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In Rhode Island, about 30,000 people live with 
substance use disorder (SUD). A similar or greater 
number struggle with alcohol. So 50,000-100,000 
Rhode Islanders are struggling with one or the other. 
In Rhode Island, 100,000-200,000 people use poten-
tially addictive substances regularly. 

That’s it. That’s the bar. Do we help 30,000 
people now, or don’t we? Do we help 100,000 people 
avoid developing substance use disorder in the years 
to come? The numbers are not negotiable, only our 
response. It is a simple choice. This is our commu-
nity. How will we live in it?

There is no “them” in this crisis. 

This is not a separate group of people that we are 
here to create services for and be nicer to. 

This is us. This is all of us, sharing in need. Everyone 
is affected. This is our community. If you look to 
your own family, friends, neighbors, you will see 
people who have or should have gone through the 
treatment system. If there had been one.

We do not have a treatment system. We have a 
marketplace. We produce services for billing, not 
lives for humans. 

We need a true system of care.

A true system of care…

• Recognizes that at the heart of recovery 
is agency and personal choice.

• Enables agency & independent action 
for everyone.

• Devolves responsibility of care to the 
community as a whole.

• Works across experiences and needs.

• Operates on harm reduction principles.

• Offers evidence-based tools and support.

• Understands medical options as part of a 
spectrum of wellbeing.

• Recognizes that many people find recovery 
without any medical intervention at all.

• Offers treatment on demand.

• Has enough capacity to give people treat-
ment when they need it.

• Integrates substance use disorder (SUD) 
management with primary care.

• Does not treat people with SUD as burdens.

• Supports people wanting treatment.

• Supports people not ready for treatment.

• Supports people at risk of falling into SUD.

• Recognizes that everyone has something to 
contribute.

• Offers everyone an opportunity to contribute.

• If we are going to care for all of us, we need a 
system with capacity to treat any of us.

A Manifesto for a True System of Care

Drawing inspiration from the language of restorative justice and non-
violence, this manifesto outlines the demands for a true system of care in 
Rhode Island. Instead of beginning with questions such as, “what can we 
afford?” the manifesto begins by asking, “what is the need?” In the face of 
that question we are offered a stark choice.

STUDIO TEAM PROPOSAL

Rhode Island is our community. We 
face a simple question: will we deploy 
enough capacity to support our people 
living with substance use disorder?
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Conceiving a true system of care 
When we were writing the manifesto, we asked 
ourselves, what would a true system of care look 
like — how would we, the people of Rhode Island, 
design a system like that? Our team wanted to focus 
on the actual need and build around that instead of 
starting with the financial constraints. What that 
comes down to is opening the doors to people until 
there are no more people coming in the doors. There 
are never any limits on any service that we would 
offer. There are no limits on recovery housing beds. 
There are no limits on detox beds. There are no 
limits on treatment beds. There are no limits on 
stay-in treatment because we consistently hear from 
people that they’re getting let go from treatment too 
early. They’re not ready.

A system without limits on such resources 
sounds insane because it sounds financially impos-
sible. How could we make that happen? Substance 
use disorder is already expensive. There are the law 
enforcement costs, housing costs, emergency room 
costs and more. A true system of care would not 
necessarily cost more. It’s about spending money 
in different ways.

How much of each service do we need?

• We don’t know. We need to find out.

• Continue to expand services until the point 
where nobody is turned away for “lack of 
beds.” This means:

• Inventory of current system and talk with 
outreach workers/CPRS about how often 
they are trying to place people in beds that 
are full.

• Look at language, gender, age (young 
people-specific programs) and 
LGBTQIA-specific capacity of the current 
system, versus the population of RI (poten-
tial clients) — are there gaps or weak points?

• Number of beds or slots to be determined by 
the “throughput need”. That means we need 
to assess everyone presenting for treatment 
and count how many people need which 
treatment modality over a day, week, month 
and year so that we can build adequate treat-
ment capacity.

Conceiving a true system of care No limits:

• Length of treatment stay is determined by 
the person receiving the treatment only, and 
not by arbitrary insurance limitations or reg-
ulations. Medically evidence-based decisions 
are made about the standard length of stay, 
which should start at 6 months. 

• Unlimited access to treatment — relapse is 
recognized as a part of recovery. You cannot 

“run out” of times you are allowed to access 
treatment in a certain amount of time.

Nobody is:

• Released from treatment against their will 
(they are saying they are not ready.)

• Released from treatment to the streets 
(everyone leaving treatment should be 
released to their own home or to a recovery 
house paid for by the state (if the person does 
not have a source of income to pay for it.)

