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Despite passage of the Americans with Disabilities Act (ADA), a lack of programmatic, attitu-

dinal, and architectural access continues to bar individuals with substance abuse problems and

coexisting disabilities from participating in most State and Federally funded treatment programs.

Further, although work provides individuals in recovery with the opportunity to enhance self-

esteem, build confidence, and reintegrate as productive members of society, substance abuse

treatment programs have traditionally paid very little attention to employment outcomes (Platt,

1995). This combined lack of access to treatment and low emphasis on vocational rehabilitation

creates significant barriers to meaningful recovery for persons with coexisting disabilities. It is

incumbent on the systems that serve these individuals to strengthen collaborative efforts, with

the goals of increasing access to services and prioritizing employment as an integral part of

successful treatment. Key systems include, at a minimum, substance abuse treatment, vocational

rehabilitation, mental health treatment, and others whose missions include the preparation of

individuals with coexisting disabilities for placement in the work force. Effective communication

across disciplines is the first step toward shedding light on the extent of this staggering, yet

hidden problem. The next step is a plan to remedy it.

The Second National Conference on Substance Abuse and Coexisting Disabilities

On June 3-5, 2001, nearly 150 leaders in the fields of treatment, policy, research, and consumer

advocacy convened in Baltimore to work toward consensus on issues that have the potential to

improve recovery and employment services for individuals with multiple disabilities. The invited

participants represented consumer and disability advocacy groups, community-based organiza-

tions, government agencies, and academia. All have demonstrated a strong commitment to the

advancement of knowledge and practice related to substance abuse, coexisting disabilities, and

vocational rehabilitation.

chapter one 
i n t r o d u c t i o n
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This document presents the process and outcomes of this second national conference on

substance abuse and coexisting disabilities, entitled “Facilitating Employment for a Hidden

Population”. The conference was sponsored by the joint efforts of:

•  The Substance Abuse and Mental Health Services Administration, 

Center on Substance Abuse Treatment (SAMHSA/CSAT), through a 

Knowledge Dissemination Conference Grant 

•  The Rehabilitation Research and Training Center (RRTC) on Drugs and 

Disability, funded by NIDRR

•  The National, DC/Delaware, Mid-Atlantic and Prairielands  Addiction 

Technology Transfer Centers (ATTCs), funded by (SAMHSA/CSAT)

•  The National Association on Alcohol, Drugs and Disability (NAADD), and 

•  The National Council on Rehabilitation Education (NCRE)

The Conference Web Site

Prior to the conference, a web site was established to provide an ongoing opportunity for dialogue

and dissemination of information on substance abuse and coexisting disabilities. (See

www.danya.com/rrtc). Discussion themes on this issue were introduced on a message board and

online dialogue was encouraged. An Internet exchange on employment needs in treatment was

one result of this opportunity for dialogue.

In the future, the web site will serve as a vehicle for dissemination of conference proceedings

and consensus statements. Continued dialogue related to outcomes available to all stakeholders.

This electronic forum has allowed for input from all groups in shaping the tone of the conference

and it will continue to evolve in response to the needs of the multidisciplinary fields represented. 

The Change Process 

Conference participants were chosen to accomplish this step for change: organize a team for addressing the problem.

From The Change Book (CSAT, 2000)

The 2-day conference included a presentation by Dr. Steve Gallon, Director of the Northwest

Frontier ATTC, on the context and strategies necessary for effective change. His remarks were

based on a synthesis of research on change published in The Change Book: A Blueprint for

Technology Transfer (CSAT, 2000). These concepts are summarized in Chapter 4 of this docu-

ment: The Conference Change Process. With this foundation, Dr. Gallon then presented the

framework within which those in attendance would be asked to achieve conference objectives.

Work Groups on Day 1 were be asked to focus on consensus building around promising

methods for addressing the treatment and rehabilitation needs of persons with substance abuse

and coexisting disabilities. On Day 2, the Work Groups were charged with formulating specific

Frank Corrigan, NIDRR opening remarks
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action plans for change based on the outcomes of Day 1. All Work Groups were structured to

include both a facilitator and a content expert, with content experts providing brief summaries of

best practices in a particular content area and serving as a resource to the group, and facilitators

helping the group accomplish a structured set of objectives. Dr. Gallon explained that the full

participant group would be asked to reconvene after their individual sessions to formulate final

consensus statements.

Identifying the Problem and Articulating Desired Outcomes: The Plenary Sessions

Plenary Sessions Addressed These Steps for Change: 1) Assess the organization or agency, 2) Identify the problem

From The Change Book (CSAT, 2000)

During the plenary sessions, participants heard from leaders in a variety of disciplines, who

presented their perspectives on treatment and rehabilitation approaches for persons with

substance abuse and coexisting disabilities. The sessions began with an identification of the

problem, specifically addressing the relationship between employment rates and coexisting

disabilities. Subsequent plenary sessions presented the field’s expertise in the following areas: 

• Assessing the sociopolitical environment for treatment, rehabilitation, 

and employment

•  Identifying desired outcomes in treatment and rehabilitation; and 

•  Identifying desired outcomes in employment, education, and training. 

Issue-Focused Work Groups 

Day 1: Work Groups Addressed These Steps for Change: 1) Assess the organization or agency and specific 

audience(s) to be targeted, 2) Identify the approach most likely to achieve the desired outcome.

From The Change Book (CSAT, 2000)

Following the plenary presentations on research and practice, participants reconvened in five

issue-focused Work Groups. On Day 1, the goal was for each group to identify three outcomes for

change, listed in order of priority. Each of the Work Groups was charged with addressing one of

the following areas: 1) Integrated Substance Abuse and Rehabilitation Services; 2) Employment

Needs and Outcomes; 3) Dual Substance Abuse and Mental Disorders; 4) Substance Abuse and

Cognitive, Physical, Sensory, and HIV Disabilities; and 5) Access to Treatment for Individuals

with Coexisting Disabilities. 
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Action-Focused Work Groups

Day 2 Work Groups Addressed This Step for Change: Design action and maintenance plans for your change 

initiative. From The Change Book (CSAT, 2000)

On Day 2, action-focused Work Groups were formed with participants from Day 1 reassigned to

different groups. They were asked to recommend action steps and strategies for at least two of the

top priority outcomes identified by the previous day’s Work Groups. The goal was a prioritized

set of strategies that will contribute to the foundation of a national action plan for change. Topics

addressed fell within the areas of: 1) Education and Training; 2) Policy and Advocacy; 3) Research

Initiatives; 4) Professional Practice/Case Management; and 5) Integrated Programs and Approaches. 

Subsequent to the development of the action plans, the groups proposed:

•  Specific entities to take the lead in implementing the action plans (such as the Local, 

State, or Federal government; or private organizations), 

• Time frames for completing the action plans (such as 6 months or 1 year), and 

• A means for evaluation of the effectiveness of the proposed strategies (how out

comes could be demonstrated). 

The action strategies were presented to all participants at the conclusion of the conference. The

Rehabilitation Research and Training Center (RRTC) pledged to move selected initiatives

forward, with the ongoing assistance of the Work Groups. Conference delegates made individual

commitments to assist with these national initiatives.

Summary 

There is a large gap between the current knowledge, programming, and advocacy for individuals

with coexisting disabilities and what we know is needed. Traditional substance abuse and reha-

bilitation service delivery systems will require bold changes if barriers and stigma are to be

reduced, policy is to become more equal in opportunity, programs are to become more inclusive,

and research is to define what works and what does not work. 

The cross-representation at this conference was a meaningful step toward facilitating these

types of changes. The various disciplines present informed each other, identified interagency

barriers, and worked together toward a national plan that has the potential to improve access to

treatment and employment for individuals with coexisting disabilities. 

The RRTC will serve as the national coordinator of this effort and monitor progress in

enhancing access to treatment for people with coexisting disabilities, integrating vocational

concerns into substance abuse treatment settings, and improving employment outcomes for 

treatment graduates.
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Persons with one or more disabilities currently comprise approximately 14.5 percent of the popu-

lation in the United States (LaPlante, 1992). Because of related functional limitations and the

social stigma placed on those with disabilities, this population has continuously struggled with

barriers to employment and a lack of access to community services (Nightingale, 2000). Many of

these individuals also have substance abuse problems. The number of persons affected by the

additional disability of substance abuse is grossly under-identified. 

DiNitto and Schwab (1993) found that within the State vocational rehabilitation system, one

third of those who had not been identified by an assigned rehabilitation counselor as having

substance abuse problems screened positive for substance abuse. Other researchers believe the

rates of substance abuse in this population are even higher, due to rehabilitation counselors’

underestimation of the incidence of alcohol problems among clients with physical trauma

(Ingraham, 1992). Twenty-five to sixty-eight percent of traumatic brain injury (TBI) patients have

addiction histories (Sparadeo & Gill, 1990). 

Persons with disabilities in need of substance abuse treatment often face a host of other life

problems that create complex barriers to recovery. Secondary conditions requiring attention may

include: unemployment, poverty, and a lack of education; HIV/AIDS or other medical condi-

tions; a history of abuse, neglect, or violence; or involvement with the criminal justice system

(Siegal, 1996; Simpson et al., 1999; Rounds-Bryant et al., 1999). Increasing percentages of

persons in treatment are struggling with mental health disorders, traumatic brain injury,

learning disabilities, or attention deficit/hyperactivity disorder. Recent data from the New York

State Office of Alcoholism and Substance Abuse Services (OASAS) database revealed that the

percentage of individuals in treatment with coexisting disabilities is approximately 33 percent

(OASAS, 1998; RRTC, 1995). Substance abuse treatment programs face nearly insurmountable

challenges when attempting to provide the full range of medical and ancillary services needed by

these clients. With limited program resources and within the time constraints imposed by

managed care and Medicaid, client needs must be prioritized to facilitate access to services that

will yield the most significant outcomes.

chapter two
b a c k g r o u n d  a n d  n e e d
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Employment is considered the primary vehicle for reintegrating clients into the community

as productive and contributing members of society (Platt, 1995). Improvement in employment

correlates positively with improvement in each of the seven areas examined by the Addiction

Severity Index (Siegal et. al, 1996), including psychological status, family and social relation-

ships, and alcohol/drug use (Comerford, 1999). Substance abuse treatment with employment-

related components has been shown to positively impact

post-treatment functioning in the number of days

employed, monthly income, absenteeism, and on-the-job

problems (Gerstein et al., 1994; Young, 1994). In addi-

tion to contributing to successful outcomes in treatment,

employment plays a critical role in retention and in the

reduction of the occurrence and severity of relapse

(Peters, Witty, & O’Brien, 1993; Platt, 1995; Wolkstein &

Spiller, 1998). As 70 percent of all individuals in treat-

ment are currently unemployed (Comerford, 1999), the

role of vocational rehabilitation in substance abuse treatment must become a high priority, one

that is integral to the treatment process. 

The Second National Conference on Substance Abuse and Coexisting Disabilities was held

with the goal of recommending positive changes in the substance abuse treatment system, the

vocational rehabilitation system, and other entities that work to improve employment outcomes

for individuals with coexisting disabilities through policy, practice, education, and research.

Through both plenary sessions and workshops, efforts were made to increase the knowledge and

skills of substance abuse treatment and disability rehabilitation providers on promising and best

practices related to employment outcomes for people with coexisting disabilities. The ultimate

goal is to generate change in these areas on the Local, State, and National levels. 

The following section details the information presented in the four conference Plenary

sessions. These sessions provided a snapshot of current policies, practices, research, and educa-

tion related to disability, substance abuse, and employment. 

Topics included:

•  The history of efforts to address coexisting disabilities

•  The importance of employment for individuals with disabilities, and 

strategies for improved outcomes

• Current prevalence data on the problem

•  The personal experience of a consumer of the substance abuse treatment 

and vocational rehabilitation systems

•  Treatment of co-existing mental health and substance abuse disorders

•  A program that allows students a dual career track for rehabilitation 

counseling and substance abuse treatment

•  An integrated case management model for those with TBI disabilities 

and substance abuse disorders

Substance abuse treatment 
programs face nearly insurmountable

challenges when attempting to 
provide the full range of medical and

ancillary services needed by clients
with coexisting disabilities.
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• Research on public and private employment policy and practices affecting 

those with disabilities, and

• National, State, and Local policy issues, including a description of the 

barriers and opportunities presented by current Federal legislation.

This “report from the field” laid the groundwork for the workshop activities that followed during

the 2-day conference. 
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Plenary speakers: Dennis Moore, James Billy, John de Miranda
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Plenary 1, Session 1: Introduction to the Issues

Presenter: Dennis Moore, Ed.D., Director, RRTC on Drugs and Disability

There are significant discrepancies in the employment rate between individuals with disabilities

and those without disabilities and among those who have substance abuse problems and those

who don’t. The relationship among these factors is fairly complex and requires multiple levels of

analysis. 

prevalence of substance use disorders, disability, and unemployment

Based on U.S. Census Data for 2000, the employment rate for men without a disability in the

years between 1994 and 1998 was 95 percent. For men with a disability, the employment rate

during those same years was 36.2 percent. One conclusion of Substance Abuse and Mental

Health Services Administration’s (SAMHSA) 1999 National Household Survey on Drug Abuse

was that “Unemployed persons 26 and older were almost twice as likely as full-time employed

persons of that age to be heavy drinkers (12.6 percent compared to 6.2 percent)”. The fact is,

many with disabilities live in poverty, have poor access to treatment services, and are risk of being

left further behind.

Following are several assumptions about substance abuse among persons with co-existing

disabilities:

•  There is a high prevalence of substance use disability (SUD) among persons with

disabilities that seek employment. There is some debate about whether substance 

use is higher among those with disabilities.

chapter three
p l e n a r y  a d d r e s s e s  a n d  l u n c h e o n  p r e s e n t a t i o n s

PLENARY 1 :  PREREQUISITE  FOR CHANGE:  IDENTIFYING THE PROBLEM
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• However, persons with disabilities certainly have difficulty accessing appropriate 

chemical dependency treatment.

• Several stigma issues impede progress. Stigma plays a role in how we see the 

situation and how we formulate solutions.

• Successful approaches must be interdisciplinary and cross-cultural.

• Involvement of the disability community is pivotal to success. Advocates have been 

reluctant to enter this field in the past.

•  The government needs to play a pivotal role in finding solutions in terms of both 

policy and funding. The Federal role is important due to this problem’s cost 

and complexity.

The epidemiology and prevalence data on co-existing conditions is not clear. There are few

studies on the rate of SUD among persons who are deaf or blind. 

We need to explore better methods for identifying and referring individuals with alcohol and

other drug (AOD) problems. Currently, treatment and employment approaches for co-existing

issues vary from one program to another and from one office to another, even within the same

State system. These different systems need a common language and terminology and more 

standardization in the type and phasing of treatment compo-

nents. We need improved methods for collaborating across

agencies, populations, and services. One of the greatest bar-

riers for people with disabilities is access to existing AOD and

community resources.We need paradigms for describing and

educating people about these issues. 

To address these problems, we need a thorough under-

standing of the roles of the single State substance abuse

agencies (SSAs) and of legislation such as Americans with

Disabilities Act (ADA) and Temporary Assistance to Needy

Families (TANF). Analysis of the resources within these agencies and the requirements of

current legislation could lead to innovative solutions to some of the problems we face.

Incidence and prevalence data are unclear, in part because persons with disabilities, collec-

tively and as separate disability groups, are not well understood relative to substance abuse

disorders. There are many persons with co-existing conditions already in AOD treatment but the

disability is not reported at intake and clients are not getting the services they need. How do we

identify the number that needs treatment?

new york office of alcoholism and substance abuse services data

The State of New York has probably done the best job in the country of serving this population.

They have been proactive in this field for over 10 years. The following data comes from New

York’s single State agency for substance abuse treatment (known as OASAS) for the year 1999.

Based on these data, we see that if an individual has only one disability, it is not mental illness

in 70 percent of these cases. We need to better address the needs of these individuals.

One of the greatest barriers for
people with disabilities is access to

existing AOD and community
resources. We need paradigms for

describing and educating people
about these issues.
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For the year 1999, SAMHSA

estimated the number of persons

with disabilities in the U.S. need-

ing AOD treatment services using

a formula based on the number of

persons currently served and the

estimated SUD rates in the general

population. The estimate for all

individuals needing AOD treat-

ment is 3 to 5 million. The estimate

for those with disabilities in need

of AOD treatment is from 396,000 to 660,000. This is based on the assumption that persons

with disabilities are equally likely to experience SUD problems as the general population, and

averages disability prevalence from the U.S. Census, S.I.P.P., and the Department of Education. 

However, data from New York State (based on the observed rate of recorded disability in the

OASAS 1999 treatment episode data set) estimates that 903,000 to 1,505,000 individuals with

disabilities are in need of treatment. Compare this number (one and a half million individuals

with disabilities needing treatment) to the total number of ALL people receiving AOD treatment

last year: 1.8 million.

classification of persons with disabilities and substance use disorder problems

Classification of persons with disabilities and substance use disorder (SUD)problems may be

seen as falling into three categories:

• A. SUD is primary and acknowledged

•  B. SUD is acknowledged but not the focus of service

•  C. SUD is hidden, active, and not identified or treated

The course of rehabilitation and prognosis is quite different for each. Those in category A. are

ideal candidates for a vocational rehabilitation (VR) counselor. Those in category B. enter treat-

ment with multiple conditions; substance abuse disorders are often not coded or are secondary.

In category C., individuals are actively hiding their substance abuse disorder. 

Those diagnosed with SUD as either primary or secondary represent 10 percent of the voca-

tional rehabilitation population, according to official records. However, the number that

self-identify as drug addicts or alcoholics in recovery is nearly 25 percent of all consumers we

survey, regardless of the officially listed disability. Of most concern is the number of individuals

that don’t tell their counselor about prior SUD problems: 41 percent with an acknowledged

problem report not telling the counselor about this problem.

DISABILITY REPORTED AT INTAKE BY LICENSED CD PROGRAMS

(N=146,782)

Persons Entering Treatment:  12.3% Have Another Disability 
Persons Entering Treatment: 17.7% Have Two or More Other Disabilities
total 30.0%

CD+ One Other Disability:  28.3% The Disability is Mental Illness 
CD+ Two or More Other Disabilities:  91.7% Mental Illness is One of the disabilities

(Moore, D. & Weber, J., 2000)
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alcohol and other drug (aod) treatment barriers

Barriers to AOD treatment are of several types. Attitudinal barriers are very pervasive. Substance

abuse treatment counselors may state, “They just don’t come to our door.” Discriminatory poli-

cies and practices constitute another significant barrier. Communication barriers arise when the

counselor cannot communicate in a way the consumer understands. Individuals with brain

trauma or ADHD could represent a substantial number of people in treatment. And finally, archi-

tectural barriers prevent physical access. 

Barriers to AOD treatment are of several types:

•  Pervasive attitudinal barriers

•  Discriminatory policies and practices

•  Communication barriers between counselors and clients

•  Architectural barriers that prevent physical access

Current changes in American’s With Disabilities Act (ADA) interpretation, legislative responses

to substance abuse, and reductions in Federal data-gathering responsibilities may impede progress:

• The ADA qualification based on “corrected” state may be problematic for persons 

with mental illness (Petrila and Brink, 2001) or substance use disorders.

• Changes such as SSA rules for “drug addicts and alcoholics” may make the most 

vulnerable individuals even more disenfranchised (Gresenz, et al. 1998).

• Reductions in Federal roles in AOD or VR systems may make it more difficult to 

compile national databases.

These policy changes fall most heavily on those who need services the most. The

Federal government is giving more power to the States and decreasing the

Federal database we need to make a case for increased services.

Future prevalence of substance abuse may increase in disability and rehabil-

itation censuses due to:

•  Social conditions (e.g., poverty)

•  Increasing co-morbidity

•  Inaccessible or inflexible treatment

•  Lack of cross-trained personnel

•  Health care cost containment leading to short duration of treatment

•  Lack of policies to address co-existing conditions.

For all of these reasons, we may see an increase in treatment problems in the

future. These are issues we need to keep in mind as work together during the

next 2 days.Plenary 1: James Billy (left) & Dennis Moore 
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Plenary 1, Session 2: Looking Back, Surveying the Present, Moving Forward

Presenter: John de Miranda, M.Ed., Executive Director, National Association for Alcohol, Drugs and Disability

The late Grateful Dead member, Jerry Garcia once said, “What a long, strange trip it’s been.” I

share this sentiment when I think of the time some 17 years ago when I stumbled upon the

alcohol, drugs, and disability issue by attending a meeting at Stanford University made up of

individuals who were concerned about the lack of access to alcohol and drug services in my

county. Over the course of the long, strange trip that I have traveled to get here today, I have met

some extraordinary individuals. I call these individuals the heroes of the alcohol, drug, and

disability movement. There have been dozens, but I’d like to tell you about just a few of these

heroes.

• Pete Anderson worked at a large alcohol treatment program in Los Angeles. A

community organizer and political activist in the late 1980s, he was a constant thorn

in the side of California State government for their failure to ensure compliance with

Section 504 of the Rehabilitation Act. Finally, frustrated with the pace of change and

armed with a new tool, The Americans with Disabilities Act of 1990 (ADA), Pete

filed a lawsuit that required a massive effort on the part of our State AOD agency

over 3 years to improve compliance with the law.

•  The late Alex Boros, a professor at Kent State University, developed an approach to

translating the abstract concepts of treatment and recovery into pictures of under-

standing and access for people who are deaf or have cognitive impairments. When

we needed a speaker at our first local conference on Attention Deficit Disorder

(ADD) in San Mateo, CA, we looked out across the United States and saw only Alex.

He came at our beckoning and challenged us to get to work.

•  John Callahan, cartoonist, recovering person, and quadriplegic, who inspired us

with his autobiography of spinal cord injury, recovery, and humor, “Don’t Worry, He

Won’t Get Far on Foot: The Autobiography of a Dangerous Man.” When I was

writing a book on spinal cord injury and addictions, John generously gave me

permission to use some of his wonderful, outrageous cartoons.

•  Judy Smith, founding member of the internationally acclaimed abled/disabled Axis

Dance troupe, who graciously shared her story of recovery when I was trying to

understand the many and varied roads into recovery that people with disabilities are

often forced to travel because of the inaccessibility of traditional recovery services. In

Judy’s case, when the 12-step meeting she was attending moved upstairs in a

building with no elevators, her martial arts instructor challenged her to develop a

personal program of movement and spirituality that would sustain her as she made

the transition to a sober life.

And there are many, many more folks I have met along my strange trip, and I’m sure that many

of you could add to that list of heroes.
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the national association of alcohol, drugs, and disability (naadd)

Our organization, the National Association of Alcohol, Drugs, and Disability, has been at the

center of much of the activity in recent years to improve AOD services for people with disabili-

ties. I would like to tell you about our work and some of the accomplishments that we have shared

with many of you in this room.

The purpose of the National Association on Alcohol, Drugs and Disability, Inc. is to promote

awareness and education about issues of substance abuse among people with disabilities and to

foster full access to all prevention and treatment services. NAADD is the only national organiza-

tion exclusively focused on the issue of alcohol and drug problems among people with

disabilities. Our mission is to remove barriers to alcohol and drug treatment and prevention serv-

ices for people with disabilities. We accomplish this mission through the collaborative efforts of

committed individuals and organizations nationwide.

NAADD holds the following values: 

• People with disabilities have a right to accessible alcohol and other drug services. 

• Alcoholism and addiction are disabilities.

• All programs and services should be fully accessible: physically, 

attitudinally, and programmatically.

Members of our Board of Directors are from California, Oregon, Kansas, Arizona, Illinois,

Massachusetts, Arkansas, New York, New Jersey, Florida, Wisconsin, Tennessee, and Texas.

Fifty-one percent of our Board must be composed of people with disabilities. The disabilities

represented include blindness, quadriplegia, HIV, cerebral palsy, and addiction.

NAADD networks with individuals and organizations to share information, strategies,

resources, and ideas. We provide a Federal, State and local presence to increase funding oppor-

tunities for high-quality research and innovative programming. We also generate, disseminate,

and archive information through a national newsletter, the Internet, and journal articles. We

convene regional and national conferences and trainings and advocate for policy recommenda-

tions designed to improve access and increase awareness.

milestones

NAADD was formed in Chicago in 1996 at the first national conference on drugs and disabili-

ties. In January 1999, the Access Limited report was released (National Press Club, Washington,

DC). The Access Unlimited Coalition was also formed that year. In 2000, CSAT’s Treatment

Improvement Protocol (TIP) 29 on substance abuse treatment for persons with disabilities was

produced. Also in 2000, the National Access project was funded by the Robert Wood Johnson

Foundation and the Silent Storm video was produced. This year, the California Technical

Assistance Project began.

Other recent milestones include the opening of the Belmont, California office, the growth of

the Access Unlimited Coalition to more than 100 member organizations, and NAADD trainings
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conducted in Oregon, Arizona, Ohio, California, and Florida. The Oregon and Ohio Attention

Deficit Disorder (ADD) Stakeholder Coalitions were formed as part of the National Access

Project and the Second National Conference on Drugs and Disabilities was held.

the future

We have collectively traveled a long road to get here today. Despite the title of this conference,

national meetings of people concerned with alcohol, drugs, and disability issues have actually

occurred five times since the mid-1980s. After each of these gatherings we have seen renewed

energy and a burst of activity. What might we see in the near future, in addition to the change that

comes from the collective efforts as a result of this conference?

1.   Standing: Perhaps most importantly, we are not going away. We have achieved critical 

mass. Our fledging network has become a movement, and our collection of advocates

is on the cusp of becoming a professional field. Expect to see the mergence of the insti-

tutions that support a “field.” Possibilities include a professional journal, regular

national meetings, and a robust presence at national policy development tables.

2.   Litigation: The promise of the Americans with 

Disabilities Act (ADA) will be kept. The disability

community and the disability rights field are

finally awakening to the fact that most Federal,

State, and locally funded AOD service agen-

cies are breaking the law. I believe we will see

more complaints and a broadening of defendant 

categories to include Federal AOD policy and

leadership bureaucracies.

3.   Grassroots Leadership: People with disabilities in 

recovery are participating in the recovery advo-

cacy movement. An excellent example of this is Harry Kressler’s Pima Prevention

Partnership in Tucson, as well as the efforts of NAADD Board members Hector

DelValle and JR Harding in Florida. Look for more people with disabilities in recovery

to assume positions of leadership as we move forward.

4. Funding: The Nation’s largest health care philanthropy, The Robert Wood Johnson Foun-

dation, is investing in us. State and Federal alcohol and drug and rehabilitation agen-

cies are coming to the party. A glance at the list of conference sponsors and attendees

here bears this out. Look for more funding and more interdisciplinary collaboration.

When I spoke at the last conference in Chicago in 1996 I said that I thought we had passed

through the dark age and were poised at the start of a “golden age” for people with disabilities and

access to services. Never one to shirk from affirming the accuracy of my pronouncement, I think

I was right, and I think your collective participation in this historic event today is the evidence. 

NAADD networks with individuals 
and organizations to share information,
strategies, resources, and ideas. 
We provide a Federal, State and Local 
presence to increase funding 
opportunities for highquality research
and innovative programming.
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Plenary 1, Session 3: The Consumer’s Perspective

Presenter: James Billy, M.A., CRC, Independent Living Branch Chief, Rehabilitation Services Administration

Good morning and welcome to the Second National Conference on Substance Abuse and Co-

Existing Disabilities. I currently hold the position of Branch Chief for Independent Living at the

Rehabilitative Service Administration at the Department of Education in Washington, DC. I state

that for identification purposes only. The opinions I may express do not necessarily reflect the

policy of the U.S. Department of Education and no official endorsement should be inferred. Prior

to my appointment to the Department of Education, I was the Executive Director at the Harlem

Independent Living Center in New York City. In addition, I was a Substance Abuse and

Vocational Counselor at Odyssey House and at Veratas Residential Treatment Center. 

My task today is to speak to you from a different perspective, and for the most part, this view

is not always considered by today’s service providers. Today I will share with you a view from the

other side of the desk…the consumer’s point of view.

But first we must acknowledge the fact that the real problem here is not just the abuse of

substances, but the how and why substance abuse becomes an avocational/vocational goal and a

pragmatic choice for many people who have disabilities.

And why there is little evidence to support the notion that

anything will change in the near future. 

The destruction and havoc manifested by the lifestyle

of substance abuse and disability is well documented.

Articles in rehabilitation journals point out the failures of

the system. In some cases, vocational counselors detail at

length the reasons why so many clients have achieved

unsuccessful closures, and the beat goes on and another

one bites the proverbial dust. 

A vocational rehabilitation counselor once said, “It’s

harder to place a person with a coexisting disability of substance abuse than it to place a C4 quad.”

Persons with disabilities who also have substance abuse problems are always in and out of

recovery, and they often fail to attend treatment.

The issue is not one of an individual’s inabilities or limitations, but rather one of a hostile and

unadaptive society. There are many obstacles that prevent inclusion into the mainstream, and

this includes substance abuse treatment centers.

Why would an individual choose such a lifestyle? It’s not always considered the most viable

choice, but the only choice by the many that engage in these practices. If we are to have a serious

discussion of disability and substance abuse, we must begin with the flaws of the system, which

are rooted in an archaic model of treatment coupled with longstanding stereotypes about people

with disabilities. Vocational rehab counselors say that people with disabilities sometimes see

drug use as the only way to “get out of themselves,” and are a substitute for other recreational

activities. Drugs work; they can take you away from the stresses of the moment. 

For most people with a disability, being disabled in America can mean living on other

people’s terms and by other people’s rules. That’s because the money used to care for the disabled

If we are to have a serious discussion
about disability and substance abuse,

we must begin with the flaws of the
system, which are rooted in an

archaic model of  treatment coupled
with longstanding stereotypes about

people with disabilities.
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is largely government money and the government therefore makes the decisions about how that

money can be spent. (Joel Shapiro, April 16, 2001, All Things Considered, National Public Radio)

A newspaper article stated “An unidentified person was found floating in the East River and

police speculate that the incident is drug-related.” The sensational aspect of this story is that the

individual in the East River had been panhandling as a bilateral amputee in a wheelchair.

However, he was actually a fraud. He had two fake prosthetic limbs and had been masquerading

as a person with a disability to get money. He was appealing to what we call public sympathy. I

bet the next time you see a poor handicapped individual soliciting money in the streets you will

all probably wonder, “Hmmmmm…”

Now that’s not to say that all the people with apparent disabilities who are attempting to

supplement their fixed incomes by panhandling, or that the people seen on a “sympathy”

telethon that raises millions of dollars over the years are frauds. But it does tend to perpetuate the

negative public opinion that people with disabilities are to be pitied and can’t help themselves.

Typically, people get their ideas about disability from a distance from non-disabled people

who are “experts” or “specialists.” But let’s you and I talk somewhat first-hand. In my neighbor-

hood, growing up in Harlem, there was “Cross-Eyed Dot,”  

“Mike the Fin,” who had one arm, “Lefty,” Michael (a.k.a. 

“Step-and-a-Half),” and “Turtle Kelly,” who stuttered. At the

time, we didn’t realize we were disabled, but we formed

our own group because we didn’t fit into the mainstream.

All of these children developed extremely sophisticated

compensatory strategies that allowed them to find a place in the street-life subculture. One child

became a great basketball player. 

The requirements to join this “country club” were much less stringent than those of the

typical mainstream social group, in which parents or money or elite schools gave them accept-

ance. Individuals with disabilities could act like the disability was no big deal and tell jokes about

themselves or allow jokes to be played on them. If you did that, you were cool. This was the admis-

sions card to the club and membership had its privileges. Often, a person with a disability

becomes the group’s mascot and is beloved by all. 

Most treatment centers are working with people with disabilities without realizing it. At the

Veritas Treatment Center, two thirds of the people tested had three things in common: they were

mandated by the courts to a treatment center, they had problems with substance abuse, and all

probably had a form of learning or physical disability.

The turning point in my career came when I was a vocational counselor. I had the opportu-

nity to work with VR counselors who were also substance abuse counselors. A client called 

“Dorothy Two-Legs” wanted substance abuse treatment, but that presented a problem because the

treatment program was situated upstairs. The staff didn’t know how to work with her and they

decided she wasn’t “suitable for treatment.” This client put up a fight to get treatment, but even-

tually she gave up and left. She felt it wasn’t worth the fight and many other consumers also feel

it isn’t worth the fight. All she required was some assistive technology. But the system is not set

up to deal with people with disabilities. 

Most treatment centers are 
working with people who have 
a disability without realizing it.



plenary addresses & luncheon presentations30

People with disabilities are five times more likely than non-disabled people to say that they

are dissatisfied with their lives (24 percent versus 5 percent among adult respondents of the

Harris survey). Although social integration is a main goal of disability policy, isolation is a

problem for half of all people with disabilities. This social isolation is a major reason for unhap-

piness, second only to financial worries. Although families often provide critical support and

assistance to members with disabilities, they are twice as likely as non-disabled people to live

alone. People with disabilities tend to be hidden away and segregated from mainstream society,

either in institutions or shut in at home. In the past, disability was treated purely as a medical

issue; a pathological condition to be attended to by doctors, nurses, and rehabilitation specialists.

And today, people with disabilities socialize less with friends, including eating out, going to

the movies, shopping, and attending church much less often than non-disabled people. Small,

qualitative studies suggest that disability limits the ability of women, in particular, to find

romantic partners and thus to form families. In addition, women who experience severe

disability may be more likely to see their relationships dissolve as a result of the disability. In one

study, half of the women who had relationships prior to their spinal cord injury endured the

break-up of the relationships following their injury.

In closing, let me suggest that an alternative framework is needed to adequately describe the

complexity of designing treatment programs to meet the needs of the person with the dual

disabilities of substance abuse and disability. There is a need for better training and more cross-

training. This may sound like an Americans with Disabilities Act (ADA) issue, and yes, this is

true. But more importantly, and before the ADA is to have any real meaning, service providers

need to understand the real needs of this population. Currently, those with disabilities often want

to keep their substance abuse a secret because it will be one more strike against them. I ask you

to work on creative strategies to deal with these issues. We have the power to make a change in

the system.
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PLENARY 2 :  ASSESSING THE SOCIOPOLITICAL ENVIRONMENT 

FOR TREATMENT,  REHABILITATION,  AND EMPLOYMENT

Plenary 2, Session 1: Policy Issues

Presenter: Dennis McCarty, Ph.D., Professor, Department of Public Health and Preventive Medicine, Oregon Health

Sciences University

The work that needs to be done on these issues is messy, as this is largely uncharted territory.

There is a high rate of unemployment for those with substance abuse disorders and disabilities.

Linkages between service systems tend to be weak or non-existent. Today I will address key State and

Federal policies currently in operation, as well as examples of strategies, barriers, and opportunities.

policy environment and issues

The major legislation affecting policy in this area is the Americans with Disabilities Act (ADA),

which requires physical access and encourages employment of people with disabilities. However,

Congress recently decided that individuals with substance

use disorders are no longer eligible for disability benefits. Yet

many people are still not in the work force. 

