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Abstract

For nearly 20 years, the U.S. Substance Abuse and Mental Health Services Administration (SAM-
HSA) has fostered social inclusion for Americans with mental and/or substance use disorders. SAM-
HSA has done this by promoting the recovery paradigm, an approach predicated on a positive,
strength-based, and person-centered view of those with behavioral health conditions. SAMHSA has
provided leadership by promoting policies, programs, practices, and public awareness initiatives that
advance recovery, recovery support services, and recovery-oriented service delivery systems. SAM-
HSA’s approach has been participatory, engaging a variety of stakeholders, and comprehensive, fo-
cusing on multiple strategies in targeted priority areas.

Keywords : SAMHSA, recovery, recovery movement, mental health recovery, addiction recovery,
recovery support services, self-determination, social inclusion

Résumé

Depuis presque 20 ans, the U.S. Substance Abuse and Mental Health Services Administration
(SAMHSA) a favorisé l'inclusion sociale des Etats-uniens ayant des troubles de santé mentale ou de
consommation de substances. SAMHSA a fait la promotion du paradigme du rétablissement, une ap-
proche positive et centrée sur la personne ayant des troubles de comportement et prenant en consi-
dération ses forces. SAMHSA s’est avéré un leader en la matiére, fournissant des politiques, des pro-
grammes, des pratiques et des initiatives de sensibilisation du public facilitant le rétablissement, les
services de soutien au rétablissement, et les systémes de prestation de service liés au rétablissement.
L'approche de SAMHSA est participative, engageant une série d’acteurs, et globale, se concentrant
sur des stratégies multiples dans des domaines prioritaires.

Mots-clés : SAMHSA, rétablissement, mouvement en faveur du rétablissement, rétablissement en
santé mentale, rétablissement dans le champ des dépendances, services de soutien, autodétermina-
tion, inclusion sociale
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Realizing Recovery: the U.S. Substance Abuse and Mental Health

Services Administration’s Efforts to Foster Social Inclusion

he recovery movement in mental

health and addictions has its origins in

the United States, where it emerged

from the lived experiences of individ-

uals with these conditions. The recov-
ery movement focuses on self-determination,
self-help, and self-empowerment.

Social change movements such as the recov-
ery movement do not operate in isolation, but
are embedded in political and societal contexts.
One key factor in the success of such move-
ment is the extent to which governments sup-
port or inhibit such movements for change.
This article examines the efforts of one U.S.
governmental agency — the Substance Abuse
and Mental Health Services Administration
(SAMHSA) — and how it has affected the
growth and development of the recovery
movement in mental health and addictions over
the past twenty years.

SAMHSA’s has defined recovery from sub-
stance use and/or mental disorders as a:

process of change through which indi-
viduals improve their health and well-
ness, live self-directed life, and strive
to reach their full potential (DHHS/
SAMHSA/CMHS, 2012).

Emphasizing quality of life and self-direction,
his definition, along with the guiding principles
discussed below, reflects the core themes of
the recovery movement.

Background

SAMHSA was established in 1992 to provide a
Federal focus on mental health and substance
use disorders services in the U.S. government.
It is one of eleven agencies in the U.S. De-
partment of Health and Human Services.

SAMHSA was created from several other
agencies — most notably the Alcohol, Drug
Abuse and Mental Health Administration, which
housed the National Institute for Mental Health
(NIMH). SAMHSA’s was created, in part, to
separate research on mental and substance
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use disorders from support for service delivery
for these conditions.

Prior to SAMHSA’s inception, the U.S. gov-
ernment’s support for the recovery movement
was sporadic. However, despite the lack of a
systematic approach, the U.S. government did
support activities related to recovery, and these
helped to set the stage and provide the founda-
tion for SAMHSA'’s efforts in support of recov-

ery.

The first federal initiative focused on recovery
was the Community Support Program (CSP) in
the NIMH in the 1970’s. Designed to support
people with serious mental iliness to live out-
side of institutions, the CSP focused on the
need to provide a comprehensive array of sup-
ports and services, including peer support.

In the early 1980’s, NIMH/CSP began funding
technical assistance to expand peer support
activities. This led to support for the first Alter-
natives Conference in 1985 — a national train-
ing event for mental health consumer leaders.
Over 20 years later, SAMHSA continues pro-
viding support for this conference that attracts
up to 1,400 individuals annually (DHHS/ SAM-
HSA/CMHS, 2008).

