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Project Implementation Handbook 

I. INTRODUCTION 
This document provides information regarding program development, key 
program features and elements, research findings, and insights by program 
developers on implementing the Recovering Together Program (RTP) 
model. A brief program overview and literature review is provided, followed 
by a detailed community implementation guide. Lastly, the report describes 
the research design and approach, instruments, and findings. 
 

II. PROGRAM OVERVIEW 
The RTP was created to address an existing unmet community need to 
serve families with maternal substance abuse issues and co-occurring child 
welfare concerns (i.e., safety and permanency). In particular, there was a 
growing sense of alarm by service providers in both the substance abuse 
and child welfare communities of Montezuma County, Colorado, at the rise 
in mothers’ methamphetamine use beginning in 2002.   
 
The mission of the RTP is to help families create a lifestyle free of substance 
abuse and heal the damage associated with addiction. The target population 
is mothers and their children. The primary goals of the RTP are to: 

• increase child safety; 
• provide placement permanency for children; 
• enhance the individual and parental functioning of mothers; and 
• improve the quality of treatment for mothers with substance abuse 

issues and their families.  
 
To achieve these goals, based on experience and a review of literature, it 
was clear that the following services needed to be incorporated in the 
program: parental substance abuse treatment, parent skill training, and life 
skills development that is gender-specific, culturally responsive, and 
individualized. These services are paired with the simultaneous treatment 
and support of families’ children to help them deal with their feelings about 
their families’ substance abuse issues. The RTP maintains that if children 
are allowed to process their feelings in a safe therapeutic environment, while 
their mothers learn coping and parenting skills, they will be safer, more 
nurtured, and less likely to have life-long negative outcomes than they would 
without program participation. 
 
The RTP process involves three elements: 1) family-centered, standardized, 
interactive group classes and individual counseling services for all families; 
2) a single point of contact (SPOC) for case management for families as 
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needed; and 3) interdisciplinary teamwork to integrate case plans and 
support from a variety of community-based agencies (e.g., tribal and county-
based child welfare services, substance abuse treatment programs, 
prevention programs, community mental health centers). These are 
embedded throughout RTP’s three-phase, yearlong program.  
 

1. Phase One: Treatment. The focus of this phase is to provide in-
depth assessment of service and substance abuse treatment needs; 
weekly mothers’ therapy and support groups that include psycho-
educational treatment; weekly children’s education and support 
groups; and community support activities. Groups are held for 16 
weeks. Individual (i.e., mothers or children) and family therapy is 
available as needed.  

2. Phase Two: Family Skill Building. The focus of this phase is 
increasing parental self-efficacy, communication skills, and self-
esteem, and identifying and expressing emotion. Mothers and other 
caregivers along with their children attended weekly sessions. 
Classes last 16 weeks. 

3. Phase Three: Lifestyle Change. The focus of this phase is the 
stabilization of families in a healthy lifestyle. Activities include relapse 
prevention planning, frequent case contact, continued individual and 
family therapy, and active engagement by families with community-
based services or informal supports. 

 
An additional important area of focus for this project is the need to develop 
partnerships and collaboration across the domains of substance abuse and 
child welfare. Substance abuse counselors and child welfare workers often 
work with the same families; however, there are barriers thwarting 
collaboration between these workers and their systems. The lack of 
collaboration can create significant roadblocks to progress and reunification 
of families struggling with co-occurring substance abuse and child 
maltreatment issues.   

The RTP is a research-based project with a focus on understanding: 
 

1. What family and child characteristics are associated with successful 
outcomes of family strengthening efforts; 

 
2. What intensive specialized services for families that struggle with 

substance abuse and child maltreatment are most likely to affect 
outcomes for clients (i.e., child safety, child permanency, child well-
being, family well-being, and other outcomes specific to the proposed 
project). 

 
While these were the initial broad-based questions that the RMQIC, the 
grant’s administrative body, required, a number of detailed and new 
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Figure 1 - Components of Comprehensive Drug Abuse Treatment 
 
 
 

 
 
As addressed, child welfare caseworkers and substance abuse counselors 
often work with the same families; however, there is a lack of collaboration. 
This same issue also exists among the various stakeholder groups. Thus, 
for communities interested in implementing the RTP it is essential to begin 
by understanding the significant differences in the science and historical 
development of each discipline. Certainly, a desire to help protect children is 
common across systems. It is helpful to begin cross-systems and partner 
meetings with a reminder about this shared value. In a later section, Barriers 
and Bridges to Collaboration: Coordinating Child Welfare and Substance 
Abuse Service, recommended strategies to overcome potential barriers and 
pitfalls are presented. The following highlights important steps to take with 
each community system and partner agency during the program start-up 
and implementation stage. 
 

Child Welfare: Within the child welfare system, all caseworkers should 
be informed of the community’s desire to implement the RTP. Their 
feedback is an important component for success. Individuals or agencies 
wishing to implement RTP should make initial contact with caseworkers 
and distribute RTP materials for their perusal. Concise, regular 
communication about the implementation process and to seek ongoing 
referrals is essential at all levels of the agency.   

