from wearing that thing?” At the same time, she has
received considerable support from colleagues and
friends. “As much as I’ve faced ignorance and insen-
. sitivity in Connecticut, I’ve also met people who are
worldly, intetligent and sensitive.” Mona proclaims
her love for the U.S., especially for the opportunity
she has for knowledge and intellectual stimulation
and for the wonderful relationships she has made.

All her family members have moved to the
1.S., her father having been the first of the family to
settle back in the U.S. Her younger sister completed
medical school in Cairo and is in her medical resi-
dency in New Jersey. Their proximity to her is crucial
because “my family is the most important thing in the
world to me.”

Now in the second year of her postdoctoral
fellowship, she is planning for a career that would
blend academia {"I love to teach,” currently doing
s0 as an Adjunct Professor at the University of New
Haven community psychology program) and direct
service, for example, providing cultural sensitivity
trainings for professionals working with Muslim or
Arab clients. She hopes to make a contribution to
psychology by, first, bringing another international
perspective into American community psychology in
terms of other cultures and second, intervening with
now under-resourced Muslim and Arab communities
in the U.S. and encouraging others to do the same.
She notes that the U.S. mental health system is not
responsive to religious needs, so she consults with
" groups and organizations on integrating religion and
mental health. “For example, there are few measures
for Arabs’ mental health and, up to now, the literature
has been either absent or abysmal.” She is one of the
founders and associate editor of a new publication,
the Journal of Muslim Mental Health. She was quoted
in a US4 Today story as saying, “Americans don’t
understand that Muslims have the same anxieties and
anguish about terrorism as everyone else in the U.5,
At the same time, they’re being blamed for it. They’re
carrying a double burden.” Long ago, when research-
ing graduate programs in psychology, she found only
one Muslim Arab student. Although she often felt ’
alone as a Muslim- and Arab-American community
psychologist, this is changing with the addition of
several new colleagues from similar backgrounds,

The American Psychological Association
recognized her leadership (as “a dedicated clinical
researcher, a compassionate practitioner, and a force
for change in mental health service for Muslim and
Arab Americans”} with the 2006 APA/APAGS Award
for Distinguished Graduate Student in Professional
Psychology. Check Mona’s website for updated infor-
mation on her work: http:.//www.yale.edu/prch/people/
amer.htm| &

PRrEVENTION & PROMOTION—
Edited by Monica Adams & Derek Griffith

Bridging and Transitioning:

The Role of Communities in
Promoting Sustainable Recovery
from Substance Abuse

~Bryan Johnson & Yonne Hunt,
DePaul University

Relapse rates following acute treatment for
substance use disorders are substantial, This is espe-
cially true for clients with high problem severity and
chronicity, high rates of co-occurring problems, and
low family and social supports (McLellan, Lewis,
O’Brien, & Kleber, 2000). Approximately 64% of
persons entering publicly-funded treatment in the
United States have already had one or more prior
treatment episodes: 22% with 3-4 prior treatments
and 19% with 5 or more prior treatments (Office of
Applied Studies [OAS], 2005). Similarly, it is esti-
mated that between 25-35% of clients who complete
addiction treatment will be re-admitted to treatment

" within one year and 50% will be readmitted within

2-5 years (Humphreys, Moos, & Cohen, 1997).
Within the field of addictions treatment and

research, there is a growing awareness of the need to

actively promote continuing care for recovering sub-

stance users following initjal substance use disorder

treatment. The literature in this area has clearly es-
tablished a link between participation in aftercare and
enhanced treatment outcomes. The duration of con-
tinuing care, support group involvement, and partici-
pation in outpatient therapy all appear to contribute to
improved long-term treatment outcomes; the largest
treatment effects are seen among clients who partici-
pate in aftercare for at least twelve months (Ritsher,
Moos, & Finney, 2002).

