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Section OneProgram Profile

Founded in 2012, iRerbank House offers residentiaglcovery support
for adult merstruggling with adiction to opioids and other drugs. The
fully -staffed nonclinical programaccommodates up to 72 cliemighin

a continuum of care:

1 7-to-10-day drug withdrawatrisis stabilization

1 28-dayhighly structured, postietoxintensive phasewith
encouragenm to extend treatment for at least 90 days

1 a 90day to 18month extended recovery care program

1 long-termresidential sober livingf open duration

{1 ongoingrecovery coach services, training, and certification

Located &ong the river between
Lake Opehee and Lake
. Winnisquam within walking
8 distance oflowntownLaconia,
§ New Hampshire, the Riverbank
& campus includes The Launch
& crisis stabilization center (9
' beds), theRiverbank Haise
intensive and extended cdd8 bed$, The Landing sobdnomeliving
(7 beds),The Passagsober livingstudio resilences (2beds),The
Victorian transitional living (9edg, CottageHouse (4dbeds),Riversice
House (4 bedsTreehous€l), and onsite private gym, private/public
Nibbutu yoga studiopn-site recreation ceer,neighboring courtyard
with outdoor swimmingpool, a furniture rdinishing studio, and the
flexibility for further expansion of services.
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Program Profile (cont.)

Clinical partnershipandprotocols have been establistveith local
LDACS, urgent careemergency care, nutritionists, and Lakes Region
General Hospital Referials are regularly made ticensed mental health
providersfor the treatment and managementofoccurring disorders.

Riverbank strives to maintain a rigbized relationship be®en our

recovery resources and the needs of individual clients, arsaenguick

to recognize our strengths and limitations at each level of ioaitee
context of an i ndi viAccodaihglycwe deemt 6 s
or referindividuals tobettermatched providers when appropriate

The Riverbank House continuum @fcovery care is an
alcoholfecreational cannabilégal drug/nonprescribed pharmaceutical
use abstinenebased program, and as such our program is not
appropriate for every candidate

; . The National Institute on Drug Abuse
National Institute NIDA tes t h p
on Drug Abuse ( | ) promotes wo pathways o
evidencebased 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 evidencéased practice alonbe behavioral therapy
pathway.As a longterm, residential, peeupported abstinendssed
program, we do not provide the pharmacothetiapsed servicdsetter
facilitatedby outpatient/incentivdased community pgramdicensed

by the DEAfor distribution of controlled substances

1.2



)

aF'® American Society of

§F()17NDF,D| 1954,2, . . = .
W Addiction Medicine
4sAY

Section Two: Definition of Addiction

Riverbankrecovery services are deliberately designed to offer a fully
integrated response to ey@xSAM-identifiedaspect of addiction
disease and damageOur continuum of recovery care is guided by the
ASAMO definition of aldiction

Addiction is characterized by

Inability to consistenthAbstain;
Impairment inBehavioral control

Craving; or increased nhu
rewarding experiences;

Diminished recognition of significant problemaith
o n b@haviors and interpersonal relationships; a

A dysfunctionalEmotional response

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 behavishsch may or may

21
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ASAM Definition of Addiction (cont.)

not include alcohol and other drug use, supplant healthy; &k related

behaviors. Addiction also affects neurotransmission and interachethseen

cortical and hippocampal circuits and braeward 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 manigisins of altered

impulse control, altered judgment, and the dysfunctional pursuit of rewards
(which iIis often experienced by the aff
seen in addictiondespite cumulative adverse consequences experienced from
engagerent 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, thenie a neurological locus of these
problems in the frontatortex. Frontal lobe morphologyconnectivity and
functioning are still in the process of maturation during adolescence and young
adulthood, and early exposure to substance use is another sighifiecor in

the development of addiction. Many neuroscientists believe that developmental
morphology is the basis that makes ealifg exposure to substances such an
important factor.

Genetic factors account for about half of the likelihood that an iidiual will

devel op addiction. Environmental facto
and affect the extent to which genetic factersert their influence. Resiliencies

the individual acquires (through parenting or later life experiences)aftect

the extent to which genetic predispositions lead to the behavioral and other
manifestations o&ddiction. 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 bigpsychesociespiritual 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 over whel m
f. Distortion in meaning, purpose and values that guide attitudes, thinking and behavior;

g Distortions in a person’s connection with self,
(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 cuesto 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, vihe 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 thdifference between those who have addiction,

and those who do not, is tliuantityor frequenayf alcohol/drug use,

engagement in addictive behaviors (such as gambling or spendingxposure

to other external rewards (such as food or sex), a charatteaspect of

addiction is thegualitative waain which the individual responds to such

exposures, stressors and environmental cues. A particularly pathological aspect
of the wayhat persons with addiction pursue substance use or external rewards
is tha 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 gxposure to envonmental cues to use,
and by exposure to emotional stressors that trigger heighteaetilvity in

brain stress circuits.

In addiction there is a significant impairment in executive functioning

which manifests in problems with perception, learning, imputsntrol,

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 othe magnitude of cumulative problems and complications. The

still developing frontal lobes of adolescents may both compound these deficits

i n executive functioning and predispos
behaviors, including engaging in alcohmi 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 thispawerelassses neldhg (
over addiction and oOounmanageabilityd o
Steps programs.

Addiction is more than a behavioral disorder. Features of addiction include
aspects of a personds behavi swik , cogn
ot her s, i ncluding a personds ability
members of their community, to their own psychological state, and to things

that transcend their daily experience.

i
t

Behavioral manifestations and complications of addictia, 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 changesin 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. Theinaccurate bel i ef that problems experienced in
other causes rather than being a predictable consequence of addiction.