 
Substance Abuse Prevention: Despite the fact that the target of the 
RTP intervention is the substance abuse treatment and child welfare 
systems, prevention agencies such as Dare to be You or other evidence-
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Figure 2 – RTP Logic Model 
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Program Target Populations, Eligibility and Referrals 
Families that may benefit from the RTP are those in which there is a 
concern about the mothers’ substance abuse and its effect on their children. 
Mothers who are ready to take action to address these problems should be 
considered for enrollment. They can include those from families in which 
there is formal or informal out-of-home placement, as long as reunification 
with parents with substance abuse issues is a realistic goal.   
 
If there are financial or staff limitations to who may be served, priority should 
be given to families that currently have children living in the home with 
parents with addiction issues. These cases might include families recently 
reunified after inpatient or intensive outpatient services, or families seeking 
help with family preservation services. Concerns most often appear in the 
form of families reported to a child welfare agency regarding possible abuse 
or neglect, regardless of whether there is sufficient evidence to open a CPS 
case. 
 
Another population for enrollment consideration is families that “self-refer” 
based on their awareness of parental addiction and its effect on their 
children. This segment of the population includes mothers who leave their 
children in the care of grandparents, other relatives, or fictive kin caregivers 
while engaging in substance abuse behavior and related activities. In these 
cases the immediate threat of harm to children is low because they are in 
the grandparents’ care. These families can be reluctant to involve the child 
welfare system but still want assistance for their loved ones and children. 
These families could benefit from treatment, but should be informed that 
child safety concerns will be reported to appropriate authorities.   
 
Reaching out in this preventative way is important because debate 
continues about whether formal CPS involvement increases the likelihood of 
women completing substance abuse treatment (Kelly, Blacksin, & Mason, 
2001). Some studies reveal that once children have been removed from 
their homes, women are deprived of a major source of affirmation, self-
esteem, and validation (Kandall, 1996). Frequently, the public assumes that 
parents will do whatever is necessary to regain custody of their children.  
However, some mothers “deteriorate when their children are removed from 
their custody and use drugs more heavily to cope with the loss” (Kelly et al., 
p. 301). Certainly, once parental rights have been terminated, motivation for 
substance abuse treatment may disappear. Plans for reunification need to 
be a minimum requirement for RTP participation.   
 
Medical practitioners, mental health providers, and probation officers also 
are important referral sources for RTP. They see risk factors in families that 
are not at the level to warrant a CPS report but are likely to affect children’s 
well-being. These professionals often are relieved to find a resource such as 
the RTP to address addiction issues. They hope to minimize emotional harm 
to children as well as prevent potential maltreatment. 
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Program Elements 

As described in the program overview section of this report, the RTP has 
three program elements: 1) a family-centered, standardized series of 
interactive classes and individual counseling services for families; 2) a single 
point of contact (SPOC) for providing case management for those families; 
and 3) interdisciplinary teamwork to integrate case plans and support from a 
variety of community-based agencies. Figure 3, illustrates the components 
of each phase and their connection. 

Figure 3 - RTP Phase Flow chart 

 
 
Phase One: Treatment. There are three primary activities during this       
16-week phase. Mothers and children meet in their separate groups weekly. 
There is a shared meal prior to each session and a closing together activity. 
Prior to the group startup, intake and assessment activities are conducted.  
 
Group Activities for the Mothers 
Adult group therapy in the treatment phase consists of 16 group sessions 
and is outlined in the Adult Treatment Curriculum Manual. Group dynamics 
and common themes are discussed in the manual and include video and 
slide presentations. The RTP adult curriculum was carefully crafted to be 
relevant and useful for mothers in their early recovery process. Recovery 
from addictive behavior and improved emotional management are the goals 
of this phase. By the end of this treatment phase, mothers should be able to 
describe their relationship with their drug of choice and decide their recovery 
goal based on that relationship (abuse or dependence). They also should 
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understand the connection between their emotional health and maintaining 
abstinence during their treatment experience.   
 
Another factor is the window of opportunity for meeting times for group and 
other therapy appointments. Participants’ jobs and children’s school and 
bedtime schedules limit family activities to 4 pm to 7 pm. Finding appropriate 
times and meeting locations for families without transportation is an ongoing 
and significant logistical challenge.   

 
 
Group Activities for the Children 
Community enthusiasm for services for children is remarkable. After an 
initial period of adjustment, children are comfortable in group meetings. Staff 
made a tremendous effort to create a sense of safety and openness for 
discussion. Sometimes, the RTP is children’s first experience with openly 
acknowledging their mothers’ substance abuse problems. As their expertise 
in identifying feelings and their knowledge about chemical dependency 
increase, they embrace the opportunity to express themselves. Hope for a 
better future soothes their fear, sadness, and anger about their families’ 
problems and behavior improves. There is a strong feeling among staff 
members that these children receive tremendous benefit from their families’ 
participation in the RTP. Certainly, mothers report that once they become 
involved in the program, their children love to attend and complain when 
meetings are missed.  
 
