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In this document, we use the definition of recovery developed by the 
American Society of Addiction Medicine,1 which is: 

“Recovery is a process of sustained action that addresses the 
biological, psychological, social and spiritual disturbances 
inherent in addiction. 

Recovery aims to improve the quality of life by seeking balance 
and healing in all aspects of health and wellness, while addressing 
an individual’s consistent pursuit of abstinence, impairment in 
behavioral control, dealing with cravings, recognizing problems in 
one’s behaviors and interpersonal relationships, and dealing more 
effectively with emotional responses.

An individual’s recovery actions lead to reversal of negative, self-
defeating internal processes and behaviors, allowing healing of 
relationships with self and others. The concepts of acceptance and 
surrender are also useful in this process. 

Since some prescribed and non-prescribed medications can 
interfere with recovery, it would be prudent to consult with an 
Addiction Specialist Physician in selected cases.”1

Please also see page 25.
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The Path Forward

Dr. Evan Wood
Director
BC Centre on Substance Use

Marshall Smith
Senior Adviser for Recovery Initiatives
BC Centre on Substance Use

It is time for a new path. 

As is the case in most North American jurisdictions, British Columbia has 
long suffered because of the lack of an effective system to support individ-
uals in and pursuing recovery from substance use disorders. Due to the 
need to address the all too common negative outcomes of untreated ad-
diction, at times, this has meant that the overwhelming focus of the health 
system response has been on reducing the spread of disease (e.g., HIV 
infection) and saving lives through the implementation of public health 
measures such as sterile syringe distribution and take-home naloxone. 

Without question countless lives have been saved through these essen-
tial programs and supports.  While resources and emphasis on building 
effective public health programming is urgently required, British Co-
lumbia must also establish a full evidence-based continuum of care in-
cluding building an effective and coordinated addiction treatment and 
recovery system that has traditionally been lacking. In the face of this 
longstanding unmet need, many working to establish effective services 
aimed at supporting long-term treatment and recovery from addiction 
have felt both stigmatized and marginalized. 

This has been particularly problematic since individuals seeking to es-
tablish an effective recovery-oriented system of care are often individu-
als with lived experience in recovery who have themselves learned first-
hand how to successfully achieve long-term remission from substance 
use disorders. That is, those with the essential expertise to create more 
effective programming have felt ignored and devalued when they are the 
specific population who should be informing and helping chart a course 
towards building the recovery-oriented system of care that British Co-
lumbia urgently needs.  

British Columbia now has a Ministry of Mental Health and Addictions fo-
cused on building this new system and the support of a dedicated Minis-
ter who has committed to addressing historical stigma and building a full 
continuum of substance use services and supports including addressing 
the longstanding need to expand effective recovery services. 

This report seeks to set this new path forward by articulating these need-
ed services and supports and will be followed by dedicated working 
groups seeking to implement needed changes. 

The time for a new path is here and the way forward is clear.  With thanks 
to the many individuals and organizations who helped in developing this 
report, we welcome all British Columbians to join us as we seek to build 
and strengthen needed recovery services in the Province. 
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Because of stigma and other concerns, individuals with addiction are 
often devalued and written off by society as being “beyond help”. This 

is costly, unethical and wrong. Research has clearly demonstrated that 
long-term recovery from substance use disorders and other addictions 
is not only possible, but is an attainable and sustainable reality for many 
individuals, regardless of the severity and duration of their addiction. In 
fact, the majority of individuals with substance use disorders are capable 
of making positive change, growing and becoming positively reconnected 
to their broader community. 

Yet people in recovery, and the broader recovery community, often face 
institutional discrimination and social stigma. Many describe this expe-
rience as being reduced to a past diagnosis, stereotype or risk score. Re-
spectful and non-discriminatory approaches that acknowledge the criti-
cal value of recovery services and highlight the dignity of individuals in 
recovery are essential for maintaining and strengthening the successes 
they have achieved in improving their health and wellbeing. More broadly, 
the provincial health and related social service systems must leverage 
the collective strength, experience and expertise of those in recovery and 
the broader recovery community to create a recovery-oriented system 
of care.

There are many paths to recovery and those on this journey need under-
standing, support and access to appropriate services in the community 
to achieve their goals. Recovery needs to be viewed positively by health 
care, legal and social services systems, as well as the broader commu-
nity. It is vital to engage and support individuals in recovery through de-
velopment of personalized recovery plans, based on the strengths and 
goals of that individual, and the severity, complexity and duration of their 
illness. Timely access to services that meet the highest safety and qual-
ity standards is also critical. Research demonstrates the importance of 
the availability of psychosocial supports for individuals in recovery for 
achievement of their education, housing, and employment goals, and to 
provide access to ongoing counseling (e.g., for the resolution of trauma). 

It is also important that everyone with substance use disorders and oth-
er addictions, at all stages of their illness, be offered a diverse range of 
health services that always include options for abstinence-oriented re-
covery services. Everyone who has a substance use disorder should be 
aware of the variety of recovery-oriented services, addiction treatments, 
and harm reduction options that are available to them. They should be 

Recovery: An Attainable Reality
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There are many 
paths to recovery 

able to access the appropriate type and stage of service and care, based 
on their illness status, as well as their personal strengths, choices 
and goals. 

