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Section One: Program Profile 
 

Founded in 2012, Riverbank House offers residential recovery support 

for adult men struggling with addiction to opioids and other drugs.  The 

fully -staffed, non-clinical program accommodates up to 72 clients within 

a continuum of care:  

¶ 7-to-10-day drug withdrawal crisis stabilization  

¶ 28-day highly structured, post-detox intensive phase, with 

encouragement to extend treatment for at least 90 days1 

¶ a 90-day to 18-month extended recovery care program  

¶ long-term residential sober living of open duration 

¶ ongoing recovery coach services, training, and certification   

 

Located along the river between 

Lake Opechee and Lake 

Winnisquam within walking 

distance of downtown Laconia, 

New Hampshire, the Riverbank 

campus includes The Launch 

crisis stabilization center (9 

beds), the Riverbank House 

intensive and extended care (18 beds), The Landing sober home living 

(7 beds), The Passage sober living studio residences (20 beds), The 

Victorian transitional living (9 beds), Cottage House (4 beds), Riverside 

House (4 beds), Treehouse (1), and on-site private gym, private/public 

Nibbutu yoga studio, on-site recreation center, neighboring courtyard 

with outdoor swimming pool, a furniture re-finishing studio, and the 

flexibility for further expansion of services. 
 

1.1 
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Program Profile (cont.) 

 

Clinical partnerships and protocols have been established with local 

LDACs, urgent care, emergency care, nutritionists, and Lakes Region 

General Hospital.  Referrals are regularly made to licensed mental health 

providers for the treatment and management of co-occurring disorders. 

 

Riverbank strives to maintain a right-sized relationship between our 

recovery resources and the needs of individual clients, and we are quick 

to recognize our strengths and limitations at each level of care, in the 

context of an individual clientôs dynamic needs.  Accordingly, we defer 

or refer individuals to better matched providers when appropriate. 

 

The Riverbank House continuum of recovery care is an 

alcohol/recreational cannabis/illegal drug/non-prescribed pharmaceutical 

use abstinence-based program, and as such our program is not 

appropriate for every candidate. 

 

The National Institute on Drug Abuse 

(NIDA) promotes two pathways of 

evidence-based practice in the 

treatment of drug and alcohol addiction:  pharmacotherapy and 

behavioral therapy. 

 

The Riverbank continuum of recovery care is designed and equipped to 

implement evidence-based practice along the behavioral therapy 

pathway. As a long-term, residential, peer-supported abstinence-based 

program, we do not provide the pharmacotherapy-based services better 

facilitated by outpatient/incentive-based community programs licensed 

by the DEA for distribution of controlled substances. 
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American Society of 

Addiction Medicine  

 

Section Two:  Definition of Addiction 
 

Riverbank recovery services are deliberately designed to offer a fully 

integrated response to every ASAM-identified aspect of addiction 

disease and damage.2  Our continuum of recovery care is guided by the 

ASAMôs definition of addiction:   

 

 
 

 
 
 
 
 
 
 
 
 
 
 
 
 

Addiction is a primary, chronic disease of brain reward, motivation, 
memory and related circuitry . Addiction affects neurotransmission and 
interactions within reward structures of the brain, including the nucleus 
accumbens, anterior cingulate cortex, basal forebrain and amygdala, such that 
motivational hierarchies are altered and addictive behaviors, which may or may  
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2 Pharmacotherapy requiring DEA licensure excepted 

Addiction  is characterized by: 

A. Inability to consistently Abstain; 

B. Impairment in Behavioral control; 

C. Craving; or increased ñhungerò for drugs or 

rewarding experiences; 

D. Diminished recognition of significant problems with 

oneôs behaviors and interpersonal relationships; and 

E. A dysfunctional Emotional response. 

 



ASAM Definition of Addiction  (cont.) 

 

not include alcohol and other drug use, supplant healthy, self-care related 
behaviors. Addiction also affects neurotransmission and interactions between 
cortical and hippocampal circuits and brain reward structures, such that the 
memory of previous exposures to rewards (such as food, sex, alcohol and other 
drugs) leads to a biological and behavioral response to external cues, in turn 
triggering craving and/or engagement in addictive behaviors. 
 
The neurobiology of addiction encompasses more than the 
neurochemistry of reward. The frontal cortex of the brain and underlying 
white matter connections between the frontal cortex and circuits of reward, 
motivation and memory are fundamental in the manifestations of altered 
impulse control, altered judgment, and the dysfunctional pursuit of rewards 
(which is often experienced by the affected person as a desire to òbe normaló) 
seen in addiction--despite cumulative adverse consequences experienced from 
engagement in substance use and other addictive behaviors. The frontal lobes 
are important in inhibiting impulsivity and in assisting individuals to 
appropriately delay gratification. When persons with addiction manifest 
problems in deferring gratification, there is a neurological locus of these 
problems in the frontal cortex. Frontal lobe morphology, connectivity and 
functioning are still in the process of maturation during adolescence and young 
adulthood, and early exposure to substance use is another significant factor in 
the development of addiction. Many neuroscientists believe that developmental 
morphology is the basis that makes early-life exposure to substances such an 
important factor. 
  
Genetic factors account for about half of the likelihood that an individual will 
develop addiction. Environmental factors interact with the personõs biology 
and affect the extent to which genetic factors exert their influence. Resiliencies 
the individual acquires (through parenting or later life experiences) can affect 
the extent to which genetic predispositions lead to the behavioral and other 
manifestations of addiction. Culture also plays a role in how addiction becomes 
actualized in persons with biological vulnerabilities to the development of 
addiction. 
 
Other factors  that can contribute to the appearance of addiction, leading to its 
characteristic bio-psycho-socio-spiritual manifestations, include: 
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ASAM Definition of Addiction  (cont.)  

 

a. The presence of an underlying biological deficit in the function of reward circuits, such 
that drugs and behaviors which enhance reward function are preferred and sought as 
reinforcers; 

b. The repeated engagement in drug use or other addictive behaviors, causing 
neuroadaptation in motivational circuitry leading to impaired control over further drug use 
or engagement in addictive behaviors; 

c. Cognitive and affective distortions, which impair perceptions and compromise the ability 
to deal with feelings, resulting in significant self-deception; 

d. Disruption of healthy social supports and problems in interpersonal relationships which 
impact the development or impact of resiliencies; 

e. Exposure to trauma or stressors that overwhelm an individual’s coping abilities; 

f. Distortion in meaning, purpose and values that guide attitudes, thinking and behavior; 

g. Distortions in a person’s connection with self, with others and with the transcendent 
(referred to as God by many, the Higher Power by 12-steps groups, or higher 
consciousness by others); and 

h. The presence of co-occurring psychiatric disorders in persons who engage in substance 
use or other addictive behaviors. 

 

The power of external cues to trigger craving and drug use, as well as to 
increase the frequency of engagement in other potentially addictive behaviors, 
is also a characteristic of addiction, with the hippocampus being important in 
memory of previous euphoric or dysphoric experiences, and with the amygdala 
being important in having motivation concentrate on selecting behaviors 
associated with these past experiences. 
 
Although some believe that the difference between those who have addiction, 
and those who do not, is the quantity or frequency of alcohol/drug use, 
engagement in addictive behaviors (such as gambling or spending), or exposure 
to other external rewards (such as food or sex), a characteristic aspect of 
addiction is the qualitative way in which the individual responds to such 
exposures, stressors and environmental cues. A particularly pathological aspect 
of the way that persons with addiction pursue substance use or external rewards 
is that preoccupation with, obsession with and/or pursuit of rewards (e.g., 
alcohol and other drug use) persist despite the accumulation of adverse 
consequences. These manifestations can occur compulsively or impulsively, as a 
reflection of impaired control. 
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ASAM Definition of Addiction (cont.)  

 
Persistent risk and/or recurrence of relapse, after periods of abstinence, is 
another fundamental feature of addiction. This can be triggered by exposure to 
rewarding substances and behaviors, by exposure to environmental cues to use, 
and by exposure to emotional stressors that trigger heightened activity in 
brain stress circuits. 
  
In addiction there is a significant impairment in executive functioning , 
which manifests in problems with perception, learning, impulse control, 
compulsivity, and judgment. People with addiction often manifest a lower 
readiness to change their dysfunctional behaviors despite mounting concerns 
expressed by significant others in their lives; and display an apparent lack of 
appreciation of the magnitude of cumulative problems and complications. The 
still developing frontal lobes of adolescents may both compound these deficits 
in executive functioning and predispose youngsters to engage in òhigh riskó  
behaviors, including engaging in alcohol or other drug use. The profound drive 
or craving to use substances or engage in apparently rewarding behaviors, 
which is seen in many patients with addiction, underscores the compulsive or a 
volitional aspect of this disease. This is the connection with òpowerlessnessó 
over addiction and òunmanageabilityó of life, as is described in Step 1 of 12 
Steps programs. 
 
Addiction is more than a behavioral disorder . Features of addiction include 
aspects of a personõs behaviors, cognitions, emotions, and interactions with 
others, including a personõs ability to relate to members of their family, to 
members of their community, to their own psychological state, and to things 
that transcend their daily experience. 
 
Behavioral manifestations and complications of addiction, primarily due to 
impaired control, can include: 

a. Excessive use and/or engagement in addictive behaviors, at higher frequencies 
and/or quantities than the person intended, often associated with a persistent 
desire for and unsuccessful attempts at behavioral control; 

b. Excessive time lost in substance use or recovering from the effects of substance 
use and/or engagement in addictive behaviors, with significant adverse impact on 
social and occupational functioning (e.g. the development of interpersonal 
relationship problems or the neglect of responsibilities at home, school or work);  
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ASAM Definition of Addiction (cont.)  
 

c. Continued use and/or engagement in addictive behaviors, despite the presence of 
persistent or recurrent physical or psychological problems which may have been 
caused or exacerbated by substance use and/or related addictive behaviors; 

d. A narrowing of the behavioral repertoire focusing on rewards that are part of 
addiction; and 

e. An apparent lack of ability and/or readiness to take consistent, ameliorative action 
despite recognition of problems. 