While mothers learn about themselves and addiction, their children learn to 
identify and manage their emotions and develop an understanding about 
addiction and family roles. This “emotional education” and openness about 
the impact of addiction on families represent completely new information for 
many children and often breaks unwritten rules about family secrets. 
Mothers are apprehensive about this openness regarding their drug and 
alcohol use, citing previous efforts to protect their children from “all of that.” 
The topic of feelings becomes less threatening and all family members 
acknowledge the current overwhelming nature of their emotional experience. 
However, once safety issues are addressed and mothers accept their 
children’s natural curiosity about treatment, the floodgates open as 
questions and misunderstandings pour out.   
 
Individual and Family Therapy 
Clinicians who commit to facilitating group therapy sessions also should be 
available for individual and family therapy sessions throughout all three 
phases. Many participants need additional help with mild to severe mental 
illness, and clinicians who can treat co-occurring mental and addictive 
disorders definitely are preferable for adult therapists. Treatment of mood 
disorders often is an important factor in preventing relapse. Third-party 
payment sources (e.g., Medicaid, DSS) may be accessed for funding 
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individual and single-family treatment sessions, but should be included in 
financial planning for the program.  
 
Phase Two: Family Skills-building. During this 16-week period, the focus 
is to increase parental self-efficacy, communication skills, self-esteem, and 
the identifying and expressing of emotion. Mothers and other caregivers, 
along with children, attend weekly sections in this phase.  
 
The approach used in the pilot project is the Dare to Be You program, which 
has been recognized nationally by the Center for Substance Abuse 
Prevention (1999) for its effectiveness and by the Substance Abuse and 
Mental Health Administration (2002) as a Model Program. The family skills-
building classes should help participants with their family communication 
and behavior, and all family members participate in age-appropriate 
activities. This differs from many “parenting programs” in that children 
actively participate in activities with their parents. This program involves a 
systemic and interactive approach for learning designed to introduce 
communication and family management skills. The skills taught also are 
effective in preventing future alcohol and drug abuse by children of these 
high-risk families. More information about Dare to Be You is available from 
Jan Miller-Heyl at (970) 565-2070 or darecort@coop.ext.colostate.edu.  
 
Phase Three: Lifestyle Change. The focus of this phase is the stabilization 
of families in a healthy lifestyle. Activities include relapse-prevention 
planning, frequent case management contact, continued individual and 
family therapy as indicated, and active engagement with community-based 
services or informal supports. 
 
During the third phase, case management emphasizes financial 
independence for families. While career counseling was originally part of the 
goal for Phase Three, staff found that this intervention may have been 
premature for most women in their first year of sobriety. Certainly, it proved 
counterproductive to test aptitudes and speed at a time when many women 
still experience cognitive impairment and delays due to drug abuse. 
Conventional wisdom in 12-step programs emphasizes that major changes 
should be avoided for about a year. Conversely, it also is important to 
solidify each woman’s vision of her new life. Therefore, the RTP emphasizes 
support in a job search while helping mothers learn their personal strengths 
and weaknesses, learning style, and innate talents. For instance, personality 
trait testing may be more encouraging than aptitude testing with this 
population. This emphasis in self-knowledge should increase self-efficacy 
and introduce participants to the concept of enjoyable and meaningful work. 
In rural areas finding employment that can support mothers and their 
children is difficult, thus building partnership and resource relationships with 
job employment and businesses is encouraged. Besides the financial  
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children have problems related to school attendance or poor grades and 
health problems. Children’s overall appearance at the intake was neat, but 
there were some families that exhibited problems with poor hygiene. In 
subsequent meetings during groups and in participants’ homes, these 
hygiene problems appear to indicate similar problems in the children’s 
environment. Environmental abuse, or problems with household cleanliness 
to the extent indicating health risks, is the most common form of 
maltreatment found in these families.   
 
Figure 4 - Types of Substantiated Maltreatment 
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Changes in Substance Abuse  

Figure 5 - Changes in Symptom Severity 
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In Figure 3, the summed differences, or changes in current symptoms, are 
shown between pre- and post- tests for mothers who completed a GAIN-Q 
or Global Assessment of Individual Needs – Quick in the exit interview. Each 
increment indicates an improvement or decrease in symptoms. Since these 
families reflect a minority of the mothers who attended treatment, results 
should be interpreted with caution. Nevertheless, participants show 
improvements in the areas shown, the numbers indicate that mothers who 
completed treatment benefited in several areas of their lives. As expected in 
a substance abuse treatment program, the biggest decreases in symptom 
severity are seen in substance problems, especially substance dependence.   
Table 5 shows that one year after treatment began, RTP participants show 
overall decreases in the number of days: using alcohol, abusing alcohol 
(consuming more than five drinks), using marijuana, and using other drugs. 
RTP participants also increased the number of abstinent days during the last 
90 days when they were questioned about the final three months of their 
year-long program.   
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Table 2 – Number of Mothers claiming abstinence from drugs/alcohol 

 
 
Comparison of Use to Statewide 
Data from the statewide DACODS was used for comparison purposes to 
estimate the efficacy of the RTP. The RTP appears to be more effective in 
encouraging abstinence from drug use in this population when compared to 
other traditional outpatient programs in Colorado measured at discharge 
from treatment. Thirty-day use of a primary drug at discharge was 
compared. The RTP women were less likely to use their primary drug of 
choice than women who attended traditional outpatient programs that were 
not tailored for treatment of this population.   
 
