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1. Introduction

Substance use disorder (SUD) is one of the most pervasiveteartsigent clinical and public
health challenges facing the United States (Office of the Surgeon General, 2016). While many
who meet criteria for SUD are able to achieve remission without formal treatment (Cunningham
et al, 2002; Kelly et al, 2017), manyillions of affected individuals typically require some
combination of acute care medical stabilization and-temgn recovery management and
recovery support services (RSSkin to the care of other chronic health conditions, such as
diabetes and hypeension (McLellan et al, 2008)to sustain remission. While models of leng
term care and SUD RSS have emerged and grown, the state of the science in this vital sector of
health care and RSS is currently unknown. This report describes the rationald for, an
summarizes the scientific evidence on, a variety of emerging and established RSS intended to aid
stabilization and ongoing remission and recovery from these highly prevalent disorders. As a
result of this rigorous review, a new research agendais pdu¢ceo f ur t her enhance
knowledge regarding the clinical and public health utility of RSS in addressing these often
chronic and debilitating health conditions.

In the first sectionA Brief Rationale for Recovery Support Services in addressibst&hce
Use Disorde), we provide a brief overview of the nature of SUD from neurobiological,
biological, and psychsocial perspectives, which in turn, forms the medical rationale for the
need for these continuing care and recovery support servicesifglacute stabilization and
treatment. In the second sectidethod we presenthe methods for this systematic review of
the scientific literature. In the third sectioA $ummary of the Evidence for Recovery Support
Serviceywe provide a brief desgrion of, and detailed summary of the results from empirical
studies for, the six main types of RSS that are available and growing across the United States.
These include: 1. Pedrased recovery support servicesBRSS); 2. Recovery community
centers (RCE6); 3. Recovery supports in educational settings; 4. Mieigl organizations
(MHOs); 5. Recovery housing (e.g., Oxford Houses); and, 6. Clinical models of continuing care
and longterm recovery management.

1.1. A Brief Rationale for Recovery Support Services in addressing Substance Use
Disorder

The negative impact of chronic, heavy, alcohol and other drug use on the brain and nervous
system as well as its psychosocial consequences is well documented. Chronic administration of
psychoactive intoxicants prades increasingly deleterious changes in the structure and function
of the human brain that creates impairments in the neurocircuits of reward, memory, motivation,
impulse control, and judgement. The degree of physical insult is correlated with aget af onse
substance use (early exposure is worse), as well as the intensity and chronicity of exposure. At
the heart of SUD is an increasing cognitive impairment in the ability of affected individuals to
successfully regulate the impulse to use a substanceedssfiering severe consequences
resulting from its use. With treatment and support, people are able to stop substance use, but
remain susceptible to a recurrence of the disorder in the early months and years of remission.
Even after sustained remissi@achieved, for example, it can take an additioralyéars
before the risk of meeting criteria for SUD in the next year drops below 15% (the annual risk for
SUD in the general population; White, 2012). This is because it can take considerable time for
reparative work to



take place in the central nervous system. Also, thedm@sed impairments are coupled with
broader neuroendocrine shifts that increase sensitivity to stress in the months and years after
substance use has stopped. The hypothalpiuitary-adrenal (HPA) axis and glucocorticoids,
such as cortisol, and corticotropin releasing hormone (CRH), are higher among individuals in
early recovery and can interfere with new skill learning, increasing the risk from aisthessd
pathway to relaps(Kelly & Hoeppner, 2014; Stephens & Wand, 2012). In additieexp®sure
to certain places, people, times of day/days of the week, or mood states, that have become
powerfully connected to substance use through the process of classical conditionssgyeda
increase craving and risk of-emgagement with substance use. Consequently, similar to other
chronic conditions, serious SUD often requires ongoing monitoring and recovery management to
support continued remission and to provide earytervertion should reinstatement of the
disorder occur (Kelly and White, 2011; Dennis and Scott, 2007). This observation is one of the
principle reasons why ongoing RSS are recommended following medical stabilization and short
term care. Furthermore, from a psgsbcial standpoint, the abnormally high priority that
substances have taken in affected individuals
attainment, employment skills, and social relationships as well as criminal records; all this can
leave individials isolated from family and friends, unable to access safe housing, and at a
disadvantage in terms of viable job skills and the achievement of other important developmental
mi |l estones. These deficits in rexcaowietrayl resour
(Granfield & Cloud, 1999, 2004), in turn can create hopelessness, decreasing resolve and ability
to tolerate and meet the demands and challenges of early recovery.

The variety of established and emerging RSS are intended to provide or faoiitagses in
recovery capital” which can be draw#ernupon to
(Granfield & Cloud, 1999, 2004; Kelly and Hoeppner, 2014). Greater availability and accrual of
recovery capital influences resilience and coping, faglps buffer and reduce stress, including
serum CRH/cortisol levels, supporting continued remission (Kelly and Hoeppner, 2014). Indeed,
RSS provide all four types of support including emotional support (e.g., compassion, empathy),
tangible support (e.ginkages to jobs, housing), informational support (e.g., advice), and social
support (e.g., sense of belonging) all of which can reduce stress and build resilience, optimism,
and hope.

Like older RSS, such as Alcoholics Anonymous (AA), many newer emtieRfES, such as
Recovery Community Centers and Recovery Housing have emerged not from medical science,
but from a recognized need among sufferers themselves. Although the establishment and growth
of these recovery support resources is one kind of eviderargdi of itself, more systematic
guantification of the magnitude of the potential public health impact of these RSS is lacking.
From a broad societal perspective, the availability of such estimates are important for national
policy makers and administratoas they can inform decisions related to the potential added
public health value that could be gained by supporting and facilitating expansion of various RSS.
To this end, this review systematically examines and summarizes the findings from the available
published scientific literature on six of the most prominent RSBeetbased recovery support
services (BRSS); 2. Recovery community centers (RCCs); 3. Recovery supports in educational
settings; 4. mutudhelp organizations (MHOSs); 5. Recovery hougjag., Oxford Houses); 6.

Clinical models of continuing care and letegm recovery management.

2. Method



2.1. Inclusion Criteria

Included studies in this review of RSS were randomized controlled trials (RCTs}, quasi
experimental studies, and other researmth evaluation designs that include a comparison
condition (e.g., waitlist controls). If no, or insufficient numbers of, studies were found in the
systematic search at this ttpr level of scientific rigor, the review summarizes the next tier of
availabk rigorous scientific evidence; namely, singl®eup prospective studies or singjeoup
retrospective studies; failing the availability of this level of evidence, a review and summary of
crosssectional/descriptive and qualitative studies was conductedgé ranges, substances of
misuse, and available outcomes were included (see 2.3. Outcomes below).

2.2. Procedure

Searches were conducted in relevant medical, psychological, and public health databases
pertaining to scientific research (Pubmed, CINAl@entral, EMBASE, and PsyclInfo). Search
term syntax was created specifically for each RSS and run in each database (see Appendix A for
specific search syntax used for each RSS). As detailed more explicitly in each RSS research
review subsection below, seahes from each database were combined, then extracted articles
were compared and duplicates removed. The remaining articles were then reviewed for their
design and methods according to the inclusion criteria. Articles that met criteria were then
abstracte@nd tabularized summarizing 1. Study year 2. Study design 3. Intervention(s) 4.
Sample size and nature of sample; 4. Foligwlength. 5. Participant retention rate. 6. Primary
substance 7. Substance use and related outcomes (table 1), and then surantheppdaised in
narrative form (see Section 3.).

2.3. Outcomes

The main outcomes described where available were alcohol and other drug use frequency
(e.g., percentage of days abstinent; drinks per drinking day), proportion of individuals who are
continuowsly abstinent, average longest period of abstinence, proportion of individuals in SUD
remission (early and sustained), eeffectiveness/health care cadtsets, employment, criminal
justice involvement, psychological wddeing (e.g., happiness, selteem), quality of life, and
measures of recovery capital. Whenever possible we compared the relative effectiveness of
different models of recovery supports within and across each domain including relative cost
effectiveness.

3. A Summary of the Evidence for Recovery Support Services

We begin each section below with a brief description of the origin, nature, scope and
purpose, and prevalence of each RSS. This is followed by a brief description of the search syntax
and search results (see Appendix A for sigdarch syntax) and a detailed review of the available
research evidence pertaining to each specific RSS. We also provide a table that contains
abstracted details as described in section 2.2 above (table 1). This is followed in each case by a
brief summaryof the quality of the existing research, future research needs, and implications for
the addiction and recovery field. The six RSS appear below in the following brdReerbased
recovery support services; 2. Recovery community centers; 3. Recoveoytsupgeducational
settings; 4. Mutuahelp organizations; 5. Recovery housing; 6. Clinical models of continuing
care and longerm recovery management.

3.1.Peer Based Recovery Support Services (P-BRSS)




3.1.1 Nature, scope, origin, and prevalence BmRSS

First arising in the 1990s-BRSS for people with SUD were born out of a long tradition of
12-step based mutualpport groups.BRSS are peedriven mentoring, education, and support
ministrations delivered by individuals who, as a result of their oyperence with SUD and
SUD recovery, are experientially qualified to support peers with SUD and commenly co
occurring mental disorders:BRSS represent a new category of specialized resources that are
not treatment and not purely mutual aid, which lind anpplement traditional addiction
treatment and mutual aid recovery progrdivbite & Evans, 2014)They are typified by
respect for diverse pathways and styles of recovery, and emphasis derforgpntinuity of
recovery support through mobilization of pamal, familial, and community suppogalentine,
2010; White, 2010)P-BRSS can be delivered through a variety of organizational venues and a
variety of service roles including paid and volunteer recovery support specialists. A common
function of RBRSS is to facilitate and supporttpa e nt s’ transi tion bet wee.]
addition to connecting patients with commuriigsed recovery support services and mutual aid
organizations in ways not possible for conventional treatment pro\Malentine,2010; White
& Evans, 2014)P-BRSS have seen uptake across a diverse range of SUD treatment settings, and
are now utilized across the continuum of SUD care, emerging as a critical component of
recovery manageme(itvhite, 2009; Kelly and White, 201.2Jhe exact prevalence of peer
recovery support services in SUD treatment settings, however, is currently not known.

3.1.2 Research Summary eBRSS

A systematic search of the I|literature (as of
coach“ipnege’r, r ecoverbyassaud proecadv,er‘ypessupport servi
peer support” in combination with substance u
identified 143 records across five publicly available databases (i.e., PubMed, EVIBAS
CINAHL, CENTRAL, and PsycInfo). A title screen removed 95 duplicate records, 11 records on
nonrelevant topics (e.g., peer support for recovery for problem unrelated to addiction), and 1
article on mutual help organizations. An abstract review remavediditional 14 records: 7
book chapters (removed because they were not peer reviewed and did not report original data), 4
records on nomelevant topics, 2 review articles, and 1 article because it reported on a mandated
to treatment sampld full text review removed another 11 records: 4 review and 7 theoretical
articles. The remaining eleven studies were included in the analysis and are summarized in Table
1.

While a compelling case has been made f&R5S in a number of theoretical articles and
bookchapterge.g., Bora, Leaning, Moores, & Roberts, 2010; Cicchetti, 2010; Powell, 2012;
Valentine, 2010; White, 2009, 2010, 2011; White & Evafd43 to date empirical research on
the topic is limited. Including the first pesgviewed study on4BRSS in 1998, there have been
three randomized controlled trials, two quasperiments, as well as one singl®up
prospective and one singlgoup retrospective study, and four crkssstional investigations
conducted on this topic. To begin to provide some context for the evidence badeRBISP
these studies are revieweer. Randomized controlled trials (RCTs) are addressed first,
followed by singlegroup prospective and retrospective studies, and finally-sexggonal and
gualitative investigations (see table 1a).Bernstein and colle§20@5)conducted the first RCT
of a peer recovery suppontervention in a sample of 1,175 enfttreatment adults reporting
past 96day cocaine and/or heroin use who were receiving general medical care from an urban



hospital walkin clinic. Participants received one of two interventions: either a brief, single
session, structured peer education session targeting drug use cessation, which included written
advice and a referral l i st as well as a ‘boos
advice and referral list only (control group). Their sampdes wn average 38 years old, 29%
female, 62% notHispanic Black, 23% Hispanic, 12% nétispanic White, and approximately

half were homeless (46%). Though participants were not screened for psychopathology,
Addiction Severity Index scores for the sample ssfjgignificant SUEBrelated impairment. The
authors found that compared to controls, atnadhth followup participants receiving a brief
peersupport intervention were more likely to be abstinent from cocaine, and trended toward
greater heroin, and conm@d cocaine and heroin abstinenge (05). A trend was also observed

in reduced bioassay measured cocaine use, but not heroin use. Also, those receiving the peer
support intervention demonstrated a trend toward greater reductions in Addiction Severity Ind
drug subscale and medical severity scopes.6). No group differences were noted in
detoxification or treatment admissions among those who were abstinent.

In a demographically similar sample, Rowe e(2007)compared the effectiveness of
“Citizenship Training’ (which included weekly
community integration) plus peer support combined with standard clinical treatment
(experimental group), with standard clinical treatment alone (control group), for reducing alcohol
and other drug use, and criminal justice charges. Participants were adult outpatients with severe
mental illness who had criminal charges within the two ypaos to study enrolment. Though
having SUD was not required for study participation, the majority of study volunteers had either
a primary or secondary SUD diagnosis; 31% had an alcohol use disorder, and 42% had other
drug SUD. The sample was on avera@eydars old, 32% female, 58% African American, 31%
Caucasian, 3% Native American, and 8% describ
Hispanic ethnicity. Over the-dhonth study period participants attended an average of 10.6
Citizenship Training classeand met once weekly with their pementor. Citizenship Training
with peersupportreducedalcohol use over tghonth followup, while controls demonstrated
increasedrinking over the same period. It is not clear, however, whether these effects were
drivenby the Citizenship training itself, peer support, or a combination of the two. Notably, both
control and experimental groups demonstrated significantly lesalnohol drug use and had
fewer criminal justice charges over therh®nth study period.

In cortrast to the aforementioned studies, which utilized either single sessiowlgtigered
intervention(Bernstein et al., 200%)r peer support as an addendum to a professiwsiaiered
treatmen{Rowe et al., 2007)Tracey and colleagu¢2011)compaed a completely peatriven
treatment that included pekad groups as well as peer support, to a professieialered
treatment but also with some peer support in a sample of 96 veterans receiving inpatient
treatment (TAU). Study conditions included, AU + peerled groups and weekly peer
mentorship, 2) TAU + a dual recovery intervention involving 8 weeks of clin&ivered
individual and group relapse prevention therapy in addition telpdegroups and weekly peer
mentorship, and 3) TAU only. 88 of participants had an alcohol use disorder or



other SUD, in addition to psychiatric comorbidity. The sample was on average 56 years old,
97% male, 57% African American or Black, 25% White, 13% Hispanic, 1% Native Hawaiian or
Pacific Islander, and 4%twer. Compared with TAU alone, TAU combined with pdelivered
treatment, and TAU combined with professiedalivered treatment and peer support were both
associated with greater peadischarge, outpatient substance use treatment attendance compared
to TAU alone. These two interventions were also associated with greater general medical and
mental health appointment adherence, as well as more inpatient substance use treatment,
suggesting that at least in terms of treatment adherencedgeared treatm& alone does as
well as cliniciandelivered treatment coupled with peer support. Substance use outcomes were
not reported.

Quastexperimental studies addressit@RSS generally support findings from the
aforementioned RCTs. In a sample of patients halsped for alcohol and other drug
detoxification, Blondell et a(2008)found that a brief peatelivered counseling intervention
resulted in greater likelihood of muttla¢lp meeting attendance the first week following
detxification discharge. Two trends were also observed: those receiving peer counseling were
more likely to remain abstinent from all substanges.06), and were also more likely to initiate
professional aftercare treatment compared to consls0B).

Work by Boisvert et al(2008)suggeststhattBRSS may al so bol ster pat
support. In a sample of adults with SUD and severe mental illness living in permanent supportive
housing, the authors found that participants in their-pepport recows program reported
increased perceived emotional, informational, tangible and affectionate support fram pre
postintervention. Additionally, participants in the pesrpport recovery program had lower
relapse rates over the-h2onth study period comped to a sample of residents living in the
permanent supportive housing setting the year prior to instigation of theuyyg®art program.

Single group prospective and retrospective studies addres8R$B provide consistent in
the pattern of findings faP-BRSS. Boyd and colleagu€2005)piloted a 12week peer
delivered psychoeducation program for women with HIV living in rural areas. Though no
inferential analyses were conducted due to the small sample size (N=13), results intimate the
aut hor s’-c bun<dl ipregri ntervention may 1increase f
alcohol and other drug use is problematic, and increase desired tiedwageors. Work by
Armitage and colleagug2010)suggests BBRSS may also be beingal to individuals in
sustained SUD remission. The authors found that 6 months following participation inta-peer
peer recovery support program emphasizing active citizenship and social engagement, 86% of
their clients reported no past-8@y alcohobr other drugs use, and another 4% indicated
reduced use. Further, 95% reported strong willingness to recommend the program to others, 89%
found services helpful, and 92% found provided materials helpful.

The crosssectional literature further characteszbe potential of IBRSS based
interventions in a range of treatment settings. Sanders and colléag88¥sought to compare
client satisfaction with peatelivered SUD counseling, with counseling from traditionally
trained addiction counselors. They found that although there were no bajweendifferences
in overall treatnent satisfaction, women receiving ongoing SUD counseling from a peer
counselor were more likely to describe their counselors as empathic, to identify them as the most
helpful aspect of the program, to utilize other clinic resources, and to more strecwiynend
the treatment program, compared to clients receiving counseling from traditivaaikd
providers. Min et al(2007)assessed whether a leng



term, peemmentorship intervention for individuals with SUD and severeamurring mental
illness has the capacity reduce rehospitalization rates. Survival analysis results ovgear3
period indicate that peaupport program participants had longer periods living in the
community without rehospitalization, and a lower overall number of rehospitalizations,
compaed to a sample of comparable controls not engaged impe®iorship. Relatedly,
Deering et al(2011)sought to better understand the effects of a-j@ekmobile outreach
program for female sex workers. 242 women were surveyed every six months over 18 months.
Women were more likely to utilize the pded outreach service if they were at higher risk due
to factors such as seeing >10 clients per week, working in isolateysettijecting cocaine, or
injecting/smoking methamphetamine in past 6 months. Utilizers of thdqukservice, however,
were also more | i kel y dneentrcancknstably tafteestaiisticalle r v e nt
controlling for interindividual differences, past-honth use of the peded outreach program
was associated with a fetold increase in the likelihood of participants utilizing detoxification
and/or inpatient SUD treatment.

One crosssectional study has also assessed the motivatimowligiduals in recovery from
SUD to seek BBRSS. Wanting to know more about university students participating in peer
based college recovery support services, Laudet @Ml6)surveyed 486 students participating
in 29 college recovery programs across the United States. At the time of survey, students had
been sober an average of 3 years. One third of the sample reported they would not beein colleg
were it not for a peelpased, collegiate recovery program, and 20% would not be at their current
institution. Top reasons cited for joining collegiate recovery programs were the need for same
age peer recovery support, and wanting to maintain theiretplomithe highrisk college
environment.

3.1.2 Summary and Implications 0BRSS Findings

Taken together, results from the emerginrBRSS literature suggestBRSS may have
potential to reduce substance use and increase treatment engagement anceadiedergs
should be tempered by the fact the reviewed RCTs did not use antgatezdt design,
potentially introducing sample bias into the results. Additionally, the RCTs to date have all
studied individuals with severe SUD andaccurring mentalliness who have major
impairments in psychosocial functioning. It is thus unclear how these results might generalize to
those with less severe SUD or without psychiatric comorbidity. There is a stark lack of
comparative studies examining the relative ineeatal benefit of BRSS as an adjunct or
extension to the most commorrgceived forms of outpatient or inpatient SUD treatment among
more commonhserved SUD patients. It should be noted also that, by nature, much of the non
RCT research is based on cenience sampling and survey analysis. More RCTs are needed on
this topic to validate, and expand upon reported findings. The studies highlight also some ethical
and practical challenges presented by this novel class of interventions for SUD. For instance,
individuals providing peer support face boundary issues as their work typically lies at the
intersection of purehlpeer, and purelglinical, support roles. Their work lacks the clarity of the
professional treatment realm with its clear differentiatiomnvben paid professional staff and
patients, and the mutubklp,12Step tradition, with its welarticulated, and well established
non-professional traditions.

Regardless, the work to date makes a case for further uptakBR$B across a range of
clinical and recovery support service settings, and peer support specialists roles will, no doubt,
become increasingly better defined as fmgaports are integrated more and more into the



spectrum of SUD care. How (mechanisms studies) and for whom (moderdies)tin
particular, PBRSS may be most suited has not been investigated andffsativeness studies
are also lacking.

3.2. Recovery Community Centers (RCCs)

3.2.1 Nature, scope, origin, and prevalence of RCCs

Recovery community centers (RCCs) are enmgrgs an important third tier component of
recoveryoriented systems of cafelly & White, 2010)that, until recently, was comprised
solely of professional treatment and mutbelp organizationéWhite, Kelly, & Roth, 2012)

RCCs are recovergriented sanctuaries anchored in the heart of the comni{Mailtgntine,

2010) which provide a range of recoveoyiented, peedelivered servicefHaberle et al., 2014)
RCCs are meant to be located in a central physical location within a comitieditgrie et al.,

2014; Valentine, 2010¥0 as to put a visible, ggigmatizing face on recovery, and so as to

serve as a convenient, easdlgcessible base of operationsttoe local recovery community
(Valentine, 2011)Services are organized and coordinated by a smalhauai paid staff, and
delivered largely by peer volunteers. These services include assisting people in addressing their
basic material, instrumental, and social needs for housing, income, health care, transportation,
child care, and social support; contieg people to opportunities for education, employment,
sociatleisure activities, and civic participation; and affording people a worthwhile sense of
identity and meaningful sense of belonging to a positive peer ¢kaherle et al., 2014)

RCCs grew out of theecovery advocacy movement in America, which began in the late
1990s(White, 2007) Early findings had demonstrated the value of social services added to
standard addiction rehabilitatigMcLellan et al., 1998)and highlighted the role of mutdlaglp
groups in sustaining longrmrecovery from substance use probldiMergenstern, Labouvie,
McCrady, Kahler, & Frey, 1997)n 1998, the Center for Substance Abuse Treatment (CSAT) of
the federal Substance Ate and Mental Health Services Administration (SAMHSA) funded
recovery programé.g., Armitage, Lyons, & Moore, 201D its first round of the Recovery
Community Support Program (RCSP), a program that remains active today. To our knowledge,
the first RCC, the Connecticut Community for Addiction Recovery (CCAR), was founded in
2004 (Valentine, 2011)though it is difficult to pinpoint the exact point in time, as RCCs
typically grew out of preexisting recovery organizatns(e.g., Armitage et al., 2010; Valentine,
2011) During its first 7 months of operation, this first RCC served more than 2,300 individuals
(Valentine, 2011) More generally, RCCs have emerged as a growing source of community
recovery support. Currently, it is estimated conservatively that there @nexapately 100
RCCs nationally, with a high concentration located in the northeast region of the United States
(n=34) (personal communication, Faces and Voices of Recovery). 61% of California counties
(n=35) report having at least one RCC in their coy8tusins Antonini, & Rawson, 2012)Our
own nationally repesentative survey of US adults shows that 6.2% of adults who have
successfully resolved a significant substance use problem have used &R GHoeppner,
Bergman, & Vilsaint, 2017)This translates at the population level into aboutdildon people,
which is remarkably high, given the relatively short period of time since their inception in 2004.

RCCs fill an important niche. Like AA clubhouses, they offer social fellowship. Like a
sociatservice drogn center, they offer tangiblessices embedded within a support mission.

