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Appendix A 
Addiction and Recovery in Native America:  Lost History, Enduring Lessons  
  
By Don Coyhis and William L. White, MA   
 
The persistence and revival of indigenous Amerindian healing is due, not to a 
lack of modern treatment services, but to a need for culture-congenial and 
holistic therapeutic approaches. ... - Dr. W. Jilek  
  
Hear me, not for myself, but for my people. ... Hear me that they may once 
more go back into the sacred hoop and find the good red road, the shielding 
tree! - Black Elk  
  
The dawn of the 21st century marks a time of great cultural renewal and 
individual and collective healing among the Native peoples of North America. 
The growing sobriety movement in Indian Country represents just one dimension 
of this larger process of personal and tribal revitalization.  
  
The authors have collaborated for some time on researching the history of 
addiction and recovery among the indigenous peoples of North America. This 
history is being assembled from archival records and from the oral testimony of 
tribal elders. In our first report of this research, we: 1) explored the historical roots 
of Native alcohol problems, 2) challenged the "firewater myths" that have long 
permeated conceptions of the etiology of Native alcohol problems, 3) detailed 
the role Native leaders played in organizing America's first sobriety-based, 
mutual aid societies, and 4) described the recent "Indianization" of Alcoholics 
Anonymous, the revival of Native cultural revitalization and therapeutic 
movements, and the development of culturally meaningful alcoholism 
treatment philosophies and techniques (Coyhis and White, In Press).   
  
In this article, movements are identified that, for more than 250 years, have 
provided frameworks of alcoholism recovery for Native peoples, and explore 
what can be learned from these historical movements to enhance the quality of 
contemporary addiction counseling.  
  
Five movements. Five overlapping movements have provided a framework for 
alcoholism recovery within and across Native American tribal cultures. The first to 
emerge were the 18th and 19th century recovery "circles" and abstinence-
based cultural revitalization movements of the Delaware Prophets (Papounhan, 
Wangomend, Neolin, Scattameck), the Shawnee Prophet (Tenskwatawa) and 
the Kickapoo Prophet (Kennekuk). These prophetic leaders used their own 
recoveries from alcoholism to launch abstinence-based, pan-Indian movements 
that called for the rejection of alcohol and a return to ancestral traditions. 
Native preachers like Samson Occom, William Apess, and George Copway 
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used their own lives as living proof of the power of Christian conversion and 
worship to cure alcoholism.  
  
The development of new abstinence-based Native religions continued in the 
19th century, including the Longhouse Religion (Code of Handsome Lake), the 
Indian Shaker Church and the Native American Church (White, 2000, 2001). 
These Native religions constitute the most historically enduring frameworks for 
alcoholism recovery within Native communities. The fourth movement, the 
"Indianization of Alcoholics Anonymous" (A.A.) (Womak, 1996), began in the 
1960s, and represents the growing adaptation of A.A. steps (Coyhis, 1990) and 
meeting rituals (Jilek-Aall, 1981) to enhance A.A. effectiveness within Native 
communities. The threads of these earlier movements are being woven into the 
contemporary Wellbriety movement (Coyhis, 2000).  
White Bison, Inc., an American Indian nonprofit organization and one of the 
leaders of this new movement, is working to expand recovery support structures 
within Native communities across North America. This goal is being achieved 
through recovery education (Well Nations Magazine), national recovery 
awareness walks ("Hoop Journeys"), training indigenous leaders to organize 
recovery circles ("Firestarters"), hosting recovery celebration events in local 
Native communities, and advocating for culturally informed social policies and 
treatment approaches.  
  
One of White Bison's most recent projects is publication of The Red Road To 
Wellbriety, a Native adaptation of the basic text of Alcoholics Anonymous (see 
www.whitebison.org). These five movements share many characteristics. They 
were created by Native men and women who entered recovery after each 
had been wounded by alcoholism. The religious and revitalization movements 
they created provided an opportunity, in healing themselves, to heal their 
families and communities as well. The tradition of "wounded healers" in the 
arena of alcoholism recovery begins in 18th century Native America (White, 
2000). This practice drew deeply from the belief in many Native cultures that a 
dramatic recovery from an illness was a potential sign of one's calling as a 
healer. The Native leaders of America's first mutual aid societies assumed this 
role more through ecstatic (experiential) initiation than didactic (formal 
education) initiation (Jilek, 1971; Jilek, 1978) - a practice that was later emulated 
in the rise of alcoholism counseling.   
  
Native American recovery movements rose from the prophetic visions of their 
leaders. These visions portrayed alcohol as a weapon of cultural conquest and 
sobriety as a strategy of cultural resistance. The movements identified above 
were multidimensional movements, with each containing a unique combination 
of spiritual/religious rebirth, cultural revitalization, personal healing, and, in some 
cases, political advocacy. All provided a pathway and framework for recovery 
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from alcoholism that inextricably linked the sobriety and health of the individual 
to the survival and health of the tribe.   
  
Viewed as a whole, these indigenous movements provide a striking list of 
therapeutic benefits. In fact, one might assess current treatment designs by their 
ability to achieve these very utilities. Here's some of what they provided:  
  
* Commitment: culturally framed rationales for radical abstinence and a call for 
sobriety and sacrifice to a higher purpose than self (the People). * Purification: 
rituals of physical and emotional detoxification (fasting, purging, sweating, 
herbal medicines) and spiritual connection (vision quests).  * Substitution: 
replacement of alcohol with other sacred substances, e.g., the "Black Drink," 
peyote, tobacco, sage, and cedar.  * Identity: affirmation of personal and 
cultural identity ¾ connection with ancestral traditions and innate knowledge 
(the ancestors within).  * Reconciliation: mending of family and social 
relationships. * Prescriptions for living: a reconstruction of values and daily 
lifestyle (e.g., the Code of Handsome Lake, Peyote Way, the Red Road). * Re-
connection to community: sustained affiliation with a stable network of 
recovering people supported by a larger cultural community. * Ceremony: 
participation in rituals that solidify pro-recovery values and relationships. * Story: 
the transmission of life-changing ideas through the ancient oral tradition of 
storytelling.  * Meaning: a worldview of oneself and one's sobriety within the 
context of Native history, culture, and religion.  
  
Legacies and lessons What can today's addiction counselor draw from these 
movements? We would suggest at least five interrelated lessons.  
  
1. Alcohol and other drug problems in Native America are rooted within 
complex historical, cultural, political, and economic processes, and the 
resolution of these problems must reflect a deep understanding of such 
processes. Native alcohol problems emerged and continue to emerge through 
a collision of context and person. While the understanding of the unique 
vulnerability of each client is essential, so is an understanding of the ecology 
within which Native alcohol problems arose and have continued. More 
specifically, this ecology must be understood in terms of the interconnectedness 
between the wounding and intergenerational healing of the individual, the 
family and a people: the honor of one is the honor of all ... the hurt of one is the 
hurt of all. The resolution of Native alcohol problems must be linked to hope for a 
people as well as hope for the individual being counseled.   
  
2. The most viable frameworks of addiction recovery for Native Americans tap 
the deepest roots of tribal cultures. The job of the conscientious addiction 
counselor is to become a student of these cultures - their histories, their 
organization, their values, their ceremonies and folkways, and their systems of 
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healing. The addiction counselor can help forge a bridge between the 
treatment agency and tribal cultures by encouraging the involvement of family 
elders, tribal elders and traditional medicine people (herbalists, shamanic 
healers, spiritual advisors) in the design and delivery of treatment services for 
Native clients. The goal here is to create a menu of words, ideas, rituals and 
experiences within the counseling milieu that can be selectively used by Native 
people who bring enormous diversity in terms of their personal histories, 
personalities, religious and spiritual beliefs, and degree of acculturation (Weibel-
Orlando, 1987). Such an approach recognizes the multiple sources and patterns 
of Native alcohol problems as well as the multiple pathways and styles of long-
term recovery among Native peoples.   
  
3. Traditional treatment and mutual support require significant adaptation to 
enhance their effectiveness with Native Americans. Native purification and 
healing practices (sacred dances, the sweat lodge, and talking circles) may 
have special applicability to Native people suffering from alcoholism who are 
also estranged from tribal identity, language, and ceremonies (Hall, 1985). Dr. 
Wolfgang Jilek (1978, 1981) has described the potential therapeutic effects of 
ceremonies (the Spirit Dance, the Sun Dance and the Gourd Dance) and the 
potential value in the crosscultural collaboration between Western and Native 
healers in the treatment of alcoholism. Bridging the gap between Native and 
Western healing practices begins with the mastery of cultural etiquette - the 
etiquette of respect inherent within verbal and non-verbal (e.g., eye contact, 
touch, boundaries of personal space) communication rituals, and the 
recognition that such etiquette varies across and within tribes. Bridging that gap 
requires delivering such assistance within the elements of particular Native 
cultures. Such elements include: values (e.g., patience, generosity, cooperation, 
humility), teaching metaphors (e.g., the medicine wheel), symbols (e.g., the 
sacred pipe, eagle feathers), rituals (e.g., sweat lodge, smudging ceremonies), 
traditional skills (e.g., carving, silversmithing), stories, and cultural events (e.g., 
powwows). It calls for the presence of Indian men and women within the 
treatment milieu who offer living proof of the redemptive power of recovery and 
cultural re-connection. The addiction counselor is best viewed as a midwife who 
helps combine and elicit these healing experiences rather than as the expert 
who "treats" the client.   
  
4. Personal recovery for Native Americans is best framed within a broader 
umbrella of Wellbriety - physical, psychological, relational, and spiritual health. 
The concept of Wellbriety is an affirmation of the interconnectedness of all 
aspects of one's life. At its most practical level, the focus on Wellbriety calls for 
global rather than categorical assessment, treatment plans that reflect the total 
vulnerabilities and assets of the person/family/tribe, and advocacy for sustained 
recovery support systems in the client's physical and cultural environment.   
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5. Addiction treatment and recovery support services are best framed within a 
broader concern for the global health of Native communities, rather than 
through a singular focus on alcohol or other drug-related problems. The danger 
in the sometimes exaggerated and narrow focus on Native alcohol problems is 
that one comes to see alcoholism treatment and alcoholism recovery as a 
panacea for individuals and tribes instead of viewing Native alcoholism as 
nested within a much more complex network of political, economic and social 
problems that are linked to the history of Native tribes within the United States 
(Westermeyer, 1974). It is this nexus between the  
individual, the community and history that has long given religious and cultural 
revitalization movements an important role in the resolution of Native alcohol 
problems. This fifth principle, by affirming the inextricable link between personal 
health and community health, calls upon the addiction treatment agency and 
the addiction counselor to become actively involved in the communities within 
which their clients reside or to which they identify.   
  
This person-community link is being conveyed to Native communities across the 
country within the cultural model of the Healing Forest. When a sick tree is 
removed from diseased soil, treated, and returned and replanted in the same 
diseased soil, it gets sick again. What is called for instead is a healing of the tree 
AND the replacement of diseased elements in the soil with nurturing elements 
(Red Road to Wellbriety, in press). Personal recovery flourishes best in a climate 
of family health, cultural vitality, political sovereignty, and economic security. 
What White Bison and other Native recovery advocacy organizations are trying 
to do is mobilize all segments of Native communities - the tribal councils, schools, 
churches, service programs, and political and cultural organizations - to forge 
and then actualize a healing vision for the community. The goal is to create a 
Healing Forest that creates a synergy between personal and community 
wellness. Such a synergy is reflected in the words of Andy Chelsea, who as the 
Shuswap tribal chief at Alkali Lake, declared, "The community is the treatment 
center" (Abbott, 1998).  
  
A closing thought There is a long history of harm done in the name of good in 
the relationship between Native tribes and federal and state governments and 
other organizations. One of the most egregious of such injuries was the enforced 
removal of Native children to Indian boarding schools that were designed to 
destroy the "Indianness" of these children. The motto of William Pratt, the founder 
of the Carlisle School in Pennsylvania, was "Kill the Indian and save the man" 
(Coyhis, 2000). It is instructive that this systematic dismantling of Native family 
structure and deculturation of Native children was implemented with promises 
of its potential benefit to Native peoples. A history of such misguided and 
harmful interventions calls upon professional helpers today to enter into our 
relationship with each Native client and each Native community with an 
attitude of quiet humility, observing the ultimate ethical mandate to "First do no 
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harm!" The capacity of addiction counselors to be part of this era of healing and 
renewal will be enhanced if we enter into partnership with Native communities, 
or serve these communities from within, as observers, as listeners, and as 
students.   
  
Don Coyhis (don@whitebison.org) is the President and co-founder of White 
Bison, Inc., Colorado Springs, Colorado, and a member of the Mohican Nation 
from the Stockbridge-Munsee Reservation in Wisconsin. William L. White, MA, 
(bwhite@chestnut.org) is a Senior Research Consultant at Chestnut Health 
Systems, Bloomington, IL, and author of Slaying the Dragon: The History of 
Addiction Treatment and Recovery in America.  
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Appendix B 
Draft Montana Behavioral Health Peer Support Specialist Rules for Certification 
Montana  
 
MAR Notice No. 24-219-31 19-10/13/17  
BEFORE THE BOARD OF BEHAVIORAL HEALTH DEPARTMENT OF LABOR AND 
INDUSTRY  STATE OF MONTANA  
  
In the matter of the adoption New Rules I through XIV pertaining to certification 
of behavioral health peer support specialists (CBHPSS)  
NOTICE OF PUBLIC HEARING ON PROPOSED ADOPTION  
  
TO:  All Concerned Persons  
  
 1.  On November 3, 2017, at 9:00 a.m., a public hearing will be held in Basement 
Conference Room #B07, 301 South Park Avenue, Helena, Montana, to consider 
the proposed adoption of the above-stated rules.  
  
 2.  The Department of Labor and Industry (department) will make reasonable 
accommodations for persons with disabilities who wish to participate in this 
public hearing or need an alternative accessible format of this notice.  If you 
require an accommodation, contact the Board of Behavioral Health (board) no 
later than 5:00 p.m., on October 27, 2017, to advise us of the nature of the 
accommodation that you need.  Please contact L'Joy Griebenow, Board of 
Behavioral Health, 301 South Park Avenue, P.O. Box 200513, Helena, Montana 
59620-0513; telephone (406) 8412258; Montana Relay 1 (800) 253-4091; TDD (406) 
444-2978; facsimile (406) 8412305; or dlibsdbbh@mt.gov (board's e-mail).  
  
 3.  GENERAL STATEMENT OF REASONABLE NECESSITY:  The 2017 Montana 
Legislature enacted Chapter 127, Laws of 2017 (Senate Bill 62), an act providing 
for certification and regulation of behavioral health peer support specialists, 
establishing certification requirements, and providing rulemaking authority for 
the board to implement the bill.  The bill was signed by the Governor on March 
31, 2017, and will become effective on October 1, 2017.  Therefore, the board is 
adopting new rules to further implement the legislation.  Where additional 
specific bases for a proposed action exist, the board will identify those reasons 
immediately following that rule.  
  
 4.  The proposed new rules are as follows:  
  
 NEW RULE I  DEFINITIONS  (1)  "Behavioral health disorder" means a wide range 
of mental health conditions or disorders that affect mood, thinking, and 
behavior that impair the individual's ability to build or maintain satisfactory 
interpersonal relationships and to manage daily functioning.  (2)  "Behavioral 
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health disorder recovery" or "recovery from a behavioral health disorder" means 
a process of change through which individuals improve their health and 
wellness, live a self-directed life, and strive to reach their full potential.  (3)  
"CBHPSS" means a certified behavioral health peer support specialist.  (4)  
"Exploitation" means the manipulation or use, or the attempted manipulation or 
use, of a professional relationship with a client for a CBHPSS's  
-1758-  
  
  
MAR Notice No. 24-219-31 19-10/13/17  
emotional, financial, romantic, sexual, or personal advantage, or for the 
advancement of the CBHPSS's personal, religious, political, or business interests.  
(5)  "Sexual contact" includes but is not limited to sexual intercourse, either 
genital or anal, cunnilingus, fellatio, or the handling of the breasts, genital areas, 
buttocks, or thighs, whether clothed or unclothed.  (6)  "Supervision plan" means 
a plan, in a form approved by the board that describes the type, structure, and 
amount of supervision that a CBHPSS must have in order to satisfy the 
requirements for the certification.  (7)  "Supervisor," when used to refer to a 
person who supervises the work of a CBHPSS, means a person who meets the 
criteria set forth in [NEW RULE IV].  
  