 

Cognitive changes in addiction can include: 

a. Preoccupation with substance use; 

b. Altered evaluations of the relative benefits and detriments associated with drugs 
or rewarding behaviors; and 

c. The inaccurate belief that problems experienced in one’s life are attributable to 
other causes rather than being a predictable consequence of addiction. 

 

Emotional changes in addiction can include: 

a. Increased anxiety, dysphoria and emotional pain; 

b. Increased sensitivity to stressors associated with the recruitment of brain stress 
systems, such that “things seem more stressful” as a result; and 

c. Difficulty in identifying feelings, distinguishing between feelings and the bodily 
sensations of emotional arousal, and describing feelings to other people 
(sometimes referred to as alexithymia). 

 

The emotional aspects of addiction are quite complex. Some persons use 
alcohol or other drugs or pathologically pursue other rewards because they are 
seeking òpositive reinforcementó or the creation of a positive emotional state 
(òeuphoriaó). Others pursue substance use or other rewards because they have 
experienced relief from negative emotional states (òdysphoriaó), which 
constitutes ònegative reinforcement.ó  Beyond the initial experiences of reward 
and relief, there is a dysfunctional emotional state  present in most cases of 
addiction that is associated with the persistence of engagement with addictive 
behaviors. The state of addiction is not the same as the state of intoxication. 
When anyone experiences mild intoxication through the use of alcohol or other 
drugs, or when one engages non-pathologically in potentially addictive  
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ASAM Definition of Addiction (cont.)  
 
behaviors such as gambling or eating, one may experience a òhighó, felt as a 
òpositiveó emotional state associated with increased dopamine and opioid 
peptide activity in reward circuits. After such an experience, there is a 
neurochemical rebound, in which the reward function does not simply revert to 
baseline, but often drops below the original levels. This is usually not 
consciously perceptible by the individual and is not necessarily associated with 
functional impairments. 
 
Over time, repeated experiences with substance use or addictive behaviors are 
not associated with ever increasing reward circuit activity and are not as 
subjectively rewarding. Once a person experiences withdrawal from drug use 
or comparable behaviors, there is an anxious, agitated, dysphoric and labile 
emotional experience, related to suboptimal reward and the recruitment of 
brain and hormonal stress systems, which is associated with withdrawal from 
virtually all pharmacological classes of addictive drugs. While tolerance 
develops to the òhigh,ó tolerance does not develop to the emotional òlowó 
associated with the cycle of intoxication and withdrawal. Thus, in addiction, 
persons repeatedly attempt to create a òhighó -- but what they mostly 
experience is a deeper and deeper òlow.ó While anyone may òwantó to get 
òhighó, those with addiction feel a òneedó to use the addictive substance or 
engage in the addictive behavior in order to try to resolve their dysphoric 
emotional state or their physiological symptoms of withdrawal. Persons with 
addiction compulsively use even though it may not make them feel good, in 
some cases long after the pursuit of òrewardsó is not actually 
pleasurable.5 Although people from any culture may choose to òget highó from 
one or another activity, it is important to appreciate that addiction is not solely 
a function of choice. Simply put, addiction is not a desired condition. 
 
As addiction is a chronic disease, periods of relapse, which may interrupt spans 
of remission, are a common feature of addiction. It is also important to 
recognize that return to drug use or pathological pursuit of rewards is not 
inevitable. 
 
Clinical interventions can be quite effective in altering the course of addiction. 
Close monitoring of the behaviors of the individual and contingency 
management, sometimes including behavioral consequences for relapse 
behaviors, can contribute to positive clinical outcomes. Engagement in health  
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ASAM Definition of Addiction (cont.)  
 
promotion activities which promote personal responsibility and accountability, 
connection with others, and personal growth also contribute to recovery. It is 
important to recognize that addiction can cause disability or premature 
death, especially when left untreated or treated inadequately. 
 
The qualitative ways in which the brain and behavior respond to drug 
exposure and engagement in addictive behaviors are different at later stages of 
addiction than in earlier stages, indicating progression, which may not be 
overtly apparent. As is the case with other chronic diseases, the condition must 
be monitored and managed over time to: 

 

Decrease the frequency and intensity of relapses; 
 

 

Sustain periods of remission; and 
 

 

Optimize the personõs level of functioning during  
                                periods of remission. 

 

In some cases of addiction, medication management can improve treatment 
outcomes. In most cases of addiction, the integration of psychosocial 
rehabilitation and ongoing care with evidence-based pharmacological therapy 
provides the best results. Chronic disease management is important for 
minimization of episodes of relapse and their impact. Treatment of addiction 
saves lives. 
 
Addiction professionals and persons in recovery know the hope that is found in 
recovery. Recovery is available even to persons who may not at first be able to 
perceive this hope, especially when the focus is on linking the health 
consequences to the disease of addiction. As in other health conditions, self -
management, with mutual support, is very important in recovery from 
addiction. Peer support such as that found in various òself-helpó activities is 
beneficial in optimizing health status and functional outcomes in recovery. 

 

Reference:  http://www.asam.org/for-the-public/definition-of-addiction 
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American Society of 

Addiction Medicine 
 

 

 

Section Three:  Definition of Treatment 

 
In the delivery of addiction recovery services throughout its continuum 

of recovery care, Riverbank House adheres to the ASAM scope and 

definition of treatment: 
 

  
 

 

 

 

 

 

 

 

 

 

 

 

 

 

Reference: http://www.asam.org/research-treatment/treatment 

 

 

Treatment is the use of any planned, 

intentional intervention in the health, 

behavior, personal and/or family life of an 

individual suffering from alcoholism or 

from another drug dependency designed 

to enable the affected individual to achieve 

and maintain sobriety, physical and mental 

health, and a maximum functional ability.   



United States Department of 

Health and Human Services 

Substance Abuse and Mental 

Health Services Administration 

 
 

Section Four:  Dimensions, Definition, and 

Guiding Principles of Recovery 
 

SAMHSA delineates four major dimensions that support a life in 

recovery.  Riverbank fosters each dimension throughout its entire 

continuum of recovery care. 

 
¶ Health ðovercoming or managing oneôs disease(s) or symptomsðfor example, abstaining 

from use of alcohol, illicit drugs, and non -prescribed medications if one has an addiction 
problemðand, for everyone in recovery, making informed, healthy choices that support 
physical and emotional well-being 

¶ Homeðhaving a stable and safe place to live 

¶ Purpose ðconducting meaningful daily activities, such as a job, school volunteerism, family 
caretaking, or creative endeavors, and the independence, income, and resources to participate 
in society 

¶ Community ðhaving relationships and social networks that provide support, friendship, love, 
and hope 

Riverbank House employs SAMSHAôs 

working definition of recovery in the design, 

direction, and goals of all services offered 

throughout the entire continuum of 

addiction recovery care.   

{!aI{!Ωǎ ²hwYLbD 59CLbL¢Lhb hC w9/h±9w¸ 
 

άA process of change through which individuals improve their health and 

wellness, live a self-directed life, and strive ǘƻ ǊŜŀŎƘ ǘƘŜƛǊ Ŧǳƭƭ ǇƻǘŜƴǘƛŀƭΦέ 
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{!aI{!Ωǎ GUIDING PRINCIPLES OF RECOVERY (cont.) 
 

Additionally, Riverbank informs its services and standards of recovery 

care according to SAMSHAôs Guiding Principles of Recovery. 
 

{!aI{!Ωǎ мл D¦L5LbD twLb/Lt[9{ hC 

RECOVERY 
 

1. Recovery emerges from hope.  The belief 
that recovery is real provides the essential and 
motivating message of a better futureτthat 
people can and do overcome the internal and 
external challenges, barriers, and obstacles that 
confront them. Hope is internalized and can be 
fostered by peers, families, providers, allies, and 
others. Hope is the catalyst of the recovery 
process. 
 

2. Recovery is person-driven.  Self-
determination and self-direction are the 
foundations for recovery as individuals define 
their own life goals and design their unique 
path(s) towards those goals. Individuals optimize 

their autonomy and independence to the greatest extent possible by leading, controlling, 
and exercising choice over the services and supports that assist their recovery and 
resilience. In so doing, they are empowered and provided the resources to make informed 
decisions, initiate recovery, build on their strengths, and gain or regain control over their 
lives.  
 

3. Recovery occurs via many pathways.  Individuals are unique with distinct needs, strengths, 
preferences, goals, culture, and backgroundsτincluding trauma experienceτthat affect 
and determine their pathway(s) to recovery.  Recovery is built on the multiple capacities, 
strengths, talents, coping abilities, resources, and inherent value of each individual. 
Recovery pathways are highly personalized. They may include professional clinical 
treatment; use of medications; support from families and in schools; faith-based 
approaches; peer support; and other approaches. Recovery is nonlinear, characterized by  
continual growth and improved functioning that may involve setbacks. Because setbacks  
are a natural, though not inevitable, part of the recovery process, it is essential to foster 
resilience for all individuals and families. Abstinence from the use of alcohol, illicit drugs, 
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{!aI{!Ωǎ GUIDING PRINCIPLES OF RECOVERY (cont.) 

 
and non-prescribed medications is the goal for those with addictions. Use of tobacco and 
non-prescribed or illicit drugs is not safe for anyone. In some cases, recovery pathways can 
be enabled by creating a supportive environment.  

