
12/2/2024

1

Weathering the Perfect Storm: Building Capacity to Address Co-
Occurring Brain Injury, Substance Use and Serious Mental Disorders  

Carolyn Lemsky, Ph.D.,C.Psych
Toronto ABI Network Conference, 2024
December 6, 2024

1

Disclosures

Dr. Lemsky received funding for this work by the 
Substance Abuse and Mental Health Administration, 
Mid-America Technology Transfer Center and the 
National Association of State Head Injury 
Administrators.

Earlier versions of this work were funded by the 
Ontario Neurotrauma Foundation 

Footer 2

Neurobehavioural Intervention 
Team (NBIP) and the clients we 
serve.

Community Head Injury Resource 
Services, Toronto

3

Acknowledgements

Footer

Center for Addictions and Mental Health, 
Toronto Canada

Tim Godden
Peter Selby
Andrew Smith

Collaborating Physicians

Chanth Seyone
Omar Ghaffar

1

2

3



12/2/2024

2

Overview

4

What’s happening now…
What we’d like to see more of…

• Evidence- based intervention for co-occurring brain injury and 
substance.

• Promising practices
• NBIP as a program example

• Facilitating partnerships between mental health, 
addictions and ABI providers.

Brain injury and behavioural health 
difficulties have common risk factors

Non-institutionalized adults
1 in 5

People seeking treatment 
for SUD
2 - 3 in 5

Psychiatric Inpatients
2 - 3 in 5

Co-occurring Disorders
3-4 in 5

Moderate to Severe TBI
Non-institutionalized adults

3-6%

People seeking treatment 
for SUD 15-20%

Psychiatric Inpatients
20 %

Unhoused
12 to 15 %
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History of brain injury is a marker for symptom complexity

• Brain injury is associated with 
health complications such as 
seizures.

• History of brain injury is 
associated with more and 
more severe psychiatric 
symptoms.

• History of brain injury 
increases the risk of suicide 
three-fold.

• Problems with self regulation

• Problems with cognitive 
functioning

Care for Acquired Brain Injury and 
Concurrent Mental Health and 
Substance Use Issues | CDA-AMC

The literature review and survey aimed to 
address the following questions:

• What systems and services are in place in Canadian 
jurisdictions for the care of individuals with ABI and 
concurrent mental health conditions and/or 
substance use disorders?

• What are the integrated patient-centred care 
centres that exist in Canada for individuals with ABI 
and concurrent mental health conditions and/or 
substance use disorders?

• What are current needs and gaps related to the care 
of individuals with ABI and concurrent mental 
health conditions and/or substance use disorders?
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Survey Results

The survey results highlighted that while 
mental health and substance use services do 
exist, there is a need for effective integration 
between agencies, systems, ministries, and 
funding sources, given the needs of 
individuals with ABI and concurrent mental 
health conditions and/or substance use 
disorders. Some community associations 
have recognized the needs of this unique 
population and have begun collaborations 
and cross-training their health care staff 
between these care sectors.”

Ontario Mental 
Health and Additions

• OBIA/Brock course

• TABIN resolution table

• CHIRS NBIP Program

• Hamilton Health Sciences

• Substance use and Brain Injury 
Bridging Project

• March of Dimes

• North Simcoe Muskoka

• York-Simcoe Muskoka

Challenges

Timely access to care. Limited resources and 
funding for programs 

that exist.

Limited programming in 
rural and remote 

communities.

Relationships with 
mental health and 

addictions programming
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Recognition of 
cognitive 
impairment on a 
National Level

• No mention of brain injury.

• The words cognition and brain do not appear in the 
document.

• Acknowledges increases in deaths related to opioids but 
does not address non-fatal overdose

Recognition of 
cognitive 
impairment on a 
National Level

• No mention of brain injury.

• The words cognition and brain do not appear in the 
document.

• Acknowledges increases in deaths related to opioids but 
does not address non-fatal overdose
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• Cognition has an impact 
on treatment and 
outcome.

• Higher dropouts
• More Lapses

• Non-addiction and 
addiction factors 
contribute (including TBI)

• The path of care may be 
different

• Up to 50% of patients admitted to residential 
programs screen positive for cognitive impairment.

• Cognition has an impact on treatment and outcome.
• Higher dropouts
• More Lapses

• Non-addiction and addiction factors contribute 
(including TBI)

• The path of care may be different
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Substance-related 
brain injury 
• Between 2016 and 2023, 16 

Canadians died every day of a toxic 
exposure to drugs.