The Temporary Assistance to Needy Families (TANF)

legislation replaced the AFDC welfare system. The TANF

requirements assume work must be done to earn mone-

tary benefits, which will terminate in 5 years. This system

ultimately transfers responsibility to the States and away

from the Federal government. Although the prevalence of

drug problems in the disabled population is higher than

the general population, it is even higher on the State

welfare rolls. Those with the most serious problems are

likely to remain on the welfare rolls, as they are least prepared for employment. 

There are problems in bringing various service systems together, as individuals may not meet

the eligibility criteria for all systems. Systems that emphasize small, specialized, independent

services will have a greater challenge coordinating care. In addition, there is a lack of 

economic and human resources, evidenced by the fact that most of the people working on these

problems can fit in one hotel. 

washington state: linking vocational and aod services

In Washington State, vocational and AOD services are linked. The Alcohol and Drug Abuse

Treatment and Support Act (ADATSA, 1987) targeted indigent adults deemed unemployable and

incapacitated because of addiction. The law required 6 months of chemical dependency treat-

ment over a 2-year period. There was financial support while in treatment, but no welfare benefits

for those not in treatment. The State Community Service Office determined financial eligibility

and referred clients for an alcohol or drug assessment, if necessary. 

Although the prevalence of drug 
problems in the disabled population 
is higher than the general population, 
it is even higher on the State welfare
rolls. Those with the most serious
problems are likely to remain on 
the welfare rolls, as they are least 
prepared for employment.
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The assessment determined whether there was “severe dependence” that left an individual

unemployable, which was required by ADATSA for program eligibility. Those who qualified had

a clinical substance abuse treatment plan approved and entered a three-phase program that

included primary treatment, reintegration into the community, and aftercare. Optional voca-

tional services began at about 2 to 3 months into treatment. 

An evaluation of ADATSA (Luchansky et al., 2000) examined the earnings of participants

from 1987 through 1995 using State Department of Employment records. The evaluation

assessed the influence of treatment completion and completion of vocational services on earnings. 

Results indicated that:

• Treatment completion increased earnings

• Vocational services increased earnings

• Greatest earnings were achieved if both were completed

• Individuals who are unemployable because of addiction can become productive

Other findings indicate that the initial gains were modest, but improvements continue with

stable employment. The study’s authors suggested that vocational support be continued to main-

tain initial employment. However, vocational support for ADATSA clients was discontinued in

2001, after the Federal determination that alcohol- and drug-dependent individuals do not meet 

“severely disabled” eligibility standards. The State was therefore not able to continue support for

this program.

abstinence linked to vocational training

In another study (Silverman et al., 2001), 40 pregnant and postpartum women in methadone

treatment received vocational training if daily urine tests indicated they were not using heroin or

cocaine. The salary started at $7.00 for 3 hours of work and increased $.50 a day for abstinence.

Findings indicated that:

• The contingent group had more drug-free days (50% versus 27%)

• Salary for work can reinforce abstinence

This study indicates that there may be programmatic changes that can be used as incentives to

stimulate clients in recovery. 

implementation challenges

Implementation of innovative program changes face numerous challenges. The stigma of addic-

tion is exponentially complicated by the stigma of disability. Health care professionals are not

routinely screening for alcohol and other drug (AOD) problems. Some family members and case

managers support the continued use of drugs by those with disabilities. 

The issue of physical access is the easy part. However, attitudes resist change. Education and

training are required to change entrenched attitudes. We also need to develop screening and
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referral mechanisms, other creative approaches, and exercise patience. The goal is persistent,

steady improvements. 

Opportunities for innovative policy strategies include:

• Building on welfare reform initiatives by promoting recovery and economic 

independence through links with VR services

• Responding to severe dependence as a disability

• Fostering physical and program access to AOD treatment

Plenary 2, Session 2: Workforce and Employment Policy

Presenter: James Jeffers, M.A., President, Jeffers Consulting

My interest in substance abuse and disabilities began when I was in

Maryland, working for a vocational rehabilitation program in the State,

and also because of my experience with the Social Security Administration.

My perspective is not as a substance abuse provider. I have a background

in workforce development and I directed programs in several States

related to the passage of the Workforce Investment Act (WIA) of 1998.

These States include West Virginia, Maryland, and Illinois. 

We’re all apprehensive about systems change because we have to adapt

our perspectives. This type of change is not new to the rehabilitation and

disability community. Deinstitutionalization of programs in the past

closed down congregate facilities and community-based mental health

programs evolved from asylums. Vocational rehabilitation in fact did

change fundamentally in 1973 with consumer involvement, and finally

the ADA, which is just beginning to have an impact in this country. 

the workforce investment act of 1998

The Workforce Investment Act (WIA) was signed into law August 7, 1998.

The key principles of the Act are:

• Streamlining services by using One-Stop “silos.” Services are often duplicated, but 

many generic administrative functions can be streamlined.

• Empowering individuals. Under the Act, the voucher is the individual training 

account. The consumer can “shop” for the services needed. 

• Universal access. The Act “levels out” access for each individual.

• Increased accountability.

• New roles for local boards.

• State and local flexibility. WIA is not a block grant yet. There will be further 

integration of services with increased flexibility.

•  Additional youth programs.

Plenary speaker Jim Jeffers, Consultant
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aspects of the workforce investment system

The system provides the framework for national workforce preparation and employment. It was

designed to meet the needs of businesses as well as job seekers. The law re-wrote the Federal

statutes governing:

•  Workforce system development – Title I

•  Adult education and literacy – Title II. These educational linkages are not part 

of the Act yet.

•  Wagner-Peyser- Title III

• Rehabilitation Act amendments – Title IV. This is very important to us and is now 

part of the WIA. In 2003, there will be further consolidation.

The Act is intended to provide a more coordinated, customer-friendly, and locally driven work-

force development system.

workforce investment board

The Workforce Investment Board (WIB) is appointed by the Governor of each State and can allo-

cate funding through the State. Each Board segments the State, usually representing counties.

Each county has their own Workforce Board with skill training activities. In West Virginia, the

Workforce Investment Board is composed of 64 members, including:

•  The Governor

•  Three members of each chamber of the State Legislature

• Representatives appointed by the Governor

• Business (which must be the majority)

•  Three chief local elected officials

• Four chairs of the local Workforce Investment Boards

• Labor organizations 

• State agency heads

• Individuals with related experience

• Others, as the Governor may designate

The duties and responsibilities of the Board in West Virginia

are to assist the Governor in developing a 5-year strategic

plan, continuously improving the system, and comment-

ing on the vocational education State plan. They also

designate local workforce investment areas, develop alloca-

tion formulas, develop State performance measures, prepare

annual reports, develop a statewide employment statistics system, and apply for incentive grants.

The Governor established seven workforce investment areas to meet the workforce needs of

West Virginia citizens. The local areas are closely aligned with economic development areas.

The Work Force Investment Act is
intended to provide a more coordinated,

customer-friendly,  and locally driven 
workforce development system.
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establishment of gwio

In December of 1999, the Governor’s Workforce Investment Office (GWIO) was established by

Executive Order No. 16-99. GWIO serves as the lead on all statewide workforce investment

matters. It directs the timely and comprehensive implementation of the Workforce Investment

Act (WIA) and ensures coordination and cooperation among the West Virginia WIB and all State

agencies and programs engaged in workforce investment activities.

More information about the Governor’s Workforce Investment Office can be found at:

www.WVGWIO.org

youth councils

Youth councils were established as a subgroup of the local board in cooperation with local elected

officials. These programs receive greater than 1/3 of WIA funding, as great emphasis is now

placed on this population (ages 14 to 21). The council’s members include:

•  Local Board members with expertise on youth issues

• Youth service agencies and former participants

•  Parents

•  Job Corps

•  Others

The duties and responsibilities of the Youth Councils are to develop the youth portion of the local

plan, which is subject to the Board’s approval. They recommend youth providers and grant

workers, provide oversight, and coordinate youth activities

four principles of “one-stop” services

Characteristics of One-Stop services provided under this system are:

•  Universality

•  Customer choice

•  Integration

•  Performance driven and outcome-based

Under WIA, One-Stop service delivery must be established in each local area, overseen by the

One-Stop system. Local communities have flexibility in designing the system, but each local

system must be comprised of partners that provide core services. Each local area must also have

at least one comprehensive center and may be supplemented by other centers (called electronic

access points).

Some One-Stop Partners include:

• WIA - Title I Programs

• Wagner-Peyser
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• Adult education and literacy activities

•  Title I of the Rehabilitation Act

•  Welfare-to-Work

•  Title V of the Older American Act

• Post-secondary vocational education

•  Trade act

•  Veterans programs

• Community Services Block Grant Act

• Housing and Urban Development 

• Unemployment compensation

wia statewide activities 

WIA specifies three funding streams to States and local areas: adults, dislocated workers, and

youth. Fifteen percent of funds from each of these three funding streams may be reserved for

statewide activities and these funds may be merged. Twenty-five percent of the dislocated worker

fund is reserved for statewide rapid response activities, which is one of the required activities.

Others include:

• Maintaining a list of eligible providers of training services

• Monitoring and oversight

• Providing technical assistance

•  Assisting in the establishment of One-Stop delivery systems

• Developing fiscal and management accountability information systems

• Providing additional assistance to local areas

future challenges for workforce system development 

Major changes are just beginning and the reauthorization will bring substantial changes. For

example, rehabilitation as part of WIA, devolution of policy to the local level (Boards, employers,

etc.), more integrated service delivery, and an emphasis on performance-based outcomes (what

happened to clients). There will be more customer focus with the voucher concept, as clients will

have increased power to determine the services and provider they want. There will be increased

focus on 14-to 21-year olds with substance abuse problems and disabilities. Finally, there will be

enhanced involvement of the business and employment community.

additional information

Additional information can be obtained from:

Governor’s Workforce Investment Office

1900 Kanawha Boulevard East, Building 6, Room B-617

Charleston, West Virginia 25303

1-877-WORK4WV (toll-free), Phone: (304) 558-7024, Fax: (304) 558-7029

www.WVGWIO.org or www.WORK4WV.org
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Plenary 2, Session 3: State Vocational Rehabilitation Commentary

Presenter: June Gutterman, Ed.D., Interim Administrator, Ohio Rehabilitation Services Commission

I’ve been the director of the Ohio Rehabilitation Service Commission’s (ORSC) Bureau of

Vocational Rehabilitation since 1988. Prior to that, I was the director of ORSC’s Bureau of

Services for the Visually Impaired and superintendent of a County Board of MRDD in Ohio. 

As we think about achieving employment outcomes for people with disabilities who have

coexisting substance abuse problems, we have to do so in the context of the larger environment.

The structure of how we work has changed due to the devolution of policy from the national

perspective to the local perspective; we are now in a system that is less macro and more micro.

We are reacting to try to isolate needs at the local level, and as a result we’re dealing with the real-

ities of fragmented service delivery across a State.

We are in the beginnings of a worker shortage that is being driven by the demographics of

age. This will be the key that drives our economic prosperity in this country over the next decade.

We have to grow workers, yet the supply is fixed. We simply will not have enough new workers

entering the labor force to compensate for the larger number of baby boomers who will be leaving

the workplace. The challenges will be to prolong the work life of boomers and to bring new

workers into the system as quickly as possible (productivity). Since the supply of new workers is

essentially fixed, we have to look at programs that will tap into under-utilized portions of the

current labor supply. e.g., people with disabilities. Due to archaic public policy, and many times,

professional practice, the productivity potential of people with disabilities has so far been

untapped. Simply stated, we’ve got to move people with disabilities from the dependency side of

the equation to the productivity side.

When social security was first implemented in the 1930’s, life expectancy was 65, which by

design coincided with the traditional age of retirement, i.e., 65. As we evolved, we now have

people who are on social security for long-term periods of time. Eventually, we will have fewer

workers contributing to social security than those who are drawing from it. The Work Incentives

Improvement Act of 1999 (TWIA), also known as “the Ticket-to-Work,” the Workforce Invest-

ment Act (WIA), and Temporary Aid to Needy Families (TANF), all have at their roots an attempt

to address the economic need to increase the number of people who can be part of the workforce;

the need to increase worker productivity.

Think for a moment about how TANF emerged, and how its requirements moved people

into the workforce. Think about the impact of “devolving a massive State-driven service delivery

program to one that is locally driven.” Most of our strategies reflect systems that are either nation-

ally or State driven, because the “critical mass” of people with severe disabilities could only be

really felt at that level.

How do we change our tactics and strategies to impact policymakers at a local level where

that “critical mass” of people with severe disabilities may not by present? So we can deliver the

depth of services needed by this population to ensure that they can gain and maintain employ-

ment? The TANF and WIA legislation create systems that operate at the Local level. Because of

the built-in time limitations, the work requirements of these laws are intended to achieve results

in a shorter time frame. The intent is to move a large number of people into the workforce
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quickly. There is no long-term public policy view on how to create systems change on employ-

ment. We’re “reactive.” We’re dealing with Local governments and we are subject to the vagaries of

the local region.

How do we get long-term change at the local level? We need to acknowledge the underlying

premise of change. Employers will be the driving force. Their needs are not for entry-level

workers, but for incumbent workers. As an employer, if I spend my money to train somebody, it

comes out of my bottom line. This leaves those with complex problems and the hard-to-serve out

of the employment equation. 

We need to convince those on local workforce boards not to exclude those individuals with

severe and complex disabilities from accessing employment services that will not only give them

access to enter the workforce, but also make gains within that

labor force. We need to convince them that this population

holds part of the answer that labor needs. First, however, we

need to convince ourselves that the people we serve are in

fact part of the answer to the labor problem.

We have to get sharp at developing a common lexicon

and understand what an integrated system looks like. We

have to present a common front to multiple local and State

funders, and that message is: given the appropriate level of

services, people with severe disabilities are a viable answer to

their labor needs.

We have to be mindful that the workforce and Ticket-to-

Work legislation places an emphasis on performance-based

outcomes. If employers have the majority control of funds,

they’ll define the outcome. We have to deliver individuals to

employers who are ready to work. We have to acknowledge how substance abuse and disability

and workforce issues come together for the people who come to us for services. If not, we won’t

be able to receive the long-term funding needed for many of them to become employed.

I’ll close by saying we need to change tactics on how we work together. We have to collabo-

rate using aggressive, long-term strategies. We have to become more macro. If we compete

among ourselves for diminished resources, we’ll fail those with disabilities.

We need to convince those on 
local workforce boards not to exclude

those individuals with severe and 
complex disabilities from accessing

employment services that will not 
only give them access to enter the 

workforce, but also make gains within
that labor force. We need to convince
them that this population holds part 

of the answer that labor needs.
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PLENARY 3 :  IDENTIFYING DESIRED OUTCOMES IN TREATMENT 

AND REHABILITATION

Plenary 3, Session 1: Community-Based Treatment of Substance Abuse 

Following Traumatic Brain Injury

Presenter: John D. Corrigan, Ph.D., Professor, Ohio State University

I’m working as the Principal Investigator on a SAMHSA grant to study methods for engaging

persons with substance abuse problems and traumatic brain injury (TBI) in treatment. Today I’ll

provide an overview of the treatment program, describe the population served, and discuss the

usefulness of this model to clients.

substance abuse and tbi

We know that 1/4 to 1/3 of persons hospitalized with TBI has a BAC of .10, but we have minimal

data on other drug screens. The point is that there is an important correlation between TBI and

drug and alcohol use. One study indicated that those with TBI who were admitted for acute reha-

bilitation showed a high association with unemployment, living alone, engaging in criminal

activity and having low subjective well being. Numerous studies (for example, Baguley, et al.,

1997) support the idea that there is an additive effect on the brain for those who have TBI and

who drink socially. One problem seems to compound the other. Therefore, abstinence is impor-

tant for those with TBI. 

community-based treatment: the tbi network

The “TBI Network,” which began in 1991, uses proactive methods for getting involved with TBI

clients over the long term. We are involved in active case finding, resource and service coordina-

tion, and the education of community providers. This community-based program has been

found effective and has been replicated both as a freestanding program and as a treatment

approach within other programs.

Six guiding principles shaped the TBI network:

1.   Persons are eligible for involvement with the program regardless of their current 

readiness to change concerning substance use. We use the transtheoretical model 

of “stages of change,” which can be applied to employment issues as well as to 

substance abuse. 

2.   Involvement with clients is holistic. All problems of community integration must be 

addressed, not just those thought to be related to TBI or to substance abuse. The 

program was funded as a substance abuse/vocational rehabilitation program and will

work with clients on many aspects of their lives. We try to be a consistent agent

throughout the treatment process and after, staying with the client as they work with

different providers. 

3.   The client and family are the decision makers regarding goals and objectives. Staff 

provide information and facilitate. 
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4.   The attitudes, beliefs, and skills acquired in a person’s home community are more likely 

to be sustained in that community than attitudes, beliefs, and skills learned elsewhere

that require generalization. The point is: will clients be able to use the new skills in

another context? It’s better to change complex sets of behaviors in the settings in which

they’ll be used.

5.   When facilitated through case-specific consultation, the expertise of local service 

providers is extremely applicable to the problems of substance abuse following trau-

matic brain injury. An emphasis on working in an interdisciplinary manner is the

“glue” that provides consistency. We advocate the use of the existing substance abuse 

treatment system, not a separate one for those with disabilities.

6.  The client, family, and service providers are a team whose efforts need to be actively 

coordnated. Everything is done as part of an interdisciplinary team process. We are

proactive in forming an ad hoc community team that includes the providers and 

the client’s support system. 

characteristics of persons with substance abuse problems after tbi

The typical brain injury population has the following demographics:

•  76% male, 24% female

•  77% Caucasian, 22% African American, 1% Other

•  Age 31 to 40 has the highest incidence at 38%

•  Age 41 to 50 accounts for 28%

•  Age 21 to 30 accounts for 26%

Causes are often attributable to motor vehicle accidents (45%) and assaults (26%) (not including

gunshot wounds, which account for an additional 5%). Most clients

have come into the system through the ER, rather than through the

AOD system. Substance abuse problems usually begin within 1 year

post-injury (46%) or 2 to 5 years post-injury (21%). 

The drug of choice used by this population is primarily alcohol

(72%) and beer is preferred. About 60 percent of persons with

Traumatic Brain Injury (TBI) and substance abuse disorders indi-

cate that beer is their drug of choice.

Only 16% of this population have employment as a primary

source of income. This means that 80 % have an employment need.

Other sources of income include social security, family members,

or Temporary Assistance for Needy Families (TANF), and 16

percent have no income.

There are a number of coexisting risk factors found in this popu-

lation, including dropping out of school (43%), being physically

abused as a child (30%), being a victim of domestic violence (29%),

having a developmental disability (21%), or being sexually abused as

a child (18%). Sixteen percent test positive for HIV or AIDS. Plenary participant
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Involvement in the criminal justice system is evidenced in the arrest rate for drug charges,

assault, weapons-related charges, and shoplifting (one of these arrests has occurred in about 20

percent of this population). Burglary or breaking and entering are found in the history of an addi-

tional 16 percent.

tbi outcomes: three months post-discharge

A study of the Traumatic Brain Injury (TBI) Network examined three outcomes: abstinence,

productivity, and life satisfaction at 3 months post-discharge. Approximately 60 percent were

abstinent at this point and 75 percent were employed.

About half of the clients successfully discharged are

with us for about 2 years. This is not a short-term inter-

vention and will not be popular with those looking for a

short length of stay. The good news is that if you look at

the cost per client, it is under $3000. 

In terms of discharge status, 28 percent leave the

program with all treatment goals met, while 27 percent

are never engaged and are essentially untreated. Forty-five

percent achieve some, but not all treatment goals.

in summary

In summary, the TBI Network appears to be an effective and efficient model of treatment for

substance abuse following TBI. However, both the nature of the target population and the dura-

tion of treatment lead to significant dropout rates. More research is needed on ways to engage

clients in treatment and maintain them there. 

Plenary 3, Session 2: Dual Substance Abuse and Mental Disorders

Presenter: Diana M. DiNitto, Ph.D., Cullen Trust Centennial Professor in Alcohol Studies and Education,

University of Texas at Austin, School of Social Work

Numerous terms and acronyms are used to describe coexisting mental and substance use disor-

ders, some of which are:

• Dual diagnoses

• Multiple diagnoses

• Substance abuse and co-occurring mental disorders

•  cami/micaa/midaa® (for details, see the web site at http://users.erols.com/ksciacca)

These terms all mean that an individual has a diagnosis of one or more mental disorders and one

or more substance use disorders. 

A study of the TBI Network 
examined three outcomes: abstinence, 

productivity, and life satisfaction at 3
months post-discharge. Approximately

60 percent were abstinent at this 
point and 75 percent were employed.
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prevalence

The Epidemiologic Catchment Area (ECA) Study indicated that of those with a lifetime mental

disorder, 22 percent also had alcohol dependence or abuse and 15 percent had drug dependence

or abuse. Those with a mental disorder were more than two times as likely to develop an alcohol

use disorder and more than four times as likely to develop a drug use disorder than those without

mental illness (Regier et al., 1990). Substantial co-occurrence was seen with antisocial person-

ality disorder (84%), schizophrenia (47%), affective disorders (32%), and anxiety disorders (24%).

The National Comorbidity Survey (1996) has higher figures than the ECA. It indicated that,

of those with a lifetime substance dependence or abuse disorder, 41 to 66 percent had at least one

mental disorder. Of those with at least one lifetime mental disorder, 51 percent also had a

substance dependence or abuse disorder (Kessler et al., 1996).

approaches to treatment 

Several approaches to treatment of this population have been used: sequential, parallel, and inte-

grated. With sequential treatment, the individual receives treatment for either the mental illness

or the substance use disorder and then receives treatment for the other illness. Often the clients

go back and forth between the two treatment systems, because treating one illness without

treating the other is ineffective. This makes the client into a human ping pong ball. In parallel

treatment, both systems serve the client concurrently. The preferred method is integrated 

treatment. Providers of integrated treatment are skilled in treating both types of problems at the

same time.

The principles of treatment for this population according to Drake, et al. (1993) are:

•  Assertiveness

• Close monitoring

• Integration

• Comprehensiveness

• Stable living situation

• Flexibility and specialization

• Stages of treatment

• Longitudinal perspective

• Optimism

studies of dual diagnosis treatment 

Studies of the effectiveness of dual diagnosis treatment have used a variety of treatment

approaches, including residential programs, therapeutic communities, and group and outpatient

treatments. Of four studies that used random assignment, DiNitto et al. (in press) and Lehman

et al. (1993) showed no significant differences between experimental and control groups on

outcome measures. The only difference that Burnam et al. (1995) showed was that experimental

groups had fewer days of alcohol use than the control group at the 3-month followup. Drake et al.

(1998) found that Assertive Community Treatment (ACT) subjects improved more on some
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substance abuse and quality of life measures, but not on most measures, compared to those

receiving Standard Case Management.

Studies using non-random assignment had the following results:

• Blankertz & Cnaan, 1994: Comparing two residential treatment models, the 

experimental group had more successful program exits (sobriety, hospitalizations, 

and permanent residence).

• Bond et al., 1991: More ACT and Reference Group subjects than controls were 

engaged in treatment at 18 months; there were few other differences (e.g., alcohol 

use, life satisfaction).

• Drake et al., 1997: Compared to the Standard Treatment group, the Integrated 

Treatment group had fewer institutional days, more stable housing, and greater 

substance abuse recovery, but the groups were similar in drugs other than alcohol. 

There were minimal differences in some other areas and no employment differences.

•  Jerrell & Ridgely, 1995: There were more positive outcomes for the Behavioral 

Skills Group than other treatments, but differences on many outcome variables 

were not significant. Experimental subjects did not do better than controls on 

work outcomes. 

• Nuttbrock et al., 1998: Therapeutic Community clients were more likely than 

Community Residence clients to be drug free and improved more on 

psychiatric symptoms.

• Webb, 1994: Experimental subjects receiving a group treatment for dual diagnoses 

were less likely to leave a residential program prematurely, but there were no 

other differences.

Most studies have not looked thoroughly at employment differences.

addiction severity index

The Addiction Severity Index (ASI), an assessment instrument designed by McClellan et al.

(1985), takes employment into account in multidimensional assessment and substance abuse

treatment planning. The ASI also looks at medical, alcohol, drug, legal, family/social, and psychi-

atric issues. Treating the substance abuse problem is not always enough to make a difference in

all these areas.

differences in treatment 

We call both mental illness and chemical dependency brain diseases, but we’ve treated them

differently over time. Those with mental illness may receive:

• Professional care

• Individual treatment

• Medications
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•  Life-long treatment

•  Sheltered employment

Those with a chemical dependence problem receive:

•  Self-help approaches

•  Group treatment 

•  No medications

• Additional treatment only for relapse

•  Expectation of competitive employment

In the chemical dependency field, even those with severe substance dependence are expected to work.

outcomes of clients receiving state vocational rehabilitation services

There are positive findings for the dually diagnosed receiving vocational rehabilitation services.

In one study, the combination of disabilities and their severity did not seem to affect successful

case closure (Schwab & DiNitto, 1993).

Some studies address employment for this population. Moggi et al. (1999) indicated that

programs with a stronger dual diagnosis orientation showed higher rates of employment (34%

versus 25%). De Leon et al. (2000) found some evidence to support the idea that modified TCs

improved employment outcomes compared with treatment as usual. 

A systematic review by Crowther et al. (2001) indicated that supported employment was

more effective than prevocational training in helping clients with severe mental illness obtain

competitive employment.

And finally, a 1995 article by Baron recommended redefining work for those with mental

illness to allow for more flex time, job sharing, and other options that could address the “stag-

gering rate of unemployment among persons with long-term mental illness.” Employment

should be a primary and not a secondary concern. 

Critical components are:

•  Rapid movement into a real job

•  Intensive support for stabilization

•  Ongoing assistance on the job

• A greater role for consumers in the service delivery system

Disability policy should be changed so that everyone can participate in meaningful employment. 
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PLENARY 4 :  IDENTIFYING DESIRED OUTCOMES IN EMPLOYMENT,

EDUCATION,  AND TRAINING

Plenary 4, Session 1: Identifying Desired Outcomes in Employment

Presenter: Susanne M. Bruyere, Ph.D., Director, Program on Employment and Disability, Cornell University

National longitudinal surveys suggest that there are continuing disparities in employment rates

for Americans with disabilities. The goal we’re discussing today is getting and maintaining

employment for people with disabilities in the U.S. The research I’ll be presenting is from

Cornell University. Cornell conducts employment policy and practices research and examines

private and Federal sector employer responses to disability and civil rights legislation. 

research on employment practices in private and federal sector organizations

Employers are crying for a new source of labor. The Federal workplace is the largest employer in

the country. There are several incentives to hire people with disabilities that were implemented

as Executive Orders in the Clinton administration. 

Individuals concerned about equal employment opportunities for people with disabilities

can now better leverage our advocacy position based on several key pieces of legislation:

•  The Rehabilitation Act of 1973

•  The ADA

•  The Workforce Investment Act

Much of the Cornell research work done on employment and disabilities in the workplace

focuses on Human Resources (HR) professionals, as they are informants on the status of the

workplace. There is, on the average, one HR professional for every 100 employees. HR profes-

sionals routinely deal with facets of the employment

process in which disparities can occur at every step of the

way, from the application process through the grievance

process. This provides us with a way to get inside the

workplace.

Based on our research, it’s clear that many HR

professionals are unaware of the protections of the

Americans with Disabilities Act (ADA) and of the accom-

modations that might be helpful. They also are often

unaware of how to access resources for people with

disabilities. Cornell conducted two telephone surveys of HR personnel on compliance with the

ADA. One survey used a stratified sample of HR staff in the private sector and one sampled all

HR staff in the Federal government.

A full report and Executive Summary of the Federal sector disabilities employment nondis-

crimination study conducted by Cornell University is available on our web site. A comparison of

the private and Federal sector employer HR representatives’ responses to these respective

It’s clear that many HR professionals
are unaware of the protections of the

ADA and of the accommodations that
might be helpful. They also are often
unaware of how to access resources

for people with disabilities.
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surveys is also available, as well as full reports of the private sector surveys. Click on the following

link: http://www.ilr.cornell.edu/extension/files/download/comparison16REVISED.pdf

survey methodology

Two 10-page parallel surveys were conducted covering issues dealing with the employment provi-

sions of the ADA, and for Federal sector organizations, the Rehabilitation Act of 1973 as

amended, was also addressed. Surveys were used with a random sample of the membership of

major human resources professional organizations and Equal

Employment Opportunity personnel.

Private sector personnel were surveyed from the Society for

Human Resource Management (SHRM) and the Washington

Business Group on Health (WBGH). A sample of 1,042 names,

addresses, and telephone numbers was obtained from SHRM,

randomly selected based on the size of the organization they worked

for. The goal was to have a random sample of individuals from small,

medium, and large organizations in the U.S. Of the original sample,

1116 were eligible respondents and 813 responses were received (a 73

percent response rate). Response rates were similar for each size

group. Similarly, a study was conducted with members of the WBGH.

A 32 percent response rate (n=52) was received. 

For the Federal sector agency representatives, a list was obtained of

all human resources and Equal Employment Opportunity personnel

across all 96 U.S. Federal agencies. A total of 403 surveys were

completed out of 415 agency representatives who were contacted (a 97 percent response rate).

survey results

Both private organizations and Federal agencies are responding to the Americans with

Disabilities Act (ADA) by making accommodations for applicants and employees with disabili-

ties. Of the 11 areas asked about, survey respondents most commonly reported changes in the

following areas: making existing facilities accessible, being flexible in the application of HR poli-

cies, and restructuring job and work hours. Other frequently made changes by both groups

included modifying the work environment and making transportation accommodations. 

The accommodations least often made were in the areas of modifying training materials and

making changes in supervisory methods. There was a statistically significant difference in the

groups’ responses to making changes in all 11 categories, with Federal agencies more likely to

have made each change. This may be a function of the longevity of government agencies in their

experience in accommodation with the Rehabilitation Act of 1973. Private sector organizations

were much more likely to indicate they had “never needed” to make the change. 

Areas that respondents indicated were more difficult to change in both sectors were making

information accessible for people with visual or learning impairments and making information

accessible for people with hearing impairments. For the applicant interview process, respon-

dents across both groups were familiar with requirements for framing questions about job tasks

Suzanne Bruyere, plenary speaker
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and restrictions on eliciting medical information, but they were much less familiar with adapting

print materials for people with visual impairments and the use of TTY/text telephones to set up

interviews. Federal sector respondents had a much greater familiarity with accessing sign

language interpreters than their peers in the private sector. 

Respondents were presented with seven possible barriers to the employment and advance-

ment of people with disabilities. The largest continuing

barriers reported by both private and Federal sector

employers were lack of related experience and lack of

requisite skills and training in the person with a disability.

The next most often cited barrier was supervisor knowedge

of how to make accommodations. Attitudes or stereotypes

among co-workers or supervisors was seen as the third

most significant barrier among Federal respondents and

fifth among private sector respondents. In both groups,

the change most often attempt-ed but considered most

difficult to make was changing these stereotyped attitudes toward the employee with a disability. 

Means for reducing barriers that were considered most effective were: visible top manage-

ment commitment, staff training, mentoring, and on-site consultation or technical assistance.

Tax incentives were seen as the least effective method for reducing barriers. 

Employers are still uncertain about the interplay among different pieces of legislation

affecting people with disabilities. In the private sector survey, interviewees were asked about the

interaction of the ADA, the Family and Medical Leave Act (FMLA), Workers Compensation, the

Occupational Safety and Health Act (OSHA), and the Drug-Free Workplace or Omnibus

Transportation Employee Testing Acts. In the Federal survey, the same questions were asked,

and additional information was elicited about the uncertainty respondents experienced about the

Rehabilitation Act’s requirements on affirmative action and purchasing accessible technology

and equipment (Section 508). Private sector respondents reported significantly more uncertainty

about the ADA and other employment and safety and health legislation than their Federal coun-

terparts. Results were similar in both sectors, however, concerning the coordination of the ADA

and the Family Medical Leave Act and the interplay between the ADA and work-related injuries.

implications and future directions

Survey results indicate that while much progress has been made, barriers remain to the recruit-

ment, hiring, retention, and career advancement of adults with disabilities in the workforce.

Changes are clearly needed in the areas of interview considerations for those with visual or audi-

tory impairments. Another area for further exploration is workplace supports for persons with

psychiatric disabilities. Respondents in both sectors indicated a need for more information on

accommodations for these employees. 

Some remaining barriers are in the workplace itself. Attitudes toward people with disabili-

ties continue as a workplace integration issue, even though most organizations in both sectors

have attempted changes. Perhaps this area can be merged with diversity programming or

addressed independently with continued training across all personnel. 

The largest continuing barriers to
employment reported by both private

and Federal sector employers were
lack of related experience and lack of

requisite skills and training in the
person with a disability.



second national conference on substance abuse & coexisting disabilities 51

It is imperative that supervisors’ lack of knowledge about accommodations for people with

disabilities be addressed through training, as supervisors are integral to the accommodation

process in the workplace. 

Formal or informal disability management programs have made some contributions to the

implementation of civil right laws. This area should be further explored as a programmatic struc-

ture to support workplace disability nondiscrimination policies and practices. Unions can also be

beneficial in the accommodation process. Focus groups with unions may be a good way to

continue information gathering. Through the unions, we may learn more about barriers and

ways to engage unions to address continuing attitudinal issues toward persons with disabilities.

full survey reports available 

A copy of the full survey report is available from the Cornell University Program on Employment

and Disability at 607-255-7727 (Voice); 607-255-2891 (TTY); 607-255-2763 (Fax); or e-mail

Susanne M. Bruyere at smb23@cornell.edu

A copy of the full survey report is available online at: http://www.ilr.cornell.edu/ped/

projects/ADA_Projects/PPFSO/

Plenary 4, Session 2: Identifying Desired Outcomes in Education

Presenter: John Benshoff, Ph.D., Professor, Rehabilitation Counseling, Rehabilitation Institute, 

Southern Illinois University

In the mid-1970s I taught a course on substance abuse and disabilities and I took it to a rehabili-

tation conference. At that time, the audience didn’t want to help those that had, in their opinion, 

“brought their disabilities on themselves.”

issues

Today I’ll talk about our Counselor Training Program in

the Rehabilitation Institute at Southern Illinois

University (SIU). It’s a large program that prepares indi-

viduals to become Alcohol and other drug (AOD)

counselors. It allows students a dual career track for

rehabilitation counseling and substance abuse treatment.

The breadth and depth of focus is spread across the

curriculum. As this program was developed, we asked,

What’s the role of the internship and of the practicuum?

How deeply do you immerse AOD information in rehabilitation work? 

The decision was made to train rehabilitation counselors who have a specialty in substance

abuse treatment. The notion of being holistic is extremely important for any counselor. For those

working in the field, there are elements missing. We want to prepare people adequately, but there

are also ramifications. What kind of jobs will people get? How does the program establish a

curriculum? Where is it going?

