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ABSTRACT

ARTICLE HISTORY

Background: Public and private systems in the United States and around the World are impacted by
substance use disorders (SUD). Despite recent attempts at bringing top down solutions, SUDs continue
to be a leading cause of death, a leading correlate in violent crime, and a leading cause of lost productivity in the workplace. Community-based resources have been shown to positively affect SUD
impact and SUD recovery, by orienting stakeholders towards the problem and creating continuity
among support services. Community-based innovations, such as recovery community organizations and
other recovery support services, have provided evidence of successfully scaling recovery efforts and
improving the chance of sustained recovery for individuals that live within the community.
Methods: A theoretical model and framework, grounded in the recovery-oriented systems of care
(ROSC) theorems, is proposed to identify components and connections that support a community’s
ability to support individual and group recovery from SUD.
Results: The Recovery Ready Ecosystem Model (RREM) and Recovery Ready Community Framework builds
upon the early work of the ROSC, highlighting recently emboldened support structures such as harm
reduction, educational recovery programs, and other traditional support structures in communities.
Conclusions: Enhanced community needs assessment can be informed by the RREM and Recovery
Ready Community framework to identify gaps in their current community infrastructure. Further testing
of the recovery readiness equation should be performed as a potential measure of efficacy of community ability to support long-term recovery from SUD. Exploration of potential application of the model
and framework to international settings is also needed.
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Introduction
Behavioral health disorders pose one of the largest social
welfare and public health concerns that the United States
has ever experienced (Health and Human Services (HHS),
2016). The 2016 U.S. Surgeon General’s Report on Alcohol
and Other Drug Use projects that behavioral health disorders cost the United States over $420 billion dollars annually (HHS, 2016). Similarly, behavioral health disorders
also pose a significant concern across the globe, with over
18% of the worldwide population (an estimated 900 million individuals) categorized as high episodic drinkers
(WHO 2018) and over 31 million having a substance use
disorder other than alcohol (United Nations Office on
Drugs and Crime [UNODC] 2018)). With the rise of opioid related overdose deaths – over a 240% increase since
2001 in the United States (Rudd et al. 2016) and over
127,490 total opioid related deaths in 2016 worldwide
(UNODC 2018) – untreated substance use disorders
(SUD), including alcohol use disorders, opioid use disorders, and other substances, have recently become a recurring discourse in the national and international forum
among public health officials and agencies.
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Criminal justice systems are increasingly overwhelmed in
the United States, and over 55% of the federal prison population was incarcerated in 2004 for a drug-related crime
(Bureau of Justice Statistics 2004). Additionally, 83% of state
prison populations and 79% of federal prison populations
self-report life-time drug use, a staggering number that
speaks to both criminal justice policy and the pervasive
nature of substance misuse and use disorders in the United
States (Bureau of Justice Statistics 2004). Internationally, the
portion is dramatically lower, though still 1 in 5 individuals,
with 20.1% of the incarcerated population having been so
for drug-related crime (Walmsley 2016, 2017; UNODC
2018). Increased availability of treatment for SUDs has
shown to reduce criminal activity, though capacity is generally lacking (Wen et al. 2017; UNODC 2018).
The private and public workforce sectors are also directly
impacted by SUDs. In 1998, over 70% of the employer costs
associated with alcohol use disorders were attributable to
lost productivity (Harwood et al. 1998; Harwood 2000).
Subsequently, it was found that employees who participated
in SUD treatment improved previous-month absenteeism by
over 25%, and that gains related to absenteeism and
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productivity continued to improve proportionally to time
spent in treatment (Jordan et al. 2008). The most recent estimate of economic impacts in the United States, completed
in 2011 by Bouchery and colleagues (2011), estimate than
72.2% of impact is due to lost productivity, much of which
is borne by private industry. Globally, the impact of lost
productivity is similar for other high-income countries, with
lost productivity weighted averages accounting for 72.1% of
economic impact; however, this was slightly higher in middle-income countries, with a weighted average of 78.9%
(Rehm et al. 2009).
The United States healthcare system also provides evidence of the detrimental impacts of substance misuse and
SUDs. As of 2016, the total economic cost related to health
care for substance misuse and use disorder totaled over $64
billion – $27 billion related to alcohol use, $11 billion to
illicit substance use, and $26 billion to prescription opioid
use (National Drug Intelligence Center 2011; Birnbaum
et al. 2011; Sacks et al. 2015; Florence 2016). Across the
globe, healthcare related costs account for 0.3% of gross
domestic product (GDP) for high-income countries, and
0.1% of GDP for middle-income countries (Rehm
et al. 2009).
In 2015, of the American population that needed SUD
treatment, estimated at near 24 million, only 10.8% received
such treatment (Center for Behavioral Health Statistics and
Quality 2015). Worldwide, the receipt of SUD treatment is
slightly higher, with an estimated 16% of individuals receiving services (UNODC 2018). Treatment for SUDs often contains elements of withdrawal management, outpatient, and
inpatient programs (HHS 2016). While research has suggested that longer lengths of treatment are beneficial
(National Institute of Drug Abuse (NIDA) 2012), the average treatment length of stay in the United States remains at
less than 30 days (Walker 2009). As previously mentioned,
treatment for employees has resulted in increased productivity and decreased absenteeism, often resulting in over a 23%
return on investment for employers who provide insurance
to employees that covers treatment services (Jordan et al.
2008). Treatment that results in successful sustained recovery for individuals is also likely to have larger effects on the
burden to the United States, resulting from less criminal
activity (Chandler et al. 2009) and increases in wage earning
(e.g. taxable income) (Hoge et al. 2013), though the measured impact of such outcomes is lacking.
Despite the ongoing need for treatment services among
those Americans with medical need, recent data suggests
that recovery often occurs along many different pathways
(Kelly et al. 2017). Kelly et al. (2017) found that unassisted,
or “natural”, recovery was used by 46.1% of Americans in
recovery, while the remaining 53.9% used one or more
assisted pathways (e.g. mutual-aid groups, medical treatment, recovery support services, medication, etc.). Similar
prevalence studies have not yet been completed worldwide,
though several observational studies of individuals in recovery have been completed in Canada (McQuaid et al. 2017),
Australia (Turning Point et al. 2015), and the United
Kingdom (Best et al. 2015).