• Using a conservative one to 15 
ratio of  fatal to non-fatal overdose, 
there were a potential 240 new 
brain injuries a day related to drug 
toxic events. 

Hotel study, Vancouver 
BC.

Participants:  285 precariously housed people.

• TBI in 82.1%; 21.4% moderate to severe
• Females reported more brain injuries
• First Mod/Severe injury occurred closer to 
onset of homelessness
• TBIs that occurred at onset of homelessness 
were associated with long-term homelessness

Comprehensive, Continuous, 
Integrated System of 
Care (CCISC) Model

• Co-occurring issues and conditions are an expectation, not an 
exception.

• Care is client-centered and individualized.

• Treatment should be co-occurring.

The best practice intervention is integrated dual or multiple 
primary treatment, in which each condition or issue receives 
appropriately matched intervention at the same time. 

24

Minkoff K & Cline C, Developing welcoming systems for individuals with co-
occurring disorders: the role of the Comprehensive Continuous Integrated 
System of Care model. J Dual Diagnosis 2005, 1:63-89 
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•Clear Problem
•Clear Solution (Absence of the problem is easily identified) Simple

•Can only be understood with time
•Many elements (each of which is familiar).
•Hidden root causesComplex

•Many stakeholders with conflicting perspectives
•May not have a “right or wrong” answer 
•Problem resists definition by shifting
•Ambiguous
•Chaotic

Wicked
Rittel and Webber

What would 
we like to see? 

• Residential and outpatient addictions programming 
that accommodates neurocognitive impairment.

• Long-term settings that are brain injury aware.

• Brain injury programs that have access to the needed 
expertise to implement harm reduction and 
encourage entry into appropriate care settings.

https://aci.health.nsw.gov.au/projects/ace-
program#:~:text=The%20ACE%20program%20is%20a,identify%20clients%20with%20c
ognitive%20impairment
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Flexible, Creative yet 
Systematic Approach

• Lower barriers for accessing care
• Limit or provide support with paperwork
• Drop-in/flexible schedule
• Outreach
Rapid Access Addiction Medicine Clinics
ACT teams
Crisis teams
Supervised consumption sites

• Programming that addresses:
• Cognitive impairment

• Personal Identity

• Desired modes of treatment

• Matching the intensity of services to the needs of the client.

Integrating intervention

29

Primary Services

Screening
Education
Brief 
Intervention/Accommodation
Referrals/partnerships
Keep Serving

ABI or Addictions –Based Shared Care

Harm Reduction
Accommodation for cognitive 
impairment
Cognitive assessment and 
compensation training
Active Partnerships for 
consultation and referral

Specialized Services

Integrated ABI/ Substance use 
and mental health programming
Cross-trained professionals
Long-term programming
Behavioral Interventions
Addictions 
Medicine/neuropsychiatry
Integration of 
community/environmental 
supports

Integrating intervention

30

ABI or SUD –Based Shared Care

• Screening for behavioural health 
disorders

• Recognizing the signs of SUD
• Addressing behavioural health in a 

rehabilitation context
• Motivational Interviewing
• Harm Reduction Practices
• How to refer to appropriate 

programs
• Active Partnerships for 

consultation and referral.

• Screening for Brain Injury
• Recognizing the signs of 

cognitive impairment
• Accommodating cognitive 

impairment
• How and when to refer for 

brain injury services
• Active Partnerships for 

consultation and referral

ABI Services SUD/Mental Health Providers

28
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Care Silos (Specialized care)
•Limited awareness of the co-occurring 

diagnoses/treatment
•Restrictive admission policies
•Reduced access to specialized knowledge

Stigma
•Dual stigma related to disability, cognitive 

impairment and substance use.  
•Reduced access to the social determinants of 

health (housing, healthcare, nutrition and 
community).

Policy
•Limits on contingency management payments
•Limited support for harm reduction 

programming

Challenges to Integrated Care

31Footer

A few myths to address

You need to have very specialized training to 
help someone with a substance use or mental 
health disorder.
Treatments with the strongest evidence base resemble 
interventions you are already familiar with.

Treatment only starts when a person has a 
commitment to change.

Harm reduction interventions are useful on their own and may 
be the path to intervention/support

A few myths to address

You need to have very specialized training 
to help someone with a brain injury.
Treatments with the strongest evidence base resemble 
interventions you are already familiar with.