It also is interesting to note that changes in 30-day use of primary drug at 
treatment discharge were not significantly different for the same population 
who attended Intensive Outpatient (IOP) treatment. Thus, the RTP could be 
considered by caseworkers who are looking for a program to fit mothers’ 
demanding schedules.    
 
Intensive Outpatient Programs in Colorado are required to provide a 
minimum of nine therapy hours weekly over at least three days. Single 
mothers whose children are still in their custody, without dependable child 
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care, may view this schedule as a setup for failure instead of treatment 
success. The schedule required by Intensive Outpatient Programs may not 
be appropriate for these mothers because of their other commitments (e.g., 
caring for children, working). Since traditional outpatient treatment programs 
often meet in the evening hours, child care can be expensive and difficult to 
find. The RTP may offer an effective alternative for those mothers and 
provide the added benefit of treatment for children and greater family 
involvement in the recovery process. The RTP also may be a less expensive 
treatment option than IOP, and a cost-benefit analysis of the two treatment 
options for this population is recommended. Comparison of these treatment 
costs is challenging, since there are costs and benefits in treating children 
and family members as well as mothers. 
 
Another implementation option is to consider RTP participation as an 
aftercare program for those who complete inpatient or intensive outpatient 
programs. This option may be most valuable when there is an interest in 
working toward family reunification or maintaining children in the home. The 
RTP provides specialized support and observation of mother/child 
interactions and creates an opportunity for caseworkers and substance 
abuse treatment providers to closely monitor families’ safety.  
 
Inpatient treatment continues to show the most success in encouraging 
abstinence from clients’ primary drug of choice in the 30 days prior to 
discharge. This indicates that inpatient treatment still may be the treatment 
of choice when it is critical to maximize abstinent days, such as when 
women are pregnant. RTP also may be an option for community-based 
aftercare for women returning to their homes and parenting responsibilities 
immediately following inpatient treatment or incarceration. This aftercare 
option, in addition to the program’s primary outpatient treatment utility, could 
provide an excellent adjunct for each community’s unique continuum of 
care. More research needs to be done on utilizing RTP for aftercare.  
 
Figure 4 shows a comparison between the RTP, TOP (Traditional Outpatient 
Programs), IOP (Intensive Outpatient Programs), and IRT and TRT 
(Residential). This graph shows the changes in number of days of primary 
drug use between admission and discharge. Certainly, participants in 
residential treatment are the most successful (over 55%) at achieving zero 
days of primary drug use. However, almost 30% of RTP participants who 
completed treatment achieved complete abstinence (IOP was slightly less), 
and over 20% of participants used only once in the last 30 days (IOP 
showed fewer than 5% using only once). Other Colorado women with 
children who attended TOP achieved slightly over a 15% increase in primary 
drug abstinence, and less than 10% of those women report using only once 
in the last 30 days.   
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Other Data and Outcomes 
Biological data reveal that self-reports from the vast majority of participants 
are accurate regarding their substance use, once confidentiality and the 
usefulness of honesty in changing behavior are established. However, there 
is a predictable minority of participants who are in the habit of lying about 
their drug use, so biological testing to triangulate self-report for research 
purposes is essential for accuracy. The usefulness of biological testing for 
long-term behavior change, however, is still debatable.   
A considerable amount of other data were gathered during the formative 
evaluation of the RTP model (Spear, 2006). Much of the data were 
subsequently analyzed and used in adjusting the program to fit participants. 
Due to the small sample size, very few truly significant conclusions about 
program effectiveness can be reached. What is obvious is that the model 
provides new knowledge about the treatment needs of this population, and a 
promising strategy for meeting those needs to produce lasting change. 
There is an intriguing and promising indication that the RTP model of 
including children in the treatment of mothers may be more effective at 
increasing abstinence than traditional outpatient methods used in other 
publicly funded treatment programs in the State of Colorado. However, 
these results are preliminary and should be interpreted with caution until the 
RTP can be replicated and tested in an experimental design.   