The Protection and Advocacy for Mentally llI
Individuals Act of 1986 (Public Law 99-319)
established a Federally-supported system to
investigate allegations of abuse and neglect in
facilities serving people with mental illnesses.
This was the first legislation that mandated
consumer involvement on the advisory bodies
of programs funded via this system.

In the late 1980’s, NIMH/CSP funded several
demonstration programs to evaluate service
programs operated by consumers. This includ-
ed a multisite program that examined consum-
er-operated case management programs,
drop-in centers, and other models (Van Tosh &
del Vecchio, 2000).

In the early 1990s, SAMHSA initiated the
Treatment Works campaign, which later be-
came National Alcohol and Drug Addiction Re-
covery Month (1998) and subsequently Nation-
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al Recovery Month (2011). National Recovery
Month facilitates social inclusion by involving
millions of individuals, families, government
and civic organizations, the business sector,
healthcare workers, the justice sector, and
elected and appointed officials in celebratory
events, policy and educational forums about
recovery, and the contributions of people in
recovery. These activities promote social dis-
course about the need to support individuals in
recovery by tackling discriminatory practices
and negative public perceptions about those in
need of services and/or in recovery.

In 1998, SAMHSA’s Center for Substance
Abuse Treatment initiated the Recovery Com-
munity Support Program (RCSP), its first sys-
tematic effort to reach out to and engage the
addiction recovery community in the public
dialogue on addiction treatment and recovery.
Early RCSP grantees worked to organize the
recovery community, raise awareness of the
reality of recovery, provide public education,
and provide input into policies and services for
people with addictions or in recovery. In 2002,
the program shifted from a focus on recovery
community organizing to the design and deliv-
ery of peer-to-peer recovery support services
for with addictions.

SAMHSA'’s Approach

Building on these efforts, SAMHSA has provid-
ed leadership by promoting policies, programs,
practices, and public awareness initiatives that
advance recovery, recovery support services,
and recovery-oriented service delivery sys-
tems. SAMHSA's approach has been both par-
ticipatory, involving numerous stakeholders,
and comprehensive, involving multiple strate-
gies in targeted priority areas.

Paradigmatic change necessitates wholesale
modification of the vision, values, practices,
and power dynamics around which multiple
systems, organizations, and individuals organ-
ize and from which they operate. Vested inter-
ests and existing operating procedures can be
significant barriers to change. A participatory
approach that engages multiple participants
helps to promote the intended change.

Core recovery principles also necessitate a
participatory approach. The principles of self-
direction, responsibility, and empowerment
speak to the significance of people having a
voice in the systems and organizations that
affect their lives. This includes, in particular, the
meaningful participation of people who live with
mental health and/or addiction problems. The
democratically-based ideas of the U.S. gov-
ernment function as another key driver for a
participatory approach.

SAMHSA'’s efforts to engage stakeholders in
transformation efforts include:

= National Advisory Council: SAMHSA is re-
quired by legislation to convene standing
councils comprised of external stakeholders,
including consumers/people in recovery, to
advise the agency on its direction and activi-
ties;

= Special Meetings: SAMHSA convenes region-
al consumer meetings, as well as roundtable
dialogue meetings between consumers/ peo-
ple in recovery and other groups to help pro-
mote recovery;

= Grants: By law, SAMHSA requires states to
convene planning and advisory councils com-
posed of stakeholders, including consumers/
people in recovery, to receive annual formula
block grants. SAMHSA includes language in
grant announcements that require the partici-
pation of consumers/people in recovery;

= Strategic Initiatives: SAMHSA recently identi-
fied eight (8) strategic initiatives to focus
agency activities, including one on Recovery
Supports. In identifying these priorities,
SAMHSA solicited the participation of many
stakeholders, including the use of on-line vot-
ing and discussion boards to expand partici-
pation;

= Staffing: In 1995, SAMHSA hired its first self-
identified consumer to help foster recovery-
based efforts. Since that time, agency hiring
efforts have expanded.
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Systems transformation also requires the stra-
tegic targeting of multiple areas. SAMHSA'’s
efforts have included:

= Theory: to help define and clarify the vision of
recovery;

» Policy: to establish guidelines for promoting
recovery;

» Practice: to identify protocols for providing
recovery-based services and supports;

» Measurement: to identify and monitor individ-
ual and systems indicators to determine prog-
ress in promoting recovery;

» Public Awareness: to educate and engage
target audiences to foster transformation.