The Counselor Training Program in
the Rehabilitation Institute at
Southern Illinois University allows
students a dual career track 
for rehabilitation counseling and 
substance abuse treatment.
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I’m a CRC, and when we look at State credentials for AOD counselors, the requirements

differ tremendously. Our program is degree-specific. You have to be in an MA program that is

very focused on rehabilitation. MSWs can take some courses also, but we want to expose them to

rehabilitation ideas, such as getting people jobs as part of recovery. Many substance abuse agen-

cies have jobs very low on the priority list. Concerning the importance of vocation, we don’t talk

about solutions like rehabilitation does. Vocational issues are central.

We have students with varying types of recovery status. Some are recovering from substance

abuse, some from disabilities problems, some from both. It’s an accessible university, so that

aspect is not a problem. When substance abuse recovery students first came in, there were new

issues. We had to ask, what was the meaning of their contribution?

educational models

There are several models used for training in this field. The “stand-alone” model teaches

substance abuse and rehabilitation issues in parallel. The “integrated” model infuses both types

of issues across the curriculum (horizontal integration) or layers them on top of the curriculum

(vertical integration). Continuing education takes place in settings such as this conference. 

research and the literature

There are several coexisting disabilities that get a lot of play in the literature, such as traumatic

brain injury (TBI) and mental illness/substance abuse (MISA) disorders. Beyond that, the litera-

ture is fairly sparse. Some of my students have attempted to research specific topics and there is

no literature at all. We need to publish more. 

There has been a shift concerning monographs. In the early 1990s, there was quite a bit

published on rehabilitation and now we’re seeing strong involvement from CSAT, which

strengthens this trend. The book I co-authored with Dr. Timothy Janikowski, The Rehabilitation

Model of Substance Abuse Counseling, is currently the only book out there that thoroughly

addresses disabilities and rehabilitation. Otherwise, books that address these issues are rare.

field work experiences

Concerning field work, do we have sites and supervisors that work for students? Many of those

supervising don’t have Masters degrees. Regulations differ by State agency, and so these settings

may not make good field sites. In addition, those with a criminal justice history (which could be

related to past drug use) are not allowed to work in some State agencies. These are all concerns

that need to be addressed.
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Plenary 4, Session 3: Identifying Desired Outcomes in Research to Practice 

and Technology Transfer

Presenter: Stanley Sacks, Ph.D., Director, Center for Integration of Research and Practice, 

National Development and Research Institute, Inc. (NDRI)

The Technology Transfer Model follows a continuous loop that connects an identified problem,

the programmatic response to the problem, research on the effectiveness of model programs, the

development of knowledge and tools, and new applications. 

the problem 

The problem used to exemplify the Technology Transfer Model is the co-occurrence of mental

illness and substance abuse (MISA) disorders.

1.   The prevalence of co-occurring disorders is increasing; the National Comorbidity Survey 

indicates that as many as 10 million people may have both a lifetime addictive disorder

and a lifetime mental illness disorder. 

2.  Co-occurring disorders have five defining features: 

•  Both a mental illness and a substance abuse problem are present

•  Problems are evident in several areas, such as work and social life (a 

multidimensional disorder) 

•  Impaired functioning (clients may function cognitively at a low level)

•  Disaffiliation from the mainstream

• A need for long-term treatment 

3.   Certain treatment implications follow from an understanding of these features. These are 

the need to treat both disorders, the need for ancillary services, the need to simplify treat-

ment protocols, the need to promote value changes, and the need for continuity 

of care. 

4.   Some symptoms of mental illness are: 

•  Flat or labile feelings, or a full range of feelings

•  Persecutory thoughts that may be concrete or tangential

•  Behaviors that may be either agitated, calm, withdrawn, or irritable

•  Hallucinations or other sensory experiences 

5.   The characteristics of addictive disorders are: 

•  Poor tolerance (frustration or discomfort with delayed gratification) 

•  Low self-esteem 

•  Problems with authority 

•  Guilt concerning the self, others, or society 

•  Poor impulse control; difficulty coping with feelings 

•  Unrealistic ideas 

•  Deficits in reading, writing, attention, or communication; and 

•  Dishonest, manipulative, or self-deceptive tendencies. 
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6.    An important difference between Axis I and Axis II disorders must be understood to plan 

appropriate treatment. Axis I includes schizophrenia, major mood disorders (depres-

sion or bipolar disorder), and anxiety disorders (panic, phobia, or post-traumatic stress);

Axis II includes major personality disorders (borderline, narcissistic, or antisocial 

personality disorders). 

the program response 

1.    A variety of promising models will be described in an upcoming Treatment 

Improvement Protocol (TIP) on dual disorders, which is being published by CSAT.  

These models include: 

•  Comprehensive Integrated Treatment (CIT), which is well documented.

• Assertive Community Treatment (ACT), in which community outreach teams 

provide crisis intervention and referral.

•  Intensive Case Management (ICM), a model that requires low caseloads and 

good linkages to other resources.

•  Modified Therapeutic Community (MTC). 

2.    Other treatment approaches that are often included within larger treatment models are 

ancillary/adjunctive services, self-help, educational approaches (inherent in almost any 

treatment), contingency management, and psychosocial rehabilitation. 

best practices 

Best practices include a number of components that cut across all treatment models. 

1.    First, a recovery perspective recognizes that recovery proceeds through stages, takes a 

long time, and requires a lot of empathic support. 

2.    All treatment should be integrated, comprehensive, and continuous. 

3.   Providers should use a phased approach that includes engagement, treatment, 

and aftercare.

4.   Self-help principles and approaches (AA and therapeutic communities) that allow peers

to help one another should be employed. 

5.    Clients need help to resolve concrete life problems around employment, children, and 

other areas of concern. 

6.   Clients with functional impairment need simplified and structured services. 

7.    Treatment should include building a community where people in recovery can relate to 

each other. 

8.  Housing is not just another service but fundamental to treatment, in the same way that 

psychotropic medications are. 

evaluation 

Evaluation is the next step in the technology transfer loop. The study examined the effectiveness

of a modified therapeutic community (TC) of moderate intensity, a modified TC of low intensity,
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and treatment as usual (TAU). Referrals came from a pool of homeless individuals with mental

illness and substance abuse disorders. Participants were sequentially assigned to one of the two

TC conditions. Both modified TC conditions included peer self-help and viewed the therapeutic

community as the healing agent. The results showed that improvement for the modified TC

groups was significantly greater than TAU on measures of drug and alcohol use and employ-

ment. These outcomes hold promise that the severely mentally ill can return to work when

appropriate treatment is provided. 

The costs of the modified TC approach were comparable to treatment as usual. TAU cost

$29,638 compared with $29,255 for modified TC. However, the modified TC also has an incre-

mental benefit of. The total net benefit per client over time was $252,114, with a cost-benefit ratio

of 13 to 1, or $13 of benefit for every dollar spent. 

knowledge and tools 

Several important tools resulted from this work, including 

1.    A program manual entitled Modified Therapeutic Community for Homeless Mentally 

Ill Chemical Abusers. 

2.   An implementation guide that described development of the project team and provided 

a field demonstration format. This guide describes the use of TC and specialized staff,

integration within the system (policy, guidelines, constraints, and involving stake-

holders) and integration within the agency (organizational readiness, encouragement

of program change, and collaboration). It describes methods for designing, launching,

and implementing a modified TC program, including the need for a planning group,

client and staff orientation, and training/technical assistance. 

3.   A training curriculum that addresses the questions: 

•  What is a TC?

•  What is a modified TC?

•  What do we know about Mentally Ill Chemical Abuser (MICA) treatment?

•  What is the role of the staff?

•  What are the main interventions/activities?

•  What is it like to be in a TC?

• How do we implement the program?

• How do clients change?

• How do we assess and diagnose co-occurring disorders? 

consensus building 

The study followed a consensus-building process at several levels: the city, the State, and within

the program. The consensus-building model that resulted includes system stakeholders,

develops a representative steering committee, works within the system and agency, meets system

needs, and follows a stepwise process. 
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new applications 

The knowledge and tools developed and evaluated in the program led to several new applications.

1.   Settings in which the modified TC can be applied in homeless shelters, TC drug 

treatment programs, community residences, prison, HIV/AIDS programs, and women

and children’s programs. 

2.   The program has been replicated in several locations: Montreal, New York City, 

Philadelphia, Colorado, and Auckland, New Zealand. 

research agenda 

In the future, the research areas that need focus are: 

• Length of treatment

• Critical comparative tests

• Diagnostic issues

• Treatment adherence

• Progress and outcomes

• System studies

• Economic studies

• Technology transfer

• Policy impact
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LUNCHEON PRESENTATIONS:

Luncheon: Day 1

The Federal Treatment Focus

Presenter: Sheila Harmison, DSW, Special Assistant to the Director, Center for Substance Abuse 

Treatment (CSAT)

Thank you for inviting me to give the Center for Substance Abuse Treatment perspective on the

issues of substance abuse, disabilities, and employment. I bring greetings from Dr. H. Westley

Clark, the Director of CSAT, and from Dr. Joseph L. Autry, the Acting Administrator of

SAMHSA. On their behalf, I will be giving you an overview of what SAMHSA, and in particular

CSAT, is working on concerning these issues.

CSAT is very much aware of the importance of this conference and the fact that the coordi-

nation of substance abuse treatment, employment, and coexisting disabilities services has only

just begun to be examined. To address some of these issues, CSAT developed and disseminated

the publication TIP #29, Substance Use Disorder Treatment for People with Physical and

Cognitive Disabilities. This is a compilation of best practice guidelines and is intended to facili-

tate the understanding and delivery of effective treatment services to people with disabilities. In

TIP #29, it is noted that coexisting physical or cognitive disabilities may affect up to 40 percent

of all clients served by the substance abuse treatment systems.

A key area of concern for many people with disabilities is employment. It has been estimated

that an approximately 60 to 70 percent of people with disabilities are either underemployed or

unemployed (Taylor et al., 1986 and LaPlante et al., 1997). Though the lack of employment may

be an issue in substance use, overcoming barriers to employment, with the aid of partnering

among all those involved (family, community, religious and service entities) will improve the

chances for recovery and should be addressed as a key component of treatment planning.

We must continue to stress the importance of employment considerations in treatment 

planning. Current barriers to comprehensive treatment and eventual employment for this 

population involve:

• Severity of the disorders

• Lack of access to services

• Lack of providers trained to work with people with disabilities

• Lack of sufficient resources available in the health delivery system, and

• Lack of coordination among State and local entities, including treatment 

centers, community health centers, educational centers, and vocational 

rehabilitation agencies. 

For too many years, those of us in the substance abuse field working with clients with physical

and cognitive disabilities have been forced to defer to fragmented organizational and political

systems, which takes the focus off the needs of our clients. Most States operate separate mental

health, substance abuse, and physical health agencies. Furthermore, social services, housing,
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and vocational needs are often managed in yet other agencies. Each of these areas usually has

different missions, treatment philosophies, and requirements for providers, with varying admin-

istrative structures and funding mechanisms. This makes it very difficult to provide quality and

timely services to people in need.

Additionally, the approach to treatment is critical and the drug counselor should always

consider the relevance of addressing vocational issues at every stage in the client’s treatment. To

address employment issues more directly, CSAT has developed TIP #38, Integrating Substance

Abuse Treatment and Vocational Services. This document recommends the need for vocational

services as an integral component of all substance abuse treatment programs. It addresses path-

ways to careers, job satisfaction, and overcoming barriers to employment.

TIP 38 also highlights the requirements of the Americans With Disabilities Act (ADA)(42

USC ‘1201 et seq. (1992). The ADA is the first Federal law initiated and championed by persons

with disabilities. The ADA puts the onus of accommodation on society rather than on the indi-

vidual with a disability. This legislation guarantees equal opportunity for individuals with

disabilities in public and private sector services and in employment. It is a comprehensive anti-

discrimination law that extends to all sectors of society and every aspect of daily living. This

Federal civil rights act provides the same basic civil rights protections to persons with disabilities

as to all other Americans.

Equal access to services, goods, and employment is assured through this law. However, in

order for employment to be acquired and sustained with this population, appropriate substance

abuse treatment is necessary. Accordingly, SAMHSA and CSAT have worked to examine some

of the gaps that exist for those with disabilities. 

The Minnesota Chemical Dependency Program for Deaf and Hard of Hearing Individuals

(MCDPDHHI) is one example. The program, fashioned to meet the communications and

cultural needs of deaf and hearing-impaired persons in chemical dependency treatment, is the

recipient of a Critical Population Grant from CSAT. Initial funding was awarded in 1990 and

subsequent renewal of these monies enabled program staff to provide training, develop and

modify materials, and provide treatment to deaf and hard of hearing individuals. 

The program operates on a 12-Step philosophy. Staff members are fluent in sign language

and knowledgeable of and sensitive to the deaf culture. Written materials are modified and video

materials are presented with sign, voice and captions. TTYs (which allow deaf people to commu-

nicate on the phone), assistive listening devices, and decoders for television are among the

special equipment provided for clients. 

In March of 2000, funds from a CSAT conference grant supported MCDPDHHI’s conven-

tion for substance abuse treatment professionals, called “Stepping Forward: A National

Substance Abuse Conference Focusing on Issues of Deaf and Hard of Hearing People.” Among

the topics considered were:

• Clinical approaches effective in treating deaf and hard of hearing clients

• Techniques most useful in outpatient recovery 

•  Deaf cultural differences and their impact on substance abuse treatment

•  Methods to reduce the risk of HIV and other sexually transmitted diseases



plenary addresses & luncheon presentations60

To dismantle barriers to treatment, the concept of “no wrong door” needs to be accepted.

Whether we are in the substance abuse treatment field, the mental health community, or the

primary health care community, we must recognize the need to diagnose and treat patients for

substance abuse, mental health, or coexisting disabilities, regardless of where they enter the

system.

“No wrong door” is one of the five guidelines of the National Treatment Plan Initiative

adopted by CSAT and the entire spectrum of the substance abuse treatment field, including input

from researchers, practitioners, the recovery community, and families who have loved ones who

suffer from the effects of substance abuse. The National Treatment Plan’s goals for “No Wrong

Door to Treatment” include requiring appropriate assessment, referral, and treatment in all

systems serving people with substance abuse and dependence problems no matter where they

come into the health system. 

It is often so difficult to bring into treatment those who are severely impaired. We must have

integrated systems of referrals, and cross-training of staff and other cooperative programs if we

are to treat the whole human being. Unfortunately, for years our delivery system has offered few

incentives for true partnerships. Each component of the system has

been preoccupied with its own survival and its own funding

streams. Mental health and substance abuse financing alone has

been severely affected by the reluctance of larger society to invest in

the treatment needs of those suffering from either condition.

Physical and cognitive disabilities have most certainly been a part of

this also.

These services must focus on recovery, not just symptom

reduction, and they must be available to all persons suffering from

substance abuse, mental health, or coexisting disabilities. CSAT

and its sister Centers in SAMHSA are embarking on several pro-

grams to help us attain that goal. We know that we need more

knowledge. For years there has been some insight into how sub-

stance abuse complicates treatment of mental illness. But there is

very little corresponding knowledge on how physical, cognitive,

sensory, or affective disorders complicate the treatment of clients

dealing with substance abuse issues.

We know that currently many substance abuse programs 

are not designed to cope with these clients. There are those in the

treatment field, for instance, who do not understand the role of

medications in the treatment of mental and physical disabilities and are uncomfortable manag-

ing treatment programs for substance abusers who are using medications that are vital to their

mental health.

We also know that cross-training of staff is needed so they can understand the fundamentals

of substance abuse treatment for a client with coexisting disorders. At a minimum, mental health

care providers and substance abuse treatment providers must both learn to assess and diagnose

their clients for physical, cognitive, sensory or affective disabilities. 

Sheila Harmison, luncheon speaker day 1
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One of the major problems has been the existence of disparate funding streams. SAMHSA

has been in the forefront of educating State and Local authorities that SAPT Block Grant funds

can be used to treat dually diagnosed clients, for example, as long as each Block Grant’s funding

is allocated to the type of treatment required by the grant.

A larger problem is the relative amount of money spent on substance abuse and mental

health problems and the alternative financing available for substance abuse and mental health

services. In 1997, our Nation spent one trillion dollars on all health services, with only $82.2

billion of that amount allocated to substance abuse and mental health services. 

Of these, the public paid for 58 percent of both mental health and substance abuse services

and 46 percent of all health services (includes Block Grant, Medicaid, Medicare, State and local

funding). The private sector paid for 42 percent of both mental health and substance abuse serv-

ices and for 54 percent of all health services.

Unfortunately, the mental health and substance abuse dollar is also fractured dramatically.

The $82.2 billion spent on mental health and substance abuse separates out to $11.4 billion for

substance abuse and $70.8 billion for mental health. Of these dollars, the public sector picks up

the cost of 64.3 percent of substance abuse treatment and 57.3 percent of mental health services.

The relative difference between public funding through the substance abuse and mental

health block grants is thus misleading. In 1997, the substance abuse block grant was an esti-

mated $900 million dollars, compared to $245 million in the mental health block grant. Still, the

total national expenditures for mental health services are approximately $70 billion, compared to

the $11 billion spent for substance abuse treatment and prevention services. These differences

create confusion and tensions, which affect administrative and clinical willingness to cooperate

when a client with coexisting disabilities presents for treatment. 

Another problem that needs to be addressed is case management. We need a system in

which a professional case manager is available to ensure that clients receive substance abuse

treatment that addresses their special needs in relation to acquiring the appropriate education

and skills training to prepare the client to enter the workforce. A treatment plan should be devel-

oped that addresses the client’s vocational training, rehabilitation, and employment needs at

every stage of the plan.

We have learned from research to date that this vulnerable population has to be educated to

understand its barriers to resources. We also know that mentors, monitors, and navigators are

needed to accomplish the established goals. This means that staff must be trained properly as a

person with a physical disorder or mental disorder of thought, feeling, or trust may have a diffi-

cult time deciding on treatment strategies.

As new knowledge is developed on best practices for treating those with coexisting disabili-

ties, CSAT is determined to spread this information to the field. We are providing technical

assistance to States as well as training. Through the Targeted Capacity Expansion grantee

program, CSAT has formed various cluster groups for those grantees servicing consumers who

are most similar to those of the proposed caseloads. The existing cluster groups are: Adolescents,

Co-occurring Disorders, Criminal Justice, Methadone, Native American, TCE/HIV, HIV

Outreach, Women, and the Co-Occurring and Other Functional Disorders (COFD).

The CSAT COFD cluster group is comprised of TCE grantees that serve consumers having
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co occurring substance related and other disorders that impair functioning and recovery. Co-

occurring disorders include mental health disorders, physical disabilities, and developmental

disabilities. The mission of the COFD is to enhance the quality of life for individuals with co-

occurring and other functional disorders by promoting and developing professional and

community competency. The COFD cluster group has identified a set of activities that will

contribute to improved treatment for people with co occurring and other functional disorders.

While common evaluation is a primary core for cluster activities, the COFD cluster will build

upon experiences and comparable data to develop products designed to benefit consumers,

providers, and policymakers.

Planned products include:

• Consumer-oriented literature (e.g., brochures)

•  A description of barriers to integrated treatment and proposed solutions 

•  A description of the nature and extent of the problem of co occurring disorders 

and other functional disorders 

• Translation of guiding principles into practice 

• Core competencies for staff

In 1999, CSAT funded a 3-year community treatment program grant that looks at increasing

substance abuse treatment compliance for persons with traumatic brain injury. It is conducted

through the Ohio State University Research Foundation, Health Sciences Office, and examines

three different methods of intervention to increase retention in

treatment for persons with traumatic brain injuries who have

substance abuse problems. I would like to recognize Dr. John D.

Corrigan, who is the Principal Investigator on this project. He

will be speaking to you this afternoon and I am sure can address

any questions you might have on this project.

The literature on substance abuse treatment compliance and

retention has focused primarily on client characteristics, the

substance abuse disorder, or the therapeutic alliance. This

proposal asks the question “What can be done to keep individuals

in treatment long enough for the therapeutic alliance to develop

and the initial rewards of behavior change to be experienced?”

Previous studies through Ohio State University have found

that persons with a history of alcohol or other drug abuse are less

likely to be working or back in school 1 year following discharge

from rehabilitation, and are more likely to be socially isolated.

These findings show that retention in substance abuse treatment

is critical.

The goal is to determine which of the following three types of

interventions merit attention as a method of sustaining partici-

pation in treatment for this population:
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•  Reduction of logistical barriers

•  Motivational interviewing

•  Provision of financial incentives

This project will use the early treatment relationship (the period from intake to signing an indi-

vidualized service plan) for this preliminary test of efficacy. The results of this and any

subsequent projects are aimed at assisting substance abuse treatment providers that have diffi-

culty trying to serve individuals who have impaired cognitive, emotional, and/or physical

functioning.

CSAT is also funding a Women and Violence Study, in collaboration with the Center for

Substance Abuse Prevention and the Center for Mental Health Services that is seeking a seam-

less system of care for women with substance abuse disorders who have been victims of the

trauma of violence. This study is addressing the needs of women with co-occurring disorders and

histories of and sexual abuse, who are often high-end users of services. The study will also look

at the needs of their dependent children. This 5-year program will be carried out in two phases.

Phase one will produce manuals, reports, and working papers that describe an integrated system

of care for these women and children. We hope to identify in Phase I the most promising service

intervention models for these patients.

The second phase will allow sites to implement these intervention models and evaluate

them. We anticipate a final product that will identify differences in outcomes among users of

these new integrated services compared to clients of currently available services.

Luncheon
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CSAT and CMHS are also collaborating to fund a center to provide resources to communi-

ties dealing with people with co-occurring disorders in the justice system. The center provides

practical assistance to communities that are designing, implementing, and operating integrated

systems of mental health and substance abuse services in the criminal justice system. 

CSAT is also involved in a SAMHSA-wide effort invested in bridging issues of mental health,

substance abuse, primary health care, and aging. When we speak of disabilities of physical and

cognitive states, we must include aging in this context. As people age, disorders of motor func-

tion and cognition increase, therefore increasing the possibility of substance abuse within 

this population. 

All three SAMHSA Centers (CSAT, CSAP, and CMHS), as well as the Department of

Veterans Affairs, the Health Care Financing Administration, and the Health Resource Services

Administrations Bureau of Primary Health Care are invested in this program. It has the goal of

evaluating alternative models for delivery and financing of mental health and/or substance abuse

services for older adults (65 plus) through primary health care clinics. 

Clients are screened and, if appropriate, assessed for substance abuse, mental health, or co

occurring illness. They are then referred to one of the following models in which outcome differ-

ences will be evaluated:

• Referral to specialty mental health/substance abuse services outside the primary 

health care setting (Referral Model), or

• Providing such services within the primary care setting itself (Integrated Model).

This 4-year program involves a Coordinating Center and 6 study sites funded by SAMHSA and

5 study sites funded by the Veterans Administration. Results are showing that providing these

services within the clinic setting has better outcomes with this population. 

Our Addiction Technology Transfer Centers (ATTCs) are also working to develop

curriculum and educational materials that can be used to enhance treatment of co-occurring

disorders. We have 13 ATTCs around the country working on various addiction problems. This

meeting is co-sponsored by four of those ATTCs.

CSAT recognizes that there are still many questions about how to organize treatment with a

focus on employment services for those who must overcome substance abuse disorders and coex-

isting disabilities. What we do know is that the entire spectrum of the medical and mental health

fields, starting with primary care, will have to get involved if we are to succeed in addressing the

needs of those with substance abuse and coexisting disabilities. 

We are committed to and currently working on more proposals for the future. We know we

will not eliminate the barriers of addressing the employment needs while treating patients with

these multiple conditions overnight. However, with evidence-based treatment strategies and a

willingness to commit to meeting the needs of those with substance abuse and co existing

disabilities, we can make a difference.

If you create cross-training for staff at substance abuse treatment programs, mental, phys-

ical, and cognitive disability programs and vocational programs, you will begin to see improved

employment outcomes. 
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Knowledge in the hands of front-line staff will be translated into attention to all issues

presented by the client. You have the power to initiate efforts to improve access for adequate

funding and put the client first. This will not be easy. We are challenging comfortable patterns in

the substance abuse, mental health, physical health, and disabilities fields. But, together, we can

be change agents for others.

When we create a seamless treatment system we will be far better able to reach the vulner-

able, the confused, and the distrustful—the whole gamut of substance abusers with coexisting

mental and physical disabilities who are now consigned to living on the margin.

September is Recovery Month for CSAT. More formally, it is called “The National Alcohol &

Drug Addiction Recovery Month”. We encourage the observance of Recovery Month to promote

awareness of the societal benefits of substance abuse treatment, to laud the contributions of

substance abuse providers, and to promote the message that recovery from substance abuse in

all its forms is possible.

We encourage community forums across the country to raise awareness. It is clear to me that

our topic today belongs in that arena of celebrations and activities—promoting recovery for those

who experience both substance abuse and coexisting disabilities. 

I encourage you to think about participating in Recovery Month.

Luncheon: Day 2

Hiring Individuals With Disabilities

Presenter: Connie Ciliberti, Senior Staffing Manager, Time Warner Cable

Time Warner Cable (TWC) is part of the newly merged company of AOL Time Warner. We

employ more than 3,000 employees in multiple sites in Manhattan, Brooklyn, Queens, Staten

Island, Mount Vernon, and New Jersey. We serve over 1.2 million diverse subscribers throughout

our franchise areas. Approximately 40 percent of our staff members fulfill technical roles, the

majority of which are unionized positions. More than 400 people are employed in customer

service.

The commitment to hiring individuals with disabilities is imbedded in the culture of our

organization. Long before I started with TWC in 1979, the company, then known as Manhattan

Cable TV, had an established relationship with the International Center for the Disabled (ICD).

Over the years, we have continued to work with ICD while also developing relationships with

other groups that focus on placing people with disabilities in viable jobs. We have used coun-

selors at ICD as a training resource to conduct attitude awareness workshops to help people

identify their own biases in hiring people with disabilitiesCand then educate them on how people

with disabilities can fit into the workplace.

Our recruiting mission is to maintain a workforce that mirrors the communities we serve.

Our goal is to recruit and retain a diverse group of people. In order to do that, for each job posted,

we contact more than 30 different schools and community-based organizations that have

training programs or placement services available to their clients. This takes place in addition to

traditional recruiting methods. The list is reviewed annually to ensure that we are working with
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groups that understand our business, the types of positions customarily available, and the type of

person who succeeds in our organization. We communicate this information by conducting

informational “breakfast” meetings with representatives from each organization. The presenters

include managers from various hiring departments, human resources staff, and learning and

development personnel to discuss our in-house training programs. We are able to describe the

job and the person best suited to the job, and the agency can then prepare their clients for posi-

tions that actually exist.

As the recruiters work with each referring agency, they develop relationships with the coun-

selors, and this has resulted in referrals before positions are even available in our organization.

In addition, as other companies were feeling the crunch last year in a very competitive job

market, these relationships helped us fill positions in a tough market.

Through these affiliations, we were able to attend programs that demonstrate assertive tech-

nology that helps us enlighten department heads on how a candidate can do a job with minimal

disruption. Through the years, the costs for accommodations

have been minimal for new hires, because either the major-ity of

the expense was funded by the placement agency or because the

accommodation was as simple as ordering an electronic stapler

from the local stationary supplier.

In the year 2000, we were able to hire candidates from

NADAP, the Coalition for the Homeless First Step Program, and

the Lighthouse. These employees were hired to fill technician posi-

tions, administrative support positions, and customer service jobs. 

Members of our human resources staff participate on sever-

al business advisory boards. They include ICD, the Epilepsy

Foundation, the Rusk Institute for Rehabilitative Medicine,

NADAP, and several school-based advisory councils. Through

monthly meetings, we are able to meet a panel of job candidates

and determine if they can be considered as applicants for any

available positions. We are also able to provide input in tailoring

training programs so they prepare people for positions in today’s

job market. As a result of the relationships formed through these

meetings, TWC has been helpful in creating internships for

clients to allow the placement counselor the opportunity to assess

whether or not a client is ready to join the workplace. The client is

able to test out skills and develop current work experience in today’s market.

As a result of our membership on the ICD council, I was introduced to a counselor from their

kidney dialysis unit. At the time, there were a number of openings at a high hourly wage, but with

no benefits. Some of clients could not risk losing their benefits but wanted to work. It was a

win/win situation for all of us. They filled administrative support positions and customer service jobs.

We have a well-developed internship program with the Coalition for the Homeless First Step

Program. Each training cycle for the clients lasts approximately 4 months. The first month

involves developing computer skills, preparing resumes, learning how to interview, and learning

Connie Ciliberti, luncheon speaker day 2
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how to dress for a business environment. The next 3 months involves an onsite internship. We

have been working with the First Step program for the last 2 years. Though not every internship

program is a success, we have been lucky enough to hire more than eight women through the

program. If a position does not exist for an intern at the end of their internship, inevitably, when

a department head has an opening, they always want to hire their First Step intern. 

Hopefully, you have all been able to take some time to read about Debra Bounsell, a recep-

tionist at TWC who was hired as a result of her internship in our Human Resources Department.

These internships give the employer the opportunity to get to know someone for who they are,

and not judge them on other factors. The article I refer to fully disclosed Debbie’s 20-year battle

with crack that resulted in homelessness and, ultimately, incarceration. When the article was

published, Debbie showed it to me first, and asked that I not judge her. After reading the article,

I was concerned about the reaction within the company. I breathed a sigh of relief when we

received praise from every level of management, both at our offices, and at the corporate office,

for our work in this community.

I spoke with Debbie recently regarding the reaction from co-workers. Unfortunately, as with

and other “family,” there are some small-minded people who stopped speaking to her. Debbie

assured me that there wasn’t anything anyone could say or do that was going to stop her from

moving forward in developing her career and staying clean. She attributes this attitude to the to

the endless support available to her through the First Step program. Having worked with Debbie

during her internship, I have come to respect her for her dedication to her job, and was unaware

of her background. To this day, when the reception area is slow, she comes in and asks if there

are any projects she can help with. 

Training programs cannot end their relationships with the client once the placement has

been made. They need to be available to the employer and the client to help work through job

problems as they occur after placement. Ten years after a client had been placed by ICD at TWC

as a mail clerk, I called to have the counselor speak to the employee about reasonable and real-

istic promotional opportunities in our company. As a result, the person moved from mail clerk

to purchasing clerk.

We have found that when we hire individuals with disabilities they are loyal, dedicated

workers. Just as important, or even more so, is the buy-in from your hiring managers, as well as

your recruiting team, to source out the best possible candidates for each opening. We are lucky 

to have both. 
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Introduction

Steve Gallon, Ph.D. Director, Northwest Frontier Addiction Technology Transfer Center (ATTC)

The introduction of change in an organization can be unsettling. Systems tend to function best

when tasks and processes are clearly defined, when instructions are clear, and when the partici-

pants are able to rely on one another to accomplish their responsibilities in a timely and accurate

fashion. Change tends to destabilize a system’s functioning. There can be uncertainty in job

expectations, mistakes are likely until workers are comfortable and skillful in implementing the

change, and a lack of trust or predictability among co-workers is natural until the change is fully

integrated. Change is, therefore, a threat to the day-to-day stability of an organization. When the

status quo is threatened, even by new procedures designed to improve the organization’s func-

tioning, multiple barriers surface.

One very predictable barrier is resistance. It should be expected and planned for as part of

any change strategy. People resist change when it is not totally understood and when it appears

to threaten their security. Thorough knowledge of the rationale and proposed change process, an

opportunity to participate in decisionmaking, and clear two-way communication among organi-

zational layers in the system will help reduce resistance and provide a safer climate for the

adoption of new ways of doing business.

Change is not optional in most business settings and the field of social services is no excep-

tion. Substance abuse treatment agencies are familiar with the need to adjust their service

designs to accommodate new scientific discoveries, comply with managed health care directives,

and demonstrate treatment effectiveness to regulatory agencies, advocacy groups, and funding

sources. The ability to adapt to these forces of change and be innovative in response to their chal-

lenges is becoming an increasingly essential survival skill for treatment organizations today. And

yet, historically, there has been little guidance given to the substance abuse treatment field for

chapter four
t h e  c h a n g e  p r o c e s s
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structuring and facilitating the change process. An easy-to-use guide or blueprint for change that

identifies key steps and strategies for implementing new administrative and direct service poli-

cies and procedures was not available.

context and principles

In response to the need for a descriptive guide to organizational change, the federally funded

Addiction Technology Transfer Centers, in collaboration with key experts and officials from the

Substance Abuse and Mental Health Services Administration’s Center for Substance Abuse

Treatment (SAMHSA/CSAT), published The Change Book (CSAT, 2000). It describes a change

process that incorporates current knowledge about how individuals and organizations adapt new

discoveries and technology to fit their needs. 

Consistent with the notion that effective change strategies address multiple levels of a system

or organization, The Change Book suggests that administrators, direct service staff, and clients,

at a minimum, should be included in a process that examines and decides how best to address

issues facing the organization. That process provides the context or framework for change. It

often includes:

• Policies that provide incentives for adopting innovative changes

• System administrators who are knowledgeable and supportive of the 

proposed innovations

•  Agency directors willing to adapt their service designs to a new model

• Supervisors skilled in implementing new practices

• Opinion leaders who endorse the proposed system change

• Service providers skilled in the new practice

• Opportunities for staff input and feedback, and

• Opportunities for client input and feedback. 

Principles that guide successful change efforts have been identified by researchers in a variety of

disciplines. While they may be familiar to many doing organizational development work, they

still require commitment, resources, and time to fully realize the value they bring to any system

improvement project. With tight budgets, lean staffing, and pressure to do more with less, the

utilization of proven change principles requires vision and a willingness to invest in a process

that to some may seem expendable. The principles include the need for the targeted change to be

relevant and practical, timely, clear, and credible. The process itself should address the readiness

of multiple levels within the system to make the proposed change, be continuous over a sufficient

period of time to secure the desired outcome, and include bi-directional communication between

those targeted for change and those facilitating the process. Adherence to these principles tends

to increase the success potential of most projects.

potential barriers

Barriers to change arise at each level within the system. They tend to surface even when sound

change principles guide the effort. Each barrier that presents itself should be addressed. When
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seen as opportunities, barriers provide a focus for interventions or adjustments to the change

plan that are designed to lessen the threat posed by the barrier to the success of the initiative.

Here are a few sources of barriers that can contribute to the slowing or derailing of a change strategy: 

• System Structure – The treatment system can be fragmented at the local, State, 

or Federal level, leading to poor communication and agencies that work 

at cross-purposes.

• Policymakers – Agencies often receive funds from number of sources, making 

them subject to different sets of regulations and policies. Those regulations may 

not be consistent with the application of new scientific discoveries.

• Research Community – Researchers report their findings in scientific journals. 

Those publications typically do not meet agencies’ needs for practical descriptions 

of new tools and ways to apply them in real world settings.

•  Agency Staff – Experienced administrators and clinicians may misunderstand new 

treatment strategies, or simply prefer methods with which they are familiar. The 

may lack incentives to adopt new practices, suffer from funding limitations, or be 

generally skeptical of change.

• Client Population – People suffering from substance use disorders have a high

potential for relapse during treatment. They are resistant to change and often suffer 

from multiple disorders. Little research has been done on such populations, 

limiting the degree to which scientific discoveries tested on more homogeneous 

populations truly generalize to more troubled groups.