Unfortunately, our current addictions treat-
ment system was not designed to manage what we
now understand to be a chronic disorder; instead, it
supports the delivery of acute interventions which are
time-limited and episode-focused, with minimal op-
portunities for continuing care post-discharge. As a
result, most clients do not begin or remain in continu-
ing care. It is estimated that only 1 in 5 clients partici-
pate in any form of aftercare following primary treat-
ment (Ito & Donovan, 1986), and strategies shown to
increase continuing care participation (e.g., the use of
a brief orientation session on continuing care, behav-
ioral contracting, telephone prompts) are not main-
stream practices in addiction treatment (Donovan,
1998). Sadly, for many individuals, sustainable recov-
ery cannot be achieved in the short span of time that
treat with the result that a substantial percentage of
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individuals experience relapse and repeated ad-
missions to acute treatment (OAS, 2005).

Alternative models of sustained recovery
management that promote participation in continuing
care are urgently needed. Most peoptle discharged from
addiction treatment are precariously balanced between
recovery and re-addiction in the weeks, months, and
even years following treatment. Data reveals that
durability of recovery from alcoholism—the point
at which risk of future lifetime relapse drops below

© 15%—is not reached until after 4-5 years of sustained

remission {De Soto, O’Donnell, & De Soto, 1989).
The recovery durability point is even longer for nar-
cotic addiction (Humphreys, Moos, & Cohen, 1997).
Moreover, from the perspective of community
psychology, this continuing care must be nested within
the natural environments in which people live out
their lives. Clients with severe substance use problems
are deeply enmeshed in cultures of addiction, an en-
trenched pattern of daily ritzals and social relationships
that sustain their addiction. The frailty of post-treat-
ment adjustment is in part due to the resurging siren
call of these rituals and relationships (White, Boyle,
& Loveland, 2004). Re-exposure to risks in the post-
treatment environment (e.g., high availability of sub-
stances, interpersonal conflict, poorly structured time,
unsupportive friends and family)} constitutes one of the
largest contributors to relapse following substance use
treatment. While the effects of acute treatment erode
rapidly over time, more proximal influences in an
individual’s environment become increasingly salient.
Put bluntly, representatives from the culture of addic-
tion conduct aggressive post-treatment monitoring and
re-intervention with individuals who have completed
treatment, while treatment providers do not. Given the
interdependent relationships that exist between indi-
viduals and their communities, the importance of an-
choring and strengthening recovery within the context
of a larger community of recovering people cannot be
overstated. Making the transition back into the commu-
nity is a vital step in fully transferring what has been
learned in treatment to one’s daily life. In this regard,
a new paradigm of addiction treatment is needed, one
which places equal emphasis on both the acute inter-
vention phase and subsequent linkage with post-treat-
ment support services in the individual’s community.

Communities of Recovery

Individuals with alcohol and other drug prob-
lems have banded together, formally or informally, for
mutual support in recovery for more than 250 years
(White, Boyle, & Loveland, 2004). One of the oldest
such communities of recovery is Alcoholics Anony-
mous (AA), a fellowship of men and women who meet
in small groups around the world to provide mutual aid
in sober living efforts (Alcoholics Anonymous, 1982).
AA, due to its large membership, geographical disper-
sion, wide adaptation to other problems, and organiza-