Treatment only starts when a person has a 
commitment to change.
Harm reduction interventions are useful on their own and 
may be the path to intervention/support
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A few myths to address

You need to have very 
specialized training to help 
someone with a brain injury.
Treatments with the strongest evidence 
base resemble interventions you are 
already familiar with.

Treatment only starts when a 
person has a commitment to 
change.
Harm reduction interventions are useful 
on their own and may be the path to 
intervention/support

People with complex problems 
don’t change

Longer periods of intervention may be 
required.  Supports may need to fade in 
over time

Key Evidence-Based Practices 
Interventions NotesABI Specific EvidenceInterventions with 
RCT/Meta-analyses

Multi-media key
SBIRT - Booster sessions
Brain Health/Health focus

Prevention/Education
(e.g. Bogner et al., 2021)

Brief Intervention 
(FRAMES)

Incentive to attend 
supported engagement

(Corrigan et al., 2005)Incentives
Contingency Management

Increase structure
repetition

Small controlled studies
Cox, et al., 2003)

Motivational Interviewing 

Elements of CRAFT, but 
not full model

Intensive case 
management (Bogner et 
al, 1997) Skills training 
(Vungkhanching et al., 
2007)

Community 
Reinforcement and Family 
Training (CRAFT)

?Harm Reduction 

Limited RTCs, Pharmacotherapy
35

Outcome studies suggest…

Outcome related to treatment 
duration

Characteristics associated with 
dropping out

Cognitive impairment
Psychiatric disorders

Unemployment

Retention in treatment is 
associated with Therapeutic 

Alliance

34
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Contingency Management

37

Based on Operant-
conditioning literature

Tangible reinforcement based 
on verifiable evidence of 
desired behavior (e.g.
abstaining via urine sample).

50 years of positive trials 
related to treatment 
engagement and treatment 
outcome.

Public perception and policy 
have been the big barriers to 
implementation.

38

Treatment incentives

In the general population, early attendance predicts treatment 
success
Corrigan, Bogner, Lamb-Hart, Heinemann & Moore (2005):

Brief Motivational Interview
Reduction of barriers to attendance
Financial incentives
Attention control

39

Treatment incentives

In the general population, early attendance predicts treatment 
success
Corrigan, Bogner, Lamb-Hart, Heinemann & Moore (2005):

Brief Motivational Interview
Reduction of barriers to attendance
Financial incentives
Attention control
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40

Treatment incentives

In the general population, early attendance predicts treatment 
success
Corrigan, Bogner, Lamb-Hart, Heinemann & Moore (2005):

Brief Motivational Interview
Reduction of barriers to attendance
Financial incentives
Attention control

41

Why did 
these

interventions 
work?

Attendance early in treatment increases 
engagement

Rule-governed learning is easier for 
many individuals surviving brain injury 
and enabled engagement

Support to attend sessions enabled 
engagement

42Feldstein, Filbey, Hendershot, McEachern & Hutchison, 2011
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Footer 43

More Directive 

• More time spent in agenda setting
• Specific strategies to address tangential 

speech and thought

Cognitive adaptations

• More frequent summaries
• Simple reflections
• Cautious use of metaphor
• Visual aids during sessions
• Repetition

Supporting self-efficacy /agency

Focus on accepting and using 
environmental supports

Community Reinforcement and 
Family Training

CRAFT
• Main outcome is entry into treatment

• Works best with full model employed (individual 
/group treatment)

• Reduces harms and improves family member’s 
mental health and life satisfaction.

45
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Harm Reduction

Principles 

Do no harm

No coercion

Don’t limit services

A realistic view of substance use

Substance users should participate in 
service development

Progress is improvement in well being

Goals for Treatment Should be 
prioritized

Success is linked to self-efficacy

Some environmental, emotional and 
neurobehavioural factors leading to use 
may be beyond the individual’s control.

Harm Reduction is an evidence-based, client-
centred approach that seeks to reduce the 
health and social harms associated with 
addiction and substance use, without 
necessarily requiring people who use 
substances to abstain or stop.

CMHA

What our clients 
told us about self-
help groups e.g. AA, 
NA, Smart Recovery

• Overwhelmed by the setting and 
information

• Overwhelmed by urges and affect

• Shame related to both injury and 
substance use

“I was so distracted by the fact that I 
couldn’t remember anyone’s name and so 
ashamed, I didn’t go back.”

