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The concept of “recovery” in the context of treating mental
illness—including serious mental illness—has been recog-
nized as a central guiding principle for the orientation of
behavioral health systems, including the delivery of effective
treatment and services, and the development of practices,
policies, and systems change. As the adoption of recovery-
oriented care expands, there is a need to prepare the mental
health and addictions workforce with recovery-based clini-

cal skills and practice delivery approaches. In response, the
Substance Abuse and Mental Health Services Administration
(SAMHSA) created an innovative workforce collaborative to
increase clinician skills to deliver evidence-based, recovery-
oriented treatment, services, and supports. This column de-
scribes that collaborative—the Recovery to Practice project.
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Since its inception, the Substance Abuse and Mental Health
Services Administration (SAMHSA) has played a critical role
in developing and promoting the use of evidence-based
approaches that improve recovery for people with mental
or substance use disorders and their families. Examples of
evidence-based practices supported by SAMHSA include
assertive community treatment, supported housing, medi-
cation management, peer-operated services, and supported
employment, among others. These practices have been or-
ganized into a model of recovery that has been adopted by
behavioral health providers and systems of care. Evidence-
based practices included in the model of recovery have re-
ceived the support of leading policy makers, such as the
Institute of Medicine (1); national and state payers for behav-
ioral health care; the U.S. Surgeon General (2); a U.S. presi-
dential commission; providers; consumers and their families;
and others. For people with mental illnesses or addictions,
including those with serious mental illnesses, recovery is the
optimal outcome.

SAMHSA has developed a definition of recovery (3) for
both mental illnesses and addictions. The definition identi-
fies recovery as a means for a person to improve his or her
health, including behavioral health; to promote greater
autonomy and independence; and to strive to reach his or
her full potential. In so doing, the agency noted four key
domains that help support recovery: health (high-quality,
person-centered health care and behavioral health care),
home (safe, affordable housing), purpose (education and
employment), and community (peer, family, and other so-
cial supports). The domain of health includes the pro-
vision of general medical, psychiatric, and other clinical

treatments. In 2010, SAMHSA recognized the need to as-
sist treatment providers with the adoption of recovery-
oriented approaches in their day-to-day practice of delivering
treatment and clinical services, and SAMHSA initiated the
Recovery toPractice (RTP) project (www.samhsa.gov/recovery-
to-practice).

As a result, over the past four years a unique partnership
has formed between government, provider organizations, and
consumers and family members to improve the delivery of
clinical practice in order to operationalize the promise of
recovery. In this partnership, SAMHSA led a collaboration
with the American Psychiatric Association, American As-
sociation of Community Psychiatrists, American Psycho-
logical Association, American PsychiatricNursingAssociation,
Council for Social Work Education, National Association
for Alcohol and Drug Addiction Counselors, and Inter-
national Association of Peer Supporters to develop and
implement workforce training curricula for each of the
organization’s members. Each profession’s curriculum ad-
dresses common core competencies for providers that will
help them develop effective therapeutic relationships, in-
cluding evidence-based approaches such as person-centered
planning, shared decision making, motivational interview-
ing, cultural competence, peer and family support, self-
management, crisis planning, trauma-informed care, and
recovery-based medication management. The curricula
were developed via a thorough evidentiary review of cur-
rent clinical education; a series of pilot trainings, including
qualitative data collection and analyses for material refine-
ment; and the creation of multimodal knowledge delivery
systems.
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IDENTIFYING TRAINING NEEDS

A steering committee of experts in recovery-oriented prac-
tices from the disciplines provided oversight of the project’s
development and offered ongoing consultative feedback.
Each profession undertook a comprehensive assessment of
its current level of adoption of recovery-oriented practices
across provider organizations and systems levels. Elements
such as regulatory practices and existing training initiatives
particular to the professional fields were examined.

Each professional association performed a situational
analysis to understand the extent to which recovery-oriented
concepts were reflected in organizational structures, policies
and practices, and institutional training curricula, and each
association identified barriers to training development,
dissemination, and the application of practices in the field.
These analyses were guided by what SAMHSA identified
as ten key components of recovery-oriented practice (4), such
as cultural competence, consumer and family empowerment,
person-centered planning, whole-health approaches, and
trauma-informed care. Each association also created its own
advisory committee, consisting of professional members,
consumers, and family members, to interpret findings and
contribute to development of curricula.