- Theory: Building a Framework for Recovery
and Recovery-Oriented Practice

SAMHSA has worked with stakeholders to de-
velop definitions, values, and principles of re-
covery for those with mental and substance
use disorders. In 2004 and 2005, SAMHSA’s
Center for Mental Health Services (CMHS) and
Center for Substance Abuse Treatment
(CSAT), respectively, convened national meet-
ings of stakeholders, including mental health
consumers, people in addiction recovery, fami-
ly members, providers, advocates, research-
ers, State and local officials, and others. At the
CMHS meeting, participants achieved consen-
sus on a definition and guiding principles of
mental health recovery (DHHS/SAMHSA/
CMHS, 2006). The CSAT meeting resulted in a
definition, guiding principles, and elements of a
recovery-oriented system for those with addic-
tions (DHHS/SAMHSA/CSAT, 2007).

Following these meetings, significant gains
have been made to integrate recovery princi-
ples into services for those in recovery from
mental health problems and addictions.

However, even though mental and substance
use disorders often co-occur in the same indi-
vidual, addictions and mental health services in
the U.S. have often been organized, delivered,
and financed in “silos” that do not always cor-
respond with the realities of people’s lives.
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To support greater collaboration between the
mental health and addiction recovery fields,
SAMHSA convened a Dialogue Meeting in Au-
gust 2010 to explore commonalities and differ-
ences in the lived experience of recovery for
people with mental and substance use disor-
ders. At the 2010 Dialogue Meeting, partici-
pants developed a draft definition of recovery
from substance use and/or mental disorders,
along with 10 guiding principles of recovery.

Between August 2010 and August 2011,
SAMHSA elicited stakeholder comment on the
draft definition through discussions, meetings,
and a formal public conducted via the SAM-
HSA Feedback Forum. SAMHSA received
comments from over 1,000 participants, with
nearly 500 ideas, over 1,200 comments on the
ideas, and over 8,500 votes cast in support of
the ideas on the forums.

SAMHSA carefully considered all stakeholder
comments and prepared a working definition of
recovery that was posted on the SAMHSA blog
in December 2011. A slightly revised version
was later posted on March 23, 2012, as fol-
lows:

Recovery from mental disorders and/or
substance use disorders is a process
of change through which individuals
improve their health and wellness, live
a self-directed life, and strive to reach
their full potential (DHHS/SAMHSA/
CMHS, 2012a).

SAMHSA also delineates four major dimen-
sions that support a life in recovery:

» Health: overcoming or managing one’s
disease(s) or symptoms - for example,
abstaining from use of alcohol, illicit
drugs, and no prescribed medications if
one has an addiction problem - and for
everyone in recovery, making informed,
health choices that support physical and
emotional wellbeing;

= Home: a stable and safe place to live;

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

= Community: relationship and social net-
works that provide support, friendship,
love and hope (DHHS/SAMHSA/CMHS,
2012a).

SAMHSA’s 10 guiding principles of recovery
further elaborate on the meaning of recovery
for those with mental and substance use disor-
ders:

- Guiding Principles of Recovery

Recovery emerges from hope: The belief that
recovery is real provides the essential and mo-
tivating message of a better future — that peo-
ple can and do overcome the internal and ex-
ternal 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.

Recovery is person-driven: Self-determination
and self-direction are the foundations for recov-
ery 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 con-
trol over their lives.

Recovery occurs via many pathways: Individu-
als are unique with distinct needs, strengths,
preferences, goals, culture, and backgrounds —
including trauma experiences — that affect and
determine their pathway(s) to recovery. Recov-
ery is built on the multiple capacities, strengths,
talents, coping abilities, resources, and inher-
ent value of each individual. Recovery path-
ways are highly personalized. They may in-
clude professional clinical treatment; use of
medications; support from families and in
schools; faith-based approaches; peer support;
and other approaches. Recovery is non-linear,

characterized by continual growth and im-
proved 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 alco-
hol, illicit drugs, and non-prescribed medica-
tions 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 sup-
portive environment. This is especially true for
children, who may not have the legal or devel-
opmental capacity to set their own course.