 
4. Recovery is holistic.  wŜŎƻǾŜǊȅ ŜƴŎƻƳǇŀǎǎŜǎ ŀƴ ƛƴŘƛǾƛŘǳŀƭΩǎ ǿƘƻƭŜ ƭƛŦŜΣ ƛƴŎƭǳŘƛng mind, body, 

spirit, and community. This includes addressing: self-care practices, family, housing, 
employment, transportation, education, clinical treatment for mental disorders and  
substance use disorders, services and supports, primary healthcare, dental care, 
complementary and alternative services, faith, spirituality, creativity, social networks, and 
community participation. The array of services and supports available should be integrated 
and coordinated.  

 

5. Recovery is supported by peers and allies.   Mutual support and mutual aid groups, 
including the sharing of experiential knowledge and skills, as well as social learning, play an 
invaluable role in recovery. Peers encourage and engage other peers and provide each 
other with a vital sense of belonging, supportive relationships, valued roles, and 
ŎƻƳƳǳƴƛǘȅΦ ¢ƘǊƻǳƎƘ ƘŜƭǇƛƴƎ ƻǘƘŜǊǎ ŀƴŘ ƎƛǾƛƴƎ ōŀŎƪ ǘƻ ǘƘŜ ŎƻƳƳǳƴƛǘȅΣ ƻƴŜ ƘŜƭǇǎ ƻƴŜΩǎ ǎŜƭŦΦ 
Peer-operated supports and services provide important resources to assist people along 
their journeys of recovery and wellness. Professionals can also play an important role in the 
recovery process by providing clinical treatment and other services that support individuals 
in their chosen recovery paths. While peers and allies play an important role for many in 
recovery, their role for children and youth may be slightly different. Peer supports for 
families are very important for children with behavioral health problems and can also play a 
supportive role for youth in recovery.  

 

6. Recovery is supported through relationship and social networks.  An important factor in 
ǘƘŜ ǊŜŎƻǾŜǊȅ ǇǊƻŎŜǎǎ ƛǎ ǘƘŜ ǇǊŜǎŜƴŎŜ ŀƴŘ ƛƴǾƻƭǾŜƳŜƴǘ ƻŦ ǇŜƻǇƭŜ ǿƘƻ ōŜƭƛŜǾŜ ƛƴ ǘƘŜ ǇŜǊǎƻƴΩǎ 
ability to recover; who offer hope, support, and encouragement; and who also suggest 
strategies and resources for change. Family members, peers, providers, faith groups, 
community members, and other allies form vital support networks. Through these 
relationships, people leave unhealthy and/or unfulfilling life roles behind and engage in new 
roles (e.g., partner, caregiver, friend, student, employee) that lead to a greater sense of 
belonging, personhood, empowerment, autonomy, social inclusion, and community 
participation.  

 

7. Recovery is culturally-based and influenced.  Culture and cultural background in all of its 
diverse representationsτincluding values, traditions, and beliefsτ are keys in determining 
ŀ ǇŜǊǎƻƴΩǎ ƧƻǳǊƴŜȅ ŀƴŘ ǳƴƛǉǳŜ ǇŀǘƘǿŀȅ ǘƻ ǊŜŎƻǾŜǊȅΦ {ŜǊǾƛŎŜǎ ǎƘƻǳƭŘ ōŜ ŎǳƭǘǳǊŀƭƭȅ ƎǊƻǳƴŘŜŘΣ 
attuned, sensitive, congruent, and competent, as well as personalized to meet each 
ƛƴŘƛǾƛŘǳŀƭΩǎ ǳƴƛǉǳŜ ƴŜŜŘǎΦ 
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{!aI{!Ωǎ GUIDING PRINCIPLES OF RECOVERY (cont.) 

 
8. Recovery is supported by addressing trauma.  The experience of trauma (such as physical 

or sexual abuse, domestic violence, war, disaster, and others) is often a precursor to or 
associated with alcohol and drug use, mental health problems, and related issues. Services 
and supports should be trauma-informed to foster safety (physical and emotional) and 
trust, as well as promote choice, empowerment, and collaboration.  

 
9. Recovery involves individual, family, and community strengths and responsibility.   

Individuals, families, and communities have strengths and resources that serve as a  
foundation for recovery. In addition, individuals have a personal responsibility for their own 
self-care and journeys of recovery. Individuals should be supported in speaking for 
themselves. Families and significant others have responsibilities to support their loved ones, 
especially for children and youth in recovery. Communities have responsibilities to provide 
opportunities and resources to address discrimination and to foster social inclusion and 
recovery. Individuals in recovery also have a social responsibility and should have the ability 
to join with peers to speak collectively about their strengths, needs, wants, desires, and 
aspirations.  

 

10. Recovery is based on respect. Community, systems, and societal acceptance and 
appreciation for people affected by mental health and substance use problemsτincluding 
protecting their rights and eliminating discriminationτare crucial in achieving recovery. 
There is a need to acknowledge that taking steps towards recovery may require great 
courage. Self-acceptance, developing a positive and meaningful sense of identity, and 
ǊŜƎŀƛƴƛƴƎ ōŜƭƛŜŦ ƛƴ ƻƴŜΩǎ ǎŜƭŦ ŀǊŜ Ǉŀrticularly important.  
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Section 5: Assessment Thresholds Upon Intake 
 

In utilizing Best Practices and Principles recommended by both The 

National Institute on Drug Abuse (NIDA) and the Substance Abuse and 

Mental Health Services Administration (SAMHSA), Riverbank is 

diligent in the thorough screening of candidates and in determining best 

placement for admission within our continuum of recovery care.  Careful 

assessment of admission thresholds in areas of medical, physical, 

mental, and emotional health, as well as status within supportive social 

networks and the criminal justice system, help gauge whether the diverse 

needs of an individual can be met within the Riverbank continuum of 

recovery care or whether a more acute care setting would be appropriate. 

 

Riverbank admission assessment data gathering includes, but is not 

limited to: 

Do you feel this a medical emergency or do you feel you are an immediate threat to yourself or others?  

***   STOP HERE AND TELL THE PERSON TO CALL 911 IF THE ANSWER IS YES   ***  

What kind of help are you looking for? _____________________________________________ 

When did you last use drugs or alcohol? _____________________________________________ 

What drugs (including alcohol) do/did you misuse? ___________________________________ 

Are you willing to stop using all of them, including alcohol?  ____________________________ 

Are you looking for long-term replacement treatment, such as a methadone clinic? ___________ 

Are you court ordered to enter treatment for addiction? ________________________________ 

How much of each substance have/had you been using per day?  _________________________ 

Have you used drugs intravenously? ________ 

Have you been to detox before?  __________________________________________________    

     Have you ever left detox before completion?  _____________________________________ 

Have you been in extended treatment, such as a 28 day program?  _______________________ 

     Name of facility/treatment center _______________________________________________ 

     Reason for leaving?  __________________________________________________________ 

Are you currently on replacement treatment for addiction (methadone, suboxone, etc.)? _______ 

5.1 



Admission Assessment Thresholds (cont.) 

Are you currently on any prescribed medication? _____________________________________ 

What is your recovery history?  Detox, 28-day, sober house?  How many times?  How recently?  

______________________________________________________________________________ 

Are you familiar with AA/NA?  ___________________________________________________ 

Is there any reason you would be resistant to working the 12 steps? _______________________ 

We encourage diverse forms of spirituality ï are you interested in Yoga, Meditation, the 

principles of Buddhism? ____________________________________________________________________ 

Have you been diagnosed with a psychiatric disorder?  _________________________________ 

          If yes, are you being treated for that disorder?  ___________________________________ 

          By whom? _______________________________________________________________ 

Do you have a history of suicide attempts?  __________________________________________ 

Are you having suicidal thoughts? __________________________________________________ 

Do you have a history of violence?  _________________________________________________ 

Do you have anger management issues? _____________________________________________ 

Do you have physical limitations? __________________________________________________ 

Do you have disabilities other than addiction?   _______________________________________ 

Have you served in the US Military?  _______________________________________________ 

            Are you a combat veteran? _________________________________________________ 

Do you have ongoing health issues?  ________________________________________________ 

Have you ever been treated for MRSA (antibiotic resistant infection)?  _____________________ 

Have you been tested or treated for Hep C? __________ HIV?   ____________ 

Have you ever suffered a pulmonary embolism, blood clot, or stroke?  _____________________ 

Have you ever been diagnosed with endocarditis (infection in the inner lining of the heart)? ____ 

Do you have a history of seizures? _________________________________________________ 

Do you have any acute dental problems, infections, abscess, pain? ________________________ 

Do you have any food allergies or special dietary requirements? __________________________ 

Do you have any outstanding legal issues such as outstanding warrants, pending criminal charges 

or upcoming court dates? _________________________________________________________ 

Have you been incarcerated? ______________________________________________________ 

 If so, charges, location and duration:  _________________________________________ 
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Admission Assessment Thresholds (cont.) 