 AUTH:  37-1-131, Chap. 127, sections 2 and 4, L. of 2017, MCA  IMP:     37-1-131, 
Chap. 127, sections 2 and 4, L. of 2017, MCA  
  
 NEW RULE II  FEE SCHEDULE FOR BEHAVIORAL HEALTH PEER SUPPORT SPECIALISTS    
(1)  Application fee  $125.00  (2)  Renewal fee (based on annual renewal)  
110.00  (3)  Renewal fee (inactive to active)  55.00  (4)  Inactive certificate fee 
(based on annual renewal)  55.00  (5)  Additional standardized fees are 
specified in ARM 24.101.403.  
  
 AUTH:  Chap. 127, section 4, L. of 2017, MCA  IMP:     Chap. 127, section 4, L. of 
2017, MCA  
  
REASON:  The board determined it is reasonably necessary to adopt this new 
rule and set fees to further implement the 2017 legislation.  The board is 
statutorily required to set fees related to its program area that provides the 
amount of money usually needed for the operation of the board for services per 
37-1-134, MCA.  The legislation requires the board to certify and regulate 
behavioral health peer support specialists and the proposed fees will enable the 
board to meet this mandate.  The board is setting fees for each type of 
certificate contemplated by the legislation to cover the board's expenses for 
the initial certificate processing of an estimated 200 applicants.  The annual 
renewal fee is proposed at $110, which will be charged beginning in fiscal year 
2018.  It is estimated that the new fees will affect approximately 200 individuals 
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and result in approximately $25,000 of board revenue for fiscal year 2018 and an 
approximate average of $30,606 in annual revenue thereafter through fiscal 
year 2022.  
  NEW RULE III  MILITARY TRAINING OR EXPERIENCE  (1)  Pursuant to 371-145, MCA, 
the board shall accept relevant military training, service, or education toward 
the requirements for certification as a behavioral health peer support specialist.  
(2)  Relevant military training, service, or education must be completed by an 
applicant while a member of either:  (a)  United States Armed Forces;  (b)  
United States Reserves;  
-1759-  
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 (c)  state national guard; or  (d)  military reserves.  (3)  An applicant must submit 
satisfactory evidence of receiving military training, service, or education that is 
equivalent to relevant licensure requirements as a behavioral health peer 
support specialist.  Satisfactory evidence includes:  (a)  a copy of the applicant's 
military discharge document (DD 214 or other discharge documentation);  (b)  a 
document that clearly shows all relevant training, certification, service, or 
education the applicant received while in the military, including dates of 
training and completion or graduation; and  (c)  any other documentation as 
required by the board.  (4)  The board shall consider all documentation 
received to determine whether an applicant's military training, service, or 
education is equivalent to relevant licensure requirements.  
  
 AUTH:  37-1-145, MCA  IMP:     37-1-145, MCA  
  
REASON:  The 2013 Montana Legislature enacted House Bill 259 and Senate Bill 
183, acts requiring the professional and occupational licensing boards and 
programs to accept satisfactory evidence of relevant military education, 
training, or service to satisfy licensing or certification requirements.  The bill was 
signed by the Governor and became effective on April 26, 2013, and is codified 
at 37-1-145, MCA.  The statute requires each licensing board to adopt rules 
providing that certification or licensure requirements of the board may be met 
by relevant military training, service, or education, completed as a member of 
the armed forces or reserves of the United States, a state's national guard, or the 
military reserves.  In consulting with the bill sponsors regarding the rulemaking, it 
was clarified that the sponsor received input on the bill draft from Montana 
military personnel and the U.S. Department of Defense.  The sponsor was assured 
that the bill language, as reflected in this proposed rule, is intended to include 
relevant military training, service, or education received while serving in all 
branches of the military and reserves, including the U. S. Coast Guard.  It is 
reasonably necessary for the board to adopt New Rule III to further implement 
the statute regarding behavioral health peer support specialists.  
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 NEW RULE IV  SUPERVISOR QUALIFICATIONS  (1)  An individual supervising post-
certification employment of a CBHPSS shall have the minimum qualifications set 
forth in this rule.  The supervisor must be a physician licensed under Title 37, 
chapter 3, MCA; a psychologist licensed under Title 37, chapter 17, MCA; a 
social worker licensed under Title 37, chapter 22, MCA; a professional counselor 
licensed under Title 37, chapter 23, MCA; an advanced practice registered 
nurse, as provided for in 37-8-202, MCA, with a clinical specialty in psychiatric 
mental health nursing; a marriage and family therapist licensed under Title 37, 
chapter 37, MCA; or a licensed addiction counselor licensed under Title 37, 
chapter 35, MCA.  
-1760-  
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 (2)  The supervisor must hold an active and current license in good standing, 
issued by the licensing board or other officially recognized licensing body.  (3)  
The supervisor must have:  (a)  three years of licensed experience working in the 
supervisor's respective discipline; or   (b)  board-approved training in clinical 
supervision, which shall consist of a minimum of:  (i)  one semester credit of post-
licensure board-approved graduate education; or  (ii)  20 clock hours of board-
approved training in clinical supervision.  
  
 AUTH:  37-1-131, Chap. 127, section 4, L. of 2017, MCA  IMP:     37-1-131, Chap. 
127, section 4, L. of 2017, MCA  
  NEW RULE V  CBHPSS APPLICATION PROCEDURES  (1)  Any person seeking 
certification as a CBHPSS must apply on the board's official forms, which may be 
obtained through the department or from the board web site.  All requirements 
must be met at the time of application.  Incomplete applications will not be 
considered by the board.  (2)  Completed applications must include:  (a)  
payment of an application fee;  (b)  attestation by the applicant of the 
applicant's diagnosed behavioral health disorder;  (c)  attestation by the 
applicant of the applicant's behavioral health disorder recovery that does not 
include any period of incarceration, or hospitalization or any inpatient admission 
related to a behavioral health disorder that exceeds 72 hours, within the two 
years immediately preceding application;  (d)  receipt of fingerprint and 
background results as reported to the board office by the Department of Justice 
within 90 days of making application;  (e)  official transcripts or training 
certificates provided directly from the provider documenting completion of 40 
hours of the training course in behavioral health peer support, per [NEW RULE VI]; 
and  (f)  a written agreement and supervision plan between the applicant and 
the qualified supervisor who will provide supervision once the certificate is issued.  
The agreement shall include:  (i)  the name and signatures of the applicant and 
supervisor, including the supervisor's license type, license number, signature, and 
the service delivery site; and  (ii)  a work plan that complies with the supervision 
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guidelines outlined in [NEW RULE VII].  (3)  Individuals who have practiced as 
behavioral health peer support specialists prior to October 1, 2017, shall 
complete all requirements of this rule.  (a)  Training hours may include peer 
support specialist education hours completed in the past five years.  (b)  On-the-
job training does not qualify as approvable education hours.  (4)  The certificate 
will be effective as of the date all requirements are met and the certificate is 
issued by the board office.  
-1761-  
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 (5)  An applicant shall not work as a CBHPSS until the effective date of the 
certificate.  (6)  If the applicant fails to satisfy the requirements for certification 
within one year of the date the application is determined by the department to 
be complete, the application will expire, the application fee will be forfeited, 
and a new completed application and application fee will be required.  
  
 AUTH:  37-1-131, Chap. 127, section 4, L. of 2017, MCA  IMP:     37-1-131, Chap. 
127, section 4, L. of 2017, MCA  
  NEW RULE VI  CBHPSS EDUCATION REQUIREMENTS  (1)  Applicants must provide 
documentation of completion of 40 hours of a training course in behavioral 
health peer support.  (2)  All training programs must be approved by the board 
and those approved programs shall be posted on the board's web site.  All 
education programs must provide content in the following domains:  (a)  
Substance Abuse and Mental Health Administration core competencies;  (b)  
boundaries and ethics;  (c)  confidentiality;  (d)  scope of practice;  (e)  
communication skills;  (f)  self-care;  (g)  suicide awareness;  (h)  stages of 
change;  (i)  trauma-informed care;  (j)  cultural awareness;  (k)  pathways of 
recovery;  (l)  recovery story;  (m)  clinical supervision;  (n)  accessing community 
resources;  (o)  emotional intelligence;  (p)  supporting others in recovery;  (q)  
one-on-one session skills;  (r)  support group facilitation; and  (s)  recovery 
planning.  (3)  The training course in behavioral health peer support shall include 
successful completion of an exam.  Exam scores shall be submitted with the 
training course.  
  
 AUTH:  37-1-131, Chap. 127, section 4, L. of 2017, MCA  IMP:     37-1-131, Chap. 
127, section 4, L. of 2017, MCA  
  
 NEW RULE VII  CBHPSS POST-CERTIFICATION CLINICAL SUPERVISION 
REQUIREMENTS  (1)  For the purpose of meeting the ongoing supervision 
requirement in [Chap. 127, section 4, L. of 2017], MCA, a  CBHPSS shall comply 
with the supervision guidelines as follows:  (a)  A supervisor must meet the 
requirements of [NEW RULE IV].  
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 (b)  A supervision agreement shall be in writing and on a form available on the 
board web site.  The agreement shall include, but is not limited to:  (i)  the 
CBHPSS's and supervisor's names, signatures, and dates of supervision;  (ii)  the 
duties and obligations of the CBHPSS and supervisor per this rule, frequency and 
method of supervision, and duration and termination provisions; and  (iii)  a 
statement of compliance with applicable patient privacy laws.  (c)  The 
supervisor's relationship with the CBHPSS shall not be a conflict of interest, such 
as, but not limited to, being in a cohabitation or financially dependent 
relationship.  (d)  The supervisor shall not be the certificate holder's parent, child, 
spouse, or sibling.  (2)  A record of supervision must be maintained by the 
CBHPSS and must include:  (a)  names of the CBHPSS and supervisor, and 
signatures of both;  (b)  date and length of supervision in increments of not less 
than 15 minutes;  (c)  content that confirms that the CBHPSS has received a 
minimum of one hour of face-to-face supervision and consultation for every 20 
hours of work experience.  No more than 40 hours of work experience may 
transpire without receiving the required hours of supervision and/or consultation.  
Less frequent supervision may take place only with prior approval of the 
licensure board;  (d)  content summary (excluding confidential information); 
and  (e)  content demonstrating the CBHPSS's ongoing competence.  
Supervisory comments must indicate ongoing competence and any areas in 
need of improvement.  (3)  The supervisor must attest to (1)(b) through (d) and 
(2)(a) through (e) under penalty of law.  Falsification or misrepresentation of any 
of the above may be considered misrepresentation and a violation of 
professional ethics, which may result in discipline of the certificate holder or 
supervisor's license.  (4)  All reports, written interpretations, and results sent to 
other public or private agencies that affect the current status of a client must be 
reviewed by and contain the approval and signature of the supervisor.  (5)  All 
interventions, results, and interpretations used in the planning and/or 
implementation of interventions shall be reviewed and preapproved by the 
supervisor on a continual and ongoing basis.  (6)  All professional 
communications, both private and public, including advertisements, shall clearly 
indicate the certification status as a CBHPSS.  (7)  Upon a change of supervisor:   
(a)  the CBHPSS must notify the board prior to beginning work; and  (b)  the 
CBHPSS's previous supervisor must provide the record of supervision to the board.   
(8)  For any other substantial change in the CBHPSS's supervision plan, the 
CBHPSS must notify the board within ten business days.  (9)  The CBHPSS and 
supervisor are responsible for ensuring that the CBHPSS and supervisor comply 
with the requirements of this rule and the statutes, rules, and standards 
pertaining to the practice of a CBHPSS.  
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 (10)  The CBHPSS must maintain the record of supervision, which must be 
maintained according to the requirements of this rule for a minimum of seven 
years and may be requested by the board at any time.  
  
 AUTH:  37-1-131, Chap. 127, section 4, L. of 2017, MCA  IMP:     37-1-131, Chap. 
127, section 4, L. of 2017, MCA  
  
 NEW RULE VIII  APPLICATION TO CONVERT AN ACTIVE STATUS CERTIFICATE TO AN 
INACTIVE STATUS CERTIFICATE AND CONVERSION FROM INACTIVE TO ACTIVE 
STATUS  (1)  A CBHPSS may place a certificate on inactive status by either 
indicating on the renewal form that inactive status is desired or by informing the 
board office in writing that an inactive status is desired.  The certificate must 
have been active and in good standing prior to the first time it is placed on 
inactive status.  It is the sole responsibility of the inactive CBHPSS to keep the 
board informed as to any change of address during the period of time the 
certificate remains on inactive status.  Inactive CBHPSSs must pay the inactive 
certificate fee annually to maintain certification status.  (2)  A certificate shall 
not be on inactive status for more than five consecutive years.  At the end of 
the fifth year that a certificate has been on inactive status, the certificate must 
be converted to active status.  If the certificate is not converted to active status, 
the provisions of 37-1-141, MCA, apply to the renewal, lapse, expiration, or 
termination of the certificate.  (3)  An inactive status certificate does not entitle 
the holder to practice as a CBHPSS in the state of Montana.  Upon application 
and payment of the appropriate fee, the board may reactivate an inactive 
certificate if the applicant does each of the following:  (a)  presents satisfactory 
evidence that the applicant has not been out of active practice for more than 
five years and that the applicant has attended 10 hours of continuing 
education per year of inactive status, with a maximum of 50 hours of continuing 
education, which comply with the continuing education rules; and  (b)  submits 
certification from the jurisdictions where the applicant is licensed, certified, or 
has practiced that the applicant:  (i)  is in good standing and without any 
disciplinary action against the applicant's license or certificate; or  (ii)  if not in 
good standing, an explanation of the nature of the violation(s) resulting in that 
status including any disciplinary treatment imposed.  
  