•  Relapse is a part of recovery, recognizing and 
building the acknowledgment and support 
for people who have relapsed into every part 
of the system: 

Detox: No limit to the number of times a 
person can go through detox. 

Treatment: No limit to the number of times 
a person can go through treatment, and fur-
ther training of staff on relapse prevention 
and acknowledging that relapse is a part of 
the stages of change. 

Recovery Housing: Much more support
for people who have relapsed in recovery
housing and want to come back — support
for people to transfer to another house, or
encourage houses to have more flexibility
in welcoming people back after relapse.

Recovery Housing is free for all who do not have 
the ability to pay for up to one year, people are given 
case management and supports for transition to 
either paid work or Supplemental Security Income 
(SSI). People on SSI who want to continue to live 
in recovery housing receive funding to reduce the 
financial burden of housing to ensure it is not more 
than 30% of their income.

Hospital Clinic Fire Station School

Recovery Housing

Dramatically Increase Workforce

24/7 Assessment
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Cultural competence throughout the entire 
system:

• Language capacity and cultural competence 
of treatment providers means that everyone 
accessing treatment can communicate with 
their providers and receive respectful and 
culturally relevant care.

• Specific recovery housing for populations 
needing greater or more specific support 
or cultural competence is developed, such 
as LBGTQIA-specific housing, housing tar-
geting young people in recovery, etc.

• Language and cultural competence capacity 
in the system needs to dramatically increase, 
retraining for current staff and prioritizing 
hiring of second-language appropriate and 
culturally responsive staff, bonuses and 
higher wages for staffers who have the 
language skills and cultural background to 
connect with clients.

Harm reduction integrated throughout the 
entire system:

• Harm reduction providers are able to meet 
and build relationships with people who can 
access treatment on demand at any time.

• Integration of harm reduction into primary 
care, detox, treatment, etc. Providers under-
stand the value of harm reduction and do not 
stigmatize clients accessing harm reduction 
services who are trying to stay safe.

Workforce:

• Living wage for all people working 
throughout the treatment and recovery 
worlds, including: 

• Clinicians

• Peer recovery specialists

• Treatment center staff

• Community health workers

• Case managers

• Limits on caseloads for all people throughout 
the system. Limits on clinical caseloads, case 
manager caseloads, etc. All caseload counts 
will be determined by best practices and 
funding will be increased to hire more staff 
for each discipline until all caseloads for staff 
are under the appropriate number. 

Accessing treatment on demand:

• No “wrong door” barriers to treatment — 
every hospital, clinic, or community-based 
organization has enough capacity to immedi-
ately transport anyone expressing interest in 
treatment to an open bed.

• Design a system similar to the safe stations 
model (but larger) where within every 
major institution or facet of people’s lives, 
there exists doorways to recovery. Anyone 
expressing interest in treatment at a hospital, 
a fire station, a school, etc, there will be a 
clear pathway to get them to treatment and 
the bed capacity will be increased to the 
point where there is nobody turned away for 

“lack of beds”.

Assessment and assignment to treatment:

Rhode Island will need a facility with the capacity 
to hold anyone requesting treatment in a supportive 
recovery environment until a formal assessment pro-
cess can be completed. We will need an assessment 
team that works seven days a week with enough 
capacity to assess the number of people requesting 
treatment on an average day in Rhode Island, with 
surge capacity so that larger numbers presenting 
for treatment during times of stress can be quickly 
assessed and then assigned to treatment based on 
evidence based assessments. 

Recovery supports over the life span: 
Offering people a chance for a purposeful life. See 
8 Dimensions of Wellness to Embrace In Recovery1:

emotional
Coping effectively with life and creating satisfying 
relationships.

financial
Felling satisfied with current and future financial 
situation.

social 
Developing a sense of connection, belonging and 
support with others.

spiritual
Discovering a sense of purpose and meaning in life.

occupational
Finding personal satisfaction and enrichment in 
one’s work.

physical 
Acknowledging the importance of physical activity, 
nutrition and sleep.

intellectual
Recognizing creative abilities and finding ways to 
expand knowledge and skills.

enviornmental
Maintaining good health by occupying pleasant, 
stimulating environments that support well-being.

1  Hull, M. (2021, November 18). 8 dimensions of wellness 
to embrace in recovery: The recovery village. The Recovery 
Village Drug and Alcohol Rehab. Retrieved December 13, 2021, 
from https://www.therecoveryvillage.com/recovery/wellness/
eight-dimensions-of-wellness-3/. 