tional longevity has established itself as the standard by
which other recovery mutual aid groups are evaluated
(White et al., 2004). Participation in recovery support
groups has been shown to enhance long-term freatment
outcomes overall (Humphreys, 2004), and completion
of addiction treatment with recovery group involvement
is more predictive of sustained recovery than engaging
in either one alene {(Nealon-Woods, Ferrari, & Jason,
1995). Unfortunately, without ancillary support, there
is high attrition among those discharged from treatment
(Simpson, Joe, Fletcher, Hubbard, & Anglin, 1999).
Overall dropout rates in AA range between 35-68%,
with most of this attrition occurring in the first weeks
and months of contact with AA (Moos & Moos, 2003).
Two recent studies of attrition in AA participation dur-
ing the year following discharge from treatment re-
ported 41% and 40% dropout rates (Humphreys, 2004),
Though most of our knowledge about com-
munities of recovery comes from data on AA, there
is also a growing body of evidence supporting sober
living communities. One such community is the
Oxford House Group, a network of drug-free, residen-
tial settings where individuals can live among recov-
ering peers, thus maximizing their access to mutual
support as they work to develop long-term sobriety
skills. Sober living communities have been shown to
dramatically enhance long-term recovery outcomes,
particularly for clients with high problem severity
and low recovery capital. A recent study compared
the post-treatment recovery of individuals discharged
from addiction treatiment who were randomly assigned
to either an Oxford House (one of the 1,200 Oxford
Houses in the U.8.) or to traditional post-treatment “af-
tercare™ (access to outpatient continuing care groups).
The Oxford House members had less than half the rate
of substance use, twice the monthly income, and a third
of the incarceration rate of those assigned to traditional
aftercare. This is consistent with previous research
on the importance of social support in the recovery
process and suggests the need for greater linkage be-
tween addiction treatment institutions and the growing
network of sober housing resources and sober social
communities (Jason, Davis, Ferrari, & Bishop, 2001).

A Bridging and Transitioning Approach
to Sustained Recovery

In light of the positive effects that communj-
ties of recovery seem to have on treatment outcomes,
sustainable recovery may depend to a great extent on
our ability to actively link clients to indigenous sys-
tems of support beginning at the point of discharge
from primary treatment. This is the idea behind the
“bridging and transitioning™ model of recovery man-
agement. The “bridging and transitioning” approach
provides acute detoxification and stabilization, but
these services are nested within a larger and more sus-
tained continuum of pre-treatment, in-treatment, and
post-treatment recovery support services. “Bridging
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and transitioning” extends the duration of post-treat-
ment support services, intensifies these services during
windows of initial and subsequent vulnerability, and
moves the focus of recovery support from the treat-
ment environment to the natural environment of the
individual. From a clinical perspective, the process of
bridging and transitioning involves sustained and asser-
tive monitoring and feedback; peer-delivered recovery
education and coaching; ongoing linkage to indigenous
systems of support; enrichment of the post-treat-

ment recovery environment (family, social network,
school/workplace, and community); and, when neces-
sary, eatly re-intervention to minimize the harm from
telapse and to re-initiate the recovery process {Simp-
son, Joe, Fletcher, Hubbard, & Anglin, 1999), From
the client’s perspective, “bridging and transitioning”
serves to increase awareness of the sobriety benefits
associated with continuing care, and facilitates link-
age to communities of recovery following discharge
from primary treatment (White & Hagen, 2005).

‘Bridging and transitioning” extends

the duration of post-treatment support
services, intensifies these services during
wimdows of tnitial and subsequent
vulnerability, and moves the focus of
recovery support from the treatment
environment to the natural environment

of the individual.

The active linka ss that is central to
“bridging and transitioning” is designed to maximize the
chances that a given client will get “hooked in” to commu-
nity-based, continuing care, The initial phase in this pro-
cess, opening the referral, includes: (1) orienting the client
to the particular recovery support society he or she has
chosen to explore and (2) providing a direct, human con-
nection between the client and either a representative of a
recovery support organization or his or her first exposure
to meetings of that society (Nealon-Woods, Ferrari, &
Jason, 1995). The second phase in the active linkage pro-
cess is closing the referral. Whereas the first stage guided
the client into a relationship with a community of recov-
ered and recovering people, the second stage is designed
to ensure individual-group fit by assessing the strength and
durability of the relationship between the client and the
group, Such assessment can be incorporated into routine
post-treatment check-ups (White & Hagen, 2005).