Yet beyond these benefits, RCCs also offer emerging recovery support services, such as
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recovery coaching and telephone support with follgnprotocolgHaberle et al., 2014;
Valentine, 2011)Moreover, an important contextual factor is that RCCs are not allied with any
specific recovery philosophy or model (e.g.;sk2p; religious; secular), and recognize that there
are multiple pdiways to recovery. This is a critically important aspect of these facilities in a
field where partisan approaches can create unnecessary barriers to recovery {&eigr&e
White, 2012)

3.2.2 Research Summary of RCCs

Empirical data on the effectiveness of RCCs is currently extremely limited. RCCs are
increasingly being mentioned as a currently existing-pased servicéBassuk, Hanson,
Greene, Richard, & Laudet, 2016; Laudet & Humphreys, 2048)rarely are described. A

systematic search of the | it er aecoveryecommansty of 8/
center?”, “recovery center’”, “recovery support
community organization”, or “peer participato

terms (see search syntax Appendix A), identified 218 re@mdsss five publicly available
databases (i.e., PubMed, EMBASE, CINAHL, CENTRAL, and PsyclInfo). A title screen
removed 97 duplicate records, 67 records onnetgvant topics (e.g., recovery from surgery,
recovery centers for nutrition), and 9 dissertagiremoved, because they are not peer
reviewed). An abstract review removed an additional 31 records (15 news and opinion type of
articles in magazines or editorial sections, 3 papers about residential centers, 1 patient case
report, and 12 papers recragifrom RCCs, but not studying RCCSs), leaving 14 papers for a
full-text review. Of these, 8 were descriptive accounts with no data, 1 was published in a foreign
language, 1 was on a recovery center for impaired professionals, 1 wassectassal studpf
a communitybased center offering onsite mental health sen{idesndelson, Dariotis, & Agus,
2013) and 3 presented data on RCCs. All three of these papers were based on longitudinal
assessments, all of them reportingnénth outcomes. Thesaudies are summarized in Table 1b.
All three papers reported on prospectively collected, siggiep design data, and reported
outcomes on SAMHSA’'s Government Performance a
Measure tool.

Haberle et al. (2014) repdtmonth outcome data on n=385 participants who used the
Pennsylvania Recovery Organizatidohieving Community Together (PR&CT) during the
years 2008011. Details on the recruitment and retention rates of the n=385 are not provided,
but a comparison tthe demographic composition of all of the RCC patrticipants who received
recovery support services during this time (n=6,326) is provided, which shows that-the sub
sample with longitudinal data was largely similar to the overall population, except that GPRA
respondents were more likely to be female, older, and of a greater level of education.
Comparisons of baseline tendonth selreports show that substance use outcomes were largely
maintained, with 9B5% reporting abstinence from alcohol and/or druggeetively, at the-6
month followup. Living conditions had shifted from primarily recovery housing at baseline
(54%, 34% at @nonth) to owning and renting atréonthfollow-up (53%; 30% at baseline).
Similarly, employment status had shifted from primatiyn e mp | oy e d; | ooki ng”
6-month) to increasingly employed either ftithe (22%, 10% at baseline) or péirhe (16%,
11% at baseline). Formal statistical analyses were not conducted.

Mericle et al. (2014) report data on participants of theelRlx House Bronx Community
Recovery Center (BCRC), a recipient of an NIH H79 grant. Participation in the survey was
restricted to adults living in Bronx, who could provide locator information to-4{oemeacted
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6 months later. The completion of folleup surveys was 90%, providing data on n=260,
who completed both baseline andn@nth followup surveys. Compared to PRXTT
participants, BCRC participants were slightly less likely to be abstinent from alcohol and/or
drugs at baseline (74%). AtrGonth folow-up, these rates increased statistically significantly,
with more participants reporting abstinence from alcohol (91%), illegal substances (89%), or
both (85%). Similarly to PRACT participants, BCRC participants reported shifts in
employment status, vere BCRC reported statistically significantly greater rates ofifuk
(14%, 5% at baseline) and péirhe (7%, 1% at baseline) employment. Statistically significant
gains were also made on education outcomes (13%rhél enrollment, 7% at baseline),
criminal justice status (i.e., fewer crimes, on parole, charges pending), social connectedness (i.e.,
more attendance of fabased mutuahelp groups and other recovery meetings) and select
mental health outcomes (i.e., 14% reporting trouble understaadishremembering, 24% at
baseline).

Armitage et al. (2010) report data on participants of the Recovery Association Project (RAP),
Portland, Oregon. GPRA data was gathered on 152 RAP participants. Recruitment and retention
rates were not reported. Similato PRGACT and BCRC participants, the vast majority of RAP
participants reported complete abstinence from substance useasté followup (86%).

Outcomes on educational and vocational status were not reported, but the paper commented that
RAP made gjnificant progress on program goals, not all of which necessarily involved
participant outcomes at this early stage of
building RAP's capacity to provide peer recovery servicesteng). The vast majorityfo

surveyed RAP participants found the services and materials provided helpful (89% and 92%,
respectively).

Not currently published in the literature, other than in abstract format, are results from our
own NIAAA-funded study on RCCs (R21AA022693; PI: K&llyhe purpose of this ongoing
study is to characterize RCCs in the Northeastern United States via director interviews and
participant surveys, and to document new RCC participant outcomes 3 months after beginning to
attend the RCC. A total of 32 RCCs areluded in this study. Results of the director surveys
show that the included RCCs have been in operation 8.5+6.2 years, have on average 4637
visitors per day, where visitors spend on average 2.4+1.1 hours per visit. The majority of
participants at theemters are seeking recovery from primary alcohol and opioid problems
(Fallah-Sohy et al., 2016)

3.2.3 Summary and Implications of RCCs Findings

In sum, the results of our systematic literature review show that data on thevefffess of
RCCs is currently very limited, with only 3 papers reporting outcome data on this important and
expanding component of recovesyiented systems of cafelly & White, 2010) While
existing results are limited by a lack of information on recruitment and retentior{Aat@sage
et al., 2010; Haberle et al., 201®ereby making it unclear to what degree reported findings are
generalizable and free from attrition biases, results are nevertheless highly promising, suggesting
that RCCs are effective in maintaining or enhancing abstinandehat RCC participants attain
important vocational and educational shifts duringradhth period. More studies are urgently
needed to further assess outcomes in a geouparison design, using additional outcomes
(e.g., World Health Organization @iia on substance up#&/itkiewitz et al., 2017] quality of
life), and tracking recruitment and retention rates more rigorously, so as to assess the
generalizability and validity of results. Of note, RCCs are increbsieing sought out as the
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point of contact in research studies on persons in recovery, as evidenced by the 11 studies we
identified as part of our systematic literature review that were conducted with RCC patrticipants,
which suggests that over time, thesaters are establishing closer ties with the research
community and vice versa. This bodes well for future research activities on this important
recovery support resource.

3.3. Recovery support Services in Educational Settings

3.3.1 Nature, scope, origiand prevalence of RSS in Educational Settings

Educationbased recovery support services are comprised of recovery high schools and
collegiate recovery programs (CRPs), which emerged in the 1980s and 1970s, respectively, to
support students in their recoyarhile also helping them achieve their academic goals (White
& Finch, 2006). Recovery high schools vary in size and structure, with enrollment ranging from
2-115 students (Association of Recovery Schools, 2016a), and existing as both independent
schools ad programs embedded within another school (Finch, Moberg & Krupp, 2014).
Collegiate recovery programs also range in size and structure, with student enrollment ranging
from 10 (Laudet, Harris, Kimball, Winters & Moberg, 2015) to 50 students (Clevelamnds,Ha
Baker, Herbert, & Dean, 2007). Whereas recovery high schools are professionally led (Finch,
Moberg & Krupp, 2014), CRPs are often pédeiven, with a limited professional staff (Laudet et
al., 2015). Though no single model for recovery high schadBRFPs exists, educatidrased
recovery support services have continued to grow in recent years, with a reported 40 recovery
high schools currently in operation (Association of Recovery Schools, 2016b), and close to 50
CRPs in development or operation e tUnited States (Laudet, Harris, Kimball, Winters, &
Moberg, 2016).

3.3.2 Research Summary of RSS in Educational Settings

Despite recent growth of recovery high schools (ARS, 2016a) and CRPs (Laudet et al., 2015)
very little is known scientifically abduhese resources. A systematic search of the literature (as
of 8/ 8/ 2017), wusing the search terms “coll eqgi
school”, “recovebygsbdodouséeovéunpi vensety, or “ ul
c e n tineambination with substance use terms (see Appendix A), identified 482 records across
five publicly available databases (i.e., PubMed, EMBASE, CINAHL, CENTRAL, and
Psycinfo).A title screen removed 328 duplicate records and 70 records erelevant topcs or
that were not peereviewed. An abstract review removed an additional 74 records, leaving 10
papers for a fultext review.One additional article was identified through reference list
searching and also assessed for inclusion. Of the 11 artisksssad for inclusion, one was
excluded because its primary focus was on the structural characteristics of recovery high schools
(e.g., physical and organizational structure, staff description), rather than student outcomes
(Finch et al., 2014). The remang two articles (Kimball, Shumway, AustRobillard, Harris
Wilkes, 2017; Zheng, Wiebe, Cleveland, Harrington, Molenaar, & Harris, 2013) were two of
several studies that draw samples from a recovery high school or CRP, but do not specifically
examine thempact of these programs on substance use and related outcomes, and are therefore
not included in the present review (e.g., Karakos, 2014; Ratterman, 2014; Russell, Trudeau, &
Leland, 2015; Russianova et al., 2014; Vosburg et al., 2016). Thus, we idezighédtudies
that focus on recovery high schools or CRPs, two of which are singlg prospective studies,
five are crossectional, and one is qualitative. These studies are further summarized itctable
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Overall, study samples ranged in size frb(Bell et al., 2015) to 489 participants (Laudet
et al., 2015; Laudet et al., 2016) and were predominately white, with one study of 17 recovery
high schools (Moberg & Finch, 2008) reporting 78% of students in their sample are white, and
others reportingates above 90% (Botzet, Winters & Fahnhorst, 2007; Cleveland et al., 2007,

Bell et al., 2009; Cleveland & Harris, 2010; Laudet et al., 2015; Laudet et al., 2016). Studies also
included participants whose primary addictions were to alcohol or other dntys) some cases

were behavioral addictions (e.g., eating disorder, sex/love addiction, gaming/gambling, etc.; Bell
et al., 2009; Botzet et al., 2007; Cleveland & Harris, 2010; Cleveland et al., 2007; Lanham &
Tirado, 2011; Laudet et al., 2015; Laudealet2016; Moberg & Finch, 2008).

In their singlegroup prospective study of 55 students in a CRP, Cleveland and Harris (2010)
evaluated 1,304 enaf-day reports (made across 24 days) wherein students made diary entries
describing their daily conversati®im terms of frequency, type (i.e., recovery focused or not),
and context (i.e., occurring inside or outside the collegiate recovery center). Participants also
completed daily measures of negative affect and cravings. Results showed that greater cravings
and negative affect are associated with more receeensed conversations outside of the CRP.

In their survey of 37 CRP alumni and 45 current students, Botzet, Winters, and Fahnhorst
(2007) found that only one out of 46 current students (2.2%) andaeighf 37 alumni (21.6%)
reported using alcohol or drugs in past 6 months (eesgonal). Importantly, however, among
the 20 students assessed over time, there were no significant improvements in outcome variables
(e.g., physical health problems, degwien and anxiety symptoms, etc.), which notably did not
include substance use.

Of the five crosssectional studies, three evaluated CRPs (Cleveland et al., 2007; Laudet et
al., 2015; Laudet et al., 2016). Cleveland et al. (2007) surveyed 82 curranritstatiending a
CRP at Texas Tech University. Researchers found that most members attending the program
were performing well academically, with 82.5%, 52.5%, and 22.5%, of students reporting a GPA
above 2.75, 3.25, and 3.75, respectively, suggestingitavpaglationship between CRPs and
good academic outcomes. The two other esesdional studies of CRPs (Laudet et al., 2015;
Laudet et al., 2016) were both based on the first national survey of studert8g) from 29
CRPs. St udent sfdrjoiping theraaspective €BFsircloded the need for a peer
network that is supportive of their recovery (80%), as well as desires to continue to be sober in
college (31%) and to give back to their recovery community (14%; Laudet et al., 2016). Overall,
rates of substance use were low, as it had been, on average, 952 days since members had their
last drink, and 1,053 days since they last used other drugs (Laudet et al., 2015; Laudet et al.,
2016). Only 5.4% of students reporting drinking alcohol or udnags in the past month. Itis
also important to mention that 1 in 6 students reported being in recovery from a behavioral
addiction, with a small percentage having engaged in these behaviors in the past 90 days (eating
disorder (11.3%); sex/love addicti¢hl.3%); sekharm/injury (5.3%); gaming/gambling
addiction (5.1%); compulsive shopping (8%); internet addiction (other than for sex, gambling or
shopping; 3.1%); exercise (2.9%)).

Only two studies evaluated recovery high schools, both of which weresgasonal
(Lanham & Tirado, 2011; Moberg & Finch, 2008). In a survey of 321 students across 17
recovery high schools in six states, Moberg and Finch (2008) found that 78% of students
reported past substance use disorder treatment, and 80% currentynageday 12step mutual
help organization meetings. Based on student reports of current substance use and substance use
in the 12 months prior to recovery high school admission, weekly alcohol, cannabis, and other
illicit substance use significantly decseal, from 90% to 7%. Also based on retrospective report,
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students who had attended the school for at least 90 Ways74) reported an average
percentage of days abstinent (PDA) from substances of 32 in the 90 days prior to attending, and
an average PDAf 82 since they began attending.

Additionally, Lanham and Tirado (2011) surveyed 72 students who graduated from Serenity
High School in Texas between 2000 and 2010. Nearly 40% of respondents reported abstinence
within the past 30 days, 4% reported foblematic use of drugs or alcohol, and 60% reported
either abstinence or consuming alcohol but not illicit drugs in the past 30 days. Notably, there
was no significant difference in the average number of years since graduation among graduates
who were abstient M = 4.1 years) and those who were ndt£ 3.9 years). Among abstinent
graduates, 39% rentered treatment after graduation, whereas only 14% chbstment
graduates rentered treatment after graduation.

Finally, Bell et al., (2009) conducteg@mistructured interviews with 15 students in a CRP.
Among their primary aims, researchers sought to determine the most helpful aspects of
participating in a CRP. Students emphasized the importance of having a recovery community on
campus, as well as agignated space to spend time, get support from program staff, and see
designated academic advisors. Students also highlighted the importance of hesangpois
meetings (e.g., AA), as they preferred to meet with their peers rather than more diverse groups
outside campus.

3.3.3 Summary and Implications of RSS in Educational Settings

Existing research on educatibased recovery support services suggests that students who
participate in recovery high schools and CRPs may demonstrate improvements in sukstanc
as well as social and academic outcomes. At present, however, there is no research pointing to
recovery high schools and CRPs as the direct cause of such improved outcomes. Furthermore,
results from the above mentioned studies must be consideregidi®their methodological
limitations. Given the descriptive and exploratory nature of many of the existing studies, there
are many important gaps in the literature base that are important to fill. For example, given it is
less feasible to RCT designswiil be important for researchers to conduct rigorous, quasi
experimental studies to determine the effect of recovery high schools and CRPs on substance use
and related outcomes, from which point researchers can work to determine which aspects of
these pograms are most beneficial, for whom in particular, and why. Overall, substantially more
research is needed to begin forming conclusions about the utility of eddlbated recovery
support. However, given that there is currently only one ongoing stuggafery high schools
(Finch, 2011) and one recently completed study of CRPs (Laudet, 2012), edbeatoh
recovery support services will require much more empirical attention than they currently receive.

In addition to efficacy, recovery high schootglaCRPs face additional challenges that
warrant investigation. As previously mentioned, students who utilize these supports are
predominately white. Though researchers identify racial disparities in addiction treatment as an
ongoing issue (ARC, 2016a), mery high schools do not reflect the demographic breakdown
of their school district (Lanham & Tirado, 2011) or their county (Karakos, Hennesy, & Finch,
2014a). In fact, there are more students of color who receive addiction treatment per capita than
atterd recovery high schools (Karakos, Hennesy, & Finch, 2014b). One possible avenue for
future research is to examine, among other factors, the ways in which students are referred and
considered for program admission in order to identify barriers minoriwesifieaccessing these
services, as well as strategies for surmounting them. Moreover, it is important for researchers to
investigate why, despite the millions of adolescents and young adults with substance use
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disorders who are in need of treatment (LipBerkLee, & Van Horn, 2016), that many

recovery high schools report one of their main challenges to be enrolling enough students (Finch
et al., 2014). When considering that in the year prior to 2015, there were an estimated 1.3 million
adolescents and%émillion young adults in need of specialized substance use disorder treatment
who did not receive it (Lipari, Patkee, & Van Horn, 2015), it is important for researchers work

to reconcile the paradox of the adolescent and young adult treatment gapevatitdllment

struggles of recovery high schools.

Research on educatidrased recovery supports remains nascent, with only a handful of
generally small studies examining these potentially integral supports for adolescents and young
adults inrecovery. Wet o nd u c t efdc o“npcreopotf” type studies are n
(with sufficient number of participants) to confidently assert that such programs may be worthy
of further study. Then, largescale comparative effectiveness studies might be waldartand
mechanisms, moderators, and eefféctiveness research conducted to determine how these
resources confer benefit and for which students, in particular.

3.4. Mutual-Help Organizations

3.4.1 Nature, scope, origin, and prevalence of Mutdelp Organzations

MutualHelp Organizations (MHOSs) have existed for over 170 years in the United States,
beginning with a society known as “the Washin
(White, 1998). Since that time, a number of MHOs have developegrali@rated, with the
most common being 1&ep organizations (e.g., Alcoholics Anonymous [AA], Narcotics
Anonymous [NA]; see Table 2). MHOs consist of individuals with a common experience or
problem (e.g., substance use disorders [SUD]) coming togetsbare their experiences and
provide help and support to one another. Most MHOs are completely coasumalthough a
few have some professional involvement (e.g., in the initial organization of a group; Kelly &
Yeterian, 2013). MHOs help individualg attain and sustain SUD remission (or to moderate
their substance use in the case of Moderation Management) through mutual support in and
between meetings, identification with a fellowship or community, and idiosyncratic strategies,
techniques, or philogies that guide recovery (see Table 2). Groups are available free of
charge, although many ask for voluntary contributions to cover costs of space and refreshments
(Humphreys, 2004). As shown in Table 2, the prevalence of different MHOs varies widbly, wit
12-step meetings numbering over 80,000 in North America. On the other end of the spectrum,
Moderation Management consists primarily of online meetings, with a handful of group
meetings in the U.S.

3.4.2 Research Summary of MHOs

A systematic searchofhe | i terature (as of 8/2/2017), u:
“mutual -maeldp "gfeepf” “12 step,” “twelve step,’
Anonymous,” “Marijuana Anonymous,” “Cocaine A
Anony mousadon‘eMeAtno n s Amouws ,”” “‘SMART Recovery, ” “N
Management,” “Women for Sobriety,” “Secular O
“TwebStvep Facilitation”, “TSF,” or “lIntensive I

terms (see AppendiX), identified 23,710 records across five publicly available databases (i.e.,
PubMed, EMBASE, CINAHL, CENTRAL, and
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Psycinfo).A title screen removed 16,499 duplicate records, leaving 7,211 papers for abstract
screeningDue to the high volume of resebrave were unable to provide a full systematic
review of this literature across all types of study designs in the time available for this report (for
systematic and more comprehensive reviews, see Bog et al, 2017; Ferri, Amato, & Davoli, 2006;
Humphreys eal., 2004; Kaskutas, 2009; Kelly & Yeterian, 2012). We focus instead on RCTs
and quasexperimental studies of Tweh&tep Facilitation (TSF), which is a professionally
delivered intervention designed to increase MHO attendance and involvement. Tharyplunt
freely available nature of MHOs precludes efficacy trials in which individuals are directly
randomly assigned to attend MHOs or not; RCTs of TSF mitigate this problem by randomly
assigning individuals to receive TSF or a comparison intervention.idindiéé in any study
condition are free to attend MHOSs, with the goal of TSF being to increase MHO attendance and
involvement beyond what would naturally occur.

We identified 16 RCTs with at least one TSF condition (see table 1d). Fowr quasi
experimental sidies of TSF/1tep programs were included for review (Humphreys & Moos,
2001; 2007; Grant et al., 2017; Kaskutas et al., 2009; Timko et al., 2011). We identified one RCT
(Campbell et al., 2016) and one quasperimental study (Blatch et al., 2016) GISRT
Recovery. However, the quaskperimental study was not reviewed further due to being
conducted with an institutionalized prison sample and not reporting substance use outcomes or
other markers of SUD recovery. No RCT or qegberimental studies weidentified on other
MHOs. However, there have been suris@ged crossectional studies on other MHOSs,
including Women for Sobriety (Kaskutas, 1996), Moderation Management (Humphreys & Klaw,
2001), and others (Zemore et al., 2017).

Of the 15 RCTs on TSiAcluded for review (table 1d), 14 were conducted with adult
samples and 1 with an adolescent sample. Sample sizes rangédlfrdgtoN = 1,726. Eleven
of the studies were conducted with treatment samples, including two with VA samples, whereas
the remaning four studies drew samples from the community. All studies included at least one
follow-up assessment after the end of treatment assessment. Ten studies included multiple
follow-up assessments, with the longest folapvperiod being 27 months afteadeline. The
majority of studies (11/15) had retention rat€80%, suggesting a potential risk of attrition bias
in the remaining three studies. TSF interventions varied in lengtB €essions; modal length =
12 sessions) and format (group and/or irdinal). Eleven studies compared TSF to another
active treatment condition (e.g., Cognitive Behavioral Therapy [CBT], Relapse Prevention [RP]),
while four studies compared TSF to treatment as usual (TAU).

Eight of the fifteen studies found that TSF produsepgerior outcomes versus comparison
conditions on at least one of the primary substance use outcomes measured. Six of these studies
included active treatment comparison conditions that matched the TSF condition in length and
intensity (Kelly et al., 2017;itt et al., 2009; 2016; Project MATCH Research Group, 1997,

Timko et al., 2006; Walitzer et al., 2008), while the other two studies compared TSF+TAU to

TAU only (Carroll et al., 2012; Donovan et al., 2013). The largest of these studies was Project
MATCH (Project MATCH Research Group, 1997), which comparedekszion TSF to 12

session CBT and-gession Motivational Enhancement Therapy (MET). TSF resulted in

increased rates of abstinence toward the end of the folfpperiod for aftercare patients (i.e.,

those recruited following inpatient/day programs) compared to CBT and MET, whereas CBT
resulted in decreased rates of abstinence compared to TSF and MET among outpatients. Further,
TSF produced substantially higher rates of continuous abstinence at ayrdiplirelative to

MET and CBT, with 71% more cases completely abstinent at 1 year compared to MET and 65%
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more abstinent compared to CBT (Project MATCH Research Group, 1997). Six studies found no
difference between TSF and comparison conditions on prigurgtance use outcomes,

including four studies with active treatment comparison conditions (Blondell et al., 2011; Brown
et al., 2002; Kahler et al., 2004; Manning et al., 2012) and two studies with TAU comparison
conditions only (Bogenschutz et al., 20Hgyes et al., 2004). Of note, both Kahler et al (2004)
and Manning et al (2012) both found important moderator effects with a brief advice TSF better
producing better abstinence outcomes compared to a longer (one hours) motivational interview
TSF among pi#zents who had already had prior-&&p experience (Kahler et al, 2004) and,
compared to a peaelivered TSF, a doctatelivered TSF was substantially better at getting
patients involved in 1:3tep MHOs in the three months following inpatient dischakégnfing

et al, 2012). One study (Lydecker et al., 2010) found that TSF was inferior to the comparison
condition on abstinence rate. This may reflect the suitability of the comparison condition, an
integrated CBT protocol for depression and SUD, for theptanwho were veterans with
depression and SUD.