 
Child Safety  
The RTP may be a promising design to meet the treatment needs of 
mothers, but questions remain whether it provides safety for children in the 
family.  
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Table 3 - Child Safety 

 

 

 

Table 4 - Child Permanency 
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IV. IMPLEMENTATION CHALLENGES  
AND RECOMMENDATIONS 

Coordination and Collaboration Efforts and Activities 
Process evaluation of coordination and collaboration reflects the difficulty 
and complexity of implementation with several agencies. One of the original 
purposes of the collaboration was to increase community investment in the 
program and to access existing resources. As mentioned, the innovative 
strategies of including children and targeting multiple factors in mothers’ 
lives are inherently complex. The involvement of multiple agencies in actual 
service provision also increases the complexity of program implementation 
and coordination. Ideally, the RTP could be implemented most efficiently in 
a single community agency that includes both substance abuse and mental 
health treatment services for adults and children. In communities where 
these do not exist, sufficient time should be budgeted for communication 
and collaboration activities before and during program implementation. 
Financial issues should be addressed immediately, and plans for 
sustainability should be incorporated into the unique constellation of 
program delivery in each community.   
 
Barriers of collaboration activities include difficulty scheduling meeting times 
for staff from three key agencies. Also, when a new program is implemented 
there are numerous situations that require cross-system dialog, discussions, 
and decision making. These dialogs may be stressful and take a great deal 
of time initially since partners come from different fields and operate from 
different experiences and knowledge bases. Plans to meet weekly or every 
other week are problematic for human service professionals with overfull 
schedules. 
 
It is important to determine which types of issues require joint team 
discussion and consensus. For example, it should be considered whether it 
makes sense for each family to be discussed with partners who may not 
have any ongoing connection with the family, or whether it is wise to limit 
this level of information-sharing to therapists, caseworkers, and probation 
officers.  
 
E-mails are useful in sharing information and notifying staff of final meeting 
times. Phone calls are necessary to manage issues of service coordination 
among the many part-time staff. Once meetings are arranged, they are 
extremely helpful for sharing impressions and trouble-shooting.  
 
Over time, the project moved toward centralization of the SPOC’s duties of 
case coordination and advocacy duties from the separate office in the 
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Advocacy Center to office space at the treatment agency itself. In addition, 
fiscal control also was transferred to the treatment agency. This made sense 
since a majority of staff and direct services were provided by the treatment 
agency. Centrally locating the services and limiting case-specific dialog to 
the referring agencies limit the level of interagency communication to those 
with the “need to know.” In addition, if funding is available, full-time staff 
positions are recommended (instead of part-time) to facilitate the scheduling 
of meetings as there are more common work hours. 
 
Another systemic barrier to collaboration is potential participants’ concerns 
regarding sharing specific information with partner and resource agencies. 
Normally, therapy is a confidential experience. One of the first things 
participants are asked to do is sign releases of information, plus releases of 
research results, for five different agencies. There was a universal reaction 
of distrust to this request. When clients were told that only certain 
information is shared, there was a common feeling of disbelief and 
confusion. Nevertheless, approaches were developed to facilitate 
collaboration.  
 
The following are strategies to facilitate positive collaboration. 
1. Develop clear, community-specific guidelines and simple procedures for 

referral and placement 
 

Each community may wish to document their current procedures for 
referral and selection of treatment modality, providing a copy of the 
document to both counselors and caseworkers. Once the current 
procedures are documented, a brainstorming session with both frontline 
counselors and caseworkers, along with decision makers should be 
arranged. It is possible that fairly simple shifts in procedures and the 
process of clarifying guidelines will eliminate much of the confusion.  
 
For communities desiring more information about guidelines and 
procedures, an excellent initial protocol developed by Colorado 
stakeholders is available on the NCSACW website (National Center on 
Substance Abuse and Child Welfare, 2004b). 

 
2. Provide services to children 

Services to children should be provided whenever there are co-occurring 
substance abuse and child maltreatment issues. These services should 
include, at a minimum, child care during clients’ counseling sessions and 
community-based recovery activities. If possible, the childcare setting 
should provide nutritious meals, predictable routines, and childcare 
professionals with some training in spotting signs of both parental 
substance use and child maltreatment. Child care should be available 
some evenings, since that is when many support groups and 12-step 
meetings occur. Providing the simple intervention of convenient child 
care enables parents to access community resources that will be 
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available long after formal treatment ends. Reasonably simple 
documentation of parental attendance at the targeted activities should be 
included in the childcare arrangements.   
 
If staff resources are available, children also should complete 
developmentally appropriate curriculum that gently addresses the issues 
of family addiction and emotional management. The RTP children’s 
curriculum is an excellent example that focuses on both these issues 
specifically. Classes should be offered to children in alternative 
placement and to those who remain in the home during parents’ 
substance abuse treatment. If children are in the custody of kinship 
caregivers, it may be helpful to offer a caregiver support group at the 
same time and location of children’s group meetings.   