Successful implementation of “bridging and
transitioning” programming also depends on the avail-
ability of ecological frameworks conducive to the knowi-
edge transfer of skills learned during acute treatment to
the natural environment. In this regard, sober living en-

vironments offer the individual a safe setting in which to
apply newly acquired skills and behaviors armong peers
who can challenge old behaviors and offer positive rein-
forcement for the new lifestyle sought. Communities can
act as an important buffer at this critical Juncture of re-
covery, allowing the recovering addict to focus on the de-
velopment of long-term sobriety skills and reunification
with family and society. For this reason, it is paramount
that community and clinical Systems remain closely con-
nected throughout the reengagement process,

' Bridging and Transitioning in Action

The first wave of “bridging and transitioning™
interventions has already arrived, with the emergence
of Peer-Based Recovery Support Services (P-BRSS).
P-BRSS are offered on a paid or volunteer basis, with
the objective of providing assistance to individuals and
families attempting to transition into a recovery-based
lifestyle following severe alcohol and other drug prob-
lems. Providers of P-BRSS may refer to themselves as
recovery coaches, peer assistants, recovery mentors, or

£ recovery support specialists. All providers offer norma-

ve guidance on the recovery experience (stage-ap-

propriate recovery education), linkage to communities

of recovery, consultation on problems encountered in
early recovery, on-going monitoring of recovery stabil-
ity, assistance with lifestyle reconstruction (e.g., sober
housing, sober leisure, ete.), and, when needed, a point
of early re-intervention into lapses or relapses. (White,
Boyle, & Loveland, 2004).

There are many models of organizing P-BRSS,
One innovative model for delivery of peer-based re-
Covery support services is exemplified by the Recovery
Community Center (RCC}, developed by the Connecti-

& cut Community of Addiction Recovery (CCAR), which

describes its RCC as follows:

A Recovery Community Center (RCC) is a recov-
ery-oriented sanctuary anchored in the heart of the
comununity. It exists (1) to put a face on addiction
recovery, (2) to build ‘recovery capital’ in individu-
als, families and communities and (G)toserveasa
physical location where CCAR can organize the local
recovery community’s ability to care. (CCAR, 2006)

The RCC moves recovery from “the church basements
to main street,” providing a venue for sober socializing,
a physical place for recovery development (i.e., linkage
10 recovery-conducive employment, recovery homes,
recovery workshops, planned leisure activities, commu-
nity service work), and acts as a medjum for connecting
people with recovery needs to people with recovery as-
sets. CCAR views its RCC as an organizational/human
bridge between the professional treatment community
and the recovery community. Whereas addiction coun-
selors and Twelve Step sponsors view their service focus
in terms of individuals/families that have sought their
help, the RCC defines its “client” as the community.
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These emerging models of recovery support
services will need to be rigorously evaluated to deter-
mine what unique combinations and sequences of ser-
vices generate the best long-term recovery outcomes.
Advocates of the “bridging and transitioning” approach
suggest that this type of sustained support may provide a
less expensive and a more clinically effective alternative
to recycling people through multiple episodes of acute
treatment (Granfield & Cloud, 1999). Future research
will determine if this new vision of continuing care is
capable of producing improved clinical outcomes and a
better stewardship of community resources. '

Call to Action

As with any paradigm shift, widespread imple-
mentation of “bridging and transitioning” programming
will likely, face some obstacles. In today’s environment
of managed care and professionalized addiction treat-
ment, relationships between treatment organizations,
local mutual recovery groups, and indigenous commu-
nity support systems have been seriously eroded (Ito &

Donovan, 1986). Furthermore, state policies, guidelines,_

licensures, and funding streams have evolved to sup-
port traditional treatment programs and, as a result, will
require some changes to support the application of more
client-centered, longer-term (e.g., 12 to 24 months), and
community-based programs (Moos & Moos, 2005). To
successtully negotiate these challenges, treatment agen-
cies and treatment professionals must be prepared to
strengthen their relationships with diverse communities
of recovery and enhance and individualize their strate-
gies for linking clients to particular communities of re-
covery (Miller & Rollnick, 1991).