Three quasexperimental studies have tested TSF interventions in treasaeking
samples, including two VA treatment samples. TSF interventions ranged {8oses¥ions, with
only one of the three studiexluding a control condition that matched TSF in length and
intensity (Kaskutas et al., 2009). Two of the three studies (Kaskutas et al., 2009; Timko et al.,
2011) found that TSF was superior to control conditions on at least one of the primary outcomes
measured, whereas the remaining study found no difference between TSF and standard MHO
referral (Grant et al., 2017). Another quagperimental study examined differences in
healthcare utilization and costs among veterans treated in \s#epbased progims vs. CBT
programs (Humphreys & Moos, 2001; 2007). This study found that healthcare costs were 30
40%lower for veterans treated in i2ep programs vs. CBT programs acrossya& followup
period, translating into an average savings of $23Bl035 er patient. Notably, other outcomes
pertaining to psychiatric problems and substance use consequences were similar across
conditions, except that a higher percentage frorst&@ programs reported complete abstinence
at 1- and 2year followups, comparetCBT (one third more).

In the single RCT of a neh2-step MHO (Campbell et al., 2016), SMART Recovery (SR)
attendees were randomly assigned to participate in SR only or SR + Overcoming Addictions, a
web-based intervention based on SR principles and igabs. This study found no differences
between conditions in substance use outcomes, suggesting no additive effect of the online
intervention. The large quaskperimental study by Blatch and colleagues in Australia (Blatch et
al., 2016) did find a benefior SMART patrticipation and prisebased SMART intervention on
crime recidivism outcomes, but did not report substance use outcomes.

3.4.3 Summary and Implications of MHOs

Most research to date has been conducted on the largest and most availabkAViHias
evidence in this regard is strong. TSF interventions and AA participation is associated with
improved substance use outcomes, particularly prolonged abstinence and remission, and is likely
to be highly coseffective. More research is needed orsi€p MHOSs other than AA, as well as
on nonl2-step MHOs of all kinds. A relatively large amount of sophisticated mechanisms
research has been conducted also on AA to understand how it confers benefits (Kelly, Magill et
al, 2009; Kelly, 2017) revealing thA® increases abstinence and remission rates through its
ability to mobilize adaptive changes in cognitivehavioral coping skills, abstinence self
efficacy, recovery motivation, spirituality, social networks, impulsivity, and craving. Given the
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commonaliies in the social and petyd nature, scope, and recovery focus of different recovery
MHOs, it is reasonable to assume that participation in MHOs other than AA would confer

similar recovery benefit at analogous levels of attendance (Kelly and Yeté¥is8), 2
Table 2. MutuaHelp Organizations for SUD

; Target Number of groups Theoretical Therapeutic ;
AT 212 eSS problem | in U.S. and Canada Orientation goal(s) ey [T HEia S
Alcoholics 52288 g;gﬂpg igs
Anonymous (AA) Alcohol ' Cagr]]ad;;
aa.org Online meetings
Narcotics (ﬁﬂy 15i0(())(())ogr(rJ(L)JEsslri1nUS 1 Belief in higher power
Anonymous (NA) . 9. ' group of individu
haLor including Canada choosin
na.org alcohol Online meetings N . 9 .
5000 arouns in US 12St ep/ s| Abstinence | 1 Sponsorship
Cocaine Anonymous : groups Ir 1 Working the Steps
Cocaine 150 groups in g P
(CA) Jerack Canada 1 Service to others and th
ca.org Online meetings group
x]e(}gag]%rli 100 groups in US
(I\/)I/A) Opiates | 5 groups in Canada
Online meetings
methadonesupport.or
. Mostly online Moderate 1 30 days of abstinence
Moderation Problem meetings . . drinking; 1 Monitoring and limiting
Management (MM) drinkin 25 groups in US Cognitivebehavioral harm 7 alcohol intake
moderation.org ? No gr?)upspin Canadg reduction 1 Awareness of tri
E: ggers
1 Enhancing and
) maintaining motivation
Self-Management 500 groups in US Abstinence 1 Learning to cope with
and Recovery All 25 arouns in Canads recommended urges
Training (SMART addictive group 2579 Cognitivebehavioral | moderate use ges
) (1,300 worldwide); 1 Managing thoughts,
Recovery) behaviors Online meetings adnowledged feelings, and actions
smartrecovery.or as possibili >
9 P vy 1 Balancing shortand
long-term needs
Secular
Organization for Alcohol 480 groups in US T gelf—g;_np_()\:vermetrjt
Sobriety, a.k.a. Save and/or 25 groups in Canadg Humanistic/Existentiall ~ Abstinence T dpteCI Ic |ndekr)ven 1ons
Ourselves (SOS) drugs Online meetings ( zgfanlnle y
sossobriety.org individua
120 groups in US 1 Positive reinforcement
LifeRin Alcohol (mostly Northern from the group
liferin ogr and/or CA); 13 groups in None Abstinence |  Specific interventions
fenng.org drugs Canada; online determined by
meetings individual
1 13 affirmations
150-300 groups in 1 Positive thinking
Women for Sobriety us 1 Relaxation, diet,
(WFS) Alcohol Canadian data not Cognitive Abstinence exercise
womenforsobriety.org available 1 Approvaland
Online meetings encouragement from
group

Note: Table adapted from Kelly & Yeterian (2013)

3.5Recovery Housing

3.5.1. Origin, nature, scope and purpose, and prevalence.

Recovery Housing existed for over 170 years in the United States, the first such residence
was a room established in 1841 to support members of the newly formed Washingtonian
Temperance Society (NARR, 2012). Since that time, a number of recovery residencies have
developed, with early models being halfway houses which grew to include Sober Living
Environments and the Oxford House. Recovery residencies consist of individuals with a
common experience or problem (e.g., substance use disorders [SUD]) residing together in a
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safe and supportive living environment that is free of alcohol or other dktigsninimum,
recovery residencies offer petrpeer recovery support with some providing professionally
delivered clinical services all aimed at promoting abstinence baseedglongecovery.
Residents in these houses often engage in decision makimgaaragement of the facility,
financial selfsufficiency, informal case management for each other, giving advice borne of
experience about how to access health care, find employment, manage legal problems, and
interact with the social service system (Dégfgalth and Human Services, 2016). Recovery
residencies are typically accessed following formal addiction treatment and can provide both a
sober environment as well as the mutual support obtained from recovering fellow residents. The
exact number of recoveresidencies is unknown because they are out of the purview of state
licensing agencies (Johnson, Marin, Sheahan, Way, & White, 2009). Some recovery residencies
are part of the National Alliance of Recovery Residencies, gpnafit organization that seices
25 affiliate organizations that support more than 25,000 persons in recovery across 2,500
certified recovery residencies.

3.5.2. Review of the available evidence on Recovery Residencies

A systematic search of the |l iterature (as
“oxford home” , “sober living”, “sober i1 vin
residence”, “halfway house”, “Hamfwayianegid
house”, or “dry house” in combination with

1435 records across five publicly available databases (i.e., PubMed, EMBASE, CINAHL,
CENTRAL, and PsyclInfo) from which Endnote software ideetifv 64 duplicate records to be
removed. A title screen removed 98 duplicate records and 305 other recordsretenant
topics. An abstract review removed an additional 138 records, leaving 122 papers foex full
review (119 in Endnote plus 3 addit®identified in the literatureDf these, 21 were descriptive
accounts, 12 were cross sectional, 35 were single group retrospective, 36 were single group
prospective, 10 described a RCT (3 of which were distinct base studies Tuten et al, 2012; Jason
et d, 2006; Jason, 2015), and 8 quasperimental designs. All 18 of the RCT and quasi
experimental designs are summarized in Table 1e.

Oxford Houses are a type of sober housing. They are democratically rsogedirting
homes that have no time limit fabpw long a resident can live there while abstinent from alcohol
and other drugs. Studies examining the effects of Oxford House on individuals with SUD have
shown positive results. In an RCT, Jason and colleagues (2006) recruited participants from
residenial treatment prior to discharge and assigned them to either Oxford House or a standard
continuing care condition that was arranged by the participant such as outpatient treatment, self
help groups, and alternative living arrangements. Oxford House patiari reduced the odds of
substance relapse by 63% compared to continuing care as usual, between the one and two year
follow up (Chavarria, Stevens, Jason, Ferrari, 2012). At the two year follow up residents were
more than two times more likely to be absht, had higher monthly incomes and lower
incarceration rates than similar individuals assigned to receive standard continuifigasane
Olson, Ferrd, & Lo Sasso, 2006)urther, the overall net benefit was higher for Oxford House
residents when accounting for the costs of healthcare, criminal activity, incarceration, alcohol or
other drug use, and employment during thigear sparfLo Sasso, Byro, Jason, Ferrari, &
Olson, 2012)with benefits over two years of approximately $29,000 per participant. Longer
stays in an Oxford House were related tadyetutcomes; this was particularly true for younger
residents, who had better outcomes if they stayed at least six months (Jason, Olson, Ferrari,
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Majer, Alvarez, & Stout, 2007). In addition, longer stays in an Oxford House were related to
having more pedp in a social network who were in recovery, and unlike standard continuing
care, the number of heavy drinkers in the network did not increase over time (Mueller & Jason,
2014). Among participants with eaccurring postraumatic stress disorder, levelssetf-

regulation were higher among Oxford House residents (Jason, Mileviciute, Aase, Stevens,
DiGangi, Contreras, & Ferrari, 2011). Such beneficial effects of recovery housing may be further
enhanced for patients with high levels ofgt2p mutual help pacipation(Bergman, Hoeppner,
Nelson, Slaymaker, & Kelly, 2015; Groh, Jason, Ferrari, & Davis, 2808)he effects could be
additive contributors to continued abstinence (Majer, Jason, Aase, Droege, & Ferrari, 2013).

Jason and colleagues (2015) conducted an RCT with individuals released from the criminal
justicesystem and found the Oxford House condition achieved the highest alcohol sobriety rates,
and when compared to therapeutic communities, Oxford House residents received more money
from employment and worked more days. Gueshefit ratios favored Oxford Housger
therapeutic communities or standard continuing care. Women involved with the criminal justice
system who patrticipated in a quasiperimental study (Jason, Salina & Ram, 2016) were found
to have similar outcomes on substance use, employment, asts aatthough fewer deaths were
noted in the Oxford House condition relative to standard continuing care. In eegpasmental
design that compared the effects of a traditional Oxford House to a culturally modified Oxford
House (Jason, DiGangi, Alvare2ontreras, Lopez, Gallardo, & Flores, 2013), Latino residents
had a sharper decrease in alcohol use in the traditional home; however, had a sharper increase in
income in the modified home. In a quasiperimental crossectional study (Majer, Jason, &

Olson, 2004) that compared Oxford House residents who attended {stefvgroups to twelve
step members who had never lived in an Oxford House, found that among participants who
reported having less than 180 days abstinent, Oxford House residents repatedajystinent
self-efficacy.

Similar to Oxford Houses, other research has tested the effectiveness of offering recovery
housing based on similar governing principles such as providing abstaimgencies and
being selsustaining. In an RCT, Tuteméh colleagues (2012) recruited patients who completed
medicated assisted opioid detoxification and found that both the recovery housing condition, and
the recovery housing plus reinforcemdased therapy (RBT) produced comparably higher
abstinence ratekan continuing care. A quaskperimental design (Tuten et al, 2017) later
showed that individuals who accessed recovery housing, irrespective of whether it was provided
as part of the intervention (RBT with recovery housing) or obtained on their ownWRIBJut
recovery housing), had better abstinence and employment outcomes than those who did not
access recovery housing.

It is challenging to find a clear definition in the literature that differentiates residential
recovery homes from halfway houses (Beekman et al., 1996). Many halfway houses are
different from recovery homes as they are more likely to incorporate treatment components with
professional staff and have time limited residencies. In a-gxagrimental study, veterans who
were dischargetb a halfway house instead of commusigsed living arrangements had
increased outpatient treatment retention and completion rates (Hitchcock et al, 1995). In a 1995
study, Ross found no difference in alcohol use at 12 months among veterans who completed
inpatient treatment and were assigned to either domiciliary care or the community using a quasi
experimental design. Annis et al, (1979) also reported no difference in episodes of
“drunkenness” when comparing matatdifaghogssent r ol s
after detoxification. No differences in drinking, interpersonal health, or vocational health were
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reported by Pattison et al, (1969) when using a egigserimental design to examine outcome
differences among individuals recruited from #way house, private medical hospital, and
mental health outpatient clinic while receiving treatment for alcohol use.

3.5.3. Quality of Existing Evidence and Implications for Future Research on Recovery
Residencies

The scientific rigor on recovery ridencies is viewed as moderate. Evaluations of recovery
residencies on which conclusions can be drawn are based on l@xpssmental designs and
tempered by the fact that the 10 RCT papers identified represent only 3 distinct original RCT
studies (Tute et al, 2012; Jason et al, 2006; Jason, 2015). Two of the RCTs had an active
comparison (Tuten et al, 2012; Jason, 2015) and the other RCT had a comparison determined by
the participant so only a subset attended a treatment or recovery orientated esniif@dason,
2006). There is a need for more research on the various types of recovery residence models and
with greater specificity. For example, we need to understand which recovery home
characteristics are associated with optimal lengths of stay andduwal networks help socially
integrate residents (Polcin, 2016). Given the very promising results from available rigorous
trials, there is a need also for more research oneffesitiveness so policy makers can make
funding decisions using economic infoation. Additional research is needed on how to better
service postncarcerated women with substance use disorder using recovery residencies. The
funding of substance use disorder treatment has changed with the passage of the Mental Health
Parity and Addition Equity Act and the Affordable Care Adti¢Lellan & Woodworth, 201
SO acutecare approaches to substance use disorder treatment need to expand into a more
recoveryoriented system of care but funding barriers remain (Laudet & Humphreys, 2013).

3.6 Clinical Models of Continuing Care

3.6.1. Origin, Nature, Scope and Purpose

In order to shorten the course of SUD and to facilitate a positive SUD recovery trajectory,
scientific and health policy experts recognize the need to treat SUD within a chronic disease
management framework similar to diabetes, cancer, and asthma as tfa¢ gamensus
(Compton, Glantz, & Delany, 2003; McLellan, McKay, Forman, Cacciola, & Kemp, 26@®y
SUD outcomes can result in additional disease, disability, or death, though estimates suggest that
60% of individuals with SUD will ultimately achieve ftdlustained remissiafWhite, 2012)

After any given SUD treatment episode, however6@% will relapse within 1 year after
discharggHunt, Barnett, & Branch, 1971; Witkiewitz & Masyn, 2008)UD relapse risk

remains elevated through 5 years of remission for alcohol use digDetenis, Foss, & Scott,
2007; Dennis, Scott, Funk, & Foss, 20@58H possibly beyond 5 years for opioid use disorder
(Hser, Evans, Grella, Ling, & Anglin, 2019rior to establishing full sustained remission,
individuals often seek multiple episodes of treatment, and may cycle through periods-of short
term remission, relae, and even incarcerati@@cott, Foss, & Dennis, 2005)

The contextualization of SUD as a chronic illness has a long history in the treéigtien
initially forming around the "disease concept" framework of Alcoholics Anonymous (AA) and
other 12step mutuahelp organizations (MHOgWhite, 2014) While it is a longstanding
practice for SUD clinicians to encourage participation in "aftercare” (less intensitraere
after an index episode of care) and in4poofessional, 13tep MHOs, many now consider these
posttreatment activities as essential, reflected in the field's linguistic shift from "aftercare" to
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continuing care” ( CC;epostiradaatmént sergceshhergafte.dn r ef er
addition to a paradigm shift in concept, clinical models of {targy recovery management have

been extended in duration over tiii@ennis, Scott, & Funk, 2003; Dennis & Scott, 2QM)ile

also building on major technological changes in how we communicate and socialize.

In the following section, we report results, and clinical and policy implications, from a
systematic review of clinad models of longerm recovery management. Given that far more is
known scientifically about shortéerm CC interventions delivered fateface (F2F) or by
telephone among adulBlodgett, Maisel, Fuh, Wilbourne, & Finney, 2012; McKay, 200&
devote greater attention to newer modalities of-fr@sttment recovery management (e.g., digital
pl atforms), |l ess intensive interventions prov
management c¢heckup sisohyouttaGCobutcornes (.g.eassertivé aritinuing ¢
care).

3.6.2. Clinical Models of Continuing CareReview of the Research

To be eligible for the review, studies had to examine a CC ortkmng recovery
management intervention delivered subsequeantindex treatment episode, where participants
were assessed at least 1 year from initial date of intervention or treatment discharge. Fer a cross
sectional or qualitative study to be included, the data needed to have been collected at least 1
year frominitial date of intervention (e.g., sefsiructured interviews 1 year or more from the
first day of receiving the CC intervention). Database searches in PubMed, Embase, Psycinfo,
CINAHL, and CENTRAL resulted in 5,398 citations, and 1,968 after duplicates rgmoved.
Of these 1,968, 1,448 were removed after scanning article titles. Reasons for removing citations
included: a) lack of relevance to the review topic (e.g., continuing care of another chronic iliness
such as cancer), b) study was not an origs@entific article from an academic, peeviewed
journal (e.qg., dissertation or editorial), or c) the study was not in English and a translated version
was not readily available. We then reviewed abstracts of the remaining 520, after which 429
were extuded and 57 were included, followed by a-tgtkt scan of 23 to determine inclusion
vs. exclusion. Many of these 429 excluded articles examined other forms of recovery
management (e.g., recovery residences, which are covered elsewhere in this report), CC
interventions where assessments did not extend to 1 year, or factors that predict engagement with
CC but not CC outcomes. After the ftdixt scan, a further nine citations were included,
resulting in 66 total studies meeting inclusion criteria. We lactte further studies meeting
criteria from the reference sections of included studies, and decided to include an additional two
studies that focused on CC among youth, despite fallpwwssessments only extending to 9
months, resulting in a final total @D studies (Appendices A and B).

Of these 70 studies, 37 were RCTSs, eight were epigmrimental, 23 were singtgoup
prospective studies, and three were shyglaup retrospective studies (e.g., longitudinal but
using a chart review as a primary madelata collection). Given that RCTs offer the most
rigorous tests of the efficacy of CC and lelegm recovery management interventions, we focus
here on those 37 studies. Table 1f provides a summary of study details and primary results.

Findings are orgnized as a function of CC versus lelegn recovery management as well as
intervention modality: 1) CC delivered F2F; 2) CC delivered by telephone, 3) CC delivered by
digital platform, and 4) longerm recovery management.
Continuing caré faceto-face(F2F) delivery

The review yielded 17 published articles on F2F Continuing Care, from 16 unique study
samples. Among adults, results suggested F2F CC interventions may promote modest, albeit
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inconsistent, benefit on alcohol and other drug outcomes comioansdal continuing care

(UCC) (Bennett et al., 2005; Bowen et al., 2014; O'Farrell, Choquette, & Cutter, 1998; Sacks et
al., 2011; Sannibale et al., 200R)is important to note that while content of UCC sessions

varies among studies (i.elue to different clinical settings), it is typically delivered in group
format, with a focus on helping individuals cope with recovetgted challenges while
encouraging 1atep MHO participation. Given that group CC may be as effective as individual
CC (Graham, Annis, Brett, & Venesoen, 1996)s not necessarily surprising that in some cases
UCC performs as well as the CC intervention of inteffdsKay et al., 1999; McKay et al.,

2010a) Finally, in several studies, individuals receiving active CC comparators (e-stefi2
facilitation or interaction therapy) did as well, or better than, those who received the CC
intervention of interesiCooney, Kadden, Litt, & Getter, 1991; Project MATCH, 1997; McKay

et al., 2010afinally, evaluations of "contracting" approaches, intended to enhance participation
in UCC and thereby improve outcomes over time, revealed mixed out¢ahies, Schlundt,

Prue, & Rychtarik, 1983; Lash et al., 2013; Lash et al., 2007)

Among adolescents (e.g.,-18 years), Godley, Godley and colleag(@edley, Godley,
Dennis, Funk, & Passetti, 2007; Goglket al., 2014; Godley et al., 201€yaluated Assertive
Continuing Care (ACC) in a series of randomized trials. ACC combines case management with
individual counskng based on the Adolescent Community Reinforcement Approac®RA),
which facilitates interpersonal skill development and helps link patients witbogial activities
(e.g., recoveryelated or otherwise healthy and adaptive). Two studies of adolesden
attended residential SUD treatméBdley et al., 2007; Godley et al., 20Bhpwed that ACC
is a helpful addition to UCC (with small to moderate incremental benefit). ACC plus
Contingency Management (targeting both substance use and prosocial actiatiesket did
no better than UCC. Among those who attended a manualized, outpatient SUD treatment
program or received-gession motivational enhancement therapy/cogriieteavioral therapy
(MET/CBT 7)(Godley et al., 2010)dding ACC to either primary intervention did not improve
outcomes and MET/CBT 7 without ACC was the most-effstient approach to proote 12
month "recovery” (i.e., 3day abstinence, no substance use problems, and living in the
community).

For whom do these interventions work bdstaddition to positive results of ACC among
adolescents who attended residential, but not outpatieatment, several other studies have
shown CC may work best for individuals with more severe clinical profiles. McKay(&é080)
for example, showed that a relapse prevention CC intervention only reducgdlhie&ing days
compared to UCC for individuals with the more severe alcohol dependence, and increased
cocaine abstinence days only for those with an abstinence goal.

Continuing caré telephone delivery

The review yielded 12 published articles on telepkaelesered CC, from eight unique
samples. Telephone CC for adults appears to be as, or more, effective than F2F CC, including
UCC and other "active" CC interventions with small to moderate béMefKay, Lynch,

Shepard, & Pettinati, 2005a; McKay et al., 2004; McKay et al., 2011a; McKay et al., 2010b;
McKellar et al.,2012) though not in all casg®dcKay et al., 2013)Supportive telephone CC
interventions without an articulated mechanism of change may not provide incremental benefit
(Fitzgerald & Mulford, 1985)and any observed telephone CC benefit may decay once the
intervention conclude@VicKay et al., 2011b)it is critical to note that, while benefit may be only
modest, studies have shown telephone CC interventions to beffexsive relative to UCC,
ultimately reducing the total financial burden to society and theighday by an additional $750
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800 per patient per yegdMcCollister, Yang, & McKay, 2016; Shepard, Daley, Neuman,
Blaakman, & McKay, 2016)Among adolescents, five sessions of either F2F or telephone CC
may offer little to no benefit after outpatient CBT for alcohol use disdRieteson, Kaminer,
& Burke, 2012)

For whom do thesmterventions work bestiddividuals with greater clinical severity/risk
may be poorer candidates for telephone CC delivered over a brief period of time compared to
F2F CC(McKay, Lynch, Shepard, & Pettinati, 20Q94cKay et al., 2004)Those with severe
clinical profiles (e.g., more network support for drinking and recent substance use upon CC
initiation), however, may benefit the most from intensive telephone CC interventions delivered
over extended periods.g., 2 yearsjMcKay et al., 2013; McKay et al., 2011b; McKay et al.,
2010b)
Continuing card digital techrology-assisted delivery

The review yielded three studies of digital CC, one of which tested the incremental benefit
of adding a smartphone application to UCC after residential SUD treatGestafson et al.,
2014) one of which tested a mobile taxiessage intervention against UCC forladoents and
emerging adults (£25 years) who received residential or outpatient SUD treat(@emizales,
Hernandez, Murphy, & Ang,®6), and one of which tested Interactive Voice Response ({VR)
anautomatedCC intervention delivered by telephonagainst UCC for adults with lifetime
alcohol depedence who received B outpatient sessions of CBRose, Skelly, Badger,
Ferraro, & Helzer, 2015While the IVR CC intervention did neetter than UCC on both
alcohol abstinence and ntweavy drinking(Rose et al., 2015jhe mobile CC interventions
yielded promising results. The smartphone applicabased AddictioriComprehensive Health
Enhancement Support SystemQMESS) integrates with clinical monitoring while providing
easy access to relapse prevention resources (e.g., relaxation audio) and usbaseaRf&o
fencing to safeguard against enterargas that might induce craving and heighten relapse risk
(e.g., an area where there’s a frmogthsgpost ed bar
treatment assessment, in addition to their benefit (of small magnitude) dreawoyn drinking
days, tle odds of abstinence for individuals receiving UCC pleGHESS were 65% greater
than UCC alonéGustafson et al., 2014Among adolescents and emerging adults, Gonzales et
al. (2016)showed that, compared to UCC, odds of abstinence from one's primary substance was
30% higher, and abstinence sefficacy 35% higher, up to 9 months after receiving -avé2k,
daily mobile textimessaging monitoring, feedback, and psychoeducation intervention.