 
3. Measure partnership strengths and weaknesses 

Young, Gardner, Whitaker, Yeh, and Otero (2005) suggest using tools 
provided by the NCSACW to measure the local or statewide capacity to 
work as partners in addressing the alcohol and other drug (AOD) needs 
of parents in the child welfare system. The two assessment tools, for 
either the local or statewide level, are called Collaborative Capacity 
Instruments and can be downloaded from the Child and Family Futures 
website at http://www.aodsystems.com/CCI/CCI_Start.htm. The 10 major 
elements of the instrument are: 

• Underlying Values and Principles of Collaborative Relationships 
• Daily Practice - Client Intake, Screening, and Assessment 
• Daily Practice - Client Engagement and Retention in Care 
• Daily Practice - Services to Children 
• Joint Accountability and Shared Outcomes 
• Information Sharing and Data Systems 
• Training and Staff Development 
• Budgeting and Program Sustainability 
• Working with the Courts 
• Working with Related Agencies and the Community 

 
4. Include harm reduction in substance abuse service array 

Substance abuse treatment providers may wish to re-examine their 
treatment array to make harm reduction a viable service in the 
continuum of care. Harm reduction is “a public health concept of 
lowering the health consequences resulting from certain behaviors" 
(Hemphill, 2005). Historically, resistance in the United States treatment 
community relates to the perception that harm reduction is the direct 
opposite of an abstinence-based disease model. This perception is 
related to the European roots of substance abuse harm reduction in the 
1980s with needle exchange programs (Hemphill, 2005). Nevertheless, 
reducing and preventing harm to children is a goal most human service 
professionals can readily accept and support. Harm reduction may be a 
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very good fit for some families with co-occurring substance abuse and 
child maltreatment issues. The National Child Abuse and Neglect Data 
System (NCANDS) states that caretaker alcohol abuse is associated 
with increased likelihood of children experiencing rereporting and 
recurrence (Fluke, Shusterman, Hollinshead & Yuan, 2005). A child 
safety plan can require that parents may contact safe caregivers in the 
event of a relapse. If parents are truly drug dependent, they eventually 
may choose abstinence as being easier and safer than moderation. 
Meanwhile, realization and acceptance that their drug use poses a real 
risk to their children is definite progress.   

 
5. Provide cross-discipline training 

Having a strong working understanding of other disciplines is essential. 
The NCSACW currently has two free self-tutorials available at 
http://www.ncsacw.samhsa.gov/ that help each discipline establish 
baseline knowledge on substance abuse and child welfare. The 
NCSACW has arranged for these classes to provide continuing 
education credits for professionals in both substance abuse and social 
work fields.   

 
6. Communicate and clarify values 

Some excellent tools have become available to help communities 
facilitate healthy communication about shared and differing values on 
these issues. One of these tools, the Collaborative Values Inventory 
(CVI), is available on the NCSACW website at 
http://www.aodsystems.com/cvi/CVI.html. The CVI aids professionals 
seeking to understand the differences and similarities in values held by 
counselors and caseworkers, and to find common ground in client 
expectations (U.S. Department of Health and Human Services, 1999).   

 
7. Visit each other’s work sites 

Isolation can be overcome by personal visits to each other’s work sites. It 
may be appropriate to attend each other’s staff meetings to bolster 
understanding and to support contact with several staff members at 
once. However, there is no substitute for private visits to colleagues’ 
offices to review cases or discuss concerns. It may be helpful for 
substance abuse providers to be co-located in child protection offices 
(Halligan, Gibson, Salmon, Taylor & Davis, 2005).   

 
8. Create joint accountability and shared outcomes 

The idea of sharing responsibility for families’ welfare actually may 
provide relief for many human service professionals. When providing 
services to this population, the array of problems within families can be 
overwhelming to everyone concerned. If an atmosphere of cooperation 
and support begins to evolve, this can include agreement on service 
goals. At a minimum, parents, counselors, and caseworkers usually can 
agree that reduction in substance use and procedures for protecting 
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children in the event of a relapse are appropriate goals. Goals should be 
personalized to each family and should include issues such as housing, 
addressing mental and physical illness, communication conduits, 
transportation, and child care. Procedures for information and data 
sharing may be integrated into the local record-keeping procedures.   
 
The Colorado protocol states that “Solutions focused on helping families 
are only implemented to the extent that there is accountability on the part 
of all team members involved. Therefore, every team member has the 
right to expect other members to follow-through with agreed upon goals. 
The team, not any one individual, is ultimately accountable for outcomes” 
(National Center on Substance Abuse and Child Welfare, 2004b, p.32)  

 
9. Establish conduits for sharing appropriate information  

The Colorado protocol states that “Information about outcomes should 
be specified carefully in the release of information between agencies, 
and clients should understand exactly which information will be shared” 
(National Center on Substance Abuse and Child Welfare, 2004b). If 
client permission can be obtained, important information for sharing 
might include attendance, participation level, and incidents of substance 
use. Agencies should clarify the timeframe sharing information across 
agencies and systems can be accomplished and pay careful attention to 
legal requirements and client understanding of the benefits of cross-
agency collaboration. The NCSACW site provides access to an excellent 
presentation by Rene Popovits (2004) entitled “Navigating Muddy 
Waters: How to Increase Collaboration Across Systems in a Post-HIPAA 
Environment,” which provides an overview of the state and federal 
confidentiality laws that affect the ability of agency professionals to share 
information.   

