccer fields! I’ve had six years’
experience as a travel soccer coach. I wouldn’t dream of getting
paid. I love it, and I do it because the kids are so much fun. The
sport’s great. I have something to contribute. Why do we think
that a recovery coach should be any different than that?
GREAT LAKES ATTC: Could you provide more detail on what
you’re doing with telephone-based recovery support services?
PHIL VALENTINE: Right now, we’re making calls out of all four
CCAR recovery community centers in Connecticut: Hartford,
Bridgeport, New London, and Willimantic. In a recent quarter
(July-Sept, 2006), we had 108 individuals we were calling on our
rolls; 95 were in stable recovery, and only 13 had relapsed. The
group as a whole included people who were 30, 60, or more than
90 days out of treatment. The services are available to anyone
who requests them, even if you haven’t been in treatment. Our
number-one referral source is the Recovery Housing Coalition in
Connecticut. The treatment providers are starting to jump more
on board, so we’re getting 6 to 10 referrals a day from them.
GREAT LAKES ATTC: You mentioned that many people want to
keep up the phone contact after the standard 12-week period.
How long are telephone-based services provided?
PHIL VALENTINE: We have people we’ve called now for more than
a year who are still sober and still appreciating our calls.
GREAT LAKES ATTC: Describe a typical recovery support call.
PHIL VALENTINE: We have a set script, but the call really starts on
this basic premise: “Hi. This is _________ from CCAR, checking
in with our regular recovery support call. How are you doing?”
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And then the conversation branches from there based on their
responses. We use a decision tree to guide those making the
calls. “I’m doing well.” “What kind of supports are you using for
your recovery? Oh great. You’re in a 12-Step program. Have
you had a chance to get a sponsor yet?” That kind of thing.
“You’re still clean, but you’re not going to any support meetings?
Is there some reason why you’re not going to meetings? Can I
help you find a meeting?” If we find that people have relapses, we
explore options with them and try to get them re-linked to recovery
support. Our complete script is available for anyone who wants it.
GREAT LAKES ATTC: Describe the orientation and training of
those staff and volunteers who provide recovery support services
through CCAR.
PHIL VALENTINE: We have this inner circle of ten staff people who
know that the best way to multiply our efforts and be good
stewards of our funding is to recruit and develop a volunteer force
that is highly trained. We modeled our volunteer program on
those used at the major hospitals in the New Haven area. There
is a formal application, an interview, a background check, an
orientation that includes the module “CCAR Ambassador 101,”
and ongoing training. Our basic orientation covers such areas as
crisis intervention, confidentiality, ethics, and relationship
boundaries. And then we provide specialty training for the kinds
of roles people want to fulfill, such as peer support group
facilitation or telephone recovery support. We have a formal
schedule for volunteers working, and each volunteer is evaluated
at six weeks and again after six months. We spend a lot of time
acknowledging and rewarding our volunteers—for example, at
reward dinners—to let them know how much we appreciate the
contributions they’re making. Volunteer management is not easy,
and it takes a very skilled person running it.
GREAT LAKES ATTC: Describe the ongoing supervision of
volunteers.
PHIL VALENTINE: Volunteer supervision is done by our peer
services coordinators, with our statewide Volunteer Manger
having a hand in the formal evaluations. Each volunteer is given a
clear sense of what we’re evaluating them on and how they can
improve. The volunteers also get together and talk with each
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other about situations that are coming up in the phone calls or in
the peer support groups. There’s not a lot of crisis intervention.
We do have situations where people referred to us may come in
high or intoxicated, but we’re pretty good at responding to them.
When people show up at the center high, we understand that
they’re here looking for something—looking for help.
There is a second tier of supervision that’s important that involves
the staff who work with and supervise the volunteers. There are
always risky situations that can arise in this kind of service work.
The key is how we manage it. Our staff meetings are a reporting
session, in which we explore these areas of risk. We look at,
“What kind of scenarios came up that you struggled with? What
did you find most difficult?” We’re trying to get the coordinators to
always be completely truthful, rather than hide areas of potential
vulnerability.