Recovery is holistic.: Recovery encompasses
an individual’'s whole life, including mind, body,
spirit, and community. This includes address-
ing: self-care practices, family, housing, em-
ployment, education, clinical treatment for men-
tal disorders and substance use disorders,
services and supports, primary healthcare,
dental care, complementary and alternative
services, faith, spirituality, creativity, social
networks, transportation, and community par-
ticipation. The array of services and supports
available should be integrated and coordinated.

Recovery is supported by peers and allies:
Mutual support and mutual aid groups, includ-
ing the sharing of experiential knowledge and
skills, as well as social learning, play an invalu-
able role in recovery. Peers encourage and
engage other peers and provide each other
with a vital sense of belonging, supportive rela-
tionships, valued roles, and community.
Through helping others and giving back to the
community, one helps one’s self. Peer-
operated supports and services provide im-
portant resources to assist people along their
journeys of recovery and wellness. Profession-
als can also play an important role in the re-
covery 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 recov-
ery, 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.
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Recovery is supported through relationship and
social networks: An important factor in the re-
covery process is the presence and involv-
ement of people who believe in the person’s
ability to recover; who offer hope, support, and
encouragement; and who also suggest strate-
gies and resources for change. Family mem-
bers, 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.

Recovery is culturally-based and influenced:
Culture and cultural background in all of its
diverse representations — including values,
traditions, and beliefs — are keys in determin-
ing a person’s journey and unique pathway to
recovery. Services should be culturally ground-
ed, attuned, sensitive, congruent, and compe-
tent, as well as personalized to meet each indi-
vidual's unique needs.

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 associat-
ed 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.

Recovery involves individual, family, and com-
munity strengths and responsibility. Individuals,
families, and communities have strengths and
resources that serve as a foundation for recov-
ery. In addition, individuals have a personal
responsibility for their own self-care and jour-
neys of recovery. Individuals should be sup-
ported in speaking for themselves. Families
and significant others have responsibilities to
support their loved ones, especially for children
and youth in recovery. Communities have re-
sponsibilities to provide opportunities and re-
sources to address discrimination and to foster
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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.

Recovery is based on respect. Community,
systems, and societal acceptance and appreci-
ation for people affected by mental health and
substance use problems — including protecting
their rights and eliminating discrimination — are
crucial in achieving recovery. There is a need
to acknowledge that taking steps towards re-
covery may require great courage. Self-
acceptance, developing a positive and mean-
ingful sense of identity, and regaining belief in
one’s self are particularly important.

SAMHSA has developed this working definition
of recovery to help policy makers, providers,
funders, peers/consumers, and others design,
measure, and reimburse for integrated and
holistic services and supports to more effectiv-
ely meet the individualized needs of those with
mental health problems and addictions.

Recognizing the importance of engaging youth
and young adults in a similar dialogue, SAM-
HSA convened a meeting in December 2010,
bringing together 38 young people in recovery
to gather their perspectives on needed sup-
ports for their recovery. The participants identi-
fied several distinct needs, most notably the
need for peer support and for the promotion of
positive social norms for youth in recovery. A
sector of this core group of young people in
recovery have formed a loosely-knit leadership
group self-titled “Young People in Recovery.”

SAMHSA is disseminating the definition and
principles to the behavioral health Field and
other key audiences to assist in the design,
delivery, and financing of recovery supports
and services. SAMSA will assist States, pro-
viders, and others to adopt and implement the
definition through technical assistance.
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Policy: Setting the Standards for Recovery

During the past two decades, national public
policies have exerted influence on the realiza-
tion of recovery and promotion of social inclu-
sion for those with substance use and mental
disorders:

= The Americans with Disabilities Act of 1990
legislated that discrimination on the basis of
disability, including mental disability, is not
acceptable or legal (Senate (S.) Bill 933-
101st Congress: The Americans with Disabili-
ties Act of 1990, 1989).

= The 1999 Surgeon General’s Report on Men-
tal Health identified the emergence of a “new
recovery perspective... supported by evi-
dence on rehabilitation and treatment, as well
as the by the personal experiences of con-
sumers” (DHHS/Surgeon General, 1999).

= In the Olmstead Decision, the U.S. Supreme
Court ruled in 1999 that people with disabili-
ties have a right to live in communities rather
than institutions (Olmstead, 1999).