Emotional changesin 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 stress

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 oOposi ti v ereatioa ofanpositiveceenatienalstate or t h
(0euphoriad). Others pursue substance
experienced relief from negative emoti
consi t ut es o0negat iBeyendtheinitalfexperienseni eewdrd 0

and relief, there is 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 aryone experiences mild intoxication through the use of alcohol or other
drugs, or when one engages npathologically in potentially addictive
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ASAM Definition of Addiction (cont.)

behaviors such as gambling ortassmati ng,
oOpositived emotional state associated
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 dps 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 er 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 rewand the recruitment of

brain and hormonal stress systems, which is associated with withdrawal from
virtually all pharmacological classes of addictive drugs. While tolerance

devel ops to the ohigh, 6 tolerance does
associate with the cycle of intoxication and withdrawal. Thus, in addiction,
personsrepeatd | v attempt -thoatwhatteegmastlya ohi gho
experience I s a deeper and deeper I
ohighdéd, those wit husatdedaddective sobstantecoe |
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, i
some cases |l ong after the pursuit of 0
pleasurableAl t hough people from any culture
one or another activity, it is important to appreciate that addiction is not solely

a function of choice. Simplyp addiction is not a desired condition.

0
a0

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 pursuitrewards 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
behavigs, 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 contributegicovery. It is
important to recognize thaaddiction 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 addretibehaviors 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 thérequency and intensity of relapses;

Sustain periods of remission; and

Optimize the personodos | evel
periods of remission.

22!

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 evidenrbased pharmacological therapy
provides the best results. Chronic disease management is important for
minimization of episodes of relapse a@hdir 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 fasum linking the health

consequences to the disease of addiclann other health conditions, self-
management, with mutual support, is very important in recovery from

addiction. Peer support such -Asel pbaacftbobuntdi
beneicial in optimizing health status and functional outcomes in recovery

Reference:http://www.asam.org/fethe-public/definitionof-addiction
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Section Three: Definition of Treatment

In the delivery of addiction recovery servidhsoughout its continuum
of recovery careRiverbank Housadheres to the ASAMcope and
definition of 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.

Referencehttp://www.asa.org/researclreatment/treatment



United States Department of

-(C SAMHSA Health and Human Services

e Substance Abuse and Mental
Health Services Administration

Section Four:DimensionsDefinition, and
Guiding Principlef Recovery

SAMHSA delineates four majalimensions that support a life in
recovery. Riverbank fosters each dimenstmouaghout its emte

continuum of recovery care.

f Heathdovercoming or managi ng o dobexamgle, abstairing ( s) or sy
from use of alcohol, illicit drugs, and non -prescribed medications if one has an addiction
problemd and, for everyone in recovery, making informed, healthy choices that support
physical and emotional well-being

1 Home 8 having a stable and safe place to live

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

1 Community & having relationships and social networks that provide support, friendship, love,
and hope

River bank House empl oys S
]
SAMHSA's working definition ofrecovery in the design,
LU LB D direction, and goalsf all services offered

RECOVERY throughout the entire continuum of
addiction recovery care.

{tal{!'Qa 2hwYLbD 59CLbL¢LhDb hC w

OA process of change through whimdividuals improve their health and
wellness, live a setfirected life, and strivéi 2 NB I OK G KSA NJ Fdz €
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{ ! al {GUIDANG PRINCIPLES OF RECQRRY

Additionally, Riverbank inform#&s services ad standards of recovery
care accordgtoSAMSHAGs Gui ding Principles

lal {1 Qa w~vMn D, L5LbD tw
{ .
RECOVERY

1. Recovery emerges from hopelhe belief

that recovery is real provides the essential and
motivating message of a better futurethat

Strengths / o people can and do overcome thetérnal and
EASO0MPIY it 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.

Peer
Support

Culture

2. Recovery is persodriven. Self
10 GUIDING PRINCIPLES determination and selﬂirectign are the .
foundations for recovery as individuals define

OF RECOVERY : ) . T
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 leadingradtomg,
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 regaitrol over their
lives.

3. Recovery occurs via many pathwaymdividuals are unique with distinct needs, strengths,
preferences, goals, culture, and backgroundiscluding trauma experienaethat affect
and determine their pathway(s) to recoveriRecovey 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 fémas and in schools; faithased
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 thfe recovery process, it is essential to foster
resilience for all individuals and families. Abstinence from the use of alcohol, illicit drugs,

4.2
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a |l {GUIANG PRINCIPLES OF RECQRRY

and nonprescribed medications is the goal for thosemwatddictions. 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.

Recovery is holisticw S 02 GSNE Sy O02YLJ aaSa I yngina®R hodyh Rdzl £ Q
spirit, and community. This includes addressing-saté practices, family, housing,

employment, transportation, education, clinical treatment for mental disorders and

substance use disorders, services and supports, primary healthcar| dare,

complementary and alternative services, faith, spirituality, creativity, social networks, and
community participation. The array of services and supports available should be integrated

and coordinated.

Recovery is supported by peers and allieMutual 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 belging, supportive relationships, valued roles, and
O2YYdzyAlled ¢KNRdAzZZIK KSfLAYy3d 20KSNER |yR IADAY:Z
Peeroperated supports and services provide important resources to assist people along
their journeys of recovery ahwellness. 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.

Recovery is supported through relationghiand social networks An important factor in

GKS NBO2@OSNE LINRPOS&aa Aad 0UKS LINBaSyoOS FyR Ay
ability to recover; who offer hope, support, and encouragement; and who also suggest

strategies and resources for chgan 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, caregivdriend, student, employee) that lead to a greater sense of

belonging, personhood, empowerment, autonomy, social inclusion, and community

participation.