GREAT LAKES ATTC: How are the telephone support services
provided by CCAR being funded?
PHIL VALENTINE: We were fortunate in that we worked with the
State and their federal Access to Recovery grant to establish our
first fee-for-service. We’ve learned to cope with the complexities
and the tedious work of the medical billing world. We also
established a case-rate, so for every ATR-eligible recoveree, we
receive $151.20 for the first 12-week block of phone calls.
GREAT LAKES ATTC: What are the major obstacles in
implementing peer-based recovery support services?
PHIL VALENTINE: One of the potential obstacles is how the
treatment providers respond to this growing recognition of the
need for non-clinical recovery support services. There is a
question of whether they’ll jump in and do these services to
expand their own service empires, or whether they’re going to
help the recovery community enhance its own capacities for
support. The question is whether treatment agencies will see an
“upstart” young recovery community organization as an ally or as
a competitor for funds. We are very fortunate in Connecticut that
our state leader, Tom Kirk, has promoted a collaborative
relationship between CCAR chapters and local treatment
programs.
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GREAT LAKES ATTC: What do you see as the future of funding for
peer recovery support services? Is there an ideal way to fund
these services?
PHIL VALENTINE: Ideally, the funding will come from the recovery
community itself, and I think the recovery community centers will
be that vehicle through which people can, through their individual
financial contributions, support local recovery support services.
State and federal agencies can help seed these programs for a
number of years to build a base of support, but in the long term,
the recovery community itself must take ownership of these
service centers. The problem is that it may take eight to ten years
of development work for a center to be fully self-sustaining.
GREAT LAKES ATTC: What do you personally feel best about
today in terms of CCAR’s involvement in recovery support
services?
PHIL VALENTINE: I’m a fisherman. I feel good that the recovery
support services we provide are a net that’s catching a lot of the
people who wouldn’t have otherwise started and sustained a
recovery process. Somebody had to build and maintain that net,
and I’m honored and humbled by the enormity of how we have
affected people’s lives. Counselors in treatment often don’t get to
see the fruits of their work, but we get to see people and stay
involved with people and see how their lives have changed years
into the recovery process. We can see how they grow and
change. We get to witness the fruits of recovery.
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Recovery Management and
Technology Transfer
An Interview with Lonnetta Albright
By William L. White, MA

INTRODUCTION
The Great Lakes Addiction Technology Transfer Center is one of
14 such Centers in the United States and its territories. The
Centers are funded by the Substance Abuse and Mental Health
Services Administration, Center for Substance Abuse Treatment
(SAMHSA, CSAT) to improve the quality of addiction treatment by
enhancing cultural appropriateness, advancing the adoption of
new knowledge, developing and disseminating tools, building a
better workforce, forging partnerships, and encouraging ongoing
treatment system self-assessment and improvement. Each
Addiction Technology Transfer Center (ATTC) takes on special
initiatives that are of interest to their state constituencies and
needed in their regions. In 2005, the Great Lakes ATTC began
developing products and training presentations to help their state
agencies and regional treatment providers shift from an acutecare model of addiction treatment to a model of sustained
recovery management. In the brief interview below, Great Lakes
ATTC Director Lonnetta Albright discusses this initiative.

William L. White, MA
Senior Research Consultant
Chestnut Health Systems

GREAT LAKES ATTC: Briefly describe your history of involvement
in the addictions field.

93

LONNETTA ALBRIGHT: Early in my career I ran a Group Home for
adolescent girls. On a number of occasions we would observe
what I didn’t know at the time were co-occurring disorders. These
young women experimented, mostly with drugs, and at least half
of them were receiving counseling and/or psychiatric help.