Are you on probation, parole, suspended sentence? ____________________________________ 

Would entering addiction treatment in NH violate the terms of your probation or parole? ______ 

Are you required to register as a sex offender in any state? ______________________________ 

Are you required to register as an arsonist in any state? _________________________________   

Can you describe the nature and strength of your primary relationships?  ___________________ 

Who will be supportive of your recovery?  Mother, father, siblings, spouse or partner, counselor, 

other? ________________________________________________________________________ 

Are you subject to an Order of Protection by the courts?  (Restraining order) _____________ 

SUPPORT CONTACT PERSON: _________________________________________________ 

EMERGENCY CONTACT PERSON:  ____________________________________________ 

Who would transport you to the appropriate Riverbank program phase? (with the understanding 

that guests may not keep personal vehicle on property? _________________________________ 

*********************************  

Review policies on: 

Communication Blackout (phone/internet) _______________________ 

 ----for entire stay at The Launch ___________/for first 28 days at RBH_________  

Random drug testing:  _________ 

Random room/property search __________ 

Curfews and restrictions: _________________________________ 

Romantic relationship policy: ______________________________ 
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Section 6: Medically Prescribed Withdrawal 

Management Protocol 

 
The Launch at Riverbank, the earliest service in our continuum of care, 

provides residential supervision and recovery support during drug 

detoxification.  Generally, the process of opiate withdrawal does not 

require acute care hospitalization; opioid withdrawal reactions can be 

very uncomfortable but are not life-threatening.3  Men undergoing drug 

withdrawal and detoxification can benefit from crisis stabilization care 

that mitigates discomforts while optimizing every opportunity to initiate 

and encourage engagement in addiction treatment.  Most importantly, 

crisis stabilization, supervision, and support throughout drug withdrawal 

provides a safety net against impulsive relapse leading to overdose risk 

(an increased risk given that any period of drug withdrawal lowers drug 

tolerance).  

The American Medical Association Journal of Ethics4 breaks the 

process of opioid withdrawal into three distinct categories:  

psychological, physical, and post-acute. 

1. Psychological consequences include:  

¶ anxiety  

¶ insomnia  

¶ depressed mood with suicidal ideation 

¶ fatigue 

¶ anhedonia (inability to feel pleasure) 

¶ problems with concentration 
 

6.1 
                                                           
3 The American Society of Addiction Medicine, in its 2005 public policy statement, calls mortality from 

opioid withdrawal negligible. 
4 Miller, NS. TREATMENT OF DEPENDENCE ON OPIATE MEDICATIONS AMA Journal of Ethics January 2004 

Volume 6, Number 1 

 



Withdrawal Management Protocol (cont.) 

2. Physical symptoms of withdrawal include: 

¶ dysphoria (lack of positive emotion)            ǒ  nausea 

¶ vomiting                                                        ǒ  joint pain 

¶ back pain                                                       ǒ  muscle aches                             

¶ anxiety and agitation                                     ǒ  sweating  

¶ lacrimation (increased tearing)                     ǒ  fever                 

¶ rhinorrhea (runny nose)                                ǒ  diarrhea 

¶ dilated pupils                                                ǒ   restlessness 

¶ yawning                                                        ǒ   tremors 

¶ insomnia                                                       ǒ   muscle spasms 

¶ intense cravings for opiates                          ǒ   abdominal cramping 

¶ goose bumps and chills                                ǒ   tachycardia (fast heartbeat) 
 

3. Additionally, most opiate addicts will suffer from post-acute 

withdrawal syndrome (PAWS) which can last for months and 

includes: 

¶ insomnia 

¶ irritability  

¶ fatigue 

¶ drug craving 

¶ sweating 

¶ dysphoria 

¶ erratic emotional displays 

¶ altered sexual function 

 
 

The Launch staff monitors symptom progression and regression, 

educates and reassures clients about the inevitable withdrawal process, 

lends empathy and encouragement through the physical and 

psychological challenges of separation from opioids, and engages clients 

in wellness and recovery-related activity at the earliest opportunity.   

Upon a clientôs admission to The Launch, our off-site urgent care  
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Withdrawal Management Protocol (cont.) 

 

partners conduct a medical assessment and prescribe a pharmaceutical 

protocol in response to the anticipated symptoms and discomforts of 

drug withdrawal. 

The medically prescribed withdrawal management protocol includes 

four primary medications that are self-administered by clients over a 

period of several days.  The Launch is equipped with a state-of-the-art 

medication security system and staff specifically trained in the 

supervision of self-administration and prescription drug security.  

Medications, determined by evidenced-based practice in the 

management of opioid withdrawal include: 

ƷClonodine:  Typically prescribed for the stabilization of blood 

pressure, clonidine at higher doses is proven to aid in drug 

detoxification.  Multiple studies have indicated that clonidine eases the 

craving of opiates while calming the hyperactivity of certain 

neurotransmitters exhibited during opiate withdrawal.  Off-label, 

clonidine is often prescribed to aid in smoking cessation, mitigate 

restless leg syndrome, and dampen psychosis.  

ƷLorazepam: A benzodiazepine, lorazepam works at the GABA A 

receptor and is prescribed to ease agitation, anxiety, and insomnia.  As 

adjuvant therapy during opioid withdrawal, lorazepam also aids in the 

relief of muscle cramps and nausea. 

ƷDicyclomine: Typically prescribed to treat irritable bowel syndrome, 

dicyclomine, an antispasmodic, helps to stabilize digestion and mitigate 

abdominal cramping associated with opioid withdrawal. 

ƷTrazodone:  Prescribed during drug withdrawal to help with sleep 

disturbance, trazodone, an antidepressant, has been linked to decreased 

anxiety and aggression in multiple studies.   
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Section 7: Biophysical Benchmarks During 

Drug Withdrawal:  Vital Signs and Well-being 

Monitored by trained Recovery Care Staff 

 
Normal range: 

____ Temperature under 101 

____ Pulse under 120 beats per minute 

____ Blood pressure under 160 over 120 at rest 

____ Respiration 12 to 26 breaths per minute 

 

               Medical care range: 

____Temp greater than 101  

____ Elevated pulse such as a heart rate greater than one 120 beats per       

             minute or arrhythmia  

____ Blood pressure greater than 160 over 120 

____ Respiration rate greater than 26 breaths per minute  

____ Shortness of breath  

____ Seizure 

____ Persistent vomiting  

____ Vomiting of blood 

____ Ingestion of vomit into lungs 

____ Persistent insomnia 

____ Gross disorientation, hallucination, psychosis 

____ Sudden chest pain or other sign of coronary distress  

____ Severe abdominal pain 

____ Head injury or any trauma other than minor 

____ Jaundice 

____ Unconscious and not arousable 

____ Progressively worsening tremors 

____ Uncontrollable violence 

____ Suicidal or homicidal ideations or attempts 

____ Marked change in mental status such as extreme agitation, panic,            

               aggression  

____ Cutting, burning, self-mutilation 

____ Other ________________________________________________ 
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Principles of Effective 

Treatment 
  

Section 8:  Principles of Effective Treatment 

 

Throughout its continuum of recovery care, Riverbank practices and 

applies the principles of effective treatment delineated by the National 

Institute of Healthôs National Institute on Drug Abuse. 

 

1. Addiction is a complex but treatable disease that affects brain function and 
behavior.  Drugs of abuse alter the brain’s structure and function, resulting in changes that 
persist long after drug use has ceased. This may explain why drug abusers are at risk for 
relapse even after long periods of abstinence and despite the potentially devastating 
consequences. 

2. No single treatment is appropriate for everyone.  Treatment varies depending on the 
type of drug and the characteristics of the patients. Matching treatment settings, 
interventions, and services to an individual’s particular problems and needs is critical to his 
or her ultimate success in returning to productive functioning in the family, workplace, and 
society. 

3. Treatment needs to be readily available.  Because drug-addicted individuals may be 
uncertain about entering treatment, taking advantage of available services the moment 
people are ready for treatment is critical. Potential patients can be lost if treatment is not 
immediately available or readily accessible. As with other chronic diseases, the earlier 
treatment is offered in the disease process, the greater the likelihood of positive outcomes. 

4. Effective treatment attends to multiple needs of the individual, not just his or her drug 
abuse.  To be effective, treatment must address the individual’s drug abuse and any 
associated medical, psychological, social, vocational, and legal problems. It is also 
important that treatment be appropriate to the individual’s age, gender, ethnicity, and 
culture. 

5. Remaining in treatment for an adequate period of time is critical.  The appropriate 
duration for an individual depends on the type and degree of the patient’s problems and 
needs. Research indicates that most addicted individuals need at least 3 months in 
treatment to significantly reduce or stop their drug use and that the best outcomes occur 
with longer durations of treatment. Recovery from drug addiction is a long-term process and 
frequently requires multiple episodes of treatment. As with other chronic illnesses, relapses 
to drug abuse can occur and should signal a need for treatment to be reinstated or adjusted. 
Because individuals often leave treatment prematurely, programs should include strategies 
to engage and keep patients in treatment. 
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Principles of Effective Treatment (cont.) 

 
6. Behavioral therapiesðincluding individual, family, or group counselingðare the most 

commonly used forms of drug abuse treatment.   Behavioral therapies vary in their focus 
and may involve addressing a patient’s motivation to change, providing incentives for 
abstinence, building skills to resist drug use, replacing drug-using activities with constructive 
and rewarding activities, improving problem-solving skills, and facilitating better 
interpersonal relationships. Also, participation in group therapy and other peer support 
programs during and following treatment can help maintain abstinence. 
 

7. Medications are an important element of treatment for many patients, especially when 
combined with counseling and other behavioral therapies.  For example, methadone, 
buprenorphine, and naltrexone (including a new long-acting formulation) are effective in 
helping individuals addicted to heroin or other opioids stabilize their lives and reduce their 
illicit drug use. Acamprosate, disulfiram, and naltrexone are medications approved for 
treating alcohol dependence. For persons addicted to nicotine, a nicotine replacement 
product (available as patches, gum, lozenges, or nasal spray) or an oral medication (such 
as bupropion or varenicline) can be an effective component of treatment when part of a 
comprehensive behavioral treatment program.5   

8. An individual's treatment and services plan must be assessed continually and 
modified as necessary to ensure that it meets his or her changing needs.  A patient 
may require varying combinations of services and treatment components during the course 
of treatment and recovery. In addition to counseling or psychotherapy, a patient may require 
medication, medical services, family therapy, parenting instruction, vocational rehabilitation, 
and/or social and legal services. For many patients, a continuing care approach provides the 
best results, with the treatment intensity varying according to a person’s changing needs. 