Recovery is culturalhpbased and influenced Culture and cultural background in all of its
diverserepresentations including values, traditions, and beliefsare keys in determining

I LISNA2YyQa 22dz2NySeé |yR dzyAljdzS LI GKgl& G2 N
attuned, sensitive, congruent, and competent, as well as personalized toeaebt
AYRAQDGARdzZI £ Q& dzyAljdzS ySSRao
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a |l {GUIANG PRINCIPLES OF RECQRRY

Recovery is supported by addressing trauma@he experience of trauma (such as physical

or sexual abuse, domestic violence, war, disaster, and others) is often a precusor to
associated with alcohol and drug use, mental health problems, and related issues. Services
and supports should be trauraaformed to foster safety (physical and emotional) and

trust, as well as promote choice, empowerment, and collaboration.

Recoveryinvolves 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
selfcare 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 responesbilit 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 theirestgths, needs, wants, desires, and
aspirations.

Recovery is based on respe€@ommunity, systems, and societal acceptance and
appreciation for people affected by mental health and substance use problemctuding
protecting their rights and eliminatinggtriminatiort are crucial in achieving recovery.
There is a need to acknowledge that taking steps towards recovery may require great
courage. Selacceptance, developing a positive and meaningful sense of identity, and
NBE3IIAYyAy3d o6Sft A &dulayympartgh6 Qa aStF | NB LI



Section 5 Assessment Thresholtlpon Intake

In utilizing Best Practiceand Principles recommended by both The
National Institute on Drug Abuse (NIDA) and the Substance Ahnde
Mental Health Services Administrah (SAMHSA),Riverbank is

diligent inthe thorouglscreeningf candidates anth determiningbest
placement for admission withwur continuum of recovery car€areful
assessment of admissithmesholds in areas of medical, physical,

mental, and emoti@i health, as well as status witlsapportive social
networks andhe 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 woulspbbepaiate.

Riverbankadmissionassessmerdatagathering includes, but rsot
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 ANSWHERYES ***

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 longterm 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 presbed medication?

What is your recovery history? Detox,-88y, 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 spiritualitgre 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 yau 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 evebeen treated for MRSfantibiotic resistant infection)?

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

Hawe 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 outgjamdmants, pending criminal charges
or upcoming court dates?

Have you been incarcerated?

If so, charges, location and duration:

5.2



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 prinetagionship8

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 cGuifRestraining order)
SUPPORT CONTACT PERSON:

EMERGENCY CONTACT PERSON:

Who wouldtransport you to the appropriate Riverbank program Fh@gieh the understanding
that guestsnay not keep personal vehicle on property

kkhkkkkkkkkkkhkhkhkhkhkkkkkkkhhkhkhkhhkhkhkkx

Review policies on

Communication Blackout (phone/internet)

----for entire stay at The luach [for first 28 days at RBH

Random drug testing
Random room/progrty search

Curfews and restrictions:

Romantic relationship policy:

5.3



Section 6Medically PrescribedVithdrawal
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 witawal does not
require acute careospitalization; opioid withdrawal reactions can be
very uncomfortable but are not lifareatening. Men undergoing drug
withdrawal and detoxification can benefit from crisis stabilization care
that mitigates discomfatwhile 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 mesrbi

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

1. Psychological consequences include

anxiety

insomnia

depressd mood with suicidal ideation
fatigue

anhedonidinability to feel pleasure)
problems with concentration

="

6.1

3The 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

1 dysphoriallack of positive emotion) 6 hausea

1 vomiting 6 joint pain

1 back pain & muscle aches

1 anxiety andagitation 6 sweating

1 lacrimation(increased tearing) o fever

1 rhinorrhearunny nose) 6 diarrhea

1 dilated pupils 6 restlessness

1 yawning 6 tremors

i insomnia 6 muscle spasms

i intense cravings for opiates 6 abdominal crampg
1 goose bumps and chills 6 tachycardigfast heartbeat)

3. Additionally, most opiate addicts will suffer from pastute
withdrawal syndrome (PAWS) which can l&st months and
includes

iInsomnia

irritability

fatigue

drugcraving

sweding

dysphoria

erratic emotional displays
altered sexual function

A2

The Launch staff monitors symptom progression and regression,
educates and reassures clients about the inevitable withdrawal process,
lends empathy and encouragement througlptiysical and

psychological challenges of separation from opioids, and engages clients
in wellness and recoveirglated activity at the earliest opportunity.

Upona c¢ | adeisstordosThe Launchour off-site urgent care

6.2



Withdrawal Management Protocol (cont.)

partners conduct a medical assessmadtprescribe a pharmaceutical
protocol in response to the anticipated symptant discomfortef
drug withdrawal.

The medically prescribed withdrawal managatprotocol includes
four primary medicdionsthat are setadministered by clients over a
period of several daysThe Launch is equipped with a statiethe-art
medicationsecurity system and staff specifically trained in the
supervision of seladministration and prescription drug security.

Medications, determined by evideneleadsed practice in the
management of opioid withdrawal include:

3 Clonodine: Typically prescribed for the stabilization of blood
pressureglonidine at higher doses proven to aid in drug
detoxification Multiple studes have indicated that clonidieases the
craving of opiates while calmiripe hyperactivity of certain
neurotransmitters exited during opiate withdrawal. Ofabel,
clonidine is often prescribed to aid in smoking cessation, mitigate
restless leg syarome, and dampen psychosis.

3 Lorazepam: A benzodiazepine, lorazepamorks at the GABA A
receptor and iprescribed to ease agitation, anxiety, and insomnia. As
adjuvant therapy during opioid withdrawal, lorazepam also aids in the
relief of muscle cramps and nausea.

3 Dicyclomine: Typically prescribed to treat irritable bowel syndrome,
dicyclomine, an antispasmodic, helps to stabilize digestion and mitigate
abdominal cramping associated with opioid withdrawal.