 AUTH:  37-1-319, MCA  IMP:     37-1-302, 37-1-319, MCA  
  NEW RULE IX  CERTIFICATION OF OUT-OF-STATE APPLICANTS    (1)  Certification as 
a CBHPSS may be issued to the holder of an out-of-state peer support specialist 
license or certificate, provided the applicant meets the requirements of [NEW 
RULE V].  Official written verification of such licensure or certification status must 
be received by the board directly from the other state(s) or jurisdiction(s).  
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 AUTH:  37-1-131, Chap. 127, section 4, L. of 2017, MCA  IMP:     37-1-131, 37-1-304, 
Chap. 127, section 4, L. of 2017, MCA  
  NEW RULE X  CODE OF ETHICS  (1)  Pursuant to 37-1-319 and 37-22-201, MCA, 
the board adopts the following professional and ethical standards for CBHPSSs 
to ensure their ethical, qualified, and professional practice for the protection of 
the general public.  These standards supplement current applicable statutes 
and rules of the board.  A violation of the following is considered unprofessional 
conduct as set forth elsewhere in rule, and may subject the CBHPSS to such 
penalties and sanctions provided in 37-1-136, MCA.  (2)  All CBHPSSs shall:  (a)  
act in a way that encourages and promotes recovery for themselves and those 
they serve without placing judgment on the recovery path of others;  (b)  share 
their own recovery story in a manner that promotes recovery, instills hope, and is 
a benefit to those they are serving;  (c)  always use first person or recovery 
language and encourage this practice in others;  (d)  engage in resolving 
concerns in a respectful and professional manner;  (e)  maintain high standards 
of personal and professional conduct, always acting in a way that represents 
peer support in a positive and beneficial light;  (f)  act as a positive role model in 
recovery;  (g)  conduct themselves in a way that fosters their own recovery.  
CBHPSSs shall take personal responsibility to seek support and manage their 
wellness;  (h)  provide clients with accurate and complete information regarding 
the extent and nature of the services available to them;  (i)  terminate services 
and professional relationships with clients when such services and relationships 
are no longer required or where a conflict of interest exists;  (j)  make every effort 
to keep scheduled appointments;  (k)  notify clients promptly and seek the 
transfer, referral, or continuation of services pursuant to the client's needs and 
preferences if termination or interruption of services is anticipated;  (l)  attempt 
to make appropriate referrals pursuant to the client's needs;  (m)  obtain 
informed written consent of the client or the client's legal guardian and 
supervisor approval prior to the client's involvement in any research project of 
the CBHPSS that might identify the client or place the client at risk;  (n)  obtain 
informed written consent of the client or the client's legal guardian and 
supervisor approval prior to taping, recording, or permitting third-party 
observation of the client's activities that might identify the client or place the 
client at risk;  (o)  safeguard information provided by clients.  Except where 
required by law or court order, a CBHPSS shall obtain the client's informed 
written consent prior to releasing confidential information;  (p)  disclose the 
estimated fees and/or the method of fee calculation to the client or 
prospective client, and obtain written acknowledgement of the disclosure;  (q)  
respect and protect the confidentiality, rights, and dignity of those they serve;  
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 (r)  advocate for those they serve unless it would threaten the safety, security, or 
recovery of others;  (s)  take proper and adequate measures to prevent, report, 
and correct unethical conduct;  (t)  follow all state and federal laws including 
the Health Insurance Portability and Accountability Act (HIPAA) and 42 CFR part 
2;  (u)  as mandatory reporters, report elder abuse and child abuse to 
appropriate authorities and supervisors;   (v)  disclose any pre-existing 
relationships, sexual or otherwise, to immediate supervisor prior to providing 
services to that individual; and  (w)  report risk of imminent harm to self or others 
to the proper authorities and to their supervisor.  When reporting, the minimum 
amount of information necessary will be given to maintain confidentiality.  (3)  A 
CBHPSS shall not:  (a)  commit fraud or misrepresent services performed;  (b)  
engage or offer advice on the matters of diagnosis, treatment, or medications;  
(c)  divide a fee or accept or give anything of value for receiving or making a 
referral;  (d)  violate a position of trust by knowingly committing any act 
detrimental to a client;  (e)  engage in or promote behaviors or activities that 
would jeopardize the CBHPSS's recovery or the recovery of those they serve;  (f)  
participate in bartering, unless bartering is considered to be essential for the 
provision of services negotiated without coercion, and entered into at the 
client's initiative and with the client's informed consent.  A CBHPSS who accepts 
goods or services from a client as payment for professional services assumes the 
full burden of demonstrating that this arrangement will not be detrimental to the 
client or the professional relationship;  (g)  exploit in any manner the professional 
relationships with clients or former clients, supervisees, supervisors, students, 
employees, or research participants;  (h)  engage in or solicit sexual contact 
with a client or commit an act of sexual misconduct or a sexual offense if such 
act, offense, or solicitation is substantially related to the qualifications, functions, 
or duties of the CBHPSS;  (i)  enter into sexual or personal relationships with a 
client or a client's immediate family member;  (j)  condone or engage in sexual 
harassment.  Sexual harassment is defined as deliberate or refuted comments, 
gestures, or physical contact of a sexual nature that are unwelcome by the 
recipient;  (k)  discriminate in the provision of services on the basis of race, 
creed, religion, color, sex, physical or mental disability, marital status, age, or 
national origin;  (l)  abuse, harass, demean, or discriminate against others based 
on race, culture, religion, age, gender, gender identity, disability, nationality, 
sexual orientation, or economic condition;  (m)  provide professional services 
while under the influence of alcohol or other mind-altering or mood-altering 
drugs which impair delivery of services; or  
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 (n)  engage in any advertising which is in any way fraudulent, false, deceptive, 
or misleading.   
  
 AUTH:  37-1-131, 37-1-136, 37-1-319, Chap. 127, section 5, L. of 2017, MCA  IMP:     
37-1-131, 37-1-136, 37-1-316, Chap. 127, section 5, L. of 2017, MCA  
  
 NEW RULE XI  CONTINUING EDUCATION HOURS AND CREDITS   (1)  Each CBHPSS 
shall earn 20 clock hours of accredited continuing education for each year.  
Clock hours or contact hours shall be the actual number of hours during which 
instruction was given.  (2)  CBHPSSs may apply for exemption from the 
continuing education requirements of these rules by filing a statement with the 
board setting forth good faith reasons why the CBHPSS is unable to comply with 
these rules, and an exemption may be granted by the board.  (3)  CBHPSSs 
certified before July 1 of the renewal year will be required to fulfill the 20-hour 
requirement.  Those certified July 1 through October 1 are required to obtain 
one-half of the 20-hour requirement.  Those certified after October 1 will not be 
required to obtain continuing education credits for renewal.  
  
 AUTH:  37-1-319, Chap. 127, section 4, L. of 2017, MCA  IMP:     37-1-306, 37-1-319, 
Chap. 127, section 4, L. of 2017, MCA  
  NEW RULE XII  CONTINUING EDUCATION STANDARDS  (1)  Continuing education 
for a CBHPSS is training that:  (a)  has significant intellectual or practical content 
and the primary objective is to increase the certificate holder's professional 
competence as a CBHPSS; and  (b)  constitutes an organized program of 
learning, dealing with matters directly related to the practice of peer support 
services, professional responsibility, or ethical obligations of a CBHPSS.  
Academic credit may be used for continuing education hours.  (2)  CBHPSSs 
shall maintain documentation of completed continuing education for four years 
and make the records available to the department if the CBHPSS is selected for 
a random audit.  The documentation must include a certificate of attendance, 
the agenda of the continuing education course, and the description of the 
course and the credentials of the presenters.  (3)  Documentation for college 
credits shall include the course syllabi and an official transcript.  One college 
quarter credit equals ten hours and one college semester credit equals 15 hours.    
(4)  The board office shall maintain and make available a list of board approved 
programs and providers.  (5)  Continuing education courses offered by providers 
not on the list will be accepted if all criteria listed in (1) are met.  The board may 
delegate authority to staff to determine compliance with criteria.  
  
 AUTH:  37-1-319, Chap. 127, section 4, L. of 2017, MCA  IMP:     37-1-306, 37-1-319, 
Chap. 127, section 4, L. of 2017, MCA  
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 NEW RULE XIII  REPORTING REQUIREMENTS  (1)  CBHPSSs will be required to 
indicate an understanding of the continuing education requirements at the time 
of renewal as required by the renewal process.  (2)  If a CBHPSS is unable to 
acquire sufficient continuing education credits, the CBHPSS may request a 
hardship exemption prior to renewing the certificate.  All requests for exemptions 
will be evaluated by the board on an individual basis.  (3)  CBHPSSs must submit 
a clinical supervision summary report from their supervisor at the time of renewal.  
  
 AUTH:  37-1-131, 37-1-319, Chap. 127, section 4, L. of 2017, MCA  IMP:     37-1-131, 
37-1-306, Chap. 127, section 4, L. of 2017, MCA  
  
 NEW RULE XIV  CONTINUING EDUCATION NONCOMPLIANCE  (1)  In the event 
that a CBHPSS fails to comply with these continuing education rules in any 
respect, the board shall promptly send a notice of noncompliance.  The notice 
shall specify the nature of the noncompliance and state that unless the 
noncompliance is corrected or a request for a hearing before the board is 
made within 60 days, the statement of noncompliance shall be considered 
grounds for suspension or revocation.  
  
 AUTH:  37-1-131, 37-1-136, 37-1-319, Chap. 127, section 4, L. of 2017, MCA  IMP:     
37-1-131, 37-1-136, 37-1-306, 37-1-321, Chap. 127, section 4, L. of 2017, MCA  
  
 5.  Concerned persons may present their data, views, or arguments either orally 
or in writing at the hearing.  Written data, views, or arguments may also be 
submitted to the Board of Behavioral Health, 301 South Park Avenue, P.O. Box 
200513, Helena, Montana 59620-0513, by facsimile to (406) 841-2305, or e-mail to 
dlibsdbbh@mt.gov, and must be received no later than 5:00 p.m., November 13, 
2017.  
  
 6.  An electronic copy of this notice of public hearing is available at 
www.bbh.mt.gov (department and board's web site).  Although the 
department strives to keep its web sites accessible at all times, concerned 
persons should be aware that web sites may be unavailable during some 
periods, due to system maintenance or technical problems, and that technical 
difficulties in accessing a web site do not excuse late submission of comments.  
  
 7.  The board maintains a list of interested persons who wish to receive notices 
of rulemaking actions proposed by this board.  Persons who wish to have their 
name added to the list shall make a written request that includes the name, 
email, and mailing address of the person to receive notices and specifies that 
the person wishes to receive notices regarding all board administrative 
rulemaking proceedings or other administrative proceedings.  The request must 
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indicate whether e-mail or standard mail is preferred.  Such written request may 
be sent or delivered to the Board of Behavioral Health, 301 South Park Avenue, 
P.O. Box 200513, Helena, Montana 59620-0513; faxed to the office at (406) 841-
2305; e 
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mailed to dlibsdbbh@mt.gov; or made by completing a request form at any 
rules hearing held by the agency.  
  
 8.  The bill sponsor contact requirements of 2-4-302, MCA, apply and have been 
fulfilled.  The primary bill sponsor was contacted on April 10, 2017, by postal mail, 
April 11, 2017, by telephone, and April 12, 2017, by electronic mail.  
  
 9.  Regarding the requirements of 2-4-111, MCA, the board has determined that 
the adoption of NEW RULES I through XIV will not significantly and directly impact 
small businesses.  Documentation of the board's above-stated determination is 
available upon request to the Board of Behavioral Health, 301 South Park 
Avenue, P.O. Box 200513, Helena, Montana 59620-0513; telephone (406) 841-
2258; facsimile (406) 841-2305; or to dlibsdbbh@mt.gov.  
  
 10.  L'Joy Griebenow, executive officer, has been designated to preside over 
and conduct this hearing.  
  
 BOARD OF BEHAVIORAL HEALTH DR. PETER DEGEL, LCPC CHAIRPERSON   /s/ 
DARCEE L. MOE  Darcee L. Moe Rule Reviewer /s/ GALEN HOLLENBAUGH   Galen 
Hollenbaugh, Acting Commissioner DEPARTMENT OF LABOR AND INDUSTRY  
  
 Certified to the Secretary of State October 2, 2017 
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Appendix C 
Medications: One Tool in the Toolbox by Douglas Ziedonis & Jonathan Kirejci1 

 
When to Consider Medications 
Deciding when to use a medication can be complex and depends on several 
factors. These include the stage of recovery, the severity and clarity of a 
coexisting psychiatric disorder, the client's motivation to change, and client and 
clinician preference. We discuss below one framework for thinking about stages 
of recovery and the proper role of medications in each. We also briefly discuss a 
concept that transcends the dimension of time but that often becomes 
apparent only after having worked with a client for a while: the treatment of co-
occurring psychiatric disorders. There are several periods during recovery when 
medications might be useful, including detoxification (the first week or two of 
recovery) and protracted abstinence (the first 3 to 12 months). Medications may 
also be useful in the presence of co-occurring disorder or in the service of harm 
reduction. 

Intoxication and Detoxification 

When used in excess, all substances can cause intoxication. In cases of 
dramatic excess or sustained use, intoxication can produce medical or 
psychiatric symptoms requiring immediate medical attention. This is the case 
with cocaine and other stimulants, which can cause paranoia and other 
symptoms of psychosis. Similarly, extreme doses of marijuana and hallucinogenic 
drugs can cause anxiety or panic reactions in vulnerable users. Fortunately, in 
most instances medications can have a dramatic positive effect on such 
symptoms. In these cases, medications are used only to treat the presenting 
symptoms and are discontinued when the period of acute intoxication has 
ended. 

  

                                                 
1 Ziedonis, D., & Krejci, J. (2001). One Tool in the Toolbox. Addiction recovery tools: A practical 
handbook, 81. 
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BOX 5.1 Specific Substances and Common Medications for Detoxification 
Substance Medication 
Nicotine Nicotine replacement treatments  

Bupropion 
Opiates Methadone  

Buprenorphine  
Clonidine/benzodiazepines  
Clonidine/naltrexone/benzodiazepines 

Alcohol Benzodiazapines  
Barbiturates 

Cocaine None 
Marijuana None 

Acute detoxification comprises the first 1 to 2 weeks of abstinence, when clients 
are most likely to experience discomfort or even medical crises as a result of 
withdrawal. Each substance of abuse has a common withdrawal syndrome, 
each of which can have different symptoms and levels of severity, depending 
on the amount of substance use and other clinical characteristics of the 
individual. Although nonpharmacological detoxification is an option for some 
healthy individuals who are only mildly dependent, all clients should be 
evaluated for the appropriateness of medications during detoxification. A 
careful assessment for detoxification includes a medical evaluation, vital signs, 
and withdrawal symptom monitoring. This is true especially with alcohol, 
sedatives, heroin, opioids, and nicotine, where withdrawal symptoms, even 
when not medically dangerous, can provoke enough discomfort to lead clients 
to drop out of treatment (e.g., Rounsaville, 1995). Later, we discuss specific 
medications that have been shown to be effective in detoxification from these 
substances (Box 5.1). Detoxification can be conducted safely in either an 
inpatient or an outpatient setting, depending on medical and psychosocial 
factors (Barber & O'Brien, 1999). 

Detoxification often requires the use of agonists: medications that mimic the 
substance on which the client is physically dependent. Two primary examples of 
this use of medications in addiction treatment are the benzodiazepines and 
methadone. Use of agonist-type medications for relatively short periods is 
entirely appropriate and does not result in physical tolerance. 

Benzodiazepines are a class of psychiatric medications that include Valium, 
Librium, Xanax, and Klonopin. Classified as anxiolytics, they are prescribed in 
mental health settings for anxiety disorders. Because their effects are similar to 
those of alcohol, they are a double-edged tool. The benzodiazepines have high 
abuse potential and can induce physiological dependence if used for an 
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extended period (Brady, Myrick, & Malcolm, 1999). For these reasons, they 
should be used with extreme caution with substance abuse clients who are in 
nonmethadone maintenance treatment programs. However, these medications 
are also extremely effective in managing symptoms of withdrawal and can be 
vital in preventing the onset of delirium tremens among severely dependent 
alcoholics (Barber & O'Brien, 1999). 

BOX 5.2 Medications for Protracted Withdrawal Phase 
Substance Medication 
Nicotine Nicotine replacement therapies: patch, spray, gum, and 

inhalera  
Bupropion,a nortriptyline 

Opiates Naltrexonea (Trexan) 
Alcohol Naltrexonea (Revia)  

Disulfiram (Antabuse)a  
Acamprosate 

Cocaine or 
marijuana 

None are FDA approved; some clinicians use desipramine, 
amantadine, or Antabuse 

a. FDA approved. 
Methadone is an opioid agonist that can be used in heroin detoxification. It 
provides significant opiate blockade with minimal euphoric or sedative effects. 
Alternative detoxification strategies are available, including clonidine (an 
antihypertensive medication), a benzodiazepine, or buprenorphine. 
Buprenorphine, a partial opiate agonist with high receptor affinity, appears very 
promising as a detoxification agent, with initial studies indicating that it is both 
safe and well tolerated (Bickel & Amass, 1995). A study currently underway in our 
laboratory is investigating the comparative effectiveness of buprenorphine and 
clonidine for opiate detoxification. 

Protracted Withdrawal/Cravings 
Depending on the substance, for up to 12 months after the acute phase of 
withdrawal some clients may experience some symptoms of protracted 
withdrawal, covering a wide range in terms of intensity and duration. Symptoms 
you may notice include difficulty sleeping, irritability, mood instability, anxiety, 
depression, restlessness, problems with concentration, general malaise, and 
cravings (Jaffe, Knapp, & Ciraulo, 1997). Medications used during this phase 
may be specific to the substance of abuse or may target more generally the 
dependence syndrome. Medications for protracted abstinence are typically 
used for 3 to 12 months, with the duration depending on several clinical factors. 
These include severity of symptoms, progress in recovery, and leverage from 
external sources such as the client's employer, family, and the legal system. 
Medications in this category typically are specifically chosen for their inability to 
cause physical dependence (Box 5.2). 
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Medications can work in different ways to reduce protracted abstinence. For 
example, naltrexone was initially developed to treat opioid dependence. 
Naltrexone blocks the opiate receptor and prevents the client from feeling the 
effects of heroin (Tucker & Ritter, 2000). It has also been found to help reduce 
cravings in alcohol-dependent clients through the interaction of the opioid 
system and the dopamine reward pathway (see our discussion below). Using 
these medications will require philosophical open-mindedness on your part. 
Some agencies and programs will not use medications in this category on 
principle. Their objections generally stem from the common misconception that 
any medication can produce dependence or euphoria. Interestingly, there 
seems to be less resistance to their use with clients of higher socioeconomic 
status, and some of these medications are routinely used to help professionals in 
the first year of recovery. It is common practice in many settings for nurses, 
physicians, and dentists dependent on opioids to be prescribed naltrexone 
(Rounsaville, 1995). This appears to be based on the assumption that 
professional groups can apply pressure on the client to be compliant. Although 
this is true, other sources of pressure, including social, legal, and family systems, 
can be equally powerful forms of external motivation for street addicts. We 
question the legitimacy of the assumption that only the threat of losing one's 
professional career can induce compliance and wonder whether it instead 
reflects stigma or a historically determined difference in treatment program 
cultures. 