All these potential barriers also present opportunities for those designing change initiatives. When

understood, strategies for reducing, neutralizing, or eliminating these barriers can be developed.

the second national conference on substance abuse and disabilities 

This conference provided an invited group of national leaders in substance abuse, disabilities,

and employment with an opportunity to review what is known about the relationship between

substance abuse, coexisting disabilities, and employment, and to collaborate on the identification

of priority issues and strategies for improving treatment access and employment outcomes.

Plenary sessions, panels, and work groups focused on identifying needed systemic changes.

Each speaker summarized the current status of substance abuse, coexisting disabilities, and

employment within their areas of expertise and proposed initiatives essential to system improve-

ment. Conference delegates met in work groups each day to identify and prioritize objectives and

strategies that could guide a national system development initiative. By the conclusion of the

conference, a consensus set of priority outcomes and proposed activities for change initiatives

was identified. Conference planners pledged to move those priorities forward as a national agenda.

Key to the success of the conference was the Work Group concept. Five Work Groups met

simultaneously each day with a facilitator and a content expert. The content experts provided

brief summaries of best practices in a particular content or functional area and served as a

content resource to the group. Facilitators helped the group accomplish a structured set of objec-
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tives that would yield a prioritized set of outcomes and strategies that could contribute to the

foundation of a national action plan. Groups on the first day focused on key issues related to

access to treatment, specific disabilities, and employment. The goal was for each group to iden-

tify three prioritized preferred outcomes for change. On the second day the Work Groups

focused on functional responsibilities of the conference delegates. Their goal was to recommend

action steps and strategies for at least two of the top priority outcomes identified by the previous

day’s Work Groups.

The action strategies were presented at the conclusion of the conference. The Rehabilitation

Research and Training Center (RRTC) then pledged to move selected initiatives forward, with

the ongoing assistance of the functional work groups. Conference delegates made individual

commitments to assist with the national initiatives. The RRTC will serve as the national coordi-

nator and monitor progress in enhancing access to treatment for people with coexisting

disabilities, integrating vocational concerns into substance abuse treatment settings, and

improving employment outcomes for treatment graduates.
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chapter five
r e c o m m e n d a t i o n s  f o r  a c t i o n

In June 2001, national leaders and content specialists in substance abuse, disabilities, and

employment convened in Baltimore at the Second National Conference on Substance Abuse and

Coexisting Disabilities. As described in preceding chapters of this monograph, the goal of this

two-day conference was to develop recommendations and strategies for improving treatment

access and employment outcomes for persons with substance abuse and coexisting disabilities.

Workgroup sessions interspersed with short plenary presentations allowed conference partici-

pants to define and prioritize objectives and strategies that could serve as the foundation for

these recommendations.

The consensus-building process used at the conference was based on the principles outlined

in The Change Book: A Blueprint for Technology Transfer (SAMHSA, 2000). This document

describes a process by which technological innovations and research discoveries can be imple-

mented to effect changes in a field’s practice. This process is described in detail in Chapter 4.

Because of the broad scope of the recommendations that emerged from the conference and

the relative brevity (two days) of the meeting, several post-conference steps were undertaken to

complete the recommendations. Immediately after the conference, an evaluation team directed

by an expert in qualitative analysis reviewed the process and outcomes of the conference. This

team reviewed data comprising group and individual notes and charts. A total of 968 comments

from participants were recorded and categorized within each of three main areas: (1) context, or

the general nature of the comment or recommendation (i.e., unmet need, necessary change,

desired outcome, barrier, or action step); (2) theme, or the type of action indicated by the recom-

mendation (e.g., integration, service delivery); and (3) leadership, or the parties responsible for

acting on the recommendation (e.g., NAADD or ATTC). Appendix C describes the methodology

used in this analysis.

After a detailed analysis of the content with Atlas TI software, a separate panel of four

content experts edited the results to eliminate redundancies and assigned logical groupings

based on the frame of reference of consumers and practitioners in the field. A committee of
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conference attendees then reviewed the recommendations to ensure that they were representa-

tive of the discussions of the conference work groups.

Preceding chapters of this monograph describe the background and need for the conference

(Introduction), the plenary presentations (Chapter 1), and the change process used by the work

groups (Chapter 4). This chapter presents recommendations for the field based on the conclu-

sions of the workgroups and the results of subsequent review and evaluation. Appendix E,

Glossary, defines the acronyms that appear throughout this chapter. 

The agencies and organizations cited as leaders are no means an exhaustive list. They repre-

sent the input from the conference participants. In the context of implementation, additional

resources will become apparent. 

recommendations

An overarching theme that emerged consistently throughout the conference and the subsequent

analyses was the importance of developing strong and integrated linkages among all the systems

that serve people with coexisting disabilities. These linkages can then serve as the basis for

improving treatment access and accommodations and can help these individuals to achieve

employment objectives. Many of the action steps created during the conference and detailed here

are directly related to the development of these linkages. The plenary sessions also repeatedly

addressed this issue from various perspectives.

Within the overarching theme of integrated systems linkages, the following five recommen-

dations emerged:

1.   Ensure that the disability community receives an equitable share of all available

government resources, funding allocations, and substance abuse treatment services

across National, State and Local delivery systems.

2. Establish a shared vision of employment as both an integral part of recovery and an 

outcome goal among systems that serve persons with disabilities, including substance

abuse treatment systems.

3.    Provide education, in a consistent and integrated manner, to consumers, service 

providers, employers, policy makers, and legislators on effective strategies for reducing

stigma and discrimination and increasing employment opportunities for individuals

with coexisting disabilities.

4.   Define, implement, and evaluate models at the National, State, and Local levels 

for integrated service delivery systems that include VR and substance abuse 

treatment services.

5.    Ensure the clinical and fiscal integration of substance abuse, mental health, and

vocational rehabilitation services and streamline administrative processes.
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John de Miranda, Ed. M, Executive Director, National Association on Alcohol, Drugs and Disability (NAADD), 
provided the following historical perspective on the conferences outcomes.

It is important to view the results of this conference in context. The major theme and resultant five objectives
are resoundingly echoed in proceedings from previous important policy development gatherings, including:

1990 Third National Prevention Research and Training conference: People with Disabilities, National 
Prevention Network, Scottsdale, Arizona.

1991 National Policy and Leadership Development Symposium, Institute on Alcohol, Drugs and Disability, 
Stanford, California.

1992 Alcohol, Drugs and Disability Issue Forum, Office for Substance Abuse Prevention, Alexandria, Virginia.

1993 Creating Linkages with the Disability Community, Center for Substance Abuse Treatment, Rockville, 
Maryland.

1994 National Policy and Leadership Development Symposium II, Institute on Alcohol, Drugs and Disability, 
Marlborough, Massachusetts.

1996 First National Conference on Substance Abuse and Co-existing Disabilities, Anixter Center, Wright State 
University, Chicago, Illinois.

Below are selected examples of policy recommendations from previous deliberations that reflect the objectives
derived from the Second National Conference in Baltimore. 

Objective 1: Funding Equity

1990 Encourage the federal funding agencies to add a disability access set aside to existing requirements 
which includes an allocation for prevention and training. 

1991 Federal block grant set-asides for people with disabilities should be established. 

1993 Establish people with disabilities as a special target population and establish set-asides for 
that population. 

Objective 2: Primacy of Employment

1991 Advocate for alcohol and drug training incorporation into curricula of rehabilitation counseling 
programs. 

1993 Fund investigations of the feasibility and possible methods of adding vocational rehabilitation 
components to treatment programs to increase the success of treatment and economic independence. 

Objective 3: Reducing Stigma and Discrimination

1991 File complaints with the state when aware that access to services has been denied. 

1992 OSAP should recognize people with disabilities as a distinct minority population and use language and 
communication techniques that are sensitive to and include people with disabilities in legislation, 
RFAs, publications, and information services. 
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Exhibits 1 through 2 present these recommendations from a variety of perspectives, allowing

the reader to focus on specific areas of specialization within the context of integrated systems and

the changes necessary to achieve integration:

1.    Exhibit 1 presents the five recommendations and their related elements:

a.   Action steps, which describe the specific activities to be undertaken in order to 

implement each recommendation .

b.  Leadership, which indicates the stakeholder groups at the National, State and 

Local levels who are best positioned to take a leading role in implementing the

recommendations

c.    Targets for changes that need to be made in policy, programs, and funding

d.   Outcome measures, or the means by which the recommendations’ effectiveness 

can be assessed; and the expected time frames needed for implementation of the

recommendations at the National, State and Local levels

1992 Develop public service announcements featuring role models with disabilities and focus on alcohol and 
other drug abuse during Disability Awareness Month to reduce stereotypes and stigmas related to 
alcohol and other drug abuse and disability. 

1993 Require ADA compliance by state programs and grantees including physical and programmatic 
accessibility. 

Objective 4: Integrated Service Systems

1990 Each state should develop a high- level task force or interagency coordinating council to examine 
alcohol, drugs and disability issues. 

1991 National and regional task forces should be created to analyze and report on the extent to which relevant 
service systems do or do not interface for this collaboration. Strategies for remediating any lack of 
collaboration and effecting systems changes should be developed. 

1993 Facilitate interagency collaboration on alcohol and other drug abuse and disability. 

Objective 5: Clinical and Fiscal Integration of Substance Abuse, Mental Health and Vocational Rehabilitation 

1990 Improve interagency coordination among state and federal agencies responsible for programs/services 
for persons with disabilities and the alcohol and other drug abuse field. 

1991 Given that current and future resources for people with disabilities are limited, it is imperative to 
maximize effective utilization of existing resources through sharing of those resources across agency 
and organizational boundaries to improve services to people with disabilities and alcohol and other 
drug problems. 

For more than ten years consumers and professionals have been working to identify strategies and initiatives to
improve alcohol and drug services for people with disabilities. These proceedings continues the tradition of docu-
menting these endeavors, as it also illuminates the path for future efforts.
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2.    Exhibit 2 focuses on the action agendas of leadership groups — their particular areas 

of concern, the informational and organizational needs that must be met in order for

them to take action, and the specific actions they can undertake to bring about change. 

personal action plans

Change is difficult to achieve and ultimately relies on the efforts of individuals working in their

own settings. Recognizing the need to consider change on both a macro (organizational) level

and a micro (staff) level, conference participants were challenged to develop action plans for both

the field at large and for themselves as individuals. Specifically with regard to the latter, each

conference participant was asked to submit a personal action plan reflecting what he or she

would do upon returning to the workplace to continue the dialogue from the conference and

contribute to the change process.

In the course of the conference, each participant detailed the steps involved in implementing

their own plans. The full list of these steps appear in Appendix D, Attachment C. They are organ-

ized according to the themes of employment, education, information dissemination,

interagency collaboration, research, integrated approaches, and funding. The personal action

plans demonstrate that the objectives that participants set for themselves reflect the broader

goals for the field, such as providing more integrated services, educating the work force to better

understand the issues at stake, and generating the funding for additional research, practice, and

educational opportunities.



Exhibit 1A: Recommendation 1

Recommendation 1: 
Ensure that the disability community receives an equitable share of all available government resources, funding 
allocations, and substance abuse treatment services across national, state, and local service delivery systems.
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Target: For changes in policy, program, and funding

Local level: 3–6 months
State level: 1 year
National level: 2–3 years

Leadership: Based on expertise in category

Action Steps:
1.1 Build coalitions across disability groups; support consumer advocacy; create e-mail system for informing 

disability community about opportunities for funding; identify risks for substance abuse among persons 
with disabilities.

1.2 Target national, state, and local organizations and government agencies for block parity; ensure that they 
set aside expanded funds to include the integration of coexisting disabilities in all aspects of treatment and 
rehabilitation; generate and disseminate list of AOD funding to consumer groups so they can advocate 
for representation.

1.3 Create an inventory of existing and potential funding streams by types of disabilities and target populations; 
study their emphasis and distribute inventory to disability agencies.

Consumer organizations demonstrate advocacy about substance abuse
and coexisting disabilities; more programs demonstrate access to treat-
ment; advocates take lead in promotion of concerns; more consumers take
advantage of treatment; more consumers are employed; consumers
increase participation in collaborative grant writing; federal guidelines for
treatment include disability aspects.

Outcome Measures: Time Frame:

Local
Independent living centers
Community-based organizations
AOD treatment and VR service
providers

State
State independent living organi-
zations; Disability consortiums;
Consumer advocates

National
NAADD RRTC on Drugs and
Disability NCIL, TBI Network,
NOD, NCD

Local 
AOD treatment; community-based
agencies; disability agencies

State 
DOL; institutions and organi-
zations representing AOD 
treatment; office of mental 
health; single state agencies 
for substance abuse and VR

National 
CSAVR, NASADAD, NIDA,
NIDRR, RSA, SAMHSA/CSAT
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Local level:  6 months
State level:  2–3 years
National level:  3 years

Exhibit 1B: Recommendation 2

Leadership: Based on expertise in category

Action Steps:
2.1 Train business, substance abuse, VR, WIBs, and mental health partners on integrated treatment, employment 

as an integrated whole. Use education to gain equal access to WIIA and other work benefit programs to
approach the needs of individuals with coexisting disabilities on 

2.2 Develop inventory of funding streams by types of disabilities; target populations and sources or levels 
of funding; study emphasis of funding streams on employment to ensure that employment is fully integrated
into treatment as a process and as an outcome

2.3 Market importance of vocational goals and employment in sustained recovery to key stakeholders, including 
providers and consumers.

2.4 Ensure that interest groups are represented at conferences where they collaborate with funding streams 
to conduct study.

2.5 Identify AOD treatment programs that integrate employment goals and study best practices; encourage 
research on treatment models that include employment as part of the process.

Local
Community-based organizations,
professional organizations, edu-
cational bodies, research institutes,
advocacy groups, employers,
disability-based employment agen-
cies, AOD treatment with workable
models, NCIL

State 
Professional organizations; advocacy
groups; state agencies for substance
abuse, mental health, VR, labor

National
NAADD; ATTCs; Professional 
organizations; NCRE; CASA; NCIL

Local
Business councils, WIBs, welfare-
to-work programs, WIIA initiatives,
AOD treatment employers

State 
Single state agencies for substance
abuse, mental health, VR, labor

National
SAMHSA/CSAT, NIAAA, NIDRR,
RSA, Washington Business Group 
on Health, NIDA

Target: For changes in policy, program, and funding

Outcome Measures: Time Frame:

Requests for proposals presented by federal and state entities; research 
conducted on alternative models of care; interagency collaboration in
response to RFPs; funding available for integrated approaches; stakeholders
communicate about the need for integrated approaches; curricula are 
developed and available; models are forthcoming

Recommendation 2:
Establish a shared vision of employment as both an integral part of recovery and an outcome goal for systems that
serve persons with disabilities, including substance abuse treatment systems.
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Local level: 6–12 months
State level: 1–18 months
National level: 1–18 months 
and ongoing

Exhibit 1C: Recommendation 3

Leadership: Based on expertise in category

Action Steps:
3.1 Generate research findings related to evidence-based practice and effective integrated program and 

system models for replication.
3.2 Produce wide range of training and educational resources at the degree-granting and continuing-education 

levels. Ensure that curricula emphasize an integrated approach across systems and within treatment.
Incorporate research-to-practice models.

3.3. Provide cross-training within agencies and across systems and disciplines.
3.4 Use technology transfer research-to-practice models in all educational efforts.

Local
Academic institutions, colleges 
and universities, NCIL, advocacy 
groups, employers and employer-
based groups

State 
Single state agencies in AOD 
and VR, professional organizations

National
ATTC (on AOD), RRTC and 
NAADD (on AOD and PWD),
RRCEPs and NCRE (on VR), 
NCIL, work force leaders (WIIA,
TWWIIA), WBGH, ASAM

Local
Academic institutions, colleges and
universities (to expand knowledge
and training opportunities), NCIL
(on AOD), advocacy groups,
employers (to expand approach)

State 
Single state agency on substance
abuse to increase focus on disability,
single state agency on VR to 
focus more on substance abuse 
VR (on AOD)

National
ATTC (on PWD), RCEPS and 
NCRE (on AOD), welfare-to-work
programs, policy makers, legislators,
SAMHSA/CSAT, NIDA, NIDRR,
RSA, ASAM, NCRE, ARCA

Target: For changes in policy, program, and funding

Agency (AOD and VR agencies) priority for 2002; curriculum established;
competency statements; state certification; issue request for proposal; 
secure funding; number of conferences; improved services; identification 
of competencies

Recommendation 3:
Provide consistent and integrated education to consumers, service providers, employers, policy makers, and legisla-
tors concerning effective strategies for reducing stigma and increasing employment opportunities for individuals with
coexisting disabilities.

Outcome Measures: Time Frame:
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Local level:  3–12 months
State level:  6–18 months
National level:  12–18 months
and ongoing

Exhibit 1D: Recommendation 4

Leadership: Based on expertise in category

Action Steps:
4.1 Define what is meant by an integrated model.
4.2 Conduct research on integrated models.
4.3 Establish collaborative funding for integrated treatment, research, and dissemination.
4.4 Identify obstacles to integrated approach: mission, funding, resources.

Local
Research organizations, leaders 
in integrated AOD treatment, VR,
employment initiatives

State 
Single state agencies for substance
abuse, VR

National
ATTCs, RCEPs, NAADD, RRTC on
Drugs and Disability, CASA, NIDA,
NIAAA, AMERSA, HRSA

Local
AOD programs, employment 
initiatives, TANF offices

State 
Single state agencies for substance
abuse, mental health, VR

National
SAMHSA/CSAT, NIDA, NIAAA,
NIDRR, RSA, AMERSA, HRSA

Target: For changes in policy, program, and funding

Substance abuse treatment programs integrate PWD through access, 
programs, and policies; VR agencies integrate persons with substance abuse 
disorders and coexisting disabilities; TANF offices recognize coexisting 
disabilities; National Freedom Initiative incorporates substance abuse

Recommendation 4:
Define, implement, and evaluate models for integrated national, state, and local service delivery systems that include
VR and substance abuse treatment services.

Outcome Measures: Time Frame:
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Local level: 3–12 months
State level: 6–18 months
National level: 12–18 months 
and ongoing

Exhibit 1E: Recommendation 5

Leadership: Based on expertise in category

Action Steps:
5.1 Establish employment as an integral component of all processes and outcomes, as a matter of policy for all 

agencies and systems.
5.2 Have all government initiatives incorporate coexisting disabilities and integrated approaches in all funding 

opportunities and policy actions.
5.3 Target national, state, regional, and local political entities for block grant parity, set-asides, and expanded 

funds to address substance abuse and PWD.
5.4 Examine federal and state legislation and policies to identify those that support successful integrated 

treatment and those at cross-purposes with this goal. A) Provisions of ADA, WtW, TANF, TWWIIA, WIA that
cause barriers; B) examine workplace regulations relative to their support of integrated treatment; C) draw
upon and encourage grassroots advocacy to encourage policy shifts; D) demand substance abuse treatment 
as societal right.

Local
Local NCILs (disability advocates),
TANF programs, community-based
organizations, NAMI, substance 
disability advocates

State 
Single state agencies for substance
abuse, VR, mental health, policy 
and planning 

National
RRTC on Drugs and Disability;
NAADD; NCIL; CASA; RCEPs 
and ATTCs, RSA, NAMI

Local
Work force initiatives, government
entities

State 
Single state agencies and state 
VR, DOL, policy and advocacy
organizations 

National
SAMHSA/CSAT, RSA, NIDA,
NIDRR, White House, WBGH

Target: For changes in policy, program, and funding

TANF guidelines equally recognize coexisting disability categories; National
Freedom Initiative identifies provisions for substance abuse and coexisting
disabilities; NIDRR and SAMHSA/CSAT, as well as NIDA and NIAAA,
share in funding initiatives in this category; NCIL and NAMI collaborate 
in advocacy

Recommendation 5:
Integrate the clinical and fiscal aspects of substance abuse, mental health, and VR services and streamline 
administrative processes.

Outcome Measures: Time Frame:
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•  Educate constituents about risks and consequences 
of substance abuse and disability and support integrated
treatment

•  Advocate for equitable share of treatment and 
research dollars.

•  Acknowledge coexisting disabilities by all stakeholder 
groups and government bodies.

•  Achieve consensus on prevalence of coexisting disabilities.

•  Develop evidence-based models that emphasize the 
benefits of an approach that is integrated in terms of 
disability and employment.

•  Conduct epidemiological studies within the AOD 
treatment community and the broader disability 
community.

•  Publish findings.

•  Develop evidence-based curricula that educate all stake-
holder groups about the risks and consequences of
substance abuse, especially for individuals with disabilities.

•  Develop curricula providing adequate training in assisting 
recovering individuals to return to employment, recog-
nizing the specific challenges they face, regardless of the 
existence of a coexisting disability.

•  Expand range of programs offering specialization at 
undergraduate, master, and doctoral levels of substance
abuse treatment.

•  Integrate coexisting disabilities into all curricula.

•  Create curricula that emphasize a cross-discipline, cross-
agency focus to promote collaboration and integration.

•  Make new information and research-based service 
models available to the appropriate provider 
communities.

•  Determining the extent and consequences of 
substance abuse among constituents

•  Determining the risk for substance abuse among 
constituents

•  Sending a coordinated message

•  Determining the consequences of the lack of an 
integrated message about the consequences of 
coexisting disabilities?

•  Evidence-based integrated practice

•  Evidence-based model of integrated programs, with 
cost factors, demonstrating impact of undiagnosed
disability on outcomes

•  Best models for integrating employment services 
as a treatment process and outcome

•  Informed stakeholders in all groups (education, 
research, practice, and policy)

•  Curriculum on substance abuse and coexisting 
disabilities based on evidence-based practice, with
emphasis on integrated models

•  Interdisciplinary cross-training options within and 
across agencies

Exhibit 2: Action Agenda by Category

Disability Community (especially NAADD, NCIL, Local Independent Living Centers, Vocational Rehabilitation Agency
and Local Providers of Disability Related Services, NCMMR, NOD, NCD, TBI Network, DD Association)

Research Community (especially NIDA, NIDRR, NIAAA, SAMHSA, RRTC, NCMMR, Educators, Foundations [eg: Robert
Wood Johnson], Federal, State and Local Research Centers, [eg: NDRI, CASA])

Education and Training (especially ATTCs, RCEPS, Universities, NCRE, RRTC on Drugs and Disability, AMERSA, HRSA,
HHS, NADAC, ARCA)

recognize the need for: action steps:

recognize the need for: action steps:

recognize the need for: action steps:
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Exhibit 2: Action Agenda — Continued

Policy (especially NIDRR, NIAAA, NIDA, CDC, NASADAD, NAADAC, RSA, SSA, HHS, SAMHSA/CSAT, and the 
White House)

Funding Entities (especially CDC, NIDA, NIAAA, SAMHSA/CSAT, RSA, NIDRR, OSERS, NICHD, HCFA)

State Systems (especially Single State Agencies in AOD, VR, Mental Health, Criminal Justice, CILs)

Employment Community (WIA, TWWIIA, TANF, WBGH, WIB, Chambers of Commerce, DOL, Employers, NADAP)

•  Develop policy at the Federal, State, and Local levels 
that addresses the inclusion of individuals with coex-
isting disabilities in treatment without stigma.

•  Work toward consistent policies across organizations 
so that there is an evenness from access to treatment
through to employment opportunities.

•  Provide funding appropriate to the magnitude of 
the problem.

•  Designate funding that supports the needs of individ-
uals with coexisting disabilities.

•  Develop approaches and vehicles for cross-agency 
funding.

•  Ensure that funding guidelines include opportunities 
for individuals with disabilities as a focus.

•  Develop memos of understanding among agencies.

•  Improve collaboration in developing policies, programs, 
and staff education.

•  Provide equal access to employment.

•  Expand workplace outreach and prevention.

•  Establish cooperatives between business and treatment.

•  Educate employers about substance abuse treatment 
and the role of employment and decrease stigma
against substance abuse and disability.

•  Policies that make clear the need for inclusion of 
individuals with coexisting disabilities

•  Policies that promote tolerance and support for 
substance abuse alone and with coexisting disabilities
and for treatment

•  Policies that reduce stigma and provide equal access 
to treatment and rehabilitation

•  Support for research, education, and practice in 
substance abuse and coexisting disabilities and an
integrated approach

•  Equal access to funding by all disability groups, 
especially groups related to substance abuse and coex-
isting disabilities

•  Targeted funding to bring the AOD and disability issue 
into parity with other funding opportunities

•  Memos of understanding among substance abuse, 
VR, mental health, and departments of education and
labor

•  Policies that provide equal access to services for 
substance abuse and coexisting disabilities within the
state VR system

•  Increased employment opportunities for individuals 
with coexisting disabilities

•  Equal access to TANF, WIIA, WIA, and WIB dollars to 
reduce stigma in the workplace and to create employ-
ment opportunities

•  Incentives to advance opportunities for individuals 
with coexisting disabilities

action steps:recognize the need for:

action steps:recognize the need for:

action steps:recognize the need for:

action steps:recognize the need for:
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Exhibit 2: Action Agenda — Continued

Treatment and Rehabilitation Community (Single State Agencies in AOD and VR, SAMHSA/CSAT, AMERSA, HRSA,

Community Based Rehabilitation Agencies and Providers)

•  Engage in inter- and intra-agency collaboration.

•  Examine obstacles to inclusion of individuals with 
coexisting disabilities in treatment programs and to
integration of employment services.

•  Rewrite policies and practices to support AOD and 
coexisting disabilities.

•  Support partnership with business community, 
employment initiatives, rehabilitation agencies, and
AOD treatment providers.

•  Develop approaches to integrate employment as a 
treatment process and outcome.

•  Certainty that mission statements recognize coexisting 
disabilities and need for employment services as inte-
gral to the treatment process

•  Reduction of turf barriers between disability community 
and AOD treatment community

•  Change of policies and practices that support interdisci-
plinary collaboration and provide equal access to
treatment and treatment resources for individuals 
with disabilities

recognize the need for: action steps:
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Summary

Of the many prevailing themes emerging from the conference, the idea that arose most consis-

tently was the importance of collaboration between systems to integrate the provision of

substance abuse treatment and disability services. Integrated treatment means the following: 

From the AOD perspective, integrated treatment provides equal access to individuals with

disabilities and does not permit stigma related to disability. Equal access requires unhindered

access to the treatment facility and to all program elements, whether these are provided in-house

or in collaboration with community resources. Employment should be integrated into substance

abuse treatment and should be established as a treatment outcome. Integrated treatment

requires cross-discipline and cross-agency integration so that individuals’ special needs will be

met effectively. It also requires interdisciplinary education so that all stakeholders can fully

understand the needs of individuals in treatment and can support the collaboration that is

required for positive outcomes. Integrated treatment involves coordination in accessing and

extending resources, as well as sharing new information and evidence-based models.

From the disability perspective, integrated treatment means understanding and accepting

substance abuse as a risk and a consequence of disability. It involves working to eliminate the

stigma of substance abuse among individuals with disabilities. Advocacy efforts must then take

an integrated view of disability and must discourage internecine competition for attention, finan-

cial resources, and employment. Service providers should be knowledgeable about all disabilities,

including substance abuse. Integrated treatment requires support for equal access to employ-

ment regardless of disability and the equitable sharing of funding opportunities. It also involves

collaboration of efforts in public education.

Highlights of what needs to be done to achieve the integrated approach:

1.   Reduce stigma against individuals with substance abuse and coexisting disability.

2.    Support research that helps to identify the extent of the problem of substance abuse and 

co-occurring disability, as well as the factors that mitigate against treatment access and

retention for individuals with co-occurring disabilities, and that develops and tests

strategies for providing integrated treatment, including employment services.

3.   Increase the availability of evidence-based practices.

4.   Provide adequate resources to conduct research and implement the treatment 

approaches that are most effective.

5.   Improve education and training by creating new curricula and integrating curricula on 

coexisting disabilities into all substance abuse curricula. Conduct these activities at

both the in-service and the degree-granting levels.

6.  Develop opportunities for continuing professional education and cross-training to foster 

collaboration both within and across programs. Make training and education available

to substance abuse providers, VR providers, disability advocates, and employers.

7.    Expand the work force of individuals who are skilled in addressing issues of coexisting 

disabilities and employment needs for individuals in recovery. Provide skills training to

existing staff as well as new professionals entering the field.
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8.   Extend outreach and collaboration with the business community, making use of work 

force initiatives that have been promulgated at the National, State, and Local Levels.

9.  Develop policies at the national, state, and local levels that support the needs of 

individuals with coexisting disabilities for treatment and rehabilitation.

Efforts will be needed at the National, State, and Local Levels to achieve these objectives and to

fulfill the Action Agenda detailed in Exhibit 3.

How will we know that success is being achieved?

1.   Systems will form partnerships.

2.    Voices of consumers will be heard.

3.   Policy statements will be inclusive of substance abuse, disability, and employment.

4.  Research will be appropriately supported.

5.  Cross-agency funding will become available.

6.  Appropriate curricula will be incorporated at the undergraduate, master, 

doctoral and continuing professional education levels.

7.    Evidence-based practice models will be adopted and disseminated.

8.  Risks and consequences of substance abuse and coexisting disabilities will be 

minimized and/or appropriately treated at all levels.

9.  Stigma will be reduced.

10.  Turf divisions will be minimized and collaboration will be more frequent.

11. Individuals in recovery will have greater access to employment and will achieve 

increased employment success.

12.  Substance abuse will be addressed at rehabilitation conferences and meetings; 

disability will be addressed at substance abuse conferences and meetings.
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Action-Focused Work Groups Developed Plans For Change In ...

Plenary Sessions

Issue-Focused Work Groups Identified Areas For Change In ...

Current Goal: Implement National Action Plan

appendix a:
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appendix b
c o n s e n s u s  p r o c e s s  g u i d e l i n e s

WORK GROUP FACILITATION PROCESS GUIDELINES

Conference Process Guide 

This conference will provide an invited group of national leaders in substance abuse, disabilities,

and employment an opportunity to come together to accomplish two primary objectives:

1.   Review what is known about the coexistence of substance abuse and disabilities, and

2.   Collaborate on the identification of priority issues and strategies for improving treatment 

access, policy, research, practice, and professional education.

Plenary sessions, panels and work groups will all focus on change. Each speaker will summarize

the current status of their topic and propose changes essential to system improvement.

Conference delegates will meet in work groups to identify and prioritize objectives that will guide

a national system development initiative. At the conclusion of the conference there will be  

consensus surrounding priority issues related to improving treatment and employment outcomes

for people having substance use disorders and coexisting disabilities. 

Success in achieving the conference objectives is dependent in large measure on the effec-

tiveness of the small group processes designed as an integral part of the conference experience.

Each day will feature work group sessions that include a sequence of activities that will lead to

consensus recommendations from the participants. 

the work groups

Key to the success of the conference is the work done by the work group leaders and facilitators.

The leaders will set the stage with a presentation on best practices and a literature review.

Throughout the session they will assure keeping the focus on the issue and continue to provide

content input (see guidelines for Work Group Leaders, page 84). Facilitators will be responsible



for helping the work groups accomplish their assigned tasks within the time allowed in the

conference agenda. It is critical that the group facilitators understand their role and the instruc-

tions for each working session. They will need to be clear also on the role played by the leaders.

day 1 overview 

Five work groups will meet for 2 hours in the afternoon following the third plenary session of the

day. Each group will represent one of the following interest areas: 

•  Integrated Substance Abuse and Rehabilitation Services

•  Employment Needs and Outcomes

• Dual Substance Abuse and Mental Disorders

•  Substance abuse and Cognitive, Physical, Sensory and HIV-related Disabilities

• Access to Treatment for Individuals with Co-existing Disabilities

Each of the five will include two leaders and two facilitators. Participants will self select their

group according to interest. It is hoped the groups will be of comparable size, approximately 20-

25 persons each. During the afternoon, each group will be divided into two smaller groups, each

with a leader and a facilitator.

The goal for the afternoon’s work is for each of the five work groups to come to agreement

on a prioritized list of no more than six preferred system change outcomes and barriers to

achieving each. Those outcomes need to be directly related to the interest area represented by the

work group and be related to employment. For the highest priority outcome, the group will give

additional attention to identifying barriers to achieving that outcome.

day 2 overview

Following a plenary session on “identifying desired outcomes in employment, treatment and

education” the results of the Day 1 work groups will be reported, identifying the top priority

desired outcome and potential barriers for each. Conference participants will then be oriented to

the new work groups for Day 2. They include: 

•  Education and Training

•  Policy and Advocacy

•  Research Initiatives 

•  Professional Practice and Case Management

•  Integrated Programs and Approaches

These groups represent functional areas critical to the field. Each group’s goal will be to reach

consensus on recommended action steps and strategies for two of the selected outcomes devel-

oped during Day 1. After reviewing the 5 top priority outcomes identified on Day 1, the work

groups will prioritize those 5 outcomes and select the top two. At that point the group will divide

into two smaller groups. Each sub-group will address one priority outcome and develop a

strategic plan to achieve that outcome.
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work group facilitators 

Facilitators are encouraged to consider these tips for effectively filling their role:

•  Make it explicit that you will not manipulate or influence the content

•  Do not talk too much

•  Be an energizer, set a positive tone

•  Keep the group moving toward the goal of each activity 

•  Listen closely and encourage group members to listen to each other

•  Encourage participation by all

•  Protect members from personal criticism and from one person’s domination

To achieve the objectives for the work groups a set of facilitator guidelines and group discussion

questions have been developed. Please use them to help provide structure and leadership during

the discussion. You will also need to solicit several volunteers for roles that will help keep the

group on task as you proceed through the agenda. You will need:

a.   A Recorder to record the group’s decisions on flip chart paper.  You will be 

provided with markers, paper and masking tape for posting the group’s work,

b. A Reporter or Reporters to share your group’s work with the other small 

group(s), and

c. A Timekeeper to help assure the group sticks to the timeline for each activity and 

gives balanced attention to each of the discussion questions.

The group will address each of the issues identified in their handout, and record key points on

flip chart. The facilitator helps the group prioritize its ideas and responses to each question and

encourages input from every member of the group. Staying within the time limit suggested for

each question/issue to be discussed will be essential to completing the group’s work successfully.

On each day the work groups will start out with two facilitators then break into small groups

with one of you going with each group. The groups will merge back and again there will be two

facilitators. I suggest that you either agree, in advance, to move through each step when you are

together in rotating fashion or have one of you do the opening section and the other do the

closing section when the groups come together again.

day 1 - sequence of activities and outcomes

morning: Two plenary sessions in which “the problem” is identified and “current policy

issues” related to treatment, rehabilitation and employment are considered. Defining the key

players in a change process will also be addressed briefly during the morning.

afternoon: A third plenary on “models for integrated treatment” immediately precedes an

orientation to the work groups that will meet for the remainder of the afternoon. The orientation

will include the idea that instituting effective change processes requires key stakeholders 



participating in a sequence of activities designed to assure a thorough, systematic and orderly

transition to an agreed upon preferred state. 