To this end, recovery must be recognized and encouraged as a realistic 
option, and offered to all those who enter the system of addiction 
care. Further, recovery-oriented services that are free of stigma and 
that emphasize emotional, mental and spiritual wellbeing must be 
made accessible to all people with substance use disorders. Families, 
loved ones and employers of people with substance use disorders and 
other addictions also require education, support and assistance in 
understanding recovery and supporting individuals who are on this path.

Addressing the experience of institutional discrimination and social 
stigma faced by the recovery community is essential. Fortunately, British 
Columbia is home to a wide range of successful recovery programs. 
Further, this province boasts a large and experienced population of 
people in long-term recovery, many of whom are active in supporting one 
another and the broader care system that addresses substance use and 
addictions. 

By identifying, supporting and working with the recovery community, and 
by adapting best practice models for recovery programs to local contexts, 
we can make long-term recovery an attainable reality available to all Brit-
ish Columbians who are interested and able to pursue this path.



“It has been my learned experience 
that everyone needs healing. It’s 
become my goal to provide those 
who suffer from addiction equal 

opportunity to recover.”   
—

Geri Bemister
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In 2017, the Canadian Centre on Substance Use and Addiction (CCSA) 
and the National Recovery Advisory Committee (NRAC) released the 

findings from the Survey of Life in Recovery from Addiction in Canada,2 
the first nationwide study to provide a comprehensive understanding of 
what life in recovery from addiction looks like. A total of 855 Canadians 
participated in the Life in Recovery survey; just under half resided in 
British Columbia (46%, n=391). 

As with any survey-based research, there are some limitations of the Life 
in Recovery survey, for example, self-selection and response biases, and 
survey results might not be representative of all Canadians in recovery. 
However, it is noted that there was a high degree of consistency in overall 
survey results and major themes between the Canadian Life in Recovery 
survey and those administered in other countries (i.e., the U.S., the U.K., 
and Australia).2 

The goals of this study were to inform health care services and to educate 
service providers, decision makers and the public regarding the strengths 
and positive attributes of people in recovery, as well to decrease stigma 
and misconceptions about people with substance use disorders.

The Life in Recovery survey provided a wealth of information about the 
experiences of individuals in recovery in Canada, and identified a number 
of very important trends. First, and most importantly, the study clearly 
shows that individuals in recovery can and do lead meaningful lives. 

What We Know

•	 Survey respondents viewed recovery as 
positive, achievable and sustainable, and 
more than half (51%) achieved stable 
recovery without experiencing a single 
relapse.

•	 Over time, an individual’s journey in 
recovery was reflected as continued 
improvements across multiple dimensions 
of their lives, such as reconnecting with 
family, friends, and the community, and 
initiating or returning to school and/or 
work. 

•	 Recovery journeys were unique to each 
individual, with many different pathways 
followed to achieve personal recovery 
goals.

•	 On average, individuals reported using six 
different recovery-oriented resources or 
programs throughout or at different stages 
of their recovery journey.

•	 Most individuals experienced challenges 
starting their recovery journey (>80%), 
such as barriers to accessing services, 
stigma and lack of support, among others. 

•	 Over half of individuals (~55%) described 
not being ready, not believing they had a 
problem, or not believing the problem was 
serious enough, as a barrier to seeking help 
for their addiction. 

•	 Once engaged in the recovery-oriented 
system of care, fewer individuals (~50%) 
experienced barriers to sustaining their 
recovery.
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Starting Maintaining

Quality of life reasons 69% 85%

Mental health or emotional reasons 68% 67%

Marital, family, or other relationship reasons 35% 64%

Physical health reasons 45% 57%

Employment reasons 37% 41%

Financial reasons 36% 40%

Legal reasons 17% 11%

Religious or spiritual reasons 16% 48%

Cultural reasons 3% 10%

Other 4% 6%

The most frequently reported reasons that individuals had for starting and 
maintaining recovery were similar: 

•	 improve their quality of life
•	 mental and emotional health
•	 personal relationships
•	 physical health

Leading Factors in Starting and Maintaining Recovery
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Did not experience any barriers to starting recovery 17%

Not being ready, not believing you had a problem, or not believing the prob-
lem was serious enough 55%

Being worried about what people would think of you 50%

Not knowing where to go for help 36%

Lack of supportive social networks 30%

Long delays for treatment 25%

Lack of professional help for mental health or emotional problems 24%

Cost of recovery services 22%

Lack of programs or supports in your community 20%

Quality of services available in your community 20%

The most common barriers to starting recovery were:

•	 not believing they had a problem or not believing their problem was 
serious enough (denial) (55%) 

•	 being worried about what other people would think (stigma) (50%) 
•	 not knowing where to seek help (36%)

Of note, only 17% of surveyed individuals reported experiencing no barriers 
to starting recovery.  