In reviewing treatment options with a client, the use of a medication should be 
presented as an option rather than a mandate. An initially reluctant client who 
relapses may choose to add a medication and/or increase the intensity of the 
psychosocial treatment. It is also important to consider the psychology of 
medications and the subjective meaning to the client of taking a drug to 
recover from addiction. We always inquire into the hopes, fears, and 
expectations that clients harbor about medications. We also find the following 
phrases and metaphors useful in our discussions with clients: 

 Medications are not magic bullets and are only one tool in the toolbox. 
Clients are accustomed to addressing complex problems with simple 
answers and to viewing pills as the ideal solution to a variety of problems. 
It is vital that the prescribing professional emphasize the importance of 
individual effort and multiple forms of treatment in recovery. 

 Recovery takes time. Clients typically have little ability or willingness to 
delay gratification and tend to “want what they want when they want it.” 
Without considerable support and education, they are prone to lose 
patience with medications that may take 3 weeks or more to have an 
effect. 

 Your bazooka versus my peashooter. Clients often want the best of both 
worlds: the emotional stability or symptomatic relief provided by a 
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medication and the euphoria found in illicit drugs. It is important to realize 
that the positive effects of a medication can be easily overwhelmed by 
simultaneously misuse of other substances. 

 The orthopedic cast analogy. For clients committed to abstinence, the 
idea of reliance upon a medication may seem distasteful or even 
frightening. We find it useful to draw an analogy between the harm 
caused by addiction and a broken limb: Both require outside support and 
protection while healing occurs from within. 

Like any other technological advance, medications can be misused. Some of 
your clients may “play physician” and change dosages and even medications 
on their own. Sometimes they will double their dosage on a “bad day” and skip 
their medications on a “good” day. They may have multiple physicians, each of 
whom is unaware of the others, or use multiple pharmacies, including Internet 
pharmacies and mail order. We consider these instances of relapse to addiction 
that must be addressed in treatment. Sometimes we are fooled in the short term 
by more clever clients, some of whom may be nurses, physicians, or just 
knowledgeable junior psychopharmacologists with their Physician Desk 
Reference (PDR) and stash of multiple medications. As a rule of thumb, anything 
your clients do with their medication in secrecy—without physician, clinician, or 
family member input—is a clue to misuse. 

Co-Occurring Disorders 
Co-occurring psychiatric disorders are common among individuals seeking 
substance abuse treatment, and substance use disorders are very common 
among individuals seeking psychiatric treatment. Studies suggest that between 
25% and 75% of clients in substance abuse settings have a current or past non-
substance-use psychiatric disorder. The most common types of psychiatric 
disorders you will see are depression, anxiety, and personality disorders. Anxiety 
disorders include social phobia, panic, post-traumatic stress, and generalized 
anxiety disorder. Eating and impulse control problems/disorders are also not 
uncommon. 

The use of medications in promoting dual recovery for co-occurring addiction 
and mental illness can be crucial but is also extremely complex and not without 
controversy. Chronic use of drugs and alcohol can lead to depression, anxiety, 
and even psychotic symptoms such as hallucinations and paranoia. When these 
symptoms are truly substance-induced, they will typically disappear within the 
first month of treatment without any specialized interventions (Beeder & Millman, 
1997). As a result, many in the substance abuse treatment community have 
assumed in good faith that high-quality addiction counseling will treat both the 
addiction and any related psychiatric problems. Although this is often the case, 
research increasingly is demonstrating that a significant percentage of those 
presenting for substance abuse treatment also have more enduring, recurrent, 



  Rev. 12-6-17 

25 | Appendices Peer Training Manual 
 

and serious psychiatric symptoms (Regier et al., 1990). It can be difficult to 
distinguish between transient, substance-related symptoms and psychiatric 
symptoms in need of more intensive treatment. 

We find it useful to create a time line that graphically depicts the course of both 
the client's substance abuse and his or her emotional problems. Significant 
periods of abstinence, as well as periods of emotional instability, should be 
noted. Also important is information obtained from prior treatment records and 
stable family members. Indicators of an underlying psychiatric disorder to look 
for include 

 Significant psychiatric symptoms prior to the onset of substance abuse 
 Significant psychiatric symptoms during prolonged periods of abstinence 

(3 months or more) 
 A history of multiple, brief psychiatric hospitalizations during which the 

psychiatric symptoms resolved quickly 

We adopt a harm reduction philosophy that suggests that, in the absence of 
any strong contraindications, it is generally advisable to choose the treatment 
that the client finds most acceptable. In a psychiatric setting, clients are likely to 
have less motivation to comply with abstinence-based substance abuse 
treatment. In such cases, it may be advisable to begin a nonsedating 
medication with low abuse potential that does not interact with the primary 
substance of abuse. There is little danger to such a strategy, and refusing 
treatment will usually lead to unnecessary power struggles, damaged rapport, 
treatment dropout, and client demoralization. Similarly, in an addiction 
treatment setting, clients are likely to have greater awareness and motivation to 
address their substance abuse problem. Complaints of sleep disruption are 
common, and if you suspect an underlying depression, a more sedating 
antidepressant may serve to treat both problems simultaneously. 
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BOX 5.3 Medications Commonly Used to Treat Psychiatric Disorders in Addiction 
Treatment Settings 
Disorder Lower Abuse Potential Higher Abuse Potential 
Generalized 
anxiety disorder 

Buspirone (Buspar), SSRIs,a 

nefazadone 
Benzodiazepine 

Panic disorder SSRIsa Benzodiazepine 
Posttraumatic 
stress disorder 

SSRIsa Benzodiazepine 

Phobias SSRIsa Benzodiazepine 
Attention deficit 
disorder 

Bupropion, desipramine Amphetamines 

Depression 
disorders 

Antidepressants (SSRIs,a 

nefazadone, bupropion, 
etc.) 

MAO inhibitors 

Psychotic 
disorders 

Typical and atypical 
antipsychotics 

Side effect medication such 
as anticholinergic 
medications 

a. SSRIs: Prozac, Paxil, Zoloft, Celexa. 
In psychiatric settings, clients may be less motivated to address their substance 
abuse, and it is often advisable to begin treatment with a medication to treat 
their psychiatric problem. It is generally advisable to use nonsedating 
medications and to avoid medications that interact with the primary substance 
of abuse (e.g., MAO inhibitors and cocaine). Many physicians refuse to treat 
psychiatric problems with medications unless the client is simultaneously willing 
to address his or her substance abuse. Although this approach may be effective 
in some instances, we recommend a more flexible approach. The potential for 
harm is minimal with a nonsedating medication with low abuse potential, and 
the probability of treatment engagement is greatly enhanced. Furthermore, it is 
always possible to renegotiate the treatment contract or to consider a referral if 
the client is not improving in 6 months. 

Addiction treatment settings are likely to include more patients at higher 
motivational levels who endorse the goal of complete abstinence. In higher 
levels of care (e.g., partial hospitalization and intensive outpatient programs), a 
more aggressive treatment approach is advisable, especially in response to 
agitated depression or severe insomnia. In these cases, we suggest considering 
either a more sedating antidepressant (e.g., nefazadone or mirtazapine) 
because successfully treating these complaints will maximize the probability of 
achieving sustained abstinence (Box 5.3). 
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Harm Reduction/Maintenance/Agonist Substitution 
Maintenance medications may be prescribed at any time during treatment but 
often are continued for 1 year or more. Maintenance medications typically 
have effects that are similar to, but less intense than, the effects of the 
substance of abuse and that consequently produce less behavioral disruption 
while minimizing the harm associated with more typical ways of administering 
the drug. As discussed below, nicotine replacement medications enable 
smokers to obtain maintenance doses of nicotine without the harmful tars and 
gases found in cigarette smoke (Sweanor, 2000). Similarly, methadone acts on 
the same sites in the brain as heroin but without producing the euphoria or 
clouding of judgment. Also, as a legal drug, methadone helps the addict to 
extricate him-or herself from the street life (Lowinson et al., 1997) (Box 5.4). 

BOX 5.4 Harm Reduction/Maintenance Medications 
Substance Medication 
Nicotine Nicotine replacement treatment 
Opiates/Heroin MethadoneLAAMBuprenorphine 
Alcohol Benzodiazepines 
Cocaine Methylphenidate 

 
The Right Tool for the Right Job: Matching Medications with Substances of Abuse 
Basic Psychopharmacology 
The understanding of the brain is the final frontier of medical science. 
Neuroscientists have developed an understanding of the neurobiology of 
addiction at a microscopic level far greater than that achieved through 
standard imaging techniques. Our understanding of neurobiology has gone 
beyond the level of neurotransmitters and brain receptors, although these two 
concepts continue to drive our approach to treatment and our classification 
schemes. Through various complex mechanisms, all psychoactive drugs, legal 
and illegal, affect thoughts, feelings, and behaviors eventually at the level of 
neurotransmitters, the chemical messengers that enable brain cells, or neurons, 
to communicate. Neurotransmitters exist in many different sizes and shapes, and 
relatively small differences in structure can profoundly alter their effect. Much as 
a key fits only one lock, each neurotransmitter has a unique chemical profile 
that is compatible only with its unique receptor type on the receiving cell. 
Neuroscientists have identified over 50 different neurotransmitters, many of 
which have several different subtypes. With up to 100 billion neurons in the brain, 
each of which may have up to 10,000 connections with other neurons, it 
becomes obvious that the brain is a structure of fantastic complexity. To further 
complicate matters, drugs can affect neurotransmitters differently depending 
on where in the brain the neurons are located. A single drug can also affect 
more than one neurotransmitter simultaneously. Thus, it is difficult to make simple 
statements about the effects of drug use on the brain. We refer you to a clear 
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and comprehensive primer on the neurobiology of addiction by Roberts and 
Koob (1997). 

Drugs can affect neurotransmission in a variety of ways. Specifically, drugs can: 

 Increase or decrease the production of a neurotransmitter. 
 Block the effect of a neurotransmitter by occupying its receptor site. Such 

drugs are known as antagonists. 
 Mimic the effect of a neurotransmitter by occupying its receptor site. 

These drugs are known as agonists and partial agonists. 
 Increase or decrease the length of time that a neurotransmitter spends in 

the synapse, or space between the transmitting cell and the receptor site. 

In addition, scientists have begun to identify the neurotransmitters most relevant 
to psychoactive drugs. A few of these are 

 Norepinephrine—Plays a key role in arousal and mood. Stimulants, such as 
cocaine and amphetamines, tend to accentuate the effects of 
norepinephrine. 

 Serotonin—Implicated in sleep, depression, pain sensitivity, aggression, 
and suicidality. Impulsivity has been linked with low levels of serotonin. 
Alcohol and the hallucinogens may affect behavior largely through 
serotonin. 

 GABA (Gamma-Aminobutyric Acid)—Tends to produce relaxation and 
behavioral inhibition. Alcohol and the benzodiazepines (Valium, Xanax) 
both affect GABA. 

 Dopamine—Associated with pleasure, reward, and goal-directed 
behavior. 

Dopamine has generated particular interest, as it is believed to be critical to 
brain reward mechanisms. Research has revealed that virtually all drugs of 
abuse, including nicotine, increase the production of dopamine in structures in 
the center of the brain called the nucleus accumbens and the ventral 
tegmentum (Gardner, 1997). This is a particularly exciting finding given the wide 
range of chemical structures and receptor sites; it suggests that these regions of 
the brain act as a final common pathway for the rewarding properties of drug 
abuse. As we discuss later, this can have profound implications for the 
development of medications designed to reduce cravings for substances. 

 
 
 
Medications for Treating Substance Abuse 
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Medications, like drugs of abuse, alter neurotransmission through many known 
and unknown mechanisms. Though not an exhaustive list, the following 
discussion highlights some specific medications you may consider in treating 
substance dependence. 

 
Alcohol 
Disulfiram (Antabuse) interferes with the body's ability to metabolize 
acetaldehyde, a by-product of the metabolism of alcohol, with the result that 
drinking results in nausea, extreme flushing, and decreased blood pressure. This 
reaction is experienced as extremely unpleasant and can serve as an effective 
deterrent to drinking. Unfortunately, Antabuse must be taken daily, and its 
effects disappear within days of its discontinuation, so its effectiveness is 
dependent on the client's remaining consistently compliant with treatment. 
Nonetheless, with appropriate motivation, which can be enhanced by including 
a significant other in treatment, Antabuse can be an effective “safety valve” for 
the chronically relapsing alcoholic (Allen & Litten, 1992). Naltrexone (Revia) is 
Food and Drug Administration (FDA) approved in the treatment of both 
heroin/opioid dependence and alcohol dependence. It acts by blocking the 
action of opiate receptors, which affect other neurotransmitters and neurons. 
Naltrexone was originally developed as a treatment for dependence on heroin 
and other opiates (Rounsaville, 1995). Because research demonstrated that 
alcohol also stimulates opiate receptors, researchers became interested in its 
effects as an anticraving medication. Several studies have demonstrated that 
naltrexone can be effective in reducing the frequency and intensity of relapses, 
as well as the pleasure obtained from drinking. Like Antabuse, naltrexone 
requires compliance with a daily dosing schedule. However, unlike Antabuse, it 
has few to no side effects or potential medical complications (Swift, 1999). 

Nalmefene is similar to naltrexone in that it blocks opiate receptors. It has been 
shown to be safer than naltrexone and also effective in preventing relapse 
(Garbutt, West, Carey, Lohr, & Crews, 1999; Mason, Salvato, Williams, Ritvo, & 
Cutler, 1999). 

Acamprosate is already used in Europe and is currently being evaluated in 
research studies in the United States. Acamprosate appears to work by blocking 
glutamate, a neurotransmitter that may contribute to alcohol's effects (Johnson 
& Ait-Daoud, 1999). One large-scale study involving more than 3,000 alcoholics 
found that twice as many clients remained abstinent after being treated with 
acamprosate than with placebo (Swift, 1999). 

Cocaine and Marijuana 
At present, no medications are FDA approved specifically for the treatment of 
cocaine or marijuana abuse and dependence. Furthermore, because cocaine 
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and marijuana withdrawal symptoms are not as acute or dangerous as those 
associated with alcohol or the opiates, medications are rarely required to 
manage the detoxification period. Despite considerable research and some 
promising initial findings (e.g., Ziedonis & Kosten, 1991), no medications have yet 
demonstrated unequivocal effectiveness in cocaine treatment (Barber & 
O'Brien, 1999). Medications may be very helpful in the treatment of co-occurring 
mental illness and either cocaine or marijuana dependence. 

Our understanding of the neurobiology of cocaine addiction has focused on 
the depletion of dopamine with chronic cocaine usage. The serotonin system 
and other neurotransmitters are affected, but most medications studied by 
researchers have been selected because of their impact on the dopamine 
system. For example, bromocriptine and amantadine are dopamine agonists 
and are used in treating parkinsonism, which also results in a dopamine 
depletion state. These medications have not consistently been shown to be 
effective in studies, but amantadine is used by some addictionologists. Another 
approach has been to use antidepressants that block dopamine reuptake from 
the gap between neurons, which in principle would serve to increase dopamine 
between the neurons. Desipramine was one such antidepressant that exhibited 
some initial promise but no consistent proven efficacy. However, there is some 
evidence that antidepressant medications may help to reduce both depressive 
symptoms and cocaine use among depressed cocaine abusers (Carroll et al., 
1994). 