“I didn’t go back, because I missed a group 
and they were strict about that.  I figured I’d 
get kicked out anyway.”

“I can’t remember what they were 
talking about exactly, but I knew I 
wasn’t going straight home after 
the meeting.  I was picking up.”

What worked?
• One on one sessions
• Breaks for longer groups

Group longer than one hour needs a 
break

• Help getting organized
• Getting used to traveling to the 

group
• Written materials
• Repetition in group

• Name tags
• Notes from the facilitators
• Clear rules
• Feedback and incentives 

(Knowing when I got it right.)
• Having something to do that 

didn’t involve drugs (a safe 
place to go.)

46
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Outcomes from a modified 
treatment program

N=67 participants
N=33 screened positive for cognitive impairments

Program materials based on the Original SUBI manual
Collaborative treatment planning

Skill rehearsal, clear goals, celebration of success
Posted calendars

Name tags
Cognitive compensation strategies
Specific supports to assist clients in meeting program expectations

Treatment completion improved by a factor of 5 in people with cognitive impairment (prior to 
intervention 10% completed, with program changes 50% completed)

• Collings S, Allan J, Munro A. Improving treatment for people with cognitive impairment and substance misuse issues: Lessons from an inclusive residential treatment program pilot in Australia. Disabil Health 
J. 2022 Jun;15(2S):101295. doi: 10.1016/j.dhjo.2022.101295. Epub 2022 Mar 1. PMID: 35365421.

Critical elements

• Safe environment
• Structured routines
• Modified materials

• Strength-based programming
• Staff support

Re-Framing self-view

Learning to deal with emotions
Practical skills

Allan, J., Collings, S. & Munro, A. The process of change for people with cognitive impairment in a 
residential rehabilitation program for substance problems: a phenomenographical analysis. Subst
Abuse Treat Prev Policy 14, 13 (2019). https://doi.org/10.1186/s13011-019-0200-y

Supporting Clients better

Cognitive problems 
require alterations to the 
mechanics of Intervention.

51

Problems with self-regulation require  
alterations to the focus of intervention

Neurocognitive Neuro-behavioural

Slow Down

Written 
Materials

Reduce 
Distraction

Accepting the need 
for Environmental 
Supports

External 
support/Incentives

Skill building and a 
schedule of 
competing 
behaviour

49
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Key Evidence-Based Interventions for Behavior 
Management

52Footer

Positive Behavioral Supports 

Mindfulness/Emotional Regulation Training

Goal Management Training

Meta-cognitive Training

Adapted Cognitive-Behavioral Therapy

Central Clinical 
Considerations

Capacity for 
self-

management

Ability to respond to reward and 
punishment
Capacity to resist ‘dominant response’
Awareness of impact from brain injury
Awareness of harms associated with 
substance use

Cognitive 
impairment

Memory
Attention

Problem-solving
Communication

Potential 
supportive 
structures

What enables self-management
What limits self-management

Program Features

Longer periods of intervention 

(extensive rather than intensive)

Longer periods of intervention 

(extensive rather than intensive)

Gradual fading-in of supportsGradual fading-in of supports

Focus on environmental supports when awareness/insight or commitment is lowFocus on environmental supports when awareness/insight or commitment is low

Smaller case loadsSmaller case loads

Flexible, transdisciplinary interactionFlexible, transdisciplinary interaction

Ethical framework to directly address moral distress and support clinical decision makingEthical framework to directly address moral distress and support clinical decision making

Footer 54
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“There’s always something 
that works even if the third 
or fifth or twentieth thing 
we try.”

Do no harm

No coercion

Don’t limit services

A realistic view of 
substance use

Participation in 
service development

Progress is 
improvement in well 

being

Goals for Treatment 
Should be prioritized

Success is linked to 
self-efficacy

Some environmental, 
factors leading to use 
may be beyond the 
individual’s control.

Harm Reduction 

Do no 
harm

No 
coercion

Don’t limit 
services

A realistic 
view of 

substance 
use

Participation 
in service 

development

Progress is 
improveme
nt in well 

beingGoals for 
Treatment 
Should be 
prioritizedSuccess is 
linked to 

self-efficacy

Some 
environme
ntal, factors 
leading to 

use may be 
beyond the 
individual’s 

control.