= The 2003 release of The Final Report of the
President’s New Freedom Commission on
Mental Health called for the transformation of
mental health care to a system where recov-
ery was the expected goal and outcome for
all who use services.

= The 2006 Institute of Medicine report, Improv-
ing the Quality of Health Care for Mental and
Substance-Use Conditions, endorsed recov-
ery-based approaches including supporting
patients’ decision-making abilities and prefer-
ences (Institute of Medicine, 2006).

= The 2007 State Medicaid Director Letter on
Peer Delivered Services established guid-
ance on how to bill for peer-operated services
(Smith, 2007).

= The Mental Health Parity and Addiction Equi-
ty Act of 2008 legislated equal insurance
benefits for mental health and substance use
and medical/surgical services (House of Rep-
resentatives (H.R.) Bill 1424—110th Con-
gress: Emergency Economic Stabilization Act
of 2008, 2007).

= The Affordable Care Act of 2010 (Public Law
111-148 — 111th Congress: Patient Protection
and Affordable Care Act, 2010) proposed the
expansion of health insurance coverage and
mandated further parity of mental health and
addiction services.

= SAMHSA’s 2011 Leading Change: A Plan for
SAMHSA’s Roles and Actions 2011-2014
which includes “Recovery Supports” as one
of eight (8) agency initiatives and identifies
the domains of “health, home, purpose, and
community” as key for recovery (DHHS/
SAMHSA, 2011).

Practice: Changing the Way Services Are
Delivered

SAMHSA has helped change the way mental
health and addiction services are delivered by
focusing on peers as providers, retooling the
existing workforce, and developing innovative
resources and tools.

Peer Service: Over the past 20 years, SAM-
HSA has promoted the adoption of services
provided by those in recovery. Peer services
are based on the notion that individuals with
the lived experience of recovery possess a
unique and valued knowledge and expertise on
achieving recovery they can offer to others.
Building on the strengths and resiliency of peo-
ple in recovery, these services are inherently
optimistic, modeling the possibilities of recov-
ery and exemplifying the reality of a healthier
and more satisfying life.

Among the array of peer services for consum-
ers/people in recovery, Wellness and Recovery
Centers may be the most common form of
peer-led programs. Self-help and mutual aid
groups are also common, as are recovery
coaching, telephone support (‘warm-lines”),
telephone recovery checkups, independent
living programs, drug-free transitional housing,
peer-led case management, vocational assis-
tance, crisis support/respite, and assistance
with benefits acquisition. Many peer-operated
service programs also engage in advocacy to
promote better access to services and to re-
duce discrimination.
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SAMHSA has provided leadership and support
to the ongoing development of consumer/peer-
operated service programs. For example, the
SAMHSA-funded State Consumer Networks
enable individuals in recovery to develop and
operate peer organizations to help transform
local and state systems.

SAMHSA’s Recovery Community Services
Program (RCSP) is organized around a frame-
work of social support, drawing on the work of
House (1981), Salzer (2002), and others to
identify four types of support: emotional, infor-
mational, instrumental, and affiliational. Exam-
ples include: peer mentoring and peer coach-
ing (emotional support); peer-led relapse pre-
vention groups; job readiness training; wellness
training (informational support); child care;
transportation; help accessing community serv-
ices (instrumental support); recovery centers;
alcohol and-drug-free socialization (affiliation
support) (DHHS/SAMHSA/CSAT, 2009).

Peer services for those in recovery from mental
and substance use disorders are predicated on
values and principles such as the following:

= respect for the many varied pathways to re-
covery;

» emphasis on strengths and resources versus
deficits and pathology;

= focus on person-centered planning and serv-
ice delivery;

» empowerment and self-determination;
= inclusiveness and cultural diversity;

= leadership development and advocacy for the
consumer/recovery community.

Often called peer specialists or recovery
coaches, individuals with lived experience as-
sist other consumers/peers in their journeys of
recovery. Almost all states have or are in the
process of developing programs to include
peer providers into the behavioral health work-
force.

To help ensure the quality of service, individual

certification processes for peer specialists and
recovery coaches have been developed. Certi-
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fication also provides training and facilitates the
billing and reimbursement for peer services. A
trade group, the National Association of Peer
Specialists, has been formed to help develop
this new profession.