Another category of medications tested has been mood stabilizers such as 
carbemazepine (Tegretol), valproic acid, neurontin, and lithium. Even 
amphetamines such as methylphenidate (Ritalin) have been evaluated. 
Amphetamines can be used in the treatment of attention deficit disorder and 
narcolepsy, a rare but serious sleep disorder. Initial enthusiasm was based on the 
belief that, by analogy with methadone in the treatment of opiate addiction, 
Ritalin would prove to be a longer lasting agonist maintenance medication with 
a lower potential for abuse. Some studies suggested that methylphenidate 
reduces cocaine cravings, but as a stimulant with high abuse potential it has 
little usefulness in treating cocaine users (Barber & O'Brien, 1999). 

Opiates 
Some of the most effective and promising medication approaches are those 
developed for treating dependence on heroin and other opiates. At present, 
four treatment alternatives exist: methadone, LAAM, buprenorphine, and 
naltrexone. 

Methadone. The first drug dependence maintenance medication, methadone 
has been in use in this country for over 30 years. As an opiate agonist, 
methadone stimulates the same receptor sites as heroin, but it has a longer 
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duration and a far less intense euphoria. As a result, it acts to both attenuate 
cravings and to reduce the reward potential of other opiates. Methadone 
produces a profound physical dependence but little euphoria and thus is 
associated with minimal abuse and behavioral disruption. Methadone has been 
the source of enormous controversy. Traditional substance abuse workers often 
have been resistant to methadone, characterizing its use as the substitution of 
one addiction for another. Others have pointed to the disruptive effect of a 
dosing schedule that necessitates daily trips to clinics that are often located in 
impoverished and drug-infested neighborhoods. Nonetheless, research has 
conclusively demonstrated methadone to be arguably the most effective drug 
addiction treatment strategy in existence (Herman & Appel, 1993). Study after 
study has shown that clients maintained on methadone commit fewer crimes, 
abuse fewer substances, and contract fewer infectious diseases than those who 
receive no treatment, and that adequate dose is strongly related to treatment 
retention and outcome (Herman & Appel, 1993). In addition, methadone has a 
lower dropout rate than most other forms of drug treatment, thus allowing the 
benefits of treatment to reach more clients. Although we respect the concerns 
of those who adhere to a strict abstinence model, we urge you to keep an 
open mind with regard to this highly effective treatment alternative. 

Levo-Alpha-Acetomethadol (LAAM; ORLAAM). Approved for use by the FDA in 
1993, LAAM, like methadone, is another long-acting opiate agonist. However, 
because of its longer duration of action, LAAM treatment requires only three 
dosing visits per week rather than the six or seven needed with methadone. 
Also, because of its slow onset and more sustained action, a milder, more 
consistent drug effect is produced. Unfortunately, the treatment community has 
been slow to embrace LAAM, and only 1% to 2% of opiate-maintained clients 
receive this medication (Rawson, Hasson, Huber, McCann, & Ling, 1998). 

Buprenorphine (Temgesic, Subutex). Unlike LAAM and methadone, 
buprenorphine is a long-acting opiate partial agonist. As such, it occupies 
receptor sites fully and quickly but reaches maximal effectiveness quite quickly. 
As a result, it reduces cravings and blocks euphoria almost completely, while 
having little potential for abuse or overdose. Because of its long duration of 
action, clinic visits may be required no more than two times per week. 
Buprenorphine is currently in the final stages of the FDA approval process (Bickel 
& Amass, 1995). 

Naltrexone. As noted previously, naltrexone is an opiate antagonist originally 
developed for treatment of opiate dependence. Naltrexone is a relatively safe 
medication, but many physicians have not been trained to use it in treating 
heroin addiction. Without integrating psychosocial strategies to enhance 
compliance, a major drawback to naltrexone is an extremely high treatment 
dropout rate. Currently, studies are evaluating a long-lasting form of naltrexone 
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that is effective for up to 1 month. Unlike methadone, LAAM, and 
buprenorphine, maintenance on naltrexone requires the client to be opiate-free 
for at least 7 to 14 days in order to avoid precipitating withdrawal symptoms. For 
all these reasons, naltrexone is not widely used in opiate treatment and may be 
most effective for those with relatively high levels of functioning and motivation 
(Rounsaville, 1995). 

Nicotine 
Medications are very important in the treatment of nicotine dependence. There 
are many options, including four types of nicotine replacement medications 
and a nonnicotine pill (buproprion). Unfortunately, the substance abuse 
treatment community has been slow to recognize the implications of the 
overlap between nicotine dependence and other forms of substance abuse, 
and only recently has it begun to give consideration to simultaneous treatment 
of smoking and other addictions (Hurt, Eberman, Slade, & Karan, 1993). There 
has even been a reluctance to emphasize the importance of addressing 
tobacco dependence later in recovery from alcohol or other drug 
dependence. Tobacco dependence is the primary cause of death among 
substance abusers who are otherwise doing well in recovery. In addition, 
ongoing tobacco dependence predicts greater problem severity and poorer 
treatment response for alcohol or other drug dependence (Roll, Higgins, 
Budney, Bickel, & Badger, 1996; Stuyt, 1997). We strongly encourage you to 
become more aware of the dangers of smoking, to help your clients learn about 
treatment options and the importance of addressing tobacco use, and to learn 
about the variety of psychosocial and medication treatment options for nicotine 
dependence. 

Only about 3% of smokers who try to quit on their own will be successful each 
year. With a brief motivational and educational intervention, the success rate 
increases to about 10%. The use of either medications or behavioral therapy will 
double that success rate to about 20%, and the integration of both medications 
and intensive psychosocial treatment will increase the success rate to about 
35% to 40% per year. In contrast to other chemical addictions, most clients will 
prefer to use just medications in the treatment of nicotine dependence. 
Although medications are an important tool to address the physical acute and 
protracted withdrawal symptoms, behavioral therapies are also critically 
important and underused tools. 

Research has demonstrated that the vast majority of harm associated with 
cigarettes is attributable to the byproducts of smoking rather than to the effects 
of nicotine (Slade, 1999). Consequently, by analogy with methadone and other 
agonists, medications have been developed to deliver steady doses of nicotine 
directly into the bloodstream. Each has been shown to approximately double 
the probability of a successful quit attempt (Fiore et al., 2000). For a more 
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thorough summary of medication treatments for nicotine dependence, see the 
various nicotine treatment guidelines published (Ziedonis, Wyatt, & George, 
1998). 

There are four routes of nicotine administration: 

1.Patch—The nicotine transdermal patch allows for steady absorption of 
nicotine through the skin. However, its onset is slow, and nicotine blood 
levels associated with smoking are rarely reached. The patch is available 
in a variety of doses, and higher doses are likely to be more effective with 
heavily dependent smokers. Side effects include skin irritation at the patch 
site and minor sleep disruption, but these tend to be minor and transient. 
Both prescription and over-the-counter versions are available. 

2. Gum—Nicotine polacrilex gum was the first nicotine replacement 
therapy. Due to its short duration of action, it effectively replicates the 
effects of smoked nicotine and must be used approximately hourly. For 
these reasons, it is quite effective in reducing nicotine cravings but is 
inconvenient to administer. Side effects include irritation in the mouth, 
throat, and stomach; nausea; and indigestion. 

3. Spray—The nicotine nasal spray is available by prescription only. Like 
nicotine gum, it has a quick onset and effectively replicates the 
psychoactive effects of smoked nicotine. Side effects include nose and 
throat irritation, although these are usually transient. 

4. Inhaler—With this device, nicotine is delivered through a mouthpiece 
soaked with nicotine. Considerable effort is required to maintain tolerable 
blood levels, and maximal blood levels are generally lower than those 
obtained through nicotine gum and spray. Like the nicotine spray, the 
inhaler is available by prescription only. 

In addition to nicotine replacement, there is a non-nicotine pill medication that 
is now FDA approved. Originally marketed as an antidepressant medication 
under the name Wellbutrin, buproprion (Zyban) has more recently become the 
only FDA-approved non-nicotine replacement medication for nicotine 
dependence. Although its mechanism of action is unclear, it has repeatedly 
been to shown to be effective in increasing quit rates. Possible side effects 
include dry mouth, insomnia, nausea, and skin rash. As an antidepressant 
medication, it is available only by prescription, but it has no potential for abuse 
or dependence. Zyban may be particularly recommended for smokers with a 
history of depression. Recent studies suggest that nortriptyline may also be an 
effective non-nicotine medication (Ziedonis et al., 1998). 
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Tools of the Future: Agents to Intercept and Destroy Substances in the Body 
New medication development research supported by the National Institute on 
Drug Abuse to target cocaine addiction has become increasingly futuristic. 
Researchers are developing antibodies that would act to neutralize substances 
by breaking them down in the bloodstream or otherwise rendering them unable 
to enter the brain. Though currently based on animal studies, preliminary 
evidence suggests that these treatments may soon be feasible in humans as 
well. In addition, they could offer several advantages over currently available 
medications, as they do not require a complete understanding of how or where 
the abused drug acts in the brain and thus would be effective against drugs 
that affect several neurotransmitters simultaneously. 

These medications can be divided into three categories: peripheral blockers, 
naturally occurring enzymes, and antibodies. Peripheral blockers are similar to 
enzymes and antibodies of the immune system. One peripheral blocker 
approach would bind drugs like cocaine or nicotine to antibodies, thus creating 
a drug-antibody complex too large to pass through blood vessels into the brain. 
This would trap the drug until it could be eliminated from the body through 
normal metabolism. A second approach would increase the rate at which 
naturally occurring enzymes break down drug molecules into inactive by-
products. A third strategy would use antibodies that both bind to and break 
down drugs. This research program is generating considerable excitement in the 
scientific community. However, it should be remembered that it is still in its 
infancy and that the possibility exists that addicts would be able to overwhelm 
the action of these peripheral blockades simply by taking more of the drug. For 
a summary of this exciting new line of research, see National Institute on Drug 
Abuse (2000). 

Alternative Medicine 
Motivated both by curiosity and by dissatisfaction with traditional models of 
health care, Americans are turning in growing numbers to alternative forms of 
treatment. Touted as natural alternatives to harsh, synthetic, mass-produced 
chemicals, a variety of herbs, vitamins, and amino acids are available for the 
treatment of a wide range of ailments. Among those frequently cited as 
effective in the treatment of addictions are vitamins B and C, potassium, milk 
thistle, ginkgo biloba, ginseng, valerian root, and kava (Ross, 1998). With the 
recent establishment of the Office of Alternative Medicine, it is possible that 
some of these will turn out to be valuable adjuncts to addiction treatment, but 
none have yet been shown to be effective. 

In the meantime, we urge caution. First, very few of these substances have been 
subjected to scientific study, and often the evidence for their effectiveness lies 
entirely in anecdotes or ancient traditional beliefs. Such evidence, though 
suggestive, is far from compelling, as the history of medicine is rife with examples 
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of ineffective or dangerous treatments that were fervently endorsed by their 
advocates. Second, natural alternatives are not subjected to FDA regulation, 
and little is known about potential harmful effects. It should be remembered 
that the majority of poisons occur in nature and that many mass-produced 
medications are simply pure derivatives of naturally occurring substances. Third, 
because of the absence of FDA oversight, there is no guarantee that these 
products contain the ingredients or the quantities listed on the label. In fact, 
studies with St. John's wort and other natural remedies have found that fewer 
than half of the products offered contained the active ingredients in the 
concentrations claimed by the manufacturers. 

Integrating Medications into Treatment: Obstacles and Strategies 
Obstacles to Integration 
Both reasonable and unjustified concerns have led some counselors and clients 
attending 12-step programs to oppose including medications in the recovery 
toolbox. Twelve-step programs have emphasized the importance of correcting 
personality defects, mending damaged relationships, and cultivating a spiritual 
life. Traditionally, the counselor's role has been to help clients to make amends 
to those they have harmed, to develop a personal program of recovery that will 
begin to address underlying problems with emotional instability and personality, 
and to develop faith, humility, and a personal relationship with a higher power. 
Toward that end, most treatment programs have emphasized the importance 
of abstinence from all mood-altering substances. Emphasizing the futility of 
attempting controlled use of drugs and alcohol, therapists and 12-step members 
have exhorted the newcomer to be extremely vigilant regarding the use of 
medications with any effects on mood, thought, and behavior. 

As a result, some treatment providers and 12-step “old-timers” alike have been 
reluctant to work with clients maintained on psychiatric medications. Many 
programs require detoxification from all potentially mood-altering chemicals 
before beginning substance abuse treatment, and more than one vulnerable 
addict in early recovery has been driven from 12-step programs by the well-
meaning “old-timer” who sees the newcomer's reliance on a psychiatric 
medication as just more evidence for the insidious nature of addiction. 

However, 12-step principles often differ substantially from the beliefs of 
individuals attending meetings. In fact, Alcoholics Anonymous (AA) literature 
explicitly endorses the use of psychiatric medications where appropriate. The 
AA Member: Medications and Other Drugs (Alcoholics Anonymous, 1984) is an 
invaluable guide written by a group of physician AA members that supports the 
appropriate use of medications during recovery. We recommend that you read 
and distribute it to your clients. It states, 
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Because of the difficulties that many alcoholics have with drugs, some members 
have taken the position that no one in AA should take any medication. While 
this position has undoubtedly prevented relapse for some, it has meant disaster 
for others. … It becomes clear that just as it is wrong to enable or support any 
alcoholic to become readdicted to any drug, it's equally wrong to deprive any 
alcoholic of medication which can alleviate or control other disabling physical 
and/or emotional problems. 

It seems that the use of medications in substance abuse treatment is not 
contradicted by 12-step principles. It is also true that, with the logarithmic 
increase in knowledge in genetics, pharmacology, and molecular biology, our 
understanding of a variety of disorders is being radically transformed. Most 
treatment researchers now understand addiction as a complex disorder that is 
caused and affected by biological, psychological, social, and spiritual factors, 
and they recognize that treatment may address each of these factors through 
a variety of approaches, including counseling and medications. 

First, a veritable explosion of studies in the areas of pharmacology and 
neuroscience has begun to identify the biological and genetic underpinnings of 
addictive behaviors. With each passing day, the enzymes, neurotransmitters, 
and chromosomes implicated in addictive disorders are being pinpointed with 
startling accuracy. Substances of abuse can change the functioning and 
structure of brain cells and even the DNA of cells (Nestler, 1997). Our 
understanding of how the brain is affected and changed by chronic and acute 
substance usage is improving, aided by techniques that graphically 
demonstrate differences in the brain functioning on MRI and PET scans between 
chronic users and nonusers. Similarly, although excessive use of drugs and 
alcohol may stem in part from character defects and disturbed relationships, 
these increasingly are believed to be partially rooted in neurological and 
biological structures (McGue, 1997). Second, clinical research is demonstrating 
very high rates of drug and alcohol abuse among those seeking treatment for 
psychiatric disorders and high rates of psychiatric disorders among those 
seeking treatment for addictions (Regier et al., 1990). At the same time, safe and 
effective medications are being developed for the treatment of these disorders 
and increasingly are being incorporated into standard mental health treatment. 
Third, research has identified medications specific to addiction treatment that 
are safe and effective and, in many instances, have little to no potential for 
abuse or dependence. 

For these reasons, we believe that humane and thoughtful treatment of 
addictive behaviors requires a willingness to integrate the judicious use of 
medications into a comprehensive treatment plan. We advocate a 
biopsychosocial-spiritual model that acknowledges the multifaceted nature of 
addiction and behavior change and emphasizes flexibility in treating a variety 
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of symptoms through several different modalities. We also believe strongly that 
for some clients, encountering a clinician who is knowledgeable and open-
minded about the proper role of medications in addictions treatment can mean 
the difference between recovery and relapse. 