 

APPRAISAL OF SUSTAINABILITY AND REPLICATION 

What efforts are needed to support initiative sustainability and 
successful project replication? 
Funding is perceived by key stakeholders of the pilot community as the 
primary challenge to program sustainability. Funding that crosses the 
system boundaries of AOD treatment and prevention is rare, and funding 
that includes both addiction and mental health treatment also is uncommon. 
Sustainability of the RTP most likely will require funding from several 
different sources. For example, actual hours of therapy and mental health 
services are more readily available if women and children qualify for 
Medicaid or Children’s Health Plan (for families living in poverty or struggling 
financially). Also, various insurance companies may pay for the mental 
health treatment portion of the program, but substance abuse treatment still 
is considered a luxury in some managed care systems. Direct treatment 
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funding for families can be sought from the State of Colorado (Family Issues 
Cash Fund) for the alcohol and drug treatment portion of the RTP.  
 
The most significant barrier to funding treatment services for this population 
is the health care system’s common practice of requiring individual clients 
with specific diagnoses. This reinforces the barrier between treatment and 
child welfare with differing perceptions of “who is the client?” On a practical 
level, it prevents treatment agencies from being reimbursed for all the family 
services unless they treat all family members as separate clients. The 
treatment agencies are faced with a choice of providing treatment for 
several family members while only being reimbursed for one client, or of 
doubling, tripling, or quadrupling their caseload by treating each family 
member as a client in their own right. Since in some capitated systems this 
reflects a significantly increased workload for the same amount of 
inadequate funding, treatment agencies are understandably reluctant to 
undertake this strategy. In the community where the RTP was developed, 
the non-profit agencies embraced the RTP concept, but quickly back-
pedaled once they realized the financial implications for their agencies. 
 
Funding for meals, intensive case management, and agency collaboration 
time is even more problematic. If additional replication sites are to be 
established for fine-tuning program fidelity and cost-effectiveness, more 
research funding will be required. Due to the very complex problems of 
substance abuse and child protection, data gathering is time-consuming and 
demanding for participants and researcher alike.  
 
Despite the stakeholders’ perception that funding is the primary continuation 
challenge, agencies should consider that systemic resistance to change also 
is a factor. Including children in substance abuse treatment requires a level 
of service integration that is not supported by the existing structure of human 
services. The current structure separates mental health from substance 
abuse services, and separates social services from the justice system. 
While there is some justification for this separation historically, the current 
implication for families is disturbing. It is profoundly easier and more 
affordable for human service professionals to continue working in isolation 
than to coordinate services between agencies with different models of 
service and separate funding streams. The level of accountability between 
agencies is unclear, and the measures of success are very different. 
 
What systemic changes in the communities, lead organizations, CPS 
agency, or court has the project brought about?   
The pilot community has celebrated this project and other small victories in 
the struggle against the use of methamphetamine and other addictive drugs. 
Six months after the program funds ended, the community met to recognize 
their work. Several of the key agencies agreed to meet privately to finalize 
details for continuing the program. Although plans to continue RTP 
implementation were eventually abandoned by the treatment agencies, the 
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community members themselves continue to express interest in reviving the 
RTP. Relationships between key agencies in the collaborative effort are both 
challenged and strengthened by the RTP model. The Child Protection 
Team, an organization that has reviewed child protection cases for almost 
25 years, added a member of a substance abuse treatment agency to their 
team and initiated efforts to recruit the director of the local community 
mental health center.   
 
For this project, ongoing community resources were the state-funded 
treatment agencies for Colorado’s Managed Service Organization. For this 
reason, in the pilot community, continuation of the program shifted from a 
private for-profit agency to the community mental health center and a state-
funded alcohol and drug treatment agency. However, once the funding 
ended for the research project, these agencies failed to follow through on 
their commitment to coordinate stakeholder meetings and eventually failed 
to replicate the RTP in their agencies at all. Apparently, either financial 
incentives or pressure from fiscal decision makers is required to 
motivate treatment agencies to include services for children and other 
family members in the treatment of parents with substance abuse 
issues. 
 
Currently, efforts are in place to seek replication elsewhere in the Rocky 
Mountain area. Discussions have been initiated with individuals in various 
Colorado and New Mexico locations. Specifically, the nearby Ute Mountain 
Ute and Southern Ute reservations are considering replication in their 
treatment programs. In addition, Durango, Colorado, and Farmington, New 
Mexico, also could provide replication sites. 