Faces and Voices of Recovery, a national ad-
vocacy organization for the addiction recovery
community, along with various stakeholders, is
exploring the possibility of accrediting peer
recovery support service programs. The ac-
creditation process would help assure that or-
ganizations providing peer recovery support
services meet minimum standards developed
in concert with the field.

Workforce Development to Support Recovery:
The promotion of recovery in the behavioral
health field necessitates new skills, knowledge,
and abilities for the workforce that serves indi-
viduals with mental health and/or addiction pro-
blems.

First and foremost, all workers — professional,
nonprofessional, paid, volunteer — must fully
understand and embrace the recovery orienta-
tion. For some, this involves a fundamental
shift in thinking - away from a problem/deficit
focus toward a strength-based focus on recov-
ery. Workforce development efforts are needed
to promote greater understanding of the recov-
ery paradigm and the policies and practices
that emanate from it.

SAMHSA has developed trainings, technical
assistance, publications, and other resources
to raise the awareness of State and local offi-
cials, systems administrators, providers, and
others regarding the meaning, value, and im-
plementation of recovery and recovery-oriented
approaches. In one effort, SAMHSA collabo-
rated with the U.S. Office of National Drug
Control Policy (ONDCP) to convene a Septem-
ber 2010 Summit on Recovery for those with
addictive disorders and co-occurring substance
and mental disorders. The ONDCP/SAMHSA
Summit brought together stakeholders to de-
velop concrete steps to advance recovery poli-
cies and practices.
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SAMHSA also leads efforts to train behavioral
health professionals about recovery through
several of its programs and initiatives. The Ad-
diction Technology Transfer Centers (ATTC)
Program supports a network of training centers
across the U.S. that develops, delivers, and
disseminates training curricula, online courses,
publications, and other resources about recov-
ery. In addition, the ATTC Network has trained
facilitators throughout the U.S. who are equip-
ped to assist States in planning efforts to adopt
and implement recovery-oriented approaches.

SAMHSA’s Recovery to Practice program is
working with six national organizations to de-
velop in-depth curricula on recovery, custom-
ized to the needs of learners in their specific
disciplines (psychiatry, psychology, social
work, psychiatric nurses, peer specialists, ad-
dictions counselors). Through the Partners for
Recovery Initiative, SAMHSA is disseminating
information and resources about recovery to a
wide array of stakeholders, including the be-
havioral health workforce, on topics such as
the financing of recovery support services and
strategies for advancing recovery-oriented sys-
tems of care. In addition, SAMHSA is currently
developing an on-line curriculum that introduc-
es basic recovery concepts and practices and
is targeted to a wide audience.

In 2011, SAMHSA launched a new initiative,
Bringing Recovery Supports to Scale Technical
Assistance Center Strategy (BRSS TACS), to
assist States, counties, and other systems, as
well as providers, consumers/people in recov-
ery, family members, and other stakeholders,
to adopt and implement recovery-oriented serv-
ices and supports across the U.S. BRSS TACS
convenes expert panels, conducts policy acad-
emies, presents training webinars, provides
technical assistance, and develops online ma-
terials and resources on leading-edge recovery
policies, practices, and services.

Shared Decision-Making Tools: Person-center-
ed planning and consumer empowerment are
central values underlying recovery-oriented
services. These values have been operational-
ized in shared decision-making (SDM) re-
sources SAMHSA has developed that promote

client empowerment and informed choice.
SDM is an interactive and collaborative proc-
ess between individuals and their health care
providers that is used to help make decisions
pertinent to an individual's recovery. SDM tools
promote enhanced collaboration between pro-
fessionals and consumers and enable consum-
ers to acquire useful information about options
that could support their recovery.

SAMHSA recently released an on-line decision
aid on anti-psychotic medications (DHHS/
SAMHSA/CMHSA, 2012b). In addition, SAM-
HSA is currently developing a second decision
aide on the use of medications to support re-
covery from opioid dependence. Possible top-
ics for future share decision-making tools in-
clude anti-depressants, psychosocial and be-
havioral  therapies, complementary ap-
proaches, and psychiatric medications for
children.

SAMHSA is also developing guides on person-
centered planning to assist in identifying life
goals and strategies for achieving these.
These guides are designed for consumers/
people in recovery, providers, administrators,
and family members and exemplify the values
and principles of recovery.