The five work groups will each include two leaders and two facilitators. Those folks will be

introduced, as will the expected outcomes of the group work about to be undertaken. The five

groups will be constituted according to participant interest. It is hoped that the small groups will

be of comparable size, 20-25 persons each. The interest areas include:

1.   Integrated Substance Abuse and Rehabilitation Services

2.  Employment Need and Outcomes

3.   Dual Substance Abuse and Mental Disorders

4.   Substance abuse and Cognitive, Physical, Sensory and HIV-related Disabilities

5.    Access to Treatment for Individuals with Co-existing Disabilities

A total of 2 hours has been allotted for the small groups to complete the activities and produce the

products described in the next section.

day 1: work group facilitator guidelines 

A description of the sequence of activities and instructions to the work group facilitators follow.

Each of these activities is critical to the success of the group. Work groups should not depart from

this plan. 

1.    Introductions: One of the two facilitators convenes the group, introduces self, the other 

facilitator and the two leaders. Each participant is then asked to introduce themselves

by name and organization only (10 mins). 

2.   Orientation to the Work Group and Best Practice Information: A facilitator briefly 

introduces the work group’s agenda as:

a.  learning about best practices in this interest area

b. learning who the resources are in the work group

c. utilizing a guided process to identify 3 preferred system change outcomes and 

barriers to achieving them

The leaders are invited to share an overview of the “best practice” literature (20 mins total for the

two leaders). Facilitator then leads a brief response discussion (10 mins). Total time available for

this portion of the program is 30 minutes.

3.    The facilitators next divide the work group into two smaller discussion groups: Each 

small group has a process facilitator and a content expert. The group moves immedi-

ately into the small groups. (5 mins)

4.  Introductions: The facilitator first asks members to briefly introduce themselves, 

acknowledging their areas of expertise and the strengths they bring to the interest 

area (15 mins).
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5.    Purpose of the small group: Facilitator next presents the purpose for this portion of the 

program as: “coming to agreement on a prioritized list of 3 preferred system change

outcomes and barriers to achieving each. Those outcomes need to be directly related to the

interest area represented by the work group and be related to employment.” (2 mins)

6.  Need for Volunteers: To accomplish that goal the group will need several volunteers. 

Needed are a reporter or reporters to share the results of the group’s work with the

other small group, a recorder to record the group’s decisions on flip chart paper, and a

timekeeper to make sure the group gives balanced attention to each of the discussion

questions. The discussion questions are quickly reviewed before moving on to the

discussion and answering of each. (5 mins)

7.  Goal: The goal of the small groups is for each group to identify three preferred out

comes of change initiatives, prioritized in order of importance. A total of 60 minutes is

available for this next activity, estimated as follows:

The group answers and the recorder documents on flip chart, the group’s answers to the

following questions:

1.    Brainstorm: Based on your own knowledge, the plenary presentations and the research 

you have heard presented today, what do you think are the most pressing unmet needs

regarding employment outcomes for individuals with substance abuse and co-existing

disabilities in relation to your topic? How do we know they exist? (10 mins)

2.   Brainstorm: What changes in clinical or administrative practice or policy related to your 

topic would have the most impact on improving substance abuse services to achieve

employment outcomes for individuals having disabilities? (10 mins)

3.   Next, from among the group’s ideas, prioritize the three most important changes that need 

to be made in order to improve desired employment outcomes. Then, for each of the 

three prioritized changes, identify and describe: 

a.  The most important outcome for each of the prioritized changes, 

b. Any potential barriers the group can identify that might prevent or limit success

fully achieving that outcome 

Barriers can include:

•  National policies or a lack thereof

•  Local policies or administrative procedures

•  Funding structures and limitations

•  Knowledge and skill deficits in administrative and/or direct service personnel

•  Need for technical assistance or outside expertise to plan or implement 

the change

• Attitudes or beliefs of key individuals, organizations, or whole systems

•  Lack of/or poor interagency collaboration 



4.  Prepare a brief report on your three priority changes and their desired outcomes by 

completing the matrix provided. Include potential barriers to achieving each outcome,

and how your group reached agreement. (40 mins)

8.  Merge back to the work group: Facilitators lead the group in the following 

activities (25 mins):

a. Small group reporters share their prioritized change recommendations and the 

desired outcome for each. 

b. The work group’s task is to prioritize those six outcomes. The two facilitators will 

work cooperatively to achieve the prioritization. 

c. Then, for the work group’s top priority outcome only, the group discusses and 

makes additions or changes to the most significant barriers to achieving that out 

come. The question is: What significant barriers need to be addressed in order to  

achieve the outcome we have identified as our top priority?

9.   That concludes the work group activity for the afternoon. Thank the group for their good work!

10. At end of day: The two facilitators and leaders are responsible for handing in to

conference administrators prior to departing on Day 1: 

a. Notes taken during the work group and small group activities,

b. The flipchart pages used in making the small group reports on their top three 

priority outcomes and barriers, 

c. The prioritized list of 6 outcomes and the outcome designated as top priority for 

the larger work group discussion,

d. The expanded list of barriers for the top priority outcome.

day 2: sequence of activities and outcomes

Morning: A fourth plenary on “identifying desired outcomes in employment, treatment and

education” will precede a report to the conference on Day 1 outcomes. The 10 area experts from

the previous day will be asked to report the results of the work groups, identifying the top priority

desired outcome and the barriers for each. 

Conference participants will then be oriented to the new work groups for Day 2. They include

the following functional areas of responsibility: 

•  Education and Training

•  Policy and Advocacy

•  Research Initiatives 

•  Professional Practice and Case Management

•  Integrated Programs and Approaches

Each group’s goal will be to reach consensus on recommended action steps and strategies for at
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least two of the top priority outcomes developed during Day 1. They will have the remainder of

the morning to complete the assignment, using a structured sequence of activities described in

the next section.

Each work group will again include two leaders and two facilitators. The work groups will

each break into two sub-groups, each taking a different selected outcome, and developing strate-

gies and action steps to effect change, considering the barriers identified on Day 1. The groups

will then reconvene to hear reports from the smaller groups and to refine the strategies devel-

oped. Each sub-group will have a facilitator, a content expert, and a specific agenda of issues and

questions that need to be addressed for each outcome. The work groups will have approximately

2 hours to complete the process.

Afternoon: Each of the 5 work groups reports its priority action plans in some detail to the large

group. (45 mins)

In the final session, the conference planners will respond to the recommendations and lead

a reaction discussion with all conference participants. The goal here is to solicit feedback on the

plans presented, identify resources within the group for help with implementation, and indi-

vidual commitments from conference participants. The RRTC will take the lead in overseeing the

implementation process. The RRTC will select one outcome action plan and it will be their

priority for Year 5. In closing, conference planners will identify the next steps to be taken. (45 mins)

Conference evaluations will be completed prior to adjournment.

day 2: work group facilitator guidelines

The facilitator in each of the subgroups will lead the following activities within the suggested

timeframe.

1.    Introductions: Help group members know who is in the group by asking group members 

to introduce themselves and briefly identify one strength or resource they bring to the

group. (10 mins)

2.   Introduce leaders: The leaders will summarize the important role played by the functional 

area they represent and will define its potential for facilitating improved outcomes in

the treatment and rehabilitation process. (10 minutes each for a total of 20 mins)

3.   Review the tasks to be accomplished: (5 mins) 

a.  Review and prioritize the 5 priority outcomes from Day 1

b.  In small groups develop a strategic plan for achieving one of the top 

priority outcomes

c.  Small groups report their work to each other and make additions, 

revisions, improvements

d. Individuals complete a personal action plan, identifying how each will 

contribute to the realization of the priority outcomes
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4.   Review a handout that summarizes the 5 top priority outcomes that were the product of the 

5 small groups that convened on Day 1, and facilitate a prioritization of those 5

outcomes. (10 mins) 

5.   Divide the work group into at least two smaller subgroups. Each subgroup is charged with 

responsibility to develop a strategic plan to achieve the outcome for the selected

priority. The subgroup must select one of the top two priorities. The priority selected

must be different from the one(s) being addressed in the other subgroup(s) (10 mins)

6.   In the sub-group, the facilitator uses a set of structured questions on a separate handout to 

facilitate the development of the strategic plan. Before beginning, review the process for

accomplishing the task. That process includes:

•  Identifying relevant barriers.

•  Strategies and action steps to overcome barriers.

• Who are the leaders and the allies of the change process?

•  Establish a timeline for outcome achievement.

•  How will the process be evaluated?

Identify roles for volunteers (including a recorder, presenter(s), and a timekeeper) to

assist with the process, and soliciting volunteers. Identify who will present the group’s

plan to the other sub-group. Proceed with developing the plan. (30 mins)

7.    The work group next reconvenes. The leader from each sub-group presents their plan for 

achieving the assigned outcome. Facilitate a discussion of each plan, making revisions

as necessary, and the preparation of a report to the afternoon session of the whole 

conference. (30 mins) 

8.   When the plans are finalized each individual in the work group completes the personal 

action planning form on which each will commit to a plan of action in support of the

group’s plan, following the conference. Individuals are invited to share their commit-

ment with other members of the group. (10 mins) 

9.  Before closing the work group session, facilitate the identification of two individuals from 

the work group who are willing to be the group’s representative to the national planning body

and to maintain correspondence within the group following the conference. The intent

here is to be clear that the impact of this conference will continue as the plans evolved

at the conference move toward implementation. The small groups are expected to have

a role in the planning and implementation of change processes designed to achieve the

prioritized outcomes. (10 mins)

10. Congratulate the work group for a job well done. Return to the larger conference room.

That’s It! Good Job!

Work Group Facilitators Reminder Sheet: Day 1

goal: For the interest area, come to agreement on three preferred outcomes of change initiatives

related to employment, prioritized in order of importance. For each priority outcome, identify

barriers to achieving that outcome.
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process: The sequence of activities outlined below will help provide structure and a timeline for

accomplishing your goal. 

sequence of activities: Total time available for the work group is 2 hours.

1.   Introductions: One facilitator takes lead, introduce self, other facilitator and the two 

leaders. Ask each participant to introduce themselves by name and organization 

only (10 mins). 

2.   Orientation and Best Practice Information: Briefly introduce work group’s agenda.

Leaders share overview of “best practice” literature (20 mins). Facilitator leads a brief

response discussion (10 mins).

3.    Divide into two smaller groups: Each small group has a process facilitator and a 

leader (5 mins)

4.   Introductions: Ask members to briefly introduce themselves, acknowledging their areas 

of expertise and the strengths they bring to the interest area (15 mins)

5.    Introduce purpose of the small group: “Coming to agreement on a prioritized list 

of 3 preferred system change outcomes and barriers to achieving each.”

6.  Volunteers: Please solicit several volunteers for the following roles. (5 mins)

a.   A Recorder to record group member contributions and group decisions on flip 

chart paper.

b. A Reporter or Reporters to share your group’s work with the other small group(s).

c. A Timekeeper to help assure the group follows the suggested timeline for 

each activity.

7.   Review the following assignment and steps for achieving it 

8.   Identify three preferred outcomes of change initiatives, prioritized in order of importance.

(60 minutes is available for this next activity, estimated as follows)

The group answers and the recorder documents answers to the following questions:

1. Brainstorm: Based on your own knowledge, the plenary presentations and the research 

you have heard presented today, what do you think are the most pressing unmet needs

regarding employment outcomes for individuals with substance abuse and co-existing

disabilities in relation to your topic? How do we know they exist? (10 mins)

2.   Brainstorm: What changes in clinical or administrative practice or policy related to your 

topic would have the most impact on improving substance abuse services to achieve   

employment outcomes for individuals having disabilities? (10 mins)

3.  Next, from among the group’s ideas (40 mins) Identify and describe: 

a.   The most important changes that need to be made 

b.   The most important outcome for each of the prioritized changes, 

c.   Any potential barriers that might prevent full achievement of that outcome. Barriers

can include:
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•  National policies or a lack thereof

•  Local policies or administrative procedures

•  Funding structures and limitations

•  Knowledge and skill deficits in administrative and/or direct service personnel

•  Need for technical assistance or outside expertise 

• Attitudes or beliefs of key individuals, organizations, or whole systems

•  Lack of/or poor interagency collaboration 

Summarize your three priority outcomes and potential barriers on the matrix provided and

prepare to present it to the larger work group.

9.   Merge back to the work group: Small group reporters share their prioritized change 

recommendation and the desired outcome for each. (5 mins)

10. Work group prioritizes those six outcomes: Facilitators work cooperatively to achieve 

the prioritization. (10 mins) 

11.  For the top priority outcome only, the group reviews and revises the most significant 

barriers to achieving that outcome. (10 mins) The question to be asked is: What significant

barriers need to be addressed in order to achieve the outcome we have identified as our 

top priority?

12.  This concludes the work group activity for the day. Thank the group for their good work.

Wrap-up responsibilities: Facilitators and leaders are responsible for handing in to conference

administrators prior to departing: 

a.   Notes taken during the work group and small group activities,

b.   The flipchart pages used in making the small group reports on their top three 

priority outcomes and barriers, 

c.   The prioritized list of 6 outcomes and the outcome designated as top priority for 

the larger work group discussion,

d.   The expanded list of barriers that need to be addressed for the top priority outcome.

Work Group Facilitators Reminder Sheet: Day 2

goal: Each work group’s goal will be to reach consensus on recommended action steps and

strategies for at least two of the selected outcomes developed during Day 1.

process: The sequence of activities outlined below will help provide structure and a timeline for

accomplishing your goal. A total of 2 hours is available.

sequence of activities:

1.    Introductions: Help group members know who is in the group. (10 mins)
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2.   Introduce leaders: The leaders will define the functional group’s potential for 

facilitating improved outcomes in the treatment and rehabilitation process. (10

minutes each for a total of 20 mins)

3.    Process: Review the tasks to be accomplished. (5 mins)

4.   Review a handout that summarizes the 5 top priority outcomes identified on Day 1. 

Facilitate the group’s prioritization of those 5 outcomes. (10 mins)

5.   Divide the work group into at least 2 smaller sub-groups. Assign each subgroup 1 of the 

5 priority outcomes and charge them with the responsibility to develop a strategic plan

to achieve that outcome. Assure that the groups take on different priority outcomes. If

the group wants to break into more than two groups, with each tackling a different

outcome, that is acceptable. In that case the facilitators will give directions to the full

group before splitting off and will go from group to group to assure adherence to

times. Leaders will do the same. Each group will have to appoint a nominal leader, time

keeper and note taker. The leader can be the presenter when the groups merge. 

(10 mins)  

6.  In the sub-groups, use a set of structured questions on a separate handout to facilitate the 

development of the strategic plan. First, review the process for accomplishing the task: 

•  Identifying relevant barriers.

• Strategies and action steps to overcome barriers.

• Who are the leaders and the allies of the change process?

•  Establish a timeline for outcome achievement.

•  How will the process be evaluated?

Next, identify roles for volunteers (including a recorder, presenter(s), and a time-

keeper), and solicit volunteers. Then, proceed with development of the plan, using the

Strategic Planning Questions. (30 mins)

7.  Work group reconvenes. Leader from each sub-group presents the plan for achieving the 

assigned outcome. Facilitate a discussion of each plan, making revisions as necessary,

and the preparation of a report to the afternoon session of the whole conference. 

(30 mins) 

8.   Each individual next completes the personal action planning form on which each will 

commit to a plan of action in support of the group’s plan, following the conference.

Individuals are invited to share their commitment verbally with other members of the

group. (10 mins)

9.  Before closing the work group session, facilitate the identification of two individuals from 

the work group who are willing to be the group’s representative to the national planning

body and to maintain correspondence within the group following the conference. The

intent here is to be clear that the impact of this conference will continue as the plans

evolved at the conference move toward implementation. The small groups are expected

to have a role in the planning and implementation of change processes designed to

achieve the prioritized outcomes. (10 mins)

10. Afternoon session: The leaders for each of the 5 work groups report their group’s priority 

action plans to the large group (45 mins)
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The leaders are responsible for handing in the identity of the two volunteers from each work

group who will serve as communication links between other members of the work group and  

Dr. Wolkstein at RRTC.

Guidelines for Work Group Leaders

day 1: issue focus

Overview of the work group and its goal: To inform you about the dynamics and intentions of the

work group, I have enclosed the map of the conference and the guidelines to facilitators. The

guidelines document articulates the goals of the work groups and the process that will be

followed. In brief it is the intention of work groups on Day 1 to review the “best practices” and

information relevant to the topic based on the expertise of you as content leaders but also the

input from the participants who have much to share from their expertise. After the review of the  

“bests” the work groups will work to coming to consensus on changes that are necessary to move

the field forward in the specific area of your work group and desired outcomes for those changes

and the potential barriers to change.

For example: if the topic issue is Substance Abuse, Coexisting Disabilities and Vocational

Rehabilitation the desired change might be to have vocational rehabilitation integrated into all

treatment programs; the desired outcome would be that all treatment programs will have a desig-

nated vocational rehabilitation program including professional staff and the barriers to change

might be money, lack of available staff, reliance on the state VR agency.

At the beginning of the session you will each have 10 minutes to make a presentation. The

presentation should include a reference to the literature and current practice related to the topic

area. You need to be in contact with the co-leader so that between the two of you the most impor-

tant aspects of the topic are presented without duplication. Your goal is to provide an overview

and to set the stage for the dialogue that will continue. You can make reference to the plenaries

that have preceded the work group and integrate content and references that you found relevant

and useful to comment upon.

Once the larger group breaks into two smaller groups you will continue to be the content

expert, working closely with the facilitator to keep the dialogue flowing but assuring that the con-

tent area remains the focus and that the concerns raised are relevant and reflect the needs of the field.

Remember that the conference has as a theme achieving employment outcomes. With this

in mind, please be sure to make reference to employment and employment needs and prepara-

tion in your remarks and, as the dialogue continues, to keep mindful of the implications of the

comments of others on employment.

day 2: action focus

The goal of this session is to come to consensus on action strategies to effect changes in

response to the desired outcomes and barriers developed on Day 1. These will be presented to

each group and through a process of discussion the group will decide which desired outcomes it
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chooses to address and what resources it intends to apply to each desired outcome. A group of 20

could decide to address all five of the desired outcomes and break into five smaller groups of four

individuals each. As the content expert, it is you first task to define for the group how the func-

tional area can impact the change process. 

For example: how research can be a tool to address the desired outcome of integrated voca-

tional rehabilitation in all substance abuse treatment programs. If this was one of the desired

outcomes from Day 1, you would set the stage as to how research can begin to address this issue. 

Once the larger group has decided on its smaller composition, each of you will go with one

of the two smaller groups or will float if there are more than two smaller groups. Your role in the

groups is to help the facilitator in steering the process toward continuance of the focus on the

functional area and how it can be mobilized as part of accomplishing the strategic plan. 

Strategic Planning Questions: To be used in Day 2 Work Groups

In the Day 2 work groups you are working with the group to develop a plan to achieve a specific

outcome that will ultimately improve treatment effectiveness and employment status for people

having a substance abuse problem and a coexisting disability. The desired outcomes were devel-

oped in Day 1. You also have a list of potential barriers related to achieving that outcome. To map

a plan to achieve that outcome, consider these questions with the group:

1.     Which of the potential barriers that could interfere with realizing the target outcome are 

most relevant to your functional group?

2.   For each most relevant barrier, how could each be minimized? What specific strategies, 

actions, activities or initiatives need to be undertaken? Consider whether any of these

issues need to be addressed:

a.   National, state or institutional policies

b.   Informational campaigns targeted to specific audiences

c.   Identifying information needed to “tip” the decisional balance

d.   Training and education of targeted groups

e.   Need for additional research

3.   For each strategy or action, who should take a leadership role? Who are the allies who 

could participate in the change process?

4.   How soon could the outcome be achieved?

5.   How should the process be evaluated?
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CONSENSUS BUILDING GUIDELINES 

2nd National Conference on Substance Abuse and Coexisting Disabilities

Facilitating Employment for a Hidden Population

building consensus

Perhaps the most common hazard for teams is a lack of consensus. It is a particularly thorny

problem, and brings a lot of teams to heated arguments, division and disaster. Bill Isaacs of the

MIT Dialogue Project believes that ancient societies were highly skilled in making consensual

decisions, but that we have largely lost their knowledge and ability. Corroborating this theory,

Marlo Morgan, MD, has documented the extraordinary consensus-reaching abilities of the

Australian aborigines. Both Isaacs and Morgan believe that we can, with training, rediscover and

apply this ancient skill.

The word consensus comes to us from Latin roots meaning “shared thought.” Consensus

does not imply complete agreement, but does involve seeking a decision with which everyone is

reasonably comfortable. To accomplish this, everyone will need a fair opportunity to be heard and

latent issues much be explored to the satisfaction of the group.

Many different tools can be used to build consensus. In fact, all the tools used in quality

management contribute to consensus. For example, a well-run brainstorming session can get

lots of ideas out onto the table and give everyone a chance for input. Still, most groups approach

a point where they must choose between options, or try to narrow a list from many items to just

a few. For this, effective tools specifically for building consensus are used.

Effective tools will do the following:

•  Help to structure discussion and to keep it from going in circles.

•  Downplay the link between an idea and its “author”

•  Discourage “gaming the system” behavior in which one faction tries 

to counterbalance another

•  Reduce the tendency to conform to group opinion

•  Protect against reprisals for open disagreement

•  Support decision-making in a manageable framework of valid comparison

•  Encourage respect for strong opinions

• Where applicable, follow valid mathematical rules

For long lists of items which must be whittled down to a few contenders, multivoting is one of

the quickest tools. In a multivote, each voter picks a set number (often 1/3 or the total number of

choices) of items from the pool. The items which are picked by the most voters stay on the active

list; the others drop out. For shorter lists of choices (10 or less) other techniques come into play.

Rank-ordering is used frequently, but it can be misleading since it forces intervals where there

may be none and imposes equal interval ratings where they most likely don’t reflect reality.
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Rating scales, in which each item is rated on a scale from 1 to 5, or 1 to 6, or even as much as

1 to 10, tend to be more accurate. Wider scales encourage gaming, and may allow the votes of

extremists to distort group decisions. Narrow scales, through, may not allow enough scope for

voters to express their real judgements. Since voting is not intended to make a decision, but to

structure discussion and narrower scales that dampen extremes of opinion are often most useful.

The bottom line in consensus building methods is really this: vote to reduce a list to a

manageable size, not to make a decision directly; discuss to elicit the opinions of team members

and to gain insight. A vote should not be the final step in the attainment of consensus; rather, a

course of action should emerge, and everyone should have a chance to assent to the group’s

pursuit of it.

For this conference we encourage two main methods to support consensual decision-

making. One is structured discussion, in which decision are carefully framed, alternatives

systematically discussed, and notes taken. The second method involves the effective use of 

voting – rating systems and multivoting – to reduce lists and quantify opinions.

Building Consensus Steps

1.    Write out the issue.

2.   Suggest many alternative answers (candidates).

3.  Reduce a long list (10+ items) using a multivote.

4.   Carefully discuss the remaining candidates.  Take notes on each.

5.  Decide which criteria you will use to evaluate your candidates.

6. Do a rating vote.

7.  Look at areas of disagreement, and discuss them further. 

8.  Vote again, if necessary.

9. Discuss the outcomes of the vote. Has everyone been heard?

10.  Can everyone support the decision?

For full text, please visit http://www.skymark.com/resources/tools/building_consensus.asp

Process Guide: Building Consensus

Consensus is a strategy that involves everyone playing a role in the decision making of the group.

In order for this to be successful it is important to be open to compromise!

guidelines

•  Trust each other. This is not a competition; everyone must not be afraid to express 

their ideas and opinions.

•  Make sure everyone understands the topic/problem. While building a consensus 

make sure everyone is following, listening to, and understanding each other.

•  All members should contribute their ideas and knowledge related to the subject.

•  Stay on the task..
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•  You may disagree, that is OK and healthy. However, you must be flexible and 

willing to give something up to reach an agreement.

•  Separate the issue from the personalities. This is not a time to disagree just because 

you don’t like someone.

•  Spend some time on this process. Being quick is not a sign of quality. The thought 

process needs to be drawn out some.

procedure

1.    Agree on your objectives for the task/project, expectations, and rules (see 

guidelines above).

2.   Define the problem or decision to be reached by consensus

3.   Figure out what must be done to reach a solution.

4.   Brainstorm possible solutions.

5.   Discuss pros and cons of the narrowed down list of ideas/solutions.

6.    Adjust, compromise, and fine tune the agreed upon idea/solution so all group members 

are satisfied with the result.

7.  Make your decision. If a consensus isn’t reached, review and/or repeat steps one 

through six.

8.   Once the decision has been made, act upon what you decided.

work groups

work group day 1: focus on issues

Small group consensus goal:

•  Identify the three most important changes, the desired outcomes related to the 

change, and the barriers to the desired outcomes.

Full group consensus goal:

•  Identify the one most important change and the desired outcomes and the barriers.

work group day 2: focus on action

Small group consensus goals: 

•  Select the desired outcomes and barriers to address

•  Select the action strategies to address the barriers.

Full group consensus goals:

•  Refine the action strategies related to chosen desired outcomes and barriers.

*For full text, please visit: http://projects.edtech.sandi.net/s…pss99/processguides/consensus.html 
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Needs of Individuals in the Work Groups

The following are important needs group members value:*

1.   Group members need to feel a sense of belonging.

Although retaining their individual autonomy, group members need to feel that they

belong to a team, that they are valued members of it and receive a sense of security in

the importance of their presence and their contribution to the group process.

2.   Group members need to feel a commitment to group goals.

The process of goal-setting and achieving some consensus on identified goals is a very

important one. Group members achieve this commitment when they see the value of

the goals selected, regard them as attainable, and clearly view themselves as having a

part in refining those goals and directing the group process.

3.   Group members need a sense of progress.

Although members may work hard to achieve goals, it is important that there be

concrete messages which convey systematic progress toward reaching those goals so

that members can feel a sense of accomplishment..

4.   Group members need clarity of expectations.

It is important that team members are clear about the role which is expected of them in

the group and have some say about altering that role should they find it uncomfortable

or inappropriate. Coupling these clear expectations with meaningful assignments

which are challenging yet within the scope of the person’s ability is important in main-

taining member interest and commitment.

5.   Group members need to have confidence in the leadership.

A good facilitator fosters a sense of security in group members through clarity of the

role of the identified leader and maximum flexibility for group members to assume

leadership where appropriate. The security of knowing that the person in charge is

capable and trusting of group members will allow them a greater freedom to assume

leadership and ultimately reduce the necessity for structure and control within 

the team.

*For full text, please visit the web site http://www.wi-sdc.org/facil03.html and http://www.

wi-sdc.org/facil01.html 
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DATA ANALYSIS

Outcome Analysis

The overall goal of the Second National Conference on Substance Abuse and Coexisting

Disabilities was to identify the most salient issues that challenge the field in the areas of

successful treatment and employment access. An evaluation team, led by an independent

consultant, reviewed the goals of the conference and the information obtained through plenary

sessions and work groups to determine an effective means to present the recommendations that

emerged through the conference change process. 

Conference participants used the change process described in Chapter 3 to achieve

consensus on conference outcomes. Consensus statements for the work of Day One and Day

Two appear in Attachment 1 and Attachment 2 of this Appendix. After careful consideration of

all conference elements, the evaluation team chose to focus not only on these consensus state-

ments, but also to examine the content of the discussions that led to them. This approach assured

that valuable participant input was not lost. 

To achieve the most comprehensive and meaningful reporting of these results, the evalua-

tion team selected a methodology to analyze the data in its full capacity and develop

recommendations that can be applied at the local, state, regional, and national levels. (Chapter 5

presents these recommended action steps, describes the level of leadership appropriate for each

type of action, presents suggested time frames for implementation of these actions, and lists eval-

uation criteria by which success in each area can be measured.)

appendix c
c o n f e r e n c e  o u t c o m e s
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Data Analysis Method

All transcripts, notes, and materials generated during the conference (products generated by the

conference participants) were analyzed using Atlas TI, a qualitative analysis software application.

Atlas TI allowed for the input of the wealth of material produced by the conference. In addition,

this program organized the data in ways that reflected the richness and complexity of conference

discussions and conclusions. The conference aimed to build consensus; however, such efforts

can be hindered by the challenges inherent in the group process, as well as by limited time.

However, the selected methodology affirmed the work of the conference consensus process,

since the final statements generated using Atlas TI were parallel to the consensus statements

found in Attachments 1 and 2.

Analysis Process

A total of 968 comments were generated by participants and assigned the following:

•  A “context code” (a code which describes where in the conference the comment 

emerged, that is, what charge was given to the participants when they stated the

comment eg., identify unmet need, necessary change, desired outcome, barrier,

action step, leadership, or time frame), 

• One or more “theme code(s)” (such as integration or service delivery), and

• One or more “leadership code(s)” (such as NAADD or ATTC).

If a comment was relevant to more than one area, it was assigned several themes and leadership

codes. This topic was related to several different themes and could be considered the responsi-

bility of several different leaders. The coding was independently reviewed by three coders to

ensure consistent use. Any discrepancies in coding were resolved through discussion by the

coders. For example, the desired outcome statement: Funding set up to require collaboration

between agencies/departments or additional funding granted to groups/programs that collabo-

rate was initially assigned the code of funding. After review by other coders, a code for

collaboration was also assigned, as it was determined that this comment was relevant in both

areas. This approach allowed for further refinement of context, themes, action steps, leadership,

time frames, and evaluation criteria, resulting in a more accurate presentation of the data.

Context codes were assigned to one of the five following categories:

• Unmet needs

• Necessary changes

• Desired outcomes

• Barriers

•  Action steps
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Theme codes were grouped into a “family” (the term used by the Atlas TI software program). A

final list of 12 family themes emerged. (See Attachment A for a summary of families, theirsub-

categories, and the frequency with which each was referred to by participants.) These families are:

•  Integrated Approach

•  Education

•  Consumers/Disability

•  Employment

•  Treatment

•  Funding

• Agency

•  Performance Monitoring

•  Information Dissemination

•  Policy

•  Research

•  Systems

Leadership codes were then grouped in relationship to these 12 categories.

The following flow chart portrays the process of analysis of all data segments, with each

segment coded as context, theme, or leadership.

For Example:

968 Comments
(data segments)

386 Comments Were Related 
to Context

515 Comments Were Related 
to Theme

67 Comments Were 
Related to Organization

Comment:
“Encourage informal blended 

services between agencies” 

Family:
“Integrated Approach”

Context:
“Action step”

Leadership:
“ATTCS; RCEPs”

Theme:
“Collaboration”
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Presentation and Discussion of Work Group Outcomes

This section provides a discussion of each of the top five families that emerged from an analysis

of conference information. As described in the preceding section, the data obtained from partic-

ipant comments were organized into 12 families. 

General Discussion of Conference

Exhibit 1 presents the top five families (“top” refers to the context areas most frequently cited in

each family) and the frequency of the context in which they occurred.

Discussion of Exhibit 1 by Family

•  The Integrated Approaches and Education families received the highest number 

of comments.

•  Integrated Approaches was highest in priority as a necessary change.

•  Education was highest in priority as a necessary change.

• Treatment was highest in a priority as a necessary change.

•  Consumers/Disability was most often cited in the barriers category.

•  Employment was most often named as a desired outcome.

Integrated Approach

Integrated Approach

Education

Treatment

Consumers/Disability

Employment

families

Integrated 
Approach

Education

Consumers/
Disability

Employment 

Treatment

example of comment

Exhibit 1: Top Five Families and Frequency of Context

Underlined percentage represents the context in which the family was most frequently mentioned.

to
ta

l

nec
es

sa
ry

 ch
an

ges

des
ir

ed
 o

utc
omes

ba
rr

ier
s

ac
tio

n 

Change in communication between and within agencies.

Adequate dissemination of knowledge about integrated systems
of service delivery

Organizational attitudes and stigma

Establishing a shared vision of employment as an integral part  of
recovery and as an outcome goal among systems that serve
persons with disabilities, including substance abuse

A change in counseling approach to add comprehensive 
benefits counseling that explains the “big picture” to persons
with disabilities  

14%

14% 

13%

11%

10%

20%

17%

13%

6%

15%

15%

9%

13%

18%

10% 

4%

15%

17%

7%

4%

15%

13%

12% 

11%

11%
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Integrated Approach, Education, Treatment, Consumer/Disability, and 

Employment were the focus of 64 percent of all comments.

Discussion of Exhibit 1 by Context: 

Necessary Changes, Desired Outcomes, Barriers, Action Steps

necessary changes

Comments related to Integrated Approach were the most frequently mentioned necessary

changes, with 20 percent or 11 comments dealing with some aspect of an integrated approach to

treatment. Next was Education (17 percent or 9 comments). Treatment was the next most

frequent topic of discussion (representing 15 percent or 8 comments). Some examples of

responses related to necessary changes were:

•  Need for an increase in treatment capacity.

•  Need training geared toward integration of service delivery.

desired outcomes

Employment was the most frequently cited desired outcome (18 percent or 12 comments).

Integrated Approach followed Employment (15 percent or 10 comments) and Consumers /

Disability placed third (13 percent or 9 comments). The following comments are examples of

desired outcomes: 

•  Establishing a shared vision of employment as an integral part of recovery.

•  Competency-driven set of policies and procedures for integrated service systems at 

the national, State, and local levels.

barriers

Agencies emerged as the most frequently cited barrier (20 percent or 9 comments). Education

followed Agencies (15 percent or 7 comments). Funding placed third, representing 13 percent of

barriers (6 comments). The following are examples of some of the barriers described: 

•  Lack of inclusion and exposure to substance abuse and disability material 

in universities.

•  Difficulty in changing organizational attitudes.

action steps

Integrated Approach was the most frequently named action step (15 percent or 14 comments).

Education as a means to achieve desired outcomes was the second most cited family (13 percent
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or 12 comments). Consumers/Disability emerged as an action step 12 percent of the time (11

comments) primarily through consumer advocacy (11 percent or 10 comments). The following

are examples of action steps proposed by participants: 

• Establish a shared vision of employment as an integral part of recovery 

and as an outcome goal among systems that serve persons with disabilities, 

including substance abuse.

• Increase professional development/capacity.

• Concern for client experience over staff and agency.

• Remove disincentives to employment.

•  All agencies involved in case management of clients need to provide resources that 

support employment, including assessment, exploration, housing, transportation, etc. 

While the final presentation of the outcomes concentrates on the families, specific

categories within the families emerged as highly relevant to the ultimate goal of making recom-

mendations to improve the field. Exhibit 2 portrays the most frequently mentioned comments

and the related subcategory.

The following sections present a more in-depth discussion of the top five families: Integrated

Approach, Education, Consumers/Disability, Employment, and Treatment. A brief discussion is

presented on Funding, which raised several key concerns for conference participants. Other

comments reflecting desired outcomes for the remaining families are discussed last.