DEVELOPING TRAINING CURRICULA

On the basis of thefindings of the situational analyses, training
outlines were developed that addressed the specific needs of
each group and that reflected the group’s scope of practice
and audience needs. The training outlines were organized
in topic-specific modules so that a particular learner could
concentrate on the issue area of greatest need or interest.
Customized educational modules, such as a module focused
on promoting self-determination through advance directives,
were designed to provide rapid access to education on desired
topics that could be easily activated and put into practice. The
implementation of evidence-based practices, such as person-
centeredplanning,motivational interviewing, and trauma-sensitive
care, were keymodule topic areas of the developing curricula.

The ongoing dialogue and partnership between the
professional associations and the steering and advisory
committees aided in this process. These forums created

opportunities to share ideas, strategies, challenges, and re-
sources that would add or enhance recovery-oriented clinical
care or psychosocial rehabilitation services in particular mul-
tidisciplinary service environments, such as inpatient settings
and outpatient agencies. The involvement of “peers” (self-
identified persons in recovery)—both as direct care providers
and as members of committees and advisory groups—was rec-
ognized as critical to influencing recovery-oriented care. Persons
in recovery were, by design, included in the development and
delivery of training curricula.

PILOT TESTING AND DISSEMINATION

After the curricula were drafted, they were subjected to an
extensive period of pilot training to validate the effectiveness
of the training materials and to refine the training design on
the basis of audience testing. More than 3,400 professionals
across the six professions participated in the pilot training
and provided useful feedback. A variety of implementation
methods were employed, including in-person training, train-
the-trainer approaches, electronic media, and webinars, in
addition to manualized and self-study processes (see box).

Each discipline tailored a dissemination strategy to train
its members in educational and practice settings. RTP also
developed an online learning community of 10,000 pro-
viders and created a centralizedWeb source—an accessible
library of training materials and resources as well as an
online training series on a range of recovery-oriented cli-
nical treatment approaches. Nearly 50,000 professional mem-
bers learned about the RTP project and how to access online
training and were updated about in-person training that was
being made available at various professional conferences and
seminars.

CONCLUSIONS

Originating from the lived experiences of people with men-
tal illnesses and addictions, recovery has now been em-
braced by major behavioral health providers, policy makers,
and others. RTP established that there is a significant need
and interest among behavioral health providers for educa-
tion on recovery-based clinical practices. RTP also demon-
strated amodel partnership between government, providers,

STRATEGIES FOR IMPLEMENTING RECOVERY TO PRACTICE (RTP) DEVELOPED BY PROFESSIONAL ORGANIZATIONS

• The American Psychiatric Association and the American Asso-
ciation of Community Psychiatrists developed a training led by
psychiatrists and persons in recovery that employed role
plays and vignettes to explain recovery concepts, such as
shared decision making, person-centered care, goal setting,
and collaborative medication management.

• The Council on Social Work Education (CSWE), the accred-
iting organization for social work baccalaureate and master’s
programs, published Advanced Social Work Practice Com-
petencies in Mental Health Recovery linked to the CSWE

Educational Policy and Accreditation Standards—the prac-
tice standards that underlie all training and education for
social workers.

• The American Psychiatric Nurses Association (APNA) in-
tegrated recovery-based, person-centered content into
Psychiatric–Mental Health Nursing: Scope and Standards
of Practice, which guides the delivery of psychiatric nurs-
ing care, and one of the APNA’s core RTP faculty mem-
bers served on the task force that reviews and updates the
standards.
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consumers, and family members. Building on this founda-
tion, plans are being made to expand these efforts in work-
force training on integrated, coordinated care approaches,
including training of primary care providers. These inte-
gration efforts have increased importance with the wider
dissemination of new health care delivery systems, such as ac-
countable care organizations and primary care medical homes.
The second phase of RTP will undertake these challenges by
developing formal training approaches that address integrated
care models and clinical decision making in collaboration with
general medical and behavioral health disciplines.

SAMHSA’s RTP project continues to help build a 21st
century workforce that uses evidence-based practices that
help support recovery for people with mental illnesses and
their families.
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