We, as counselors, researchers, and educators
with expertise in community psychology, are uniquely
positioned to help facilitate these change processes
and advance this new paradigm of addiction treatment.
Through research and action, we can work to develop
community partnerships that will promote sustained
recovery through “bridging and transitioning” to com-
munity-based resources. =

References

Alcoholics Anonymous. (1982). Bvelve steps and twelve
traditions. (3rd ed)) New Yorke A A. World Services, Inc.

Connecticut Community for Addiction Recovery.
Retrieved on November 30, 2006, from http://
www.ccar.us/aboutCCAR htm

De Soto, C.B., O’Donnel, W.E., & De Soto, J.L. (1989).
Long-term recovery in alcoholics. Alcoholism:

Clinical and Experimental Research, 13, 693-697.

Denovan, D, (1998). Continuing care; Promoting
maintenance of change. In W. R. Miller, & N.
Heather (Eds.), Treating addictive behaviors (2nd
ed., pp. 317-336). New York: Plenum Press.

Granfield, R. & Cloud, W. (1999). Coming clean:
Overcoming addiction without treatment. New
York: NYU Press.

Humphreys, K. (2004). Circles of recovery: Self-help
organizations for addictions. Cambridge:
Cambridge University Press.

Humphreys, K., Moos, R. J., & Cohen, C. (1997).

Social and community resources and long-term
recovery from treated and untreated alcoholism.
Journal of Studies on Alcohol, 58(3), 231-238.

Ito, J., & Donovan, D. M. (1986). Aftercare in alcoholism
treatment: A review, In W, R. Miller, & N. Heather
(Eds.), Treating addictive behaviors: Process of
change (pp. 435-452). New York: Plenum.

Jason, L. A., Davis, M. L, Ferrari, J. R., & Bishop, P
D. (2001). Oxford House: A review of research
and implications for substance abuse recovery
and community research. Journal of Drug
Education, 31(1), 1-27,

McLellan, A.T,, Lewis, D. C., O’Brien, C. P, & Kleber, H.
D. (2000). Drug dependence, a chronic medical
illness: Implications for treatment, insurance, and
outcomes evaluation. Jowrnal of the American
Medical Association, 284(13), 1689-1695,

Miller, W. R., & Rollnick, S. (1991). Motivational
interviewing: Preparing people to change
addictive behavior. New York: Guilford Press.

Moos, R. & Moos, B. (2005). Paths of entry into
Alcoholics Anonymous: Consequences for
participation and remission. Alcoholism: Clinical
& Experimental Research, 29(10), 1858-1868.

Nealon-Woods, M., Ferrari, J., & Jason, L. (1995). Twelve-
step program use among Oxford House residents:
Spirituality or social support for sobriety? Jowrnal
of Substance Abuse, 7(3), 311-318.

Office of Applied Studies. (2005). Treatment episode
data set (TEDS): 2002. Discharges from
substance abuse treatment services (DASIS
Series S-25 No. DHHS Publication No.

{SMA] 04-3967). Rockvilte, MD: Substance
Abuse Mental Health Services Administration.
Retrieved on December 16, 2006, from hitp://
wwwdasis.samhsa.gov/teds02/2002_teds rpt dpdf

Ritsher, J. B., Moos, R. H., & Finney, J. W. (2002),
Relationship of treatment orientation
and continuing care to remission among substance
use patients. Psychiatric Services, 33, 595-601.

Simpson, D.D., Joe, G.W., Fletcher, B.W., Hubbard,
RL., & Anglin, M.D. (1999). A national evaluation
of treatment outcomes for cocaine dependence.
Archives of General Psychiatry, 56, 507-514.

White, W., Boyle, M., & Loveland, D). (2004). Recov-
ery from addiction and recovery from mental
illness: Shared and contrasting lessons. In R,
Ralph, & P. Corrigan (Eds.), Recovery and
mental iliness: Consumer visions and research
paradigms (pp. 233-258). Washington DC:
American Psychological Association.

White, W., & Hagen, R. (2005). Treatment, recovery,
community: A call for reconnection.
Counselor, 6(6), 52-56.

The Community Psychologist

Volume 40, No. 1 - 27