S: Knowledge 
F: Education

S: Integrated Treatment 
F: Integrated Approach

S: Employment
F: Employment 

S: Funding
F: Funding

S: Collaboration and Consumer 
F: Integrated Approach and 

Consumers/Disability 

Unmet Need

Necessary
Change

Desired
Outcome

Barrier

Action Step

Don’t know what models of service delivery there are at local
zlevels. There is no transfer of knowledge down to the field, nor
is there a transfer of knowledge from local agencies up

Need to cross-fertilize at the local level among agencies

Systemwide approach to vocational rehabilitation with employ-
ment as the goal and emphasizing innovative reward and
performance monitoring

Lack of funding for training and education

Advocacy Consumer advocacy to reduce barriers and stigma
through education, information sharing, and participation at the
local, State and national level 

Exhibit 2: Most Frequent Application of Context Components Within Subcategories of Families

most frequent familycontext comment related to context

S = subcategory
F = family



A
P

P
E

N
D

IX
 C

:
C

onference O
utcom

es

second national conference on substance abuse & coexisting disabilities 125

DISCUSSION

Integrated Approach 

Integrated Approach emerged as the family most frequently referred to across all change compo-

nents. Integrated Approach refers to streamlined services that incorporate multiple disciplines

working in collaboration with the consumer to provide the necessary array of treatment and reha-

bilitation services.

unmet needs

Fifteen percent of unmet needs related to Integrated Approach; this issue was raised within all

work groups. The following unmet needs were identified:

• Needed services are not under one roof.

• Professionals don’t talk to each other.

•  There is no team approach within or across agencies.

necessary changes

Twenty percent of necessary changes suggested fell within this family. The following were proposed:

• A blueprint for a service continuum integrating treatment and employment.

•  A shared mission of treatment and employment.

•  A common language. Mental health professionals need to talk to vocational 

rehabilitation professionals and consider the importance of employment in recovery.

•  The need to integrate vocational services into planning and programs.

•  Training geared toward integration of service delivery.

•  The need to have a national perspective communicated to local groups.

desired outcomes

Repeated desired outcomes mentioned clinical, fiscal, consumer, professional communication,

linkages and collaboration issues. Integrated Approach was presented as a desired outcome for 15

percent of the comments. There were calls for: 

• Establishing a shared vision of employment as an integral part of recovery and 

as an outcome goal among systems that serve persons with disabilities, including 

substance abuse.

• Competency-driven set of policies and procedures for integrated service systems at 

the national, State and local levels.
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barriers

Four percent of barriers related to this family. The following were described as barriers:

• Disciplines have their own cultures and formulations about problems and these 

differ widely.

• Resistance to an integrated approach.

• Lack of funding and demonstration of a cost-benefit analysis.

Education

The family of Education was the second most highly cited issue at 14 percent, and included such

subcategories as certification, cross-training, and knowledge. Topics related to education were

evident in all aspects of the conference. Almost one-quarter of comments related to education

were associated with competencies.

unmet needs

Approximately 21 percent of unmet needs related to education. Such phrases as “lack of, little

awareness of,” and “not a priority,” framed the context in which concerns about education were

discussed across all work groups. Participants also addressed:

•  The lack of education and background knowledge of substance abuse and disability 

by those who work with this population.

•  The need for transfer of knowledge from national to local levels and from the local 

level up.

•  The fact that cross-training between mental health and substance abuse staff does 

not usually occur.

• Some professionals have an “avoid it at all costs” attitude toward learning about 

substance abuse in the disability community.

necessary changes

Sixteen percent of necessary changes referred to Education with recommendations to:

• Increase training for paraprofessionals.

• Institute cross-training between mental health and substance abuse agencies.

• Increase professional development.

•  Adequately disseminate knowledge.

According to participants, an increase in training among all systems can yield better staff,

reduced turnover, and achieve better treatment outcomes.
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desired outcomes

Education represented 9 percent of desired outcomes. The following were identified:

•  A set of competency policy and procedures for integrated service systems at the 

national, State, and local levels

• Cross-training to reduce instability at agencies.

•  An increase in education and training to colleges, institutions, vocational 

rehabilitation counselors, teachers, prep programs, consumers, and policymakers.

•  An adequate supply of competently trained professionals to serve individuals with 

coexisting disabilities.

barriers

Barriers to Education were cited approximately 18 percent of the time. The following barriers

were mentioned most frequently:

•  A lack of funding for training and education.

•  A lack of inclusion and exposure to substance abuse and disability material 

in universities.

• Disagreement on competencies.

•  Treatment program counselors do not see the value of the vocational rehabilitation 

field’s contribution to the overall labor market

Consumers and Disability

Consumer and Disability as a family refers to individuals with disabilities who are also challenged

by substance abuse. This family was the third most prominent, and factored most heavily in

discussions on consumer advocacy and on stigma related to disability as a barrier to treatment

and employment. Consumer advocacy issues represented 11 percent of the action steps. 

unmet needs

Consumers and Disability represented 10 percent of unmet needs. These included:

• Isolation.

• Stigma.

• Prejudice.

• Uninsurability.

• Lack of transportation to jobs for persons with disabilities.
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necessary changes

Comments concerning this issue emphasized community, treatment, and activism. This family

represented approximately 13 percent of necessary changes. In regard to community (the

community of individuals with disabilities), the following were identified as necessary changes:

•  More sensitivity to community needs.

•  More community involvement.

•  Increased community programs.

•  More community coalitions.

•  Grassroots activism.

•  Individualized treatment with a consumer focus.

•  More informed consumers.

desired outcomes

Thirteen percent of desired outcomes related to Consumers and Disability. They were expressed

from several perspectives, including outcomes in the treatment system, improved education,

quality of life issues, and funding resources. Comments included:

•  More strengths-based systems are needed that recognize the consumer’s ability to 

help determine their treatment.

•  Systems are needs/deficit driven; therefore service providers have the knowledge, 

but not the consumer.

•  Better access to treatment and more fluid access.

• The needs of the clients and their families from their point of view should be 

considered, as well as the professional point of view.

•  Need for more educated consumers, service providers, employers, policymakers, 

and legislators to reduce stigma and increase employment opportunities for individ-

uals with coexisting disabilities.

• The disability community needs to have a fair share of funding.

•  Need an improved quality of life for clients as well as better employment.

barriers 

Barriers accounted for 17 percent of comments in this family. Barriers to these outcomes are seen as:

• States fail to help consumers even though there are currently sufficient resources, 

but attitudes get in the way.

• Stigma and overall lack of knowledge.

•  Organizational and cultural biases.

• Fragmentation in the disability community; specific disabilities fight for 

competing attention.
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• Need to recognize that persons with disabilities are a heterogeneous group and one 

cannot assume common interests.

Employment

The fourth most frequently mentioned family was Employment, i.e., issues related to consumers

obtaining and retaining employment as a treatment outcome. Employment was discussed by

three of the five Day One groups and by four of the five Day Two action-focused groups. As an

action step, it was most frequently addressed by the work groups Integrated Programs and

Approaches and Research. Helping consumers obtain and retain employment is seen as a need,

a desired outcome, and an action. 

unmet needs

Thirteen percent of brainstorming about unmet needs addressed Employment. Unmet needs

related to employment are highlighted in the following: 

• Employment is not well understood in treatment.

• Clients do not get employment services soon enough.

•  There are no incentives for employers to hire the disabled.

•  There is not sufficient identification of willing employers.

• Disincentives to work because of income replacement systems such as Social 

Security should be addressed.

necessary changes

Six percent of necessary changes related to Employment. The following three statements reflect

the essence of the changes identified: 

•  There needs to be a reexamination of transitional outcomes to make going to work 

an incentive rather than a disincentive. Individuals with disabilities often lose their 

benefits and settle for lower pay when they start working.

• Employment should be considered as a treatment outcome and a process 

within treatment.

• Need for a systemwide approach to vocational rehabilitation with employment as 

the goal, emphasizing innovative reward and performance monitoring.

desired outcomes

Eighteen percent of desired outcomes included Employment. One comment reflects the

desired changes that emerged from numerous groups:

• Must have establishment of a shared vision of employment as an integral part of 
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recovery and as an outcome goal among systems that serve persons with 

disabilities, including substance abuse.

barriers 

Seven percent of barriers related to Employment:

•  Work disincentives in the systems at the program and government levels.

•  Agencies do not have employment as a goal; this is an attitudinal issue.

•  Treatment counselors do not share the value of employment as a high priority with

vocational rehabilitation counselors.

Treatment

The family of Treatment (i.e., best practices, service delivery, and case management) received the

fifth highest frequency of discussion across the work groups. This family was addressed by all of

the Day One work groups and three of the five Day Two work groups.

unmet needs

Approximately 10 percent of unmet needs related to Treatment. The following were mentioned

as concerns:

•  There is a need to keep cases open longer.

•  There is not enough followup after treatment to link individuals to support that can

help reintegration into a new life.

•  The system needs to better serve consumers.

• Professionals lack the knowledge to treat the disability population and therefore 

have an ‘avoid-it’ type of attitude.

necessary changes

Treatment represented approximately 15 percent of necessary changes. The following were discussed:

•  A non-threatening hotline for treatment facilities. 

•  A change in counseling to include comprehensive benefits counseling to explain 

the “big picture” to persons with disabilities.

•  A change in technology transfer on best practices.

•  Increasing both treatment and professional capacities.

• Pathways to treatment should be more clearly defined to educate the community on 

available resources and strategies.
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desired outcomes

Ten percent of desired outcomes related to Treatment. The following outcomes were proposed: 

•  A coherent service delivery protocol.

• Employment viewed as an essential factor in recovery.

• Streamlined administration process.

• Encouragement, creation, and implementation of innovative and experimental 

programs for substance abuse and persons with disabilities.

barriers

Ten percent of barriers related to Treatment. The following were identified: 

• Relapse factors are not recognized and factored into planning.

• Inertia of organizing cultures, philosophy, and policy.

Additional Themes

Funding. The theme of Funding was mentioned in almost 9 percent of all statements from the

primary documents created during the conference. It was the sixth most frequent theme, and

was also mentioned frequently in relation to action steps (see Chapter 5). The issue of funding

was raised throughout all facets of the conference process as an unmet need, a necessary change,

a barrier, and as central to the action steps. Finally, despite the frequency of discussions about

funding, it was rarely identified as a desired outcome, suggesting that in most participants’

minds funding is a means to an end and not an end in and of itself.

In addition to the need for more funding, conference participants repeatedly suggested 

the following:

• More flexible funding (braided funding mechanisms or tiered funding to support 

services to individuals with multiple needs).

• Funding that was not defined categorically and requires collaboration between 

agencies/departments.

• Diversified funding sources (lack of funding for training and education).

• Clear identification of funding streams and the outcomes they were designed 

to fund.

• More equitable distribution of funding.

• Funding to support cost-benefit and outcomes-based research.

Highlights of recommendations in other families are presented below and provide additional

examples of comments. Each of these comments was suggested as desired outcomes.
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agency 

• Development of cross-training that reduces instability at agencies.

•  Adequate supply of professionals in the service arenas competent to serve 

individuals with substance abuse disabilities in an integrated system.

• Coherent service delivery protocol.

performance monitoring

• Consider the needs of clients and their families from their point of view, as well as 

the “professional” point of view

• Define criteria for effectiveness

information dissemination

• Increase available technology.

•  Advocates should work together to develop and implement a marketing campaign 

for a shared vision through conferences and meetings.

• Market to key stakeholders, including providers and consumers.

• Bring in business experts to advise on this marketing of the field’s work.

policy

• Reduce stigma and lack of knowledge among service providers, legislators, 

and the general public to increase employment opportunities for individuals with

coexisting disabilities.

•  Target national, State, and local political entities for block grant parity 

and set-aside funding.

• Generate treatment money.

• Influence policy at the statewide level.

research

•  Develop model program demonstration projects.

•  Define outcomes of successful programming.

•  Define the criteria for effectiveness.

•  Define outcomes: quality of life and employment.
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systems

• Systemwide approach to vocational rehabilitation with employment as the goal and 

emphasizing innovative reward and performance monitoring.

•  Creation of linkages between the AOD discipline and programs and employment 

disciplines and programs.

•  Definition of competencies for client, counselor, supervisor, administrators, and 

other stakeholders; identify concrete needs of clients.

The data presented and discussed provide insight into the conference process and outcomes.

They serve as a vehicle for generating a better understanding the complexity of the challenge

inherent in achieving the goals of access to treatment and employment outcomes for individuals

with coexisting disabilities. (See Chapter 5 for further distillation of this information into specific

recommendations for action at the local, state, and national levels.)
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INTEGRATION OF SUBSTANCE ABUSE AND REHABILITATION SERVICES 

desired outcome:
Competency driven set of policies and procedures for integrated service systems at the national, State and

local levels.

barriers: 
1. Organizational cultural barriers

2. Money

3.  Lack of agreement on the competencies

4. Local level policy and procedures

5.  Professional parochialism

6. Consumer resistance to labeling  and stigmatization

COGNITIVE,  SENSORY,  PHYSICAL AND HIV DISABILITIES

desired outcome:
More educated consumers, service providers, employers, policymakers, and legislators to reduce stigma

and increase employment opportunities for individuals with coexisting disabilities.

barriers: 
1. Lack of funding

2.  Policies

3.  Staff turnover

4. Burnout

5.  Isolation

6. Stigma

7.  Resistance

8. Prejudice

9. Lack of collaboration

10.Insurability

EMPLOYMENT SYSTEMS,  POLICIES  AND APPROACHES

desired outcome:
Establishing a shared vision of employment as an integral part of recovery and as an outcome goal among

systems that serve persons with disabilities, including substance abuse. 

barriers: 
1. Difficulty in changing organizational attitudes

2.  Turf issues

3.  Limited resources/staff

4. Separate funding streams

5.  Different cultural traditions among agencies

ATTACHMENT 1

c o n s e n s u s  s t a t e m e n t s  o n  p r i o r i t y  c h a n g e  o u t c o m e s
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DUAL SUBSTANCE ABUSE AND MENTAL DISORDERS

desired outcome:  
“One stop shopping” that includes:  

a. Clinical and fiscal integration of substance abuse, rehab, primary care, mental health, and social 

service treatment systems with braided funding streams. 

b. An accountability system that rewards collaboration and cooperation 

c. Interdisciplinary collaboration in treatment planning and services

d. Strength-based, consumer driven treatment and after care, including meaningful employment 

as an outcome

e. Streamlined administrative processes

barriers: 
1. Categorical funding

2. Turf issues

3. Professional differences in terminology, 

perspective, and values

4. Scare resources

5. Politics

6. Self-perpetuating bureaucracy

ACCESS TO TREATMENT FOR INDIVIDUALS WITH COEXISTING DISABILITIES

desired outcome:  

Disability community should receive an equitable/ fair share of government resources and 

funding allocations.

barriers: 
1.  Organized treatment industry groups invested 

in status quo

2. Stigma

3.  Competition among groups with common goals

4. Government perceives self as expert as opposed to 

experts being in the field (consumers/providers)

5. Community does not know grant mechanisms; 

there is a lack of resource development skills

6. No united voice in the field from disabilities

groups that substance abuse treatment should 

be a priority

7. Requirements to get funding are too complex 

and burdensome

8. Industry lobbyists with interest in the status quo
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EDUCATION AND TRAINING:  

Group 1

outcome selected: 
More educated consumers, service providers, employers, policymakers, and  legislators, to reduce

stigma and increase employment opportunities for individuals with coexisting disabilities.

barrier 1: 
Stigma and lack of knowledge

action step:
1.  Develop pilot CD training module and apply 

for seed money. 

barrier 2: 
Inertia of organizational cultures

action step:
1.  Bring relevant organizations together for 

dialogue and identification of best practices.  

Group 2

outcome selected: 
Competency-driven set of policies and procedures for integrated service systems at the National,

State and Local levels.

barrier 1: 
Lack of agreement on essential competencies

action steps:
1. Cross-training

2. Convening of ATTCs and RRCEPs

ATTACHMENT 2

c o n s e n s u s  s t a t e m e n t s  o n  a c t i o n  s t e p s  r e l a t e d  t o  d e s i r e d  o u t c o m e s
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POLICY AND ADVOCACY:  

Group 1

outcome selected: 
Disability community should receive equitable/fair share of all government resources and funding 

allocations

barrier 1: 
No united voice within the disability community

action steps:
1. Target national, State, local political entities 

for block parity, set-asides, and expanded funds

2. Coalition building within disability community 

with a defined agenda/outcome

3. Generate e-mail petition through National 

Centers on Independent Living and DIMNET to

President, Congress, Federal Agencies for equi-

table share of treatment money.

4. Secure sign-off by Centers on Independent 

Living in State AOD plans to Federal government

5. Promote social entrepreneurship by joining grant 

writers and disability organizations

Group 2

outcome selected: 
Establishing a shared vision of employment as an integral part of recovery and as an outcome goal

among systems that serve persons with disabilities, including substance abuse.

barrier 1: 
Difficulty in changing organizational attitudes

action steps:
1.  Examine mission

2. Cross pollination

3. Develop model program demonstration project

4. Provide rewards and incentives

5.  Market to key stakeholders, including providers 

and consumers
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PROFESSIONAL PRACTICE/CASE MANAGEMENT:  

Group 1

outcome selected: 
Employment as a goal.

barrier 1: 
Professional differences in terminology, perspectives, and values

action steps:
1.  Training business, substance abuse, vocational 

rehabilitation, WIBS, and mental health partners

2. Conference with business partners and 

service providers

3. National Listserv 

Group 2

outcome selected: 
Clinical and fiscal integration of substance abuse, mental health, and vocational rehabilitation; streamlined

administrative processes

barrier 1: 
Professional differences in terminology, perspective, and values

action steps:
1. Cross-training

2. Apply to present at conferences outside your 

professional discipline

3. Build partnerships and working agreements

4. Develop treatment plans addressing all 

three specialties

5. Collaborative effort of existing organizations to 

conduct research projects

ATTACHMENT 2 :  CONTINUED
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INTEGRATED PROGRAMS AND APPROACHES:  

Group 1

outcome selected: 
Competency-driven policies and procedures

barrier 1: 
Organizational, cultural, stigma

action steps:
1.  Training concurrently at local, State and 

national levels 

2. Specifically identify each system’s cultural/

stigma barriers

3. Collaborative funding

barrier 2: 
Funding

action steps:
1. Formalized blended funding

2. Demonstration projects

3. More flexible funding

4. Training in grant writing

barrier 3: 
Lack of agreement on competencies

action steps:
1. Cooperative service agreements

2. Demonstration projects

3. Interagency training (share core competencies 

and involve academia)
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ATTACHMENT 2 :  CONTINUED

RESEARCH INITIATIVES:  

Group 1

outcome selected: 
Competency-driven set of policies and procedures for integrated service systems at the national, 

State and local levels.

barrier 1: 
Funding, providing cost-benefit of integrated service systems

action steps:
1. Define integrated models leading to 

comparison studies

2. Integrated system vs. sequential system vs. parallel 

system: define cost of model

• Cost of model practices within 

integrated systems

3. Define effectiveness

4. Demonstrate cost benefit of model

5. Nature of existing and potential funding streams

barrier 2: 
Disagreement on definitions and outcomes of successful programming

action steps:
1. Define treatment characteristics

2. Define client characteristics that prevent treatment 

and employment

3. Define outcomes: quality of life and employment

4. Define employment/productive activity

barrier 3: 
Disagreement on competencies

action step:
1. Define competencies according to client, 

counselor, supervisor, and other stakeholders
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Group 2

Establish a shared vision of employment as an integral part of recovery 

outcome selected: 

Competency-driven set of policies and procedures for integrated service systems at the national, 

state andlocal levels.

barrier selected 1: 
Separate funding streams

action steps:
1. Develop inventory of funding streams by types of 

disabilities, target populations and sources or levels 

of funding

2. Study emphasis of funding streams on employment

•  Develop a tool to identify key programmatic 

elements by funding sources (employment, 

consumer role, nature of  treatment)

3. Interest groups represented at conference collaborate 

with funding streams to conduct study.

barrier selected 2: 
Difficulty in changing organizational attitudes 

and culture

action steps:
1. Identify cultures within each setting

2. Encourage research on treatment models that include 

employment as part of the model
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Integrated Approach 6 11 10 2 14 43

15% 20% 15% 4% 15% 14%

Collaboration 2 1 2 0 13

Communication 3 4 1 0 0

Integrated Model 0 0 4 2 1

Integrated Treatment 2 7 1 0 0

One-Stop 0 0 2 0 0

Strengths-Based 0 0 1 0 0

Education 8 9 6 7 12 42

21% 17% 9% 15% 13% 14%

Academia 0 0 0 0 2

Certification 1 0 0 0 0

Competencies 1 2 3 3 2

Cross-Training 1 3 1 0 1

Curriculum 0 0 0 0 3

Education and Training 1 4 1 3 5

Knowledge 4 1 1 1 0

Consumers/Disability 4 7 9 8 11 39

10% 13% 13% 17% 12% 13%

Access to Treatment 1 0 2 0 0

Coexisting Disabilities 1 0 2 0 0

Community 0 4 0 0 0

Competition 0 0 0 1 0

Consumer Advocacy 0 1 3 0 10

Consumer Issues 1 2 4 3 0

Labels 0 0 0 1 0

Quality of Life 0 0 1 1 0

Stigma 1 0 1 4 1

Unrecognized Need 0 0 0 0 0

Employment 5 3 12 3 10 33

13% 6% 18% 7% 11% 11%

Employers 1 0 1 0 4

Employment 3 2 10 1 5

Employment outcomes 0 0 3 0 2

Incentives 1 1 0 1 0

VR 0 0 0 1 0

Work=incentive 1 2 0 1 0

Treatment 4 8 7 2 10 31

10% 15% 10% 4% 11% 10%

Best Practices 0 1 0 0 2

Bureaucracy 0 0 2 1 0

Case Management 0 0 0 0 1

Denial 1 0 0 0 0

Followup Treatment 2 0 0 0 0

New Programs 0 0 3 0 1

Recovery 0 0 1 1 0

Relapse 0 0 0 1 0

Unmet 
Need

Necessary
Change

Desired
Outcome

Barrier Action Step TotalFamily 
and Subcategory

ATTACHMENT 3

s u m m a r y  o f  f a m i l i e s

Shaded areas do not represent subcategory totals; some quotations have multiple codes if they relate to different content area(s) within a family theme.
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Service Delivery 0 0 2 0 3

Treatment 1 6 0 0 3

Vocational Planning 0 1 0 0 0

Funding 2 6 3 6 10 27

5% 11% 4% 13% 11% 9%

Funding 2 6 3 6 9

Grant Writing 0 0 0 0 1

Agency 3 2 7 9 2 23

8% 4% 10% 20% 2% 8%

Attitudes/

Organizational 1 0 2 5 2

Competition 0 0 0 2 0

High Turnover Rates 1 1 1 1 0

Policies/Procedures 0 0 4 0 0

Staff 0 1 0 0 0

Turf 1 0 0 1 0

Performance Monitoring 1 1 8 3 4 17

3% 2% 12% 7% 4% 6%

Cost-Benefit 0 0 1 1 2

Needs Assessment 

& Screening 1 0 1 0 0

Outcomes 0 0 7 2 3

Information 

Dissemination 2 2 0 2 7 13

5% 4% 0% 4% 7% 4%

Marketing 0 0 0 0 5

Resources 0 0 0 2 1

Technology Transfer 2 2 0 0 1

Policy 1 2 4 2 3 12

3% 4% 6% 4% 3% 4%

Educational Policy 0 0 1 0 1

Enforcement 0 0 0 1 0

Government 0 0 2 1 1

Policy 1 1 1 0 1

Regulations 0 0 1 1 0

VR Eligibility 0 1 1 0 0

Research 2 1 0 0 8 11

5% 2% 0% 0% 9% 4%

Systems 1 2 1 2 3 9

3% 4% 1% 4% 3% 3%

Linkages 0 0 0 0 1

Mission/Goal 0 0 0 0 1

Stakeholders 0 0 0 1 1

Systems Change 0 2 1 1 0

TOTALS 39 54 67 46 94 300

Unmet 
Need

Necessary
Change

Desired
Outcome

Barrier Action Step TotalFamily 
and Subcategory
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Introduction

background

The focus of the conference was the intersection of substance abuse, coexisting disability and

employment outcomes. The context for the focus was change and how it has impacted the field

and what changes are necessary to meet the needs of individuals with substance abuse and coex-

isting disabilities particularly in regard to access to treatment and employment processes and

outcomes. Through plenary sessions and work groups, the conference was designed to address

the current state of the field and the changes that are necessary to bring about the desired

outcomes. The plenary sessions were designed to follow the change paradigm that has been

developed by the Center for Substance Abuse Treatment (CSAT) with a structure that progresses

from Problem Statement to Political/Social Context and Outcomes. The work groups followed a

structured change process that built on the plenary addresses, and were expanded by the input of

the participants. In the work groups, the participants were charged with defining desired

outcomes, barriers to change and strategies to bring about change. The Day 1 work group focused

on topic areas most relevant to the field: Integrated Substance Abuse and Rehabilitation Services,

Employment Needs and Outcomes, Dual Substance Abuse and Mental Disorders, Substance

Abuse and Cognitive, Physical and HIV Disabilities and Access to Treatment. Day 2 work groups

focused on the functions of Education and Training, Policy and Advocacy, Research, Clinical

Practice and Case Management and Programs and Approaches. The final goal was to arrive at

consensus on defining the most critical desired outcomes, barriers and action steps. Action steps

were further developed by defining leadership, time frames and the processes for evaluating

change. In addition to the conference itself, a pre- and post- conference web site was designed to

gather input from the field to inform the conference and to serve as a vehicle for posting

outcomes and inviting responses.

appendix d
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purpose of evaluation

The purpose of the evaluation was to capture both process and outcome. The intention was to

generate information from the participants as to the learning that occurred, the means by which

the learning occurred, obstacles to learning, and recommendations for the future. The use of

open-ended comments provided the vehicle for capturing each participant’s personal experience

with all aspects of the conference. Another purpose of the evaluation was to learn more about the

change process that was employed. CSAT and particularly the National Addiction Technology

Transfer Center have developed a change process that has been introduced in a number of

settings but never in a conference and never to the extent employed in this conference. Therefore,

it was very important to evaluate the effectiveness of that process in this context and be able to

offer recommendations for future development and application of the model.

limitations

The limitations in the evaluation process include the enormity of the information gathered by the

plenary session, work group and overall conference evaluations and the relative inability to thor-

oughly analyze all the responses provided. Another limitation occurred in relation to the web site.

There was no vehicle for analyzing the web site usefulness and activity other than the identifica-

tion of visitors and review of postings. Since the conference introduced a new approach it was not

possible to anticipate all the positive and negative aspects that would emerge. Therefore, the eval-

uation processes, while extensive, were incomplete in addressing in sufficient detail the

application of the change process. Despite the persistence of conference organizers in asking

participants to return completed evaluations both during and after the conference, 50% (n=75) of

participants submitted evaluations and personal action plans. 

audience

The conference participants were all individuals with experience in at least two of the three

conference themes: substance abuse, coexisting disability and employment. In addition, selec-

tion for attendance was based on achieving a broad representation in discipline, function,

organizational affiliation, diversity and geography.

Focus of the Evaluation

The focus of the evaluation was on process and outcome for each component of the conference

and on the overall conference experience. The evaluation packet (Attachment A) provided the key

instrument for evaluation. However, the work products from each work group also provided a

highly significant outcome from the conference and the vehicle for the clear articulation of

desired outcomes, barriers and action steps along with leadership, time frames and evaluation

approaches. The amount of information gathered from these means contributed to the evidence

of the effectiveness of the process and outcomes. Another area of focus for evaluation was

Personal Action Plans. Participants were asked, at the time of application, to indicate how they
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would use the conference outcome. In the evaluation packet there was opportunity for action

plans to be clarified and submitted so that the conference organizers could refer to those plans as

both examples of steps that could be taken and as a vehicle for following up with each participant

and the steps taken to carry out the plan. Long-term evaluation of the outcome of the conference

will also be derived from input from the field and statements from the participants as to the

impact and effectiveness of the action steps they have taken. The pre- and post-conference web

site was another vehicle for evaluation. The number of web site postings before and after the

conference were aggregated either through the web site or through the conference list servs that 

were created.

Evaluation Approach Procedures

The evaluation approach has been to analyze all of the data received in response to all the confer-

ence components: the plenary sessions, the work groups, the overall conference and the web site.

In addition, an analysis was conducted of the open-ended questions that were part of the evalua-

tion of the overall conference, the plenary sessions and the work groups. In addition to the data,

the discussion sections of this chapter contribute to the understanding of the information

provided. In addition, each participant was asked to complete a Personal Action Plan. These are

summarized in Attachment C according to conference themes. Over the next six months, the

conference committee will maintain contact with the participants and continue to obtain feed-

back on their experiences in meeting the goals of their Personal Action Plans. This will be

accomplished through electronic communication and postings on the post-conference compo-

nent of the web site. Attachment D includes examples of actions taken to date. In addition

applications for technical assistance grants to help accomplish the Personal Action Plans repre-

sents another evaluation approach. The outcomes of this also appears in Attachment D.

Results of the Evaluation

The initial questions posed as part of the conference evaluation were: “How well received was the

conference?” and “Did the participants feel its goals were accomplished?” The results indicate the

overall conference evaluation in comparison to other professional conferences and the impact of

the conference with regard to eight conference goals. Participants rated the conference 

“Significantly Better” or “Somewhat Better” than other professional conferences in the last year.

In addition, respondents felt the conference was “Very Successful” or “Successful” in achieving

conference goals. The results are summarized in Exhibit 1A and B, respectively. Direct quotes of

and responses for the highest and lowest rated goals appear in Exhibit 2. 

Attachment B-1 includes comments related to the overall conference.
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B) How would you rate the conference’s impact with regard to your…
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a) Understanding of substance abuse and coexisting disabilities?

b) Understanding of the importance of work as an integral part of substance 
abuse treatment?

c) Awareness of the field of substance abuse and coexisting disabilities at 
the national level?

d) Awareness of the change process in the field of substance abuse and 
coexisting disabilities?

e) Understanding of keys to instituting the change process in the 
organizations / systems you represent?

f) Bringing about programmatic improvements in the field of substance 
abuse and coexisting disabilities?

g) Commitment to make or recommend necessary changes in the 
organization and/or system you represent?

h) Networking and forming of new associations with other professionals 
in the field?

40% 40%

20%

1% 0%

Significantly
Better

Somewhat
better

Same Quality Not Quite
Good

Of Considerably
Less Quality

Exhibit 1: Overall conference evaluation

A) Compared to other professional conferences you’ve attended in the  last year,   

how would you rate the overall quality of this conference?
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comments

95%

95%

97%

93%

96%

85%

83%

83% 

goal

a) Understanding of substance abuse and 
coexisting disabilities?

b) Understanding of the importance of 
work as an integral part of substance  
abuse treatment?

c) Awareness of the field of substance 
abuse and coexisting disabilities at the  
national level?

g) Commitment to make or recommend 
necessary changes in the organization 
and/or system you represent?

h)Networking and forming of new 
associations with other professionals 
in the field?

d) Awareness of the change process in the 
field of substance abuse and coexisting   
disabilities?

e) Understanding of keys to instituting 
the change process in the organizations/ 
systems you represent?

f) Bringing about programmatic 
improvements in the field of substance 
abuse and coexisting disabilities? 

“Learning the details on substance abuse and coexisting 
disabilities was the most positive aspect of the conference”

“The conference succeeded in highlighting the needs of this 
important population”

“The conference was effective in helping to learn more about 
integrating employment into treatment” 

“It was great to learn more about the importance of 
employment as part of substance abuse treatment”

“Learning about the ‘state of the field’ was a positive aspect of 
the conference and it provided great access to ideas, mate-
rials, resource centers, etc.” 

“The quality of information and the amount of knowledge 
on the field of substance abuse and coexisting disabilities 
were excellent”

“I returned to my office with many ideas and have already
enlisted the help of several in the community who are equally
as excited about what we may be able to accomplish”

“This was a great opportunity for voices from various back
ground to overhear each other and begin to align with each
other to actualize change” 

“A positive aspect of the conference was the professionals 
and consumers coming together to make a commitment to
improving services”

“I would have liked to hear more about other states’ activities”

“The conference should involve more persons with disabilities 
who represent consumer perspectives”

“How do we get the employers to focus on mutual benefits?”

“How do we get mental health, substance abuse treatment 
and  vocational rehabilitation integrated in ways that share
responsibility and funding?” 

“How to upgrade disability awareness in substance abuse 
treatment professionally”

“More consumer viewpoints were needed” 

“More single-state agency providers”

Exhibit 2: Participants’ comments and concerns related to conference goals

Higher ratings with positive comments

Lower ratings with positive comments
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assessments of different conference components. 

As indicated in the accompanying conference description, there were three major components

that operationally defined the conference. These were the Plenary Sessions, the Day 1 Issue

Focused Work Groups, the Day 2 Action Focused Work Groups and the web site. Each compo-

nent was evaluated by the conference participants. The results of these component-

by-component assessments are summarized in the materials that follow. Overall, the plenary ses-

sions were rated as the strongest aspect of the conference. (An analysis of the “excellent” ratings

for the different components yielded an average rating of 40% for the plenary sessions collectively.

plenary sessions

Exhibit 3 contains the summaries of the participants’ assessments of the four plenary sessions.

Plenary 2: “Assessing the Social/Political Environment” received the highest rating of the four

sessions with 85% of the participants rating it as “Excellent” or “Very Good.” The ratings given to

the other three plenary sessions were roughly equivalent. Several overall comments made by

participants regarding the plenary speakers included “highly effective”, “powerful”, “wealth of

information”, “excellent portrayal of the consumer perspective” and “needed more time to get the

benefit of what they had to say.” All the comments secured relative to the plenary sessions are

summarized in Attachment B-2.

day 1 - issue focused work groups 

A review of the summary data provided in Exhibit 4 related to this component of the conference

reveals that the strongest part of the overall component, as well as the Process element, was “the

ability of the participants to contribute.” Eighty-five % of the respondents rated this element as

either “Excellent” or “Very Good.” In regard to the Outcome element, the highest rating was for 

Exhibit 3: Assessments: Plenary Sessions

sessions

Plenary 1: Identifying the Problem

Plenary 2: Assessing the Socio-Political Environment for Treatment,
Rehabilitation and Employment

Plenary 3: Identifying Desired Outcomes in Treatment and Rehabilitation

Plenary 4: Identifying Desired Outcomes in Employment, Education 
and Training 
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“Value of the information and ideas among work group participants to my work,” which received

a 70% rating across “Excellent” and “Very Good.” In the element noted as Other Areas, the skills

of the leaders and facilitators both received a rating of 71% across the “Excellent” and “Very

Good” categories. The weakest aspect of Day 1 was in the area of “Contributions session will

make to effect changes in my work” which received a rating of 35% for “Good” to “Fair.” Again

this might reflect the participants’ perception of their ability to effect change.

Several attendees’ comments related to this component of the conference include:

“The Day 1 Focus Group was the single most positive aspect of the conference”

“The Day 1 interactive work groups were excellent”

“The breadth of information available from this work group was great”

“The discussion/process flowed best with small group activity”

“Too much was expected of work groups”

(A full summary of comments related to Day 1 Work Groups is provided in Attachment B-3.)

day 2 work groups: action focused 

This aspect of the conference was the least effective. In reality, there was an overly ambitious plan

and it was realized in Day 2. Unfortunately, the approach did not allow for the continuation of the

hard work and the accomplishments derived in Day 1. However, this was a new and experimental

application of the change process and important lessons can be learned and will be articulated in

factors assessed

1) Process

a) Overall format of session?
b) Quality of action planning activities?
c) Opportunity for me to contribute?