9. Many drug-addicted individuals also have other mental disorders.  Because drug 
abuse and addiction—both of which are mental disorders—often co-occur with other mental 
illnesses, patients presenting with one condition should be assessed for the other(s). And 
when these problems co-occur, treatment should address both (or all), including the use of 
medications as appropriate. 

10. Medically assisted detoxification is only the first stage of addiction treatment and by 
itself does little to change long-term drug abuse.  Although medically assisted 
detoxification can safely manage the acute physical symptoms of withdrawal and can, for 
some, pave the way for effective long-term addiction treatment, detoxification alone is rarely 
sufficient to help addicted individuals achieve long-term abstinence. Thus, patients should 
be encouraged to continue drug treatment following detoxification. Motivational 
enhancement and incentive strategies, begun at initial patient intake, can improve treatment 
engagement. 

11. Treatment does not need to be voluntary to be effective.  Sanctions or enticements from 
family, employment settings, and/or the criminal justice system can significantly increase 
treatment entry, retention rates, and the ultimate success of drug treatment interventions. 
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5 At this time, the Riverbank approach to recovery is abstinence-based and is therefore not appropriate 

placement for those receiving opioid replacement therapy. 



Principles of Effective Treatment (cont.) 

 

12. Drug use during treatment must be monitored continuously, as lapses during 
treatment do occur.  Knowing their drug use is being monitored can be a powerful 
incentive for patients and can help them withstand urges to use drugs. Monitoring also 
provides an early indication of a return to drug use, signaling a possible need to adjust an 
individual’s treatment plan to better meet his or her needs. 

13. Treatment programs should test patients for the presence of HIV/AIDS, hepatitis B 
and C, tuberculosis, and other infectious diseases as well as provide targeted risk-
reduction counseling, linking patients to treatment if necessary.   Typically, drug abuse 
treatment addresses some of the drug-related behaviors that put people at risk of infectious 
diseases. Targeted counseling focused on reducing infectious disease risk can help patients 
further reduce or avoid substance-related and other high-risk behaviors. Counseling can 
also help those who are already infected to manage their illness. Moreover, engaging in 
substance abuse treatment can facilitate adherence to other medical treatments. Substance 
abuse treatment facilities should provide onsite, rapid HIV testing rather than referrals to 
offsite testing—research shows that doing so increases the likelihood that patients will be 
tested and receive their test results. Treatment providers should also inform patients that 
highly active antiretroviral therapy (HAART) has proven effective in combating HIV, including 
among drug-abusing populations, and help link them to HIV treatment if they test positive.6   
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6 At this time, Riverbank does not provide on-site, rapid HIV testing; however, testing can be arranged 

with our medical partners prior to admission. 



Section 9:  Evidence-based Practice 

 

Riverbank House applies Best Practices in addiction recovery services 

and utilizes Evidence-based Practice in the design, implementation, and 

direction of its curriculum, daily schedule, routines, policies, 

expectations, treatment progression, and referrals to clinical and medical 

partners. 

Examples of Evidence-based Practice integration include -- but are not 

limited to:  

 
daily yoga   meditation   mindfulness   relapse prevention  exploration of 

spiritual pathways  12-Step Facilitation  12-step sponsorship  12-step meeting 

involvement expectations  goal setting   random drug testing   relapse 

response protocols  executive functioning exercises in finances and life skills  

social network deficit and capital assessment and awareness   nutrition 

instruction  Omega 3 intake  anaerobic and aerobic activity  strength and 

flexibility training  peer support and peer coaching (receptively and actively)  

sleep stabilization techniques  smoking cessation  eco-therapy  novel 

experience and memory building  self-identity and self-concept assessment  

willingness to change opportunity and encouragement  impulse control and 

emotional regulation workshops  introduction to recovery advocacy  safe 

living practices and awareness  technologically-assisted self-assessment  sober 

living options  canine therapy  first, second, and third wave behavioral 

therapies 

A brief sample of evidence-based resources which have informed our 

best practices throughout our addiction recovery care continuum: 

Bowen S, Witkiewitz K, Clifasefi SL, Grow J, Chawla N, Hsu SH, Carroll HA, Harrop E, Collins SE, Lustyk 
MK, Larimer ME. (2014) άRelative Efficacy Of Mindfulness-Based Relapse Prevention, Standard Relapse 
Prevention, And Treatment As Usual For Substance Use Disorders: A Randomized Clinical Trial.έ; JAMA 
Psychiatry.71(5):547-556. doi:10.1001/jamapsychiatry.2013.4546. 
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http://www.ncbi.nlm.nih.gov/pubmed/?term=Bowen%20S%5BAuthor%5D&cauthor=true&cauthor_uid=24647726
http://www.ncbi.nlm.nih.gov/pubmed/?term=Witkiewitz%20K%5BAuthor%5D&cauthor=true&cauthor_uid=24647726
http://www.ncbi.nlm.nih.gov/pubmed/?term=Clifasefi%20SL%5BAuthor%5D&cauthor=true&cauthor_uid=24647726
http://www.ncbi.nlm.nih.gov/pubmed/?term=Grow%20J%5BAuthor%5D&cauthor=true&cauthor_uid=24647726
http://www.ncbi.nlm.nih.gov/pubmed/?term=Chawla%20N%5BAuthor%5D&cauthor=true&cauthor_uid=24647726
http://www.ncbi.nlm.nih.gov/pubmed/?term=Hsu%20SH%5BAuthor%5D&cauthor=true&cauthor_uid=24647726
http://www.ncbi.nlm.nih.gov/pubmed/?term=Carroll%20HA%5BAuthor%5D&cauthor=true&cauthor_uid=24647726
http://www.ncbi.nlm.nih.gov/pubmed/?term=Harrop%20E%5BAuthor%5D&cauthor=true&cauthor_uid=24647726
http://www.ncbi.nlm.nih.gov/pubmed/?term=Collins%20SE%5BAuthor%5D&cauthor=true&cauthor_uid=24647726
http://www.ncbi.nlm.nih.gov/pubmed/?term=Lustyk%20MK%5BAuthor%5D&cauthor=true&cauthor_uid=24647726
http://www.ncbi.nlm.nih.gov/pubmed/?term=Lustyk%20MK%5BAuthor%5D&cauthor=true&cauthor_uid=24647726
http://www.ncbi.nlm.nih.gov/pubmed/?term=Larimer%20ME%5BAuthor%5D&cauthor=true&cauthor_uid=24647726


Evidence-based Practice (cont.) 

 
Kelly, J. F., Greene, M. C., Bergman, B., Hoeppner, B. B., & Slaymaker, V. (2015). άThe Sponsor Alliance 
Inventory: Assessing the Therapeutic Bond Between 12-Step Attendees and Their Sponsors.έ Alcohol 
Alcohol. doi:10.1093/alcalc/agv071. 
 
Muller AE, Clausen T. (201рύΦ άDǊƻǳǇ ŜȄŜǊŎƛǎŜ ǘƻ ƛƳǇǊƻǾŜ ǉǳŀƭƛǘȅ ƻŦ ƭƛŦŜ ŀƳƻƴƎ ǎǳōǎǘŀƴŎŜ ǳǎŜ ŘƛǎƻǊŘŜǊ 
ǇŀǘƛŜƴǘǎΦέ Scand J Public Health. 2015 Mar;43(2):146-52. doi: 10.1177/1403494814561819. Epub 2014 
Dec 19. 
 
Kelly JF, Greene MC, Bergman BG. (2014). άDo Drug-Dependent Patients Attending Alcoholics 
Anonymous Rather than Narcotics Anonymous Do As Well? A Prospective, Lagged, Matching Analysis.έ 
Alcohol Alcohol. 2014 Nov;49(6):645-53. doi: 0.1093/alcalc/agu066. Epub 2014 Oct 7. 
 
DecƪŜǊΣ YtΣ tŜƎƭƻǿΣ {[Σ {ŀƳǇƭŜǎΣ /wΦ όнлмпύΦ άParticipation in a novel treatment component during 
ǊŜǎƛŘŜƴǘƛŀƭ ǎǳōǎǘŀƴŎŜ ǳǎŜ ǘǊŜŀǘƳŜƴǘ ƛǎ ŀǎǎƻŎƛŀǘŜŘ ǿƛǘƘ ƛƳǇǊƻǾŜŘ ƻǳǘŎƻƳŜΥ ŀ Ǉƛƭƻǘ ǎǘǳŘȅΦέ 
Addict Sci Clin Pract. 2014; 9(1): 7. Published online 2014 May 16. doi:  10.1186/1940-0640-9-7 
 
Participating in 12-step programs has been associated with drug and alcohol abstinence in the short-
term (Chi, Kaskutas, Sterling, Campbell, & Weisner, 2009) as well as longer term recovery (Kelly, Stout, 
Zywiak, & Schneider, 2006; Kissin, McLeod, & McKay, 2003; Moos & Moos, 2006;Morgenstern, Labouvie, 
McCrady, Kahler, & Frey, 1997).  
 
YŜƭƭȅΣ WCΣ aŀƎƛƭƭΣ aΦΣ {ǘƻǳǘΣ w[Φ όнллфύΦ άIƻǿ Řƻ ǇŜƻǇƭŜ ǊŜŎover from alcohol dependence? A systematic 
review of the research on mechanisms of behavior change in Alcoholics Anonymous.έ Addiction 
Research and Theory June 2009; 17(3): 236ς259. 
 
Schellhas L, Ostafin BD, Palfai TP, de Jong PJ.όнлмсύΦ άHow to think about your drink: Action-
identification and the relation between mindfulness ŀƴŘ ŘȅǎŎƻƴǘǊƻƭƭŜŘ ŘǊƛƴƪƛƴƎΦέ Addict Behav. 2016 
May;56:51-6. doi: 10.1016/j.addbeh.2016.01.007. Epub 2016 Jan 14. 
 