Without any background in treatment, we started what were called
“Rap Groups,” and we reached out to the social service
community. We were fortunate to have an organization called
South Suburban Council on Alcoholism, which served this
population. Their staff would conduct in-services for our team, as
well as work with our girls. That early collaboration marks my first
involvement in the field of addiction treatment. Following this
initial involvement and understanding of the affects of substance
use, it became clear that we all (staff, volunteers, and clients)
needed to better understand how alcohol and drug use could
prevent any progress and/or healing, and why at times it seemed
we were spinning our wheels. And now, as I think about it,
stigma, denial, shame, and a lack of understanding also
perpetuated the problems that our communities faced. The
schools, churches, and families all believed that alcohol and drug
use were matters of morality and poor judgment. And to be
honest, my basic beliefs were in line with that belief, associating
stigma and discrimination with people whose problems I didn’t
understand. The science and the facts about addiction were all
but non-existent.
Then (thankfully) during the next decade, my understanding of
and education about addiction was developed by professionals in
the treatment field who believed that people deserved help with
their battle against drugs. As my career continued in the late 80s
and early 90s, I became familiar with the TASC agency in Illinois,
which exposed me to the criminal justice system and addiction
and the nexus between the two. My education, training, and
hands-on experience led me to study and take a deeper look at
addiction. I was trained in the neurobiological aspects of addiction
and in other recent breakthroughs in knowledge that have
revealed the tremendous gap between what was being learned in
the research arena and what was actually happening on the front
lines of addiction treatment. Interest in closing that gap brought
me to my current position as Director of this Region’s ATTC. As a
former educator, I thoroughly embrace the importance of clinician
education in elevating the quality and effectiveness of addiction
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treatment. I was interested in how research could inform us about
what works—not just on paper, but in the actual processes of
assessment, engagement and retention, treatment planning, and
long-term recovery support.
I’ve spent the past nine years helping systems and the workforce
integrate what we’re learning from the research and apply it
effectively in practice, and this has been no small or easy task.
We’ve learned there are cultural differences and myriad other
factors that have to be addressed to effect change. I personally
believe that change is good, particularly when it takes the best of
what we already have and integrates new knowledge and
technologies. These are very exciting and encouraging times for
people and communities that have suffered so much. To the
extent that this suffering has been exacerbated by the lack of
understanding, I feel like we’re making an important contribution
as a source of healing for individuals, families, and communities.
On a personal level, addiction (primarily to alcohol) has also
touched my immediate family. I’ve lost an aunt, uncle, and cousin
to alcoholism and the medical complications brought on by this
disease (e.g., hepatitis, kidney and liver failure, and stroke). None
of my affected family members ever sought treatment or even
acknowledged that they had a problem. They alienated
themselves from the family, although the family was always there
for them. My dad was what we called a functional alcoholic.
When the floor bottomed out for him (a long and touching story),
he decided that the drinking was not worth what he stood to lose.
Seeing both addiction and recovery close-up intensified my
commitment to this field.
GREAT LAKES ATTC: Provide a brief overview of GLATTC’s
mission and activities.
LONNETTA ALBRIGHT: The ATTC Network’s stated mission is:
Unifying Science, Education and Services to Transform Lives. At
our Center’s 2006 annual strategic planning and team-building
session, we defined our regional mission as one of Building
Bridges That Foster the Advancement of Treatment and
Recovery. We use training, technical assistance, systems
change, and technology transfer based on the latest science and
evidenced-based and promising practices to: improve the
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knowledge and practices of substance use disorder (SUD)
providers; build culturally competent recovery-oriented systems of
care; and develop the SUD workforce in our region. I believe that
the success of our regional effort is in large part due to the
partnerships, collaboration, inclusiveness, and diversity of our key
stakeholders, experts, and constituents. Our activities are driven
by significant input from the communities we serve and based on
the results of our various needs assessments. Beyond the region,
all of our work is disseminated nationally via the ATTC Network.
GREAT LAKES ATTC: How did you first decide to involve the Great
Lakes ATTC in the promotion of recovery management?