2) Outcome

a) Value of information & ideas shared among work group participants to my work?
b) Value of the desired outcomes developed by participants to my work?
c) Contributions sessions will make to effect changes in my work?

3) Other Areas

a) Skills of Work Group Leaders?
b) Skills of Work Group Facilitators?

Exhibit 4: Assessments: Day 1 - Issue Focused Work Groups

percentage distribution
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the “Conclusions and Recommendations” section. As in Day 1, the strongest area in the Process

component was the “Opportunity for me to contribute” which attained a 70% “Excellent” to 

“Very Good” rating. The “Quality of the action planning activities” was the weakest process aspect

with a rating of 29% for “Excellent” to “Very Good.” In regard to the Outcome evaluation, the

stronger response was “My commitment to take the next step in implementing one or more of

those plans” with a rating of 53% for “Excellent” to “Very Good” as compared to “Relevance of

action plan developed by the work group members to my work” which received a rating of 46%

for “Excellent” to “Very Good.” In the Other Areas aspect, the stronger response was the “Skills

of the work group leaders” with a rating of 56% for “Excellent” to “Very Good” as compared to 

“Skills of the facilitators” with a rating of 50%.

Comments related to this section of the work groups include:

“Enjoyed engaging in discussion within work groups”

“When you have small focus groups, the organizers really need to designate the 

participants. I found my group to be unbalanced”

“Should have had the Day 2 work groups brainstorm on how to achieve the 

desired outcomes rather than address barriers – more positive approach”

“Too much was packed into Day Two”

“Tasks, particularly on Day Two, seemed to get in the way of some thoughtful discussion”

(A fuller summary of comments related to Day 2 Work Groups are in Attachment B-4)

factors assessed

1) Process

a) Overall format of session?
b) Quality of action planning activities?
c) Opportunity for me to contribute?

2) Outcome

a) Relevance of action plans developed by the work group members to my work?
b) Value of the desired outcomes developed by participants to my work?

3) Other Areas

a) Skills of Work Group Leaders?
b) Skills of Work Group Facilitators?

Exhibit 5: Day 2 - Action Focused Work Groups
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As occurred with the Day 1 Work Groups, the strongest element in this component of the confer-

ence, as well as the Process area, was the “Opportunity for me to contribute,” which received a

combined “Excellent” and “Very Good” rating of 70 %. The “Quality of the action planning activ-

ities,” another Process-related element, was rated as the weakest aspect of the overall conference

(a rating of  39 % on “Excellent” and “Very Good” combined). It, in combination with the other

Process element “Overall format of session” and the Outcomes element “Relevance of action

plans developed by the work group members to my work,” were the three weakest elements iden-

tified in regard to the Day 2 Work Groups. 

web site

This aspect of the conference was mildly successful. Exhibit 6 presents the number of monthly

visits for the following web site components: home page, conference information page, and

message board. While there were numerous visits, there were only 25 postings in total. The post-

ings included input from participants and other stakeholders. They reflected attitudes and beliefs

about the field, employment and the conference. For example, in response to a question posed

by the conference committee (“Why is employment considered late in the treatment process?

Why is more consideration not given to career choice and long-term employment goals?”), there

were six replies, four from participants and two from other stakeholders.
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Exhibit 6: Number of Visits to Web Site

Home Page
Conference Info Page
Message Board
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conclusions and recommendations

As shown via the preceding materials, the evaluation effort yielded a number of salient findings

and related recommendations. Those findings and recommendations are summarized below. 

The major finding evolving from the evaluation is that the conference was basically well

received by the attendees. For many participants, the opportunity to learn from each other as indi-

viduals from a variety of disciplines was very rewarding. The participants clearly increased their

knowledge about the interrelationship between substance abuse and coexisting disabilities and

about the need for integration of services. The recognition of the benefits of integration of serv-

ices was a major outcome. Related to this is the knowledge that integration requires the

collaboration of diverse organization and overcoming issues of turf. Another important area of

learning was the importance of employment for individuals in recovery and for individuals with

disabilities. The change process was overall well received and recognized as offering promise for

future development and application. After participants left the conference they reported feeling

motivated to take action in their individual organizations. Networking was another positive

outcome.  The need for increased consumer voices in support of this issue and more participa-

tion by employers in the education and planning process were comments obtained in the

evaluation.

At the same time, however, the data suggest that there is room for improvement. For

example, while participants generally felt the conference was successful in relation to attainment

of its specified goals, there were three goals where reservations were noted. Those three goals

dealt with participants’ awareness of the change process, understanding how to implement that

process in specific settings, and knowing how to actually bring about programmatic change in

specific settings. These represent specific areas where it probably would have been productive to

share additional information and/or provided additional training to participants prior to the

conference. Such additional attention might well have served as an “advanced organizer” and

better prepared the participants to productively engage in the activities designed for the Day 1 and

Day 2 Work Groups. 

The concerns regarding the change process alluded to above were also somewhat evident in

the assessments of the three major operational components or segments of the conference. For

example, although the plenary or “information-sharing” sessions and the Issue Focused Work

Groups held on Day 1 were both well received by participants, concern with their understanding

of the change process and subsequent ability to effect changes in their work were reflected to

some degree in related assessments. These concerns emerged most directly in regard to the

assessment of the Day 2 - Action Focused Work Groups and that component received the lowest

overall rating of the three conference segments. The single most prevalent suggestion offered in

relation to improving the conference was to reduce the overly ambitious plan, especially as related

to the Day 2 Work Groups, but also with regard to the time allocations for plenary sessions and

networking. The conference was unable to realize all of its goals to the level desired. This confer-

ence was an experimental process never before attempted. It constituted the best “guess” of the

conference personnel on the adaptation of the ATTC change process to a conference format.

Since it was a trial, we expected that much would be learned that could make subsequent efforts
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stronger.  As an ambitious first effort, the conference accomplished a great deal. We do suggest,

however, that the specific recommendations be considered by others who wish to use this process

in future conferences.

In the future the attendees suggested that the conference planners:

•  have an agenda that is able to be accomplished in the allotted time

• allow sufficient time for each plenary speaker

• explain the change process; explain it to the participants in advance so they are 

allowed sufficient time for understanding and their working through the process

more effectively

•  reconsider the consensus building process; much was lost as the groups were 

required to synthesize many important and salient recommendations

•  keep work groups together for two days; by reconstructing groups process 

was interrupted

•  determine in advance whether the outcomes to be developed related to a national, 

state or local level

• continue to identify knowledgeable plenary speakers who are appreciated

• allow more time for networking

• assure that facilities allow for ease in accessibility when there are numbers 

of persons with disabilities

• assure a sufficient number of interpreters when break out groups are planned

• if using a pre-conference web site, assure that is very easily accessed and 

user friendly
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Evaluation Packet

Evaluation Instruments

This packet includes all of the evaluation instruments for the conference. There is one

page for each of the following:

Plenary Session 1

Plenary Session 2

Plenary Session 3

Plenary Session 4

Day 1 Work Groups

Day 2 Work Groups

Individual Action Plan Post Conference

Overall Conference Evaluation

You will have time (about 5 minutes) after each session to complete the evaluation for

that session. There will be time at the end of the conference to return to earlier forms

and add details and comments as you wish.

Application of the Evaluations

Your responses will be of significant value to the RRTC in its continued work. In addi-

tion, the results will benefit the field in that it will provide information regarding the

pressing issues that need to be addressed, guidance for the effecting a process of change,

and action plans that will have impact on the organizations and individuals represented.

Your contribution to this effort is appreciated. The results will be analyzed and available

in conference proceedings.

As a conference participant, I volunteer to provide the evaluation data requested in

this booklet. I understand that I may choose to not respond to portions of the evaluation,

without penalty. Furthermore, I have been informed that all data I provide will be treated

as confidential and only group, not individual, results will be presented in any formal

reports of similar materials evolving from the evaluation.

Name

Organization

ATTACHMENT 1

c o n f e r e n c e  e v a l u a t i o n  f o r m s
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Plenary 1: Identifying the Problem

1) Which of the following functional categories is most closely related to your work?

___ Research  ___ Education/Training  ___ Policy/Advocacy  ___ Clinical Practice

___ Integrated Programs and Approaches

2) For the functional category you checked (i.e., the category most closely related to your     

work), briefly respond to each of the questions below.

a) How effective was this session in helping your define the problem?

b) What problem areas did you particularly take note of?

c) In what new ways does the problem need to be defined?

3) Overall, how would you rate the quality of this session? (Check one) 

Excellent

Very Good

Good 

Fair 

Poor
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Plenary 2: Assessing the Socio-political Environment for Treatment, Rehabilitation 

and Employment

1) Which of the following functional categories is most closely related to your work?

___ Research  ___ Education/Training  ___ Policy/Advocacy  ___ Clinical Practice 

___ Integrated Programs and Approaches

2)  For the functional category you checked (i.e., the category most closely related to your   

work), briefly respond to each of the questions below.

(a) How effective was this session in identifying the socio-political issues related 

to the problem?

(b) On what socio-political system issues did you focus concern on most?

(c) What important socio-political issues were not addressed?

3) Overall, how would you rate the quality of this session? (Check one)  

Excellent

Very Good

Good

Fair

Poor
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Plenary 3: Identifying Desired Outcomes in Treatment and Rehabilitation

1)  Which of the following functional categories is most closely related to your work?

___ Research   ___ Education/Training  ___ Policy/Advocacy   ___ Clinical Practice 

___ Integrated Programs and Approaches 

2)  For the functional category you checked (i.e., the category most closely related to your  

work), briefly respond to each of the questions below.

(a) How effective was this session in identifying the socio-political issues related 

to the problem?

(b) On what socio-political system issues did you focus concern on most?

(c) What important socio-political issues were not addressed?

3)  Overall, how would you rate the quality of this session? (Check one)  

Excellent

Very Good

Good 

Fair 

Poor
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Day 1: Issue Focused Work Groups

What Content Topic was addressed by your Work Group?  (Check one) 

Integrated Substance Abuse and Rehabilitation Services

Employment Needs and Outcomes

Dual Substance Abuse and Mental Disorders

Substance Abuse and Cognitive, Physical, Sensory, and HIV Disabilities

Access to Treatment for Individuals with Coexisting Disabilities

For items 1 to 3 below, please rate each of the areas listed.

1) Process  

a) Overall format of the session?

b) Quality of action planning activities?

c) Opportunity for me to contribute? 

2) Outcome

a) Value of information and ideas shared 

among work group participants to my work? 

b) Value of the desired outcomes developed by

participants to my work? 

c) Contributions session will make to effect 

changes in my work? 

3) Other Areas    

a) Skills of work group leaders? 

b) Skills of work group facilitators?

4) As a result of participating in this work group, what 1 or 2 Issues are you now considering 

that you had not previously thought about?
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Plenary 4: Identifying Desired Outcomes in Employment, Education and Training

1) Which of the following functional categories is most closely related to your work?

___ Research     ___ Education/Training     ___ Policy/Advocacy     ___ Clinical Practic

___ Integrated Programs and Approaches 

2) For the functional category you checked (i.e., the category most closely related to your   

work), briefly respond to each of the questions below.

(a) How effective was this session in identifying the desired outcomes in relation to   

employment, education and training?

(b) On what desired outcomes in relation to employment, education and training 

did you focus most?

(c) What desired outcomes in relation to employment, education and training do you       

believe were not addressed?

3) Overall, how would you rate the quality of this session? (Check one) 

Excellent

Very Good

Good

Fair

Poor
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Day 2: Action Focused Groups

What Content Topic was addressed by your Work Group? (Check one) 

Education and Training

Policy and Advocacy

Research Initiatives

Professional Practice/Case Management

Integrated Programs and Approaches

For items 1 to 3  below, please rate each of the areas listed.

1) Process: 

a) Overall format of the session?

b) Quality of action planning activities?

c) Opportunity for me to contribute? 

2) Outcome:

a) Relevance of action plans developed  

by  the work group members to my work?

b) Value of the desired outcomes developed by

participants to my work? 

c) Contributions session will make to effect 

changes in my work? 

3) Other areas :    

a) Skills of work group leaders? 

b) Skills of work group facilitators?

4) As a result of participating in this work group, what 1 or 2 issues are you  now considering 

that you had not previously thought about?
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Personal Action Plan 

Name  

Organization

1) Which of the following “Issue Topics” did your Day 1 Work Group address? (Check one)

Integrated Substance Abuse and Rehabilitation Services               

Substance Abuse and Cognitive, Physical, Sensory, and HIV Disabilities

Employment Needs and Outcomes

Access to Treatment for Individuals with Coexisting Disabilities

Dual Substance Abuse and Mental Disorders

2) Based on your Day 1 Work Group’s discussion, which “Desired Outcome” and  

which “Barrier” discussed were the most important to you?

a) Desired outcome:

b) Barrier to Address: 

3) Which of the following “Action Topics” did your Day 2 Work Group address? (Check one)

Education/Training

Professional Practice/ Case Management

Policy and Advocacy

Integrated Programs and Approaches

Research Initiatives

4) Based on your Day 2 Work Group’s discussion, what “Action” developed in your group 

are you committed to take in the organization? and/or system you represent? Action I      

intend to take: 
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Overall Conference Evaluation

1) Compared to other professional conferences you’ve attended in the last year, how would  you

rate the overall quality of this conference?

Significantly Better

Somewhat Better

Same Quality

Not Quite Good 

Of Considerably Less Quality

2)  How would you rate the conference’s impact with regard to your…

a) understanding of substance abuse 

and coexisting disabilities? 

b) understanding of the importance of work  as 

an integral part of substance abuse treatment?  

c) awareness of the field of substance abuse and 

coexisting disabilities at the national level? 

d) awareness of the change process in the field of 

drugs and disabilities? 

e) understanding of keys to instituting the change  

process in the organizations/systems you represent?

f) bringing about programmatic improvements 

in the field of substance abuse and coexisting 

disabilities? 

g) commitment to make or recommend necessary 

changes in the organization and/or system 

you represent? 

h) networking and forming of new associations

with other professionals in the field?  

ex
cel

le
nt

ve
ry g

ood

good
fa

ir
po

or



second national conference on substance abuse & coexisting disabilities 165

A
P

P
E

N
D

IX
 D

:
A

ttachm
ent 1: C

onference
Evaluation Form

s

Please Briefly Respond to Each of the Following Questions

3) What one thing would you have done differently when designing the conference to   

make it more effective?

4) In your opinion, what was the single most positive aspect of the conference?

5) What suggestions do you have for future conferences?

6) Do you have any additional comments you would like to provide regarding 

the conference?
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What one thing would you have done differently when designing the conference to make it 

more effective?

time:

“It would be ideal to have a little more time for the overall process.”

“One more day would have made things less rushed”

“You really had an overly ambitious agenda placed into two full days. I would have made the 

conference 3 days and had the first 1.5 days for presentations and information and the last

1.5 days for action planning and networking”

work groups:

“Do not split up focus groups into two separate small groups. It did not promote moving 

forward with the process and did not allow time to complete the agenda”

“Keep small groups intact throughout; avoid over design of contemplative process”

“Reduce the tasks of the work groups”

change process:

“The change process was tough to implement in the work groups”

“Better prepare the facilitators and attendees prior to the conference”

participants:

“Include the ‘other side of the fence’– employers”

“Include more minorities as participants and plenary speakers”

“More consumer voice”

plenaries:

“It may be more effective to invite less speakers and allow each speaker more time to get 

more in depth”

“Agenda was too ambitious. Try fewer presentations and more time”

ATTACHMENT 2 -A

c o m m e n t s  r e l a t e d  t o  o v e r a l l  c o n f e r e n c e

QUESTION #3
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In your opinion, what was the single most positive aspect of the conference?

networking: 

“Networking with individuals outside of my field. I work with people with disabilities who 

have substance abuse problems. It was very helpful for me to learn about the employment

difficulties of this group”

“Met some wonderful people who ‘taught me’ a lot”

“Networking and interactions in small groups”

“Being able to network and find resources and to know I am not the only one frustrated with 

this issue”

speakers:

“Increased knowledge of the problem from the perspective of other professionals working

with the population”

“The interaction with top professionals in the field – very stimulating.”

“Excellent speakers – outstanding, presentations.”

“The information presented was excellent. The speakers were all very knowledgeable in the 

field and have a high degree of expertise.”

groups/change model:

“Discussion groups (not necessarily product – but sharing)”

“The people that were brought together – by far the best part – great discussions in groups 

but unfortunately not more time”

“The change model was interesting”

“Resulted oriented format”

participants:

“The cross-organizational, cross-role, cross disciplinary nature of the very talented invites”

“The meeting of professionals throughout the country”

“The intimate setting and the opportunity to network and share with key experts in the fields 

of disability and substance abuse” 

QUESTION #4
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What suggestions do you have for future conferences?

time:

“Slow down the pace”

“More time to work together”

“Add a 3rd day!”

“Allow more time for plenaries”

consumers:

“More consumer voice”

“More consumer viewpoints”

“Have more consumer/community involvement”

“Broaden the scope of disabilities to include clients who suffer from mental health issues 

such as depression, panic, anxiety disorders”

logistics: 

“Have larger group rooms”

“Do evaluations after each plenary”

“Start preparation for all participants before conference”

follow-up: 

“Let’s just make sure to follow-up”

plenaries: 

“Include more disciplines in the plenary sessions, criminal justice, LGBT, substance abuse 

treatment and prevention, healthcare, homeless, HIV/AIDS, etc.”

“Involve private business, disability carriers, issuers”

“Provide more information about national efforts regarding S/A and disabilities”

participants: 

“More balanced substance abuse and substance abuse rehabilitation”

“Look at breakdown of groups – better balance”

“Integrate employers and insurers in all phases of conference, including planning and goals”

“More information from employer community”

QUESTION #5
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Do you have any additional comments you would like to provide regarding the conference?

“Too short.”

“Bring in more people from the Independent Living movement to future conferences and 

present at their conferences.”

“It was very well organized. I learned a lot of new information that I plan to use in my work.”

“Nice job everyone. Well organized. Goals clear. Time short. Facilities great.”

“Thank you for the opportunity to be a part of this change movement – I look forward to 

continued involvement.”

“Excellent conference. Well organized and conducted. I have been able to develop several 

ideas to take back to my agency for the development of several grant applications.”

“The small group process was cumbersome trying to keep braking down tasks – but don’t 

have a better way to do it.”

“More information on multicultural issues. Access to service as it relates to ethnicity.”

“Please include spirituality – God heals us all.”

“Invite federal partners, i.e., Department of Labor Working Partners. Would have been a 

good resource as it relates to substance abuse and employment. It was good to have a brief

description of WIA and Welfare-to-Work, however.”

QUESTION #6
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PLENARY 1: IDENTIFYING THE PROBLEM

Question A: How effective was this session in helping you define the problem?

“Introduction to the extent of problem and overview of issues requiring further exploration 

were helpful”

“It allowed me to see the problem on a national level”

“It identified the problem at the discrete level and the many problems for the desired outcome 

at the mega level”

“Realized more research is needed”

“Gave me a lot of ‘food for thought’ because I didn’t realize just how much of a problem this is”

Question B: What problem areas did you particularly take note of?

“Difficulties people with disabilities have accessing services”

“Large numbers of eligible persons unaccounted for due to criminal justice involvement’

“I appreciated the fact that policy makers see that existing systems in the drug treatment 

system have often cut out and refused to treat other disabilities”

“Lack of understanding in the CD and disability arenas as to the extent of the problem of 

coexisting disabilities”

“Need for improved methods for problem identification and referral; cross-training needs 

among disability and AODA treatment professionals”

“The high incidence of coexisting issues between substance abuse and disability”

“Training – the denial treatment programs have with issues with people with disabilities”

“The small % of people with severe co-existing disorders who are working”

Question C: In what new ways does the problem need to be defined?

“Low incidence populations”

“Persons with multiple problems including employability and substance issues present in 

virtually every type of human services”

“The problem needs a way to be identified so that appropriate treatment can be rendered”

“Outreach to family members, friends, caregivers to counteract enabling behaviors”

“Varying degree of the issue among different disability groups”

“Treatment programs need a non-threatening approach”

“Make meaningful work a high priority for people with disabilities”

“Substance Abuse as a response to barrier in society.  It is not enough to treat the individual. 

Most must be done to make our society more hospitable to people with disabilities”

ATTACHMENT 2 -B

c o m m e n t s  r e l a t e d  t o  p l e n a r y  s e s s i o n s :
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Question A: How effective was this session in identifying the socio-political issues related to 

the problem?

“Refreshing to hear shifting the focus of problem solving to the local level”

“Effective, especially in addressing both opportunities and problems related to welfare/work 

reform initiatives”

“I have already changed my focus when talking to groups on employment placements having 

an affect on both the economy and those seeking employment and we cannot ignore the

stigmas attached to substance abuse and persons with disabilities”

“Good resources were cited”

“The different strengths and shortcomings of current laws as they were explained”

Question B: On what socio-political system issues did you focus concern on most?

“Determination that AOD treatment was not meeting disability standards”

“The need to encourage local participation in workforce investment”

“Difficulty in developing a national policy when the WIA trend is toward localization, which 

encourages increasing fragmentation”

“The need for money”

“Workforce policy, especially Workforce Investment Act”

“Changes in WIA; need to monitor these changes; lots of thought and research questions”

“The dissemination of information via agencies and websites”

“The lack of cooperation between the vocational and addiction fields”

Question C: What important socio-political issues were not addressed?

“Criminal justice issues for persons with substance abuse and co-existing disabilities.” 

“Stigma, prejudice across substance abuse and disabilities”

“How do we integrate the values of rehabilitation/employment into substance abuse treatment”

“Inaccessibility of most peer support groups”

“More could have been said about the irrationality of the federal disability policy”

“The issue of multi-disabled individuals and how to effectively advocate for the development of 

an all-inclusive treatment model”

PLENARY 2: ASSESSING THE SOCIO-POLITICAL ENVIRONMENT FOR REHABILITATION AND EMPLOYMENT
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PLENARY 3: IDENTIFYING DESIRED OUTCOMES IN TREATMENT AND REHABILITATION

Question A: How effective was this session in identifying the desired outcomes in treatment 

and rehabilitation?

“Desired outcomes in treatment and rehabilitation were helpful”

“Appreciate the focus on TBI and dual diagnosis”

“Realized more dual treatment programs are needed”

“Presentations were most beneficial for background content/statistics/treatment role model”

“Provided me with new ideas about additional outcomes in regard to treatment”

Question B: On what desired outcome in relation to treatment and rehabilitation did you 

focus most?

“Information on TBI was very valuable – funding is a key issue with federal, state and local 

barriers to service collaboration funding”

“The training of counselors. MICA issues, especially the finding that the combination of 

disabilities did not affect the likelihood of successful case closure, nor did the severity of 

the disability”

“Necessity for long-term treatment and supports; need for new ways to engage clients and 

prevent drop-out”

“Having both treatment and advocates for people with disabilities discuss the issue and bring 

together a solution”

“Lack of interface between mental health, chemical dependency and vocational 

service systems”

“Probably substance abuse as a natural reaction to circumstances. Also, the importance of 

helping individuals develop a social life”

Question C: What important desired outcomes in treatment and rehabilitation were 

not addressed?

“Criminal justice interface. Lack of information received by facilities at incarceration 

for multi-problem persons. Lack of adequate referral at sentence out dates”

“What is the statistical correlation between disabled and non-disabled clients receiving 

long-term treatment and support?”

“Would have liked more information on other disabilities”

“Getting more input from the substance abuse field. Not all addicts need mental health”

“Persons with physical or sensory disabilities and access to treatment issues”

“Maintaining drug-free work place”
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PLENARY 4: IDENTIFYING DESIRED OUTCOMES IN EMPLOYMENT, EDUCATION AND TRAINING

Question A: How effective was this session in identifying the desired outcomes in relation to

employment, education and training?

“Good overview and to know that programs with good results in place”

“It was interesting to learn that the work places continue to have difficulty implementing ADA”

“Very effective – Cornell information on ADA was good. Clear information on training 

consideration and therapeutic community approach”

“Well done – good information and studies to back up information”

“Now familiar with job accommodations for people with disabilities as it relates to the A.D.A.”

“The importance of employment as the main goal for rehabilitation”

Question B: On what desired outcomes in relation to employment, education and training did

you focus most?

“Upgrade CDC’s to know about disability/rehabilitation and CRC’s to know about 

CD/treatment”

“Providing accommodations in the workplace so that people with disabilities can have access 

to equal employment”

“Emphasis on supported work vs. vocational training and rehabilitation”

“Employment as a treatment outcome”

“The hiring of the disabled and the responsibility of the HR offices to ensure discrimination 

is kept to a minimum”

“Moving from assistance with employment to self sufficiency”

“More skill development for job development component of the rehabilitation curriculum 

and counselors need more of a business perspective in regards to marketing themselves and

their clients”

Question C: What desired outcomes in relation to employment, education and training do you

believe were not addressed?

“Sustained employment for recovering persons was only briefly mentioned, but little 

information was provided regarding it a s a desired outcome of practice”

“Where employers can get assistance in learning about disabilities and employment. Best 

practices for employers”

“Redesigned job development curriculum to be more business focused, uniform with more 

time given to marketing clients and programs taught by business professionals”

“It would be interesting to see more of a breakdown by disabilities and employment outcomes”
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DAY 1 – ISSUE FOCUSED WORK GROUPS

As a result of participating in this work group, what 1 or 2 issues are you now considering that you

had not previously thought about?

“Employment as a defined clinical need and treatment outcome. The concept of ‘braided’ 

funding streams to maximize accountability of partnering agencies in collaborative efforts”

“Categorical organization of federal and state government: financing and service delivery may 

discourage service integration identified as ‘good.’ Alternative service organization pilot may

demonstrate greater quality of life outcome for service recipients”

“How to bring groups that don’t normally work together to the same table and begin to work 

together toward common goals. How to make sure that everyone who needs to be at the table

is represented”

“Pleased on consensus about the need for one funding stream, problem of ‘turf’ issues and 

training needs for clinicians” 

“Integration of systems working with recovering substance abusers and having employment 

as an integral part of recovery. Training on the university level and direct care staff level in

aggressive job development from the business perspective”

“Ways to improve the use of the CSAT grant funds. Ideas for the development of new 

grant proposals”

“The view and/or opinions about the definition of disability. Substance abuse as a disease 

model verses a disability”

“Other ways of furthering cross-systems collaboration”

ATTACHMENT 2 -C

c o m m e n t s  r e l a t e d  t o  w o r k  g r o u p s
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As a result of participating in this work group, what 1 or 2 issues are you now considering that you

had not previously thought about?

“Definition of terms, clarity – important and often overlooked”

“The ‘CPR’ media plan – social change plan model; Increased focus TBF and spinal cord 

injuries; Personal experience made me increasingly aware of courage I need for advocacy and

training on all areas of disability”

“A new research study on counselor competencies”

“Making contacts with the business community. Networking with other agencies to 

affect change”

“Reevaluation of competencies for Ma students with substance abuse specialization; How to 

better utilize the ATTC, CSAT and various organizations for enhanced training”

“Spending more time with political leaders and advocating for the need of treatment for people 

with disabilities”

“Incorporating more vocational content in my courses on substance abuse”

“The issue of length of sobriety before having opportunities for vocational training. The 

centrality of vocational work to rehabilitation was a critical issue highlighted in the conference”

“Scope of problem, specifically the lack of agency cooperation”

“Taking the initiative to educate outside of the behavioral health discipline”

DAY 2 – ACTION FOCUSED WORK GROUPS
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ATTACHMENT 3  

s u m m a r y  o f  p e r s o n a l  a c t i o n  p l a n s

Employment

ex-offenders

stigma

employment as treatment

outcome

employment as goal

mental health 

& substance abuse

inter-agency bridging

Education

stigma

training aod & disability

state agency aod & disability

professional groups

inter-agency

state community providers

aod & vr

cross-pollination

collaboration

aod, vr and disability

“Pursue opportunities to educate local employers and dispel myths 
about the hiring of an ex-offender”

“Becoming involved in cross training between business and 
rehabilitation services”

“Employment as a treatment outcome will be the focus with the 
paradigm of rehabilitation counselors introduced”

“Include employment as a goal of services and educate students 
about this”

“To reach out to employers in the 5 county area to address the
issues, concepts, ideas, and concerns of employment for people
with particularly mental health and substance use co-existing
disorders, in an effort to relieve better employment outcomes”

“Look into local WIB and see how this body can be approached to 
address bridging gap in agencies and educational understanding
of the business perspective”

“Share information; raise consciousness; fight stigma”

“Incorporate co-existing disability issues into both  basic training 
and advanced training programs for AOD professionals”

“Working with state agency to develop AOD/Disability Training”

“Promoting several venues that will allow for cross training and 
communication across the professional groups”

“Continue and increase support for inter-agency cross training as 
well as joint training in topic of joint interest”

“To provide a statewide training event for field staff (VR 
counselors) in collaboration with Dept. of MH and addiction
Services field staff – community providers on issues in employ-
ment – substance abuse and coexisting disabilities”

“Emphasizing need for substance abuse training for VR 
counselors or those counselors who lack the training.  Encourage
more dialogue with local treatment centers”

“Continue cross-pollination efforts, including AOD specialists in 
initial training provided to disability specialists”

“Collaboration for training for service providers”

“Develop cross training with VR for ATOD counselors and 
disabilities workers”
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legal issues

cross training/credentialing
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aod and disability

Information Dissemination
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attc

multiple organizations

Agencies

inter-agency integrated 

planning

integrated services

employment criminal justice 

job fair

awareness & treatment

services & resources

coordinated services

substance abuse treatment

community

“Help develop competencies, skills and knowledge necessary to treat 
people with disabilities and AOD”

“Continue to stress the importance of education and competencies 
in the area of persons with disabilities and the laws that govern the
field as well as substance abuse ongoing”

“Work with students to develop an enhanced level of training on 
substance abuse treatment competencies as part of a cross-training
model. Work on committee to develop credentialing competencies”

“Informed my plans for continued curriculum development”

“Develop and implement a unit in my alcohol/substance 
abuse courses on disabilities and the issues surrounding recovery
and rehabilitation efforts”

“Establish a listserv to continue the conversation”

“Learn more about ATTC System”

“Present materials to multiple advisory groups, funders, 
and providers throughout the state”

“I have already set up a meeting with the commissioner of 
Mental Health, Mental Retardation and Alcoholism Services and his
staff to address the issue of more integrated planning between the
divisions of that city agency”

“Collaboration to integrate services and expand resources”

“Organize a committee of community agency representatives who
are concerned about the barriers to employment for 
clients with co-existing disabilities and a criminal record.  
Seek to organize a community job fair for ex-offenders who 
are job ready”

“Local level collaboration with substance abuse providers to 
raise awareness and services for persons with disabilities and
substance abuse issues”

“Build collaborations for enhanced client services and resources”

“Development of cooperative working arrangements with 
other service providers”

“Trying to get representation from the various disabilities groups to 
come together and focus on the issue of substance abuse treatment”

“Creating a CPR like program to educate everyone from soccer moms 
to department chairs about addictions”
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“Participate in agency-wide research project to identify extent of 
problem among blind/visually impaired population we serve”

“I will have one or two masters students conduct research on projects 
on topics identified in group”

“Focus my research on counselor competency and continue my 
research in work and psychological health and importance of work
and recovery”

“Gathering more information and research on substance abuse
among people with disabilities and employment issues”

“Help to conduct and write up research on the different components 
of cost benefit analysis of integrated service systems, including the
proposal action steps”

“Assist in developing a tool to identify key programs/elements using 
the SWORPS-UT data collection and analysis and the FSC director’s
cooperation in organizing pertinent report information to begin iden-
tification of successful outcomes”

“Identify ‘models’ for integrated programs and disseminate these via 
trainings, website, and listservs”

“To continue working with NAADD in making the state of Florida 
accessible for people with disabilities to go to treatment.  Research
and get government money for new programs”

“Continue to work to expand funding sources to address this issue”

“With NAADD and De Miranda and State of Ohio/Oregon, work to 
move agenda forward at focus group and advocate with management
staff to fund ongoing efforts”

“Work with NADD in addressing strategies developed from 
conference”

“Promoting several venues that will allow for cross training and 
communication across the professional groups”

“We will begin to explore how to integrate substance abuse and 
disability co-existing issues into our research training, and technical
assistance”

“Facilitating cultural mediation”

Research

blindness & substance abuse

graduate students

competency work & recovery

coexisting disabilities 

& employment

cost benefit analysis 

integrated services

Integrated Approaches

treatment outcomes

models

Funding

access to treatment 

& funding

funding

funding

strategies

Systems

venues

research training 

& technical assistance

cultural mediation
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ATTACHMENT 4

p o s t  c o n f e r e n c e  f o l l o w - u p

There were three processes established to continue the dialogue with the participants post

conference: a list serv for each work group led by work group leaders who self-selected to

continue the dialogue with the work group; post-conference web site; and, seed money to provide

assistance in the execution of post conference action steps. The following is a discussion of

these processes:

post work groups dialogue: 

During work groups on Day 2, the conference participants selected leaders who would continue

the dialogue that had been introduced at the conference. Each workgroup selected two represen-

tatives who would continue communication with the group members in the execution of their

action plans. To facilitate this process, a list serv was created, one for all participants and one for

each work group. Periodically during the three months after the conference, the selected leaders

would establish contact with the respective participants to learn about their actions. 

post conference web site: 

The post-conference web site was designed to also serve the purpose of continuing dialogue. The

site’s format included conference participants as well as individuals from the field to learn from

the conference process and the outcomes.

technical assistance grants / seed money: 

The conference was able to establish a competitive mechanism to issue awards for post-confer-

ence action that was consistent with the conference goals. A committee to establish evaluation

guidelines and criteria for selection was formed by selecting a diversified group of conference

participants. See Appendix G for summary of technical  assistance/seed money projects.

Outcomes

highlights of the outcomes follow:

List serves were created for each work group as well as the full list of conference participants.

Volunteers assumed the responsibility to continue the dialogue. For example, representatives

from one work group wrote to all their fellow group members asking for follow-ups on the

actions they took. These responses were then circulated to the full list serv and are posted on the

post-conference web site.

The web site became operational on September 10th. It has been constructed to serve not

only the conference participants but the field as well. The site’s message board will serve as a

resource to facilitate communication across all stakeholder groups.
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The conference committee has sent periodic messages to the participants updating them as

the outcomes of the conference have been analyzed.

Four applications for technical assistance grants were awarded at the end of August. These

projects will begin during the month of September and will be completed by December, 2001.

They include a tri-state consolidation of coexisting disability resources, an interstate work group

formed to examine coexisting disability resources within the state, an employer job fair and an

employer survey of hiring practices regarding individuals with coexisting disabilities. The

processes and outcomes of these awards will be posted on the web site.

The conference coordinator has been invited to co-chair a symposium at the American

Psychiatric Association’s national conference that will highlight coexisting disabilities, mental

illness and other functional disabilities.