Perhaps most important from the Kelly et al. (2017) study
however, was that an estimated 22.35 million (9.1%)
Americans are in recovery from a SUD. Recovery, or the
process of change through which individuals improve their
health and wellness, live a self-directed life, and strive to
reach their full potential (SAMHSA 2011), is often the recommended outcome for individuals with a SUD, and has
been found to occur more often than not for most individuals with the disorder (White et al. 2013). The successful
recovery of individuals with SUDs is positively impacted by
the use of medical, community, and social supports, especially within the first 5-years of the recovery process
(Granfield and Cloud 2001; Hibbert and Best 2011; Jason
et al. 2006; McKay 2017; Sheedy and Whitter 2009; White
et al. 2013).
To increase the opportunity of successful recovery for
individuals with a SUD, thus decreasing the negative economic and societal impact burdened by the United States, it
has been suggested that a comprehensive continuum of care
model of addiction, versus an acute model of care, be used
as a practice standard (Davidson and White 2007; Kelly and
White 2010; Dennis and Scott 2007; Humphreys and Tucker
2002). Additionally, the fact that most individuals will
engage within processes of recovery within the community
they live (HHS 2003), suggests that long-term supports will
be most beneficial when they exist within an individual’s
local community. The most prominent of these continuum
of care models, the recovery-oriented system of care
(ROSC), has been used in communities to leverage existing
community resources and formal systems of care to provide
wrap-around support to individuals initiating the recovery journey.
The ROSC model brings together existing resources and
stakeholders at the micro and mezzo level, with the primary
goal of providing continuity of services and care, provide all
stakeholders a voice, and to continue to build upon existing
resources to further support individuals in recovery (Sheedy
and Whitter 2013). ROSC has continued to expand, with
perhaps the most prominent examples in Philadelphia and
Houston, allowing for communities and professional sectors
to collaboratively provide infrastructure that has created a
more “recovery-friendly” environment (Bitting et al. 2016;
Evans et al. 2013). However, the ROSC model is focused on
coordinating the current services and resources of a community and does not provide a framework or model for identifying all of the components in a community that may
improve the recovery process of individuals. Further, the
ROSC model is used as a practical tool for systems transformation and a model that can assess community recovery
readiness, or the ability to promote successful recovery, is
needed as in addition to the ROSC model.
In an effort to build upon the ROSC model, the current
paper approaches the recovery process from a social-ecological systems perspective in an effort to create a model for
communities to identify assets to promote recovery success
and to assess gaps that may exist within their communities
that are not, or cannot, effectively promote long-term recovery. Assessing assets, and orienting existing assets to support