3 Trazodone Presdbed during drug withdrawal to help with sleep
disturbane, trazodone, an antidepressant, has been linked to decreased
anxiety and aggression in multiple studies.
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Section 7Biophysical Benchmarks During

Drug Withdrawal vital Signs and Weltbeing
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 hestet 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

_____Vomitng 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 mino

_____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, sethutilation
______ Other

7.0



National Institte ~ PYINCIPles of Effective
on Drug Abuse Treatment

Section 8: Principles of Effective Treatment

Throughout its continuum of recovery care, Rivebaractices and
applies the principles of effective treatment delineated by the National
|l nstitute of Healthos National | ns

1. Addiction is a complex but treatable disease that affects brain function and
behavior. Drugs of abuse altert he brain’s structure and functi o
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,

i nterventions, and services to an indi visdual S [
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
associated medical, psychological, social, vocational, and legal problems. It is also
i mportant that treatment be appropriate to the |
culture.

5. Remaining in treatment for an adequate period of time is critical. The appropriate
duration for an individualdepends on t he type and degree of the
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 therapiesd including individual, family, or group counselingd are the most
commonly used forms of drug abuse treatment. Behavioral therapies vary in their focus
and may involve addressing a patient’s motivatic
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.®

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 varyi

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.

8.2

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.

13.

8.3

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
i ndividual ' s t tteeracethisorhermeéddan t o be

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 iliness. 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 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: Evidencebased Practice

Riverbank House applies Begtletices in addiction recovery services
and utilizes Evidencbased Practice in the desjgmplementationand
directionof its curriculum, daily schedule, routines, policies,
expectationstreatment progressioandreferrals to clinical and medical
parhers.

Examples of Evidenebased Practice integration includdout are not
limited to:

daily yoga meditation mindfulness relapse preventionexploration of
spiritual pathwaysl 2-Step Facilitation12-step sponsorshipl2-step neeting
invdvement expectationgoal setting random drug testing relapse
response protocolsexecutive functioning exerssn finances and life skills
social network deficit andgital assessment and awarenessgrition
instruction Omega 3 intakeanaerobic and aerobic activistrength and
flexibility training peer support and peer coaad (receptively and actively)
sleep stabilization techniquesmoking cessatiorecotherapy novel
experience and memory hiing selfidenity and sk-concept assessment
willingness to chaag@pportunity and encouragemeitrnpulse control and
emotional regulation workshopmtroduction to recovery advocacsafe
living practiceand awarenesdechnologicalkgssisted sedissessmentsober
living options canine therapyfirst, second, anthird wave behavioral
therapies

A brief sample of evidenebased resources which haveoirhed our
best practices throughout canldiction recovery care continuum:

Bowen SWitkiewitz K Clifasefi SIGrow JChawla NHsu SHCarroll HAHarrop ECollins SH ustyk

MK, Larimer ME(2014) ¢RelativeEfficacy Of MindfulnesBased Relapse Prevention, Standard Relapse
Prevention, And Treatment As Usual For Substance Use Disorders: A Randomized CligickANal
Psychiaty.71(5):547556.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

Evidencebased Practice (cont.)

Kelly, J. F., Greene, M. C., Bergman, B., Hoeppner, B. B., & Slaymaker, \4T{2® By)onsor Alliance
Inventory: Assessing the Therapeutic Bond BetweeStEp Attendees and Their Sponséicohol
Alcohol.doi:10.1093/alcalc/agv07.1

Muller AEClausenT(20p 0 @ G DNR dzLJ SESNOA &S (2 AYLINR @GS ljdzZ t AGe
LI G A Seaidd ®ublic Heal?015 Mar;43(2):1462. doi: 10.1177/140348814561819. Epub 2014
Dec 109.

Kelly JFGreene MCBergman BG(2014)6Do DrugDependent Patients Attending Alcoholics
Anonymous Rather than Narcotics Anonymous Ba\&II? A Prospective, Lagged, Matching Anadysis.
Alcohol AlcohoR014 Nov;49(6):6453. doi: 0.1093/alcalc/agu066. Epub 2014 Oct 7.

Ded SNE Yt > tS3f 263 PdrtiEipafoh i adov@ldrgatmenycbmpbnent siuning @ &
NEaARSYGALt &adzoadlyOS dzasS GNBFGYSyd Aa aaz20Aal iSR
Addict Sci Clin Prac2014; 9(1): 7Published online 2014 May 16oi: 10.1186/194006409-7

Participating in 1&tep programs has been associated with drug and alcohol abstinence in the short
term (Chi, Kaskutas, Sterling, Campbell, & Weisner, 2@89vell as longer term recoveigdlly, Stout,
Zywiak, & Schrder, 2006 Kissin, McLeod, & McKay, 200800s & Moos, 2008/orgenstern, Labouvie,
McCrady, Kahler, & Frey, 1997

YStftexs WCI al3AffI ads {olerfdniacoolddpendence? Asystemdtit 2 ¢ R 2
review of the research on mechanisms of behavior change in Alcoholics Anongiddistion
Research and Theodyne 2009; 17(3): 28@59.

Schellhas |Ostafin BDPalfai TPde Jong Pd H 51 MHow t& thiak about your drink: Actien
identification and the r&ation betweenmindfulness Yy R R& & 02 y (i NRIflidt BeRav2BIERA YV { A Y T D€
May;56:516. doi: 10.1016/j.addbeh.2016.01.007. Epub 2016 Jan 14.

Khanna SGreeson JM 6 H A maoaiiv@ rediew ojogaand mindfulness as complementary therapies
forl R R A OGomgeyhent Ther Me@013 Jun;21(3):2482. doi: 10.1016/j.ctim.2013.01.008. Epub
2013 Fel23.