Khanna S, Greeson JMΣ όнлмоύΦ άA narrative review of yoga and mindfulness as complementary therapies 
for ŀŘŘƛŎǘƛƻƴΦέ Complement Ther Med. 2013 Jun;21(3):244-52. doi: 10.1016/j.ctim.2013.01.008. Epub 
2013 Feb 23. 
 
Wang D, Wang Y, Wang Y, Li R, Zhou CΦ όнлмпύΦ άImpact of physical exercise on substance use disorders: 
a meta-ŀƴŀƭȅǎƛǎΦέ PLoS One. 2014 Oct 16;9(10):e110728. doi: 10.1371/journal.pone.0110728. eCollection 
2014. 
 
Cook, S., Heather, N., & McCambridge, J. (2015). άPosttreatment motivation and alcohol treatment 
outcome 9 months later: findings from structural equation modeling.έ J Consult Clin Psychol, 83(1), 232-
237. doi: 10.1037/a0037981 

 

 

 

9.2 

http://www.ncbi.nlm.nih.gov/pubmed/?term=The+Sponsor+Alliance+Inventory%3A+Assessing+the+therapeutic+bond+between+12-step+attendees+and+their+sponsors
http://www.ncbi.nlm.nih.gov/pubmed/?term=The+Sponsor+Alliance+Inventory%3A+Assessing+the+therapeutic+bond+between+12-step+attendees+and+their+sponsors
http://www.ncbi.nlm.nih.gov/pubmed/?term=Muller%20AE%5BAuthor%5D&cauthor=true&cauthor_uid=25527637
http://www.ncbi.nlm.nih.gov/pubmed/?term=Clausen%20T%5BAuthor%5D&cauthor=true&cauthor_uid=25527637
http://www.ncbi.nlm.nih.gov/pubmed/25527637
http://www.ncbi.nlm.nih.gov/pubmed/?term=Kelly%20JF%5BAuthor%5D&cauthor=true&cauthor_uid=25294352
http://www.ncbi.nlm.nih.gov/pubmed/?term=Greene%20MC%5BAuthor%5D&cauthor=true&cauthor_uid=25294352
http://www.ncbi.nlm.nih.gov/pubmed/?term=Bergman%20BG%5BAuthor%5D&cauthor=true&cauthor_uid=25294352
http://www.ncbi.nlm.nih.gov/pubmed/?term=25294352
http://dx.doi.org/10.1186%2F1940-0640-9-7
http://www.ncbi.nlm.nih.gov/pmc/articles/PMC2722376/
http://www.ncbi.nlm.nih.gov/pubmed/16899041
http://www.ncbi.nlm.nih.gov/pubmed/16899041
http://psycnet.apa.org/psycinfo/2003-99854-007
http://www.mentalhealth.va.gov/providers/sud/selfhelp/docs/7_moos_and_moos_2006.pdf
http://www.ncbi.nlm.nih.gov/pubmed/9337496
http://www.ncbi.nlm.nih.gov/pubmed/9337496
http://www.ncbi.nlm.nih.gov/pubmed/?term=Schellhas%20L%5BAuthor%5D&cauthor=true&cauthor_uid=26812278
http://www.ncbi.nlm.nih.gov/pubmed/?term=Ostafin%20BD%5BAuthor%5D&cauthor=true&cauthor_uid=26812278
http://www.ncbi.nlm.nih.gov/pubmed/?term=Palfai%20TP%5BAuthor%5D&cauthor=true&cauthor_uid=26812278
http://www.ncbi.nlm.nih.gov/pubmed/?term=de%20Jong%20PJ%5BAuthor%5D&cauthor=true&cauthor_uid=26812278
http://www.ncbi.nlm.nih.gov/pubmed/26812278
http://www.ncbi.nlm.nih.gov/pubmed/?term=Khanna%20S%5BAuthor%5D&cauthor=true&cauthor_uid=23642957
http://www.ncbi.nlm.nih.gov/pubmed/?term=Greeson%20JM%5BAuthor%5D&cauthor=true&cauthor_uid=23642957
http://www.ncbi.nlm.nih.gov/pubmed/23642957
http://www.ncbi.nlm.nih.gov/pubmed/?term=Wang%20D%5BAuthor%5D&cauthor=true&cauthor_uid=25330437
http://www.ncbi.nlm.nih.gov/pubmed/?term=Wang%20Y%5BAuthor%5D&cauthor=true&cauthor_uid=25330437
http://www.ncbi.nlm.nih.gov/pubmed/?term=Wang%20Y%5BAuthor%5D&cauthor=true&cauthor_uid=25330437
http://www.ncbi.nlm.nih.gov/pubmed/?term=Li%20R%5BAuthor%5D&cauthor=true&cauthor_uid=25330437
http://www.ncbi.nlm.nih.gov/pubmed/?term=Zhou%20C%5BAuthor%5D&cauthor=true&cauthor_uid=25330437
http://www.ncbi.nlm.nih.gov/pubmed/25330437


Evidence-based Practice (cont.) 

 
McKay JR, Weiss RVΦ όнллмύΦ άA review of temporal effects and outcome predictors in substance abuse 
treatment studies with long-term follow-ups. Preliminary results and methodological issuesΦέ Eval 
Rev. 2001 Apr;25(2):113-61. 
 
Polcin DL, Korcha R.(2015). άaƻǘƛǾŀǘƛƻƴ ǘƻ Ƴŀƛƴǘŀƛƴ ǎƻōǊƛŜǘȅ ŀƳƻƴƎ ǊŜǎƛŘŜƴǘǎ ƻŦ ǎƻōŜǊ ƭƛǾƛƴƎ ǊŜŎƻǾŜǊȅ 
ƘƻƳŜǎΦέ Subst Abuse Rehabil. 2015 Sep 11;6:103-11. doi: 10.2147/SAR.S89361. eCollection 2015. 
 
Neale, J., Panebianco, D., Finch, E., Marsden, J., Mitcheson, L., Rose, D., . . . Wykes, T. (2015). Emerging 
consensus on measuring addiction recovery: Findings from a multi-stakeholder consultation exercise. 
Drugs: Education, Prevention and Policy, 1-10. doi:10.3109/09687637.2015.1100587 
 

 Note:  The recovery indicators are worth noting because they mirror the goals of Riverbank 
IƻǳǎŜΩǎ ŎƻƴǘƛƴǳǳƳ ƻŦ ǊŜŎƻǾŜǊȅ ŎŀǊŜΥ Not experiencing cravings. Taking care of mental health. 
Coping with problems without turning to drugs/alcohol. Feeling emotionally stable and secure. 
Feeling like a worthwhile person. Taking care of physical health. Managing pains and ill-health 
without misusing drugs/alcohol. Taking care of appearance. Eating a good diet. Sleeping well. 
Getting on well with people. Feeling supported by people. Having stable housing. Having a regular 
income (from benefits, work, other legal sources). Managing money well. Having a good daily 
routine. Going to appointments. Spending free time on hobbies/interest that do not involve 
drugs/alcohol. Participation in education, training or work (paid or voluntary). Feeling happy with 
overall quality of life. Feeling positive. Having realistic hopes and goals for oneself. Being treated 
with respect and consideration by other people. Treating others with respect and consideration. 
Being honest and law-abiding. Trying to help and support other people. 
 

YŜƭƭȅΣ WCΣ DǊŜŜƴŜ a/Φ όнлмпύ ά.ŜȅƻƴŘ aƻǘƛǾŀǘƛƻƴΥ  Lƴƛǘƛŀƭ ǾŀƭƛŘŀǘƛƻƴ ƻŦ ǘƘŜ ŎƻƳƳƛǘƳŜƴǘ ǘƻ ǎƻōǊƛŜǘȅ 
ǎŎŀƭŜΦέ J Subst Abuse Treat. 2014 Feb;46(2):257-63. doi: 10.1016/j.jsat.2013.06.010. Epub 2013 Aug 15. 
 
Kelly, JF, Greene MC. (2013).  άThe Twelve Promises of Alcoholics Anonymous: psychometric measure 
validation and mediational testing as a 12-step specific mechanism of behavior change. 
Drug Alcohol Depend. 2013 Dec 1;133(2):633-40. doi: 10.1016/j.drugalcdep.2013.08.006. Epub 2013 Aug 
22. 
 
Lee, E. B., An, W., Levin, M. E., & Twohig, M. P. (2015). άAn initial meta-analysis of Acceptance and 
Commitment Therapy for treating substance use disorders.έ Drug Alcohol Depend, 155, 1-7. doi: 
10.1016/j.drugalcdep.2015.08.004 
 
Stea, J. N., Yakovenko, I., & Hodgins, D. C. (2015). άRecovery from cannabis use disorders: Abstinence 
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Section 10: Evidence-based Standards for 

Treatment Duration and Dose 
 

Riverbankôs philosophical commitment to long-term recovery care of 90 

days or more is informed by evidence-based research, scientific finding, 

and expert opinion in the field of addiction medicine.  

At this time, Riverbank places no limit upon the dose or duration of 

recovery support available to our clients.  Although there are multiple 

entry points within our continuum of recovery care, the spectrum begins 

with careful assessment of program fit to an individualôs dynamic and 

unique recovery care needs, followed by medical clearance by our off-

site partners.  Fully-staffed residential support during drug detoxification 

and withdrawal is followed by our intensive 28-day program.  After drug 

withdrawal and a 28-day intensive initiation into recovery, support is 

offered in a wide range of therapeutic, residential, independence-

developing degrees of extended care for up to 18 months.  Independent 

sober living options are available from six months on, depending upon 

an individualôs progress in recovery.  A fully established local 

Riverbank recovery community makes for a robust social network 

within the city of Laconia, and many men maintain close ties to our 

brotherhood years after first entering our continuum of care. 