Measurement

SAMHSA'’s data collection approach has help-
ed to measure and monitor the effectiveness of
recovery-based approaches, including the i-
dentification of outcome measurements and
performance indicators for systems, organiza-
tions/programs, and individuals. Evaluations
are conducted to study program effectiveness
and identify the evidence-base of efforts to
promote recovery. These data collection efforts
range from simple customer satisfaction ques-
tionnaires to complex randomized controlled
studies. Limitations due to methodological ap-
proaches — often as a result of resource avail-
ability — can affect the validity and reliability of
findings.

SAMHSA conducted a multi-site evaluation of
13 consumer-operated programs across the
country. Results showed that peer-led services
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led to increases in social skills, decreases in
inpatient services, and improvements in self-
confidence of consumers/survivors (Van Tosh
& del Vecchio, 2000).

SAMHSA also sponsored a randomized, con-
trolled study to test the efficacy of peer-
operated services as an adjunct to traditional
services. This $20 million, 5-year study dem-
onstrated that peer-operated programs en-
hance the well-being of those served. Based
on these findings, a SAMHSA evidence-based
toolkit has been developed to expand the
adoption of such efforts.

To examine systems, SAMHSA supported the
development of the Recovery Oriented Service
Indicators (ROSI), and to measure facilities,
SAMHSA supported the Mental Health Statis-
tics and Improvement Program Consumer-
Oriented Report Card. In addition, measure-
ment efforts have examined recovery on an
individual basis through program data from
SAMHSA'’s Mental Health Transformation State
Incentive Grant and the RCSP grants.

SAMHSA’s National Outcome Measures
(NOMS) examine key recovery-based meas-
ures of grant programs funded, including per-
formance indicators related to housing, em-
ployment, and social supports. Most recently,
SAMHSA, with stakeholder input, is developing
a quality of life measure that will be piloted
tested with a sample derived from SAMHSA-
funded grant programs.

Public Awareness

To be effective, social transformation efforts
must change hearts as well as minds. Negative
public attitudes, beliefs, and prejudices (other-
wise known as stigma) have been identified as
the single greatest barrier to recovery. SAM-
HSA-supported public surveys have identified
that only one in four Americans believe that
recovery is possible (DHHS/SAMHSA/CMHS,
2007). Other data show that the public contin-
ues to exclude people in recovery in employ-
ment, housing, and social supports.
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Over the past two decades, SAMHSA has tak-
en a strategic approach to addressing this con-
cern, the activities that include the following:

= Recovery Month: For 22 years, the National
Recovery Month observance (www.recovery
month.gov) has been a catalyst for social in-
clusion and support for those in recovery.
Each year, millions of individuals, families,
government and civic organizations, the busi-
ness sector, healthcare workers, the justice
sector, and elected and appointed officials
participate in celebratory events and educa-
tional forums about recovery and the contri-
butions being made by those in recovery.
Through these activities, the recovery com-
munity in the behavioral health field recounts
their stories of success, presenting a frame-
work from which to draw references of the
success of addiction treatment and mental
health services and support. In 2011, Recov-
ery Month events were also observed in
5 other countries - Bahamas (Nassau), Eng-
land (Hertfordshire), Germany (Berlin), Cana-
da (Toronto), and Wales (Cardiff).

Campaign for Social Inclusion: A multi-media
social marketing effort with several target au-
diences. A series of multi-cultural materials
have been developed for young adults aged
18-25 who have friends with mental illnesses
encouraging them to support their friends
(www.whatadifference.samhsa.qgov). Materi-
als targeted to newly expectant parents raise
awareness of the linkage between trauma
and mental and addictive disorders, and en-
courage parents to break the cycle of trauma.
A campaign for employers encourages them
to recruit and retain individuals with these
conditions. Other efforts include:

o Voice Awards: An annual event de-
signed to recognize recovery-based tel-
evision and film productions, along with
consumers/people in recovery who
have promoted social inclusion in their
states and local communities (www.
voiceawards.samhsa.gov ).
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o ADS Center: The SAMHSA Resource
Center to Promote Acceptance, Dignity
and Social Inclusion (ADS Center) pro-
vides technical assistance to further so-
cial inclusion of people with mental
health and/or addictions problems
(www. promoteacceptance.samhsa.gov).
This effort also provides support to local
and state consumer groups to undertake
such efforts.

o Wellness Initiative: This effort encour-
ages individuals and organizations to un-
dertake efforts to reduce the high rates
of early mortality and co-morbid health
conditions experienced by people with
mental health and/or addiction problems
(http://promoteacceptance.samhsa.gov/1

Oby10).