No tool can fix everything. We acknowledge that medication treatment, like 
any intervention, is imperfect. Sometimes the dosage is too low or too high, or 
there is a problem with compliance and treatment adherence. Other 
impediments to treatment include establishing an incorrect diagnosis, selecting 
the wrong medication, and overlooking medical, psychiatric, or substance 
abuse comorbidity. Some medications have a high potential for abuse and 
should be used with extreme caution. We also acknowledge that some addicts, 
deprived of the sensations they so desperately crave, will resort to manipulations 
and chicanery to obtain legitimate drugs under false pretenses. We simply seek 
to strike a middle ground between rigidity and naïveté and to maintain an open 
mind toward the judicious use of medications in conjunction with psychosocial 
treatments. 

Strategies for Integration 
You have a crucial role to play in the integration of medications into substance 
abuse treatment. For many clients, you are the first person with whom they will 
discuss their thoughts, feelings, and concerns about medications. We suggest 
the following guidelines for navigating this topic with clients. 

For clients considering taking a medication, 

 DO keep an open mind about medications. 
 DO listen to the client's hopes and expectations about using a 

medication. 
 DO listen to the client's fears and misconceptions about a medication. 
 DON'T try to answer medical questions unless you are absolutely certain of 

the answers. Offer to refer to or consult with a medical professional. 

For clients already taking a medication, 

 DO ask about medication use and compliance at every visit. Ask in a 
genuinely curious and nonjudgmental manner. Discuss any obstacles to 
full compliance. 

 DO ask about mixed feeling about taking medication. These can be 
related to side effects, to concerns about not being truly abstinent, or to 
difficulties in accepting the need for a medication (especially with 
psychiatric medications). 

 DO be sensitive to criticism the client may receive in 12-step groups. 
 DO maintain communication with the prescribing psychiatrist. 
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 DON'T take at face value clients' reports that the medication “isn't 
working.” Make sure to ask in detail whether they are using their 
medication exactly as prescribed. 
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Appendix D 
Post-Acute Withdrawal Resources and Experiences 2 
Insomnia 

Insomnia doesn’t necessarily mean you are experiencing post-acute 
withdrawal, but it is often a tell-tale sign. You may notice your sleep cycle 
disturbed. You may endure nights of extremely restless sleep. Vivid dreams, often 
involving the use of alcohol and drugs, may also occur during this time. 

In severe cases, you may go days without sleep despite months of sobriety. 
Stressful situations often trigger these episodes. 

Anxiety 

The Big Book of Alcoholics Anonymous had a different word for anxiety when it 
was written decades ago. The drunks of old called it a “nervous disposition.” 
Today, we know it as anxiety. 

Anxiety and insomnia seemed to be two sides of the same coin. The less I slept, 
the more anxious I was. The more I slept, the less anxious I was. 

Worry and fear clouded my mental climate in early sobriety. I think everyone, to 
some extent, deals with anxiety when they get sober. But I feel opiate addicts, in 
particular, battle the soul-wrenching tension more so than substance abusers of 
different varieties. 

Early on, anxiety informed almost all circumstances. I felt like the Tin Man with no 
oil when I was in a room full of people I barely knew. At first, I thought I was 
being humble by choosing a seat in the very back of a 12 step meeting while 
silently going about my business. It took a while for me to realize I was consumed 
with anxiety and fear. 

I’m certainly not opposed to prescription medication for those who genuinely 
need it. On the other hand, I felt that if I didn’t start learning how to meet these 
situations without an outside substance, I’d be doomed to addiction in some 
form or fashion. 

If it wasn’t for the tools taught in 12 step programs, I wouldn’t have stayed sober. 
More on those later. 

                                                 
2 Dinker, Bill (ND). Discovery Place. Post-Acute Withdrawal Syndrome (PAWS). Retrieved from: 
http://www.discoveryplace.info/post-acute-withdrawal-syndrome-paws 
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Heightened levels of stress and/or increased sensitivity to stress 

Stress was never something I’d handled well. My mind amplified situations that 
shouldn’t have been that big of a deal. I think, to some extent, most people in 
early sobriety are accustomed to bringing unhealthy solutions to tumultuous 
events. 

I remember battling some fairly crazy thoughts. I’d say something in a social 
situation and invent all kinds of goofy reasons why that was the wrong thing to 
say. I’d sit in a 12 step meeting and think the person sharing was indirectly 
referencing me in some negative way. 

A variety of factors fueled this engine of stress. First, I’d never developed ways to 
take care of myself. Second, my mind invented fairytale perspectives, 
specifically relating to social situations. Third, I never learned how to say “no.” I 
often pushed myself to the breaking point, piling on responsibilities to an 
overwhelmed schedule. 

Throw a little post-acute withdrawal in the mix, and you have a recipe for 
relapse. I was lucky that in the midst of magical journey of stressful innovation, I 
stayed active in a program of recovery. Between meetings, step work, 
sponsorship and fellowship, I found the support and growth necessary to walk 
through stress sober. 

I also discovered I was going bald. That didn’t help things either. 

Trouble with cognition/thinking 

For a guy who remembered events as early as two years old, it was awkward 
asking someone to repeat what they just said to me. It was equally disturbing 
when I realized how simple the answer was to certain problems. Sometimes, my 
job required me to do simple math. 15+18 presented a mental challenge only 
Texas Instruments could solve. 

I used to tackle Calculus with the precision of John Nash. Now, I felt like a middle 
school child learning the wonders of simple numbers all over again. Someone 
had slipped me a stupid pill. 

Even complete sentences, at times, became a challenge. I secretly identified 
with Homer Simpson, but wouldn’t dare tell anyone. My friends appeared to 
have a pretty good handle on the English language. But as Andy James said, I 
felt like an alien returning to Earth. 

Trouble with emotions (overreaction or little/no emotion) 
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I instigated a fight because I thought a guy had watched TV too long. That’s 
right. I was prepared to fisticuff with someone over a television. Fortunately, 
stronger heads prevailed, and peace eventually ruled the day. 

I’d also cry in secret while riding in the van at Discovery Place when we passed 
Church signs. It didn’t have to be a particularly insightful sign either. A simple, 
“love is the answer when hate is the question,” was enough to rattle my 
emotion. 

“What the hell is wrong with you,” I’d think to myself. 

There were also times where I felt incapable of producing a single emotion – 
total emptiness. It went as far as me giving names to my emotions when they 
surfaced and feeling incredibly insightful that I had reached such a level of 
maturity. 

Trouble in social settings 

I think I’ve covered some of this already, but when you can substitute roughly 
60% of what you say with durrrr, you might be having some trouble in society. I’m 
not trying to paint myself as a complete derelict, but I wasn’t that far off. 

Granted, there wasn’t much social exercise occurring in the basement I 
occupied for a year using heroin and other drugs. My social skills were never 
that sharp anyway, and years of drug abuse really rounded out my 
awkwardness. 

I’m almost hesitant to relate this story, though I feel it highlights just how 
hazardous it was to be around me in my early days of sobriety. I’m walking up to 
a 12 step meeting, and in the door’s reflection, I see two ladies walking up 
behind me. Tommy Boy said it best when he compared himself to “Jo Jo, the 
idiot circus boy.” 

And the idiot circus boy was on full display that night. I held the door open for 
them, like the gentleman I was. But one lady, as she was thanking me, said, 
“How did you know we were behind you?” To which I replied, “I…just…did.” 

When the awkward is so awkward you feel physical pain, it’s time to revamp 
your social skills. 

Craving your drug of choice 

My first month sober found me fantasizing about Heroin Mountain. It’s essentially 
what it sounds like – a mountain of heroin. By my second month sober, dreams 
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of heroin hills disappeared, yet I continued to crave opiates. Cravings increased 
in pronunciation during cycles of post-acute withdrawal, especially when I had 
trouble sleeping. 

I also noticed that if a situation or place reminded me of a time spent using, 
cravings usually followed. Fortunately I had the security of a long-term residential 
program. After 90-days in that program, I had begun to develop the skills 
needed to deal with both cravings and post-acute withdrawal. 

The Best Defenses against PAWS 
Meditation 

I believe meditation is the most underrated aspect of the 12 steps. It’s not talked 
about in 12 step meetings often. But you don’t have to wait until step 11 to start 
meditating. With some good direction, you can begin to calm your mind. 

I prefer mindfulness meditation. Stress, anxiety and agitation melt away after 20 
minutes of focus on breath and sound. When post-acute withdrawal flared, it 
was my go-to weapon. 

You’ll notice some interesting aspects of your mental faculties too. It only takes a 
few seconds for my mind to wander off on some meaningless tangent, despite 
my best efforts to focus on breath and sound. 

This is the general pattern I see: breathing… breathing… mind calming… I 
wonder what pair of pants I should wear today. The coffee brewing sure smells 
good. Wait, back to the breath. 

Breathing… breathing… mind calming… Why did I say that to her last night? She 
probably thinks I’m a moron. Okay, back to the breath again. Breathing… 
breathing… 

I’ve found the first five minutes of meditation to be the most difficult, as calming 
my mind is no small task. Generally, however, if I get through the clutter of the 
first five minutes, my brain begins to slow down. Eventually, I’ll find that blissful 
state monks on National Geographic possess. At least that’s what I tell myself. 

Regular sleep schedule 

This is fairly self-explanatory and really just entails consistent discipline. I feel like 
there are three critical elements in cultivation of healthy sleep habits. 

The first element is diet. I can’t sleep when I’m hungry. I’ve found a snack shortly 
before bed silences the growls of an empty stomach. 
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The second element is target time. Set a window of time, say 10pm to 11pm, 
where you will start the bedtime routine. Brush and floss your teeth. Wash your 
face. Thank your Higher Power for another day sober. Put the cell phone on 
silent. Remove the distractions and drift off to dream. 

The third element is a strict no napping policy. Obviously there are exceptions to 
this rule, but do your best to refrain from snoozing during the day. I’ve found it 
makes falling asleep at night much more difficult. And I’m guessing you will too. 

Sober friendships 

It’s time to say goodbye to all those terrific people with whom you drank and 
did drugs. If you truly want to stay sober, you must shut the door on the “old 
playmates.” Despite what you think, I can almost guarantee you’ll have more 
fun. 

Sober friendships add a layer of accountability to your program and provide 
people with whom you can confide in times of need. You must lean on these 
people when PAWS cycles start. Talk to them about how you’re feeling. Ask for 
direction and support. 

Exercise 

This is something I still need to improve as I’ve definitely been a victim of the 
“sober 20” (packing on 20lbs in sobriety). Exercise helps your body heal faster 
and may shorten the amount of time spent experiencing post-acute withdrawal. 

Even something as simple as a 20 minute walk can do wonders for your mood. 
As a reformed gentleman of leisure, I often find incredibly persuasive excuses for 
not exercising. None of them are valid. If I genuinely desire a healthy life, I must 
burn some calories on a regular basis. And you should too. 

Diet 

Most of us in recovery love caffeine. There’s a fine line between coffee 
connoisseur and Javier Gonzalez, lord of the Bolivian coffee underworld. I tend 
towards the latter. 

It’s a good idea to keep caffeine to a minimum. These days, I’m a one or two 
cup guy. And I stay away from energy drinks like the plague. I attended a 
seminar on addiction by a medical professional who stated that energy drinks 
can trigger parts of the brain that crave drugs. 
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Sugar should be treated in like fashion. A candy bar here and there isn’t going 
to kill you. But if you’re like me and plunder the candy aisle at Kroger, it’s best to 
indulge on special occasions. 

I’ve found on days I keep my meals restricted to eggs, chicken, oatmeal, fruits 
and vegetables, I feel fantastic.  Like recovery, however, it doesn’t take much to 
throw me off the beam. 

Sponsorship 

First rule of sponsorship – get a sponsor. Second rule of sponsorship – call your 
sponsor. Third rule of sponsorship – meet regularly and go through the literature. 

Early in sobriety, I got this idea that my sponsor should be some type of Yoda, 
dispensing sage advice as I walked the path towards Jedi master. I really wish I 
could blame this on post-acute withdrawal syndrome. I can’t. 

But a healthy, active relationship with your sponsor will shield you from a 
potential relapse due to PAWS. He or she is someone you can talk with 
confidentially and honestly. An authentic line of communication can go a long 
way in calming the unwelcome side effects of your body’s readjustment period. 

A sponsor should also direct you through the steps. If completed as directed, the 
steps will change your perspective in ways too profound for words. Your entire 
relationship with people and the world will improve, as long as you do the work. 
Step work kept me accountable. Step work kept me sane. Step work helped me 
navigate post-acute withdrawal’s rocky terrain. 

Taking time for yourself 

There’s a reason the Big Book of Alcoholics Anonymous tells us to, “Relax and 
take it easy.” I always had this idea in my head that I was like the Dude from The 
Big Lewbowski. When the booze, pot and other party favors went away, I soon 
discovered that was not the case. 

It took time for me to get comfortable with relaxation. I had this idea that even 
an hour or two watching TV made me a couch potato. Not true. 

Take time to make nutritious meals, exercise, cultivate a clean living space and 
fellowship with friends. By finding time to unwind, you will help decrease the 
severity and frequency of post-acute withdrawal syndrome. 
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Appendix E 
Twelve Teachings from the Wellbriety Movement3 
 
 
1. The honor of one is the honor of all; The pain of one is the pain of all.  
2. In order for anything to grow, it must struggle to do so first.  
3. All permanent and lasting change starts on the inside, then works its way out. 
4. Conflict precedes clarity.  
5. Healing takes place when we want to, choose to, like it, and love it.  
6. We move toward and become like that which we think about. If we move 
toward and become like that which we think about, then isn’t it time to begin 
thinking about what we are thinking about?  
7. We can be in one of two states of mind: (1) I don’t know what I don’t know. 
(2) Now I know what I don’t know. If we can get from (1) to (2) we can begin to 
solve our problems.  
8. The leadership systems currently in place too often look at us as our doing, 
and they say do differently in order to change. But the Indian way says were not 
human doings, were human beings. If we want to change the doing in 
leadership, I need to change my being. And the way to change my being is to 
change my intent.  
9. They need our love the most when they deserve it the least.  
10. Declare healing, not war, on alcohol and drugs. It is not a war on drugs; it is a 
healing journey!  
11. Inside of every human being is the innate knowledge of his or her own well-
being.  
12. The Creator doesn’t so much expect you to be successful as he expects you 
to be faithful. 
  

                                                 
3 Coyhis, D. & Simonellis, R. (2008) The Native American Healing Experience. Substance Use and 
Misuse; 43: 1972-1949, Table 1. From page 1944. Retrieved from: https://dougie-
cyc.wikispaces.com/file/view/White+Bison+Inc.pdf 
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Appendix F 
The Medical Model vs. The Recovery Model4 
 
The medical model describes the dominant approach to illness in Western 
medicine. It aims to find medical treatments for diagnosed diseases and treats 
the human body as a very complex machine. The medical model drives 
research and theory about physical or mental problems on a basis of cause and 
cure.  
 
For many years, mental health care was driven by the medical model. Clinicians 
diagnosed and treated the illness. The emphasis was often on the illness and 
limitations. Medication was often a primary tool as more pharmaceuticals 
appeared on the market. The recovery movement grew out of the desire of 
people with disabilities to obtain a better quality of life when it was clear that 
the medical model was often focused on simply maintaining or coping. A 
medical approach to mental illness has its place and is not necessarily 
inconsistent with a recovery approach. The American Association of Community 
Psychiatry has developed a concept of recovery oriented services.   Early 
pioneers in the consumer movement had a vision that they could do more than 
just survive, maintain, or cope. They had a dream of equality, of a place at the 
table in work places and finding their own powerful voice. They recognized that 
they had strengths and abilities. Grassroots consumer groups took their lead 
from other disability rights organizations and began to organize a new vision of 
living beyond their diagnosis.  
 