Wang DWang YWang YLi RZhou @ 0 H mmpattbidphysical exercise on substance use disorders:
ametal Yy I f P03 @n®@14 Oct 16;9(10):€110728. doi: 10.1371/journal.pone.0110728. eCollection
2014.

Cook, S., Heather, N., & McCambridge, J. (20P8)sttreatment motivation and alcohol treatment

outcome 9 months later: findings from structural equation modebBrgConsutiClin PsychpB3(1), 232
237. doi: 10.1037/a0037981
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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

Evidencebased Practice (cont.)

McKay JRNVeiss R® 0 H A rewetv of tetnporal effects and outcome predictors in substance abuse
treatment studies with longerm follow-ups. Preliminary results and methodological isskigsal
Rev.2001 Apr;25(2):11-81.

Polcin DILKorchaR2015).a a2 G A @l GA 2y G2 YIFIAyGlrAy a20NASGe | yY2y3
K 2 Y SSulgsEAbuse Rehal®015 Sep 11;6:1081. doi: 10.2147/SAR.S89361. eCollection 2015.

Neale, J., Panebianco, D., Finch, E., Marsden, J., Mitcheson, L., Rose, D., . . . WykesEm&R§ihg).
consensus on measuring addiction recovery: Findings from a-stalkieholder consultation exercise
Drugs: Education, Prevention and Pglie$0. doi:10.309/09687637.2015.1100587

Note: The recovery indicators are worth noting because they mirror the goals of Riverbank
| 2dza SQa 02y Ay dziof expefiending Gaviag$aking cave offeNtal health
Coping with problems without turning to drafplcohol Feeling emotionally stable and secure
Feeling like a worthwhile persomaking care of physical healttlanaging pains and-iealth
without misusing drugs/alcohol'aking care of appearandeating a good dieSleeping well
Getting on wellwith people Feeling supported by peoplelaving stable housinglaving a regular
income (from benefits, work, other legal sourcédanaging money welHaving a good daily
routine. Going to appointmentsSpending free time on hobbies/interest that do riovolve
drugs/alcohol Participation in education, training or work (paid or voluntaRgeling happy with
overall quality of lifeFeeling positiveHaving realistic hopes and goals for oned&ding treated
with respect and consideration by other pdepTreating others with respect and consideration
Being honest and laxabiding Trying to help and support other people

YStftex WCZ DNBSYS a/ ® o6uvnmn0 . S@2yR az2l0AQlFGA2yY
a Ol 9 KusEAbuse Tre2014 Feb;46(2):2583. doi: 10.1016/j.jsat.2013.06.010. Epub 2013 Aug 15.

Kelly, JF, Greene MC. (2018yhe Twelve Promises of Alcoholics Anonymous: msyelric measure
validation and mediational testing as a-4&p specific mechanism of behavior change.

Drug Alcohol Depen@013 Dec 1;133(2):6380. doi: 10.1014.drugalcdep.2013.08.006. Epub 2013 Aug
22.

Lee, E. B., An, W,, Levin, M. E., & Twohig, M. P. (Z@tbinitial metaanalysis of Acceptance and
Commitment Therapy for treating sulastce use disordersDrug Alcohol Depend55, 17. doi:
10.1016/j.drugalcdep.2015.08.004

Stea, J. N., Yakovenko, I., & Hodgins, D. C. (2Regovery from cannabis use disordersstéinence
versus moderation and treatmesatssisted recovery versus natural recovéBsychol Addict Behav
29(3), 522531. doi:10.1037/adb0000097

Bergman, B. G., Hoeppner, B. B., Nelson, L. M., Slaymaker, V., & Kelly, J. ET{g0&8ects of

continuing care on emerging adult outcomes following residential addiction treatéyBntig Alcohol
Depend doi: 10.1016/j.drugalcdep.2015.05.017
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http://www.ncbi.nlm.nih.gov/pubmed/?term=McKay%20JR%5BAuthor%5D&cauthor=true&cauthor_uid=11317714
http://www.ncbi.nlm.nih.gov/pubmed/?term=Weiss%20RV%5BAuthor%5D&cauthor=true&cauthor_uid=11317714
http://www.ncbi.nlm.nih.gov/pubmed/11317714
http://www.ncbi.nlm.nih.gov/pubmed/11317714
http://www.ncbi.nlm.nih.gov/pubmed/?term=Polcin%20DL%5BAuthor%5D&cauthor=true&cauthor_uid=26392791
http://www.ncbi.nlm.nih.gov/pubmed/?term=Korcha%20R%5BAuthor%5D&cauthor=true&cauthor_uid=26392791
http://www.ncbi.nlm.nih.gov/pubmed/26392791
http://www.tandfonline.com/doi/abs/10.3109/09687637.2015.1100587?journalCode=idep20
http://www.tandfonline.com/doi/abs/10.3109/09687637.2015.1100587?journalCode=idep20
http://www.ncbi.nlm.nih.gov/pubmed/23953168
http://www.ncbi.nlm.nih.gov/pubmed/24004905
http://www.ncbi.nlm.nih.gov/pubmed/26298552
http://www.ncbi.nlm.nih.gov/pubmed/26298552
http://www.ncbi.nlm.nih.gov/pubmed/26168224
http://www.ncbi.nlm.nih.gov/pubmed/26168224
http://www.ncbi.nlm.nih.gov/pubmed/26116368
http://www.ncbi.nlm.nih.gov/pubmed/26116368

Evidencebased Practice (cont.)