ADDICTION RESEARCH & THEORY

recovery, can determine how communities respond to SUDs.
Similar models are already in use by various communities to
prepare for major medical and or disaster events (Acosta
and Chandra, 2013). As an ongoing crisis, accentuated by
the rise of opiate use, due diligence of communities dictates
that comprehensive readiness models be formulated
and deployed.
The Recovery Ready Ecosystems Model (RREM), identifies
micro, mezzo, and macro elements that have been found to
support recovery or that can act as a barrier to the successful navigation of the recovery process. Additionally, we seek
to provide a framework for further research into the quantifiable impact of communities that are more “recovery
ready”, following from the model presented (e.g. do communities with more elements in place of the model promote
greater success among individuals initiating and maintaining
recovery in that community). The model has dual functions
that both assesses supports and identifies barriers to recovery and recovery-related topography of communities, while
creating a framework for the deployment and orientation of
system elements to further enhance recovery success.

Theoretical foundation
The current article uses social-ecological systems theory to
further explore the ability of communities to support recovery of individuals residing in the community. Supportive
structures and resources at the micro, mezzo, and macro
level are analyzed and then placed within a model framework. This framework is built upon the initial work of the
recovery-oriented systems of care (ROSC) model, going further to suggest that the presence of an abundance of these
supportive structures and resources allows communities to
greater support recovery processes, or to be a “recovery
ready ecosystem”.
Social-ecological systems theory applied to the
recovery process
Social-ecological systems theory focuses and analyzes the natural contexts in which individuals live, the way in which these
contexts are embedded and interact, and how the contexts
impact the development of an individual (Bronfenbrenner
1979; Bronfenbrenner and Morris 1998). Understanding the
recovery process of an individual can be aided by exploring
the various intersections and interplay of the contexts, or ecosystems, that an individual engages in and with during the
recovery process. The social-ecological model was proposed
from Bronfenbrenner’s ecological systems theory (1979), using
the individual context, interpersonal context, community context, institutional context, and the policy context to identify
and explain the behaviors, barriers, and potential outcomes for
an individual.
Two exceptionally important aspects of Bronfenbrenner’s
theory are that taken together, subjective perception of supportive environments along with contextual and structural
microsystems must be synthesized, or combined, with interdependence linkage of environments (meso-systems), to
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affect developmental change. Essentially, that an individual’s
perception of support within their proximal microsystems,
must be considered along with the content and structure of
that microsystem. Content and structure alone are insufficient without an individual perceiving such content and
structure as being supportive. This must also be combined
with adequate linkage and interdependency of ecologies
(mesosystems) in which the individual may interact and
hold multiple roles between (e.g. place of employment, family, proximal community). Thus, support for individual
development occurs when multiple ecologies are linked in
ways that are perceived by the individual to be supportive of
their growth. This element of perceived supportiveness must
coincide with functionally supportive content and structure
of related ecologies in order to best facilitate change
(Bronfenbrenner 1979, 1995). In addition to functioning
content and structure contained within ecosystems, and
role-supportive features, linkages that are actively engaged
between ecologies are essential to facilitating recovery in
particular. Assertive linkages that ensure transitions between
ecologies allow for system response to individual needs and
concerns in person-centered ways thereby orienting the individual towards goals, values, and visions held by various
organizations, individuals, and environments that are recovery-affirmative (White and Kelly 2010; White and Kurtz
2008; Kidd et al. 2011; Evans et al. 2012) . Such linkages
may also help bring together mental health and SUD features to address co-occurrence between the two (Gagne