Five participants have reported reaching out to their local and state entitities to communicate

the conference results and consider means for changing the approach to serving individuals with

coexisting disabilities.

In September, the conference staff will be in contact with all participants to acquire an update

on all post-conference application of action plans. This information will be reported on the

conference web site. 
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Frequently Referenced Organizations

ATTC Addiction Technology Transfer Center

http://www.nattc.org/ 

A national network which transmits the latest knowledge, skills and attitudes

of professional addiction treatment practice. 

ADD Administration on Developmental Disabilities  

http://www.acf.dhhs.gov/programs/add/

The Administration on Developmental Disabilities ensures that individuals

with developmental disabilities and their families participate in the design 

of and have access to culturally competent services, supports, and other assis-

tance and opportunities that promotes independence, productivity, and

integration and inclusion into the community.

ADA American Disability Association 

http://www.adanet.org/

The mission of the ADA is to meet the informational needs of Americans with

diverse disabilities, to promote awareness of disability culture by building

bridges of understanding among all people, to enhance our collective quality

of life and access to freedom.
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APS American Pain Society

http://www.ampainsoc.org/ 

APS is a multidisciplinary scientific and professional society. Its mission is to

improve the quality of life of people with pain by providing practical information

for patients, raising public awareness and understanding of pain, and advocating

against barriers to effective treatment.

ARCA The American Rehabilitation Counseling Association 

http://www.nchrtm.okstate.edu/arca/

ARCA is an organization of rehabilitation counseling practitioners, educators,

and students who are concerned with improving the lives of people with disabili-

ties. Its mission is to enhance the development of people with disabilities

throughout their life span and to promote excellence in the rehabilitation coun-

seling profession. 

ASAM American Society of Addiction Medicine

http://www.asam.org 

Medical specialty society dedicated to educating physicians and improving the

treatment of individuals suffering from alcoholism and other addictions

AMERSA Association for Medical Education and Research in Substance Abuse 

http://www.amersa.org 

A multidisciplinary organization of health care professionals dedicated to

improving education in the care of individuals with substance abuse problems.

BIA Brain Injury Association

http://www.biausa.org/

The mission of the Brain Injury Association is to create a better future

through brain injury prevention, research, education and advocacy

CDC Center for Disease Control

http://www.cdc.gov 

Lead federal agency for protecting the health and safety of people – at home and

abroad, providing credible information to enhance health decisions, and

promoting health through strong partnerships.

CMHS Center for Mental Health Services

http://www.samhsa.gov/centers/cmhs/cmhs.html

Charged with leading the national system that delivers mental health services. 
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CROWD Center for Research on Women with Disabilities

http://www.bcm.tmc.edu/crowd/

The Center for Research on Women with Disabilities (CROWD) is a research

center that focuses on issues related to health, aging, civil rights, abuse, and

independent living. CROWD's purpose is to promote, develop, and dissemi-

nate information to expand the life choices of women with disabilities so that

they may fully participate in community life.

CSAP Center for Substance Abuse Prevention/SAMHSA

http://www.samhsa.gov/centers/csap/csap.html 

Provides national leadership in the development of policies, programs, and

services to prevent the onset of illegal drug use, to prevent underage alcohol

and tobacco use, and to reduce the negative consequences of using substances.

CSAT Center for Substance Abuse Treatment/SAMHSA

http://www.samhsa.gov/centers/csat/csat.html 

Charged to improve the lives of individuals and families affected by alcohol

and drug abuse by ensuring access to clinically sound, cost-effective addiction

treatment that reduces the health and social costs to our communities and 

the nation.

CSAVR Council of State Administrators of Vocational Rehabilitation

Members only web site 

Organization of state administrators of vocational rehabilitation services.

DOE Department of Education 

http://www.ed.gov 

In partnership with states, communities, institutions, and other Federal 

agencies, to carry out its responsibilities to effectively and efficiently support

educational excellence and equity for all children. 

DOL Department of Labor

http://www.dol.gov 

Charged with preparing the American workforce for new and better jobs, 

and ensuring the adequacy of America's workplaces. It is responsible for the

administration and enforcement of over 180 federal statutes.
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DREDF Disability Rights Education and Defense Fund

http://www.dredf.org

The Disability Rights Education and Defense Fund, Inc. (DREDF) is a national

law and policy center dedicated to protecting and advancing the civil rights of

people with disabilities through legislation, litigation, advocacy, technical assis-

tance, and education and training of attorneys, advocates, persons with

disabilities, and parents of children with disabilities.

GRI Gallaudet Research Institute

http://gri.gallaudet.edu/

The GRI is internationally recognized for its leadership in deafness-

related research.

HHS Health and Human Service

http://www.hhs.gov 

Principal agency for protecting the health of all Americans and providing

essential human services, especially for those who are least able to help themselves

HRSA Health Resources and Service Administration

http://www.hrsa.gov 

Directs national programs that improve the Nation's health by assuring equitable

access to comprehensive, quality health care for all.

MCDPDHHI Minnesota Chemical Dependency Program for Deaf and Hard of Hearing

Individuals

http://www.mncddeaf.org/index.html 

An inpatient chemical dependency program specializing in treatment for Deaf

and Hard of Hearing persons.

MSCIS Model Spinal Cord Injury Systems

http://www.ncddr.org/rpp/hf/hfdw/mscis/ 

The Model Spinal Cord Injury Systems (MSCIS) Doorway provides an entrance to

the various spinal cord research systems funded by the National Institute on

Disability and Rehabilitation Research (NIDRR).

NAMI National Alliance for the Mentally Ill

http://www.nami.org 

Supports persons with serious brain disorders and to their families; advocacy for

nondiscriminatory and equitable federal, state, and private-sector policies;

research into the causes, symptoms and treatments for brain disorders; and

education to eliminate the pervasive stigma surrounding severe mental illness.
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NAADAC National Association of Alcohol and Drug Abuse Counselors

http://www.naadac.org 

Global organization of addiction focused professionals who enhance the

health and recovery of individuals, families and communities.

NAADD National Association on Alcohol Drugs and Disability

http://www.naadd.org

Promotes awareness and education about substance abuse among people with

co-existing disabilities.

NADAP National Association on Drug Abuse Problems

http://www.nadap.org 

Provide individuals with the opportunity to become self-sufficient, productive,

employed. Work toward insuring that individuals fulfill their potential by

living and working in environments free from substance abuse.

NASADAD National Association of State Alcohol and Drug Abuse Directors, Inc.

http://www.nasadad.org

Fosters and supports the development of effective alcohol and other drug

abuse prevention and treatment programs throughout every State.

NOD National Organization on Disability

http://www.nod.org

Promotes the full and equal participation and contribution of America’s 54

million men, women and children with disabilities in all aspects of life.

CASA National Center on Addiction and Substance Abuse at Columbia University

http://www.casacolumbia.org 

A think/action tank that engages all disciplines to study every form of

substance abuse as it affects our society.

NCDDR National Center for the Dissemination of Disability Research 

http://www.ncddr.org/

NCDDR includes activities in the areas of research, demonstration, dissemi-

nation, utilization and technical assistance.

NCMRR National Center for Medical Rehabilitation Research 

http://www.nichd.nih.gov/about/ncmrr/ncmrr.htm 

Fosters development scientific knowledge needed to enhance the health,

productivity, independence, and quality of life of persons with disabilities



NCPEDP National Center for Promotion of Employment for Disabled People

http://www.ncpedp.org

NCPEDP’s mission is to advocate and promote equality for people with disabilities

in all spheres of life, through education, communication, appropriate training and

a barrier-free environment for gainful employment.

NCD National Council on Disability

http://www.ncd.gov

An independent federal agency making recommendations to the President and

Congress on issues affecting 54 million Americans with disabilities. 

NCIL National Council on Independent Living

http://www.ncil.org 

A membership organization that advances the independent living philosophy and

advocates for the human rights of, and services for, people with disabilities to

further their full integration and participation in society.

NCRE National Council on Rehabilitation Education

http://www.nchrtm.okstate.edu/ncre/ 

A professional organization dedicated to quality services for persons with 

disabilities through education and research. 

NDRI National Development and Research Institute, Inc.

http://www.nchrtm.okstate.edu/ncre/ 

A non-profit research and educational organization founded to advance scientific

knowledge in the areas of drug abuse, HIV, AIDS, therapeutic communities,

related areas of mental and public health, criminal justice, urban problems,

prevention and epidemiology.

NFB National Federation for the Blind

http://www.nfb.org/

The nation's largest and most influential membership organization of 

blind persons.

NICHCY The National Information Center for Children and Youth with Disabilities

http://www.nichcy.org

NICHCY is the national information and referral center that provides infor-

mation on disabilities and disability-related issues for families, educators, and

other professionals. Our special focus is children and youth (birth to age 22).
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NIAAA National Institute on Alcohol Abuse and Alcoholism 

http://www.niaaa.nih.gov

Supports and conducts biomedical and behavioral research on the causes,

consequences, treatment, and prevention of alcoholism and alcohol-

related problems.

NIDRR National Institute on Disability and Rehabilitation Research

http://www.ed.gov/offices/OSERS/NIDRR 

Provides leadership and support for a comprehensive program of research 

related to the rehabilitation of individuals with disabilities. All programmatic

efforts are aimed at improving the lives of individuals with disabilities from 

birth through adulthood. 

NIDA National Institute on Drug Abuse

http://www.nida.nih.gov 

The generator and repository of scientific knowledge about drug abuse 

and addiction.

NOD National Organization on Disability

http://www.nod.org 

Promotes the full and equal participation and contribution of America’s 54

million men, women and children with disabilities in all aspects of life.

NRCA The National Rehabilitation Counseling Association

http://nrca-net.org/ 

NRCA is a professional association that began in 1958 and is a division of the

National Rehabilitation Association. NRCA represents professionals in the

field of rehabilitation counseling in a wide variety of work settings.

NCSIA National Spinal Cord Injury Association

http://www.spinalcord.org/ 

The mission of The National Spinal Cord Injury Association (NSCIA) is to

educate, and empower survivors of spinal cord injury and disease through our

toll-free help-line, nationwide chapters and support groups to achieve and

maintain higher levels of independence.

NWHIC   National Women's Health Information Center

http://www.4woman.gov/wwd/

NWHIC has created this site to help women with disabilities overcome the

many challenges and barriers they face. It puts a wealth of useful information

together into one place for women with disabilities, caretakers, health profes-

sionals, and researchers. 
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OSERS Office of Special Education and Rehabilitation Services 

http://www.ed.gov/offices/OSERS/index.html 

Committed to improving results and outcomes for people with disabilities 

of all ages. Provides a wide array of support to parents and individuals, school

districts and states in three main areas: special education, vocational rehabilita-

tion and research

RCEP Rehabilitation Continuing Education Program 

http://www.ed.gov/offices/OSERS/RSA/PGMS/RT/catrcep.html 

A network of regional training centers that serve a federal region by providing a

broad integrated sequence of training activities that focus on meeting recurrent

and common training needs of employed rehabilitation personnel.

RRTC Rehabilitation Research and Training Centers

http://www.ed.gov/offices/OSERS/NIDRR/Programs/res_program.html#RRT

C Conduct coordinated and integrated advanced programs of research targeted

toward the production of new knowledge, which may improve rehabilitation

methodology and service delivery systems, alleviate or stabilize disabling condi-

tions, or promote maximum social and economic independence for persons

with disabilities.

RSA Rehabilitation Services Administration

http://www.ed.gov/offices/OSERS/RSA 

Charged with providing national leadership for, and administration of, basic

state and formula grant programs, service projects and rehabilitation training

discretionary grant programs geared toward serving persons with disabilities. 

SSA Social Security Administration

http://www.ssa.gov

Nation's primary income security agency

SAMHSA Substance Abuse and Mental Health Services Administration

http://www.samhsa.gov 

Charged with improving the quality and availability of prevention, treatment,

and rehabilitative services in order to reduce illness, death, disability, and cost to

society resulting from substance abuse and mental illnesses.

TBI Traumatic Brain Injury Model Systems

http://www.tbims.org/

The TBI Model Systems (TBIMS) are involved in a prospective, longitudinal

multi-center effort to examine the course of recovery and outcomes following

TBI. Each center provides a coordinated system of emergency care, acute neuro-

trauma management, comprehensive inpatient rehabilitation and long-term

interdisciplinary follow-up services.
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WBGA Washington Business Group on Health

http://www.wbgh.org/whoweare/index.html 

National non-profit organization exclusively devoted to representing the

perspective of large employers and providing practical solutions to its

members' most important health care problems.

Frequently Referenced Acronyms

ACT Community Treatment

ADA Americans with Disability Act

AOD Alcohol and Other Drugs

CIT Comprehensive Integrated Treatment

COFD Co-Occurring and Other Functional Disorders

ICD International Center for the Disabled

ICM Intensive Case Management

MICA Mentally Ill Chemical Abuser

MISA Mental Illness and Substance Abuse Disorders

PWD Person With Disability

RFP Request For Proposal

SUD Substance Use Disorder

TANF Temporary Assistance for Needy Families

TAU Treatment as Usual

TC Therapeutic Community

TCE Targeted Capacity Expansion

TIP Treatment Improvement Protocol

TTW Ticket to Work

TTY Teletypewriter

TWWIIA Ticket to Work and Work Incentives Improvement Act

VR Vocational Rehabilitation

WIA Workforce Investment Act

WIB Workforce Investment Board

WIIA Work Incentives Improvement Act



appendix f192



A
P

P
E

N
D

IX
 F

:
Participant List

second national conference on substance abuse & coexisting disabilities 193

Shari Aldridge MSW

Manager, Special Populations Unit

Ohio Department of Alcohol 

and Drug Addiction Services

Two Nationwide Plaza 

280 North High Street, 12th Floor

Columbus, OH  43215
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Project Manager

The ACES Project, Indiana Behavioral 

Health Choices

4701 N. Keystone Avenue, Suite 150
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John J. Benshoff Ph.D., CRC

Professor

Southern Illinois University at Carbondale

Rehabilitation Institute, Rehn Hall 317
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Department of Education OSERS/RSA
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Pamela Block Ph.D.
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Recipient 1: New York State Network on Substance Abuse and Co-Existing Disabilities

Seed Money Project Report Summary: Angela K. Warner, Executive Director, Institute for Professional Development

in the Addictions

project overview

The New York State Network on Substance Abuse and Co-existing Disabilities involves profes-

sionals working at all levels in vocational rehabilitation, disabilities, alcohol and drug abuse

treatment and mental health fields to maximize their collective expertise to foster a culture of

change that supports interdisciplinary practices to meet the needs of the people they serve. The

primary goal of the Network is to strengthen and increase professional development opportuni-

ties that are integrated and interdisciplinary in both content and participation.

summary of outcomes

In October, a Network conference call was held to identify the focus of the Network and strate-

gies to maximize the expertise and talent of the group to enhance professional development.  The

Network members discussed creating products targeted to professionals that promote integrated

substance abuse and vocational rehabilitation program practices.  

As a first step toward the development of resources to support training and education needs

of professional staff, a survey of Addictions Treatment programs is about to be disseminated to

(1) determine the nature and extent of people with disabilities in addictions treatment (2) learn

the extent and type of functional limitations encountered and (3) gain a sense of what is or is not

happening in treatment to contribute to overall treatment/vocational rehabilitation goals. The

survey will also capture information about how capable clinicians perceive themselves to be in

addressing functional limitations.
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A graduate student and professor from the Counseling, Educational and School Psychology

Department at the University of Buffalo are taking the lead on the survey design and implementation.

future plans

The survey design and implementation is targeted for completion by the end of February with

preliminary data available in mid-March. A meeting with Network members will be convened to

discuss the implications of the survey data and to formulate recommendations to address any

education/training gaps indicated from the survey results. 

Recipient 2: Northeastern States Addiction Technology Transfer Center

Seed Money Project Report Summary: Gail Viamonte, Ph.D, Project Manager

The NSATTC, with funding from the RRTC on Drugs and Disabilities, has been working on

promoting the goals of the 2nd Annual National Conference on Drugs and Disabilities by

researching and producing a directory of substance abuse treatment programs in New York, New

Jersey and Pennsylvania that actively offer services to individuals with physical and cognitive

disabilities, by providing either a) specialized treatment and outreach, or, at least, b) access to

appropriate services. 

Thus far the NSATTC has conducted extensive research into the status of treatment access

for individuals with co-occurring disabilities in our region. This research has taken the form of

web searches, phone surveys, and one to one conversations with individuals in the field. Sadly,

while awareness of the issue is high, the number of treatment programs with offer specialized,

or even appropriate, treatment remains small. The NSATTC has identified a number of these

programs, and we hope that, as our calls continue, we will be made aware of others.

Next steps include conferring with members of the Conference Committee staff, as well as

other experts in the field, to determine the specific format for our final product. After a survey

form with this information is finalized, the NSATTC will follow-up with the programs we have

already identified, as well as additional programs discovered during the survey process, and

assemble the contact information into an easy to access directory.

Recipient 3: Report on Supported Work for Substance Abusers in the Workforce

Seed Money Project Report Summary: Dale Chadwick, NAADD and Peter Rousmaniere, Independent Consultant:

Integrated Disabilities Management

This research project attempted to answer the question of how the private sector – private

employers and insurers in particular – can facilitate return to gainful employment of people

whose absence is due to substance abuse or whose disability has been aggravated and prolonged

by a co-morbid condition of substance abuse. The focus of the research was the feasibility and

utilization of supported work as a means of facilitating re-entry into the workplace.
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The methodology was a review of the current literature of the peer reviewed literature on

supported work, and interviews with selected experts from the following industries. 

•  A nationally recognized forestry products employer of over 100,000 workers: A team 

leader for Integrated Risk Management including Employee Assistance

•  A 10,000 employee office furniture manufacturer: A staff therapist in a company 

counseling center

•  The Medical director of a large occupational health service

• Executives of a web-based physician training service with prior diverse experience in 

worker health and safety

• Executive Director of a graduate-level vocational rehabilitation educational institute

•  An EAP Director of a 50,000 state workforce

• Directors of a Supported Work project/construction team managed by a large public 

sector health care provider

The researchers confirmed the assumption that supported work, though said to be more effec-

tive than vocational rehabilitation programs among people with mental health disorders, has not

been seriously tested for the target population studied, particularly in the private sector.

findings

The researchers found that it is highly likely that current data (National Health Interview Data

published by Work Loss Data Institute, proprietary data and UNUM Provident Insurance

Company, Portland, Maine) seriously underreport the prevalence of substance abuse disorders

as a primary diagnosis for worker absenteeism and as a secondary diagnosis among workers who

have other short or long term disabilities. 

The use of case managers (typically RN’s, or vocational and rehabilitation counselors) by

employers or insurers is becoming more popular as a means of facilitating return to work of

selected disabled workers (identified as high risk for a prolonged absence or disability). While

these case managers are often able to determine a primary or secondary diagnosis of substance

abuse, they are often reluctant to “expose” the worker due to confidentiality issues and stigma

associated with substance abuse, and rarely advocate for or facilitate specialized treatment for the

substance abuse problem due to the perceived expense of the treatment, or lack of confidence in

the case managers’ assessments by the insurer or employer. 

Most of the experts interviewed did not think that primary care physicians, from whom

workers seek treatment, are adept at diagnosing substance abuse.

recommendations and next steps

Given the generally accepted prevalence rate of 24-25% of the US population over 18 has a

problem with substance abuse, it is clear that the role of substance abuse in both causing and

prolonging disabilities is obscured by mis- and under-reporting. We must focus more attention

to the private sector’s role in helping this “hidden population” return to competitive work. We
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need to develop more concrete data about the incidence and costs of not treating substance abuse

when it leads to employee absences, and co-morbid substance abuse when it prolongs absence

from work because of another disability. Anecdotal data exist in abundance, but only when a

people count and a hard dollar figure are attached to this problem will insurers and employers

become involved. 

Next steps could include:

1.   Invite representatives from large employers and disability insurers to participate in 

national workshops and conferences, such as the one held in June, 2001;

2.   Compile data from a representative sample of workers with frequent absences and 

those on short and long term disability to determine the extent and impact of the

existence of substance abuse

3. Estimate the costs to employers and insurers of not treating substance abuse 

among absentee employees and those on short and long term disability.

Recipient 4: Report on Identifying Employment Opportunities for Ex-offenders 

with Co-existing Disabilities

Seed Money Project Report Summary: Holly Hopper, MRC, Project Coordinator/Interventionist, University of

Kentucky Center on Drug and Alcohol Research.

The idea for this project was born out of shared concerns members of the drug treatment

community, employment training programs, state vocational rehabilitation, the court system,

and the UK Center on Drug and Alcohol Research program had regarding employment oppor-

tunities for ex-offenders with co-existing disabilities. Representatives from each of these

programs invited members from state and federal probation and community training centers to

form a committee and develop ways to enhance relationships with community employers and to

increase employment opportunities for ex-offenders. 

With the help of the seed money, this committee planned and held one community job fair

for ex-offenders and two luncheons for employers. In addition, we chose five members of this

committee to apply with the National Institute of Corrections to become certified Offender

Workforce Development Specialists. We were chosen and have attended the first of three 5-day

training sessions. Three of us plan to pursue certification.

Since the outcome of our luncheons reinforced our awareness that although many employers will

hire ex-offenders on an individual basis, few are willing to publicly admit to this. Some expressed

fears that ex-offenders would demand jobs from them and others feared that the general public

would hesitate to give them their business. From the OWDS training, we hope to gain the skills

necessary for us to present trainings to other professionals so that we can create an offender

population that is work ready. Only after we have made progress in this area will we attempt to

make a larger, more public attempt at recruiting employers. We believe that by taking small steps

and increasing the awareness of our professionals, we can better help those we serve. 

Our next steps are to complete the final two weeks of the OWDS training and to complete 

all assignments for this class. After we complete the certification, we will begin training local
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professionals. We also plan to have another ex-offender job fair in Spring 2003. We hope to target

employers on an individual basis throughout the year and by Fall 2004, hold “thank you” lunch-

eons for employers who have worked with offenders over the years. To ensure that we stay on

track with our goals, we will have quarterly meetings for the whole committee and monthly meet-

ings for various sub-committees. 
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appendix h
s u m m a r y  o f  d i s a b i l i t y - r e l a t e d  l e g i s l a t i v e  i n i t i a t i v e s

National Vocational Rehabilitation Act of 1920. Established state/federal system of 

rehabilitation services. 

Social Security of Act of 1935. Established federal/state system of health services for “crippled”

children; permanently authorized civilian rehabilitation program. 

Wagner-O'Day Act of 1938. Authorized federal purchases from workshops for people who 

are blind. 

Randolph-Sheppard Act of 1938. Authorized federal program to employ people who are blind as

vendors on federal property. 

Vocational Rehabilitation Act of 1954. Authorized innovation and expansion grants, and grants

to colleges and universities for professional training. 

Wagner-Peyser Act Amendments of 1954. Required federal/state employment security offices to

designate staff members to assist people with severe disabilities. 

Social Security Amendments of 1956. Established Social Security Disability Insurance Trust

Fund and provided for payments to eligible workers who became disabled. 

National Defense Education Act of 1958. Authorized federal assistance for preparation of

teachers of children with disabilities. 



appendix h218

Mental Retardation Facilities and Community Mental Health Centers Construction Act of 1963.

Provided grants for construction of mental retardation research centers and facilities; provided

for training of educational personnel involved with youth with disabilities; authorized grants to

states for construction of community mental health centers. 

Mental Retardation Facilities and Community Mental Health Centers Construction Act

Amendments of 1965. Established grant program to cover initial staffing costs for community

mental health centers. 

Social Security Act Amendments of 1965. Established Medicaid program for elderly people and

for blind persons and other persons with disabilities. 

Elementary and Secondary Education Act of 1965. Authorized federal aid to states and localities

for educating deprived children, including children with disabilities. Elementary and Secondary

Education Act Amendments of 1966.Created National Advisory Committee on Handicapped

Children; created Bureau of Education for the Handicapped in U.S. Office of Education. 

Fair Labor Standards Amendments of 1966. Established standards for employment of workers

with disabilities, allowing for subminimum wages. 

Elementary and Secondary Education Amendments of 1967. Authorized regional resource

centers; authorized centers and services for deaf-blind children. 

Handicapped Children's Early Education Assistance Act of 1968. Established grant program for

preschool and early education of children with disabilities. 

Vocational Education Act Amendments of 1968. Required participating states to earmark 10

percent of basic vocational education allotment for youth with disabilities. 

Architectural Barriers Act of 1968. Required most buildings and facilities built, constructed, or

altered with federal funds after 1969 to be accessible. 

Developmental Disabilities Services and Facilities Construction Amendments of 1970. Expanded

services to individuals with epilepsy and cerebral palsy; authorized new state formula grant

program; defined “developmental disability” in categorical terms; established state-level 

planning council. 

Urban Mass Transportation Act Amendment of 1970. Authorized grants to states and localities

for accessible mass transportation. 

Javits-Wagner-O'Day Act of 1971. Extended purchase authority to workshops for people with

severe disabilities in addition to blindness; retained through 1976 preference for workshops for

people who are blind. 
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Social Security Amendments of 1972. Extended Medicare coverage to individuals with disabilities;

established Supplemental Security Income program for elderly people and for blind persons and

other persons with disabilities. 

Small Business Investment Act Amendments of 1972. Established the “Handicapped Assistance

Loan Program” to provide loans to nonprofit sheltered workshops and individuals with disabilities. 

Rehabilitation Act of 1973. Prohibited disability discrimination in federally assisted programs and

activities and federal agencies; required affirmative action programs for people with disabilities

by federal agencies and some federal contractors; established the Architectural and Trans-porta-

tion Barriers Compliance Board. 

Education Amendments of 1974. Required states to establish plans and timetables for provid-

ing full educational opportunities forall children with disabilities as condition of receiving 

federal funds. 

Headstart, Economic Opportunity, and Community Partnership Act of 1974. Required that at least

10 percent of children enrolled in Headstart be children with disabilities. Housing and

Community Development Act of 1974.Established Section 8 housing program for low-income

families, including individuals with disabilities and/or their families. 

Developmentally Disabled Assistance and Bill of Rights Act of 1975. Described congressional 

findings regarding rights of persons with developmental disabilities; established funding for

protection and advocacy systems; added requirement that state plan include deinstitutuionaliza-

tion plan; required states to develop and annually review rehabilitation plans for all clients. 

Education for All Handicapped Children Act of 1975. Required states to establish policy assuring

free appropriate public education for children with disabilities as condition for receiving Part B

funds; established procedural safeguards, procedures for mainstreaming children with disabili-

ties to the maximum extent possible, and procedures for nondiscriminatory testing and

evaluation practices. 

Rehabilitation, Comprehensive Services, and Developmental Disabilities Amendments of 1978.

Established National Institute of Handicapped Research; established National Council on the

Handicapped; authorized grant program for independent living services; replaced categorical

definition of developmental disability with functional definition; established minimum funding

level for protection and advocacy services. 

Civil Rights Commission Act of 1978. Expanded jurisdiction of Civil Rights Commission to

disability discrimination. 

Department of Education Organization Act of 1979. Established Office of Special Education and

Rehabilitative Services in new cabinet-level Department of Education. 
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Civil Rights of Institutionalized Persons Act of 1980. Empowered Department of Justice to bring

suit against states for allegedly violating rights of institutionalized persons with disabilities. 

Job Training Partnership Act of 1982. Authorized training and placement services for “economi-

cally disadvantaged” individuals, including persons with disabilities. Education of the

Handicapped Act Amendments of 1983.Authorized grants for training parents of children 

with disabilities. 

Child Abuse Prevention Treatment Act Amendments of 1984. Required states' child protection

agencies to develop procedures for responding to reports that newborns with disabling condi-

tions were being denied treatment; established conditions for requiring such treatment. 

Developmental Disabilities Act of 1984. Shifted emphasis to employment in priority services;

required Individual Habilitation Plan for consumers; increased minimum funding for protec-

tion and advocacy services. 

Rehabilitation Act Amendments of 1984. Established Client Assistance Programs as formula

grant programs; made National Council on the Handicapped an independent agency. 

Consolidated Omnibus Budget Reconciliation Act of 1985. Expanded the definition of “habilita-

tion” for Home and Community-Based Waiver recipients with developmental disabilities to

cover certain pre-vocational services and supported employment for previously institutionalized

individuals; authorized states to cover ventilator-dependent children under the waiver program

if they would otherwise require continued inpatient care. 

Education of the Handicapped Act Amendments of 1986. Authorized a new grant program for

states to develop an early intervention system for infants and toddlers with disabilities and their

families, and provide greater incentives for states to provide preschool programs for children

with disabilities between the ages of three and five. 

Handicapped Children's Protection Act of 1986. Authorizes courts to award reasonable attorneys

fees to parents who prevail in due process proceedings and court actions under Part B of the

Education of the Handicapped Act. 

Employment Opportunities for Disabled Americans Act of 1986. Made the Section 1619(a) and

1619(b) work incentives a permanent feature of the Social Security Act; added provisions to

enable individuals to move back and forth among regular SSI, Section 1619(a) and Section

1619(b) eligibility status. 

Education of the Deaf Act of 1986. Updated statute establishing Gallaudet College and changed

name to Gallaudet University; authorized Gallaudet University to operate demonstration

elementary and secondary schools for deaf children; established Commission on Education of

the Deaf. 
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Rehabilitation Act Amendments of 1986. “Severe disability” definition expanded to include func-

tional (as well as categorical) criteria; defined “employability” for first time; added formula

grant program for supported employment; renamed research branch the National Institute on

Disability and Rehabilitation Research. 

Air Carrier Access Act of 1986. Prohibited disability discrimination in provision of air 

transportation. 

Protection and Advocacy for Mentally Ill Individuals Act of 1986. Authorized formula grant

program for statewide advocacy services for person with mental illness, provided directly by, 

or under contract with, the protection and advocacy system for persons with developmental

disabilities. 

Developmental Disabilities and Bill of Rights Act Amendments of 1987. Raised minimum 

allotment levels for basic state grant program and protection and advocacy systems; increased

minimum allotment for university-affiliated programs, basic state grant program, and 

protection and advocacy systems. 

Technology-Related Assistance for Individuals with Disabilities Act of 1988. Provided grants to

states to develop statewide assistive technology programs. 

Fair Housing Act Amendments of 1988. Added persons with disabilities as a group protected

from discrimination in housing and ensures that persons with disabilities are allowed to adapt

their dwelling place to meet their needs. 

Omnibus Reconciliation Act of 1989. Included major expansion in required services under

Medicaid's Early and Periodic Screening, Diagnosis and Treatment Program (EPSDT). 

Television Decoder Circuitry Act of 1990. Required new television sets to have capability for

close-captioned television transmission. 

Americans with Disabilities Act of 1990. Prohibited disability discrimination in employment,

public services and public accommodations operated by private entities; requires that telecom-

munication services be made accessible. 

Rehabilitation Act Amendments of 1992. Changed eligibility requirements and procedures for

determining eligibility; strengthened requirements for interagency cooperation; strengthened

consumer involvement requirements. 

Family and Medical Leave Act of 1993. Allowed workers to take up to 12 weeks of unpaid leave to

care for newborn and adopted children and family members with serious health conditions or

to recover from serious health conditions. 
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National Voter Registration Act of 1993. Required states to liberalize their voter registration

rules to allow people to register to vote by mail, when they apply for driver's licenses or at

offices that provide public assistance and programs for individuals with disabilities such as

vocational rehabilitation programs. 

Goals 2000: Educate America Act of 1994. Provided framework for meeting national educa-

tional goals and carrying out systemic school reform for all children with disabilities. 

Telecommunications Act of 1996. Required telecommunications manufacturers and service

providers to ensure that equipment is designed, developed and fabricated to be accessible to

and usable by individuals with disabilities, if readily achievable. 

Health Insurance Portability and Accountability Act of 1996. Improved access to health care for

some Americans by guaranteeing that private health insurance is available, portable and 

renewable; limiting pre-existing condition exclusions and increasing the purchasing clout of

individuals and small employers through incentives to form private, voluntary coalitions to

negotiate with providers and health plans. 

Mental Health Parity Act of 1996. Included a provision that prohibits insurance companies from

having lower lifetime caps for treatment of mental illness compared with treatment of other

medical conditions. 

Personal Responsibility and Work Opportunity Reconciliation Act of 1996. Required work in

exchange for time-limited assistance; Temporary Assistance to Needy Families (TANF)

replaced the former welfare programs, ending the federal entitlement to assistance; states,

territories, and tribes receive a block grant allocation with a requirement on states to maintain a

historical level of state spending known as maintenance of effort. 

Balanced Budget Act of 1997. Section 4733 provided a new Medicaid buy-in option for people

with disabilities. This provision gives states the option to allow individuals with disabilities who

return to work the ability to purchase Medicaid coverage as their earnings increase up to 250%

poverty, based on an individual's net rather than gross income. 

Individuals with Disabilities Education Act of 1997 (IDEA) Reauthorization. Formally called 

P.L. 94-142 or the Education of All Handicapped Children Act of 1975, IDEA required public

schools to make available to all eligible children with disabilities a free appropriate public

education in the least restrictive environment appropriate to their individual needs. 

Workforce Investment Act of 1998. Required consolidation of several federal education, training,

and employment programs; reauthorized Rehabilitation Act programs through fiscal year 2003

and linked those programs to state and local workforce development systems. 
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Quality Housing and Work Responsibility Act of 1998. The Quality Housing and Work Respon-

sibility Act of 1998, affecting HUD-funded public and assisted housing, eliminated previously

required Federal preferences shown to people with disabilities and some other groups but left

any such previous preferences intact or optional at the local level. Public housing agencies,

which provide HUD-funded public and assisted housing, must also develop Annual Plans and

5-Year Plans reflecting their preferences and other matters such as changes in the “disability-

related tenant composition” of the housing those agencies offer and accessibility issues. Public

housing agencies must also certify that their plans and implementation comply with all Federal

civil rights and fair housing laws including those which cover persons with disabilities in addi-

tion to cove ring other protected classes. 

Assistive Technology Act of 1998. Authorized State grant programs and protection and advocacy

systems to address the assistive technology needs of people with disabilities; authorized the

development of alternative financing mechanisms to assist people with disabilities in purchas-

ing assistive technology. 

Ticket to Work and Work Incentives Improvement Act of 1999. Allowed for Medicaid and/or

Medicare benefits for many people with disabilities who go to work; provided for a “ticket to

work and self-sufficiency” which allows Social Security beneficiaries with disabilities choice and

expanded options in pursuing employment and employment supports. 

Olmstead Supreme Court Decision: June 1999. Under certain circumstances, the Americans

With Disabilities Act (ADA) requires states to provide community-based treatment for persons

with disabilities. The court ruled that unjustified institutionalization of a person with a disability

is discrimination under ADA. http://www.hcfa.gov/medicaid/olmstead/olmshome.htm http

New Freedom Initiative: February 1, 2001. A government-wide framework for helping people

with disabilities with the tools tey need to fully access and participate in their communities.

http://www.whitehouse.gov/news/freedominitiative.freedominitiative.

html://www.hhs.gov/progorg/ocr/mis.htm
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