Staff training in preparation for implementing the RTP  
Training for RTP staff or partners should include review of all written and 
multi-media materials. At this time, the written materials include a 16-week 
Women’s and Children’s Curriculum for Phase One and this Community 
Implementation Guide. These materials are available in the online library at 
the Child Welfare Information Gateway at http://www.childwelfare.gov/   
 
Multi-media resources include a 27-minute RTP Community Video that 
introduces communities to the Recovering Together Program.  This video 
provides a brief program overview and a review of the primary collaboration 
issues discovered in the RTP development process. There also are digital 
training videos in development as well as videoconferencing and 
teleconferencing for ongoing replication site supervision. For the community 
video, the digital training videos and for supervision of replication sites, 
interested parties may contact Donna Sue Spear at Clarity Counseling at 
970/882-1253 x1, or review the RTP information at 
www.claritycounseling.com.  
 

http://www.childwelfare.gov/
http://www.claritycounseling.com/
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CONCLUSIONS AND RECOMMENDATIONS 

Involving Community Service Providers  
The agencies most likely to be enthusiastic about this service model are the 
county departments directly responsible for protecting children. Their daily 
work experience highlights the devastation wrought by substance abuse on 
children and family members. They easily can grasp the concept that 
treatment needs to include children and family members. The RTP fits well 
into the social work paradigm because it treats the family system as a 
whole. The concept of including family members actively in treatment, in 
such a way that they are clients in their own right, is a paradigm shift for 
many other disciplines. Facilities should be patient and persistently 
emphasize the importance of providing services for family members 
regardless of the substance abuser’s readiness to change. This approach 
can shift the discussion toward children and the need to reduce the damage 
from the mothers’ substance abuse. Treatment agencies should be informed 
exactly what the RTP provides and does not provide, and what type of 
clients most likely benefit from including children and families in the 
treatment experience. 

Mental health and substance abuse treatment agencies are wary of big 
changes and may avoid implementation that involves increased 
responsibilities. Including family members and their needs in substance 
abuse treatment planning and provision takes time. To encourage closer 
working relationships between community service providers, fiscal decision 
makers need to provide incentives or reimbursement for time invested in 
discussing client and family needs. Community agencies struggling to 
squeeze more services out of already strained budgets may not be able to 
invest their meager resources in changing the system. Health care 
organizations and child protection agencies need to structure 
reimbursement to encourage family participation in treatment. 
Involving family members to increase support for recovery   
Social context of mothers’ substance-abusing behavior is crucial (Copello, 
Orford, Hodgson, Tober & Barret, 2002). Family members actually can 
reinforce recovery by maximizing support for positive change, and 
minimizing support for mothers’ continuing substance abuse. The RTP helps 
families develop a social environment that supports recovery and 
undermines the power of addiction. When and if mothers are ready to 
commit to changing their drug-abusing behavior, their families already have 
begun the process of healing themselves. Mothers’ fragile recovery will find 
a fertile environment to develop and endure. 
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Lessons learned from implementation  
 
The RTP’s primary innovative strategy is two-fold. One unique aspect is to 
include children in the treatment process, and the other is to target 
multiple areas in mothers’ lives instead of only substance use (e.g., 
mental health issues, family management practices). The pilot experience 
definitely explains why other projects avoid these two strategies – it is very 
complicated! 
 
Recommendations for policymakers and program managers include broader 
criteria for referrals. Realistic financial and group dynamics should be 
considered in determining criteria.  
 
Protocols are needed within CPS to educate caseworkers about addiction 
and appropriate treatment protocols. Since turnover seems to be high 
among child protection workers, annual training should be provided to 
ensure staff is knowledgeable. This training should include addiction 
diagnostic criteria, basic neuro-anatomy of addiction and co-occurring 
disorders, and an overview of what to expect and not expect from effective 
treatment programs. Assumptions and personal pre-conceptions about 
addiction should be explored in the training. The connection between 
addiction and child abuse or neglect should be described, and the signs and 
symptoms of various common drugs of abuse should be provided.  
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Appendix 2 – Original Evaluation Plan  
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Appendix 3 – Note regarding Cross-Site Evaluation 

In reviewing the “RMQIC Cross-Site Evaluation,” one may notice a few slight differences in the 
percentages from apparently similar data in our site-specific final report. These discrepancies are due to 
the nature of the data requested from the RMQIC whose perceptible purpose was to combine the data 
with other sites to learn about the child welfare trends related to substance abuse. The data provided to 
the RMQIC was a structured subset of the extensive data collected by the RTP team over a period of 
more than three years. Therefore, the subset used in the “Cross-Site Evaluation” is, on occasions, slightly 
different from the data sets used in this report. After much consideration, the RTP team believes that 
using the largest reliable subset for each instrument or variable provided more accurate results to 
describe the population. The largest subset for each variable was used for the site specific population 
description, whereas the cross-site subset included only those participants who actually met the RMQIC 
criteria for program participation.  Specifically, we included all data collected on women referred to RTP 
and turned in self-report instruments, whether or not they completed their intake and attended a group 
meeting.  The team regrets the confusion regarding these differences, but firmly believes that the focus of 
this document is to provide the most accurate description of the population for determining their 
treatment needs.   

The RTP’s final site-specific report of July 2006 contains the most complete description of data collected.   

 