et al. 2007).
Recovery oriented systems of care
The recovery-oriented systems of care (ROSC) model and
framework was designed to support communities in the
coordination of services supporting recovery from SUD
(DiClemente et al. 2016; White 2009; Davidson and White
2007). Davidson and White (2007) describe the guiding
principles of ROSC as: (1) recovery looks different for different individuals; (2) matches should be made to where an
individual is in their recovery process with appropriate
interventions and resources; (3) recovery is a process along a
continuum; and (4) peer support, family support and
involvement, and spirituality are important components of
any recovery process. Davidson and White (2007) offer several key strategies, within the ROSC framework, that can
facilitate successful recovery: (a) early identification and
engagement; (b) use of role modeling; (c) increase motivation for change; (d) offer education; (e) provide effective
treatments and interventions; (f) provide opportunities for
individuals to occupy valued roles; (g) connection between
individuals and the larger recovery community; (h) provide
post-treatment monitoring and recovery coaching; (i) offer
meaningful recovery support services (e.g. supported housing, supported employment, supported education); and (j)
offer legal advocacy.
A key feature of ROSC is the recognition that recovery
support often relates to non-SUD specific domains that
allow for attainment of social capital (Davidson and White
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2007). SUD is a complex pathology that often affects social
spheres in negative and corrosive ways that degrade overall
function and social support relationships during substance
using careers (Cadet et al. 2014). Co-occurrence of mental
health disorders, combined with social barriers, often present
a formidable obstacle to recovery sustainment as recovery is
a continuous process marked by benchmarks of social capital restructuring and goal attainment (such as education,
stable housing, and recovery-affirmative activities and relationships) (Muller et al. 2016).
The development of the ROSC model, and the practical
implementation of the theoretical model, provides the assertive linkage between recovery support services and resources
within and surrounding a community. In doing so, the
ROSC model helps to ensure that the individual perception
of the benefit of services offered and/or rendered is positive,
along with promoting effective services in and of themselves.
Medical and specialiy treatment
As an initial intervention, the treatment of SUD is often successful in the detoxification and stabilization of an individual
with the disorder with completion rates ranging from 45 to
95% (Timko et al. 2015). Treatment often occurs at the
inpatient or outpatient level, at traditional medical settings
(e.g. hospitals or doctors’ offices) or specialty treatment settings (e.g. residential or partial hospitalization programs)
and under the direction of qualified and licensed medical
and mental health professionals (Van Wormer and Davis
2016). Though only an estimated 10% of the U.S. population
that needs SUD treatment receives it annually, this is not
only a cause of the availability and capacity of SUD treatment. It is also suggested that both the cost of SUD treatment and the discrimination/stigma associated with SUD
also impact the low help-seeking prevalence among individuals in need (Corrigan et al. 2017) as well as actual treatment length (Luoma et al. 2014). Medical and specialty
treatment often has a locus of abstinence in the United
States, though in the midst of the current opioid epidemic,
calls for the expansion of treatment supported with medication (i.e. pharmacotherapy) have become more frequent
(Clark 2017). Success rates of treatment are largely considered in terms of abstinence periods, with many studies suggesting that treatment is successful 20–60% of the time
(NIDA 2012). However, SUD treatment is an acute intervention, and when combined with long-term recovery support,
outcomes can improve dramatically (Simoneau et al. 2017).
Prevention services
Prevention services applied to substance use and misuse
have proven effective in reducing the latent harmful effects
within communities in the United States. Programs such as
adolescent education and screening and brief intervention
have been used in multiple settings to reduce risk and
healthcare costs associated with substance use and misuse
(Kumpfer 2002). Despite this effectiveness, many in the