Pre-Recovery Mental Health System  Recovery Enhancing System 
  
Message is: “you’ll never recover” – 
illness is a lifelong condition  

Message is: “recovery is likely” you 
can and will attain both symptom 
relief and social recovery 

  
Minimal attention to basic needs  Attention to basic needs, including 

housing, human and civil rights, 
income, healthcare, transportation  

  
Focus is on person as patient, client, 
service recipient  

Focus is on success in social roles: 
parent, worker, tenant. Activities to 

                                                 
4 Adapted from Ridgway, P. (2004). Research Findings:  Key factors and elements of a recovery-
enhancing mental health system. Document prepared for “Recovery in Action: Identifying 
Factors and Trends of Transformational Systems” meeting sponsored by CONTAC and NCSTAC. 
Indianapolis, IN.   
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reclaim and support a variety of 
social roles are emphasized 

  
Treatment plan and goals are 
primarily set by staff with minimal input 
by individual or family. Plans often 
generic and focus on illness/medical 
necessity of treatment  

Personalized recovery plan is 
mandated based on person’s 
individual goals and dreams. Plan is 
broad and ranging across many 
domains. Often includes services and 
resources that are not directly 
affiliated or controlled by mental 
health service system 

  
People lack access to the most 
effective or research validated 
services  

There is ready access to research 
validated practices and on-going 
innovation and research on promising 
approaches 

Peer support is discouraged, lacking, 
or under funded  

Peer support is actively encouraged, 
readily available, adequately funded 
and supported. 

  
Coercion and involuntary treatment 
are common. Staff act “in locus 
parentae”, over use of guardianships, 
representative payee and 
conservatorships  

Coercion and involuntary treatment 
are avoided. People are treated as 
adults. Temporary substitute decision 
makers used only when necessary. 
Advanced directives and other 
means are used to ensure people 
have say even in crisis 

  
Crisis services emphasize coercion 
and involuntary treatment, often use 
seclusion and restraint which can be 
(re)traumatizing  

Crisis alternatives such as warm lines 
and respite are available. Staff has 
been trained to avoid seclusion and 
restraint and is skilled in alternative 
approaches  
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Appendix G 
Benefits Planning a complete overview 
 
What is benefits planning? 
As people with disabilities begin or return to work, one key step for many is to 
seek benefits planning services in order to understand their rights and 
responsibilities to any governmental program they may be receiving assistance 
from. 
 
Cash benefits, such as Social Security Disability Insurance (SSDI) and 
Supplemental Security Income (SSI), medical assistance programs, Medicare 
and Medicaid, and other forms of needs-based assistance, such as: subsidized 
housing, Supplemental Nutrition Assistance Program (SNAP), Low Income Energy 
Assistance Program (LIEAP), Veteran’s Benefits, Individual Development 
Accounts (IDAs) and Temporary Aid for Needy Families (TANF), can all be 
impacted by returning to work. 
 
The rules for these programs can be quite different. One of the biggest barriers 
many people face is understanding their obligations for each of the programs.  
One way to do this is to receive assistance from a certified benefits planner – 
often called Community Work Incentives Coordinators (CWICs) – to understand 
the financial impact of work. These benefits planners, along with other work 
resources, can be found at http://www.chooseworkttw.net/findhelp/. 
 
In addition to CWICs, there may be other skilled people able to provide benefits 
advice, ranging from Certified Work Incentives Practitioners (CWIPs) to 
specialized case managers who have expertise in a certain field, such as 
Medicaid Waiver services. 
 
How does a benefits planner help me more than independent research? 
Doing independent research on benefits is a good idea.  However, because 
each person’s situation is different, it can be difficult to independently 
understand the complete picture of one’s benefits without consulting a trained 
benefits planner.  Each year, changes in programs combined with various 
additional factors such as a person’s age, marriage status, work amount, 
duration of time working, disability type, and many others can play into what a 
person’s actual financial plan should be. 
 
Benefits planning is not an exact science. With over 40,000 pages in Social 
Security’s Program Operations Manual System alone (General Accounting 
Office, 1993), no one person can know every detail of the various disability and 
needs-based programs.  However, working with a benefits planner allows 
people a better understanding of their own benefits and makes using certain 
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work incentives – such as Impairment Related Work Expenses (IRWEs) and Plans 
for Achieving Self-Support (PASS) that I will discuss later – more effective. 
In addition, a study published by the Journal of Vocational Rehabilitation shows 
that people with disabilities returning to work are most successful and achieve 
higher earnings when they receive benefits planning in conjunction with work 
training and related assistance from Vocational Rehabilitation. 
 
Why do I need to know how my benefits work? 
While some people believe that caseworkers at various agencies – SSA, the 
Office of Public Assistance, etc. – have automatic programs and policies to 
treat their benefits in the most advantageous way possible; this is simply not the 
case. 
 
Paperwork delays, bureaucracy, rule changes, caseloads, and a variety of 
other factors make it necessary that a prepared individual should know far more 
about their personal benefits than any one worker at any of the agencies 
providing the actual benefits.  A Social Security Administration worker will not be 
able to explain how working will impact a SNAP benefit; a Human Resources 
Council employee may not know that a bank account is made up of PASS-
funds and should be an excluded resource when determining eligibility for 
energy assistance. 
 
In addition to case workers not necessarily looking out for their best interests, 
people need to be proactive when going to work in terms of meeting 
employment milestones—especially those that might disqualify one from certain 
benefits.  It is important to be proactive in getting benefits that a person may 
become ineligible for shut off.   
 
Being reactive, or waiting for agencies to contact them, can sometimes take 
years and result in overpayments of, in some cases, thousands of dollars, that 
people mistakenly spent and now may be required to pay back. 
 
Do benefits planners encourage work? 
Absolutely.  In fact, as more work incentives and similar programs are 
introduced, it is increasingly more likely for people with disabilities to gain a 
financial advantage from going to work. 
 
New laws and policies, like Medicaid Buy-in and LIEAP’s exclusion of PASS funds 
as resources, combined with older work incentives, like SSI’s 1619a & b, and 
upcoming programs, including the ABLE Act, can make a huge difference in 
making working an advantage, even for people who can only work part-time. 
That being said, there are still situations in which people need to exercise 
caution, especially if they barely have enough income to pay for necessary 
living expenses.  The SSDI program especially has an unforgiving break point that 
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could cause some people to lose money by working over a certain limit– a 
situation most people cannot absorb – that discourages current, and future, 
employment.  Working with a benefits planner can help people avoid these 
pitfalls and reap the benefits of employment. 
 
What are some of my responsibilities when going to work? 
One of the most important things to do is report any changes in work status as 
soon as possible to the Social Security Administration, and if receiving additional 
support from state-based agencies, to those as well—the Office of Public 
Assistance is common.  Reporting within 10 days of knowing of a change is 
commonly required.   
 
In addition, people receiving SSI or Medicaid may need to send in copies of 
paystubs monthly.  People who are self-employed may have additional 
paperwork to provide.  Medical expenses, housing costs, and other information 
can be requested by case workers.  It is good to keep records of all of these 
things, within reason. 
 
What are the common federal programs people with disabilities use? 
The most common federal cash programs are those administered by the Social 
Security Administration. 
Title II Benefits: Social Security Disability Insurance (SSDI), Childhood Disability 
Benefits (CDB), and Disabled Widow’s Benefits (DWB), are received by more 
than 10 million people (Center on Budget and Policy Priorities, 2014).  This 
program’s payments are based on prior work activity of the person, or an 
immediate family member – parent or spouse. 
Depending on work amount and various deductions/work incentives, people 
receive only their full Title II check amount or none of it.  There is no such thing as 
a partial Title II check. 
Title II benefits, with an up-to-two-year delay, come with Medicare.  Medicare is 
a health insurance that has various co-pays, deductibles, premiums and other 
requirements that are sometimes paid for by the state for people with low 
incomes. 
Supplemental Security Income (SSI) is received by more than 8 million people 
(SSA.gov, November 2014).  This program is a needs-based cash assistance 
program for low-income people with disabilities and older adults who have 
limited income and resources but who do not have sufficient prior work history to 
qualify for Title II benefits. 
 
Depending on work amount and various deductions/work incentives, people 
can receive a partial SSI check, or none at all, but remain open with the SSI 
program as long as they meet other program criteria. 
SSI often comes with Medicaid, a medical assistance program that helps with a 
large range of medical services with minimal or no costs passed down to the 
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recipient.  However, due to lower payment rates than Medicare and other 
insurance programs, many health care professionals do not take Medicaid. 
It is possible, and common, for people receiving CDB to receive both a Title II 
benefit and a partial SSI benefit, depending on the amount of the CDB benefit. 
Each of these programs operates in entirely different ways and each has their 
own work incentives and other rules that we will discuss next. 
 
What are some of the Title II benefit rules that can come into play when working? 
The work incentives below generally are only relevant if they cause a person’s 
countable income to be below the Substantial Gainful Activity level. Because 
the Title II program is an all-or-nothing program as far as the cash benefit is 
concerned, deductions that can’t ultimately lower someone’s countable 
income below SGA aren’t worth tracking on a month-to-month basis.  The Title II 
program considers income when it was earned. 
Trial Work Period (TWP) – The TWP is made up of nine potentially non-consecutive 
months within a rolling five-year period in which someone can work any amount 
and still receive their Title II benefit check.  However, work done during this 
period can still factor into SSA’s SGA decision.  The work that someone can do 
and use up a TWP month is lower than SGA, though.  While this work is generally 
gross earnings, people who are self-employed may also use up TWP months by 
working a certain number of hours in a period. Therefore, it is possible for 
someone to use up their TWP months, but lack the ability to work at SGA. The 
end of the TWP moves someone into another phase called the Extended Period 
of Eligibility (EPE).  Unlike the SGA-level, there are no deductions applied against 
a person’s income to determine whether or not they have used up a TWP 
month. 
 
Extended Period of Eligibility (EPE) – This 3-year period follows the TWP and allows 
people to still receive their Title II benefits in months SSA decides they were not 
working at SGA-levels.  After the EPE ends, work at SGA will likely result in the 
termination of Title II benefits. 
Expedited Reinstatement (ExR)/Termination – People who are terminated from 
the Title II program no longer receive a cash benefit, but have the option of 
filing for Expedited Reinstatement of Benefits (ExR) within five years of 
termination.  This is helpful for people who have the same disability and it has 
worsened to the point of them no longer being able to work at or above SGA 
levels.  However, people who have acquired a new disability or who meet other 
criteria may be advised to submit a new disability application. 
Substantial Gainful Activity (SGA) – This is a decision by SSA (not a number!) that 
occurs after the Trial Work Period has ended. It is a determination about whether 
a person is able to work at a certain level that, after a three-month grace 
period, disqualifies them from receiving Title II benefits.  A person’s disability type, 
blind or non-blind, impacts the base number that SSA uses to make this 
determination.  Other things can impact SSA’s decision by acting as deductions 
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that reduce the amount that a person is considered to have earned.  The 
following items all factor into whether work is considered SGA: 

o Averaging – Social Security has the ability to average work amounts 
when determining if someone’s work will be considered SGA.  SSA 
does this if the SGA amount hasn’t changed, there is continuous 
work but not a significant change in work amounts, and if those 
amounts fluctuate above and below the SGA level.  Months in 
which there were no earnings cannot be averaged and work in 
different years cannot be averaged due to changes in SGA levels 
from year to year.  Averaging is only done before a cessation 
month is determined. 

o Impairment Related Work Expense (IRWE) – IRWEs are disability-
related items that someone needs to go to work, but have to pay 
for out-of-pocket. Specialized transportation, medications, work-
related accommodations, and similar things can all be considered 
IRWEs. There is no set list for all potential IRWEs, but some examples 
are given on Social Security’s website.  It is important to track these 
expenses in a way that shows that the person with a disability paid 
for them, including keeping receipts.  Payment methods should be 
traceable for that item; payment with checks and debit cards is 
preferred.  Cash and credit cards may cause an otherwise 
legitimate IRWE to not be countable as there is no way for SSA to 
show that payment for such items came directly from the person 
with the disability.  In some cases, large IRWE expenditures can be 
spread out across several months when advantageous. 

o Subsidies and Special Conditions – Subsidies are considered when a 
person with a disability gets paid the same as, but potentially does 
less work than, counterparts.  This can be the case if the person is 
doing fewer tasks, receives extra breaks or has more flexible hours, 
or is frequently absent from work.  Special conditions can be 
considered if a person receives extra help to complete their job 
and are most often considered when someone has a job coach. 

o Unincurred Business Expenses – These are expenses exclusively for 
people who are self-employed.  If someone else pays for something 
that normally would have been considered an IRS deduction had 
the self-employed person paid for it, such as unpaid labor, space or 
equipment, it can be an unincurred business expense. 

o Unsuccessful Work Attempt (UWA) – This comes into play if a person 
loses a job or reduces their earnings below SGA within six months of 
beginning work due to an impairment or removal of special 
conditions related to that impairment.  Generally, from the first to 
third month, determinations on whether there was an UWA is less 
strict than in months four through six. 
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o Cessation Month – This is the month where a person is determined to 

have worked at SGA. This month, and the two months after it, is the 
grace period where a person will receive their full Title II benefit 
check despite working at SGA.  After the grace period, months of 
work over SGA will result in no benefit check. 

o Medicare Coverage – While there is typically a delay in Medicare 
benefits when first becoming eligible for a Title II benefit, there is a 
bonus on the back end.  As long as a person has not medically 
improved, but is working too much to be eligible for a cash benefit, 
they may still receive Medicare for at least 7 years and 9 months 
from the end of their Trial Work Period under Continuation of 
Medicare Coverage.  However, they may still have to pay 
premiums, co-pays and other costs under that coverage.  Once the 
Continuation period ends, people may continue to be eligible for 
Medicare for Persons with Disabilities Who Work for an additional 
cost.  In some cases, people may receive premium and other help 
through limited Medicaid benefits through the state depending on 
their income and other factors. 

o Ticket to Work – Under the Ticket to Work program, people who are 
receiving Title II benefits or SSI and who are between the ages of 18 
and 64 are able to receive free assistance from Vocational 
Rehabilitation or an Employment Network provider to prepare for 
and find a job.  People who have assigned their Ticket and are 
meeting “timely progress” goals will not have to go through 
Continuing Disability Review (CDR) medical reviews, unless it was 
scheduled before their Ticket was assigned. 

o Continuing Disability Review (CDR) – Work activity alone will not 
trigger a CDR if a person has been receiving disability benefits for at 
least 24 months or has assigned their Ticket to Work.  People found 
to be medically improved during a CDR will typically lose access to 
cash benefits and Medicare. However, the Medical Improvement 
standard puts the burden of proof on Social Security, whereas the 
initial application put the burden on the individual with the 
disability. 

o Continued Payments Under Vocational Rehabilitation (Section 301) 
– For people actively working with an approved Vocational 
Rehabilitation (VR) program, disability benefit payments will 
continue even if that person is found to be medically improved 
during a CDR until they complete their work with the VR program. 

o Initial Reinstatement Period – Twenty-four, potentially non-
consecutive, months where a person who has successfully applied 
for Expedited Reinstatement may receive benefits in months where 
they do not work at SGA.  Once this period is over, a person may 
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get a new trial work period, EPE, etc. as they did when they first 
were accepted onto Title II benefits. 

o Plan to Achieve Self-Support (PASS) – (Note: Although PASS is 
considered an SSI work incentive, people receiving Title II benefits 
are often great PASS candidates) A PASS is an agreement with 
Social Security to set aside income, earned or unearned, towards 
items, training and services needed to reach a work goal.  As 
compensation, SSA gives the person a full SSI check to meet living 
expenses while participating in a PASS. Often, people on SSI with a 
PASS can also receive increased SNAP, LIEAP and other needs 
based benefits to offset the income that is being set aside in a PASS 
account.  PASS is an investment from SSA’s perspective and, 
therefore, the person is expected to have a job goal that will 
reduce their dependence on SSA benefits in the future. 

What are the parts of SSI that can be impacted by working? 
Unlike the Title II program, the SSI program is progressive.  This means that as 
income comes in, SSI benefit checks are gradually reduced at a rate 
dependent on the type of income.  This means work incentives and deductions 
come into play immediately. The SSI program considers income when it was 
received. 

 Blind Work Expense (BWE) – Including those items that are normally 
considered IRWEs, BWEs can also include income used to pay taxes, 
meals consumed during work, transportation costs and service dog 
expenses.  Unlike IRWEs, BWEs are accrued at a rate of 1:1 - $1 of expense 
causes a $1 deduction of income, making BWEs a more powerful work 
incentive.  BWEs are only available to individuals who are blind. 

 Earned Income Exclusion – The first $65 of earned income each month, 
and 50 cents of every dollar earned afterwards, is considered non-
countable income and is not counted against SSI check amounts. 

 General Income Exclusion – $20 of unearned income is not counted 
against SSI each month.  If a person does not receive any unearned 
income, this amount is deducted from earned income instead. 