LONNETTA ALBRIGHT: Well, I’ve always believed in a
comprehensive and holistic approach to care that encompasses
medical, psychological, social, cultural, and spiritual dimensions of
recovery. My decision to provide full support to the promotion of
recovery management is both personal and professional. Several
of our colleagues and staff are recovering practitioners. Many of
them were embarking upon efforts to serve the people and
communities that we work with more effectively. We all agreed
that there is so much more to people in trouble—any type of
trouble—and that dealing with only one part of the person (e.g.,
treatment needs) does not at all respect or acknowledge the fact
that all people are more than their problems. More important, I
personally believe that people can and do get better. I’m an
eternal optimist, and I believe that people can change. And if
supported effectively, we all have the power within us to
continually develop, improve, and heal.
Our colleagues who were engaged in the CSAT-funded Recovery
Community Support Program (RCSP) around the country pulled
us in a couple of years ago. They believed that the ATTC could
assist them in developing various models, and in the development
of what I frequently refer to as the recovery community workforce.
And then, while GLATTC was involved in this work with the
RCSPs, I began reading Bill White’s writings and talking with him
about Recovery Management (RM). I became a student of RM,
and I can’t tell you how much excitement this has generated within
our team and across our region. As an ATTC, we also look at the
science that supports the practices that we promote. The work Dr.
Tom McClellan and his colleagues have done in documenting the
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parallels between addiction and other chronic diseases was also
very influential in our decision to take on this initiative. On a
personal note, I have first-hand experience observing my dad’s
eventual healing using these RM principles (another long story
with a happy ending)
GREAT LAKES ATTC: What activities have you pursued to-date in
the recovery management arena?
LONNETTA ALBRIGHT: To begin our initiative, we first worked to
raise awareness about the recovery management model
throughout the treatment and recovery field. This first step led us
to develop papers and newsletters that were widely disseminated.
We wanted to get the word out, to introduce people in our region
to the key RM principles, service roles, challenges, and language.
Our GLATTC Bulletin newsletter was the first publication on RM
that was widely distributed across our region and throughout the
National ATTC Network. The ATTC National Office has posted
this body of work on the home page of the network’s national web
site. Other ATTCs have produced reprints and disseminated our
work in other parts of the country.
The response to the first newsletter was so positive that we
followed it with a monograph on RM that included essays by Bill
White, Dr. Ernie Kurtz, and our own Mark Sanders. This was the
beginning of what we see as an ongoing Recovery Management
Monograph Series. We’ve supplemented these written materials
with more than 20 professional presentations, including
conference keynote addresses, workshops, and panel
presentations.
To-date, we have five significant RM collaborations underway. In
Ohio, we’re working with the Single State Agency to help them
develop a Recovery Management approach for their offender reentry program. In Michigan, we’re working with their Office of
Drug Control Policy on a statewide Workforce Development
Initiative, and as part of this initiative we’re training clinical
supervisors in using RM principles and approaches. In Illinois,
we’ve received a request to assist a Hispanic-Latino treatment
provider to shift their service orientation toward an RM model. In
Indiana, we’re just beginning a system-transformation process
focused on recovery management. Finally, we’re collaborating
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with two other ATTC regions on projects working with policy
makers interested in shifting their state treatment systems to a
recovery management model.
I am most proud of our RM Symposium for Policy Makers from the
Midwest states in March of 2007. Fourteen states attended, Dr.
Clark was our keynote presenter, and our panel of presenters was
phenomenal. Not only did our regional single state agencies
support and attend the day-long session, but leaders from around
the Midwest—including 4 ATTCs and our national ATTC office—
were on hand as well. Since that event the past few months have
been full of requests from participants who are now pursuing
system-change efforts to transform their treatment systems to
Recovery Oriented Systems of Care.
GREAT LAKES ATTC: What has been the response from the
states and from front-line service workers to this initiative?