Leading Barriers to Starting Recovery
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12-step mutual support group 92%

Residential addiction treatment program 61%

Group or individual counselling by a psychologist or psychiatrist not 
specializing in addiction 57%

Group or individual counselling by an addiction professional 57%

Outpatient addiction treatment program 41%

In-patient detox program 35%

Therapeutic Community 35%

Program specific to dual diagnosis 32%

Support Recovery House 30%

Employee assistance program for addiction 26%

It is important to note that the majority of people with substance use disorders 
do not access formal programs to achieve recovery.  Of the respondents who 
did, the top resources and programs used to support their recovery were: 

•	 12-step mutual support groups (92%)
•	 residential addiction treatment programs (61%)
•	 group or individual counselling (57%) 

Leading Recovery Resources and Programs Used
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Abstinence 52%

Good quality of life 14%

Using an addiction program 14%

Spirituality/religion 12%

Emotional health, coping, and well-being 10%

Physical health and well-being 8%

Absence of thoughts about or cravings for drugs 7%

Productive/functional member of society 7%

While most participants defined recovery as abstinence from alcohol and 
other drug use (52%), some defined recovery as achieving a good quality of 
life (14%), or actively participating in a treatment program (14%). 

This highlights the unique and highly individualized perspectives on 
recovery that can exist within the recovery community, and underscores 
the importance of using language and terminology that is inclusive and 
respectful of the diverse perspectives held by those in recovery.

Leading Themes and Concepts in Respondents’ Definitions of Recovery
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Self-Reported Ratings of Quality of Life & Mental Health

Individuals in recovery reported having an overall positive state of health and wellbeing. More 
specifically, the majority of individuals in recovery rated their overall quality of life (Figure 1), 
mental and emotional health (Figure 2) and physical health as “very good” to “excellent”. 
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Figure 2

Figure 1

Most respondents (90.7%) 
reported their quality of life as 
“good,” “very good,” or excellent

84.2% of respondents rated 
their mental health as “good” 
or better
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The Life in Recovery study demonstrated that Canadians in recovery experience positive 
changes across multiple dimensions of their lives that continue to build over time, such 
as family relationships, health and wellness, legal issues, employment and education, and 
personal finances. 

Reconnecting with Family

Compared to periods of active addiction, individuals in recovery reported higher rates of 
regularly participating in family activities, increased likelihood of maintaining custody of 
children and reduced involvement with child protective services (if applicable), and lower 
rates of committing or experiencing domestic violence (Figure 3). 

Figure 3
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Reducing Criminal Offences

Individuals in recovery reported substantially lower rates of involvement in criminal activity, 
and fewer encounters with the criminal justice system (Figure 4). 

Figure 4
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Building Social Responsibility

Compared with life during active addiction, individuals in recovery were more likely to 
report access to stable housing, steady employment, and paying their bills and taxes on 
time. Individuals in recovery also reported lower rates of absenteeism from work or school, 
were less likely to experience disciplinary action(s) in the workplace, and were less likely 
to drop out of school or university (Figure 5).

Figure 5
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Optimizing Health and Wellness

Individuals in recovery reported higher rates of healthy lifestyle practices compared to 
periods of active addiction, including regular exercise, regular dental and medical check-
ups, and healthy eating habits. Individuals also experienced fewer untreated mental health 
issues during recovery and reported less frequent use of emergency departments (Figure 6). 

Figure 6
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Overall, the results of the Life in Recovery in Canada survey were 
consistent with similar Life in Recovery surveys that have been 

conducted in the United States,3 Australia,4 and the United Kingdom,5 all 
of which also reported similarly positive social impacts of recovery on 
physical and emotional health, quality of life, and social connectedness 
and responsibility. 

Of note, the Canadian study was the only Life in Recovery survey that ex-
amined barriers to initiating and sustaining recovery. The leading barriers 
individuals reported facing were not believing that they had a problem or 
not believing that their problem was serious enough, dealing with stigma 
and misconceptions about addiction and recovery, as well as system-lev-
el barriers, such as delays in accessing services, costs, and poor avail-
ability of high-quality recovery services within their communities. The 
lack of gender-specific, age-appropriate, and culturally-safe services for 
women, LGBT2Q+ individuals, youth and Indigenous peoples, who face 
unique challenges in recovery, was also identified as a barrier to initiating 
and sustaining recovery among many survey respondents. 

The Canadian study 
was the only survey 

that examined barriers 
to initiating and 

sustaining recovery 
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The Research Evidence

While there are a diversity of recovery-oriented programs available 
in B.C., this evidence review will focus on those programs that 

were identified as “very important” to achieving and sustaining recovery 
by the majority of participants in the Canadian Life in Recovery survey: 
residential treatment programs (83%), recovery residences (82%), 12-
step mutual support groups (80%), and therapeutic communities (70%).

Residential Treatment

A recent systematic review concluded that based on the available evi-
dence, residential treatment programs for substance use disorders ap-
pear to be effective, with studies finding either an improvement or no dif-
ference in a range of outcome measures – abstinence, substance use, 
employment, medical conditions, psychiatric symptoms, quality of life, 
and social support – for residential treatment compared to other treat-
ments.6 The review authors concluded that while more rigorous research is 
needed, “Residential treatment for substance use disorders shows value, 
and merits ongoing consideration by policy makers as a covered benefit 
in public and commercially funded plans.” 