For whom do these interventions workfere were no studies or analyses on moderators of
digital CC effects.
Longterm recovery management

There were four studies dgtecovery Management Checkups (RMI@3#nnis et al., 2003;
Dennis & Scott, 2012; McCollister et a2013; Scott & Dennis, 2009)lesigned to respond to
the chronic nature of the recovery process by chedkingth patients on a quartg basis, and
using a motivational assessment approach, to actively link patients in need back to treatment.
Two studies showed RMCs provide modest, but reliable benefit compared to assesdynent
across a host of recovery outcomes including less treatmeed (recent use, problems, or
subjective need) over time, sooner return to treatment when in need, more adequate doses of
treatment (e.g., 7+ days of outpatient), and more abstinen{@daysis et al., 2003; Dennis &
Scott, 2012)Importantly, RMCs incur similar societal and interventietated costs compared
to assessmeitunly over time, while producing better outcomes, highlighting thesetkenmg
recovery management approaches asemostefficient as wel(McCollister et al., 2013)
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For whom do these interventions work bdsk& CC models, individuals with more
complex and severe clinical profilesde.history of criminal justice involvement and substance
onset prior to age 15) may derive the most benefit from R{@€anis & Scott, 2012)
3.6.3. Quality of Existing Research, Implications, and Agenda for Future Research

Quiality of Existing Researcihe scientific rigor bresearch on clinical models of long
term recovery management is strong. Evaluations of CC and RMCs on which conclusions can be
drawn are based largely on RCTs and geaperimental studies (the latter of which are not
discussed here). Furthermore, thapproaches are most often tested against active comparison
conditions, which, at a minimum similarly mobilize common therapeutic factors and also
strongly encourage 1&ep MHO attendance. In the Clinical Trials Network series of
investigations, for exantg, interventions previously shown to be efficacious when tested against
inert (or minimally active) comparators, are often no more effective than good quality,
structured, TAWY which naturally also tend to mobilize common therapeutic factors and increase
12-step MHO participatiofWells, Saxon, Calsyn, Jackson, & Donovan, 20EQythermore,
examinaions of assessment reactivity in SUD research suggest intensive regular scientific
measurementas is often the case in CC and RMC studiggay help boost outcon{€lifford
& Davis, 2012) Taken together, hscientific literature reviewed here which shows modest (at
best) benefit provided by CC and RMCs may be an underestimate of the actual benefit
individuals would receive from such interventions in the real world.

Implications for the Fieldl) Use a chonic iliness disease management framewGiken
the chronicity of SUD relapse risk, and the need for ongoing recovery management, models with
longer duration may offer more recovastated benefit. While Blodgett et al.'s mataalysis
(2014) did not suport moderation by CC duration, studies virtually always assess individuals
well after individuals are no longer receiving the CC intervention, and show a decay of benefit
after the CC intervention is removed. The arbitrary termination of-cpagticulaty in the first
several years may be mismatched with a true, chronic disease management framework
(Compton et al., 2003; McLellan et al., 2008) Not every patient will need professional
assistance as part of their letegm recovery management plévespite only modest benefit
overall, patients with more severe clinical profiles appeaetefit the most from CCs and
RMCs. For those with lower severity, simpler CC plans (e.g., weekly group therapystapl2
MHO participation alone may offer sufficient recovery supporKé3p it simple Adding CM to
a complex CC intervention does not eppto provide any added benefit, and may actually do
worse compared to a CC intervention alerparticularly when the CM also targets recovery
related activities or CC attendance. The exact reasons for this are unclear, though one might
speculate providig monetary or other reinforcement for recoveshated activities may mute an
organic enhancement of internal motivation to engage in these activities, resulting in stunted
motivation once reinforcement is withdra\ilnitt, Kadden, KabeleZCormier, & Petry, 2009)
Also, requiring engagement at multiple clinical sites as part ofteng recovery management
may also be countgherapeuti¢McKay et al., 2013)

Agenda for FLPuget esmabthe pl @tufradrems may pi
opportunities to extend recaovelrhye nudbn aggue neyn to ff
smart phonree sasnadg itnegx tt ec hnol d dPyRw sne arhceh Ude ntteedr ,St

can help make SUD recovery support availabl e,
among bo(tGo mmauledth ainhd, d8ulsétaf s onr endearl s ,-t 0H MO |
assisted recovery management even more intrig

mechani sms of heal th berhkasyi olvro wlhd nigckee alilgy ttarly
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Table 1A: Peebased recovery support services

Study Samplesize  Follow-  Retention Primary  Substance use and related

Avrticle design Intervention(s) Description of sample  (N) ups rate substance outcomes

Bernstein Randomized Exp: A single, structured Out of treatmenadults N =1,175 3and 6 66% Multi- Compared to controls, at 6

etal, controlled encounter targeting cessatior with past 9eday (F=29%, M= months substance month followup, participants

2004 trial of drug use, conducted by  cocaine and/or heroin  71%) receiving a brief peesupport
peer educators in the contexi use attending hospital intervention weranore likely
of a routine medical visit. walk-in clinic. to be abstinent from cocaine,

and trended toward greater

Con: Written advice only. heroin, and both cocaine and

heroin abstinencep€ .05). A
trend was also observed in
bioassay measured cocaine us
but not heroin use. No group
differences were noted in deto
or treatnent admissions among
those who were abstinent.
Those receiving the peer
support intervention
demonstrated a trend toward
greater reductions in Addiction
Severity Index drug subscale
and medical severity scores

(p=.06).
Rowe et Randomized Exp: A communityoriented  Adult outpatients with N =114 6,and 12 61% Multi- Four mont hs of
al., 2007 controlled group intervention with severe mental illness  (F= 32%, M= months substance Trai ni ng’' gear e
trial citizenship training and peer who had criminal 68%) participation and community
support combined with charges within the two integration + peer mentorship,
standard clinical treatment,  years prior to study and standard clinical treatmen
including jail diversion enrolment, 31% with including jail diversion
services. alcohol use disorder, services, produced reduced
42% with other SUD. alcohol use over tfhonth
Con: Standard clinical follow-up, while those
treatment with jail diversion receiving standard clinical
services only. treatment with jail diversion

services alone demonstrated
increased drinking over the
same period. Both groups
demonstrated significantly less
non-alcohol drug use and fewe
criminal justice charges over
the 12month followup period.
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Tracey et Randomized Exp: Adult inpatients at N =96 12 100% Multi- Compared with treatment as
al., 2011 controlled 1) Mentorship for Addictions Vet er an’ s (F= 3%, M=  months substance usual alone, MAFENgage, and
trial Problems to Enhance Administration wth 97%) MAP-Engage +Dual Recovery
Engagement to Treatment  high hospitalization Treatment were both associate
(MAP-Engage): A peer recidivism and current with greater postlischarge,
driven intervention with open and/or past diagnosis o outpatient substance use
ended individual peer contac SUD, and two or more treatment attendance, general
and peeiled groups. Peers  pastyear medical, and mental health
escort patients to first hospitalizations. 88% services appointment
outpatient progam. had current alcohol or adherence, angreater
other SUD in addition utilization of inpatient
2) Dual Recovery Treatment to psychiatric substance use treatment
+ MAP-EngageDual comorbidity. services.
Recovery Treatment is an
intervention involving 8
weeks of cliniciardelivered
individual and group relapse
prevention therapy.
Con: Treatment as usual only
Blondell Quast Exp: A single, 3660 minute  Patients, hospitalized N =119 1week 83% Multi - Participants who received a
etal., experiment  session in which peers in for alcohol and other (F=25%, M= substance single, 3660 minute peer
2008 SUD recovery share their drug detoXication. 75%) counseling session were more
personal experience with likely to report that they had
patients to provide emotional attended selhelp group
supportenhance motivation meetings during the first week
to maintain abstinence, and following detoxificatian
encourage the patient to discharge. Trends were also
attend inpatient treatment observed: those receiving pee
and/or mutual aid support counseling were more likely to
group attendance after remain abstinent from all
detoxification discharge. substances, and also initiate
professional aftercare
Con: No peer intervention. treatment.
Boisvert Quasi Exp: Peer Support Adults living in N=18 1,2,3,4, 12.5% Multi - Pre to postintervention,
et al., experiment  Community Progam: In a permanensupportive (parti 586,7,8, substance participants in the Peer Suppo
2008 long-term supportive housing housing following sex hot 9, 10, 11, Community Program reported
community, select individuals inpatient SUD specified) and 12 more emotional, informational,
are taught to help govern the treatment. 100% had a months tangible and affectionate

community and provide

ongoing psychosocial suppor
to fellow residents. The Peer
Support Community Progran
aims to help clients maintain

current SUD, 17% had i
co-occurring mental
iliness.

support. Participants in the Pe:
Support Community Program
also had lower relapse rates
over the study period compare
to a sample of rédents living
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abstinence from alcathand
other drugs, and remain in
housing, thereby transitioning
out of homelessness.

Con: A sample of residents
living in the same londgerm
supportive housing
community the year prior to
instigation of the peesupport
program.

in the permanent supportive
housing setting the year prior t
instigation of the peesupport
program.

Boyd et  Singlegroup 12 sessions of peer counselit Women with HIV living N =13 12 weeks 100% Multi - No inferential analyses were
al., 2005 prospective providing psychoeducation in rural areas. 100% ha (F= 100%) substance conducted due to the small
about SUD and emotional an substance use problem sample size. Results however
informational support to based on Michigan suggest a veek peer
enhance motivation to chang Alcoholism Screening counseling intervention for
substance use behaviors anc Test and Drug Abuse substance use may increase
develop coping strategies for Screening Test sces. participants’
HIV. their alcdol and other drug usce
is problematic, and increase
desired change behaviors.
Armitage Singlegroup Recovery Association Projec Adults in recovery from N =152 6 months 96% Multi - At 6-month assessment, 86%
etal., retrospective A community peer recovery SUD. (F=39%, M= substance clients who had participated in
2010 service based on leadership 61%) the peerdriven Recovery
training for civic engagement AssociationProject Initiative
of people inrecovery, leading indicated no use of alcohol or
to a range of public and civic drugs in the past 30 days, and
involvement among peers. another 4% indicated reduced
use (pretreatment data not
reported). 95% reported strong
willingness to recommend the
program to others, 89% found
services helpful, and 92%
found materials helpful.
Blondell  Quasi Exp: A single, 3660 minute  Patients, hospitalized N =119 Multi - Participants who received a
et al., experiment  session in which peers in for alcohol and other (F= 25%, M= substance single, 3660 minute peer
2008 SUD recovery share their drug detoxification. 75%) counseling session were more

personal experience with
patients to provide emotional
support, enhance motivation
to maintain abstinence, and
encairage the patient to
attend inpatient treatment
and/or mutual aid support

likely to report that they had
attended selhelp group
meetings during the first week
following detoxification
discharge. Trends were also
observed: thoseeceiving peer
counseling were more likely to
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group attendance after
detoxification discharge.

Con: No peer intervention.

remain abstinent from all
substances, and also initiate
professional aftercare
treatment.

Sanders  Cross Exp: Peefled counseling Pregnant and N =56 N/A N/A Crack Clients receiving ongoing
et al., sectional providing comprehensive cas postpartum womenin  (F=100%) cocaine counseling from a peer
1998 management including recovery from crack counselor, compared to clients
counséing, support groups,  cocaine addiction. receiving counseling from
and assistance with housing, traditionally trained addiction
transportation, parenting, counselors were more likely to
nutrition and child welfare. describe their counselors as
empathic, to identify them as
Con: Counseling from the most helpful aspect of the
traditionally trained addiction program, to utilize other clinic
counselors. resources, and to more strong|
recommend their program.
Min et Cross The Friends Connection Adults identified by the N =484 N/A N/A Multi- Compared to demographically
al., 2007 sectional Program: A communitypased City of Philadelphia that (F= 35%, M= substance and diagnostically concordant
program in which participants have a history of 65%) comparison group, participants
are paired with ager who has frequent, longerm, in the Friends Connection
successfully achieved alcoha psychiatric Program had longer periods ol
and other drug abstinence ar hospitalizations. 100% living in the community
is successfully coping with  had current alcohol or without rehospitalization, and ¢
their mental health issues. other SUD in addition lower overall number of
Peersupports and clients to psychiatric rehospitalizations over ay&ear
meet approximately once a  comorbidity. monitoring period.
week for an average of 2 to £
hours to engage in a variety «
communitybasel activities,
including leisure and
recreational activities, attend
selft-help groups, and/or spen
time talking.
Con: A comparable
community sample of
individuals who did not
participate in the Friends
Connection Program.
Deering  Cross Exp: The Mobile Access Female sexvorkers N =242 N/A N/A Multi- Women were more likely to
etal., sectional Project Van: A peebased who use alcohol and (F=100%) suwbstance utilize the Mobile Access
2010 mobile service providinga  other drugs. Project Van if they were at

safe place for female sex
workers to rest and eat, and

higher risk (i.e., seeing <10
clients per week, and/or
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for staff to provide peer
support, condoms and clean
syringes, while alsacting as
a point of contact for referrals
to health services.

Con: A comparable sample @
female sexworkers who did
not participate in the Friends
Connection Program.

working insolated settings;
injecting cocaine or
injecting/smoking
methamphetamine in past 6
months), and were s more
likely to access the

i nt er ven-inceoter! s
Past émonth use of the peer
led outreach program was alsc
associated with a fotfold
increase in the likelihood of
participants utilizing inpatient
SUD treatment including detox
and residentiabUD treatment.

Laudet et Cross

al., 2016

sectional

Students residing in college
recovery housing at 29 US
universities.

College students in
recovery from SUD.

N = 486
(F= 43%, M=
57%)

N/A

N/A

Multi -
substance

Sober on average 3 years at tt
time of thesurvey, a third of
the sample stated they would
not be in college were it not fol
a collegiate recovery program.
Top reasons for joining a
collegiate recovery program
included need for peer recovel
support, and wanting to stay
sober in the college
envirorment, which is typically
not conducive to SUD
recovery.
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Table 1B:Recovery community centers

Study Description  Samplesize  Follow- Primary
Avrticle design Intervention(s) of sample (N) ups Retention rate substance  Substance use and related outcomes
Haberle, Singlegroup Use of RCC RCC N=38(F= 6 6%, combined Any 1 Stability on abstinence and menta
Conway, prospective participants  50%, M = months  recruitment and health symptoms
Valentine, 50%) retention rate from . .
Evans, White & overall population fIncreases on independent living
Davidson, 2014 conditions (53% owning/renting vs
30%), employment (22% futime
vs. 10%; 16% paitime vs. 11%)),
income (41% vs. 21% from wages
Mericle, Singlegroup Use of R@ RCC N=290(F= 6 90% Any 1 Less likely to use substances at 6
Cacciola, Carise prospective participants  34%, M = months month follow: R= for
& Miles, 2014 66%0) onth followup (OR=0.5 fo
alcohol, 0.4 for drugs)
9 Gains in employment status (5% \
14%)
Armitage, Lyons Singlegroup Use of RCC RCC N=55(F= 6 Not reported Any 1 86% reported being abstinent fron
& Moore, 2010  prospective participants  not reported, months alcohol and drugs
M = not
reported) 9 High service satisfaction, with 89%

rating services as helpful and 92%
rating provided materials as helpf.
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Table 1C:Recovery supports in educational settings

Description of Sample Follow- Retention Primary Substance use and related
Avrticle Study design Intervention(s)  sample size (N) ups rate substance outcomes
Bell et al., 2009 Qualitative Collegiate Students in a N=15(F None N/A Alcohol (26.7%), Most helpful for CRP students:
recovery collegiate recovery = 20%, M other drugs (20%), 12-step meetings on campus,
program program at a public = 80%) both alcoholand  peersupport network, staff
university other drugs supports, designated academic
(53.3%) advisors, and physical space tc
gather
Botzet, Single-group Collegiate Recovery high schoo N=20(F 6 Not Not reported Only 2.2% of current students
Winters, & prospective; recovery students (current and = 35%, M months; reported and 21.6% of alumni reported
Fahnhorst, cross sectional program alumni) =65%); N None using any alcohol or drugs in th
2007 =83 (F= past 6 months
35%, M = There were no differences in
65%) any outcome variables at folle
up
Cleveland & Singlegroup Collegiate Students in a N =55(F None 91.7% Alcohol (19.2%), Greater cravings antegative
Harris, 2010 prospective recovery collegiate recovery  =29%, M other drugs (80%), affect are associated with more
program program at a public = 71%) food (1.8%) recoveryfocused conversations
university outside of the CRP
Clevelend, Crosssectional Collegiate Students in a N=82(F None N/A Alcohol (37%) and 82.5% of students reported a
Harris, Baker, recovery collegiate recovery = 38%, M other drugs (63%) GPA above 2.75
Herbert, & program program at a public = 62%)
Dean, 2007 university
Lanham & Crosssectional Recovery high  Recovery high schoo N=72 (F None N/A Not reported 39% of students reported no
Tirado, 2011 school graduates =58.3%, (Alcohol and other drug or alcohol use in the past
M= drugs) 30 days. More than 90% of
41.7%) students reported enrolling in
college.
Laudet, Harris, Crosssectional Collegiate Studentdrom 29 N =486 (F None N/A Alcohol (38.9%),  Only 5.4% of students reported
Kimball, recovery collegiate recovery = 42.8%, other drugs drinking alcohol or using drugs
Winters, & program programs M= (52.6%), behavioral in the past month.
Moberg, 2015 57.2%) addictions (7.1%), 1 in 6 studats reported also
“ot her ” ( beinginrecovery froma
behavioral addiction
Laudet, Harris, Crosssectional Collegiate Students from 29 N =486 (F None N/A Alcohol (42%) and On average, participants had n
Kimball, recovery collegiate recovery =43%, M other drugs (58%) used drugs in 35 months (SD =
Winters, & program programs =57%) 32) or alcohol in 31.7 months
Moberg, 2016 (SD =32.2)
Moberg & Crosssectional Recovery high  Students from 17 N =321 (F None N/A Alcohol and other  Reports of weekly alcohol and
Finch, 2008 school recovery high =460, M drugs illicit substance use decreased
schools = 54%) from 90% in the 12 months
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Description of Sample Follow- Retention Primary Substance use and related
Article Study design Intervention(s)  sample size (N) ups rate substance outcomes
prior to admission, to 7% since
admission (based on
retrospective reports)
Table 1D:Mutuakthelp organizations
Study Sample Retention  Primary Substance use and related
Article design Intervention(s) Description of sample size (N) Follow-ups rate substance  outcomes
Blondelletal. RCT El: 1 4560 minute  Adults in an inpatient N =150 7, 30, 90 days 81% Alcohol No difference between TSF,
(2011) session of individual, alcohol detoxification (F=35%, MET, and TAU on PDA, %
peerdelivered TSF + program M=65%) that relapsed to alcohol or
TAU drugs, number of heavy
drinking days, % drinking
E2: 1 4560 mirute heavily
session of clinician
delivered MET +
TAU
C: TAU
Bogenschutz et RCT E: 12 sessions of Outpatients in a Dual N=121 4,8,12 7% Alcohol No differencebetween TSF
al. (2014) individual TSF + Diagnosis Program (F=48%, weeks during and TAU conditions on PDA,
TAU M=52%) treatment DPDD, alcohol abstinence
6,9,12
C: TAU months
Brown et al. RCT E: 10 sessions of Adults leaving inpatient N =266 Post 49% Not No difference between TSF
(2002) group TSF programs (3 sites) (F=31%, treatment, 6 specified  and RP on ASI Alcohol or
M=69%) months Drug scales, days to first
C: 10 sessions of lapse/relapse
group RP
Carroll et al. RCT E: 12 sessions of Adults in methadone N=112 Post 93% Cocaine TSF produced higher PDA
(2012) Individual TSF + maintenance program  (F=41%, treatment, 60 from cocaine and more
TAU M=59%) weeks cocaine negative urine
screens vs. TAU; no effect of
C: TAU TSF on alcohol use
Donovan etal. RCT E: 8 sessions of grou Adults in outpatient N=471 Mid- 70% Stimulants TSF produced greater
(2013) & individual TSF +  treatment at 10 (F=59%, treatment, likelihood of abstinence from
TAU communitybasel M=41%) post stimulants during treatment
treatment programs treatment, 3, (ORs: 2.443.34) vs. TAU; Ps
C: TAU 6 months in TSF who were not

abstinent used stimulants
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Study Sample Retention  Primary Substance use and related
Article design Intervention(s) Description of sample size (N) Follow-ups rate substance  outcomes
more during treatment than F
in TAU
Hayes et al. RCT E: 48 sessions of Adults in 3 methadone N =138 Mid- 50% Opioids No difference between TSF
(2004) group & individual maintenance programs (F=51%, treatment, and TAU in selfreported or
TSF + TAU who had used opiates in M=49%) post biologically verified opiate
past 30 days treatment, 9 use
C1: 48 sessions of months
group & individual
ACT + TAU
C2: TAU
Kelly et al. RCT E: 10 sessions of Adolescents recruited N=159 Mid- 75% Cannabis  No difference between TSF
(2017) group and individual from the community (F=27%, treatment, 3, and MET/CBT on PDA; TSF
TSF M=73%) 6, 9 months produced reduced
consequences vs. MET/CBT
C: 10 sessions of over time @ = 0.260.71)
group and indivdual
MET/CBT
Litt et al. RCT El: 12 sessions of  Adults recruited from the N =210 3,6,9, 12, 82% Alcohol TSF produced greater PDA (
(2009) individual TSF community (F=42%, 15, 18, 21, =.28) and higher rates of
M=58%) 24,27 continuous abstinencd (
E2: 12 sessions of months =.30) than case managemer
individual TSF + CM or TSF+CM; No difference
between conditions on
C: Individual case consequences or DPDD
management
Litt et al. RCT E: 12 sessions of Adults recruitedrom the N =193 3,9,15,21, 68% Alcohol TSF produced greater PDA
(2016) individual TSF community (F=34%, 17 months and fewer consequences
M=66%) (main effects) vs. CBT; No
C: 12 sessions of differences on PHDD or
individual CBT DPDD
Lydecker etal. RCT E: 24 sessions of Veterans with depressivi N =206 Mid- 66% Multiple TSF produced lower PDA vs
(2010) group TSF + disorders in VA Dual (F=8%, treatment, CBT
pharmacotherapy Diagnosis program M=92%) post
treatment, 9,
C: 24 sessions of 12,15,18
months

group CBT for
depressiosSUD +
pharmacotherapy
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Study Sample Retention  Primary Substance use and related
Article design Intervention(s) Description of sample size (N) Follow-ups rate substance  outcomes
Kahler & al. RCT E: 1 68minute Mk Adults in inpatient N=48 1,3,6 90% Alcohol No difference between Ml
(2004) TSF session detoxification program  (F=23%, months TSF and BATSF on PDA or
M=77%) DPDD; for participants with
C: 1 5minute BA prior 12-step experience BA
TSF Session TSF was better.
Manning etal. RCT E1l: 1 3045-minute Adults in a 1614 day N=151 Pre 83% Multiple Overall, peer was more
(2012) peerdelivered TSF  inpatient program (F=33%, discharge, 2 effective at facilitating
session + TAU M=67%) 3 months mutuathelp participation, but
doctor was better if patient
E2: 1 3045 doctof had no prior experience. No
delivered TSF sessio difference in abnence rates
+ TAU across groups.
C: TAU
Project RCT E: 12 sessions of Adult recruited from the N=1726 Post 92% Alcohol In aftercare arm, TSF
MATCH individual TSF community or outpatient (F=26%, treatment, 6, produced greater PDA towar
Research treatment programs M=74%) 9,12,15 end of followup vs. CBT &
Group (1997) C1: 12 sessions of  (Outpatient Arm)or months MET (small ES); no
individual CBT following inpatient/day differences in DPDD
programs (Aftercare
C2: 4 sessions of  ArM) In outpatient em, CBT
individual MET produced lower PDA vs. TSF
& MET (small ES)
Timko et al. RCT E: 3 sessions of Veterans entering N =345 6 months 81% Multiple TSF produced more
(2006) individual TSF outpatient VA SUD (F=2%, improvement in ASI scores
treatment M=98%) for alcohol and drugs vs.
C: 3 sessions of standard referral; increased
individual standard likelihood of abstinence from
referral to 12step drugs (but not alcohol)
Walitzer etal. RCT E1l: 12 individual Adults recruited from the N =169 Post 82% Alcohol Directive TSF produced
(2008) sessions of directive community (F=34%, treatment, 6, greater PDA at9and 15
TSF M=66%) 9,12,15 month followups vs.
months motivational TSF and CBT;