Harm Reduction 
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Do no harm

No coercion

Don’t limit 
services

A realistic view of 
substance use

Participation in 
service 

development

Progress is 
improvement 
in well being

Goals for 
Treatment 
Should be 
prioritized

Success is linked 
to self-efficacy

Some 
environmental, 

factors leading to 
use may be 
beyond the 
individual’s 

control.

Harm Reduction 

Do no 
harm

No 
coercio

nDon’t 
limit 

services

A 
realistic 
view of 
substan
ce use

Particip
ation in 
service 
develop

ment

Progres
s is 

improve
ment in 

well 
being

Goals 
for 

Treatme
nt 

Should 
be 

prioritiz
ed

Success 
is linked 
to self-
efficacy

Some 
environmental, 
factors leading 
to use may be 

beyond the 
individual’s 

control.

Harm Reduction 

Do no 
harm

No 
coercio

nDon’t 
limit 

services

A 
realistic 
view of 
substan
ce use

Particip
ation in 
service 
develop

ment

Progres
s is 

improve
ment in 

well 
being

Goals 
for 

Treatme
nt 

Should 
be 

prioritiz
ed

Success 
is linked 
to self-
efficacy

Some 
environmental, 
factors leading 
to use may be 

beyond the 
individual’s 

control.

Harm Reduction 
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Progress is 
improvement in 

well being

Goals for 
Treatment Should 

be prioritized

Success is linked 
to self-efficacy

Harm Reduction 

Program Structure
• Assessment

• Record review/Mental Health screening
• Interview

• 16-week Psycho-educational Group
• Weekly one-on-one (with case 

management support if available)
• Bi-weekly group volunteering
• Access to CHIRS programs/volunteering
• AA closed Step Meeting at CHIRS
• Integrated Clinical Care with 

transdisciplinary consultation

Rooftop Garden:
CHIRS Farm to Table resource

61
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NBIP 
in the Community 

Dilemmas and moral distress

• Client shares substances with vulnerable clients

• Client’s s/o encourages clients’ use

• Client experiences  significant harms while intoxicated

• Medical cannabis prescription without clear dosing

• When should treatment be compelled

Moral distress

• Taking your work home with you

• Feeling anxious

• Feeling ‘icky’ about a decision

• Conflict among team members or 
with family members

• Questioning  your own beliefs

64
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Recognizing 
Ethical 
Issues

Conflicting goals, beliefs or 
problematic alternatives

The path forward is unclear

There is a concern for 
individuals’ or groups’ rights

Conflicting obligations

Concerns about fairness/justice

Ethical Framework

Worksheet

Step 1:  Identify Relevant Facts
Step 2:  Determine which ethical 
principles are in conflict.
Step 3:  Explore potential options.

Step 4: Act on your Decisions and 
Evaluate

www.communityethicsnetwork.ca

Ethical Principles 

• Respect for the Dignity of 
People

• Responsible Service Provision
• Integrity in Relationships

• Responsibility to the 
Community

67
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Timing Intervention 

Engagement

Persuasion

Active 
Treatment

Relapse 
Prevention

71

Anticipatory

Awareness

ACTION

Emergent Awareness

Preparation

Intellectual Awareness

Contemplative

Unaware/pre-contemplative
Crossen et al, 1993

Supporting the development of  
integrated programing 
• Raising awareness
• Screening 
• Teach providers what they can do
• Materials to facilitate productive partnerships

70

71
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73

https://attcnetwork.org/centers/mid-america-
attc/traumatic-brain-injury-sud-series

74

https://attcnetwork.org/centers/mid-america-
attc/traumatic-brain-injury-sud-series

PATTERNS OF INJURY

73
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OTHER SOURCES OF 
COGNITIVE DIFFICULTIES

History of Substance Use

Overdose

76
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FUNCTIONAL 
COMPENSATION

CARE PLANNING

 Encouraging specific goals 
related to managing ABI 
symptoms.

INTRODUCING SUBI 
WORKBOOK 2.0

 MI adapted approach

 Inclusive language

 Readings to be completed with a 
client to encourage discussion

 Exercises to encourage self-
reflection

 Is my Substance use Something 
to Worry About?

 Tackling My Substance Use

 Coping strategies for Life

 Skills for Maintaining Health and 
Relationships

 Pulling it All Together

79
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SUBI 
WORKBOOK 2.0

 MI adapted approach 

 Inclusive Language

 Brief readings to encourage 
discussion and reflection

• Support Screening for Brain Injury
• Support clinicians by providing appropriate training 

to recognize and accommodate the effects of brain 
injury

• Support partnerships with community agencies 
that work with clients with brain injury

• Consider the development of program structures 
and behavioural interventiosn that have been 
shown to benefit individuals with cognitive 
impairment

• Trained 1,215 providers from 25 organizations in the 
OSU-TBI-ID

• Follow-up at 1 month to determine the number of 
screens administered, and providers were 
interviewed.