United States do not receive or have access to prevention
services (Arndt et al. 2002; Weisner and Matzger 2003).
Harm reduction services
Harm reduction services provide two primary functions
within the continuum of care of SUDs: as a means to reduce
harm (e.g. mortality, healthcare costs, societal impact, etc.)
as it relates to active substance use and to engage an individual usings substances in the service delivery system
(MacMaster 2004). As an array of services, harm reduction
can encapsulate needle exchange programs (Ashton 2004),
contraceptive distribution (Wynn et al. 2007), safe injection
facilities (Marshall et al. 2011), and others.
Recovery support services
Recovery support services (RSS) are an array of services,
delivered via professional or peer channels, concerned with
promoting the long-term outcomes of an individual’s recovery process (Kaplan 2008; Sheedy and Whitter 2009; White
2008, 2009). As a set of services and resources, RSS often
fall into the domains of education, employment, housing,
and social/peer support in an effort to improve the functioning and wellness of individuals (Kaplan 2008).
Education
Increased educational opportunity supports those in the
recovery process by improving self-esteem, self-efficacy, and
increasing long-term gainful employment opportunities.
Supportive programs to take and pass the General Education
Diploma (GED) test, reengage in secondary education (i.e.
high school) or post-secondary education (i.e. college) can
improve the trajectory of individuals in the recovery process.
The most widely available form of educational recovery support services is collegiate recovery programs (CRP) and
recovery high schools (RHS), with over 200 of these programs available in the United States (Association of
Recovery Schools 2017; Association of Recovery in Higher
Education 2017; Transforming Youth Recovery 2017). CRPs
have previously found that students engaged have a national
relapse average of less than 10% (Laudet et al. 2014).
Additionally, CRPs and RHSs often contain many other elements of recovery support services (e.g. peer services, housing, vocational, advocacy, etc.) (Laudet et al. 2014).
Employment
Unemployment is associated with SUD, thus finding and
sustaining gainful employment is considered one benchmark
within recovery capital (Cloud and Granfield, 2008).
Employment recovery support services are focused on both
increasing the vocational and technical skills of individuals,
and with finding gainful employment opportunities during
the recovery process (White et al. 2012). Services that help
individuals craft resumes and cover letters, fill out job applications, practice interviewing skills, or secure interview
attire, are all employment recovery support services. These

ADDICTION RESEARCH & THEORY

services and resources exist for a variety of individuals, but
those that are recovery-informed may pay special attention
to previous SUDs, criminal records, recovery stigma and disclosure status, and be delivered by individuals currently in
the recovery process themselves. Increases in employment
among individuals in recovery has shown to increase recovery capital, and employment days and income derived from
employment has also been found to increase lengths of
abstinence (Dennis et al. 2007).
Peer services
Peer recovery support services (PRSS) – sometimes referred
to as recovery coaching – are peer-delivered services focused
on the individual navigation of the recovery process (White
2009). PRSS should not be confused with mutual-aid recovery services (e.g. 12-step groups), as PRSS differ in several
ways. Perhaps most importantly, PRSS are delivered through
formal and specialized roles by individuals with personal
experience in the recovery process (i.e. lived recovery experience) (White 2009). PRSS may exist as a service within a
physical recovery support service location, such as within a
collegiate recovery program or a recovery residence, but also
may be delivered as part of medical treatment (Laudet and
Humphreys 2013). A recent systematic review of the literature on PRSS found that the inclusion of these services often
improved outcomes (Bassuk et al. 2016).
Housing
Housing, as a recovery support service, provides supportive
living arrangements (e.g. sober and safe living environment)
for individuals in the recovery process. Many models of
recovery housing exist within the United States, including
Oxford HousesTM, non-clinically support recovery residences, and clinically supported recovery residences (Polcin
2001; Jason et al. 2012). Additionally, for individuals in sustained recovery (e.g. greater than 1-year in the recovery process), housing first resources that allow for the securing of