Kollg B. P., Schneekloth, T., Mansukhani, M. P., Biernacka, J. Mzlavall D., Karpyak, V., . . . Frye, M.
A. (2015).6The association between sleep disturbances and alcohol relaps2month observational
cohort study¢ Am J Addict24(4), 362367. doi: 10.1111/ajad.12199

YNBYGi Yy 1 & wor alyyStflz Yo ! &3 | FaaSddz o [ o
P. S. (2015)dFeasibility, acceptability, and impact of a wedsed gratitude exercise among individuals
in outpatient treatment for alcohol use disordérTheJournalof Pasitive Psychology

Bunce Sarris JDBixler EQTayor M, Muelly E Deneke EThompson K\WMeyer RE20v p Passilde
evidence for reregulation of HPA axis and brain reward systems over time in treatment in prescription
opioidR S LISy R S y (i J Aditlial MeS2@1i6 dadFéb;9(1):530. doi:
10.1097/ADM.0000000000000087.

Dingle GAStark CCruwys TBestDO H A Mp U ® . NBF1Ay3 3JI22RY ONBI1Ay3
322R FT2NJ NBO2 gSNE Br NFoYPsychablad fuh;52Q)236%.Xai: dza S ® £
10.1111/bjs0.12081. Epub 2014 Sep 11.

Panebianco PGallupe QCarringtonPJ Colozzi® ¢ H Rawsonal®upport networks, social capital, and
NAA]l 2F NBEIFLAS Y2y 3 AyYyRAJARIDUY RolicROLE Jai;23:R46 F 2 NJ & dzo
53. doi: 10.1016/j.drugpo.2015.09.009. Epub 2015 Sep 28.

2 KAGSZTI 2[ &3 YSt {21 AddCiEnRecaverKSupparblistitubions Mabilizidg Siugp&ts
.S@82yR tNRFSaarz2ylft ! RRAOUA 2 Youhadld GraugsSnyAdidictiof &8 wS 02 @
Recovery Special IssueBroadening the Basaf Addiction Mutual Support Groups: Bringing Theory and

Science to Contemporary Tren2812 7(24):297-317. DOI10.1080/1556035X.2012.705719

GrotzkyiDA 2 NBA X a ®3 & b deONJYVG RAYS GIHyWR  [OKR VABBRUBSIMABD 3 G 6 A (
ALCOHOTLODAY(2)

Gossop MStewat D, Marsden ® 6 H n Attgnalahce at Narcotics Anonymous and Alcoholics
Anonymous meetings, frequency of attendance and substance useraagafter residential treatment
for drug dependence: a-fear followdzL) & (i AtRcEon 2008 Jan;103(1):1185. Epub 2007 Nov 20.

Farabee DMcCann MBrecht ML.Cousins SAntonini VRLee ABHemberg JKarno M Rawson RA

0 H n MAm andlysig of relapse prevention factors and their ability to predict sustained abstinence
following treatment completioré Am J Addict2013 MayJun;22(3):204.1. doi: 10.1111/j.1521
0391.2012.00328.x.

Atchley RA, Strayer DL, Atchley P (2012) Creaitivibe Wild: Improving Creative Reasoning through
Immersion in Natural SettingBLoS ONK12): e51474. doi:10.1371/journal.pone.0051474

Kaplan S (1995) The restorative benefits of nature: Toward an integrative framelwarkal of
Environmental Psychagdy 15(3): 169182. doi: 10.1016/027-2944(95)90002
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http://www.ncbi.nlm.nih.gov/pubmed/25808396
http://www.ncbi.nlm.nih.gov/pubmed/25808396
http://www.tandfonline.com/doi/abs/10.1080/17439760.2015.1015158?journalCode=rpos20#.VQrYLNLF8uE
http://www.tandfonline.com/doi/abs/10.1080/17439760.2015.1015158?journalCode=rpos20#.VQrYLNLF8uE
http://www.ncbi.nlm.nih.gov/pubmed/?term=Bunce%20SC%5BAuthor%5D&cauthor=true&cauthor_uid=25469651
http://www.ncbi.nlm.nih.gov/pubmed/?term=Harris%20JD%5BAuthor%5D&cauthor=true&cauthor_uid=25469651
http://www.ncbi.nlm.nih.gov/pubmed/?term=Bixler%20EO%5BAuthor%5D&cauthor=true&cauthor_uid=25469651
http://www.ncbi.nlm.nih.gov/pubmed/?term=Taylor%20M%5BAuthor%5D&cauthor=true&cauthor_uid=25469651
http://www.ncbi.nlm.nih.gov/pubmed/?term=Muelly%20E%5BAuthor%5D&cauthor=true&cauthor_uid=25469651
http://www.ncbi.nlm.nih.gov/pubmed/?term=Deneke%20E%5BAuthor%5D&cauthor=true&cauthor_uid=25469651
http://www.ncbi.nlm.nih.gov/pubmed/?term=Thompson%20KW%5BAuthor%5D&cauthor=true&cauthor_uid=25469651
http://www.ncbi.nlm.nih.gov/pubmed/?term=Meyer%20RE%5BAuthor%5D&cauthor=true&cauthor_uid=25469651
http://www.ncbi.nlm.nih.gov/pubmed/25469651
http://www.ncbi.nlm.nih.gov/pubmed/?term=Dingle%20GA%5BAuthor%5D&cauthor=true&cauthor_uid=25209252
http://www.ncbi.nlm.nih.gov/pubmed/?term=Stark%20C%5BAuthor%5D&cauthor=true&cauthor_uid=25209252
http://www.ncbi.nlm.nih.gov/pubmed/?term=Cruwys%20T%5BAuthor%5D&cauthor=true&cauthor_uid=25209252
http://www.ncbi.nlm.nih.gov/pubmed/?term=Best%20D%5BAuthor%5D&cauthor=true&cauthor_uid=25209252
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Riverbanld s

Section 10Evidencebased Standards for
Treatment Duration and Dose

phil osophi catermoecoven carencd 90t t o

days or more is informed by evideroased research, scientific finding,
and expert omion in the field of addiction medicine.