 

Evidence-based practice and brain-based research has led to a greater 

understanding among addiction experts of the importance of extended, 

long-term, recovery care and connection.  Scientific research and expert 

opinion with which Riverbank practices are aligned include:  

 

The Center for Disease Control (CDC):  
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άLƴŘƛǾƛŘǳŀƭǎ ƴŜŜŘ ǘƻ ōŜ ŜƴƎŀƎŜŘ ƛƴ ǘǊŜŀǘƳŜƴǘ ŦƻǊ ŀƴ ŀŘŜǉǳŀǘŜ ƭŜƴƎǘƘ ƻŦ 
time.  Participation in outpatient or residential programs for less than 
90 days is of limited or no effectivenessΦέ     

 



Evidence-based Standards for Treatment Duration and Dose (cont.) 
 

The effectiveness of long-term addiction recovery care is not a new 

discovery, nor is it a knee-jerk or fad-based reaction to the current opioid 

epidemic.  In the 1990s, sponsored by the National Institute on Drug 

Abuse (NIDA), Drug Abuse Treatment Outcome Studies (DATOS) 

provided experts with a wealth of analytical research material covering 

nearly every facet of drug rehabilitation.  The Archives of General 

Psychiatry explains that ñthe overall goal of DATOS was to advance 

scientific knowledge about the effectiveness of drug abuse treatment é. 

in the United States. 7  DATOS built upon the work achieved by two 

previous studies.   

 

The first, the Drug Abuse Reporting Program (DARP), was a highly 

productive longitudinal drug treatment evaluation project that collected 

data from 44,000 clients admitted to 52 federally-funded treatment 

agencies (representing 139 separate programs) between 1969 and 1972.  

Data were collected at intake, during treatment, and at a series of follow-

ups that focused on outcomes up to 12 years after treatment.   

 

The second, Treatment Outcome Prospective Study (TOPS) collected 

data from 11,750 clients admitted to 41 treatment programs in 10 cities 

between 1979 and 1981.8  

 

Together, the DARP findings of the 1970s, the TOPS findings of the 

1980s, and the DATOS findings of the 1990s captures a longitudinal 

snapshot of drug addiction patterns and treatment responses in the  

United States.  This snapshot has produced significant findings that have 
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7 {ƛƳǇǎƻƴΣ 5Φ 5ΦΣ WƻŜΣ DΦ ²ΦΣ ϧ .ǊƻƻƳŜΣ YΦ aΦ όнллнύΦ ά! bŀǘƛƻƴŀƭ р-year Follow-up of Treatment Outcomes for Cocaine 
5ŜǇŜƴŘŜƴŎŜΦέ Archives of General Psychiatry, 59, 538-544. 
8 www.datos.org 
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led to our understanding of effective treatment elements.9 

 

TOPS 1979-1980 findings included the assessment that: 
 

DATOS data led NIDA researchers to the unequivocal conclusion that:  

As independent researchers from universities, non-profits, and 

government evaluated DARP, TOPS, and DATOS (which together 

examined over 65,000 admissions to 272 treatment programs over the 

course of three decades) and published their findings, a clear and 

consistent conclusion about treatment duration emerged. 

Researchers publishing in Advances in Alcohol and Substance Abuse 

concluded that: 

Researchers from the Institute of Behavioral Research at Texas Christian  
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9 ibid 

άCƻǊ ƘŜǊƻƛƴ ŀōǳǎŜǊǎΣ ǘƛƳŜ ǎǇŜƴǘ ƛƴ ǘǊŜŀǘƳŜƴǘ ǿŀǎ ǘƘŜ ǇǊƛƳŀǊȅ ŦŀŎǘƻǊ ŀǎǎƻŎƛŀǘŜŘ ǿƛǘƘ ǘǊŜŀǘƳŜƴǘ 

effectiveness.  Overall, positive results were more likely to be achieved by those who remained in 

treatment for more than 52 weeks. Clients who spent more than 52 weeks in treatment compared with 

those who left prematurely within the first week were 72 percent less likely to use heroin, 70 percent 

less likely to be involved in criminal activity, and 165 percent more likely to be fully employed. Although 

they were also 60 percent less likely to use cocaine, this difference did not reach statistical significance 

όмпфύΦέ 

 ά¢ƛƳŜ ǎǇŜƴǘ ƛƴ ǘǊŜŀǘƳŜƴǘ ǿŀǎ ŀ ƳŀƧƻǊ ǇǊŜŘƛŎǘƻǊ ƻŦ Ǉƻǎǘ-ǘǊŜŀǘƳŜƴǘ ƻǳǘŎƻƳŜǎΦέ  ¢ƘŜȅ ŀƭǎƻ 

found that in follow-ups with clients who had spent less than 3 months in treatment, 

ǘƘƻǎŜ ŎƭƛŜƴǘǎ ƘŀŘ ŦŀǊŜŘ ƴƻ ōŜǘǘŜǊ ƛƴ ǊŜŎƻǾŜǊȅ ǘƘŀƴ ŎƭƛŜƴǘǎ ǿƘƻΩŘ ƘŀŘ ƴƻ ǘǊŜŀǘƳŜƴǘ ŀǘ ŀƭƭΦέ    

ά¢ƛƳŜ ǎǇŜƴǘ ƛƴ ǘǊŜŀǘƳŜƴǘ ǿŀǎ ŀ ƳŀƧƻǊ ǇǊŜŘƛŎǘƻr of outcome.  Treatment stays of 

90 days or longer were significantly associated with favorable outcomes. ά 
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University announced that: 

Authors writing in the Journal of Substance Abuse Treatment wanted 

 to ñfurther clarify the relationship between treatment duration and post-

treatment outcomes.ò  Their analysis revealed that: 

More recently, the Substance Abuse & Mental Health Services 

Administration has conducted and published its own studies, called 

TEDS (Treatment Episode Data Set), concluding that:  

In a February 4, 2013, New York Times interview by Jane Brody, Dr. 

Mark Willenbring, a former director of treatment and recovery research  

at the National Institute for Alcohol Abuse and Alcoholism, explained 

that:  
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άThe length of stay in drug abuse treatment has been one of the most consistent 

predictors of follow-up outcomes, with the general relationship between treatment 

ǊŜǘŜƴǘƛƻƴ ŀƴŘ ƻǳǘŎƻƳŜǎ ōŜƛƴƎ ǊŜǇƭƛŎŀǘŜŘ Χ ƛƴ ŀƭƭ ǘƘǊŜŜ ƴŀǘƛƻƴŀƭ ŜǾŀƭǳŀǘƛƻƴ ǎǘǳŘƛŜǎΦέ  

άǊŜŘǳŎǘƛƻƴǎ ƛƴ ǇǊŜǾŀƭŜƴŎŜ ƻŦ ŎƻŎŀƛƴŜ ǳǎŜ ƛƴ ǘƘŜ ȅŜŀǊ ŀŦǘŜǊ ǘǊŜŀǘƳŜƴǘ όŎƻƳǇŀǊŜŘ ǘƻ ǘƘŜ 
preadmission year) by patients were associated with lonƎŜǊ ǘǊŜŀǘƳŜƴǘ ŘǳǊŀǘƛƻƴǎΣέ 
particularly 6 months or more in a Long Term Residential programΦέ  

 

άǊŜŘǳŎǘƛƻƴǎ ƛƴ ƛƭƭŜƎŀƭ ŀŎǘƛǾƛǘȅ ŀƴŘ ƛƴŎǊŜŀǎŜǎ ƛƴ Ŧǳƭƭ-time employment were related to 

treatment stays of 6 months or longer for patients in Long Term Residential programs.έ 

ά¢ƘŜ Ǝƻŀƭ ƻŦ ǎǳōǎǘŀƴŎŜ ŀōǳǎŜ ǘǊŜŀǘƳŜƴǘ ƛǎ ǘƻ ŀŎƘƛŜǾŜ ǇƻǎƛǘƛǾŜ ƻǳǘŎƻƳŜǎΣ ƛƴŎƭǳŘƛƴƎ 
a reduction in or elimination of substance use and improvements in social 
functioning and overall well-being.  Treatment completion and length of stay in 
treatment are important predictors of positive treatment outcomes. While 
research shows that adequate lengths of stay in substance abuse treatment are 
critical for achieving positive treatment outcomes, many clients fail to complete 
their entire course of treatment (defined as a stay of at least 90 days). Clients who 
ƭŜŀǾŜ ǘǊŜŀǘƳŜƴǘ ŜŀǊƭȅ ŀǊŜ ŀǘ ŀƴ ƛƴŎǊŜŀǎŜŘ Ǌƛǎƪ ƻŦ ǊŜƭŀǇǎŜΦέ 

 



Evidence-based Standards for Treatment Duration and Dose (cont.) 

Experts in the fields of drug abuse, alcoholism, and public health 

agree: long-term residential recovery care is essential to successful and 

sustained rehabilitation from addiction.  Acute care or short-term models 

of addiction intervention, while attractive to healthcare insurers, do 

not provide the ongoing supports so necessary for success in recovery. 

 

In fact, some experts suggest that acute care and short-term 

treatments might actually threaten lives; addicts discharged without 

ongoing support after short-term treatment leave facilities with a 

lowered drug tolerance putting them at risk for overdose upon relapse.  

Additionally, addicts leaving short-term care are at greater risk of 

suicide as they face the bleakness of life without mind-altering 

substances or viable alternatives. 