Several reviews of therapeutic communities (TC), a specific type of 
residential treatment, have found that compared to other treatment 
approaches, the TC model results in similar or superior abstinence 
and substance use outcomes, with some studies reporting greater 
improvements in legal issues, employment status and psychological 
functioning.7-9 The TC model has also been successfully implemented 
in correctional settings in North America and Europe, and research has 
consistently demonstrated that corrections-based TCs are effective in 
reducing post-release criminal activity and re-incarceration rates.10-12 
One such example in B.C. is the Guthrie House program at Nanaimo 
Correctional Centre, which has reported a 33% reduction in re-offence 
rates among TC participants compared to similarly matched individuals 
not enrolled in the program.13

Research suggests that the structured and immersive residential treat-
ment approach may be particularly beneficial for some individuals, in-
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cluding those with more severe addictions who have been unsuccessful 
in past treatment attempts;14-16 individuals with polysubstance use, con-
current psychiatric or medical conditions;17,18 and individuals with minimal 
social supports, in an unstable environment (e.g., at-risk youth, homeless 
individuals) or in a social environment that does not support recovery.7,19 

Relapse rates following residential treatment do vary widely in the 
research literature (from 20% to 90%),7,20 but the strongest predictors 
of sustained abstinence are generally consistent across studies: 
completion of the program, longer duration of treatment and integration 
of evidence-based medical therapies where appropriate, and if continuing 
care is provided or available post-residential treatment (e.g., “aftercare” 
programs, counselling, mutual support groups, recovery residences).7,21-25 
This underscores the need to establish a robust continuum of care options 
in B.C. to best support individuals in achieving long-term recovery. 

Recovery residences

A recent systematic review reported that based on the available research 
evidence, recovery residences  appear to be effective in supporting long-
term recovery.26 Overall, study results showed that compared to treat-
ment-only, the addition of recovery housing (i.e., stabilization and transi-
tional living residences and assisted living residences) to the individual’s 
experience was associated with improved substance use outcomes, 
psychiatric symptoms and social functioning; for example, those who en-
tered recovery housing after inpatient or residential addiction treatment 
tended to have higher employment rates and lower rates of criminal ac-
tivity than those who did not.26 The review authors  concluded that recov-
ery residences are an important component of the continuum of care, but 
noted that they are often undervalued or overlooked within health and 
social service systems. More specifically, the authors recommended that 
public and private health care systems should consider secure funding 
mechanisms for recovery residences, in order to improve access, pro-
gram safety and quality, which in turn, would better support individuals 
pursuing a life in recovery in the community.

Other studies have shown that recovery residences reduce relapse after 
treatment by providing abstinence-oriented supportive environments 
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where individuals in recovery can build healthy social networks and 
access non-judgmental support.27 Recovery residences can also ease the 
burden on residential treatment centres by providing continuity of care or 
an alternative lower-intensity service, especially for individuals who are 
more autonomous and able to assume personal responsibility for their 
recovery.28

 

Mutual support groups

Several clinical trials have found that 12-step facilitation therapy,29 where 
trained health care professionals provide structured counselling on the 
core 12-step principles and encourage regular attendance at community 
meetings, is as effective or superior to other psychosocial treatments in 
supporting abstinence or reducing substance use.29-31 Other studies have 
found that engagement with community-based 12-step groups early in 
recovery,32,33 attending meetings voluntarily34 and on a regular basis,35 
and active involvement in the program (e.g., participation, service, 
sponsorship),36 tend to predict better substance use outcomes. 

For those who benefit, the following characteristics of 12-step groups have 
been identified as key recovery supports: the group dynamic (e.g., feeling 
connected to and a sense of belonging with others),37 improved self-
awareness and responsibility,38-40 experiencing acceptance and empathy 
from and for others,41 and developing or strengthening a connection 
with spirituality.42,43 From a health systems perspective, advantages of 
12-step and other peer-led support groups are their broad accessibility, 
and potential to reduce burden on and costs to the health care system 
(by providing an alternate, low-barrier, and no-cost source of recovery 
support).44,45 

Non-12-step mutual support groups. It is important to note that there 
are a growing number of non-12-step mutual support groups available 
in B.C., such as SMART Recovery©, LifeRing, and Women for Sobriety, 
among others. While very little evidence has been published to date on 
the effectiveness of these mutual support groups in supporting recovery, 
in general, peer support has been consistently identified as an important 
component of recovery in the research literature46,47 and by those with 
lived experience.2-5
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Conclusion

The Life in Recovery survey and past reviews and research findings 
support that implementing and strengthening recovery services in 

B.C. can significantly reduce population harms, yield financial savings 
and, most importantly, improve the lives of individuals, families and 
communities affected by addiction. 

Individuals in 
recovery 

can & do lead 
meaningful lives



“Connecting people to their community 
provides them with a sense of purpose 

and pride.  Let’s breakdown the 
stigma of recovery with compassion, 

perseverance, and inspiration. We can 
overcome addiction in unity.”   