LONNETTA ALBRIGHT: To be honest, I’ve been pleasantly
surprised. I’d anticipated some resistance, particularly given the
field’s track record with change. But it’s as if our states and frontline workers had been waiting for this. When we launched our
work, the response was overwhelming. We are now challenged to
figure out how to keep up with the demand for information,
workshops, and more information and workshops. Each of the
states in our region decided to include Recovery Management as
a major part of its annual conference. Then there are academic
institutions that have purchased hundreds of copies of the RM
Monograph to use in their Addictions Studies coursework. And
our partners and other members from the Recovery Community
have embraced this body of work and tell us how pleased they are
that we’re looking at a long-term or sustained recovery approach
that involves the community.
GREAT LAKES ATTC: To what do you attribute such a positive
response?
LONNETTA ALBRIGHT: I think the model makes sense, not to
mention that the data and science support it. When I first began in
the human services field, working with children and families in the
child welfare system, these same principles worked. What I mean
is that we worked, not only with the client, but also with the family,
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school, faith community, friends, employers, and anyone else the
client believed were important. As a former certified Reality
Therapist—a model that also believes in a person’s own power,
strengths, and assets to deal with and overcome personal
challenges—I am not surprised that the field sees the benefit and
promise of RM. I also believe that the timing is right. For the past
eight or nine years we have been working with the field around
adopting evidence-based practices. We have made some great
inroads into reducing resistance and helping individuals,
organizations, and systems change, not only their practices, but
also their attitudes and mindsets. I think we’re a smarter field
today that is open to new approaches that can positively impact
people’s lives. That’s hopeful and encouraging.
GREAT LAKES ATTC: What do you hope to achieve in establishing
the Great Lakes ATTC as a Center of Excellence in Recovery
Management?
LONNETTA ALBRIGHT: This Center of Excellence in RM has
moved from a vision to an actual plan that we are now
implementing. We are especially excited about having a new
partner in this effort. The Northeast ATTC has agreed to
collaborate on developing and implementing this new Center of
Excellence. As with any new model, there will be many different
interpretations of principles and variations in practices. We run
the risk of lots of misinterpretation and fragmentation of the model.
Rather than just raise awareness, we need to facilitate a clear
definition of this model and how its core elements can best be
implemented. And we want to make sure that we incorporate
what we’re learning from the research at every step of this
process. I frequently quote Dr. Timothy Condon, Deputy Director
at NIDA, who says “we want to teach what we know, not just what
we think or feel.”
This shift is about system change, and there is a process. We
intend to follow the appropriate and most effective steps from the
ATTCs’ perspective. There are many organizations and people
who will have a role in helping the field adopt a sustained recovery
support approach to helping people with substance use disorders.
We have carved out a role for our ATTC that begins with
awareness and education. We plan to follow that by helping the
field look at service redesign and ways in which the model can be
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implemented. We plan to use our successful technology transfer
strategies to help us develop the workforce, including front-line
staff, peer coaches and mentors, clinical supervisors, faith-based
providers, and the next generation of leaders and trainers. We will
also focus on new professionals (students at academic institutions
and other vocational programs).
GREAT LAKES ATTC: What do you see as the future role of the
ATTCs in helping shift addiction treatment from a model of acute
care to a model of sustained recovery support?
LONNETTA ALBRIGHT: I am continually impressed by the
effectiveness and success of the ATTC Network, particularly
related to helping the field develop a comprehensive and
collective approach that is replicated across the country. The
network has a well thought-out strategic approach for harnessing
our varied and diverse levels of expertise, abilities, and resources.
We have worked hard to “master” the art of collaboration, which
as you know is easier said than done. When we started this effort,
others joined us. Many partnerships have formed, and new
projects are continuing to be formulated. As a network, we are
getting the message out across the country and internationally. I
anticipate that an ATTC Network response will be developed and
implemented at the various levels (workforce development, policy
and system change, products, and best practices). We will use all
of the tried and proven strategies, and other strategies will be
developed by this very creative, responsive, and committed
network of professionals who work in partnership with our
communities and constituents.
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