E2: 12 individual
sessions of
motivational TSF

C: 12 individual
sessions of CBT

No differences in PDH or
consequences
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Study Sample Retention  Primary Substance use and related

Article design Intervention(s) Description of sample size (N) Follow-ups rate substance  outcomes
Campbell etal. RCT E: SR meetings + SR attendees (iperson N =188 3,6 months  70% Alcohol No difference between SR +
(2016) web-based OA or online) (F=61%, OA and SR only on PDA,
M=39%) DPDD, consequences

C: SR meetings only
Grant et al. Quast E: 3 sessions of Veterans entering N=195 6 months 72% Multiple No differences in PDA,
(2017) experimental individual or group intensive VA SUD (F=9%, proportion who were

TSF treatment M=91%) abstinentor DPDD

C: Standard referral

Kaskutas et al. Quast E: 6 sessions of grou Adults seeking treatmen N =508 6, 12 months 76% Multiple TSF participants had greater
(2009) experimental TSF at 2 treatment sites (F=33%, likelihood of abstinence from
M=67%) alcohol and drugs vs. standa
C: 6 sessions of condition at 12 months (nO
standard group 12 difference at 6 months)
step education
Timko et al. Quast E: 4 sessions of grou Veterans with dual N =287 6 months 80% Multiple No differences in ASI scores
(2011) experimental TSF diagnoses entering (F=9%, TSF participants reported
outpdient VA mental M=91%) fewer psychiatric symptoms
C: 1 session of health treatment and had fewer days of drug
standard referral use vs. standard referral
participants
Humphreys & Quast E: 12stepbased Veterans in 1&tep N=1774 12,24 86% Multiple Patients treated in i&ep
Moos (2001; experimental treatment programs based or CBT VA (F=0%, months programs were motiely to
2007) (n=5) treatment programs M=100%) be abstinent vs. those treatel
in CBT programs; No
C: CBT treatment differences in substance
programs (n = 5) related problems, psychiatric
distress, psychiatric
symptoms

Note TSF = TwelveStep Facilitation; TAU = Treatment as usual; PDA = Percent days abstinent; DPDD = airdeinking day; RP = Relapse Prevention; ASI = Alcohol

Severity Index; SR = SMART Recovery; OA = Overcoming Addictions; ACT = Acceptance and Commitment Therapy; BA = BriefMB8ViceMotivational Enhancement
Therapy; CBT = Cognitive Behavioral Therg@M = Contingency Management; PHDD = Percent Heavy Drinking Days; ASI = Addiction Severity Index; PDH = Percentage of
Days Heavy Drinking

aStandardized as the length of time from baseline assessment

bPercentage retained at final follow up
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Table 1E:Recovery Housing

Description of Sample size Retention Primary Substance use and related
Avrticle Study design  Intervention(s) sample (N) Follow-ups  rate substance outcomes
Tuten Quast Exp: Participants froma N =135 1,3,and6 90% Opioids Similar outcomes on abstinence
2017 experimental Reinforcement study of outpatients (F=55, M=80), month (both 50% aB-month) and
based treatment  and though onlyn employment (69% vs. 68%
(RBT) plus participants from = 124 were employed at 8nonth); Some
recoveryhousing  one arm of an RCT used for the indication of higher abstinence ar
favorable employment outcomes in a
Con: RBT outcome) subsampler( = 124) of posthoc
defined groups utilizing recovery
housing, either selbaid or study
paid compared to no recovery
housing.
Jason, Quast Exp: Oxford House Women formerly N =200 6, 12, 18, Exp: 86% multiple Similar outcomes on substance
Salinaet experimental incarcerated in the (F=100%, and 24 use, employment, and arrests;
al, 2016 Con 1: usual past two years M=0%) months Con: 84% Death rates between the Exp (0)
aftercare and Con (4) conditions were not
arrangements tested for significant difference bt
decided by noted.
participant
Jason etal, RCT Exp: Oxford House Post criminal justice N =270 6,12, 18, Exp: 82% multiple Continuous abstinence from
2015 system recruited (F=83%, and 24 alcohol over two years was
Con 1: Therapeutic from substance use M=17%) months Con 1:81% significant between groups: Exp
Community disorder treatment (66%), Con 1 (40%), Con 2 (49%
facilities or Con 2: 78%
Con 2: usual reentry/case Money received from employmen
aftercare management last month significant between
arrangements programs groups: Exp ($680), Con 1 ($319
decided by Con 2 ($579);
participant

Number of paid work dagylast
month significant between groups
Exp (11.27), Con 1 (6.37), Con 2
(8.45);

Cost to benefit analysis showed
net benefit per person: Exp
($12,738), Con 1 (§,510), Con 2
($3);
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Description of Sample size Retention Primary Substance use and related
Article Study design  Intervention(s) sample (N) Follow-ups  rate substance outcomes
No significant difference between
groups on days using alcohol or
other drugs (although Exp and Cc
1 both showed reductions over
time), continuous abstinence fron
other drugs, illegal income
obtained, legal issues,
incarcerations, and psychiatric
hospitalizations.
Mueller et RCT Exp: Oxford House Post residential N =150 6,12, 18, Exp: 89% multiple Number of people in recovery in
al, 2014 treatment (F=62%, and 24 personal network increased more
Con: usual M=38%) months Con: 86% Exp compared to Con;
aftercare
arrangements Number of heavy drinkeris
decided by network increased over time in
participant Con but not for Exp.

Jason, Quast Exp: culturally Latino completers N =120 6-month 70% N/A Exp: Alcoholuse decreased by
2013 experimental modified Oxford of a substance use (F=70, M=50) 13.89 days; Income increased by
House program $733

Con: traditional Con: Alcohol use decreased by
Oxford House 34.82 days; Income increased by
$325
Majer et RCT Exp: Oxford House Post residential N =150 6,12, 18, Exp: 89% multiple Exp condition 5.6 times more
al, 2013 treatment (F=62%, and 24 likely to have continuous
Con: usual M=38%) months Con: 86% abstinence over two years
aftercare compared to Con. 1&ep
arrangements involvement at baseline were 2.8
decided by times more likely to maintain
participant abstinence at 2 years. No
significant interaction.
Chavarria RCT Exp: Oxford Hose Post residential N =150 6, 12, 18, Exp: 89% multiple Exp condition explained 63% of
2012 treatment (F=62%, and 24 abstaining at 2 years. Increases i
Con: usual M=38%) months Con: 86% selfregulation explain 2%f
aftercare abstaining and sebfficacy
arrangements explains 3%. Interaction was
decided by significant but minimal and
participant attenuating{1%).
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Description of Sample size Retention Primary Substance use and related
Article Study design  Intervention(s) sample (N) Follow-ups  rate substance outcomes
LoSasso et Cost Exp: Oxford House Post residential N =129 6, 12, 18, over 90% multiple Net benefit of $29,022 per Oxforc
al, 2012 Effectiveness treatment (F=60%, and 24 resident relative to usual care.
of RCT Con: usual M=30%) months
aftercare
arrangements
decided by
participant
Tuten RCT Exp1l: recovery Patiens who N =243 1,3,and 6 Unclear; 77% Opioids Drug abstinence rates were highe
2012 housing (RH) completed (F=25.9%, month of urine and in Exp 1 (50%) and Exp 2 (37%)
Exp2: RH plus medicationassisted M=74.1%) samples were cocaine compared to Con (13%);
reinforcement opioid collected, 85%
based treatment  detoxification of follow-up Length of stay in recovery housin
visits were mediated significant effect on dru
Con: usual care done abstinence.
Jason et al, RCT Exp: Oxford House Post residential N =150 6, 12, 18, Exp: 89% multiple 41% of Exp group with PTSD
2011 treatment (F=62%, and 24 relapsed by 2 years versus 28% i
Con: usual M=38%) months Con: 86% Con with PTSD. Increased self
aftercare regulation among PTSD
arrangements participants in the Exp cdlition
decided compared to Con.
participant
No significant difference in
unemployment rates among thos:
with PTSD in Exp or Con.
Grohetal, RCT Exp: Oxford House Residential N =150 6,12, 18, Exp: 89% multiple Exp: Abstinence rates among tho
2009 substance use (F=62%, and 24 with high 12 step involvement in
Con: usual disorder treatment M=38%) months Con: 86% Exp (87.5%) versus Con (31.4%)
aftercare versus low 15tep involvement in
arrangements Exp (52.9%) versus Con (21.2%)
decided by
participant
Jason et al, RCT Exp: Oxford House Residential N =150 6, 12, 18, Exp: 89% multiple Exp: any substance use (31.3%),
2007 substance use (F=62%, and 24 employed (76.1%)awaiting
Con: usual disorder treatment M=38%) months Con: 86% criminal charges (0%). Interactior
aftercare showed young people who stayet
arrangements at least 6 months had lower
decided by substance use (6.7%) compared
participant young people who stayed for less

than 6 months (62.5%)
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Description of Sample size Retention Primary Substance use and related
Article Study design  Intervention(s) sample (N) rate substance outcomes
Con: any substance use (64.8%),
employed (48.6%), awaiting
criminal charges (5.6%);
Interaction showed awaiting
criminal charges for young peopl¢
(10.8%) relative to older (0%).
Jason et al, RCT Exp: Oxford House Residential N =150 over 90% multiple Exp: 64.8% abstinent, monthly
2006 substance use (F=62%, income $989.40, incarcerated 3%
Con: usual disorder treatment M=38%)
aftercare Con: 31.3% abstinent, monthly
arrangements income $440.00, incarcerated 9%
decided by
participant
Majer et Quast Exp: Oxford House Residence at an N =284 N/A multiple Higher abstinence seéffficacy in
al, 2004 experimental Oxford House or (F=35%, 65%) Exp compared to Con among
Con:12-Step AA/NA members individuals with less than 180 day
members who abstinent
never lived in
Oxford House
Hitchcock Quast Exp: Halfway Outpatient treatmen N =124 Exp: almost multiple Early dropout from aftercare in
etal, 1995 experimental House at VA following (F=0%, 66% Exp (0%) versus Con (0%); Exp
inpatient treatment M=100%) after 90days condition remained in treatment
Con: Community  for substance use Con: 26% two months longer; nonsignifican
based living disorder difference in those discharged as
arrangements treatment complete in Exp (28.2%
(friends, relatives, versus Con (15.1%)
independent)
Ross et al, Quast Exp: discharge veterans who N =276 3,6,9,and 91% Alcohol No significant group difference at
1995 experimental from inpatient completed inpatient 6, 9 and 12 month
treatment to treatment for
domiciliary alcoholism
Con: discharge to
community
Annis et Quast Exp: referred to First admissionsto N =70 (F=0%, 3 month 100% Alcohol No differences between condition
al, 1979 experimental halfway house detox centers M=100%) on drunkenness index that
from detox combined evidence of drunkenne

arrests and detoxification
readmission
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Description of Sample size Retention Primary Substance use and related
Article Study design  Intervention(s) sample (N) Follow-ups  rate substance outcomes

Con: not referred
to halfway house

from detox
Pattison et Quast Exp: Halfway Patients at three N =45 (For Several N/A Alcohol No group differences in drinking,
al, 1969 experimental House different treatment  M=N/A) years after interpersonal health, or vocationa

facilities treatment health. Interaction showed
Con: Private completion abstinent patients show
medical hospital improvement in interpersonal
relationships.

Con: Mental

Health Outpatient

Clinic

Note Exp=experimental condition, Con = control condition, PTSD =-prasimatic stressisbrder, RCT = randomized control trial
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Table 1FClinical models of continuing care

Study Description  Sample size Substance use and
Article design Intervention(s) of sample (N) Follow-ups Retention rate  Primary substance  related outcomes
Continuing Care (CC) — Face to Face (F2F)
Ahles etal., RCT  Exp: Nine standard CC Male N =50 3 and 12 months Overall: 72% Alcohol Monthly Abstinence: 3
1983 sessions over 6 months plu veterans who (F=0%, after treatment month CC plus Contract
behavioral contracting for completed at M=100%) discharge Exp: 72% > UCC; 12month CC
CC session attendance (C( 28-day plus Contract > UCC
plus Contract; behavioral inpatient Exp:n =25 Con: 72% (e.g., 80% vs. 30% at 3r
contract signed and SUD and 60% vs. 25% at
incentives provided by treatment Con:n =25 12m)
significant other or self for program Cumulative Abstinence:
CC attendance) CC plus cotract > UCC
at 3 months; CC plus
Con: Nine UCC sessions Contract > UCC at 6
over 6 months (standard months (end of
scheduling arrangements, intervention); CC plus
including emphasized Contract > UCC at 12
importance of session months
attendance)
Bennettet RCT  Exp: 15 sessions of Early Abstinent N =124 4, 8, and 12 months EXP: Alcohol Pastyear complete
al., 2005 Warning Signs Relapse alcohol (F=37%, after baseline (initial 4 months: 84% abstinence at 12 months
Prevention Training plus  dependent  M=63%) trial enrollment) 8 months: 77% EWSRPT = UCC
UCC (EWSRPT) patients who 12 months: 89% Pastyear PDA at 12
recently Exp:n =62 months: EWSPRT >
Con: UCC (access to completed 6 (F=47%, Con: UCC (d =.34)
treatmerunit week M=53%) 4 months: 84% No heavy drinking past
recreational/social facilities outpatient 8 months: 77% year at 12 months (9+
up to three aftercare suppo SUD Con:n=62 12 months: 81% drinks per day for 3

groups per week, and an
alcoholfree social club)

treatment anc (F=27%,
had a history M=73%)
of 2+

relapses

EXP & CON
completion of all
3 follow-ups:
68%

consecutive days):
EWSPRT > UCC1(= .2)
Pastyear PDNHD at 12
months: EWSRPT >
UCC (d =.31)
Alcohol-related problem:
over time: EWSPRT =
ucc

Quality of life over time:
EWSPRT = UCC
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Study Description ~ Sample size Substance use and
Avrticle design Intervention(s) of sample (N) Follow-ups Retention rate  Primary substance  related outcomes
Psychiatric Symptoms
over time: EWSPRT =
ucc
Bowen et RCT  Exp: 8 sessions of Adults (age N =286 3, 6, and 12 months Exp: None No illicit drug Use past
al., 2014 MindfulnessBased Relapse 18+) who (F=28%, after baseline (initial 3 months: 88% 90 days: MBRP = RP =
Prevention (MBRP) in lieu recently M=72%) study enrollment) 6 months: 83% UCC at 3 months;
of 8 sessions of their UCC completed 12 months: 77% MBRP/RP > UCC and
90-day Exp:n =103 MBRP = RP at 6 month:
Con 1: 8 sessions of intensive (F=26%, Con1: MBRP/RP = UCC and
Cognitive Behavioral outpatient or M=74%) 3 months: 82% MBRP = RP at 12
Relapse Prevention (RP) ir 30-day 6 months: 76% months
lieu of 8 sessions of UCC  inpatient Conlin= 12 months: 73% Days of no illicit drug
SuUD 88 (F=36%, Use among those who
Con 2: UCC (1step treatment M=64%) Con 2: used in past 90 days:
programming, facilitated 3 months: 74% MBRP =RP =UCC at 3
group discussion, and Con2:n= 6 months: 68% months; MBRP/RP =
psychoeducatign 95 (F=27%, 12 months: 67% UCC and MBRP =RP a
M=73%) 6 months; MBRP/RP =

UCC and MBRP > RP a
12 months

No heavy drinking past
90 days: MBRP = RP =
UCC at 3 months;
MBRP/RP > UCC and
MBRP = RP at 6 months¢
MBRP/RP = UCC and
MBRP > RP at 12
months

Nornrheavy Drinking
Days (4+ drinks for
women and 5+ for men
in one occasion) among
those who drank in past
90 days: MBRP/RP =
UCC and MBRP = RP a
3 months; MBRP/RP >
UCC and MBRP = RP a
6 months; MBRP/RP =

60



Study Description ~ Sample size Substance use and
Avrticle design Intervention(s) (N) Follow-ups Retention rate  Primary substance  related outcomes
UCC and RP = MBRP a
12 months
Cooney et RCT  Exp: 26 sessions (90 mins. N =96 (M/F 6,12, and 24 month 6 months: 90% Alcohol Non-heavy Drinking
al.,, 1991 per week) of coping skills women who proportions after baseline 12 months: 89% Days Over time: Coping
training aftercare completed a not (initiation of 24 months: 79% Skills = Interactional
specified) aftercare treatment) (Coping Skills >
Exp 2: 26 sessions (90 min Interactional if higher in
per week) ofnteractional  substanceise psychiatry severity;
group therapy aftercare Interactional > Coping
program and Skills if lower in
had a DSM psychiatric severity)
[l diagnosis
dependence
Godleyet RCT  Exp: 90 days (12 sessions) Adolescents N = 183 3 (end of CC), 6, ant Overall: Current Substance Complete abstinence:
al., 2007 of Assertive Continuing (ages 1218) (F=29%, 9 months after 3 months: 96% Dependence for the ACC = UCC at 13 and
Care (ACC; case M=71%) treatment discharge 6 months: 95% following: 1-9 months
management and ACC:n= 9 months: 94%  Alcohol: 54% Alcohol abstinence:
interventions based on the SUD 102 (F=30%, 92% completed Cocaine: 15% ACC = UCC at 13 and
adolescent community M=70%) all three follow  Marijuana: 87% 1-9 months
reinforcement approach fA whohada UCC:n =81 up assessments Other: 14% Marijuana abstinence:
CRA]) either in supplement DSM-IV (F=27%, ACC > UCC at 19
to or in place of usual diagnosis of M=73%) months, but ACC = UCC

continuing care

Con: UCC (referrals to
adolescent outpatient CC
providers offering a wide
range of services and
programs)

dependence

at 1-3 months

(CC activities, such as
12-step MHO meetings,
as well as use of £RA
skills in daily life
predicted early
abstinence, which, in
turn, predicted sustainec
abstinence)
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Study Description ~ Sample size Substance use and
Avrticle design Intervention(s) of sample (N) Follow-ups Retention rate  Primary substance  related outcomes
Godleyet RCT  Exp 1: Contingency Adolescents N =305 3,6,9,and 12 Overall: Substance Use PDA alcohol and other
al., 2014 Management (targeting (ages 1218) (F=37%, months after 3 months: 95% Disorder: drugs over time: CM >
negative alcohol/illicit drug attending M=63%) treatment discharge 6 months: 93% Alcohol: 58% UCC (d = .41) and ACC
screens antprosocial” residential 9 months: 90% Marijuana: 91% > UCC (d = .30) but
activities over 12 weeks) SUD Expln= 12 months: 91% Alcohol and ACC +CM =UCC
plus UCC treatment 73 (F=29%, Marijuana: 54% % "in remission" at 12
whohada M=71%) months (living in
Exp 2: 10 sessions of ACC DSM-IV community and no use ¢
(over 12 weeks) plus UCC SUD Exp 2:n = SUD symptoms for past
diagnosis 71 (F=44%, 30 days): CM > UCQ33
Exp 3: ACC plus CM plus M=56%) vs 15%; d = .54) and
ucc ACC > UCC (27 vs.
Exp 3:n = 15%; d = .51) but ACC 4
Con: UCC 82 (F=37%, CM=UCC
M=63%) ACC = CM on majority
of treatment outcomes
Con:n=79
(F=35%,
M=65%)
Godleyet RCT  Exp 1: Chestnut Adolescents N =320 3,6,9,and 12 Overall: Substance Use PDA over time: CBOP
al., 2010 Bloomington Outpatient (ages 1318) (F=24%, months after 3 months: 97% Disorder: (with or without ACC) >
(CBOP), a 14week who met M=76%) treatment admission 6 months: 96% MET/CBT 7 (with or
manualized treatment with ASAM’ s 9 months: 93% Alcohol Dependence without ACC)
primarily group, as well as i Patient Exp 1:n= 12 months: 91% 11% MET/CBT 7 without
limited number of individua' Placement 80 (F=24%, Alcohol Abuse: 38% ACC most cosefficient
and family sessions withou Criteria for ~ M=76%) Marijuana perday-abstinent
ACC Level 1 Dependence:31% % “I n recov
outpatient Exp 2:n = Marijuana Abuse: months (past 3day
Exp 2: CBOP with ACC  treatment 80 (F=18%, 44% abstinence, no substanc
basedona M=82%) Other Substance use problers and living
Exp 3: Motivational diagnosis of Dependence: 3% in community): CBOP
Enhancement Therapy /  substance  Exp 3:n = Other Substance without ACC (29%) =
Cognitive Behavioral abuse or 79 (F=27%, Abuse: 3% CBOP with ACC (38%)
Therapy7 session model dependence M=73%) = MET/CBT 7 without
(MET/CBT 7) without ACC ACC (44%) = MET/CBT
Exp 4:n = 7 with ACC (30%)
Exp 4: MET/CBT 7 with 81 (F=30%, MET/CBT 7 without
ACC M=70%) ACC most cosefficient