—
Guiseppe Ganci
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Over the years, different definitions of recovery have emerged to ad-
dress a general lack of understanding about recovery and to broaden 

its scope beyond an exclusive or linear pursuit of abstinence from alcohol 
or other drug use. For example, in 2006, the Betty Ford Institute defined 
recovery from substance use disorders as “a voluntarily maintained life-
style characterized by sobriety, personal health, and citizenship.”48 More 
recently, in 2011, the Substance Abuse and Mental Health Services Ad-
ministration (SAMHSA) defined recovery as “a process of change through 
which individuals improve their health and wellness, live a self-directed 
life, and strive to reach their full potential.”49

In Canada, the American Society of Addiction Medicine’s (ASAM’s) 
definition of recovery was adopted at the National Commitment to 
Recovery in Canada summit in Ottawa in 2016, which states that: 

“Recovery is a process of sustained action that addresses the 
biological, psychological, social and spiritual disturbances 
inherent in addiction. Recovery aims to improve the quality 
of life by seeking balance and healing in all aspects of health 
and wellness, while addressing an individual’s consistent 
pursuit of abstinence, impairment in behavioral control, dealing 
with cravings, recognizing problems in one’s behaviors and 
interpersonal relationships, and dealing more effectively with 
emotional responses.”

An individual’s recovery actions lead to reversal of negative, self-defeating 
internal processes and behaviors, allowing healing of relationships with 
self and others. Since some prescribed and non-prescribed medications 
can interfere with recovery, it would be prudent to consult with an 
Addiction Specialist Physician in selected cases.1

It is important that provincial agencies and other stakeholders who are 
working with the recovery community to achieve common goals use a 
definition that resonates with and is meaningful to their colleagues in re-
covery. Working from this shared understanding will enrich collaborative 
efforts to strengthen recovery from addiction in British Columbia.

What Is Recovery?
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Recovery Capital

Recovery capital refers to the net sum of the internal and external 
resources and barriers that affect people with substance use disorders’ 
initiation and maintenance of recovery.50 While traditionally, addiction 
research has focused on resolution of problems related to substance 
use, the more recently introduced concept of recovery capital represents 
a novel approach to asset-based inquiry that aligns with our evolving 
understanding of sustained recovery. Rather than focusing on the 
reduction or management of substance-related harms, recovery capital 
shifts the emphasis to an individual’s positive assets and strengths, 
and prioritizes therapeutic interventions that emphasize and support 
meaningful gains and recovery goals. Recovery capital posits that the 
solutions to problems are currently established in the lived experience 
of individuals, families and communities, and further learning could 
illuminate various factors and resources to enhance recovery initiation 
and maintenance. Re-evaluation of recovery capital as a routine part of 
treatment and recovery service provision provides valuable feedback, 
reinforcement, and direction for ongoing recovery management planning.

Treatment Then Recovery Management

Addiction treatment services are often delivered by accredited health pro-
fessionals but are only the start of what can be a much longer process of 
recovery. For individuals who are in circumstances without sufficient re-
covery capital to initiate recovery on their own (e.g., homelessness), spe-
cialized professional services may include harm reduction, assessment, 
medical stabilization or detoxification and a range of pharmacologic and 
psychosocial addiction treatment modalities, delivered in outpatient and 
inpatient care settings. Although effective treatment can result in the ini-
tiation of healthier behaviours, it alone is often insufficient to bring about 
sustained remission and long-term recovery.51 One of the most important 
objectives of addiction treatment is to support the initiation of recovery in 
people with substance use disorders and other addictions by increasing 
their levels of recovery capital. 

As with other complex chronic medical conditions, such as heart dis-
ease and diabetes, continuing self-care for people with substance use 
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disorders is critical, as relapse to active addiction after an episode of 
standalone acute treatment can occur. A preferable outcome for those 
with substance use disorder following initial treatment is longer-term 
recovery management in the community.52 Community-based recovery 
management services include mutual support from other people in re-
covery, volunteer service providers, peer helpers and a variety of commu-
nity-based health and social services. Community-based recovery activi-
ties, especially participation in mutual support group recovery programs, 
are not considered addiction treatment.  

Recovery-Oriented Systems of Care

Recovery-oriented systems of care are coordinated networks of 
community-based services and supports that build on the strengths 
and resiliencies of individuals, families and communities to achieve 
recovery and improved health, wellness, and quality of life for those with 
or impacted by substance use disorders. The central focus is to create an 
infrastructure or “system of care” to effectively support recovery within a 
community, encompassing a full range of individualized, person-centred, 
and strength-based recovery management services. Recovery-oriented 
systems of care engage and train volunteers and professionals, many 
of whom have lived experience with addiction and recovery, to provide 
support and recovery coaching to others who are pursuing recovery from 
substance use disorders and other addictions. 