At this time, Riverbank place® limit upon thedose omduration of

recovery suppotavailable to our clientsAlthough there are multiple

entry points within our continuum of recovery care, the spectrum begins
with careful assessment of progréitrto a n
unigue recovery canmeeds, followed by medical clearance by our off

site partners. Fulhgtaffed residential support during drug detoxification

and withdrawals followed by our intensie 28day program.After drug
withdrawal and a 28layintensiveinitiation into recovery, support is

offered in a wide range of thgrautic, residentiaindependence
developingdegree®f extended carfor up to 18 months. Independent

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

i ndi vi dual 60s Afullyesjablishedslocaln r ecov e
Riverbank recovery community makes for a robust social network

within the city of Laconia, and many men maintain close ties to our
brotherlood years after first entering our continuum of care.

an

I n didynandcwaradl 06 s

Evidencebased practice and branmased research has led to a greater
understanding among addiction experts of the importance of extended,
long-term, recovery care and connectiddcientific researchnd expert
opinion with which Riverbank practices are aligned include:

The Center for Disease Control (CDC):

ALYRAGARIZ £t & ySSR

time. Participationn outpatient or residential progranfer less than

90 days is of limited or no effectivenegsé

02

60S Sy3r3asSR
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Evidencebased StandardsrfTreatment Duration and Dogeont.)

The effectiveness of lonterm addiction recovery care is not a new

disaovery, nor is it a knegerk or fadbased 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 researatenmal covering

nearly every facet of drug rehabilitation. TArchives of General

Psychiatrye x pl ai ns t hat nt hwastwadvaneel | g 0 ¢
scientific knowledge about the eff
in the United State$. DATOS HLuilt 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 federéliyded treanent

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 Prospe@ively (TOPS) collected
data from 11,750 clients admitted to 41 treatment programs in 10 cities
between 1979 and 1981.

Together, the DARP findings of the 1970s, the TOPS findings of the
1980s, and the DATOS findings of the 1990s captures atlamingal

snapshot of drug addictigmatterns and treatment responses in the

United States. This snapshot has produced significant findings that have

10.2
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Evidencebased StandardsrfTreatment Duration and Dose (cont.)

led to our understanding of effective tn@aint element$.

TOPS 19791980 findings included the assessment that:

GC2NJ KSNRAY |06dzASNERXE GAYS &aLISyid Ay GNBFGYSy(
effectiveness. Overall, positive results were more likelpeé 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 percemnt
less likely to b involved in criminal activity, and 165 percent more likely to be fully employed. Althoygh
they were also 60 percent less likely to use cocaine, this difference did not reach statistical significance
omMn o P&

DATOS data led NIDA researchers to the unequivocal conclusion that:

G¢AYS ALISYyd Ay GNBI dofGitgdme.Freadment stayd o
90 days or longer were significantly associated with favorable outcontes

As independent researchers from universities;profits, and

government evaluated DARP, TOPS, and DAT@8ich together
examined over 65,000 admissions to 272 treatment programs over the
course of three decadesmd published their findings, a clear and
consistent conclusion about treatment duration emerged.

Researchers publishing Advances in Alcohol and Suéste Abuse
concluded that

Researchers from the Institute of Behavioral Research at Texas Christian

10.3
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Evidencebased Standards for Treatment Duration and Dose (cont.)

Universityannounced that:

Authors writing in theJournal of Substanc&buse Treamentwanted
to Afurther clarify the relationsh
treatment outcomes. O Their analys
GNBRdzOGAZ2Ya AYy LINBGIESyOoS 2F 020FAyS dz

~

preadmission year) by patients were associated wittHIGINI G NBF § YSYy i R
particularly 6 months or more in a Long Term Residential progtag

GNBRdzOGAZ2Y A Ay Af f S3tinie ehpbinfed Wdiedrelategt® A Y
treatment stays of 6 months or longer for patients in Long Term Residemragramse

More recently, the Substance Abuse & Mental Health Services
Administrationhas conducted and published its own &sidcalled
TEDS (Treatment Episode Data Set), concluding that

G¢KS A2 f 2F &adzwadlyoOS [6dzaS GNBI GYS
a reduction in or elimination of substance use and improvements in social
functioning and overall welbeing. Treatment completion and length of stay in
treatment are important predictors of positive treatment outcomed/Vhile

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 treatmet (defined as a stay of at least 90 daydjents who

f SH@S GNBFGYSYd SIENI & NS d Fy AyON

In a February 4, 2013ew York Timemterview byJane BrodyDr.
Mark Willenbring, a former director of treatment and recovery research
at the National Institute for Alcohol Abuse and Alodism, explained

that
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Evidencebased Standards for Treatment Duration and Dose (cont.)

G, 2dz R2y QG GNBFG I OKNRYAO AfftySaa ¥F2
group. People with a chronic form of addictionasemultimodal treatment that is
AYRAGARdIzZE t ATSR YR 2FFSNBR O2y{Aydzdza

Experts in the fields of drug abuse, alcoholism, and public health
agreelong-term residential recovery care is essential to successful and
sustained rehaliiation from addiction.Acute care or shotermmodels

of addiction interventionywhile attractive to healthcareinsurers, do

not provide the ongoing supports so neceskarguccess in recovery.

In fact, some experts suggest thatite care and short-term

treatments might actually threatenlivess addi ct s di schar
ongoing supporafter shortermtreatment leave facilities with a

lowered drug tolerance puttiigem at risk for overdose upon relapse.
Additionally, addicts leaving shoitermcare are at greater risk of

suicide as they fathebleakness dlife without mindaltering

substances or viable alternatives.