perpersonin-recovery
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Study Description ~ Sample size Substance use and
Avrticle design Intervention(s) of sample (N) Follow-ups Retention rate  Primary substance  related outcomes
Grahamet RCT  Exp 1: 12 weekly sessions Adults who N =189 3,6,9,and 12 Overall: 74% N/A Group CC =Ind CCon ¢
al., 1996 of GroupRelapse completed  (F=27%, months after Inpatients: range of substance use
Prevention Training (Group inpatient M=73%) inpatient/outpatient 3 months: 92% outcomes at 12 months
CC) SuUbD treatment 6 months: 78% (e.g., drinking and other
treatment for Exp 1:n = 9 months70% drug using days)
Exp 2: 12 weekly sessions moderateto- 96 (F=27%, 12 months: 76%
of Individual Relapse severe M=73%) Outpatients:
Prevention Training (Ind  alcohol 3 months: 66%
CC) and/ordrug Exp 2:n = 6 months: 58%
problems and 93 (F=27%, 9 months: 58%
adults who  M=73%) 12 months: 72%
completed
outpatient
treatmaent for
low-to-
moderate
alcohol
and/or drug
problems
Lashetal., RCT  Exp: UCC plus Contracting Adults who N =150 3, 6, and 12 months Overall: Overall: % Completeabstinence:
2007 Prompting, and Reinforcing completed  (F=3%, after treatment entry 3 months: 81% Alcohol Dependence CPR > UCC at 12
(CPR; Contract for 8 weeks inpatient M=97%) 6 months: 81% only: 34% months (57 vs 37%), bu
of UCC patrticipation, treatment at ¢ Exp:n =75 12 months: 79% Drug Dependence  not 3 or 6 months
prompts for attendance anc Veterans Exp: with or without (Mediation suggested
feedback on progress, and Affairs Con:n=75 3 months: 81% Alcohol Dependence more CC attendance
social reinforcement of medical 6 months: 73% 66% partially explained this
attendance) center and 12 months: 79% effect)
had a Drinking consequences
Con: UCC (individual diagnosis of Con: over time: CPR = UCC
session postreatment to substance 3 months: 80%
encourage attendance of C dependence 6 months: 87%
groups and 1-3tepMHO 12 months: 78%
participation- repeated at
week 9)
Lashetal., RCT Exp: UCC plus Contracting Adults who N =183 3, 6, and 12 months Overall: Overall: % Complete abstinence
2013 Prompting, and Reinforcing completed  (F=4%, after treatment entry 3 months: 91%  Alcohol Dependence CPR= UCC at 3, 6, and
(CPR; Contract for 9 weeks inpatientor M=96%) 6 months: 92% only: 33% 12 months
of UCC participation- outpatient Exp:n =92 12 months: 88% Drug Dependence
reupped at week 9as well treatment at with or without Alcohol and other drug
as 12step MHO goals, Veterans Alcohol Dependence problems over time: CPI
prompts for attendance anc Affairs Con:n=91 67% =UCC

feedback on progress for

medical
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Study Description ~ Sample size Substance use and
Avrticle design Intervention(s) of sample (N) Follow-ups Retention rate  Primary substance  related outcomes
both CC and 1:3tep MHOSs, centers and
and social reinforcemenf had a Days 12step MHO
attendance and abstinence diagnosis of attendance over the 12
substance month followup: CPR =
Con: UCC postreatment  dependence ucc
(encouragement of CC
groups and 1&tep MHO
participation)
McKay et RCT  Exp: 56 months of Male N =132 6,12,18,and 24  Overall: Current Cocaine % Days of cocaine &s
al., 1999 Individual Relapse veterans who (F=0%, months post CC 6 months: 98% Dependence: 24% over time: RP = UCC
Prevention (RP) CC sessio completed M=100%) intake 24 months: 92% Current Alcohol (RP > UCC if abstinence
(oneindividual cognitive SUD Dependence: 16% goal)
behavioral relapse treatment Exp:n =63 % days of heavy
prevention session per wee (primarily drinking (7+ drinks in
and one group session per intensive Con:n =69 one day) over time: RP :
week) and eligibility for outpatient) ucc
longerterm UCC (one and had a (RP > UCC if had
group session per week for DSM-111 -R alcohol dependence)
up to an additional 18 diagnosis of
months) lifetime
cocaine
Con: 56 months of UCC  dependence
(two group therapy session and recent
per week with a 12step cocaine use
MHO, relational approach)
and eligibility for longer
term UCC (one group
session per week for up to
an additional 18 months)
McKayet RCT  Exp 1: 20 weeks of Adults who N =100 3,6,9, 12,15, and Overall: Cocaine Complete cocaine
al., 2010a Cognitive Behavioral completed  (F=58%, 18 months after 3 months: 95% abstinence, selfeport
Relapse Prevention (RP) C intensive M=42%) baseline (upon 6 months: 94% and toxicology screens:
(Oneindividual CBT relapse outpatient completion of the 9 months: 88% CM and RP+CM > RP
prevention session per SuUbD Exp 1:n = 2nd weelkof 12 months: 84% and UCC (1e20%
week) treatment anc 24 (F=50%, intensive outpatient 15 months: 81% higher overitme),

had a current M=50%)
Exp 2: 12 weeks of DSM-IV
Contingency Management diagnosis of Exp 2:n =
(Cw™m) CC cocaine 26 (F=62%,
dependence M=38%)
Exp 3: 20 weeks of RP+CN

SUD treatment)

18 months: 76%

however RP and CM
plus RP = CM and TAU
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Study Description ~ Sample size Substance use and
Avrticle design Intervention(s) of sample (N) Follow-ups Retention rate  Primary substance  related outcomes
Con: UCC (one group Exp 3:n =
session per week up to 4 25 (F=64%,
months) M=36%)
Con:n =25
(F=56%,
M=44%)
O’ Far r RCT Exp: 45 months of Men N =59 1 year prior to N/A (Analyses  Alcohol PDA alcohol: RP > UCC
al., 1998 Behavioral Marital Therapy recruited via (F=0%, behavioral marital  only included through 18 months (PD/
(30-month plus 15, 5675 minute the VAand M=100%) therapy, 1 week afte completers-and =91 vs 77 at 18 months
outcomes) sessions of individual the Exp:n =30 the final behavioral dropouts were but RP = UCC at 24nd
Couples Relapse Preventic community marital therapy replaced in the 30 months
O Farr (RP) CC (one session ever who Con:n =29 session, and at 3, 6, random (For those with more
al., 1993 2 weeks for 3 months, ever completed 4 12, 18, 24, and 30 assignment severe maritat but not
(12-month 3 weeks for the subsequen 5 months of months after algorithm) alcohol problems-RP >
outcomes) months, every 4 weeks in  weekly VA completion of UCC over time)
the following 3 months, anc behavioral behavioral marital
every 6 weeks in the marital therapy
following 3 months) over 1 therapy with
year following completion their spouses
of behavioral marital and had a
therapy DSM-III-R
diagnosis of
Con: 45 monthsof alcohol abuse
Behavioral Marital Therapy or
(6-8 weekly individual dependence
couples sessions followed
by 10 weekly couples grouj
sessions) without Couples
RP CC
Project RCT  Exp 1: Weekly sessions of Adults N=774 3 (end MATCH 93% of living Alcohol PDA over time: CBT =
MATCH Cognitive Behavioral participating (F=20%, treatment), 6, 9, 12, participants at 1£ MET = TSF (53%
Research Coping Skills Therapy for in Project M=80%) and 15 months (i.e., months abstinent or no alcohol
Group, 1997 12 weeks (CBT) MATCH 1-year postMATCH related problems in the
“After intervention final past 90 days at-year

Exp 2: Four sessions of
Motivational Enhancement a DSMHII-R
Therapy during weeks 1, 2, diagnosis of
6, and 12 (MET)

arm, who had

alcohol abuse

session)

posttreatment), and TSF
> CBT = MET toward
end of followup period
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Study Description ~ Sample size Substance use and
Avrticle design Intervention(s) of sample (N) Follow-ups Retention rate  Primary substance  related outcomes
or DDD over time: CBT =
Exp 3: Weekly sessions of dependece MET =TSF
12-step Facilitation Therapy and received
for 12 weeks (TSF) 7+ days of
inpatient or
intensive day
hospital SUD
treatment
Sacks etal., RCT  Exp: 6 months of "Modified Adults with N =76 6 and 12 months Overall: Alcohol Substance use composi
2011 Therapeutic Community co-occurring (F=37%, after initial entry to 6 months: 76% Abuse/Dependence: past 6months (less drug
Aftercare” (anntegratedCC DSM-IV M=63%) CcC 12 months: 72% 56% use and alcohol
program of outpatient SUD, other Exp:n=42 Exp: Drug intoxication) at 12
activities delivered in SUD psychiatric  (F=40%, 6 months: 74% Abuse/Dependence: months: MTGA > UCC
residential treatment that ~ disorder, and M=60%) 12 months: 81% 100% only for higher
incorporated training and  HIV/AIDS, functioning patents,
facilitating client integration who Con:n =34 Con: MTC-A = UCC for
- of all 3 ceoccurring completed 6 (F=32%, 6 months: 79% lower functioning
disorders- aftercare months of  M=68%) 12 months: 62% patients
included weekly health and Modified Physical health
sel-management group,  Therapeutic composite (selfeported
peer group, informal social Communty health and less health
self-help group, family Residential care utilization): MTGA
support group, and bi SuUD > UCC
weekly individual case Treatment Mental health composite
management) that catered and other domains (e.g.
to individuals HIV Risk behavior and
Con: Standard Aftercare  with these residential stability):
(outpatient SUD counseling co-occurring MTC-A =UCC
mental health counseling a disorders
an outpatient mental health
treatment progma, and
continuing medical care at .
community medical/HIV
clinic; separate case
managers for each discrete
aspect of care)
Sannibale et RCT  Exp: Nine sessions of Adults who N =77 3,6,9,and 12 Oveall: Exp: Abstinent/"controlled"/
al., 2003 Structured CC over 6 completed 4 (F=19%, months following 3-month follow  Alcohol Dependence "uncontrolled” from
months (CBFbased) weeks of M=81%) inpatient SUD up: 79% 68% primary substance (no
inpatient Exp:n =39 treatment discharge 6-month follow Heroin Dependence: use/no more than 6
SuUD (F=20%, up: 65% 24% drinks for men or 4 for

treatment anc M=80%)

women per day or
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Study Description ~ Sample size Substance use and
Avrticle design Intervention(s) of sample (N) Follow-ups Retention rate  Primary substance  related outcomes
were 9-month follow Alcohol and Heroin  opioids less than once
Con: 6 months of diagnosed  Con:n =38 up: 35% Use Disorder: 8%  per day/exceeded
Unstructured/Usual CC with DSM-  (F=18%, 12-month Additional Substance "controlled" criteria) at
(UCC; encouragement to 1V alcohol M=82%) follow-up: not  Use Disorder: 32% 12 months: CC > UCC
maintain contact with and/or heroin reported Exp: less likely to demonstrat
patients’ pr dependence Alcohol Dependece: uncontrolled use (OR =
and provided crisis 63% 3.3)
counseling on request) Heroin Dependence: Psychiatric Symptoms:
16% CcCc=uccC
Alcohol and Heroin
Use Disorder: 21%
Additional Substance
Use Disorder: 61%
Continuing Care - Telephone
Burlesonet RCT  Exp 1: Five sessions of F2F Adolescents N =121 3, 6, and 12 months Exp 1 & 2: Alcohol PDA alcohol per month
al., 2012 CC (One functionahnalysis (ages 1318) (F=34%, after baseline 3 months: 98%  Additional Substance over time: F2F CC =
session and 4 MET/CBT  who M=61%) (completion of 6 months96%  use disorder (DSM Telephone CC = No CC
sessions) completed 9 aftercare) 12 months: A DDD alcohol per month
weekly CBT Exp 1:n= 95% abuse/dependence): overtime: F2F CC =
Exp 2: 5 sessions of Brief group 38 (F=42%, Telephone CC = No CC
Telephone CC (1 functiona sessions in ai M=58%) Con: Exp 1: 79%
analysis session and 4 outpatient 3 months: 80%
MET/CBT sessions) SuUD Exp 2:n = 6 months: 85% Exp 2: 79%
treatment 42 (F=33%, 12 months:
Con: No CC setting and  M=67%) 76% Con: 95%
were
diagnosed Con:n =41
with a DSM- (F=27%,
IV alcohol M=73%)
use disorder
Farabee et RCT  Exp: Seven telephoreased Adults who N =302 3 and 12 months  Overall: Methamphetamine: Drug score on the
al., 2013 counseling sessions over 1 were nearing (F=27%, after completing the 3 months: 95% 56% Addiction Severity
weeks (modeled on completion M=73%) primary phase of 12 months: 86% Cocaine: 30% Index: Four TELE
Hazelden Betty Ford's TEL of or had outpatient treament Methamphetamine  groups combined >
protocol) with two levels of completed an and Cocaine: 14%  decrease compared to
structure (use of recovery intensive Con on baseline to 3
activities questionnaire structured month, but not 3 month
versus notand directivenes outpatient to 12 month; no
(direct encouragement and SUD differences among the
facilitation of recovery treatment four TELE groups on
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Article

Study
design

Description ~ Sample size
Intervention(s) of sample (N)

Follow-ups Retention rate

Primary substance

Substance use and
related outcomes

activity planning) yielding
four experimental
conditions: 1)
unstructured/nondirective;
2) structured/nondirective;
3) unstructured/directive; 4.
structured/directive

Con: UCC (standarceferral
to CC and no telephone
based counseling sessions

any substance use
outcome

Fitzgerald & RCT

Exp: UCC plus 24 sessions Adults who N =288

12 months after Overall:

Alcohol

Telephone CC =UCC o

Mulford, over 12 months of received (F=28%, treatment discharge 12 months:81% several drinking
1985 treatmentcenter initiated  inpatient M=72%) outcomes, including
telephonebased CC using ¢ SUD Exp:n =123 complete abstinence an
nondirective, supportive  treatment for (F=28%, binge drinking (5+ drink
approach an alcohol M=72%) in 2 hourperiod)
use problem
Con: UCC (no telephonre Con:n =165
based aftercare) (F=28%,
M=72%)
McKay et RCT  Exp 1: 12 weeks of Adults who N =359 3,6,9, 12,18, and Community Cocaine ad Alcohol PDA alcohol and cocain
al., 2004 Individualized Relapse completed a (F=17%, 24 months after based outpatient Cocaine Dependenct over time: TEL = RP anc
(12-month Prevention (RP) CC (one VAor M=83%) baseline (final week 3 months: 94%  with or without TEL = UCC
outcomes) individual relapse community of intensive 6 months: 90% Alcohol Dependence Complete abstinence
prevention session per wee based 4veek Exp 1:n = outpatient treatment 9 months: 89% 75% from alcohol and cocain
McKay et and ae group session per intensive 135 =63 12 months: 89% Alcohol Dependence over time: TEL > UCC
al., 2005 week) outpatient VA, n=72 VA outpatient:  only: 25% (for greater risk/severity
(24-month treatment community) 3 months: 97% patients UCC > TEL)
outcomes) Exp 2: 12 weeks of program and 6 months: 96% Substanceelated
Telephone Monitoring and had a DSM  Exp 2:n = 9 months: 95% consequences over time
Shepard et Brief Counseling CC (TEL) IV diagnosis 102 f1 = 45 12 months: 95% TEL=RP and TEL =
al., 2016 (One F2F session followed of cocaineor VA, n =57 Overall: uccC
(Cost by one 15 minute session alcohol community) follow-up CostBenefit Analysis:
Benefit each week delivered by dependence months 31 2 : TEL > UCC by $300
Analysis) phone) plus the opportunity Con:n =122 90% saved per abstinent yea
to attend support groups fo (N =67 VA, 18 months: 89% for health care systems
the first 4 weeks of CC and n=>55 24 months: 86% and $1400 saved per
community)
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Study Description ~ Sample size Substance use and
Avrticle design Intervention(s) of sample (N) Follow-ups Retention rate  Primary substance  related outcomes
beyond if clinically abstinent year from a
indicated societal perspective
Con: 12 weeks of UCC (twc
group therapy sessions pet
week with a 1step MHO,
relational spirit)
McKay et RCT  Exp 1: UCC plus 18 month: Adults who N =252 3,6,9,12, 15,18, Overall: Current Alcohol PDA alcohol:
al., 2a11 of Telephone Monitoring  completed 3 (F=36%, 21, and 24 months 3 months: 89% Dependence: 100% TMC =TM > UCC (d's
(24-month and Feedback (TM) (One 5 weeks of M=64%) after baseline (week 6 months: 86% Current Cocaine ~.4-.5)outto 18
outcomes) 10 minute telephone sessic community 3-4 of IOP) 9 months: 81% Dependence: 49% months (end of CC), but
per week for 2 months, two based Exp 1:n = 12 months: 79% TMC =TM = UCC at 24
McKay et sessions per month for the intensive 83 (F=41%, 15 months: 77% months (6 months after
al., 2010b next 10 months, and one  outpatient M=59%) 18 months: 76% CC ended)
(18-month sessiorper month for the  SUD 21 months: 75%
outcomes) remaining 6 months) treatment anc Exp 2:n = 24 months: 74% PDNHD (5+ drinks for

had a current 83 (F=27%
Exp 2: UCC plus 18 month: diagnosis of M=73%)
of Telephone Monitoring, DSM-IV
Feedback, and counseling alcohol Con:n = 86
(TMC) that reviewed goals, dependence (F=40%,
challenges, and planned M=60%)
coping response (Onel®
minute telephone session .
week for 2 months, two
sessions panonth for the
next 10 months, and one
session per month for the
remaining 6 months)

Con: UCC (opportunity to
attend one group counselin
session per week for
approximately 23 months,
after completion of intensiv
outpatient SUD treatment))

Exp 1:

3 months: 87%
6 months: 84%
9 months: 81%
12 months: 78%
15 months: 78%
18 months: 76%
21 months: 72%
24 months: 71%

Exp 2:

3 months: 88%
6 months: 83%
9 months: 77%
12 months: 73%
15 months: 72%
18 months: 71%
21 months: 70%
24 months: 71%

Con:

3 months: 92%
6 months: 91%
9 months: 85%

women and 4+ for
women in 1 day): TMC :
TM = UCC out to 18
months (d's ~ .4 5) but
TMC=TM = UCC at 24
months

"Good clinical outcome"
(covered drinking, other
drug use, and treatment
utilization) at 24 months
TMC (60%) > UCC
(46%),though just
missed significance
(TMC > UCC generally
for all three outcomes fa
patients with network
support for drinking and
prior alcohol treatment,
but not for those without
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Study Description ~ Sample size Substance use and
Avrticle design Intervention(s) of sample (N) Follow-ups Retention rate  Primary substance  related outcomes
12 months: 84%
15months: 81%
18 months: 80%
21 months: 81%
24 months: 79%
McKay et RCT  Exp 1: UCC plus 24 month: Adults who N =321 3,6,9,12,18,and Overall: Overall; "Good substance
al., 2013a of TMC (20-minute phone participated (F=24%, 24 months after 3 months: 79% Current Cocaine outcome" (no illicit drug
calls weekly for 8 weeks, inintensive M=76%) baseline (week 3 of 6 months: 77% Dependence: 83%  use or heavy drinkig)
McCollister biweekly for 44 weeks, and outpatient intensive outpatient 9 months: 72%  Current Alcohol over time: TMC = TMC
etal., 2016 monthly for 6 months) treatment, Exp 1:n= SUD treatment) 12 months: 73% Dependence: 39% plus CM = UCC
(Cost were 106 (F=24%, 18 months: 71% Current Cannabis  (For those with any
Benefit Exp 2: UCC plus 24 month: diagnosed  M=76%) 24 months: 75% Dependence: 12%  cocaine use or any
Analysis) of TMC and CM targeting with lifetime Current Opioid drinking 30 days prior to
TMC adherence DSM-IV Exp 2:n = Dependence: 2% start of CC, TMC >
cocaine 107 (F=22%, Current Sedative UCC, ORs ~ 2- 2.5, but
Con: UCC (opportunity to  dependence, M=78%) Dependence: 1% not for those abstinent
attend one group counselin and cocaine from cocaine or alcohol
session per vk for use in past6 Con:n =108 prior to start of CC)
approximately 23 months, months (F=24%, CostBenefit Analysis:
after completion of intensivi M=76%) TMC > TMC plus Q1 =
outpatient SUD treatment) UCC (cost saving of
$1500 per patient over 2
year study periog
accounted for primarily
more severe patients)
McKay et RCT  Exp: UCC plus 30 sessions Adults N =152 3,6,9,and 12 Overall: Exp: Cocainenegative
al., 2013b of Enhanced Continuing  enmlled in an (F=23%, months after baselin 3 months: 78% Current Cocaine toxicology screens over
Care (ECC; 20minute, in  intensive M=77%) (week 1 of intensive 6 months: 73% Dependence: 69% time: UCC > ECC (e.q.,
person and/or telephone  outpatient Exp:n =74 outpatent SUD 9 months: 73% CurrentAlcohol 80 vs. 48% at 12 month:
based sessiommer 12 SuUD (F=18%, treatment) 12 months: 76% Dependence: 32% "Good substance
months— weekly for 8 treatment M=82%) Exp: outcome" (no illicit drug
weeks and biweekly program and 3 months: 78% Con: use or heavy drinking)
thereafte CBT-based had a DSM Con:n =78 6 months: 73% Current Cocaine over time: UCC > ECC
counseling, CM for session |V lifetime (F=28%, 9 months: 69% Dependence: 70% (e.g., 43 vs. 26% at 12
attendance, and case diagnosis of M=72%) 12 months: 70% Current Alcohol months)
management) cocaine Dependence: 27%
dependence Con:

Con: UCC (optional
attendance of one group
session per week for2

3 months: 76%
6 months: 72%
9 months: 73%
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Study Description ~ Sample size Substance use and
Avrticle design Intervention(s) of sample (N) Follow-ups Retention rate  Primary substance  related outcomes
months after intensive 12 months: 78%
outpatient treatment)
McKellar et RCT  Exp: 24 weeks of Telephon Adults who N =667 3 and 12 months Overall: None PDA alcohol: TCM >
al., 2012 Case Monitoring (TCM; on¢ completed ~3 (F=5%, after baseling¢after 3 months: 78% UCC at 3 months (3
10-15 minute telephone weeks ofa  M=95%) treatment intake anc 12 months: 79% more PDA), but TCM =
session per week) VA-based Exp:n =213 prior to start of CC) UCC at 12 months
intensive (F=5%, Psychiatric symptoms:
Con: InPerson UCC (1 to 2 outpatient M=95%) TCM > UCC at 3 month
F2F group sessions per SubD ("not clinically
week for an unlimited lengt treatment Con:n =454 significant"), but TCM =
of time) program and (F=5%, UCC at 12 months
had an ICB9 M=95%)
diagnosis of
alcohol
and/or drug
dependence
Continuing Care - Digital
Gonzaleset RCT  Exp: 12 weeks of daily text Youth (ages N =80 6 and 9 months posi Overall: Overall: No relapse (any use of
al., 2016 messaging CC (monitoring, 12-25) who  (F=28%, CC completion 6 months: 86% Marijuana: 35% primary substance): CC
feedback, reminders, completed M=72%) 9 months: 83% Heroin: 11% > UCC at 6 months (OR
education/support) inpatientor Exp:n =40 Methamphetamine: = 1.39) and 9 months
outpatient (F=37.5%, 29% (OR =1.35)
Con: UCC (referrals to SuD M=62.5%) Cocaine: 16% Abstinence selfficacy:
mutuathelp groups, Treatment in Alcohol: 4% CC>UCC (OR =1.36)
including 12step MHOs)  Southern Con:n =40 Rx Drugs: 5% Mutuakhelp as well a
California, (F=19.5%, Exp: other recovery related

and owned a M=80.5%)
mobile phone

with text

message

capabilities

Marijuana: 22.5%
Heroin: 12.5%

Methamphetamine:

37.5%
Cocaine: 15%
Alcohol: 5%

Rx Drugs: 7.5%

Con:
Marijuana: 49%

activities: CC > UCC at
6 months and CC > UC(
at 9 months
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Article

Study
design

Intervention(s)

Description ~ Sample size
of sample (N)

Follow-ups

Retention rate

Primary substance

Substance use and
related outcomes

Heroin: 10%
Methamphetamine:

20%

Cocaine: 17%
Alcohol: 2%
Rx Drugs: 2%

Gustafson et RCT  Exp: 12 months of UCC, Adults who N =349 4, 8, and 12 months Overall: Alcohol Alcohol abstinence in th:
al., 2014 including 8 months with completed  (F=39%, after SUD treatment 4 months: 88% past 30 days at all
access to the Addictien inpatient M=61%) discharge 8 months: 8% follow-ups:
Comprehensive Health SUD Exp:n =170 12 months: 78% ACHESS+UCC > UCC
Enhancement Support treatment anc (F=39%, Exp: (52 vs 40%; OR = 1.65)
System (ACHESS), a met DSMIV  M=61%) 4 months: 89% Risky drinking days (5+
mobile smartphone criteria for 8 months: 86% drinks for man or 4+ for
application integrated with alcohol Con:n=179 12 months: 78% women in 2hr period) in
clinical monitoring dependence (F=39%, the past 30 days at all
(monitoring, information, M=61%) Con: follow ups:
communication, and suppo 4 months: 86% ACHESS+UCC > UCC
services) 8 months: 83% (d=.23)
12 months: 78%
Con: 12 months of UCC
(typical counselor response
to residential patients over
time, e.g., requests for
referrals)
Rose etal., RCT  Exp: 4 months of Alcohol Adults witha N =158 After completion of Exp: Alcohol Past 3eday alcohol
2015 Therapeutic Interactive current or (F=47%, CBT, and 2 week 2 Post CBT: 100% abstinence at 1@&honths:
Voice Response continuing lifetime M=53%) months, 4 months, 2 weeks: 89% ATIVR = No ATIVR
care (ATIVR,; fully diagnosis of Exp:n =81 and 12 months after 2 months: 85% Past 3eday nonheavy
automated CC including  DSM-IV (F=47%, start of CC 4 months: 86% drinking at 12 months:
daily monitoring, feedback, alcohol M=53%) 12 months: 74% ATIVR = No ATIVR
targeted skills dependence,
encouragemenrt CBT and  who Con:n=77 Con:

other coping skills- as well
as a monthly personalized

completed 8 (F=47%,
12 sessions  M=53%)

therapist message; requirer of group

one journal entry per day
and optional use of other

CBT for
alcohol

provided features as neede dependence

Post CBT: 100%
2 weeks: 90%

2 months: 97%
4 months: 90%
12 months: 79%
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Study Description ~ Sample size Substance use and
Article design Intervention(s) of sample (N) Follow-ups Retention rate  Primary substance  related outcomes
Con: UCC (not detailed in
study)
Long-Term Recovery Management
Denniset RCT  Exp: Quarterly Recovery  Adults who N =448 3,6,9,12,15,18, Overall: None Return to treatment (afte
al., 2003 Management Checkups  completed  (F=59%, 21, and 24 months 94%-96% at any Rates of lifetime index episode discharge
(RMC; assessment, inpatientor M=41%) after baseline given followrup  dependence: RMC more likely than
motivational interviewing, outpatient Exp:n =224 (immediately prior tc assessment Alcohol only: 7% AssessmeRrDnly to
and linkage to treatment- SUD treatment entry) 82% completed Cocaine only: 29% return to treatment (OR
entry) treatment Con:n =224 all 8 follow-up  Opioids only: 14%  1.65) and to return
assessments Alcohol and Cocaine sooner (376 vs. 600 day
Con: Quarterly Assessmen 20% after discharge)
only Cocaine and Opioids Total Days Received
8% Treatment: RMC (62
Other: 17% days) > Assessment
Only (40 days)
"In Need of Treatment"
composite (recent use,
problems, or subjective
need): 43 % RMC vs.
56% Assessmefdnly in
need at 24 month follow
up; 23% RMC vs. 32%
AssessmenrOnly with
five to eight (out of
eight) total quarters of
need
Dennis & RCT  Exp: Quarterly Recovery  Adultswho N =446 3,6,9,12,15,18, Overall: None Abstinent Days over the
Scott, 2012 Management Checkups  completed  (F=46%, 21, 24, 27, 30, 33, RMC: 79% Any Substance 4-year study period:
(48-month enhanced from Dennis et a inpatient or  M=54%) 36, 39, 42, 45, and completedall 16 Dependence: 88% RMC > Assessment
outcomes) 2003 (e.qg., transportation tc outpatient Exp:n =223 48 months after follow-up Lifetime dependence Only (d =.24)
treatment) SuUD baseline assessments Alcohol: 24% (Those with criminal
Scott & treatment Con:n =223 (immediately prior tc Cocaine: 61% histories and who used
Dennis, Con: Quarterly Assessmen treatment entry) Con: 82% Opioids: 25% before age 15 had great
2009 (24 only completed all 16 Cannabis: 5% RMC abstinenceelated
month follow-up benefit)
outcomes assessments Return to treatment (afte
and index episode discharge
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Study Description ~ Sample size Substance use and
Avrticle design Intervention(s) of sample (N) Follow-ups Retention rate  Primary substance  related outcomes
comparison RMC fewer months thar
with Dennis AssessmenrOnly before
& Scott, return to treatment (d
2003) =.61), and more

instance®f 7+ days
outpatient or 14+ days
residential (d = .37)
Quarters without
treatment need: RMC >
AssessmenrOnly (d
=.25)

Note Exp = experimental condition, Con = control condition, PTSD =-prasimatic stress disorder, RCT = randomized control trial
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A. Peer-based recovery support services
Pubmed

((“"Recovery coaching”[Title/ Abstract] -ltasedredowery suppore c o
services”[Titlel Abstract] OR ‘AMD(@ecovery[TitiedAbstractd@r s upp or t
remission[Title/Abstractf ORabsetnnce [ Ti t | e/ Abstract] OR "harm reductio
abuse” [ Titlel Abstract] OR “substance misuse” [ TitlelAl
dependence” [ Titlel Abstract] ORR" s wh<todhrod e usssee ddisoa rdde
“drug use disorder”[Title/ Abstract] OR alcohol *[ Tit]l e
OR cannabis[Title/Abstract] OR cocaine[Title/Abstract] OR heroin[Title/Abstract] OR opioitis[Abstract] OR
opiate*[Title/Abstract] OR narcotic*[Title/Abstract] OR amphetamine*[Title/Abstract] OR
methamphetamine*[Title/Abstract] OR benzodiazepine*[Title/Abstract] OR barbiturate*[Title/Abstract] OR
hallucinogen*[Title/Abstract] OR inhalant*[Titte Abst r act] OR steroid*[Titl e/ Abst
OR ecstasy[Title/l/ Abstract] OR “ MDMA” [ Ti -bdnditfTiflddAbdtracth c t ]
OR costoffset[Title/Abstract] OR coseffectiveness[Title/AbstractpR “cost benefi t " [ Titl el /
of fset” [ Titlel Abstract] OR “cost effectiveness” [ Title

Embase

(‘* Recovery coaching’ :ab, ti OR a'skedae rr ercencveewr gyr ys uspppp ar
“I'ndi vi dual tipAP (recaverypap,o@Rtrémission:ab,ti OR abstinence:ab,ti OR 'harm reduction":ab,ti OR
‘“substance abuse’ :ab, ti OR substance misuse’ :ab, ti (
‘“substance use di sorsdoerderrahb ,athi, tOR ORal‘cdorhuogl uussee ddisor d
marijuana: ab, ti OR “ THC’' : ab, ti OR cannabis:ab, ti OR «
narcotic*:ab,ti OR amphetamine*:ab,ti OR methamphetamine*:ab,ti OR biezepihe*:ab,ti OR barbiturate*:ab,ti OR

hall ucinogen*:ab,ti OR inhalant*:ab,ti OR steroid*: al
stimulant*:ab,ti OR cosbenefit:ab,ti OR cosbffset:ab,tiORcose f f ect i venes se faibt, 't ;i a O,Rt i' C
of fset’”:ab,ti OR ‘cost effectiveness’  :ab, ti)

CINAHL

AB ( " Recovery coaching” ORbdPecrr ecacwearey ysispupa@ertrts
peer s IANDABI( tecovely OR remission OR abstinence OR "harmgedd on" OR “substance
“substance misuse” OR “substance dependence” OR “dr uc
di sorder” OR “drug use disorder” OR alcohol* OR mari|j

opioid* OR iate* OR narcotic* OR amphetamine* OR methamphetamine* OR benzodiazepine* OR barbiturate* OR
hall ucinogen* OR inhalant* OR steroid* OR *“ c-anditQiRr ug:*
costoffset ORcose f f ect i veness ROR' c‘ocsots to fbfesneetf”i tOR O cost effect
AB ( " Recovery coaching” ORbd&®fecrr eccwerey ysispup@ertrts
peer s WANDDIrt(” recovery OR remission OR abstinence OR
“substance misuse” OR “substance dependence” OR “dr uc¢
di sorder” OR “drug use disorder” OR alcohol* OR mari|j
opioid* OR opiate* OR narcotic* OR amphetare* OR methamphetamine* OR benzodiazepine* OR barbiturate* OR
hall ucinogen* OR inhalant* OR steroid* OR * c+andfitOiRr ug*
costoffset ORcose f f ecti veness OR “cost benkeffebhes®OR Ycost off:
TI ( "Recovery coaching” ORa“‘skRdaerr ercoov@®ever s uppppdr ts’
peer s WANDAB t(”" recovery OR remission OR abstinence OR
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“substance mi seusde€pedRdenscueb’'st@Rc*drug dependence” OR *
di sorder” OR “drug use disorder” OR alcohol* OR marij
opioid* OR opiate* OR narcotic* OR amphetamine* OR methamphetamine* Orbb@Ezepine* OR barbiturate* OR
hall ucinogen* OR inhalant* OR steroid* OR *“ c-anditQORr ug:*
costoffset ORcose f f ecti veness OR “cost benefit” OR “cost off:
Tl ( “ Recionwg’r yYOR o“aRReher r ec olwvesegd srugpovdry ORu g Peretr s ¢
peer s WANDDIrt(” rnecovery OR remission OR abstinence OR
“substance misuse” OR “substcaen’c eORl e‘pewnnldsetnarec e ORs € ddiug
di sorder” OR “drug use disorder” OR alcohol* OR mari|j
opioid* OR opiate* OR narcotic* OR amphetamine* OR methamphetamine* OR benzodiazepine* OR barbiturate* OR
hall ucinogen* OR inhalant* OR steroid* OR *“ c-anditQORr ug:*
costoffset ORcose f f ecti veness OR “cost benefit” OR “cost off:

CENTRAL (Cochrane Registry)

Same as for CINAHL

PsycINFO

Same as for CINAHL

Inclusion/Exclusion Criteria

1. Quantitative Data
2. Pubmed

Embase

CINAHL

CENTRAL (Cochrane Registry)

Same as for CINAHL

PsycINFO

Inclusion/Exclusion Criteria

1. Quantitative Data

2. Measured substance use outcome (abstinence rdyiimkensity, consequences), other marker of SUD recovery
(quality of life, psychiatric symptoms, etc.), and/or health care costs

3. Adolescent or adult no limitations on age range

4. No coerced populations or studies where individuals are institutiedadihile receiving the recovery support
service (e.g., residential treatment, in jail/prison)

4. Use a hierarchy for research design. Only include second tier if no first tier are available

Tier 1. Use of a comparison group measuring outcomes over tigieréeovery support service vs. no recovery
support service), including RCTs and quasperimental (e.g., comparison of two naturally formed groups)

Tier 2: Single group prpost prospective or retrospective cresstional designs, other cressctionhdesigns (note:
if longitudinal, but involvement in recovery support service is measured at baseline as predictor of SUD outcome, like
abstinence, this is considered crgsstion, i.e., in Tier 2)

3.
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B. Recovery community centers
Pubmed

(("Recovery commumyt center"[Title/Abstract] OR "Recovery center"[Title/Abstract] OR "Recovery support
center"[Title/Abstract] OR "Peer support center"[Title/Abstract] OR "Recovery community organization"[Title/Abstract]
OR "Peer participatory model"[Title/Abstract])) ANDr¢Covery[Title/Abstract] OR remission[Title/Abstract] OR
abstinence[Titlel/l Abstract] OR "harm reduction"[Titl el
mi suse” [ Title/l Abstract] OR “substance [did gdred eArbcsda "r[aTcitt
“substance use disorder”[Title/ Abstract] OR “alcohol
di sorder” [ Titl e/ Abstract] OR alcohol *[ Title/l Abstract]]
cannabis[Title/Abstract] ORocaine[Title/Abstract] OR heroin[Title/Abstract] OR opioid*[Title/Abstract] OR
opiate*[Title/Abstract] OR narcotic*[Title/Abstract] OR amphetamine*[Title/Abstract] OR
methamphetamine*[Title/Abstract] OR benzodiazepene*[Title/Abstract] OR barbituratefHiistract] OR
hall ucinogen*[ Title/ Abstract] OR inhalant*[Titl e/ Abst
OR ecstasy[Titlel/ Abstract] OR “ MDMA” [ Ti -bdndafitfTillddAbdtracth c t ]
OR costoffset[Title/Abstractf ORcost f f ect i veness[ Titl e/ Abstract]) OR *“cc
of fset” [ Titlel Abstract] OR “cost effectiveness” [ Title

Embase

(‘'Remvery community center:ab,ti OR 'Recovery center:ab,ti OR 'Recovery support center:ab,ti OR 'Peer support
center:ab,ti OR 'Recovery community organization:ab,ti OR 'Peer participatory model:ab,ti) AND (recovery:ab,ti OR
remission:ab,ti OR abstinence:alitR ' har m reduction' :ab, ti OR "substanc
substance dependence’ :ab, ti OR ‘drug dependence’ : ab,
di sorder’ : ab, ti OR 'drug usmardijsucarndera'b:;,ahb, tOR OR Hl' ¢ al
cocaine:ab,ti OR heroin:ab,ti OR opioid*:ab,ti OR opiate*:ab,ti OR narcotic*:ab,ti OR amphetamine*:ab,ti OR
methamphetamine*:ab,ti OR benzodiazepene*:ab,ti OR barbiturate*:ab,ti OR hallucinogen*:aibfia@Rt*:ab,ti OR
steroid*:ab,ti OR ‘“club drug*’ :ab,ti OR ebesfitabgipRab, ti
costoffsetab,tiORcose f f ect i veness: ab, ti OR ‘cost benefit’ ) ab, ti

CINAHL

AB ( "Recovery community center" OR "Recovery center" OR "Recovery support center" OR "Peer support center"
OR "Recovery community organization" OR "Peer participatory model") AND AB ( recovery OR remission OR
abstinence OR "harm reduction"ORs ubst ance abuse”™ OR “substance mi susEe
dependence” OR “substance use disorder” OR “alcohol L
OR “THC” OR cannabis OR cocai nena@®ic*®OR anphetamif@RORopi oi d*
met hamphet amine* OR benzodi azepene* OR barbiturate* (
OR ecstasy OR “ MDMA” -bénefit GR cosbfisdt @cost f ORct o vyeness OR “ c
“costsevdf OR “cost effectiveness” )

AB ( "Recovery community center" OR "Recovery center" OR "Recovery support center” OR "Peer support center"
OR "Recovery community organization” OR "Peer participatory model" ) AND TI ( recovery OR remission OR
abstinenceOR har m reduction” OR ®“substance abuse” OR “subs:H
dependence”™ OR “substance use disorder” OR “alcohol L
OR “THC” OR cannabi s OidcORomateh@R n@dtichGRrampghetamDd? OR
met hamphetamine* OR benzodiazepene* OR barbiturate* (
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OR ecstasy OR “ MDMA"” -béngfit GR cbsbfisdt @Ricose f OR c ¢t 0 ¥ & rbeesnse fOR "* ¢cO
“cost offset” OR “cost effectiveness” )

Tl ( "Recovery community center" OR "Recovery center” OR "Recovery support center" OR "Peer support center"
OR "Recovery community organization” OR "Peer participatory model" ) AND AB ( recovery ORsiem3R
abstinence OR "harm reduction”" OR “substance abuse” (
dependence”™ OR “substance use disorder” OR “alcohol L
OR “THC” OR oanenQRIihéran OR Bpioid* OR opiate* OR narcotic* OR amphetamine* OR
met hamphetamine* OR benzodiazepene* OR barbiturate* (
OR ecstasy OR “ MDMA"” -béngfit GR cosbfisdt @Ricosef fOeRc tcioseeness OR “co
“cost offset” OR “cost effectiveness” )

Tl ( "Recovery community center" OR "Recovery center” OR "Recovery support center" OR "Peer support center"
OR "Recovery community organization" OR "Peer participatory model" ) ANOr8covery OR remission OR
abstinence OR "harm reduction”" OR “substance abuse” (
dependence”™ OR “substance use disorder” OR “alcohol L
ORTHC” OR cannabis OR cocaine OR heroin OR opioid* OI
met hamphet amine* OR benzodi azepene* OR barbiturate* (
OR ecstasy OR “ MDMA"” -bénefit GRcastofisdt @Ricose f ORct o yeness OR “ c
“cost offset” OR “cost effectiveness"”)

CENTRAL (Cochrane Registry)

Same as for CINAHL

PsycINFO

Same as for CINAHL

Inclusion/Exclusion Criteria

1. Quantitative Data
2. Measured substance use outcome (adistie, drinking intensity, consequences), other marker of SUD recovery
(quality of life, psychiatric symptoms, etc.), and/or health care costs
3. Adolescent or aduk no limitations on age range
4. No coerced populations or studies where individuals are ingtialized while receiving the recovery support service
(e.g., residential treatment, in jail/prison)
5. Use a hierarchy for research design. Only include second tier if no first tier are available
a. Tier 1: Use of a comparison group measuring outcomes ovefdimerecovery support service vs. no recovery
support service), including RCTs and quasperimental (e.g., comparison of two naturally formed groups)
b. Tier 2: Single group prpost prospective or retrospective crssstional designs, other cressctonal designs
(note: if longitudinal, but involvement in recovery support service is measured at baseline as predictor of SUD
outcome, like abstinence, this is considered esession, i.e., in Tier 2)
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C. Recovery supports in educational settings
Pubmed

(ecbll egi ate recovery”[Titlel/ Abstract] OR “recovery
school "[ Titlel Abstract] OR “recbwaeeydy heusVefVitkat Ab'
“uni versity based r et]y) ANMER((recovaryTitla/Abstracf] DR renliseidn[AitlesAbstraat] OR
abstinence[Titlel/l Abstract] OR "harm reduction"[Titl el
mi suse” [ Title/l Abstract] OR *“ s uhusgt adnecpee nddeepnecned ¢ nici et ”l [eT/ i At
“substance use disorder”[Title/ Abstract] OR “alcohol
di sorder” [ Titl e/ Abstract] OR alcohol *[ Title/l Abstract]]
cannabis[TitleAbstract] OR cocaine[Title/Abstract] OR heroin[Title/Abstract] OR opioid*[Title/Abstract] OR
opiate*[Title/Abstract] OR narcotic*[Title/Abstract] OR amphetamine*[Title/Abstract] OR
methamphetamine*[Title/Abstract] OR benzodiazepine*[Title/Abstract] ORitoagbe*[Title/Abstract] OR
hall ucinogen*[ Title/ Abstract] OR inhalant*[Titl e/ Abst
OR ecstasy[Titlel/ Abstract] OR “ MDMA” [ Ti -bdndafitfTillddAbdtacth c t ]
OR costoffset[Title/Abstractf ORcost f f ect i veness[ Titl e/ Abstract]) OR *“cc
of fset” [ Titlel Abstract] OR “cost effectiveness” [ Title

Embase

(‘“coll egiate recovery’ :abpvier PRhigbcoevbhogl s5chbopti : &

‘uni vleasdd yrecovery center’ :ab, ti OR ‘“university base
remi ssion:ab, ti OR abstinence: ab, ti ORs u bhsatram cree dnuicst Ui St
‘“substance dependence’ :ab, ti OR ‘drug dependence’ : ab,
di sorder’ : ab, ti OR '"drug use disorder’':ab, ti OR al col

cocane:ab,ti OR heroin:ab,ti OR opioid*:ab,ti OR opiate*:ab,ti OR narcotic*:ab,ti OR amphetamine*:ab,ti OR

methamphetamine*:ab,ti OR benzodiazepine*:ab,ti OR barbiturate*:ab,ti OR hallucinogen*:ab,ti OR inhalant*:ab,ti OR
steroid*: ab, ti BRecstabydabgti: OR, t MDOA "’ :-barefitabji O®MR st |
costoffsetab,tiORcose f f ect i veness: ab, ti OR ‘cost benefit’':ab, ti

CINAHL

AB ( “coll egiate recO®ORetfytcORetyebogdrgcoobdbdl DR “r
based recovery center” OR “university based recovery
"harm reduction”" OR “substance abuse”” OBR"“Sdbstadeper
substance use disorder” OR “alcohol wuse disorder” O}
cannabis OR cocaine OR heroin OR opioid* OR opiate* OR narcotic* OR amphetamine* OR methamphetamine* OR
benzodiazepineOR bar bi turate* OR hallucinogen* OR inhalant*
“MDMA”™ OR st i mbednditrOR tostiidet ORRacse f f ect i veness OR “cost ben
“cost effectiveness” )

AB ( "col |l egi etceo vreeecyo vsecrhyo’'o lOR ORr “recovery high- schi
based recovery center” OR “university based recovery
"harm reduction" OR “substancet amusede@P®nNndesndbest a@Re" ¢
“substance use disorder” OR *“alcohol use disorder” OIF
cannabis OR cocaine OR heroin OR opioid* OR opiate* OR narcotic* OR amphetamine* OR methamphetamine* OR
benzodi azepine* OR barbiturate* OR hallucinogen* OR i
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“MDMA” OR st i mbdanditrOR tostidet ORecosetE f f ect i veness OR “cost ben

“cost effectiveness”™ )

Tl ( “ aclclovgeiryt’e OR “recovery school”™ OR “recowvery |
based recovery center” OR “university based recovery
"harm reduction" OR “ s unbisstuasnec’e Rb u‘sseu’b sGRa n“cseu bdset paenncdee n
“substance use disorder” OR ®“alcohol use disorder” OF
cannabis OR cocaine OR heroin OR opioid* OR opiate* OR narcotic* OR amphetamine* G&npbetamine* OR
benzodiazepine* OR barbiturate* OR hallucinogen* OR i
“MDMA”™ OR st i mbenditrOR tostfidet ORaesst f f ect i veness OR “cost ben
“cost effectiveness” )

Tl ( “coll egiate recovery” OR “recovery school-” OR
based recovery center” OR “university based recovery
"harm reduction®”ORR"Sshdsamneeamisuse” OR “substanc:
“substance use disorder” OR “alcohol use disorder” OF
cannabis OR cocaine OR heroin OR opioid* OR opiate* OR narcotic* Qidietaimine* OR methamphetamine* OR
benzodi azepine* OR barbiturate* OR hallucinogen* OR i

“MDMA"” OR st i mbdanditrOR tostifet ORcast f f ect i veness OR “cost ben
“cedtf ecti veness” )

CENTRAL (Cochrane Registry)

Same as for CINAHL

PsycINFO

Same as for CINAHL
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D. Mutual-help organizations
Pubmed