Comprehensive recovery-oriented systems of care53 may include 
recovery community centres, recovery high schools, collegiate recovery 
programs, recovery workplaces and recovery supportive housing, among 
other services.54 Recovery community centres in particular can serve an 
important role in a recovery-oriented system of care by serving as a low-
barrier, central location in the community where individuals can access 
peer-led recovery support services, participate in education and training 
programs, and attend a variety of recovery-oriented mutual support group 
meetings.



“I am honoured to be part of a 
team that envisions a continuum 
of quality care and full spectrum 

recovery services for individuals and 
families impacted by addiction in 

British Columbia.”   
—

Brenda Plant
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A collaborative approach that involves multiple stakeholders and works 
from the strengths of people in recovery and existing local recovery 

services and programs can help to strengthen recovery and improve the 
lives of people facing addictions in B.C. Listed below are some immediate 
and long-term strategies that can have meaningful impact on the lives of 
British Columbians facing alcohol and/or other drug addictions.

In order to identify and define priorities, the British Columbia Centre 
on Substance Use (BCCSU) has engaged in a comprehensive evidence 
review and worked with a variety of knowledge holders and gathered 
their input on current challenges and proposed solutions to improve the 
addiction system of care in B.C. The BCCSU facilitated communication 
within and among groups and organizations that have not historically 
worked together closely: people with lived experience of substance 
use disorders and other addictions, peer organizations, family support 
groups, recovery-oriented care and treatment advocates, public and 
private recovery programs and treatment facilities. These groups have 
worked together toward achieving consensus on the top priorities and 
a shared vision for a functioning addiction system of care. The results of 
this series of knowledge holder consultations are a series of action items 
that are summarized below. 

Based on the feedback we received, the BCCSU will create four working 
groups to be comprised of health leaders and members of the recovery 
community of B.C., who will, in collaboration with the BCCSU and other 
stakeholders in the province, work together to advance the action items. 
These working groups will build upon existing health systems planning 
activities underway in the province by collaborating closely with the 
Ministry of Health and the Ministry for Mental Health and Addiction, 
B.C.’s Overdose Emergency Response Centre, including the Treatment 
Task Group as well as with provincial and regional health authorities and 
associated contracted service agencies. 

The working groups will have a mandate to provide recommendations to 
policy makers to support strategies to strengthen recovery in B.C. 

Ways to Strengthen Recovery in BC
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1Health Systems, Education and Clinical Tools 

•	 Examine how to establish active and timely referral pathways between existing 
recovery and other addiction-related services – particularly withdrawal 
management (i.e., “detox”) programs – that include standardized assessment and 
screening tools.55-58

•	 Investigate and recommend system transformations aimed at ensuring equitable 
access to care for inpatient and outpatient addiction treatment services.

•	 Plan research of and best practice policy development for recovery-focused 
facilities and services.

•	 Develop an evidence-based recovery capital checklist59-61 to help guide Health 
Authorities in implementing appropriate recovery and recovery referral systems 
in all acute care settings.

•	 Support the BCCSU to educate family physicians, nurse practitioners and 
registered nurses, other health professionals, and service providers about 
recovery when addressing substance use disorders and other addictions.62 

•	 Support implementation of telemedicine programs for smaller and community-
based recovery programs such as recovery residences.63-66

•	 Examine how to establish, implement and support trauma-informed care 
education for practitioners.67,68

•	 Establish and publish best practice guidelines for recovery-oriented medicine 
and recovery-oriented systems of care.54,69,70

•	 Work with recovery service providers to establish standardized outcome 
benchmarking tools.71-73 

•	 Promote recovery management checkups.74-76

•	 Work with professional credentialing organizations and regulatory colleges 
to establish ethical standards against working in illegal, unlicensed or   
unregistered facilities.

Recovery working groups: areas of focus
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Underserved and Vulnerable Populations

•	 Examine per diem rates for treatment and recovery services and mechanisms of 
funding to support improved outcomes in underserved and vulnerable populations.

•	 Examine best practices and implement treatment and recovery strategies for 
workplace health and employee programs.77

•	 Develop and support strategies for increased recovery services for women 
(including mother and child)78 in primary, secondary and tertiary care across the 
spectrum of modalities.

•	 Develop and support strategies for funding and increased services for youth-
specific treatment and recovery support.66,79

•	 Investigate safe care models for youth with severe addictions.80 
•	 Support strategies for increasing availability of recovery programs within B.C. 

Correctional Centres, as well as recovery services for probationers.12,66

•	 Support strategies to increase prevalence of recovery-based living units and 
recovery programs within B.C. Correctional Centres.7,12,13 

•	 Support strategies for increasing funding and service levels for Indigenous 
recovery programs.65,81-83

•	 Examine the feasibility of establishing recovery high schools in B.C. (recovery 
centres that also provide formal education).84,85

•	 Examine and recommend models of care for families and partners of people with 
substance use disorders (family systems model), including workplace supports.86,87 

2



32

Awareness and Celebration 

•	 Support the promotion of Recovery Week88 celebrations throughout the province.
•	 Increase social awareness and acceptance of people in recovery and recovery 

residences in the broader community.89

•	 Create and deliver anti-stigma campaigns about addiction and recovery using 
public education and media.89-92

•	 Create and implement education for the media to include recovery in their coverage 
of substance use and addiction.