safe and affordable housing should also be considered a
recovery support service (Tsemberis et al. 2012). Recovery
housing stays have been linked to increases in global functioning and wellness, decrease relapse rates, and improved
recovery capital scores for individuals in the recovery process (Jason et al. 2006, 2012; Polcin et al. 2010).
Recovery community organizations
Recovery community organizations (RCO) serve as formal
entities that support the individual recovery process through
a variety of mechanisms. These can include (a) offering a
physical space (e.g. recovery community center) for recovery
related activities and service delivery; (b) engaging in and
organizing advocacy efforts at the local, state, and federal
level meant to improve policy and increase availability of
recovery resources and services; (c) offering recovery support services, often as peer recovery support services, meant
to enhance the recovery process; and (d) educate the local
community on SUDs and the recovery process. RCOs can
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exist as standalone entities, but may also exist within faithbased communities, tribal communities, educational communities (e.g. collegiate recovery programs and recovery
high schools) (Taylor 2009).
Mutual-aid organizations
Different from peer recovery support services (PRSS),
mutual-aid organizations (i.e. 12-step groups/programs) are
both a pathway into recovery and a community-based recovery support service. Mutual-aid organizations are informal,
decentralized, and autonomous, and perhaps the most available recovery support service in the United States (Donovan
et al. 2013). Multiple studies support mutual aid as effective
means of recovery access. As a public good, mutual aid
organizations offer key elements of recovery support, namely
that they are free, local, and available to anyone (Kelly
2017). Studies examining the role of 12-Step mutual-aid
organizations have found the organizations to be important
to both clinical and public spheres by encouraging recovery
through the utilization of mechanisms of change similar to
formal treatment (Kelly et al. 2012; Kelly 2017).
Re-entry support services
Given the frequent co-occurrence of criminal activity and
substance use (Bureau of Justice Statistics 2004), reentry support services for individuals in the recovery process can be
viewed as a recovery support service as well. Recovery
informed reentry services that focus on the expungement of
criminal records; navigating educational, employment, and
housing needs with a criminal record; and advocacy efforts
within the criminal justice system can play an important
role in improving the successful recovery of individuals
(Lyons and Lurigio 2010). Recidivism is reduced through
reentry support services, and when these are delivered in
collaboration with recovery support services, the reduction
in criminal activity and recurrence of substance misuse often
has a net-benefit on society and the individual in the recovery process (Lyons and Lurigio 2010). Additionally, as recidivism and relapse are often outcomes despite efforts to
support recovery, the presence of drug courts (or recovery
courts) as an entryway back into the recovery process are
becoming increasingly common in the United States
(Stinchcomb 2010).
Law/policy
Local, state, and federal legislation, regulation, and policy
directly impacts the recovery process of many individuals.
For example, NIMBY (or not in my backyard) policies are
often involved in legal cases of the operation of recovery residences in certain localities. At the state level, legislation
related to compulsory treatment (Werb et al. 2016), Good
Samaritan (Zadoretzky et al. 2017), and naloxone access
(Humphreys 2015), have likely had impact on the recovery
process. Federally, policies such as the Mental Health Parity
and Addiction Equity Act (Beronio et al. 2014) and the
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Comprehensive Addiction and Recovery Act (KennedyStewart 2016), have likely had an impact on the ability of
individuals to both receive treatment and engage with recovery support services.
Advocacy efforts
Though recovery community organizations (RCO) often use
advocacy as a means of education and policy change, standalone advocacy organizations also exist. Advocacy organizations serve two primary functions – the education of the
community and positive policy change – that can impact the
recovery process. The presence of advocacy organizations
within a community can help support the creation of new
recovery support services, the changing of discriminatory
public policy, and increased funding of institutional and
community service systems (White 2007).