The National Institute on Drug Abuse i n 1 ts gui de fAUNnd
Abuse and Addicti on: What Science

GX wSaSl NOK KI a &aKk?2 goltcangésSale dontiige brf atle§uaté
lengths oftreatment. Generally, for residential ougpatient treatment, participation for
less than 90 days is difnited or no effectivenessand treatments lastingignificantly
f2y3aASNI 2F0Sy NS AYRAOFIGSR®E

The NIDA publicatiomdi Pr i nci p | ddetioroTreatidentu 4 A
Researctbased Gui de, 0 recommends t hat

GDSYSNI f ez ¥F2 Nlpaiipatior ®rylassitthan 90 dadySd tned vy ( 3
effectiveness and treatment lasting significantly longerecommended for maintaining
LI2AaAGAGBS 2dzi02YSadé
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And:

GNB &SI NOK AYRAOL indvaluais Rekdi leastB dndnths IR-éafmeéni dhdRthat the
best outcomesccur with longer durations dfeatment. Recovery from drug addictiasma long
0SNY LINPOSaaodé

G06SOlFdzaiS RNHzZ | RRAOGAZ2Y A& (& bdkaSibnal teBpsés, aGHom
term, onetime treatment is usually nagufficient. For manytreatment is a longterm processé

GAY FTRRAGAZ2Y (2 ai2LIIAyYy3a RNIzIpedpls zr&iactiva K S
functioning in the family, workplace, amdmmunity. According to research that tradkslividuals

in treatment over extendedperiods, most people who get into anémain in treatment stop using
drugs, decrease their criminal activity, and improve their occupational, social, and psychologic]
Fdzy Ol A2y Ay 3 dé

a t ZtefrAlresidential treatment: longerm residential treatment provids care 24 hours day,
generallyinnorK 2 & LJA G £ apfdnédilefiging of stay bfibétween 6 and honths §

The US Department of Health and Human Services, in its guide
ARnSeeking DrugoAlButae efr ¢tament

GwSYFAYAY3I Ay (i NEribdioktighg i crifical. Mppioftise tick id K |
treatment depends onhe type and degree ofapedsy Qa LINRO6f SyYa |y
Research tells us that most addicted people naetkast three months

in treatment to really reduce or stop their drug use and that longeatment times
NBadzZ G Ay o0SGGSNI 2dzi O2YSadé

puj
<

Reseechers reporting in the 201Iburnal of Substance Use and Misuse
report that:

G{ 0 dzRe& 7T 2odggriuraiida lofiesidential treatment caninfluencecontinuing
care engagement and highligtite importance of initial treatment retentiofor long
termNBE 02 OS NE ¢

The National Association of Recovery Residences reports in its
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Evidencebased StandardsrfTreatment Duration and Dose (cont.)

publ i A&rief Poimeroin RecoveryResdencesFAQsfromthe
NationalAssociationof RecoveryR e s i d éNMRRY, SeptembeR0,
2012:

a C 2 tup fudies of residents reveal th#tose stayingsix months or longer
have superior recovery outcometo those staying less than six month €

In May of 2006, researcher Michael T. Flaherty from the Institute for
Research, Education, and Training
REPORT A UNFIED VISION FOR THE PREVENTION AND
MANAGEMENT OF SUBSTANCE USE DISORDERS: Building
Resiliency, Wellness and RecovéryA Shift froman Acute Care to a
Sustained Care Recovery Management Modelutioned that:

G! YSNAROI Yl & 0SS {pdblenitAsyiiBtance d¥perlents) K S|
with a treatment approach not appropriate tihe nature of the illness. As a result,
some would suggest, the public can becoskeptical of the effectiveness of
treatment, using statistics on relapse and recidivisnpesof of failure rather than
treatment swccess. The skeptics ignore the fact that when the system uses the
wrong medical approacfi.e., an acute care approach) to treat a chronic illness it
canleadtothes NRy 3 ¢ RFADOINBE yR 2dzio02YySa GKFHG Oy
if a system treated allancer withoneR2 4S 2F NI RAIF A2y ¢

The renowned researcher William L. White o thddiction

Technology Transfer Center Network noted in his 2008 article
AnRecovery Manag e-onentetd Systamd of Raec over y
Scientific Rationaland Pr omi sing Practices, 0

G ¢ KeSt single predictor opost treatment outcome across all modalities is

length of time in treatment. Basedupon a review of treatment outcome research, the
National Institute on Drug Abuskefined a thresholaf approximately90 daysas the
treatment duration below whichliecovery outcomes began to deteriorate for most
clients. Clients with shorter lengths stiay have poorer rates of post

treatment abstinence and higher treatment readmissi@es. Compared tthose

with less time in treatment, the odds pbsitive outcomesat one yearfollow-up are
five times greater for clients who remain involved tneatment for more than a

year€
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M. Douglas Anglin, FoundingDirectorof the UCLA Drug Abuse
ResearclCenterandAssociateDirectorof the UCLA Integrated
Substancé&buseProgramgqISAP) notesthat:

LG KFAa 0SSy @SNE RAA&Ll LI Aydidgnyadd Ay NI
outpatientservices stripped down to what | consider clearly-tuteshold levels

for many chronic drug problems; currently, such programstgpecally capable

of producingonly ashoii SNY o6t ALJ Ay O0SKIF@A2NI I yR

Researchers repant in American Journal of Public Healtt2011
April; 101(4): 7371744.,n Sur vi ving Drug Addictio
Treat ment and Absnbtethatence on Mort al

G{GdzRASa KI@S akKz2gy GKIG f2y3ISNI LISNR
consecutive or not) and longer durations of sustained abstinence (consedatyse
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.

a/ 2y Of @Quafihddngssuggest the need to shife addiction treatment field
from an acute care model to a chronic disease management paradigm and the
need for more aggressive screening, intervention, addiction management

over timed ¢
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