•	 Host forums and conferences for health professionals and service providers to 
send a clear and consistent message that recovery is an attainable goal, as well 
as emphasizing the importance of a non-discriminatory and holistic approach to 
recovery.93 

•	 Establish workplace campaigns to assist employers in recognizing substance use 
disorders and better supporting employees in recovery.77

•	 Establish recovery awareness campaigns focusing on Indigenous communities, 
LGBT2Q+ communities, women and youth.

3



33

Policy, Regulation, Licensing and Enforcement 

•	 Shift from a provincial health system approach that has historically focused on 
harm reduction and acute treatment to a approach that better supports the full 
continuum of care, from harm reduction through to long-term recovery-oriented, 
abstinence-based interventions, supports and environments. 

•	 Support policy development to ensure that people with substance use disorders 
are made aware of all care pathways available to them when they access health 
care services.

•	 Examine strategies to ensure that all licensing and enforcement officers are 
educated and trained in the subject matter that is the focus their work. 

•	 Examine zoning bylaws and business licensing practices to ensure that recovery 
residences are well regulated and to prevent the proliferation of unsafe illegal 
rooming homes.94

•	 Establish a template for municipalities for the zoning and licensing of recovery 
homes and treatment centres.94

•	 Support strategies to ultimately increase provincial enforcement powers to close 
unlicensed or illegal treatment centres.94

•	 Explore the development and implementation of a mandatory certificate program 
for recovery residence operators to ensure a high standard of service across the 
province. 

•	 Support the establishment of recovery community centres95-99 in suburban areas 
throughout B.C.

•	 Support the establishment of collegiate recovery programs100,101 on university and 
college campuses. 

•	 Examine how to establish and pilot B.C.’s first recovery coaching46,47,102 centre.  
•	 Support the establishment of policy to ensure that clients receiving services in 

licensed or registered facilities are not referred, transferred or transitioned to 
illegal, unlicensed or unregistered facilities. 

4
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“I envision a day where equitable 
pathways to recovery are afforded to 
all British Columbians, facilitated by 

informed evidence based decisions 
that appreciate the variety of factors 

contributing to the initiation and 
preservation of long-term recovery.”   

—
Carson McPherson
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The recently released review of illicit drug overdoses from the B.C. 
Coroner’s Service Death Review Panel highlighted the urgent need to 

strengthen and improve recovery services in B.C.94 Here, we can look to 
other international jurisdictions that have augmented recovery-oriented 
services and seen deaths and other harms from substance use decline 
dramatically as a result. 

For instance, Portugal has established a robust recovery-oriented system 
of care where all individuals with substance use disorders are able to ac-
cess, at no cost, a range of service and treatment modalities matched to 
their biopsychosocial needs and recovery goals, including a network of 
publicly funded therapeutic communities.103 In the past decade, Portugal 
has seen a steady decline in illicit drug use and high-risk drug and alco-
hol use in the general population, and the most recently available data 
indicate that the overdose mortality rate is approximately 3.5-fold lower 
than the European average (5.8 vs. 20.3 deaths per million people).103

By addressing the recommendations derived from the consultations 
undertaken to prepare this report, and through the efforts of proposed 
working groups following its release, we can begin to create the system-
wide changes needed to achieve the benefits that have been observed in 
other jurisdictions where recovery-oriented services are fully integrated 
within the continuum of care.

Expanding and improving recovery services is a key element of creating a 
coordinated and effective continuum of addiction care. While it is critical-
ly important to provide life-saving public health services, and to establish 
a range of effective acute treatment services (e.g., withdrawal manage-
ment programs), it is also necessary to develop and strengthen long-term 
recovery-oriented services to support people struggling with addiction. 
This includes empowering people in recovery and individuals and their 
families to support one another in their pursuit of improved health and 
wellbeing. Improving access to effective, evidence-based recovery sup-
port services is an essential component of British Columbia’s overdose 
response, but also addresses the province’s longer term goal of estab-
lishing a robust, responsive system of addiction care, where patients and 
families only need to ask for help once, and are able to get support right 
away as there do with other illness.

Summary
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In British Columbia 
we have the 

knowledge, expertise, 
and will ... to build 
a recovery-oriented 

system of care

In British Columbia, we have the knowledge, expertise and will among the 
recovery community to build a recovery-oriented system of care that can 
strengthen recovery services in the province.  If we provide the same level 
of attention, compassion and investment to recovery as any other critical 
public health issue, we can make long-term recovery from substance use 
disorders and other addictions an attainable and sustainable reality for 
many British Columbians. 
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Mutual support groups32 
Mutual support groups are nonprofessional groups comprising members 
who share the same substance-related problem or addiction and 
voluntarily support one another in their pursuit of sustained recovery. 
Although mutual support groups are not considered to be an addiction 
treatment service, they are one part of a recovery-oriented system of care 
approach to recovery. By providing social, emotional, and informational 
support for persons throughout their recovery process, mutual support 
groups can help individuals take responsibility of their sustained health, 
wellness, and recovery.