• Only 25%(55/215) providers adopted screening.
“Providers explained that although TBI screening can improve diagnostic and clinical 
decision-making, they discussed that additional training, leadership engagement, 
and state-level mandates are needed to increase the widespread, systematic uptake 
of TBI screening.”

82
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“Providers explained that although TBI 
screening can improve diagnostic and clinical 
decision-making, they discussed that additional 
training, leadership engagement, and state-
level mandates are needed to increase the 
widespread, systematic uptake of TBI 
screening.”

Building Partnerships

Footer 86

Investigate local programs
•Concurrent disorders programs may 
have the most flexibility in admissions 
and programming

•Know referral criteria, program 
philosophy and admission processes

•Explore access to addictions medicine

1
Start with individual clients
•Refer when the time is right (clients 
are ready and willing to participate)

•Develop communication/collaboration 
strategies

2
Offer Training/Consultation
•Client-specific strategies
•General TBI/SUD curricula
•Share resources
•

Investigate local programs
•Concurrent disorders programs 
may have the most flexibility in 
admissions and programming

•Know referral criteria, program 
philosophy and admission 
processes

•Explore access to addictions 
medicine

Start with individual clients
•Refer when the time is right (clients 
are ready and willing to participate)

•Develop communication/collaboration 
strategies

Offer Training/Consultation
•Client-specific strategies
•General TBI/SUD curricula
•Share resources

3

Jessie

Engage

Assess

Support 
Adapted 
Treatment

Follow-up

85
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Jessie

• Augmentative Communication 
Strategies

• Staff Training
• Direct support while in programming.

Prepare client 
and providers 
for inpatient 

stay

Prepare client 
and providers 
for inpatient 

stay

• CHIRS outreach programming
• Sober living settings
• Education for natural supports

Look for long-
term supports 

in the 
community

Look for long-
term supports 

in the 
community

Tom

Tom

• Social Support
• Men’s group 
• Outreach Supports to coordinate with 

addictions programming
• Education and support for Addictions 

program
• Meaningful activity

• Family education
• Social Work Intervention

• Support to find culturally relevant supported 
housing in the community

88
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Andrew 

Andrew 

Partnership with ACTT

• Supported compliance with depot 
medication

Active support while housed 
in the shelter system
• Communication with shelter staff
• Development of coordinated 

approaches to difficult behaviour

Ongoing communication 
with family 

Resources

93
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SUD and TBI

Information about Brain Injury and 
Substance use

www.Ohio Valley.org

www.Brainline.org

Client workbook 

download

https://attcnetwork.org/sites/de
fault/files/2022-

02/Client%20Workbook_1.pdf)

95

https://attcnetwork.org/centers/mid-america-attc/traumatic-brain-injury-
sud-series

96

Designed to illustrate adaptations of 
common practice in intervention for 
substance use for ABI

A place to ‘get started’ for ABI-
trained professionals

MI focus now structured as a 
treatment program

94
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Multi-media

97

OLD VIDEO 
https://www.youtube.com/watch?v=6RubUo3
urpA&t=133s

https://www.youtube.com/watch?v=Rmu3fPhxaGs

Treatment should 
be sequential and 
highly specialized

Integration of intervention for 
substance use disorders is feasible 
and effective.

Footer 98

https://www.who.int/publications/i/item/9789241549790 (English)

https://apps.who.int/iris/bitstream/handle/10665/274363/9789242549799-
fre.pdf?ua=1 (Français)

Useful resource

Craft / CRA

99

The Community Reinforcement Approach
An Update of the Evidence
Robert J. Meyers, Ph.D., Hendrik G. Roozen, Ph.D., and Jane Ellen Smith, Ph.D
https://www.ncbi.nlm.nih.gov/pmc/articles/PMC3860533/

Community Reinforcement Approach
https://www.ccsa.ca/community-reinforcement-approach-essentials-series
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https://aci.health.nsw.gov.au/projects/ace-
program

• Screening

• Intervention
• Online training 

modules for 
facilitators

• Free materials
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Questions?

102

100

101

102