((“mutual help”[Title/ Abstract-helOR gmoue pal Tiat dé [ Ab ¢
step” [ Titlel Abstract] OR “twelve step”[Titlel Abstr act
anonymous” [ TitleddAbhastameny MmORs “[MRairtilj e/ Abstract] OR *“C
“Met hamphetamine anonymous” [ Title/ Abstract-] OR “ Met he
anon”[Titlel/ Abstract] OR “SMART Recover yéAbSract ORR/ Abst 1
“Women for Sobriety”[Title/ Abstract] OR “Secul ar Or g:
“LifeRing”[Titlel  Abstract] OR “TSF"[Titlel Abstract] (
((recovery[Title/Abstract] OR remission[TitlebStract] OR abstinence[Title/Abstract] OR "harm

reduction"[Titlel Abstract] OR “substance abuse” [ Titl e
dependence” [ Titlel Abstract] OR “drug de[gidefAdstacttGR” [ Ti t |
“al cohol use disorder”[Titlel/ Abstract] OR “drug use

mari juana[ Titl e/ Abstract] OR “THC"[Titl el Abstract] OF
heroin[Title/Abstact] OR opioid*[Title/Abstract] OR opiate*[Title/Abstract] OR narcotic*[Title/Abstract] OR
amphetamine*[Title/Abstract] OR methamphetamine*[Title/Abstract] OR benzodiazepine*[Title/Abstract] OR
barbiturate*[Title/Abstract] OR hallucinogen*[Title/AbstraclR inhalant*[Title/Abstract] OR steroid*[Title/Abstract]

OR “club drug*”[Titlel/l Abstract] OR ecstasy[Titl el Abs't
OR costbenefit[Title/Abstract] OR costffset[Title/Abstract] OR coseffectiveness Ti t | e/ Abstract] ) (
benefit”[Titlel Abstract] OR “cost offset”[Titlel Abstr

Embase

(“mutual hel p’:ab, ti -hCeR p nourtouvap’ :aa bd,’t:ia bQR i‘ 1R s tseep'f
“Al@loihcs Anonymous’ :ab,ti OR ‘Narcotics anonymous’ : ab
anonymous’ :ab, ti OR ‘Met hamphetami ne anonyamouwns '::adhb  ttii
‘ SMART Recovery’ :ab,ti ORti MORer &bimen KManaementet yab
for Sobriety’:ab, ti OR “LifeRing’:ab, ti OR ‘' TSF’' : ab, t
r

emi ssion: ab, ti OR abstinence: ab,tii ORR' haummstadaget mi
substance dependence’ :ab, ti OR "drug dependence’ : ab,
di sorder’ : ab, ti OR 'drug use disorder’:ab, ti OR al col

cocaine:ab,ti OR heroin:ab,ti OR opioid*:ab,ti OR opiate*:ab,ti OR narcotic*:ab,ti OR amphetamine*:ab,ti OR

methamphetamine*:ab,ti OR benzodiazepine*:ab,ti OR barbiturate*:ab,ti OR hallucinogen*:ab,ti OR inhalant*:ab,ti OR
steroid*:ab,th, OR ORlebstdasuyg*ab.at i OR ‘ MDléaefitamtilDRt i OF
costoffset:ab,tiORcose f f ect i veness: ab, ti OR *cost benefit’:ab, ti

CINAHL

AB ( “Mutual hel p” f@dRI“pMutrwaulp "a iOR “AR “sSelp” OR “ Twe
Anonymous” OR “Narcotics anonymous” OR “Marijuana an:¢
“Met hamphetami ne anonymous” ORnbMeEt DRAdOBBMARMORgMoOuUEs T )
Managemen” OR “ Women for Sobriety” OR “Secular Organi zat

“I'ntensive referral”) AND AB ( recovery OR remission
“substance misuse” OR “gubepaendendepelPBRethcebsOBRNCtEr u:
di sorder” OR “drug use disorder” OR alcohol* OR mari|j

opioid* OR opiate* OR narcotic* OR amphetamine* OR methamphetamine* OR benzodiazepine* Q& &abOR
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hall ucinogen* OR inhalant* OR steroid* OR * cdandfitOiRr ug:*

costoffset ORcose f f ecti veness OR “cost benefit” OR “cost off:
AB ( “Mutual hel p” IfdR | “pMwtr waulp "aiOR “AR “sSep” OR “ Twe
Anonymous” OR “Narcotics anonymous” OR “Marijuana an:¢
“Met hamphetamine anonymous” ORnbMet DRAdOBBMARMORg MousT’t )
Managemat ” OR “ Women for Sobriety” OR “Secular Organi za
“I'ntensive referral”) AND TI ( recovery OR remission
“substance misuse” OR “usgu bdset paenncdee ndceep’e n@R n“csed’ b sCRa n‘cder u
di sorder” OR “drug use disorder” OR alcohol* OR mari|j

opioid* OR opiate* OR narcotic* OR amphetamine* OR methamphetamine* OR benzodiazepine* @R dtafbOR
hall ucinogen* OR inhalant* OR steroid* OR *“ c-anditQORr ug:*

costoffset ORcose f f ecti veness OR “cost benefit” OR “cost off:
Tl “Mutual hel p” Offh el Mutgualupdi dO'R OR 2“ Sdlep” OR “ Twel
Anonymous” OR “Narcotics anonymous” OR “Marijuana an:¢

“Met hamphetamine anonymous” ORnbMet DRAdOBBMARMORg mMousetft )
Managemen” OR “ Women for Sobriety” OR “Secular Organi zat

“I'ntensive referral”) AND AB ( recovery OR remission
“substance misuse” OR “gubspandendepedPBRethcsebsOBRNCter u:
di sorder” OR “drug use disorder” OR alcohol* OR mari|j

opioid* OR opiate* OR narcotic* OR amphetamine* OR methamphetamine* OR benzodiazepine* QR &abOR
hall ucinogen* OR inhalant* OR steroid* OR *“ c-anditOiRr ug:*

costoffset ORcose f f ecti veness OR “cost benefit” OR “cost off:
Tl “Mutual hel p” Ohm el Mutgualupdi d'R OR 2“ Sdlefp” OR “ Twel
Anonymous” OR “Narcotics anonymous” OR “Marijuana an:¢

“Met hamphetamine anonymous” ORnbMet DRAdOBBMARMORg mMousetft )
Managemerit OR “ Women for Sobriety” OR “Secular Organizat

“I'ntensive referral”) AND TI ( recovery OR remission
“substance misuse” OR “sdopemcercadep@Rdesckest OMRc € du s€
di sorder” OR “drug use disorder” OR alcohol* OR mari|j

opioid* OR opiate* OR narcotic* OR amphetamine* OR methamphetamine* OR benzodiazepine* O &abdR
hall ucinogen* OR inhalant* OR steroid* OR *“ c+andfitOiRr ug:?
costoffset ORcose f f ecti veness OR “cost Dbenefit” OR “cost off:

CENTRAL (Cochrane Registry)

Same as for QIAHL
PsycINFO

Same as for CINAHL
Inclusion/Exclusion Criteria

1. Quantitative Data

2. Measured substance use outcome (abstinence, drinking intensity, consequences), other marker of SUD recovery
(quality of life, psychiatric symptoms, etc.), and/or health casésco

3. Adolescent or aduk no limitations on age range
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4. No coerced populations or studies where individuals are institutionalized while receiving the recovery support servit
(e.g., residential treatment, in jail/prison)
5. Use a hierarchy for research desi@mly include second tier if no first tier are availablepdated based on our
meeting on July 25, 2017:
a. Tier1: RCTs
b. Tier 2: nonRCTs with use of a comparison group measuring outcomes over time (e.g., recovery support
service vs. no recovery support see)i including quaseéxperimental (e.g., comparison of two naturally
formed groups)
c. Tier 3: Single group prpost prospective
d. Tier 4: Retrospective crosectional designs, other cresactional designs (note: if longitudinal, but
involvement in recoveryupport service is measured at baseline as predictor of SUD outcome, like
abstinence, this is considered cresstion, i.e., in Tier 2)
e. Tier 5: Qualitative
Included studies will include randomized controlled trials, gaaperimental studies, and othesearch and
evaluation designs that include a comparison condition. If no studies are found in our systematic search-tigrthis top
level of scientific rigor, the review summarizes the next tier of available rigorous scientific evidence; namely, single
group prepost research designs and longitudinal correlational and observational studies. Failing the availability of this
level of evidence, descriptive, cresactional, and systematic qualitative studies will be evaluated and summarized.
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E. Recovery Housing
Pubmed

((“"oxford house” [ Title/ Abstract] OR “oxford home” [T

l'iving ho*” [ Title/ Abstract] OR “sober |l iving environt
“hal f way ehoAubsset’r[aTcitt]l OR “ hal fway residence” [ Titl e/ Abs
domiciliary[Titlel Abstract] OR “wet house”[Titl el Abs't
((recovery[Title/Abstract] OR remission[Title/Abstract] OR absticg]Title/Abstract] OR "harm

reduction"[Titlel Abstract] OR “substance abuse” [ Titl e
dependence” [ Titlel Abstract] OR “drug dependence” [ Tit]
“al cohol use disorder”[Titlel/ Abstract] OR “drug use

marijuana[Titl e/ Abstract] OR “THC” [ Titl e/ Abstract] OF
heroin[Title/Abstract] OR opioid*[Tie/Abstract] OR opiate*[Title/Abstract] OR narcotic*[Title/Abstract] OR
amphetamine*[Title/Abstract] OR methamphetamine*[Title/Abstract] OR benzodiazepine*[Title/Abstract] OR
barbiturate*[Title/Abstract] OR hallucinogen*[Title/Abstract] OR inhalant*[Tiflbstract] OR steroid*[Title/Abstract]

OR “club drug*”[Titlel/l Abstract] OR ecstasy[Titl el Abs't
OR costbenefit[Title/Abstract] OR costffset[Title/Abstract] OR coseffectiveness[Title/Abstract)® “ c o s t
benefit”[Titlel Abstract] OR “cost offset”[Titlel Abstr

Embase

(‘“oxford house’ :ab, ti OR “oxford home’' :ab, ti OR ‘' so
environmentovabytie®ORdémee’ : ab,ti OR ‘“halfway house’
house’ :ab, ti OR domiciliary:ab, ti OR * we't house’ : ab, t
abstinence:ab,ti OR 'harm reduction"a®fR ‘ subst ance abuse’:ab, ti OR ‘“subst

dependence’ :ab, ti OR "drug dependence’ :ab, ti OR " sub:
use disorder’ :ab, ti OR al c o hintiOR camnabistab,ti GRRocaree:phtiiORa n a: al
heroin:ab,ti OR opioid*:ab,ti OR opiate*:ab,ti OR narcotic*:ab,ti OR amphetamine*:ab,ti OR methamphetamine*:abti

OR benzodiazepine*:ab,ti OR barbiturate*:ab,ti OR hallucinogen*:ab,ti OR inhalant*:ab,ti OR*steraicb , t i OR
drug*’ :ab, ti OR ecstasy:ab, ti O Renéfitb, VAR costifeet:ab,ti ORXTBst st i 1
effectiveness:ab, ti OR "cost benefit’:ab, ti OR ' cost
CINAHL

AB ( “oxef’orR h‘oouxsft ord home” OR “sober living” OR * s
OR “recovery residence” OR “halfway house” OR “hal f we
house” OR “dry house”) AR ABstimeaceeOR ORar enmiresdiuar
OR “substance misuse” OR “substance dependence” OR “

use disorder” OR “drug use disorder” OR at@ROhRronCOR OR
opioid* OR opiate* OR narcotic* OR amphetamine* OR methamphetamine* OR benzodiazepine* OR barbiturate* OR
hall ucinogen* OR inhalant* OR steroid* OR * c+andfitOiRr ug*
costoffset OR coseffed i veness OR “cost benefit” OR “cost offset’

AB ( “oxford house” OR “oxford home” OR “sober | ivi
OR “recovery residence” OR “halfwayaholhoa’™s eOR ORh alofmw:
house” OR “dry house”) AND TI ( recovery OR remissiort
OR “substance misuse” OR “substance dependence”™ OR “
usedi sorder” OR ®"drug use disorder” OR alcohol* OR mar
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opioid* OR opiate* OR narcotic* OR amphetamine* OR methamphetamine* OR benzodiazepine* OR barbiturate* OR
hall ucinogen* OR i nhadrang*™” ORR sd cegtod dyr G@OFR ““ MHMAT OROR s

costoffset ORcose f f ecti veness OR “cost benefit” OR “cost off:
TI ( “oxford house” OR “oxford home” OR “sobmentfivDO
“recovery residence” OR “hal fway house” OR “halfway r

house” OR “dry house” ) AND AB ( recovery OR remissi
OR “substance umhissulmnae™ @R pendence” OR “drug dependenc
use disorder” OR “drug use disorder”™ OR alcohol* OR 1
opioid* OR opiate* OR narcotic* OR amphetamine* OR methamphe&h@®R benzodiazepine* OR barbiturate* OR

hall ucinogen* OR inhalant* OR steroid* OR *“ c+andfitOiRr ug:*
costoffset ORcose f f ecti veness OR “cost benefit” OR “cost off:
Tl ( d“ cwxofucsre” OR “oxford home” OR “sober | iving” OR
recovery residence” OR “hal fway house” OR “hal fway r
house” OR “dry house”mi)s sSAINDn TOR (a lr setcioveemrcye ORR r"ehar m r
OR “substance misuse” OR substance dependence” OR “
use disorder” OR “drug use disorder” @Rocarle OR lemih®R OR 1
opioid* OR opiate* OR narcotic* OR amphetamine* OR methamphetamine* OR benzodiazepine* OR barbiturate* OR
hall ucinogen* OR inhalant* OR steroid* OR *“ c+andfitORr ug:*
costoffset ORcose f f ecti veness OR “cost benefit” OR “cost off:

CENTRAL (Cochrane Registry)

Same as for CINAHL

PsycINFO

Same as for CINAHL

Inclusion/Exclusion Criteria

1. Quantitative Data
2. Measured substance use outcome (abstinence, drinkérgsity, consequences), other marker of SUD recovery
(quality of life, psychiatric symptoms, etc.), and/or health care costs
3. Adolescent or aduk no limitations on age range
4. No coerced populations or studies where individuals are institutionalizedreddlizing the recovery support service
(e.g., residential treatment, in jail/prison)
5. Use a hierarchy for research design. Only include second tier if no first tier are available
a. Tier 1: Use of a comparison group measuring outcomes over time (e.g., yesgpport service vs. no recovery
support service), including RCTs and quasperimental (e.g., comparison of two naturally formed groups)
b. Tier 2: Single group prpost prospective or retrospective crssstional designs, other cressctional designs
(note: if longitudinal, but involvement in recovery support service is measured at baseline as predictor of SUD
outcome, like abstinence, this is considered eses$ion, i.e., in Tier 2.
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F. Clinical models of continuing care
Pubmed

((“"contintvied AbsaratctTi tOR aftercare[ Title/ Abstract]
recovery management check up”[Tit-lp7 ADbistiralAbstORact ¥
management c¢ heckup intefiventioh[EtlEAbstract]) rA (frecovedyR itla/Adstract] OR

remi ssion[Title/ Abstract] OR abstinence[Titl e/l Abstr ac
abuse” [ Titlel Abstract] OR “substance misuse”"R Tidrlweg Al
dependence” [ Titlel Abstract] OR “substance use disor de
“drug use disorder”[Title/ Abstract] OR alcohol *[ Titl e
OR cannabis][ifle/Abstract] OR cocaine[Title/Abstract] OR heroin[Title/Abstract] OR opioid*[Title/Abstract] OR
opiate*[Title/Abstract] OR narcotic*[Title/Abstract] OR amphetamine*[Title/Abstract] OR
methamphetamine*[Title/Abstract] OR benzodiazepine*[Title/Abstractlo@piturate*[Title/Abstract] OR

hall ucinogen*[ Title/ Abstract] OR inhalant*[Titl e/ Abst
OR ecstasy[Titlel/ Abstract] OR “ MDMA” [ Ti -bdnafitfTifldAbstracth c t ]
OR costoffset[Title/Abstractf ORcost f f ect i veness[ Titl e/ Abstract]) OR *“cc
of fset” [ Titlel Abstract] OR “cost effectiveness” [ Title

Embase

(“continuing care’:ab,tion®R oafithgr carbe:itdb ,OR ‘'OQOR c'orvea
OR ‘“recovery mama.gabnetnit Q@R e‘crkecovery rAndernventpr:abd)AND c hec k
(recovery:ab, ti OR remission: ab, ti O R naches taibruesrec e :aabh ,tt
‘substance misuse’ :ab, ti OR substance dependence’ : atl
OR *“al cohol use disorder’:ab, ti OR ‘“drug use disordert
cannabis:ab,ti OR cocaine:ab,ti OR heroin:ab,ti OR opioid*:ab,ti OR opiate*:ab,ti OR narcotic*:ab,ti OR
amphetamine*:ab,ti OR methamphetamine*:ab,ti OR benzodiazepine*:ab,ti OR barbiturate*:ab,ti OR hallucinogen*:ab,

OR inhalant*:ab,ti OR steroid*:ab,ti®d ‘ ¢l ub drug*’' : ab, ti OR ecstasy:ab, ti
costbenefit:ab,ti OR cosbffset:ab,tiORcose f f ect i veness: ab, ti OR ‘cost benef
effectiveness’':ab,ti)
CINAHL

AB(“continuiaftencat eORR “recovery monitoring” OR *“r

managementcheakp” OR “r ecovery ma nistagventiea PAND ABH eavery PR rendsRionrOR
abstinence OR "harm reducti onmi sORs €”"s uUbR t“asnwckes tadbrucsee "d «
dependence”™ OR “substance use disorder” OR “alcohol L
OR “THC” OR cannabis OR cocaine OR heroin OR opioid*
me& hamphetamine* OR benzodiazepine* OR barbiturate* O
OR ecstasy OR “ MDMA"” -béenegfit GR cosbfisdt @cost f ORct doyeness OR “ ¢
“cost offset” OR “cost effectiveness”™ )
AB(“continuing care” OR aftercare OR “recovery moni-t
managementcheakp” OR “r ecovery ma nimevenia PAND Td (recavérnuQR'remiddion OR
abstinence OR " hastmnmeduxhuoe™ OR “swlhst ance mi suse”
dependence” OR “substance use disorder” OR “alcohol L
OR “THC” OR cannabis OR cocai ne Odc*@Ramphetamn&@fORo pi oi d*
met hamphetamine* OR benzodiazepine* OR barbiturate?* (
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OR ecstasy OR “ MDMA"” -béngfit GR cbsbfisdt @Ricosek f ORct 0o yeness OR “ c

“cost” oOR s“ectost effectiveness” )

TI(“continuing care” OR aftercare OR “recovery monit
managementcheakp” OR “r ecovery ma nistagventiem PAND AB eeavery PR renddRionrOR
abstinenc®R " harm reduction” OR “substance abuse” OR “sub
dependence”™ OR “substance use disorder” OR “alcohol L

OR “THC” OR cannabi s OmidcGRrogiateh@R n@rétichGRramphetamd& OR
met hamphetamine* OR benzodiazepine* OR barbiturate* (
OR ecstasy OR “ MDMA” -bénegfit GR cosbfisdt @cosk f OR c ¢ © ¥ tesnte shse nGR i“tc”

“cost offset” OR “cost effectiveness” )
TI(“continuing care” OR aftercare OR “recovery monit
managementcheakp” OR “recovery ma nimegvenia JAND Td (recaviéryDR femissidan ORe
abstinence OR "harm reduction”" OR “substance abuse” (
dependence”™ OR “substance use disorder” OR “alcohol L

OR “ THC"” H»ROR cogaina @R heroin OR opioid* OR opiate* OR narcotic* OR amphetamine* OR

met hamphet amine* OR benzodiazepine* OR barbiturate*
OR ecstasy OR “ MDMA” -bénegfit GR cosbfisdt @Rrcaste f ORct o yeness OR “ ¢
“cost offset” OR “cost effectiveness” )

CENTRAL (Cochrane Registry)

Same as for CINAHL

PsycINFO

Same as for CINAHL

8 8
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Recovery Support Service: Peer-based Recovery Support Services

PubMed = 14

EMBASE = 24 CINAHL = 48 CENTRAL=1
(19+14+7+8) = (1+0+0+0)=1
a8

PsycINFO = 56
(25+16+8+7) =56

Total number of records identified
through database searches
=143

|

Total number of records after
duplicates removed
=48

|

Mumber of records title screened
=48 —

Number of records
excluded after title
screen = 12

I

Number of abstract screened

=36 —

Number of records
excluded after
abstract screen
=14

|

Number of full-text articles
assessed for eligibility = 22

Number of records
excluded from
analysis = 11

l

Number of studies included in analysis
=11
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Recovery Support Service: Recovery Community Centers

PubMed =54 EMBASE = 0 CINAHL = 72 CENTRAL = 7 PsycINFO = 85
(35+10+4+23)= (+3+0+0)=7 (46 +23+7+9) =85
72
| | | |

Total number of records identified
through database searches
=218

|

Total number of records after
duplicates removed
=128

|

Number of records title screened
=128 —

Mumber of records
excluded after title
screen = 83

|

Number of abstract screened

= 45 —

Number of records
excluded after
abstract screen
= 31

l

Number of fulltext articles
assessed for eligibility = 14

Number of records
excluded from
analysis =11

l

Number of studies included in analysis
=3

91



Recovery Support Service: Recovery Supports in Educational Settings

PubMed =8 EMBASE =71 CINAHL =132 CENTRAL = 17 PsycINFO = 254
(43 + 31 + 25 + 33) (B+4+2+3)=17 95+ 71 +44 + 44) =

=132 254

I |

Total number of records identified
through database searches
=482

|

Total number of records after
duplicates removed
=154

|

Mumber of records title screened
=154

|

Mumber of records
excluded after title
screen= 70

Number of abstract screened
=84

l

Number of records
excluded after
abstract screen
=74

Number of full-text articles
assessed for eligibility = 10

l

Number of records
excluded from
analysis =3

Number of additional included in
analysis =1

|

Number of studies included in analysis
=11
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PubMed= 1642 EMBASE = 33 CINAHL 5131 CENTRAL = 109! PsycINFO = 15811
(796 + 504 + 1916 4 (202 + 136 + 377 + (3305 + 2088 + 5210 4
1915) = 5131 377) = 1092 5209) = 15812
| | |
Total number of records identified
through database searches
=23710
Total number of records after
duplicates removed
=7211
Number of records title screened Number of records
= XX — | €XCluded after title
screen = XX
Number of abstract screened Number of records
- XX excluded after
' abstract screen
= XX
Number of full-text articles Number of records
assessed for eligibility = XX exclude_d from
analysis = XX

l

Number of additional included in

analysis = XX

I

Number of studies included in analysis

= XX
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Recovery Support Service: Recovery Housing

PubMed = 291 EMBASE = 370 CINAHL = 192 CENTRAL = 74 PsycINFO = 508
(91 + 39 + 36 + 26) (37+13+16+8) (232 + 137 + 91 + 48)
=192 =74 =508
| | | |

Total number of records identified
through database searches
=1435

|

Total number of records after
duplicates removed
=573

|

Mumber of records title screened
=565

I

Mumber of records
excluded after title
screen = 305

Number of abstract screened
=260

l

Number of records
excluded after
abstract screen
=138

Number of full-text articles
assessed for eligibility = 119

l

Number of records
excluded from
analysis = 104

Number of additional included in
analysis =3

|

Number of studies included in analysis
=18
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Recovery Support Service: Clinical Models of Continuing Care

PubMed = 986 EMBASE = 1347 CINAHL = 635 CENTRAL = 475 PsycINFO = 1955
(325 + 157 + B2 + (203 +123 + 78+ (992 + 565 + 242 +
71) =635 71) =475 156) = 1955
| | | |

Total number of records identified
through database searches
= 5398

|

Total number of records after
duplicates removed
= 1968

|

Mumber of records title screened
= 1968

|

Mumber of records
excluded after title
screen = 1448

Number of abstract screened
=520

l

Number of records
excluded after
abstract screen
=429

Number of studies included in
analysis = 57
MNumber of full-text assessed for
eligibility = 23

l

Number of records
excluded from
analysis = 14

Number of additional included in
analysis = 4

|

MNumber of studies included in analysis
= 70
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