 Student Earned Income Exclusion (SEIE) – People under 22 years of age 
who are considered to be regularly attending school receive a substantial 
deduction against their countable earned income.  The SEIE, however, 
does have a yearly cap for how much income that can be deducted. 

 Plan to Achieve Self-Support (PASS) – (Note: Although PASS is considered 
an SSI work incentive, people receiving Title II benefits are often great 
PASS candidates) A PASS is an agreement with Social Security to set aside 
income, earned or unearned, towards items, training and services 
needed to reach a work goal.  As compensation, SSA gives the person a 
full SSI check to meet living expenses while participating in a PASS. Often, 
people on SSI with a PASS can also receive increased SNAP, LIEAP and 
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other needs based benefits to offset the income that is being set aside in 
a PASS account.  PASS is an investment from SSA’s perspective and, 
therefore, the person is expected to have a job goal that will reduce their 
dependence on SSA benefits in the future. 

 Property Essential to Self-Support – Resources used for self-supporting, such 
as tools, equipment, and inventory for small business owners, cannot be 
considered as a resource. Resources used for family support, but not as 
part of a business, such as subsistence farmland, can be partially 
counted. 

 Continued SSI & Medicaid – Section 1619 (a & b) – As mentioned above, 
SSI is a progressive program that slowly reduces its benefit amount as 
people receive work earnings.  As long as a person who is working 
continues meets the other SSI eligibility criteria: continues to have a 
disability, stays under resource limits, etc., they will continue receiving 
partial payments under the 1619(a) provision.  Once they earn so much 
that they no longer receive a SSI cash benefit they will still, assuming they 
continue to meet the other SSI eligibility criteria: stay under resource limits, 
etc., continue to have full Medicaid eligibility in Montana under the 
1619(b) provision. This is for work earnings only! People who suddenly 
receive too much in unearned income may lose SSI or Medicaid unless 
they meet specific other criteria. 

o Medical treatment facility – People on the section 1619 programs 
can receive an SSI cash benefit for up to two months if in a 
Medicaid, public medical, or psychiatric facility 

 Reinstating eligibility – People who become ineligible for SSI for 12 months 
or fewer do not have to file a new application to restart SSI or Medicaid. 

 Continued Payments Under Vocational Rehabilitation (Section 301) – For 
people actively working with an approved Vocational Rehabilitation (VR) 
program, disability benefit payments will continue even if that person is 
found to be medically improved during a CDR until they complete their 
work with the VR program. 

 Impairment Related Work Expense (IRWE) – IRWEs are disability-related 
items that someone needs to go to work, but have to pay for out-of-
pocket. Specialized transportation, medications, work-related 
accommodations, and similar things can all be considered IRWEs. There is 
no set list for all potential IRWEs, but some examples are given on Social 
Security’s website.  It is important to track these expenses in a way that 
shows that the person with a disability paid for them, including keeping 
receipts.  Payment methods should be traceable for that item; payment 
with checks and debit cards is preferred.  Cash and credit cards may 
cause an otherwise legitimate IRWE to not be countable as there is no 
way for SSA to show that payment for such items came directly from the 
person with the disability.  For the SSI program, approved IRWEs count at a 
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rate of 2:1 – for every $2 of expense, $1 can be deducted from work 
earnings. 

 Unearned Income – Unearned Income, after an initial General Income 
Exclusion of $20, counts against SSI at a 1:1 rate – for every $1 of unearned 
income, $1 is reduced from the SSI benefit amount.  This can include gifts 
from relatives, Social Security benefits, and pension income. 

o In-Kind Income – Because SSI is supposed to be used for food and 
shelter, receiving food or shelter for free or less than its fair market 
value can reduce your SSI benefit by up to 1/3 – Value of 1/3 
Reduction (VTR). 

o Deemed Income – For children that live with parents, for people 
with spouses, and for legal aliens with sponsors, the income of those 
other responsible parties can be counted against your potential SSI 
amount. 

 Earned Income – Gross wages, net earnings from self-employment, 
royalties, honoraria and sheltered workshop payments are all considered 
earned income. Every dollar earned after the $65 Earned Income 
Exclusion counts against SSI at a 2:1 rate – for every $2 of earned income, 
$1 is reduced from the SSI benefit amount (or 50 cents of every dollar). 

What are the other programs that can come into play? 
While this list isn’t exhaustive, relevant programs from the following list should also 
be taken into account when going to work or, in some cases, looked at as an 
incentive for going to work. 

 ABLE Accounts – 2014’s ABLE Act will allow people, as states gradually 
adopt relevant policies, to establish bank accounts in order to pay for 
medical, educational, transportation and a host of other qualified 
disability expenses without ever impacting Medicaid eligibility, and only 
impacting SSI cash benefits when they have saved over $100,000.  Only 
people who have acquired disabilities before age 26 will be able to have 
ABLE Accounts under current program restrictions. 

 Individual Development Accounts (IDAs) – These matched savings 
accounts allow low-income families to save money toward homes, 
education or business ownership without impacting resource limit tests for 
many other programs.  For Medicaid and SSI eligibility, it is important to 
make sure the IDA is federally funded, as community-only funded IDAs 
may have less restrictive spending requirements, but may count against 
SSI and Medicaid eligibility requirements.  These programs are grant-
based, so they come and go.  People must have employment income to 
place into the program as well – so it is most advantageous to get into an 
IDA early in the grant phase to maximize the amount of time someone 
can save towards their purchase. 

 Medicaid Buy-in Program/Medicaid for Workers with Disabilities (MWD) – 
This program, which began in Montana in 2010, changed the 
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employment landscape for people with disabilities.  It allows people to 
pay for Medicaid, like they would for a work-sponsored insurance plan, on 
a monthly basis through reasonable cost shares depending on the 
amount of their income.  People on MWD actually have increased 
income and resource limits compared to people in most other Medicaid 
eligibility categories.  In addition, people who have not had low enough 
income in the past to qualify for Medicaid or federal SSI/SSDI programs 
can get Medicaid under this program if they need Medicaid to work and 
have a disability.  However, on Medicaid application forms there is no 
way to specifically request to be considered for the MWD program in lieu 
of other Medicaid programs, so it can be advantageous to work with a 
benefits planner to have an ally when requesting to go through the state’s 
Medical Eligibility Determination Services (MEDS) process, as many people 
requesting it have actually been referred to the Affordable Care Program, 
despite having a disability and requiring Medicaid for needed services. 

 Medicaid Waivers – Various Medicaid Waiver programs exist in Montana 
that provide services for people with disabilities, such as case 
management and specialized medical equipment, that exceed those 
provided by the standard full Medicaid program.  People with 
Developmental Disabilities, Severe Disabling Mental Illness, or who are 
Aged or have Physical Disabilities, among others, may qualify for these 
various waiver programs, which have their own restrictions that need to 
be understood before returning to work. 

 Low-Income Energy Assistance Program (LIEAP) – This program assists low-
income people who are responsible for paying their own heating bills, 
October – April.  It also can assist people in subsidized housing whose utility 
payments are included as part of rent.  When counting income for this 
program, things like student loans and grants, SNAP, crime victim 
compensation, sale of personal home, Earned Income Credits, Veterans’ 
Administration education payments, in-kind income, many lump sum 
payments, Plans for Achieving Self-Support (PASS) designated income, 
and many other income sources are not counted.  The LIEAP program is 
not run by either Social Security or the Office of Public Assistance and is 
managed by a variety of agencies across Montana that can be found on 
the State of Montana website (www.mt.gov).  

 Federal Housing Assistance – Housing assistance can come in a variety of 
forms: project-based subsidies, and tenant-based subsidies.  Section 8 
tenant-based assistance, the Housing Choice Voucher Program, and the 
project-based assistance have work incentives built into the programs, but 
operate differently.  Earned Income Disallowance disregards can help 
people getting income increases for finding new employment from 
having their subsidized rent increase, with some limitations.  In addition, 
many things such as PASS accounts, ultimately allow resources and 
income to be excluded as well. People in tax-credit, as opposed to 
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subsidized, housing may not have these protections – but also generally 
pay a flat-rate for rent instead of a variable one tied to income. 

 Supplemental Nutrition Assistance Program (SNAP) – Formerly called food 
stamps, this program helps a variety of low-income people with the 
purchase of certain food products.  Often, people on SSI also qualify for 
SNAP.  There is an online calculator (http://www.snap-
step1.usda.gov/fns/) to estimate potential SNAP benefit amounts based 
on income, expenses and other factors – but it can vary significantly from 
what the final determinations are at the Office of Public Assistance.  In 
most cases, 80% of gross income will count against SNAP benefits and 
reduce them quite rapidly. However, earned income can be used for a 
variety of expenses that SNAP benefits will not cover. 

 Temporary Assistance for Needy Families (TANF) – This program provides 
cash payments to low-income families and has income tests and other 
rules that are very different from SSDI and SSI. While most people receiving 
SSDI or SSI will not be personally eligible for TANF, it is possible for other 
immediate family members, such as children, to be receiving a TANF 
benefit.  It is important that people understand that TANF benefits may be 
impacted when returning to work, as their work income will be counted 
toward the family’s overall income. 

 Unemployment Insurance (UI) – In the past, people with disabilities were 
generally not eligible for Unemployment Insurance.  However, the 2005 
case Carol Swart v. State of Montana opened the door for people with 
disabilities who meet Unemployment Insurance’s other requirements to 
receive both UI and SSDI payments.  UI still counts as unearned income 
and may impact of variety of needs-based programs, such as Medicaid. 

 Veterans’ Benefits – Veterans with disabilities may be receiving various 
disability benefits based on their service and may include DoD military 
disability retirement or VA disability benefits, in addition or instead of 
civilian disability benefits depending on what other work they have done.  
Veterans may have TRICARE insurance for themselves and family 
members instead of or in addition to Medicare and private medical 
insurance depending on their situation.  In short, people receiving 
Veterans’ Benefits may need to consult with a benefits planner, as they 
likely will have an additional layer of complexity on top of all the programs 
civilians may be a part of. 

 Women, Infants, Children (WIC) – This program provides benefits to new 
mothers, infants and young children whose families meet income 
requirements.  TANF, SNAP and Medicaid recipients often automatically 
qualify for this program. It is important to consider benefits under this 
program when deciding if working is financially advantageous, especially 
in situations where work income will be low.  

 Worker’s Compensation – For injured workers receiving Worker’s 
Compensation benefits, SSDI amounts may reduce their Worker’s 
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Compensation amount in Montana. In addition, Worker’s Compensation is 
considered unearned income and can impact SSI and other needs-
based programs. 

What is an example case so I could see how benefits planning could help me? 
Let’s use an example case to see how even a little bit of additional knowledge 
could have turned someone’s life around. 

Meet Todd. Todd is a 21-year old man with a disability who receives SSI and is 
attending University full-time so he can start a good career and eventually 
work his way off of benefits.  He hasn’t heard of Vocational Rehabilitation 
and doesn’t know about SNAP, but between his Pell Grants, loans, part-time 
work of $500/month at a student-work opportunity, and his SSI check of 
$733/month, he’s able to meet his tuition, food, rent and disability expenses. 
At 21, Todd is eligible for something called the Student Earned Income 
Exclusion (SEIE) that makes it so his part-time work doesn’t impact his SSI 
benefits.  Between the two income sources, he ends up with $1233/month. 
Todd doesn’t know about SEIE, explicitly. He just knows he has to report his 
income every month and sees that his part-time work hasn’t been impacting 
his SSI check.  He always has to spend $50 on some disability supplies that 
Medicaid won’t cover, which leaves him $1183/month to meet his rent and 
other expenses. SSI and Medicaid don’t allow him to receive significant help 
from relatives without compromising his health coverage, nor can he have 
assets more than $2000. That last bit isn’t a big deal for Todd – he’s only got 
about $50 of ‘fun money’ left every month and his bank account hovers 
around $200 except at semester beginnings when Pell Grants and loans sit for 
a few days before being used to pay for his university bills.  Todd then does 
something horrible – he turns 22. 
A few months after turning 22, when the Social Security Administration 
catches up on paperwork, Todd checks his bank account.  Instead of a $733 
deposit from SSI, he sees only $525.  He does some quick math and realizes 
that after about a month or so, with a $207 decline in his SSI benefit, he’s not 
going to be able to cover his bills. He calls SSA in a panic to see what’s 
happening. After a 45-minute wait on the phone, he talks to an SSA 
employee who informs him that it’s no mistake, and his work is no longer 
covered by SEIE. The SSA employee informs Todd he is receiving $85 in credits 
from the General and Earned Income exclusions, plus the 50 percent 
exclusion for earned income. Todd asks what he’s supposed to do to meet 
his financial obligations with a sudden $207 monthly drop in income.  The 
employee tells him that’s not SSA’s concern and that Todd is lucky that SEIE 
exempted his work earnings for as long as it did.  Frustrated, Todd hangs up. 
Ultimately unable to pay his bills, Todd drops out of school, which costs him 
his student-work job.  Six months after he quits school, Todd’s loan bills start 
coming in.  Todd, who is struggling to find a place to live at only $733/month 
in SSI income, defaults on his loan payments and his credit is destroyed.  
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Todd’s disability makes it difficult for him to work at or even be considered for 
any of the entry-level jobs he applies for and without a degree he feels he 
has few other options.  He becomes a permanent SSI recipient. 

What are some things Todd could have known or done differently? He was 
already reporting his income, and was unable to remain under 22 forever.  
However, several things could have improved his situation. 
Knowing that the SEIE was a temporary work incentive would have given him an 
idea of what he could afford, and he may have decided to attend a less 
expensive school or take fewer classes over a longer period.  However, knowing 
that he was likely eligible for SNAP (and possibly some LIEAP benefits depending 
on his living situation) could have also helped him meet some of his costs and 
allowed him to keep attending class full-time. 
In addition, once SEIE ended, half of Todd’s disability expense of $50 would have 
been compensated through a work incentive called Impairment Related Work 
Expenses (IRWEs) if he would have reported it to SSA and it had been approved.  
An additional $25/month may have made a huge difference in his ability to 
meet his expenses. 
Todd also could have been working with Vocational Rehabilitation who could 
have provided tuition and book support.  This might have also made him an 
ideal candidate for a Plan to Achieve Self-Support, which would have allowed 
him to continue receiving his full SSI check while setting aside half of his 
countable income toward things he would need to be successful in his future 
career without impacting his Medicaid. 
A benefits planner could have helped Todd discover all of these potential work 
incentives, which ultimately would have assisted both Todd, and society as a 
whole, greatly. 
 
What are other ways I can learn more about my benefits? 

 Reading SSA’s yearly Red Book, browsing www.chooseworkttw.net or 
attending a Work Incentives Seminar Event (WISE) are all good ways to 
find out about benefits and various federal work incentives. 

 Medicaid, SNAP, LIEAP and other policy manuals are generally 
available through the Montana state website www.mt.gov.  

 Personal profiles for various benefits can be created and checked at 
www.socialsecurity.gov/myaccount and apply.mt.gov . 

 In addition, http://www.vcu-ntc.org/ , 
http://www.edionline.org/ediONLINE.cfm and 
http://www.socialsecurity.gov/work/WIPA.html are all good resources 
for people to learn more about benefits planning as a profession. 

-- 
Justice Ender is a Media & Work Specialist at Summit Independent Living. He is a 
person with a disability who has personally used many of the work incentives 
and other programs listed in this chapter to become self-sufficient. He is also a 
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Certified Work Incentives Practitioner and Community Work Incentives 
Coordinator.  
Summit ILC staff can be reached by dialing (406) 728-1630, toll-free (800) 398-
9002, visiting www.summitilc.org for various office locations and contact 
information, or by emailing missoula@summitilc.org.  
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Appendix H 
Additional Examples  

1. Change Plan Worksheet 
2. Drawing Recovery Example 
3. Full or Empty That is the Question 
4. M & M Anger Game 
5. Recovery House Drawing 
6. Relapse Prevention Plan 
7. Things I want to Talk About Today 
8. Problem Identification 
9. My Beautiful World 

 
Note these examples were identified by the TRAC team by searching the 
internet using the terms “recovery activities and exercises”. These activities were 
not developed by TRAC.  
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