 

The National Institute on Drug Abuse, in its guide ñUnderstanding Drug 

Abuse and Addiction:  What Science Says,ò concludes that: 

 

The NIDA publication ñPrinciples of Drug Addiction Treatment:  A 

Research-based Guide,ò recommends that:   
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ά¸ƻǳ ŘƻƴΩǘ ǘǊŜŀǘ ŀ ŎƘǊƻƴƛŎ ƛƭƭƴŜǎǎ ŦƻǊ ŦƻǳǊ ǿŜŜƪǎ ŀƴŘ ǘƘŜƴ ǎŜƴŘ ǘƘŜ ǇŀǘƛŜƴǘ ǘƻ ŀ ǎǳǇǇƻǊǘ 

group. People with a chronic form of addiction need multimodal treatment that is 

ƛƴŘƛǾƛŘǳŀƭƛȊŜŘ ŀƴŘ ƻŦŦŜǊŜŘ Ŏƻƴǘƛƴǳƻǳǎƭȅ ƻǊ ƛƴǘŜǊƳƛǘǘŜƴǘƭȅ ŦƻǊ ŀǎ ƭƻƴƎ ŀǎ ǘƘŜȅ ƴŜŜŘ ƛǘΦέ 

άΧ wŜǎŜŀǊŎƘ Ƙŀǎ ǎƘƻǿƴ ǳƴŜǉǳƛǾƻŎŀƭƭȅ ǘƘŀǘ ƎƻƻŘ outcomes are contingent on adequate 

lengths of treatment. Generally, for residential or outpatient treatment, participation for 

less than 90 days is of limited or no effectiveness, and treatments lasting significantly 

ƭƻƴƎŜǊ ƻŦǘŜƴ ŀǊŜ ƛƴŘƛŎŀǘŜŘΦέ 

άDŜƴŜǊŀƭƭȅΣ ŦƻǊ ǊŜǎƛŘŜƴǘƛŀƭ ǘǊŜŀǘƳŜƴǘΣ participation for less than 90 days is of limited 
effectiveness, and treatment lasting significantly longer is recommended for maintaining 
ǇƻǎƛǘƛǾŜ ƻǳǘŎƻƳŜǎΦέ  

 



Evidence-based Standards for Treatment Duration and Dose (cont.) 

And: 

 

 The US Department of Health and Human Services, in its guide 

ñSeeking Drug Abuse Treatmentò states that:  

Researchers reporting in the 2011 Journal of Substance Use and Misuse 

report that: 

The National Association of Recovery Residences reports in its 
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άwŜƳŀƛƴƛƴƎ ƛƴ ǘǊŜŀǘƳŜƴǘ ŦƻǊ ǘƘŜ ǊƛƎƘǘ period of time is critical. Appropriate time in 
treatment depends on the type and degree of a persƻƴΩǎ ǇǊƻōƭŜƳǎ ŀƴŘ ƴŜŜŘǎΦ 
Research tells us that most addicted people need at least three months 
in treatment to really reduce or stop their drug use and that longer treatment times 
ǊŜǎǳƭǘ ƛƴ ōŜǘǘŜǊ ƻǳǘŎƻƳŜǎΦέ 

 

ά{ǘǳŘȅ ŦƻǳƴŘ ǘƘŀǘ ŀ longer duration of residential treatment can influence continuing 
care engagement and highlight the importance of initial treatment retention for long-
term ǊŜŎƻǾŜǊȅΦέ 

 

άǊŜǎŜŀǊŎƘ ƛƴŘƛŎŀǘŜǎ ǘƘŀǘ Ƴƻǎǘ ŀŘŘƛŎǘŜŘ individuals need at least 3 months In treatment and that the 
best outcomes occur with longer durations of treatment. Recovery from drug addiction is a long-
ǘŜǊƳ ǇǊƻŎŜǎǎΦέ  
 
άōŜŎŀǳǎŜ ŘǊǳƎ ŀŘŘƛŎǘƛƻƴ ƛǎ ǘȅǇƛŎŀƭƭȅ ŀ ŎƘǊƻƴƛŎ ŘƛǎƻǊŘŜǊ ŎƘŀǊŀŎǘŜǊƛȊŜŘ ōȅ occasional relapses, a short-
term, one-time treatment is usually not sufficient. For many, treatment is a long-term process.έ 
 
 άƛƴ ŀŘŘƛǘƛƻƴ ǘƻ ǎǘƻǇǇƛƴƎ ŘǊǳƎ ŀōǳǎŜΣ ǘƘŜ Ǝƻŀƭ ƻŦ ǘǊŜŀǘƳŜƴǘ ƛǎ ǘƻ ǊŜǘǳǊƴ people to productive 
functioning in the family, workplace, and community. According to research that tracks individuals 
in treatment over extended periods, most people who get into and remain in treatment stop using 
drugs, decrease their criminal activity, and improve their occupational, social, and psychological 
ŦǳƴŎǘƛƻƴƛƴƎΦέ  
 
άƭƻƴƎ-term residential treatment: long-term residential treatment provides care 24 hours a day, 
generally in non-ƘƻǎǇƛǘŀƭ ǎŜǘǘƛƴƎǎΧ ǿƛǘƘ planned lengths of stay of between 6 and 12 months.έ 
 



Evidence-based Standards for Treatment Duration and Dose (cont.) 
 

publication ñA Brief Primer on Recovery Residences: FAQs from the 

National Association of Recovery Residence,ò (NARR), September 20, 

2012: 

 

  
 
 

In May of 2006, researcher Michael T. Flaherty from the Institute for 

Research, Education, and Training in Addiction, reporting in ñSPECIAL 

REPORT A UNIFIED VISION FOR THE PREVENTION AND 

MANAGEMENT OF SUBSTANCE USE DISORDERS: Building 

Resiliency, Wellness and Recovery ð A Shift from an Acute Care to a 

Sustained Care Recovery Management Model.ò cautioned that: 

The renowned researcher William L. White of the Addiction 

Technology Transfer Center Network noted in his 2008 article 

ñRecovery Management and Recovery-oriented Systems of Care: 

Scientific Rationale and Promising Practices,ò that: 

ά!ƳŜǊƛŎŀ Ƴŀȅ ōŜ ǘǊŜŀǘƛƴƎ ŀ ƳŀƧƻǊ ƘŜŀƭǘƘ problem τ substance dependence τ 
with a treatment approach not appropriate to the nature of the illness. As a result, 
some would suggest, the public can become skeptical of the effectiveness of 
treatment, using statistics on relapse and recidivism as proof of failure rather than 
treatment success. The skeptics ignore the fact that when the system uses the 
wrong medical approach (i.e., an acute care approach) to treat a chronic illness it 
can lead to the ǿǊƻƴƎ άŘƻǎŜέ ƻŦ ŎŀǊŜ ŀƴŘ ƻǳǘŎƻƳŜǎ ǘƘŀǘ Ŏŀƴ ƘŀǊŘƭȅ ōŜ ōŜǘǘŜǊ ǘƘŀƴ 
if a system treated all cancer with one ŘƻǎŜ ƻŦ ǊŀŘƛŀǘƛƻƴΦέ 

 

ά¢ƘŜ best single predictor of post treatment outcome across all modalities is 
length of time in treatment. Based upon a review of treatment outcome research, the 
National Institute on Drug Abuse defined a threshold of approximately 90 days as the 
treatment duration below which recovery outcomes began to deteriorate for most 
clients. Clients with shorter lengths of stay have poorer rates of post 
treatment abstinence and higher treatment readmission rates. Compared to those 
with less time in treatment, the odds of positive outcomes at one year follow-up are 
five times greater for clients who remain involved in treatment for more than a 
year.έ 

 

άCƻƭƭƻǿ-up studies of residents reveal that those staying six months or longer  
have superior recovery outcomes to those staying less than six monthsΦέ 



Evidence-based Standards for Treatment Duration and Dose (cont.) 

M. Douglas Anglin,  Founding Director of the UCLA Drug Abuse 

Research Center and Associate Director of the UCLA Integrated 

Substance Abuse Programs (ISAP) notes that: 

Researchers reporting in American Journal of Public Health. 2011 

April; 101(4): 737ï744., ñSurviving Drug Addiction: The Effect of 

Treatment and Abstinence on Mortalityò note that: 
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άLǘ Ƙŀǎ ōŜŜƴ ǾŜǊȅ ŘƛǎŀǇǇƻƛƴǘƛƴƎ ƛƴ ǊŜŎŜƴǘ ŘŜŎŀŘŜǎ ǘƻ ǎŜŜ ōƻǘƘ ƛƴ-patient and 
outpatient services stripped down to what I consider clearly sub-threshold levels 
for many chronic drug problems; currently, such programs are typically capable 
of producing only a short-ǘŜǊƳ ōƭƛǇ ƛƴ ōŜƘŀǾƛƻǊ ŀƴŘ ǇŜǊǎƻƴŀƭ ǊŜŎƻǾŜǊȅ ǘǊŀƧŜŎǘƻǊƛŜǎΦέ 

 

ά{ǘǳŘƛŜǎ ƘŀǾŜ ǎƘƻǿƴ ǘƘŀǘ ƭƻƴƎŜǊ ǇŜǊƛƻŘǎ ƻŦ ŀōǎǘƛƴŜƴŎŜ ό҈ ƻŦ Řŀȅǎ ǿƘŜǘƘŜǊ 
consecutive or not) and longer durations of sustained abstinence (consecutive days 
only) yield benefits in a wide array of physical, psychological, and social functioning 
domains, including social network improvements, increased vocational 
involvement, and better mental health. ά 
 
ά/ƻƴŎƭǳǎƛƻƴǎΦ Our findings suggest the need to shift the addiction treatment field 
from an acute care model to a chronic disease management paradigm and the 
need for more aggressive screening, intervention, and addiction management 
over timeΦέ 
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