Discussion

National governments can be integral players
in social change efforts to foster recovery. This
requires visionary leaders who recognize the
potential benefits that such an approach can
have both in terms of reduced disability experi-
enced by populations, as well as lowered eco-
nomic costs. The recovery movement has tak-
en different forms throughout the world. It
seems to have taken hold particularly in Eng-
lish-speaking countries, including Canada, the
United Kingdom, Australia, and New Zealand.
The Canadian Mental Health Commission for-
mally adopted recovery as the overarching aim
of mental health services in Canada in 2010,
and currently is involved in nhumerous projects
to develop and disseminate recovery-oriented
practices, including a prominent anti-stigma
and discrimination campaign and a major sup-
ported housing initiative. The Royal College of
Psychiatrists has endorsed recovery as the
vision to guide mental health service develop-
ment for the foreseeable future for all of the
United Kingdom, and has since developed for-
mal policy statements and a variety of materi-
als to guide practice. Within the United King-
dom, significant steps have been taken to
adapt Wellness Action Recovery Planning for
British citizens, to transform mental health or-
ganizations to a recovery orientation, and to
align psychiatric practice, especially medication

prescribing and administration, with this vision.
Peer support has been developed in Scotland,
and England, Wales, and Ireland are beginning
to experiment with peer support at this time. Of
interest through the United Kingdom is the
Voice Hearers Network and the development of
new, alternative strategies for managing audi-
tory hallucinations.

New Zealand was the first country to develop
recovery-oriented competencies for practition-
ers, and has developed extensive peer support
networks and incorporated culturally respon-
sive programs for Maori persons. Australia has
recently issued a recovery-oriented practice
framework that attempts to re-orient traditional
and clinical services to the vision that was de-
veloped there largely through the peer support
and rehabilitation components of their system.
Australia is about to host it First Annual Recov-
ery Forum, which indicates that the gov-
ernment is interested in pushing transformation
to the next level, to penetrate the more tradi-
tional service sector (Le Boutillier et al, 2011).

Such systems change requires not only a “top
down,” but also a “bottom up” approach. It re-
quires participation and leadership by and from
those who experience these conditions them-
selves. Governments can assist in identifying,
developing, and investing in this leadership.

Additionally, efforts to promote recovery must
include attend to the specific cultural beliefs
and practices of various populations. The
Western emphasis on individualized approach-
es may be incongruent with the focus on the
family and community at the heart of other cul-
tures. How can the tenets of recovery fit into
these belief systems and the practices be
adapted for different cultures? What role can
national governments play in addressing these
issues?

Another issue relates to the growing trend to
integrate mental health and addiction services
into primary healthcare systems. This trend,
growing rapidly in the U.S., can help to address
the high rates of early mortality and co-
morbidity experienced by people with mental
health and addiction problems. How can recov-
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ery principles and practices be integrated into
primary care systems? How can primary care
staff be trained on recovery-oriented ap-
proaches? How can financing approaches en-
courage recovery practices in primary care
settings?

A final issue is the role that information tech-
nology can play in promoting recovery. Social
media, cell phone applications, on-line bulletin
boards, telehealth, and other mechanisms can
and are being used to promote recovery-based
concepts. How can national governments fos-
ter increased use and adoption of these tech-
nologies?

Conclusion

National governments can play key roles in
promoting recovery in mental health and addic-
tions. As SAMHSA has demonstrated, this in-
cludes the need for a sustained, participatory,
multidimensional effort that combines theory
development, policy, peer services, workforce
development, measurement, and public aware-
ness. These efforts help to introduce and frame
national discourse about these important is-
sues. Acceptance and social inclusion for those
in recovery from behavioral health conditions
has been proven to be beneficial in the provi-
sion of resources to address these serious na-
tional concerns.

Our world and our nations are undergoing rapid
change. Global economic downturns, war, dis-
asters, violence, and social upheaval are
known social determinants of mental health
and addiction problems and corresponding
disability.

Recovery offers hope - hope for people with
mental illnesses and addictions. By promoting
recovery, governments can be the purveyors of
that hope.
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