Recovery ready model and framework
The availability and accessibility of resources and services
(e.g. medical treatment, recovery support services, reentry
support services, and nondiscriminatory policies/laws) are
likely to improve the chances of successful recovery for an
individual within a community. Building upon the recoveryoriented systems of care (ROSC) model, the following model
is a result of a comprehensive framework to identify the
ability of communities to produce more successful recovery
outcomes for individuals that belong to the community.
Availability implies that a resource and/or service is operational within the community, and accessibility pertains to
the nature of successful access of said resources and/or services by individuals in the recovery process. The theoretical
framework that follows from the recovery ready ecosystems
model provides suggestions, based on availability and accessibility, that the number of a type of resource and/or service

Figure 1. Recovery Ready Ecosystems Model (RREM).

may increase a community’s ability to more successfully support the recovery process.
The recovery ready ecosystems model
The recovery ready ecosystems model (RREM) (Figure 1) contains the following levels from the social ecological model
put forth by Bronfenbrenner (1979): (1) individual and
intrapersonal levels (combined), (2) the community level, (3)
the institutional level, and (4) the policy level. The combination of the individual and interpersonal (family) level are
combined in the model as though elements within this context/level can impact the recovery process, we are chiefly
concerned with the elements of a community that can promote recovery success; the individual elements included in
the individual and intrapersonal level are likely to be
impacted by the contexts/levels surrounding it, so are
included in the final model as the end beneficiary.
Additionally, the policy level is included as factors at play
within this content/level impact the availability and capacity
of the resources and services within the institutional and
community level. Both the individual/intrapersonal and policy levels are also included in the final framework showing
their role within and upon the individual in the recovery
process. The community and institutional level are
described, as the primary focus of the final framework, are
discussed in more detail below. This model is used to define
the location of beneficial services and resources, as well as
provide evidence of the interplay between services and
resources across different ecosystems. The model can then
be used as a guide to further define the recovery ready community framework.
Community level
As an ecosystem, the community level houses the majority
of recovery and re-entry support services that can be of
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benefit to an individual in the recovery process. Within the
community, the availability of supportive housing, education, employment, and peer based services are necessary to
provide a diverse array of services to individuals to promote
long-term global functioning gains and support recovery
goals such as abstinence or reduction in substance use.
Additionally, recovery community organizations, including
recovery centers, exist within the community level and provide both a physical location for recovery support services to
be delivered and additional overall capacity for recovery support services, often times employing the professionals and
peers that are trained to deliver the services. While the
prevalence of the services and resources included within the
community level should meet or exceed the population of
individuals in the recovery process in any given community,
at baseline the presence of at least one of each resource or
service is beneficial to creating a health environment supportive of recovery.
Institutional level
The institutional level contains the supportive services and
resources that are funded and maintained by local governments, such as medical treatment and public housing
options. The difference between the institutional level and

Figure 2. Recovery Ready Community Framework.
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community level lies within the controlling bodies (e.g. community level is controlled by local community members
whereas the institutional level is controlled by formal systems of government). Additionally, institutionalized services
and resources within this level may overlap with those in
the community level, serving as a different means of engagement and increases in capacity. The institutional level also
houses the ROSC efforts, given the nature of a ROSC to
coordinate all services available for people in the recovery process.
The recovery ready community framework
The recovery ready community framework (Figure 2) contains the principal services and resources within the institutional and community levels of the recovery ready
ecosystems model. The goal of the framework is to describe
the services and resources, that when present in a community, provide the necessary elements to promote the successful recovery process of individuals living and engaging
within in that community. The services and resources in the
final framework include: (a) recovery informed institutional
services; (b) prevention organizations; (c) harm reduction
organizations; (d) reentry services organizations; (e) recovery
community centers; (f) collegiate recovery programs; (g)
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recovery/drug courts; (h) mutual-aid organizations; (i)
recovery community organizations; (j) peer recovery services; (k) recovery high schools; (l) advocacy organizations;
(m) medical treatment services; and (n) recovery residences.
The framework should be viewed as local, state, and federal policies (including funding) impacting the availability
and presence of the services and resources, and that the
services and resources being available within a community
impact the individual in the recovery process. The framework itself suggests that the presence of each service and
resource within a community will improve the chance of
successful recovery for an individual. The lack of an individual service and resource, or a set of services and resources,
thus decrease the chance of successful recovery for
an individual.
Identifying level of recovery readiness
In order to provide additional usefulness for the recovery
ready framework, we also propose the following equation to
quantify the level of recovery readiness within a community.
Extant literature has not yet identified the exact mechanisms
of support, or the magnitude of such support, that each type
of service and resource may provide. As such, we have
placed a maximum threshold (e.g. 2) on the gain in community level of recovery readiness that multiple services and
resources of the same type have so as to control for potential
overweighting. It should be noted that additional testing of
the proposed equation is necessary as it may not be that: (1)
each service and resource is held at an equal weight of promoting successful recovery, (2) that there is no upper limit
of the change in recovery readiness that duplicate resources
and services have.
Let X ¼ recovery support service or resource from the RREM; Max
X = 14
Let Y1, Y2 … Y14 = the presence of multiple of each X within the
community (e.g. 2 recovery community centers, Yz= 1; 1 recovery
community center Yz= 0; max Y = 2)
Let RR ¼ community level of recovery readiness
RR = (Y1 … þY14) þ X
Scoring:
Scoring Range: 0-28
RR < = 7, low level of recovery readiness
7 < RR < = 21, mid-level of recovery readiness
RR > 21, high-level of recovery readiness