12-step mutual support groups104 
An international fellowship of peer support groups comprised of 
individuals in recovery, which offer emotional support and a structured, 
“12-step” approach to achieving abstinence from substance use disorders 
and addiction. The most well known examples are Alcoholics Anonymous 
and Narcotics Anonymous, although support groups for other addictions 
exist, as do 12-step groups tailored for specific populations (e.g., women, 
youth, LGBT2Q+). Central concepts of 12-step programs are that addiction 
is a spiritual and medical disease, and that recovery is a journey involving 
belief in a higher power, taking an honest inventory, personal exploration, 
and acceptance.

Non-12-step mutual support groups
Mutual support groups that do not employ the traditional 12-step model 
but maintain an emphasis on peer support and guidance to support 
individuals in pursuing and achieving their recovery goals. Some non-
12-step mutual support groups have adopted a secular approach as an 
alternative for those individuals who may find the spiritual elements of the 
12-step model to be incompatible with their personal belief systems. Some 
examples include SMART© Recovery, LifeRing, the Secular Organization 
for Sobriety/Save Our Selves (SOS), and Women For Sobriety.

Recovery-oriented system of care (ROSC)54

 A coordinated network of community-based services and supports 
that is person-centred and builds on the strengths and resiliencies of 
individuals, families and communities to achieve recovery and improved 
health, wellness, and quality of life for those with or at risk of alcohol and 
drug problems. The central focus is to create an infrastructure or “system 
of care” with the resources to effectively address substance use problems 
within a community, encompassing a full range of individualized, person-
centred, and strength-based services. By design, a ROSC provides 
individuals and families with more options with which to make informed 
decisions regarding their care. 

Glossary of Terms
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Recovery capital59,105 
Defined as the sum total of an individual’s personal and social resources 
that can be brought to bear to address their addiction and bolster their 
capacity and opportunities for recovery. Key elements of recovery 
capital include physical and mental health; family, social supports, and 
leisure activities; safe housing and healthy environments; peer-based 
support; employment and resolution of legal issues; vocational skills and 
educational development; community integration and cultural support; 
and discovering (or rediscovering) meaning and purpose in life.

Recovery check-ups76 
Modeled after approaches used in medical management of other chronic 
diseases (e.g., diabetes, heart disease), recovery management check-ups 
involve continued monitoring after treatment to provide informal support 
and encouragement, identify any barriers to abstinence, find ways to 
address these barriers, identify early relapse, and provide direct and 
immediate linkage to treatment services before relapse progresses to a 
more advanced state.

Recovery coaching46 
A recovery coach is an individual in recovery who, through a formalized 
relationship or partnership, provides guidance and support to others 
through their transition from recovery initiation to recovery maintenance. 
In this role, recovery coaches draw on the strengths of their own lived 
experience of recovery to help others in their individual recovery journeys.

Recovery collegiate programs106 
Recovery collegiate programs consist of recovery support services 
provided on university or college campuses that aim to create a 
supportive community within the campus culture to support educational 
opportunities and goals of students in recovery. Services may include 
recovery housing, “recovery-friendly” meeting or communal spaces, 
mutual-support meetings (e.g., 12-step), and access to counselling 
services.

Recovery community centre99 
A central physical location in the community where a range of recovery-
oriented services are provided by a largely peer-based and volunteer 
force. Clients actively participate in recovery-oriented programming and 
help support others with their recovery, so the recovery community centre 
is considered more than a “drop-in centre”. Recovery community centres 
do not typically provide clinical services.
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Recovery high schools84 
Alternative high schools specifically established to support students in 
recovery from substance use disorders. Programs are designed to meet 
both academic and therapeutic needs of adolescents who have received 
addiction treatment, with recognition of the significant role that peer and 
environmental influences play among youth in recovery. 

Recovery housing26 
A direct service with multiple components that provides supervised, 
short-term housing to individuals with substance use disorders or co-
occurring mental and substance use disorders. Typically offered following 
completion of a residential treatment program, recovery housing aims to 
increase an individual’s stability, improve their social functioning, and 
support the individual in their transition to a productive, independent life 
of recovery in the community. 

Residential treatment6 
A direct service with multiple components that is delivered in a licensed 
facility (i.e., non-hospital or free-standing residential treatment facility) 
used to evaluate, diagnose, and treat the symptoms or disabilities 
associated with an individual’s substance use disorder. A variety 
of therapeutic interventions may be implemented across different 
residential treatment settings; however, a common defining characteristic 
of residential treatment is that it provides a structured housing program 
to individuals receiving rehabilitation services. 

Therapeutic community7,22

A specific type of residential treatment (see above) where the treatment is 
structured to focus on psychosocial rehabilitation (i.e., “re-socialization”) 
of an individual and uses the program’s entire community – including other 
residents, staff, and the broader social context – as active components 
of treatment. Therapeutic communities typically involve a peer-based 
hierarchical model, with treatment stages that reflect increased levels of 
personal and social responsibility. Peer influence and support, mediated 
through a variety of group-based dynamic processes, is viewed as a 
critical element for the assimilation of new social norms and developing 
more effective social skills. 
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