Discussion
Multiple systems of both the public and private sphere have
significant exposure to the SUD population as well as innate
structures that could be oriented toward a recovery ready
system (e.g. emergency departments, police, schools). As the
organizing paradigm for SUD treatment and recovery continues to move towards a more chronic care approach, the
need to provide models and frameworks to provide a basis
for infrastructure enhancement is needed. The proposed

recovery ready ecosystems model and the recovery ready
communities framework provides a basis for communities to
identify the services and resources that are available, and
missing, in their local areas. The framework suggests that
communities with more recovery support services and
resources are more likely to impact successful recovery outcomes including improved quality of life, recovery capital,
and abstinence lengths.
The framework is not purely theoretical, and we believe
that enhanced community needs assessments focused on
behavioral health should employ these tools to identify
resources and services that may be missing from their locality. In doing so, these “recovery community needs assessments” can help communities craft strategic plans that
strive to increase the number of recovery services and
resources available in an effort to mitigate the financial and
social impacts of SUDs on the criminal justice, health, and
private and public workforce sectors. It is also critical that
any improvement or analysis of resources and services
within a community, in an effort to identify and improve
recovery readiness, be completed in conjunction with the
implementation of a ROSC.
As a ROSC provides the underlying framework for linkage and collaboration of services, communities can ensure
that the existing and newly developed recovery support services and resources are linked together in a cohesive manner
that emulates a recovery-informed chronic care approach
and also improves chances of individual perception of benefit of receiving these services and resources. While a fully
implemented ROSC is not a necessity to undertake these
activities, certain elements should be considered as prerequisites for many communities. These perquisites, taken as a
synthesis from the ROSC model and the RREM model put
forth in the current paper, include a mechanism for integration and communication between services and resources
(e.g. referral and linkage), collaboration between services
and resources providing services to different milieus (e.g.
identity, cultural, gender, and age-specific), and a commitment to the removal of engagement and retention barriers.
Of import is to take notice that the prerequisites themselves
require little in the term of resources, which communities
can often lack, but rather focus more on the planning and
commitment stages of change.
The proposed recovery readiness equation also provides a
starting hypothesis that postulates that the presence of
recovery services and resources has an impact on the systemic capacity of communities to successfully support the
recovery process. Future efforts should be undertaken, using
both the framework and equation, to further explore several
important questions. The first relates to the actual impact of
individual recovery services and resources on successful
recovery outcomes (i.e. are all resources and services as supportive as others or should they be weighted differently).
The second concerns the availability of individual recovery
services and resources and should focus on the geographic
proximity of available resources having an impact on successful recovery outcomes (i.e. closer resources and services
have a greater impact than those further away). Finally, it is
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important to identify capacity-related issues of individual
resources and services, as any modeling of recovery readiness should weight the efficiency of resources and services
over time (i.e. identifying the number of individuals a
resource or service can support in a community so that
communities may develop an adequate number of individual
resources and services based on the estimated number of
individuals in the recovery process in their community).
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Limitations
Though the model and framework are grounded in previously completed studies, the field of recovery science is relatively new. New resources and services that align with
community recovery goals may be discovered through future
research. Furthermore, the model and framework does not
take into consideration alternative support systems, such as
digital communities; the rise of technology-based interventions and applications that enhance recovery should be
explored in future research. The current model and framework remain untested in real communities, though they are
based in real-world tested models such as the recoveryoriented systems of care. The current model is also centered in
systems of care readily available in the United States; similar
systems exist internationally but may be described or operate
differently. As such, the model may not easily be transferrable
to international contexts outside of the United States.

Conclusion
Given the economic and social impact of substance use and
other behavioral health disorders, as well as the current opioid crisis impacting the United States; there is a strong need
for additional models that may help to inform community
leaders and policy makers on the benefits of a recoveryinformed approach to treatment and recovery. As recovery
science continues to expand, the tangible economic and
social benefits to society at large are increasingly hard to
ignore. Promoting the long-term recovery of individuals in
the locations they live and work is critical. Equipping communities with the knowledge to analyze their local resources
and services and further improve local recovery infrastructure is an important step in providing individuals the highest chance of long-term success. With increased political
pressure to implement solutions to the opioid crisis and
other SUD issues, a framework for identifying needs and for
suggesting funding priorities may prove useful. The theoretical recovery ready ecosystems model and recovery ready
community framework provides the underpinnings to both
inform policy makers where money should be allocated and
may equip communities with the practical tools needed to
identify gaps and strengths within their localities.
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